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Abstract

Rapid evaluation of the Special Measures for Quality and 
challenged provider regimes: a mixed-methods study

Naomi J Fulop ,1* Estela Capelas Barbosa ,2 Melissa Hill ,1  
Jean Ledger ,1 Pei Li Ng ,1 Christopher Sherlaw-Johnson ,3 
Lucina Rolewicz ,3 Laura Schlepper ,3 Jonathan Spencer ,3  
Sonila M Tomini ,1 Cecilia Vindrola-Padros 1 and Stephen Morris 4

1Department of Applied Health Research, University College London, London, UK
2Bristol Medical School, University of Bristol, Bristol, UK
3The Nuffield Trust, London, UK
4Department of Public Health and Primary Care, University of Cambridge, Cambridge, UK

 *Corresponding author n.fulop@ucl.ac.uk

Background: Health-care organisations in England that are rated as inadequate for leadership and one 
other domain enter the Special Measures for Quality regime to receive support and oversight. A ‘watch 
list’ of challenged providers that are at risk of entering Special Measures for Quality also receive support. 
Knowledge is limited about whether or not the support interventions drive improvements in quality, the 
costs of the support interventions and whether or not the support interventions strike the right balance 
between support and scrutiny.

Objective: To analyse the responses of trusts to the implementation of (1) interventions for Special 
Measures for Quality trusts and (2) interventions for challenged provider trusts to determine their 
impact on these organisations’ capacity to achieve and sustain quality improvements.

Design: This was rapid research comprising five interrelated workstreams: (1) a literature review using 
systematic methods; (2) an analysis of policy documents and interviews at the national level; (3) eight 
multisite, mixed-methods trust case studies; (4) an analysis of national performance and workforce 
indicators; and (5) an economic analysis.

Results: The Special Measures for Quality/challenged provider regimes were intended to be ‘support’ 
programmes. Special Measures for Quality/challenged provider regimes had an emotional impact on 
staff. Perceptions of NHS Improvement interventions were mixed overall. Senior leadership teams were 
a key driver of change, with strong clinical input being vital. Local systems have a role in improvement. 
Trusts focus efforts to improve across multiple domains. Internal and external factors contribute to 
positive performance trajectories. Nationally, only 15.8% of Special Measures for Quality trusts exited 
the regime in 24 months. Entry into Special Measures for Quality/challenged provider regimes resulted 
in changes in quality indicators (such the number of patients waiting in emergency departments for more 
than 4 hours, mortality and the number of delayed transfers of care) that were more positive than 
national trends. The trends in staff sickness and absence improved after trusts left Special Measures for 
Quality/challenged provider regimes. There was some evidence that staff survey results improved. No 
association was found between Special Measures for Quality/challenged provider regimes and referral 
to treatment times or cancer treatment waiting times. NHS Improvement spending in case study trusts 
was mostly directed at interventions addressing ‘training on cultural change’ (33.6%), ‘workforce quality 
and safety’ (21.7%) and ‘governance and assurance’ (18.4%). The impact of Special Measures for Quality 
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on financial stability was equivocal; most trusts exiting Special Measures for Quality experienced the 
same financial stability before and after exiting.

Limitations: The rapid research design and 1-year time frame precludes longitudinal observations of 
trusts and local systems. The small number of indicators limited the quantitative analysis of impact. 
Measurement of workforce effects was limited by data availability.

Conclusions: Empirical evidence of positive impacts of Special Measures for Quality/challenged 
provider regimes were identified; however, perceptions were mixed. Key lessons were that (1) time is 
needed to implement and embed changes; (2) ways to mitigate emotional costs and stigma are needed; 
(3) support strategies should be more trust specific; (4) poor organisational performance needs to be 
addressed within local systems; (5) senior leadership teams with stability, strong clinical input and 
previous Special Measures for Quality experience helped to enact change; (6) organisation-wide quality 
improvement strategies and capabilities are needed; (7) staff engagement and an open-listening culture 
promote continuous learning and a quality improvement ‘mindset’, which is critical for sustainable 
improvement; and (8) consideration of the level of sustainable funds required to improve patients’ 
outcomes is needed.

Future work: Future work could include evaluating recent changes to the regimes, the role of local 
systems and longitudinal approaches.

Study registration: The review protocol is registered with PROSPERO (CRD42019131024).

Funding: This project was funded by the National Institute for Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme and will be published in full in Health and Social Care 
Delivery Research; Vol. 11, No. 19. See the NIHR Journals Library website for further project information.
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Plain language summary

When health-care trusts in England have serious failings in the quality of care that they provide, 
they can be placed in ‘Special Measures for Quality’ and receive additional support from the NHS. 

There is also a list of ‘challenged providers’ at risk of entering Special Measures for Quality that receive 
support. In January 2019, of the 234 trusts in England, one-quarter had at some point been a challenged 
provider and/or entered Special Measures for Quality.

We studied how trusts responded to entering the Special Measures for Quality or challenged provider 
regimes. We wanted to understand if the support that the trusts receive can help the trust to improve 
the quality of care provided to patients. We did this by reviewing the relevant literature; speaking to a 
range of staff in eight trusts and nearby health organisations; analysing costs; and observing meetings in 
four of these trusts. We also compared national performance information between Special Measures for 
Quality/challenged provider trusts and non-Special Measures for Quality/challenged provider trusts.

We found that when a trust enters the Special Measures for Quality regime there is often an emotional 
impact on staff, who may experience low morale. Some staff thought that their trust received the right 
type of support, but others saw Special Measures for Quality as heavy-handed scrutiny or punishment. 
With hindsight, Special Measures for Quality was sometimes viewed more positively, as a pathway to 
make changes that were needed.

Looking at all trusts in England, we found that when trusts entered Special Measures for Quality or 
became challenged providers they started to get better at seeing emergency department patients within 
4 hours and reduced avoidable deaths. We also found that some parts of the staff survey results 
improved.

We found that staff need time and space to make changes. Looking after staff and having a leadership 
and culture that supports continuous learning are important for making improvements. Regional health-
care systems and local organisations have an important role to play in supporting trusts to make 
improvements.
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Scientific summary

Background

Health-care organisations in England that are rated as inadequate in terms of leadership and one other 
domain enter the Special Measures for Quality (SMQ) regime to receive increased support and oversight. 
Challenged providers (CPs) that are at risk of entering SMQ are placed on a ‘watch list’ and also receive 
support. Interventions for trusts in SMQ/CP regimes typically vary between trusts, and may include 
appointment of an improvement director (ID), a review of the trust’s leadership capability, access to 
financial resources for quality improvement (QI), an improvement plan, buddying with other trusts and 
commissioning external expertise. These interventions may be delivered in conjunction with other 
interventions and within a context of significant senior leadership changes. There is limited knowledge 
about whether or not these interventions drive improvements in quality, the costs of the interventions 
and whether or not the interventions strike the right balance between support and scrutiny. Our 
evaluation sought to understand how trusts respond to being placed in SMQ/CP regimes and whether 
or not and how the interventions provided impact the trusts’ capacity to achieve sustainable QI.

Objectives

The objective was to analyse the responses of trusts to the implementation of (1) interventions for 
trusts in SMQ and (2) interventions for CP trusts to determine the impact of these interventions on the 
trusts’ capacity to sustain and achieve QIs.

The study focused on the main interventions that NHS Improvement has identified as forming part of 
the SMQ/CP regimes:

• appointment and use of an ID
• buddying with other trusts
• the opportunity to bid for central funding to spend on QI.

We also remained open to any other interventions that participating trusts identified as being part of the 
SMQ/CP regimes and considered these interventions within a wider context of any leadership changes.

Our research questions (RQs) were:

1. What are the programme theories (central and local) guiding the interventions delivered to trusts in 
SMQ/CP regimes?

2. How and why do trusts respond to SMQ/CP regimes and the interventions within these regimes?
3. Which features of trusts in SMQ/CP regimes, and their wider context, contribute to their differing 

performance trajectories?
4. What are the relative costs of the interventions and how do these compare with their benefits?
5. How are data used by trusts in SMQ/CP regimes, and how do data contribute to their understand-

ing of improvements in quality and service delivery, especially in areas where performance concerns 
have been raised by the Care Quality Commission?

6. Do trusts in SMQ/CP regimes find it more difficult to recruit and retain staff?
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Methods

We conducted a multisite, mixed-methods study combining qualitative and quantitative approaches. 
Data collection and analysis followed a rapid research design involving teams of field researchers, and 
iterative data collection and analysis. The protocol was developed with input from relevant Department 
of Health and Social Care (DHSC) and NHS Improvement teams, by scoping relevant documents and 
with feedback from academic peers and patient representatives. The evaluation was formative, with 
findings shared and discussed with key stakeholders during the study.

The study comprised five interrelated work streams:

1. A review of the literature, using systematic methods, on the implementation of improvement inter-
ventions in education, local government and health care.

2. Analysis of policy documents and interviews at a national level to understand the origins, evolution 
and intended purpose of the SMQ/CP regimes.

3. Eight multisite, mixed-method case studies (four ‘high level’, four ‘in-depth’) purposively sampled 
from 59 trusts that entered SMQ or CP between July 2013 and September 2018. Interview, obser-
vational, documentary and quantitative data from the case studies were triangulated and analysed 
thematically and comparatively.

4. Quantitative analysis at a national level to explore relationships between being in SMQ/CP and per-
formance [4-hour waiting time target for emergency departments (EDs)/62-day cancer target/staff 
survey] and workforce (mix of staff employed at each trust/sickness absence/staff vacancy rates) 
indicators.

5. Economic analysis to quantify the costs and benefits of the SMQ/CP interventions; direct costs 
(national and case studies) were determined and a cost–consequences analysis was conducted for 
primary consequences (entry to and exit from SMQ/CP) and secondary consequences (staff experi-
ences/cultural changes from the NHS staff survey 2014–18 and trust financial stability).

Results

The rapid review found dominant definitions of success/failure and turnaround, which affected the 
design and implementation of improvement interventions. Successful interventions included 
restructuring senior leadership teams, inspections (in schools) and internal reorganisation by external 
organisations. The review also found that most interventions were designed and implemented at an 
organisational level, without considering system context, and very little attention was paid to the 
potential negative consequences of the interventions and their costs.

National perspectives and the programme theories underpinning the SMQ/CP regimes (RQ1) were 
explored through national-level interviews and documentary analysis. National stakeholders 
perceive the SMQ/CP regimes as ‘support’ programmes that aim to enable organisations to bring 
about improvements. QI plans are a central element of SMQ/CP regimes, and an essential role of 
IDs is to proactively engage organisational leaders and support the development of the 
improvement strategy.

Through our case study analysis, we identified stakeholder perceptions of SMQ/CP regimes and the 
NHS Improvement interventions (RQ2). Although SMQ/CP could be viewed positively, with some trusts 
feeling that they received the right support or were allowed space to make changes, others saw SMQ as 
heavy-handed scrutiny or punishment. Over time, and in hindsight, as a trust went on to improve and if 
in receipt of support, there could be a shift to a more positive view of SMQ/CP as a needed catalyst for 
positive change. We also found that there was an emotional impact on staff of the trust being labelled as 
failing and being placed in SMQ/CP.
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The perceptions of NHS Improvement interventions such as IDs, buddy trusts, funding and deep dives 
were mixed overall, and it was highlighted that trusts will have individual issues and needs for support 
that mean specific tailoring of the interventions is required. Leadership teams were found to be a key 
driver of change and, in terms of senior-level oversight, the medical director and chief nursing roles 
appear to be vital for communication between divisional and executive leadership tiers, promoting trust-
wide clinical engagement and overseeing improvement planning. It was noted at a national and case 
study level that local system-wide issues may need to be addressed for a trust to exit SMQ/CP regimes.

We examined how trusts responded to the SMQ/CP regimes (RQ2) and found that the case study trusts 
focused their efforts to improve across eight domains:

1. governance, accountability and leadership – review of governance and accountability; increased 
‘board to ward’ interactions; development of sustainable strategies for QI and patient safety; and 
stronger clinical leadership at senior, divisional and ward levels

2. service delivery – prioritising improvements that ensure patient and staff safety, focus on compli-
ance with national standards and improved ED performance and referral to treatment (RTT) times

3. data monitoring and use of data – improving the use of data by addressing how it is being collected 
and analysed, and how findings are shared

4. organisational culture and staff engagement – addressing problems with organisational culture (e.g. 
bullying); recognising and celebrating staff; and improving lines of communication between senior 
team and staff

5. workforce – addressing staffing levels, skill mix and retention; ensuring safe staff levels; and intro-
ducing strategies to reduce staff turnover and improve staff retention

6. QI plan or strategy – working with ID to develop a plan/strategy; and setting a vision for culture 
change and continuous improvement

7. QI interventions, methods or techniques – a range of QI methods and tools (e.g. Plan-Do-Study-Act 
(PDSA), WHO checklists) and broader interventions used to drive improvement; and leadership and 
resource commitments to embed these trust wide

8. estates and equipment – improvements in working and patient environments to ensure safety, 
improve capacity and modernise services.

Our analysis of trusts’ performance trajectories (RQ3) using national-level data found that, relative to 
national trends, entry into SMQ/CP regimes corresponded to positive changes in 4-hour waits in EDs, 
mortality and delayed transfers of care. Trends in sickness and absence improve after trusts leave the 
regime. There was also some evidence that staff survey results improve over the period that trusts are in 
the regime (significant improvements in five of nine domains). SMQ/CP regimes do not, however, 
influence RTT times or cancer waiting times.

From the case study analysis, we identified several key internal and external factors that contributed to 
positive performance trajectories (RQ3):

• internal factors – characteristics of trusts that exit SMQ, including trusts that have sustained QIs 
over time; systematic use of data for QI; use of QI method(s) and dedicated resources; safe workforce 
levels; focus on staff engagement and recognition; integrated quality, financial and risk management 
with clear lines of accountability; and an embedded open and listening improvement culture.

• external factors – established good working relationships with the regulators; collaborating with 
external partners and peers; and have had time to embed change.
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We identified several key internal and external factors that contributed to our case study trusts not yet 
exiting SMQ/CP (RQ3):

• internal factors – instability and churn at senior leadership level; absence of an organisation-wide QI 
methodology and culture; poor governance and risk management at all levels; poor staff engagement 
and issues with harassment and bullying; outdated equipment and/or deteriorating estates; and 
problems with staff recruitment and retention.

• external factors – financial pressures in the regional health economy; recent entry into SMQ or CP 
recently; or improvements made but not yet embedded.

The cost–consequence analysis (RQ4) was based on case study and national-level data. Mean funds 
spent on trusts in the SMQ regime at the national level during 2018–19 were more than twice as high 
as the mean funds spent during the same period for trusts under the CP regime. The largest components 
of NHS Improvement spending for our case studies were identified as interventions directed at ‘training 
on cultural change’ (33.6%), ‘workforce quality and safety’ (21.7%) and ‘governance and assurance’ 
(18.4%). CP trusts were four times more likely to exit within the time limits (12 months) than SMQ trusts 
(24 months). The interventions delivered to trusts as part of the SMQ/CP regimes showed a positive 
effect on staff-based measures, although there were fewer improvements in the context of ‘promotion 
of staff’s health & wellbeing’, ‘staff’s satisfaction with quality of care’ or ‘organisation’s actions on quality, 
diversity & inclusion’. The impact of SMQ on financial stability was equivocal, as we found that most of 
the trusts that exited SMQ experienced the same financial stability before and after exiting, while this 
share was lower for the group remaining in the regime.

Our case study analyses found that trusts recognised the importance of use of data in QI processes 
(RQ5). Trusts focused on a standard set of nationally agreed metrics for high-level reporting. The 
limitations, such as inadequate monitoring of the impact of QI activities, were acknowledged. Trusts 
increasingly recognised the importance of triangulating different indicators and information sources, 
including ‘soft data’ from staff and patients, to obtain a more holistic view of quality.

Our analysis of the impact of SMQ/CP on the recruitment and retention of staff (RQ6) was based on 
national-level and case study data. National-level analysis found that sickness absence, staff vacancy 
rates, proportions of consultants and nurse-to-doctor ratio were not significantly different from national 
means at SMQ/CP trusts when they enter the regime. Workforce issues, such as staff turnover, 
recruitment and retention, and sickness and agency spend, were identified as underlying reasons for 
why case study trusts enter SMQ/CP. In turn, workforce investment was a key component of case study 
trusts’ response to being in SMQ/CP, with trusts striving to address gaps in staffing levels, particularly in 
ED, and skill mixes, reduce staff turnover and improve staff retention. Stigma from the SMQ label was 
perceived as having a negative impact on recruitment and retention of staff.

Conclusions

Supporting poor-performing health-care organisations to improve is essential and we have added to the 
limited knowledge base on the implementation and impact of improvement interventions. Through our 
evaluation, we have delivered a greater understanding of the programme theory, impact and staff views 
and experiences of the SMQ/CP regimes, with formative feedback shared with key stakeholders. We have 
demonstrated the value of mixed-methods approaches that combine quantitative and qualitative data 
from local case studies alongside quantitative indicators derived from nationally available routine data.
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The key overarching lessons for regulators, policy-makers and trusts are:

• Regulatory bodies

◦	 Time is needed to implement and embed sustainable changes, 2–3 years not 1 year, and staff 
should be given ‘slack’ to develop and implement changes.

◦	 Strategies to support improvement need to be more trust specific.
◦	 Duplication of reporting requirements to different regulatory bodies should be reduced.
◦	 Consideration should be given to the provision of sustainable funds required to improve patients’ 

outcomes.

• Trust leadership

◦	 Stable leadership is needed once the new team is established because of the time that it takes to 
make improvements – otherwise problems are perpetuated.

◦	 Inclusion of people with previous experience with SMQ in senior leadership teams can help to 
manage regulatory requirements and bring knowledge and confidence to enacting change.

• Staff and culture

◦	 Staff engagement and an organisational culture that supports learning are key to 
sustainable improvement.

• Emotional costs and stigma

◦	 Ways to mitigate the emotional cost and stigma of SMQ are needed.

• QI strategies and capabilities

◦	 Development of organisation-wide QI strategies and capabilities is important.

• Local systems

◦	 Poor organisational performance needs to be considered at both organisational and system levels.

• Patients and the public

◦	 Engagement with patients and the public should be emphasised as an important part of the 
process of making improvements.

Key areas and considerations for future research include:

• prospective evaluation of the impact of the new NHS Improvement/NHS England operating framework
• focus on SMQ/CP at the local system level and expand the range of stakeholders external to the 

trust giving viewpoints on SMQ/CP
• prospective studies could use using sequential monitoring techniques to allow ‘real-time’ 

assessments of the impact of interventions
• study of trusts in Special Measures for Finance (SMF) and link between SMQ and SMF
• further research to understand the impact of SMQ on financial stability
• prospectively link financial stability to changes in direct/indirect costs and additional opportunity 

costs using indicators that are part of routinely reported data
• longitudinal studies to look at the sustainability of improvement and where trusts re-enter SMQ
• tailoring data collection to trust-specific concerns and areas highlighted for improvement that can 

feed into the overall evaluation framework.
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Study registration

The review protocol is registered with PROSPERO (CRD42019131024).

Funding

This project was funded by the National Institute for Health and Care Research (NIHR) Health and Social 
Care Delivery Research programme and will be published in full in Health and Social Care Delivery 
Research; Vol. 11, No. 19. See the NIHR Journals Library website for further project information.
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Chapter 1 Context

Background

There is an internationally recognised need for transparent, integrated and timely processes for 
identifying quality and patient safety issues across health-care systems.1 There may be indications 
of persistent performance issues in a health-care organisation long before a crisis comes to the 
attention of the public and regulators. Attention has been placed on failing health-care organisations, 
the characteristics of these organisations and the factors (internal and external) that might lead to 
low performance. These include low leadership capability, lack of open culture, antagonistic external 
relationships,2–4 inadequate infrastructure, lack of a cohesive mission and system shocks.5 A hierarchical 
culture and leadership focused on avoiding penalties and achieving financial targets – rather than a 
patient-centred mission – are characteristics identified in many failing organisations. High-quality 
interventions that are capable of helping struggling health-care organisations to improve are essential.5

The Special Measures for Quality (SMQ) regime is a targeted and time-limited regime in the NHS in 
England that has been agreed between the national regulators, the Care Quality Commission (CQC) 
and NHS Improvement. The regime emerged following the Keogh Review6 into avoidable mortality 
in 2013. Trusts are entered into SMQ only where serious care quality failings are identified and the 
leadership appears unable to resolve the problems without intensive support and external input.7–9 The 
SMQ regime provides trusts with oversight and interventions from NHS Improvement to help them to 
address specific quality failings identified in CQC inspections. The CQC then re-inspects the SMQ trust 
within 12 months of starting SMQ. NHS Improvement perceives SMQ as a support regime to bring 
about improvement (email from interviewee, NHS Improvement, October 2018). In addition, challenged 
providers (CPs) that are at risk of entering SMQ are placed on a ‘watch list’ and also receive support. The 
list of CPs, unlike the list of trusts in SMQ, is not available in the public domain.

Interventions for trusts in SMQ/CPs typically vary between trusts and may include appointment of 
an improvement director (ID); review of leadership capability; access to financial resources for quality 
improvement (QI); an improvement plan, including options for diagnostic work on assessing medical 
engagement; buddying with other trusts; and commissioning external expertise. These interventions 
may be delivered in conjunction with other interventions and within a context of significant senior 
leadership changes.

Commentaries on the SMQ regime have highlighted potential unintended consequences for 
organisations, such as difficulties with recruitment and retention, lowering of staff and patient morale, 
increases in financial costs, and external pressures placed on already burdened management systems.10 
A recent evaluation of the CQC inspection regime categorises eight types of regulatory impact arising 
from the inspection regime (Table 1).11 The impact of CQC inspections was found to vary considerably 
according to the type and size of provider; however, ‘directive’, ‘stakeholder’ and ‘organisational’ 
influences appear most applicable to providers that are asked by the regulator to take immediate action 
to improve quality and enter SMQ.

Our understanding of the impact of the SMQ/CP regimes and the interventions provided by NHS 
Improvement to support trusts is limited. To date, to the best of our knowledge, no academic studies 
have independently evaluated the interventions delivered when a trust enters SMQ/CP. Here we 
seek to understand how trusts respond to being placed in SMQ/CPs and whether or not and how the 
interventions provided impact the trusts’ capacity to achieve and sustain QIs over time.
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The SMQ and CP regimes were ‘in transition’ during the evaluation and writing of the report, and there 
were several changes:

• Matt Hancock was appointed Secretary of State for Health and Social Care on 9 July 2018, replacing 
Jeremy Hunt, who had been in the role since 2012.

• Weekly ‘Care Meetings’ with the Secretary of State to review trusts in SMQ/CP regimes were 
replaced by monthly meetings with no ministers present.

• We were informed that the CP regime ended in October 2019.

Study objectives

The objective of the study was to analyse the responses of trusts to the implementation of (1) 
interventions for trusts in SMQ and (2) interventions for trusts in the CP regime to determine their 
impact on these organisations’ capacity to sustain and achieve QIs.

The study focused on the main interventions that NHS Improvement has identified as forming part of 
the SMQ/CP regimes:

• appointment and use of an ID
• buddying with other trusts
• the opportunity to bid for central funding to spend on QI.

We also remained open to any other interventions that participating trusts identified as being part of the 
SMQ/CP regimes and considered these interventions within a wider context of any leadership changes.

Research questions

1. What are the programme theories (central and local) guiding the interventions delivered to trusts in 
SMQ/CP regimes?

2. How and why do trusts respond to SMQ/CP regimes and the interventions within these regimes?
3. Which features of trusts in SMQ/CP regimes, and their wider context, contribute to their differing 

performance trajectories?

TABLE 1 Eight regulatory impact mechanisms

Impact mechanism Description 

Anticipatory Providers seek to comply in advance of regulatory interactions (e.g. inspection)

Directive Providers take direct actions as requested by the regulator. Legal consequences possible in 
cases of non-compliance

Organisational Providers instigate internal processes not explicitly related to directives on account of interac-
tion with the regulator, such as addressing leadership or culture

Relational Influence of (human, interpersonal) interactions between regulatory staff and regulated 
providers

Informational Regulatory information on performance enters the public domain and informs 
decision-making

Stakeholder Other stakeholders take action and interact with the regulated provider

Lateral Regulatory interaction results in new interorganisational actions (across boundaries), such as 
peer learning

Systemic Regulatory information on providers is used to identify wider issues in systems of care, 
beyond a single provider

Adapted from Smithson et al.11
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4. What are the relative costs of the interventions and how do these compare with their benefits?
5. How are data used by trusts in SMQ/CP regimes, and how do data contribute to their understand-

ing of improvements in quality and service delivery, especially in areas where performance concerns 
have been raised by the CQC?

6. Do trusts in SMQ/CP regimes find it more difficult to recruit and retain staff?

Research overview

This study was conducted by the Rapid Service Evaluation Team (RSET). RSET, funded by the National 
Institute for Health and Care Research (NIHR) Health and Social Care Delivery Research (HSDR) 
programme, is a 5-year research programme that aims to rapidly evaluate health and care service 
innovations to produce timely findings of national relevance and immediate use to decision-makers. The 
topic of this report was identified through discussions between the NIHR HSDR programme and the 
Department of Health and Social Care (DHSC). The provider policy and acute care team in the DHSC 
wanted to understand in greater depth how the SMQ and CP regimes were working and what lessons 
could be learned for the future.

There is limited knowledge about whether or not the interventions used to deliver support for trusts in 
SMQ/CP regimes drive improvements in quality, the costs of these interventions and whether or not the 
interventions strike the right balance between support and scrutiny. This study seeks to determine how 
provider organisations respond to these interventions, and whether or not and how these interventions 
impact organisations’ capacity to achieve and sustain QIs over time. Our study also provides a greater 
understanding of the programme theory, impact and staff views and experiences of the SMQ/CP regime.

We conducted a multisite, mixed-methods evaluation, involving eight case studies of purposively 
selected NHS trusts, that draws on multiple sources of national- and local-level data. The protocol was 
developed with input from relevant DHSC and NHS Improvement teams, by scoping relevant documents 
and with feedback from academic peers and patient representatives. The evaluation has been formative, 
with findings shared and discussed with key stakeholders during the study.

The study comprised five interrelated work streams:

1. literature review using systematic methods
2. interviews at a national level
3. multisite, mixed-method case studies
4. analysis of national indicators and workforce
5. economic analysis.

Structure of the report

Chapter 1 (background) presents the background and rationale for the evaluation. Chapter 2 (methods) 
presents the overarching design of the evaluation and provides an overview of the research methods 
employed (detailed information on methods is presented within each results chapter). Chapters 3–10 
(results) present the findings of the study. With the exception of the literature review (see Chapter 3), 
the individual results chapters do not include discussion sections. The results are integrated and 
discussed in a final discussion chapter (see Chapter 11). Chapter 11 (discussion and conclusion) presents 
the implications and lessons learned from our findings for regulators and policy-makers, health-care 
providers, staff and health system leaders and for researchers conducting rapid evaluations. It discusses 
the strengths and limitations of the study. This chapter also proposes future areas for research and 
future evaluation methods.
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Chapter 2 Methods

Overview

This chapter gives an overview of the methods used in the evaluation.

This chapter draws on the published study protocol by Fulop et al.12 This is an Open Access article 
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, 
which permits others to distribute, remix, adapt and build upon this work, for commercial use, provided 
the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/. The text below 
includes minor additions and formatting changes to the original text.

Study design

We conducted a multisite, mixed-methods study that combined qualitative and quantitative approaches 
to analyse the implementation of interventions delivered to SMQ/CP trusts and the impact of these 
interventions on trust performance, quality of care, patient experience and costs. To allow the study to 
be undertaken within a 1-year time frame, data collection and analysis have followed a rapid research 
design13 involving teams of field researchers, participatory approaches and iterative data collection and 
analysis, with the research team meeting fortnightly to discuss progress and emergent findings.

Ethics and research governance approvals

The University College London Research and Development Office and Ethics Committee reviewed the 
study protocol and materials. The study was classified as a service evaluation, as defined by the NHS 
Health Research Authority, and did not require Research Ethics Committee approval. Guidelines for data 
security, confidentiality and information governance have been followed. An informed consent process, 
using participant information sheets and written consent, was used for recruitment to ensure informed 
and voluntary participation. We are aware of the sensitive nature of this research for organisations and 
individuals. The research team has experience in conducting research on similar sensitive topics. The 
independence of the research and the anonymity of participants and organisations has been upheld.

Approach to the evaluation

The study protocol12 was developed over a 6-month period (August to December 2018) through 
discussions with relevant teams at the DHSC and NHS Improvement, by scoping relevant documents 
and with feedback from academic peers and patient representatives.

This was a formative evaluation, and we took an active approach to sharing our interim findings with key 
stakeholders, including the DHSC, NHS Improvement central and regional teams, and CQC. For a full list 
of activities to date, see Report Supplementary Material 1. Key examples of ongoing engagement activity 
with stakeholders include:

• presenting findings to the DHSC, NHS Improvement and CQC at their meetings and conferences
• sharing findings with the case study trusts
• publishing articles in peer-reviewed journals and presenting papers at academic and 

professional conferences

https://creativecommons.org/licenses/by/4.0/
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• producing accessible summaries of our findings for wider distribution to a range of audiences, 
including trusts, regulators, policy-makers and patient groups.

Research methods

Our study consisted of five interrelated elements.

Literature review using systematic methods
A rapid literature review of organisational failure in the public sector was conducted to guide our 
empirical research, particularly with respect to data analysis (see Chapter 3). Rapid-review methodology 
that uses a phased search approach was followed.14 Rapid reviews follow a systematic review approach, 
but some steps are adapted to reduce the time required to complete the review (i.e. using large teams 
to review abstracts and full texts, and extract data; in lieu of dual screening and selection, a percentage 
of excluded articles are reviewed by a second reviewer and software can be used for data extraction 
and synthesis14).

Phase 1 of the review was based on a broad search of health services, business and management 
journals, and a review of the grey literature (e.g. think tank reports), to develop a theoretical 
understanding of the main characteristics of organisational failure and turnaround, and the types of 
interventions implemented to improve quality. This literature was used to develop a conceptual and 
theoretically informed framework that could be used to inform the phase 2 research questions (RQs), 
search strategy, inclusion criteria and interpretation of findings. We used the Preferred Reporting Items 
for Systematic Reviews and Meta-Analysis (PRISMA) statement15 to guide the reporting of the methods 
and findings. The review protocol was registered with PROSPERO (CRD42019131024). The full details 
of the review methodology are described in Chapter 3.

The review sought to answer the following RQs:

• Phase 1
◦	 How are ‘failing health-care organisations’ defined?
◦	 What are the theoretical approaches that have been used to explain organisational failure in and 

outside health care?
◦	 How is ‘organisational turnaround’ defined?
◦	 Which theoretical approaches have been used to study turnaround strategies (if any)?

• Phase 2 (covering health care, education and local government)

◦	 What are the main interventions used to improve quality?
◦	 Do the studies highlight any specific issues with implementation?
◦	 What are the interventions classified as ‘successful’?
◦	 Have any of these interventions been evaluated? If so, what is the impact and sustainability of 

improvements produced by these interventions?
◦	 What are the costs of these interventions?

Analysis of policy documents and interviews at a national level
To understand the nature of the SMQ/CP regimes and the programme theories that underpin them 
(i.e. the underlying assumptions and expectations about the purpose of the intervention and the 
anticipated impact), we conducted qualitative interviews with staff at a national level at the beginning 
of the evaluation. We also collected and reviewed reports and documents (n = 20) that would help us to 
understand the origins of the approach of the SMQ and CP regimes, the regulatory and policy context, 
and how these dual approaches had evolved over time (see Chapter 4). A small number of internal 
documents were shared with the team by NHS Improvement and interviewees early into the evaluation, 
which were incorporated for review.
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Semistructured qualitative interviews were conducted with six staff at the national level. To identify 
relevant staff to invite for interview, the research team contacted representatives of key stakeholder 
groups – NHS Improvement, CQC and DHSC – to ask for recommendations for individuals involved 
in the SMQ/CP regimes. These individuals were then independently invited by e-mail to take part 
in a research interview. The purpose of these interviews was to better understand the nature of 
interventions deployed to support trusts and how the interventions were perceived by different 
stakeholders in relation to their programme theory/theories, and which interventions are viewed as 
being particularly effective, and under what conditions. The interview guide (see Appendix 1) covered 
three broad topic areas: (1) aims of the SMQ/CP regimes; (2) policy and interventions and (3) impact. 
The national interviews were professionally transcribed and analysed by a researcher (JL), who produced 
a thematic summary document for review by the wider project team early in the evaluation.

Multisite, mixed-method trust case studies
We conducted eight case studies (four ‘high level’ and four ‘in-depth’) using qualitative and quantitative 
approaches. We used a case study approach to explore the implementation of interventions in SMQ/CP 
trusts and reflect on any observed changes in processes and outcomes reported across specified time 
points (e.g. point of entry into or exit from SMQ). Case study research is common in management, 
business and organisational research and policy evaluations. Yin16 defined the case study as an ‘in-depth 
inquiry into a specific and complex phenomenon’.16 Case studies typically employ a range of data 
collection methods, quantitative, qualitative or a mixture of both, to ‘construct narratives of past events, 
or accounts of specific cases’.17

Sampling of case study trusts
Inclusion criteria:

• NHS trusts (ambulance, acute, mental health and/or community providers) placed in SMQ and/or CP 
regimes on or before 30 September 2018.

Exclusion criteria:

• trusts placed in SMQ and/or CP regimes (for the first time) after 30 September 2018
• trusts placed in Special Measures for Finance (SMF) only and never in SMQ/CP regimes.

To identify potential case study trusts, we conducted a preliminary analysis of data supplied by NHS 
Improvement on trusts that had entered SMQ since the regime began in July 2013, up to 30 September 
2018. A total of 35 trusts entered SMQ; four trusts returned to SMQ (giving 39 episodes), 25 had exited 
SMQ and, as of 30 September 2018, there were 14 trusts in SMQ. The ‘watch list’ of CPs was initiated 
in July 2015. These trusts received interventions to prevent them entering SMQ. On 30 September 
2018, there were 17 trusts on this list. Since July 2015, 44 trusts have been placed on this list, with 17 
trusts leaving the CP regime because they entered SMQ and one trust leaving the list and subsequently 
returning. A total of 59 trusts entered SMQ or became a CP between July 2013 and September 2018. 
As of January 2019, there were 234 trusts in England, meaning that roughly one-quarter of trusts had 
experience with the SMQ or CP regime (Table 2).

A total of 59 trusts met our inclusion criteria (see Table 2). We looked at the performance trajectories 
for these trusts and categorised them into four groups: prolonged poor performers, poor performers, 
shorter-term CPs and clear performance improvers (Table 3). Trusts were categorised based on 
the length of time spent in the SMQ/CP regimes and their progress over time, noting that some 
organisations were in the CP regime for only a short length of time and moved between categories. 
Therefore, although the categories are not fixed or absolute, our selected sites were in one of the 
categories at the time of sampling and met the criteria (e.g. re-entry into SMQ for a prolonged 
poor performer).



8

NIHR Journals Library www.journalslibrary.nihr.ac.uk

METHODS

Given that the overall objective of the case studies was to understand dynamics within trusts and their 
local contexts at different ends of the performance spectrum, we purposively sampled eight case study 
sites, with two sites from each performance category (Figure 1). We also aimed to recruit case study 
sites from a range of geographical locations and types of trusts. Of the two case studies within each 
performance trajectory, one was conducted ‘in depth’ and one at a ‘high level’.

Case study recruitment
Trusts were invited to participate via an e-mail to the chief executive officer (CEO); the e-mail explained 
whether the trust would be an ‘in-depth’ or a ‘high-level’ case study and what this would entail (see 
Report Supplementary Material 2). To recruit eight case study trusts, a total of 12 trusts were invited 
to participate (Table 4). Perhaps unsurprisingly, it was more difficult to recruit to the ‘prolonged poor 
performer’ and ‘poor performers’ groups.

Qualitative fieldwork: data collection
Qualitative fieldwork combined semistructured interviews, meeting observations and documentary 
analysis (Table 5). Interviews and observations were used to understand the processes used to 
implement the interventions based on available data to plot a chronology of the changes in quality at 

TABLE 2 Types of NHS trust entering the SMQ or CP regimes (July 2013 to September 2018)

Trust type 
Trusts ever in the 
SMQ or CP regimes (n) 

Trusts in SMQ (at 
September 2018) (n) 

Trusts in the CP regime 
(at September 2018) (n) 

Acute services only 33 7 9

Acute and community 18 4 7

Acute and mental health 1 1 0

Ambulance 2 1 0

Community and mental 
health

1 0 1

Mental health 4 1 0

Total 59 14 17

TABLE 3 Descriptions of performance categories

Performance  
categorya Performance category description 

Trusts matching 
descriptionb 

Prolonged poor 
performers

Trusts that have been in SMQ for ≥ 2 years since the introduction of the 
regime, including those trusts that re-enter SMQ after a period of exit

19

Poor performers CP trusts that end up in SMQ 12

Shorter-term CPs CPs that avoid entry into SMQ and have not previously been placed 
in SMQ. This may include trusts that merged with higher-performing 
providers. They are or were ‘challenged’ for < 2 years

20

Clear performance 
improvers

Trusts that have previously entered SMQ or CP but later achieved a good 
or outstanding overall CQC rating, without re-entry into either regime

9

Other trusts Trusts that do not meet any of the other criteria (four trusts that were 
‘challenged’ for a longer time, and one trust that left SMQ after a short 
period but has never been rated good or outstanding by CQC). These 
trusts were not sampled

5

a Performance categories are neither exhaustive nor mutually exclusive.
b Some trusts fit multiple categories.
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each site. Internal (inner) and external (outer) contextual factors potentially influencing participation in 
the interventions, including senior-level leadership changes and perceptions from the wider community 
and stakeholders in the local heath economy, were considered. In addition, we remained open to 
understanding the interventions that trusts perceived to be part of SMQ/CP regimes, as well as those 
identified by NHS Improvement as being effective for driving change. To aid the quantitative analysis, 
qualitative data were collected on how people within trusts use data, with an emphasis on whether or 
not and how data are used to track improvements in quality of care. Similarly, to facilitate the economic 
analysis, qualitative data were collected about resource use and costs incurred by the different 
interventions, and the perceived impacts on quality and additional unintended consequences of the 
interventions (positive or negative).

Sampling and recruitment within case studies

Participants
‘Vertical slicing’ was used to guide sampling in the four ‘in-depth’ case studies, with the goal of 
conducting interviews across different organisational tiers and with external stakeholders, including 
local branches of Healthwatch (London, UK). The types of interviewees who were purposively sampled 
were dependent on the context of each case study trust; for example, in addition to divisional/clinical 
directors, it was relevant to include staff from a clinical unit that the CQC had flagged as ‘inadequate’ 

Prolonged
poor

performers
(SMQ)

Poor
performers
(CP+ SMQ)

Shorter-term
CPs
(CP)

Clear
performance

improvers
(CP+SMQ)

• At least 2 years in SMQ, includes
    trusts that re-enter SMQ (n= 2)

• CPs that never enter
    SMQ (n= 2)

• Providers who leave CP and
    enter SMQ (n= 2)

• SMQ or CP trusts that later
    achieve strong CQC report

    with no re-entry (n= 2)

FIGURE 1 Purposive sampling model for case studies. Reproduced with permission from Fulop et al.12 This is an Open 
Access article distributed under the terms of the Creative Commons Attribution License (CC BY 4.0), which permits others 
to share and adapt this work for any purpose, provided the original work is properly cited. See: https://creativecommons.
org/licenses/by/4.0/. The figure includes minor additions and formatting changes to the original figure.

TABLE 4 Summary of trust recruitment

Group Type of sampling Invitations to trusts 

Prolonged poor performers In depth 3 (2 declined)

High level 1

Poor performers In depth 3 (2 declined)

High level 1

Short-term challenged In depth 1

High level 1

Clear improvers In depth 1

High level 1

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
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(e.g. maternity). In the four ‘high-level’ cases, we aimed to conduct interviews at the ‘top’ of the 
organisation and with key external stakeholders. Senior leaders and those involved in QI at each case 
study trust were asked to make recommendations for interview participants. At the in-depth case study 
sites, it was requested that an invitation e-mail was circulated to staff to invite them to take part in the 
study; staff were asked to respond directly to the lead researcher to discuss further if they would like 
to be interviewed confidentially. Other potential participants were identified by contacting local peer 
organisations and through snowballing from respondents.

Non-participant observations
We observed public trust board meetings and quality-focused or performance-focused meetings 
at the divisional level at the four ‘in-depth’ cases after securing prior permission and gaining verbal 
consent from participants at the time of the meeting. We used the board QI maturity framework18 in 
our observations of boards and other relevant meetings to support the analysis of observational data. 
Our aim was to focus on critical quality incidents or service issues where progress in QI appeared 
to be ‘transparently observable’ or where improvements were proving especially challenging for the 
organisations.19 Thus, we were open to studying a particular clinical unit that had been flagged as in 
need of improvement in earlier CQC inspections or a new intervention that the trust had introduced to 
support staff engagement in QI, such as ‘quality huddles’.

Documents
We collected and analysed documents developed by trusts to operationalise improvement efforts and 
recommendations from the regulator to help triangulate findings from interviews and observations. 
Documents included relevant meeting minutes (e.g. board meetings and operational units), quality 
committee meeting minutes, strategic performance documents (e.g. QI plans, where available or shared 
with the researchers) and business plans.

TABLE 5 Summary of qualitative and quantitative data collection at in-depth and high-level case studies

 In-depth case studies High-level case studies 

Qualitative components

Non-participant observation (e.g. board 
meetings and operational meetings)

• Yes
• Number of observations: two 

per case (eight in total)

• No

Interviews • Yes
• Participants from across dif-

ferent organisational tiers and 
external stakeholders

• Sample size: 15 interviews per 
case (60 in total)

• Yes
• Participants from the top 

of the organisation and key 
external stakeholders

• Sample size: 8–10 interviews 
per case (32–40 in total)

Documentary analysis • Yes • Yes

Quantitative components

Trust use of quantitative information 
relating to quality of care

• Yes • Yes

Tracking of outcome measures against 
improvement actions

• Yes • No

Trust use of metrics to monitor impact 
of SMQ/CP interventions

• Yes • Yes

Reproduced with permission from Fulop et al.12 This is an Open Access article distributed under the terms of the Creative 
Commons Attribution License (CC BY 4.0), which permits others to share and adapt this work for any purpose, provided 
the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/. The table includes minor additions 
and formatting changes to the original table.

https://creativecommons.org/licenses/by/4.0/
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A summary of the interviews, observations and documents obtained for each case study is presented in 
Table 6.

The use of data by trusts
To complement the qualitative analysis, we looked deeper into the way that data were being used by 
case study trusts, focusing specifically on how trusts monitor the impact of quality interventions and 
track improvements, and whether or not they perceive that they have the capabilities and resources 
to do so effectively. We assessed any changes in the way that trusts use data once being placed into 
SMQ or CP, including investing resources to support more accurate data collection and monitoring. We 
also analysed whether or not and how trusts track progress against required improvements, as these 
examples could offer helpful insights into whether or not trusts will be resilient to future challenges.

This work links with the qualitative analysis described above, wherein trust interviews provide on-the-
ground insight into how being in SMQ/CP regimes influence their approach to the collection of data 
and how they monitor quality. The qualitative interview topic guides included questions focused on the 
trust’s use of information.

Other sources of information included CQC inspection reports; documents produced by, or on behalf 
of, trusts (e.g. board reports, quality accounts); NHS Improvement monthly monitoring of trusts and 
changes in their performance [e.g. NHS Improvement Single Oversight Framework (SOF) segmentation]; 
and, for wider context, the findings of the rapid literature review.

The analysis included monitoring relevant improvement actions highlighted by these documents where 
they can be appropriately linked to outcomes observed in data. For example, if CQC raised concerns 
about a stroke service, we would be interested in how the trust used data to track outcomes and to 
provide assurance that the quality of the stroke service was improving. There may also be evidence to 
suggest that pressures on some outcomes are related to performance of other providers in the local 
health system, which will be investigated, where feasible. For some measures, data would be available 
to put the trust’s changes in outcomes within a national context; possible sources include material 
published by the trusts (e.g. board papers), published statistics and patient-level records from Hospital 
Episode Statistics (HES), and national monitoring reports produced by NHS Improvement (e.g. monthly 
SOF segmentation spreadsheets). (Note that we have approval from NHS Digital covering all projects 
conducted by the RSET.)

TABLE 6 Data collected for the qualitative components of the evaluation

 Case study site  

Data source 1 2 3 4 5 6 7 8 Total

Senior team interviews 6 4 6 6 6 4 6 6 44

Divisional-level interviews 5 2 3 2 – 1 – – 13

External interviews 2 2 4 4 2 – 3 4 21

Total interviews 13 8 13 12 8 5 9 10 78

Total meeting observations 2 – 5 2 – 2 – – 11

Documents 27 29 71 33 52 55 14 10 291a

a This is a minimum estimate based on the main documents used for analysis and to inform the rapid assessment 
procedure (RAP) sheets. Additional documents were reviewed and trust websites accessed. Particularly helpful 
documents for analysis included public trust board minutes and associated papers; quality committee minutes and 
papers; trust performance reports; QI plans and resources; CQC inspection reports; and NHS Improvement letters to 
trusts.
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Case study data analysis
Interviews were professionally transcribed and made centrally available, along with documents and 
observational data (field notes), for analysis by multiple members of the research team.

Triangulation of interview, observational, cost information, documentary and quantitative data was 
performed to produce eight local case studies that were analysed thematically and comparatively, 
consistent with suggestions in academic literature on analysing processes of change in organisations19–21 
and on receptive contexts for sustaining QI in health care.22,23

Documentary analysis was used to identify organisational strategies and variables that appear 
to indicate change over time (i.e. since point of entry into SMQ), such as shifts in organisational 
composition (e.g. workforce numbers and vacancy levels) and changes in organisational structure 
(e.g. new governance systems or mergers). Documentary analysis was also used to allow comparisons 
between central and local theories guiding QI efforts.

Throughout the data collection process, the data were summarised in the form of rapid assessment 
procedure (RAP) sheets (see Report Supplementary Material 3).13 The RAP sheets were used to facilitate 
consistency in data collection across researchers and allowed the team to identify gaps in data collection 
that needed to be addressed before the end of fieldwork. The RAP sheets also facilitated analysis, 
allowing the researchers to readily compare specific data categories between trusts and to conduct 
within-case and cross-case analyses.24

A number of conceptual frameworks guided the case study analysis. We used a board maturity 
framework developed in previous research, which found that boards with higher levels of maturity in 
relation to governing for QI were able to effectively balance short-term (external) priorities against 
long-term (internal) investment in QI, and engage staff and patients in the process of change.18 We 
created a template for mapping meetings and papers to the ‘Organisational Maturity Framework’ 
developed by Jones et al.18 (see Appendix 2), which was applied to the four in-depth case study trusts as 
a means of gauging their board maturity (see Chapter 7). To understand processes of QI beyond board 
level, especially among ‘clear improvers’ that exit SMQ and sustain change, we used the concepts of 
‘absorptive capacity’ and ‘dynamic capabilities’ from the strategic management literature to identify any 
routines or processes that have helped staff, from senior leaders to front-line clinicians, to learn from 
external information about performance and quality to sustain performance objectives (see Chapter 7).25 
Absorptive capacity refers to the ability of organisations to acquire and exploit new information and 
knowledge, and successfully transfer it internally, across organisational subunits, to support learning and 
performance.26 Dynamic capabilities refers to patterned activities and routines that require dedicated 
resources and long-term commitment to effect impactful change.27 Applying such concepts has helped 
us to distinguish between evidence of incremental or evidence of ad hoc changes in trusts arising from 
externally driven SMQ interventions, and more radical or novel service innovations that improve quality 
and trust performance and have become embedded in new ways of working over time at trusts (see 
Chapter 7).

Analysis of national indicators and workforce
This quantitative component of the evaluation explored relationships between being in a SMQ/CP 
regime and a set of performance and workforce indicators. For workforce, we were particularly 
interested in whether or not trusts found it more difficult to recruit and retain staff at different 
levels and evidence of the impact of interventions on the staff themselves. For the case study sites, 
these data were combined with trust inspection information from CQC. The workforce analysis was 
exploratory and was subject to the construction of a consistent and comparable workforce data set 
and sufficient sample sizes to establish any statistical links. One of our aims was to raise hypotheses 
that could be tested more robustly in future studies and reflected back to the case study sites for their 
qualitative insights.
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Economic analysis
The economic analysis aimed to quantify the costs and benefits of different combinations of 
interventions used in SMQ/CP regimes from an NHS perspective using a cost–consequences analysis 
(CCA) approach (see Chapter 9). A CCA compares interventions in which the components of incremental 
costs (direct or indirect) and consequences (e.g. knowledge, behaviours and processes) are computed 
and listed, without aggregating these results into a cost-effectiveness ratio.28 This approach enables 
one to look into process measures and qualitative findings in a quantitative manner, allowing for some 
insight as to how potential benefits compare with the cost of interventions.

A feasibility study for the economic analysis found that:

• A CCA was feasible, but it would be possible to evaluate different combinations of interventions 
only (i.e. it would not be possible to evaluate the benefits of each intervention individually). It would 
need to account for likely variation in the type and intensity of these interventions, for example the 
percentage of full-time equivalent time that the ID spends at the trust, different buddying models 
and varying receipt of funds spent in different ways. We will explore the impact of this variation on 
both costs and consequences.

• Costs could be measured using resource use and unit cost data collected during the multisite 
mixed-methods study.

• Consequences could be measured using qualitative data collected during the multisite mixed-
methods study and/or combining it with quantitative data.

Cost analysis
We looked at the direct costs of the interventions at both the national level and the level of our eight 
case study sites. For the case studies, we examined data on funds received to support improvement (CP 
trusts may access up to £200,000, while SMQ trusts may access up to £500,000) and how these funds, 
when received, were spent. We have also considered opportunity costs that were incurred as a result of 
the trust being under the SMQ or CP regime.

Cost–consequences analysis
Two types of consequences were considered: primary consequences (relating to the entry and exit of 
the trusts in SMQ/CP regimes) and secondary consequences (relating to staff experiences and cultural 
changes within the trusts that were derived from the findings of the NHS staff survey 2014–18, and the 
financial stability of the trusts).

Presentation of findings from the case studies

To ensure the anonymity of the participating organisations and individuals in this potentially sensitive 
study, we present the findings in the following ways: indicating the numbers of cases in relation to 
particular points, rather than which cases, and for quotes we have used generalised job titles (e.g. ‘senior 
director’ for all executive directors) without reference to the specific case study.

Patient and public involvement

We undertook two main steps to ensure patient and public involvement (PPI) in the evaluation design. 
First, we presented the topic to a local research advisory panel on 16 January 2019, a group comprising 
10 patient representatives and members of the public. This group was sent a three-page summary 
document in advance of this meeting outlining the remit of the RSET, the pipeline of current studies and 
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an outline of the ‘Special Measures for Quality’ study. The panel were asked to reflect on the following 
three questions that would be explored in the meeting, as well as general points about ‘rapid evaluation’:

1. What questions would you have for staff at a hospital that was placed in SMQ by the health regula-
tor (the CQC)?

2. What questions would you have for the senior leadership team and hospital board?
3. What questions or concerns might you have about SMQ if this was your local NHS hospital?

Two researchers (JL and JS) presented further information about the evaluation and explored these 
questions with the panel, which resulted in a lively discussion that was supported by a PPI and 
communications officer. Minutes were taken from the meeting. Questions that the panel asked of the 
researchers included wanting to understand why regulators were brought into health-care organisations 
and whether or not this occurred on an annual basis across all organisations (at trust and hospital levels), 
and if patients could find out about CQC reports. The panel wanted reassurance that the researchers 
would have access to an organisation’s leadership team, as well as historic information to find out 
what had arisen within the organisation over time, especially where other senior staff had left. It was 
noted that the model was similar to regulation in schools undertaken by Ofsted. Several key points and 
recommendations were summarised and reported back to the wider team to inform the study protocol:

• Clarity about where SMQ sits (i.e. directorate, trust or hospital level).
• Visibility and publicity about SMQ (e.g. how is it communicated to the staff and public?).
• Access to leadership (ensure during the study).
• Can anything be found out about preventing entry to SMQ?
• Engage with local patient groups, such as Patient Advice and Liaison Service (PALS) (although check 

they are independent and separate from the complaints department) and the local Healthwatch.

The second stage involved two patient representatives (also PPI panel members) providing more 
detailed feedback on the revised study protocol through a process of ‘light touch’ peer review. A 
summary of the feedback obtained through this process and how it informed the updating of the final 
protocol submitted to the NIHR is presented in Appendix 3. The two patient representatives also gave 
feedback on the Plain English summary included in this report. Our protocol included a local involvement 
and engagement strategy linked to case studies. However, our rapid approach meant that we did not 
have time to do this.
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Chapter 3 The implementation 
of improvement interventions for 
‘low-performing’ and ‘high-performing’ 
organisations in health, education and local 
government: a phased literature review

Overview

This chapter draws on Vindrola-Padros et al.29 ‘The implementation of improvement interventions 
for ‘low performing’ and ‘high performing’ organisations in health, education and local government: a 
phased literature review’ (submitted to the International Journal of Health Policy and Management, 
April 2020). The review examines underlying concepts guiding the design of interventions, processes of 
implementing these interventions, their unintended consequences and the impact on costs and quality 
of care. The purpose of the review was to inform our empirical study.

What was known?

• There is a limited understanding of whether or not and how improvement interventions aimed at 
improving the performance of health-care organisations are effective.

What this chapter adds

• Successful interventions included restructuring senior leadership teams, inspections (in schools) and 
internal reorganisation by external organisations.

• Most interventions were designed and implemented at an organisational level, without considering 
system context.

• Limited attention was paid to the potential negative consequences of the interventions and their costs.

Background

There may be indications of persistent performance or quality issues in a health-care organisation long 
before a crisis comes to the attention of the wider public and regulators. This highlights the need for 
transparent, integrated and timely processes for identifying quality and safety issues within organisations 
and across health-care systems.1 Attention has been placed on failing health-care organisations, the 
characteristics of these organisations and the factors (both internal and external) that might lead to 
low performance. These include, for example, low leadership capability (as indicated by, for example, 
lack of ability to engage with staff or to be transparent), ‘closed’ culture and antagonistic external 
relationships.2 There are also a number of analyses of organisational failure, and sometimes turnaround, 
in various sectors, for example in the corporate sector, such as Enron (Houston, TX, USA)30 and Marks & 
Spencer (London, UK),31 the financial crash of 2008,32 and the health sector (including failures in hospital 
organisation and management),33 which identify reasons for failure and how they might be addressed.

A recent systematic review5 of research on the characteristics of failing health-care organisations in 
multiple countries and settings identified five characteristics shared across failing organisations: (1) poor 
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organisational culture; (2) inadequate infrastructure; (3) lack of a cohesive mission; (4) system shocks; 
and (5) dysfunctional external relations with other hospitals, stakeholders or governing bodies.5 More 
specifically, a hierarchical culture and leadership focused on avoiding penalties and achieving financial 
targets, rather than a patient-centred mission, are characteristics identified in many failing health-care 
organisations.34–36

Available reviews, such as that by Vaughn et al.,5 suggest that an important next step after diagnosis 
of problems is the development of high-quality interventions capable of helping struggling health-care 
organisations to improve. However, there is limited understanding about whether or not and how 
improvement interventions are effective in supporting failing organisations and improving the quality 
of care in high-performing organisations in the public sector. The aim of this review is to examine 
the underlying concepts guiding the design of these interventions, processes of implementation and 
unintended consequences of implementing the interventions, and their impact on costs and quality of care. 
The review includes articles in the health-care sector, as well as other public sectors such as education and 
local government, to learn from the extensive research carried out in these non-health-care sectors.

Methods

Design
The review was based on the phased rapid review method proposed by Tricco et al.14 and expanded 
the review of organisational failure published by Vaughn et al.5 The rapid review method followed a 
systematic review approach, proposing adaptations to some of the steps to reduce the amount of time 
required to carry out the review (i.e. the use of large teams to review abstracts and full texts, and extract 
data; in lieu of dual screening and selection, a percentage of excluded articles is reviewed by a second 
reviewer, and software is used for data extraction and synthesis, as appropriate14).

The review included two phases. Phase 1 was based on a broad search of health services, business and 
management journals, and a review of the grey literature (e.g. think tank reports) to develop a theoretical 
understanding of the main characteristics of organisational failure and turnaround, and the types of 
interventions implemented to improve quality (for an example of this approach, see Ferlie et al.37). This 
literature was used to develop a conceptual and theoretically informed framework (see Table 7). The 
framework was used to inform the phase 2 RQs, search strategy, inclusion criteria and interpretation 
of findings. We used the PRISMA statement15 to guide the reporting of the methods and findings. The 
review protocol was registered with PROSPERO (CRD42019131024).

Research questions
The review sought to answer the following RQs:

• Phase 1 (covering health services research, management and business studies)

◦	 How are ‘failing organisations’ defined?
◦	 What are the theoretical approaches that have been used to explain organisational failure?
◦	 How is ‘organisational turnaround’ defined?
◦	 Which theoretical approaches have been used to study turnaround strategies (if any)?

• Phase 2 (covering health care, education and local government)

◦	 What are the main interventions used to improve quality?
◦	 Do the studies highlight any specific issues with implementation?
◦	 What are the interventions classified as ‘successful’?
◦	 Have any of these interventions been evaluated? If so, what is the impact and sustainability of 

improvements produced by these interventions?
◦	 What are the costs of these interventions?
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Phase 1
We used a phased search approach.14 The first phase was broad, covering literature from the fields 
of health services research, management and business studies to identify overarching themes and 
definitions on regulation, performance and QI in health-care organisations and the public sector. Broad 
terms such as ‘organisational failure’, ‘organisational turnaround’, ‘special measures’ and ‘performance in 
organisations’ were used to identify initial relevant literature across the public sector. A second search 
targeted literature in the education sector. All other searches (3–5) focused on the health sector. Using 
a snowball technique, additional terms were found and inserted into a search strategy for five databases 
[MEDLINE, EMBASE™ (Elsevier, Amsterdam, the Netherlands), Cumulative Index to Nursing and Allied 
Health Literature (CINAHL) Plus, Web of Science™ (Clarivate Analytics, Philadelphia, PA, USA) and 
OpenGrey], creating longer and more complex search strategies (see Appendix 4). These databases were 
selected in consultation with a librarian who sought to identify the most relevant databases for the 
review topic.

Phase 1 focused on identifying the theoretical content from the literature on organisational failure 
and turnaround to develop a thematic framework to guide the review. We followed the approach for 
building thematic frameworks for reviews used by Ferlie et al.37 Definitions for key concepts, such as 
‘organisational failure/success’ and ‘turnaround’, were identified. Furthermore, we searched for the main 
theoretical frameworks used to explain these processes and synthesised their main characteristics. We 
sought to create a high-level overview of the different perspectives that have been used to explore 
failure, success and turnaround in organisations. The findings from phase 1 informed the RQs developed 
to guide phase 2 of the review.

Phase 2

Search strategy
The second phase was more targeted and focused only on organisational failure and turnaround in 
health-care, education and local government settings. The search strategy was designed in relation to 
the PICOS (Population, Intervention, Comparator, Outcome, Setting) framework, the findings from phase 
1 and strategies used in other reviews on improvement and low- and high-performing organisations.5,38,39 
We conducted a review of published literature using multiple databases: MEDLINE, CINAHL Plus, 
EMBASE™ and Web of Science™. Results were combined into Mendeley (Elsevier) and duplicates 
were removed. The reference lists of included articles were screened to identify additional relevant 
publications. We also hand-searched other relevant databases, such as The King’s Fund library. We 
searched for relevant grey literature using OpenGrey and TRIP (a medical sciences database).

Study selection
Following rapid review methodology,37 one researcher screened the articles in the title phase and three 
researchers cross-checked 20% of exclusions in the abstract and full-text phases. Disagreements were 
discussed until consensus was reached. The inclusion criteria used for study selection were (1) focus 
on the delivery of interventions in failing organisations, defined as not meeting the required quality 
standards (self-defined); (2) focus on the delivery of interventions in high-performing organisations 
(self-defined); (3) describes empirical research; (4) describes a study in a health-care, education or local 
government setting; (5) published in last 20 years; and (6) published in English.

Data extraction and management
The included articles were analysed using a data extraction form developed in REDCap (Research 
Electronic Data Capture). The form was developed after the initial screening of full-text articles and 
piloted independently by two researchers using a random sample of five articles. Disagreements were 
discussed until consensus was reached. The data extraction form was finalised based on the findings 
from the pilot.
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Data synthesis
Data were exported from REDCap and the main article characteristics were synthesised. The 
information that was entered in free-text boxes was exported from REDCap and analysed using 
framework analysis.40 We used the thematic framework developed in the first stage of the review to 
guide our exploration of themes.

Results

Phase 1 thematic framework
The main components of the thematic framework are summarised in Table 7. The five waves of searches 
for phase 1 provided a working list of 56 relevant publications. Key examples of this literature are 
included in Table 7.

TABLE 7 Thematic framework on organisational failure and turnaround based on review of theoretical content

Domain Description 

Disciplines 
(classified based 
on journal) Examples in the literature 

Organisational failure/success

A. Concepts used separately or in combination

1. Failure as decline ‘Existence-threatening decline’ in 
the performance of the organisa-
tion. Focus is on the organisation

Management, 
business

Pandit41 (2000), Mellahi and 
Wilkinson42 (2004)

2. Failure as crisis Focuses on the peak of failure, 
considering it as an acute pro-
cess or sudden onset (considers 
the possibility of crisis denial 
and hidden crisis to account for 
more gradual representations 
of failure). Focus is on the 
organisation

Management, 
business

Slater43 (1984), Weitzel and 
Jonsson44 (1989)

3. Failure as below 
acceptable perfor-
mance levels

Organisational performance 
is persistently below some 
minimally acceptable level. 
Distinguishes between the 
minimum acceptable level of 
performance and performance 
that is ‘persistently’ below this 
acceptable level. Focus is on the 
organisation

Management, 
business

Hambrick and Schecter45 (1983)

4. Success as a system 
property/structural 
processes involved in 
failure

High-performance results from 
properties of the system and not 
characteristics of the individuals. 
Focus is beyond the organisation 
and attention is paid to the 
structures of inspection and 
performance

Health services 
research, 
education

Baker et al.46 (2008), Bate et al.47 
(2007), Taylor et al.48 (2015), 
Willmott49 (1999), Perryman50 
(2005)

B. Theoretical frameworks

1. Industrial 
organisation

Organisational failure is caused 
primarily by changes in the 
external environment, which are 
the result of a range of techno-
logical, economic, regulatory and 
demographic factors

Management, 
business

Mellahi and Wilkinson42 (2004)
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Domain Description 

Disciplines 
(classified based 
on journal) Examples in the literature 

2. Organisational 
ecology theory

Applies a natural selection model 
to organisational dynamics. It is 
based on a biological analogy, 
in which organisations scan the 
environment and compete and 
recognise situations, mecha-
nisms and processes underlying 
emergence, growth, regulation 
and demise

Management, 
business

Hannan and Freeman51 (1989)

3. Industry life cycle 
theory

Organisational failure is con-
sidered a natural and objective 
event (i.e. likely to occur), the 
outcome of factors such as 
saturation of demand, running 
out of supplies, and introduction 
of new technology

Management, 
business

Klepper52 (1997)

4. Organisational 
psychology

Views failure and success as a 
result of internal rather than 
external and environmental 
factors (i.e. leadership capacity, 
composition of top management 
teams, governance models, 
organisational arrogance and 
myopia)

Management, 
business, health 
services research

Mellahi et al.31 (2002), Curry et al.35 
(2011)

5. Failure and organ-
isational learning/
organisational culture, 
role of emotions

Failure is caused by lack of, 
limited or dysfunctional organ-
isational learning. Preventing 
failure is dependent on changes 
in organisational culture

Health services 
research, 
education

McKiernan53 (2002), Fulop et al.54 
(2005), Walshe and Shortell55 
(2004), Harvey et al.25 (2015), Jones 
et al.18 (2017), Dixon-Woods et al.56 
(2014), Willis57 (2010), Nicolaidou 
and Ainscow58 (2007), Leithwood  
et al.59 (2008)

6. Failure and success 
within regimes of 
surveillance

Foucauldian outlook on 
surveillance, monitoring and per-
formance, seeing external actors 
such as Ofsted as reproducing 
disciplinary power. Critique of 
dualisms. Focus on discourse 
and view of inspections (or 
the threat of inspections) as 
the mechanism through which 
discipline is reproduced

Education Willmott49 (1999), Perryman60 
(2005), Perryman50 (2006), Ferlie  
et al.37 (2012)

7. Contextual factors 
leading to failure 
(internal and external)

Failure is usually caused by a 
combination of different factors 
(both internal and external). 
Management is unlikely to be 
the sole cause of decline and 
managers may be symptoms 
of failure as much as causes. 
Recognises the need to consider 
system-wide factors when 
addressing failure

Management, 
business, health 
services research, 
education

Fulop et al.54 (2005), Walshe and 
Shortell55 (2004), Ravaghi et al.4 
(2015), Smithson et al.11 (2018), 
Taylor et al.48 (2015), Vaughn et al.5 
(2019), Dixon-Woods et al.56 (2014), 
Chapman61 (2002), Chapman and 
Harris62 (2004)

TABLE 7 Thematic framework on organisational failure and turnaround based on review of theoretical content (continued)

continued
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Domain Description 

Disciplines 
(classified based 
on journal) Examples in the literature 

Turnaround
C. Concepts

1. Turnaround as 
recovery

The actions taken to bring about 
recovery in performance in a failing 
organisation

Management, 
business

Pandit41 (2000)

2. Turnaround as 
a potential stage 
in wider analysis 
of organisational 
failure (i.e. McKieran’s 
six-stage model, 
Argyowasmy’s two-
stage model)

Explains the process of decline 
and/or turnaround as occurring in 
sequential stages that may result 
in the survival and performance 
improvement or failure of an 
organisation

Management, 
business

Chowdhurry63 (2002), Fulop et al.54 
(2005), Paton and Mordaunt64 
(2004)

3. Turnaround as a 
complex (non-linear) 
process

Considers turnaround as a complex 
process involving intraorganisational 
areas (including human relations, 
organisational behaviour and 
group-level behaviour). Considers 
turnaround in the context of any 
radical organisational change and not 
just recovery from a crisis

Management Beeri65 (2009), Beeri66 (2012)

D. Theoretical exploration of turnaround strategies

1. Turnaround based 
on replacement

Strategies put in place to reshape 
organisational structures

Management, 
business, health 
services research

Harvey et al.67 (2005), Fulop 
and Scheibl68 (2004), Paton and 
Mordaunt64 (2004), Walshe et al.1 
(2004), Jas and Skelcher69 (2005), 
Ravaghi70 (2007)

2. Turnaround based 
on retrenchment

Strategies are put in place to limit 
the use of resources and ‘save’ the 
organisation (i.e. cost cutting and 
asset reduction)

Management, 
business, health 
services research

McKiernan53 (2002), Greenhalgh71 
(1983), Hardy72 (1987), Sutton 
et al.73 (1986), Ravaghi70 (2007)

3. Turnaround based 
on renewal

Activities utilised to reorient the 
direction of an organisation and 
its vision, with the aim of ensuring 
long-term successful survival

Management, 
business, health 
services research

Protopsaltis et al.74 (2002), Fulop 
and Scheibl.68 (2004), Walshe et al.1 
(2004), Boyne75 (2008), Ravaghi70 
(2007)

4. Turnaround based 
on external episodic 
intervention

Hands off and focused on perfor-
mance outcomes and not process. 
Use of regular inspections

Management, 
business, health 
services research

Jas and Skelcher69 (2004), Harvey 
et al.76 (2006)

5. Turnaround based 
on relational/mutual 
arrangements

There is agreement between all 
parties and it is based on monitoring

Management, 
business, health 
services research

Jas and Skelcher69 (2004), Harvey 
et al.76 (2006)

6. Turnaround 
based on mandated 
approaches

External actors take over the 
organisation, allowing little room for 
negotiation

Management, 
business, health 
services research

Jas and Skelcher69 (2004), Harvey 
et al.76 (2006)

TABLE 7 Thematic framework on organisational failure and turnaround based on review of theoretical content (continued)
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We found that three definitions of failure are common in the literature (as decline, crisis and below 
previously established performance level), but only one of these considers failures at a system level 
(i.e. beyond individual organisations and including multiple organisations) (see Table 7). Some authors 
argued that failure and success should not be considered discrete, opposite concepts, but should 
be understood as in a dialectical relationship (highlighting the contradictions and inherent tensions 
between components). The seven theoretical frameworks used to explain organisational success or 
failure (see Table 7) reproduce this focus on the organisation as the unit of analysis and neglect of 
system-level pressures, with the exception of two of the more recent ones (see Table 7, Section B – 6 
and 7). Concepts of turnaround tend to privilege a linear conceptualisation of organisational recovery 
processes, with only one approach considering turnaround as a non-linear complex process (see Table 7, 
Section C– 3). Turnaround has also been explored as either an internal or an external approach, with 
limited discussion of the interaction between internal and external strategies.

The findings from phase 1 informed the RQs developed to guide phase 2 of the review. We sought to 
explore the interventions delivered in low-performing and high-performing organisations, identifying the 
underlying ideas that guided them, such as their conceptualisation of failure/success as an organisational 
or system-wide feature, the perception of turnaround as a linear or non-linear process, and the extent 
to which they considered the interactions between internal and external strategies to guide turnaround 
processes. As a result of the findings from this phase, and the consideration of success and failure in a 
dialectical relationship, we decided to develop a phase 2 that explored the experiences of both low-
performing and high-performing organisations.

Phase 2 results
The initial search yielded 3607 published articles (Figure 2). These were screened based on their title 
and the type of the article, resulting in 1386 articles. These articles were further screened on the 
basis of their abstracts, which left 111 articles for full-text review. Full-text review of these articles 
led to 41 articles that met the inclusion criteria. One additional article was identified by reviewing the 
bibliography of the included articles, leading to 42 articles being included in the review. We excluded 
articles that focused on improvement in individual pupil outcomes (i.e. reading levels) and not general 
school performance, or articles that did not discuss specific interventions used for improvement.

Characteristics of the included studies
Seventeen of the studies took place in the USA, 20 were from the UK, one took place in the UK and 
the USA, one took place in Canada, two took place in Israel and one was a comparison across six 
European countries (Table 8). The publications were relatively recent, with most articles published 
post-2010. Study designs varied, but most studies were qualitative, followed by quantitative and 
mixed-methods designs.

Definitions of failure and turnaround
We examined definitions of failure and success in the articles in relation to the thematic framework 
that we developed in phase 1 (see Table 7). Failure/success appeared to be defined in most studies as 
‘organisational performance that is persistently below or above some minimally acceptable level’45 (see 
Table 7, Section A – 3). Low-performing and high-performing organisations were defined as such in 
relation to nationally established ratings or indices (i.e. Audit Commission Comprehensive Performance 
Assessment ratings or Academic Performance Index). This definition distinguished between the 
minimum acceptable level of performance and performance that is ‘persistently’ below and above this 
acceptable level. The focus of this definition of failure/success tended to be on the organisation and was 
not applied to the wider system.

Some studies have tried to incorporate a ‘success/failure as a system property’ approach by considering 
the relationships between the provider organisation and other external organisations; however, even 
in these studies, consideration of system-level properties was limited. In most studies, failure was 
considered to be produced by limited or dysfunctional organisational learning (see Table 7, Section B – 5).
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 Articles identif ied through
database search in

MEDLINE, Web of Science,
CINAHL Plus, EMBASE,

TRIP, Open Grey
(n = 3607)

Articles excluded based on titles and
type of article

(n = 2221)
• Not related to the sectors selected for 
    the review
• Clinical or basic science research

Articles excluded based on abstracts
(n = 1275)

• Systematic reviews
• Editorials or study protocols
• Research in schools focused on
    improvement of pupil outcomes

Articles excluded based on full-text
assessment

(n = 70)
• Improvement interventions not delivered
    to low-performing or high-performing
    organisations

Additional article identif ied by searching
through the bibliography of the

included articles
(n = 1)

Articles screened for
further evaluation

(n = 1386)

Full-text articles
assessed in more detail

(n = 111)

Articles met inclusion criteria
(n = 41)

Articles were included
in the review

(n = 42)

FIGURE 2 Study selection procedure.

TABLE 8 Main characteristics of the included studies

Characteristic Education (n = 18) 
Local government 
(n = 10) Health care (n = 14) Total (n = 42) 

Study location • UK, n = 8
• USA, n = 9
• European 

 comparison, n = 1

• UK, n = 8
• Israel, n = 2

• UK, n = 4
• USA, n = 8
• USA and UK, 

n = 1
• Canada, 

n = 1

• UK, n = 20
• USA, n = 17
• UK and USA, n = 1
• Canada, n = 1
• Israel, n = 2
• European comparison, 

n = 1

Publication 
date range

1999–2019 2004–14 2005–18 (most 
2010 onward)

1999–2019 (most 
post-2010)

Study design • Qualitative, n = 12
• Mixed methods, n = 3
• Quantitative, n = 3

• Qualitative, n = 4
• Mixed methods, 

n = 4
• Quantitative, n = 2

• Qualitative, n = 8
• Quantitative, 

n = 6

• Qualitative, n = 24
• Mixed methods, n = 7
• Quantitative, n = 11
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Preventing failure and producing improvements were dependent on changes in organisational culture. 
Some studies indicated that individual interventions aimed at QI were not effective if they did not 
address problems in organisational culture.82

In relation to turnaround strategies, none of the 11 studies in the health-care sector described 
turnaround strategies imposed by external parties, yet these strategies were frequent in studies from 
education and local authorities. For instance, Jas69,78 argued that for turnaround to be effective in local 
authorities, it needed to be externally driven. In health care, most of the turnaround strategies were 
based on relational/mutual arrangements. Some studies framed turnaround under RRR (replacement, 
retrenchment and renewal), which we previously identified in phase 1 (including these three aspects of 
the intervention or only some of them). Replacement can refer to the replacement of executive members 
of a board, retrenchment is based on using stricter financial controls and focusing on performance 
targets, and renewal strategies could involve changing organisational culture and improving stakeholder 
engagement.4 Most of the interventions that we analysed followed a renewal approach, with few 
examples of replacement. In local authorities, retrenchment (i.e. reduction of spending in particular 
areas) was seen as producing negative consequences.

Type of intervention
One of the aims of the review was to explore the types of interventions used to improve quality in 
low-performing and high-performing organisations. The types of interventions varied by sector, but 
we found overlap in a few of these. We were able to group the interventions into 10 main categories 
(Table 9):

 1. financial incentives (including pay for performance schemes and grants)
 2. external partnerships and sharing of practice
 3. QI training
 4. reorganisation at multiple levels, including senior leadership level, and the use of external interim 

managers
 5. development of existing leadership and/or middle management
 6. identification of organisational goals or priorities
 7. use of routine data and establishment of performance standards (including dashboards)
 8. standardising care practices
 9. RRR (replacement, retrenchment and renewal)
10. interventions involving external inspections.

Features of ‘successful interventions’
Some of the articles described interventions that produced and maintained improvements in quality. The 
authors reflected on the features that made these interventions successful. These included the need 
to (1) consider the hospital-wide co-ordination of interventions, not limited to specific departments or 
services; (2) establish protected time for staff to implement the changes; (3) ensure staff engagement 
in the identification of problems and development of the interventions (to guarantee ownership); (4) 
develop strong relationships with other organisations (to share good practice); and (5) identify clear 
goals and targets to meet as a result of the intervention and use data to monitor progress.

Issues to consider in implementation
We identified a few trends across sectors in relation to lessons learned in the design and 
implementation of improvement interventions for low-performing and high-performing organisations. 
Our review confirmed the findings of previous reviews that have stated that improvement interventions 
are shaped by the organisational culture, with negative cultures framed by limited ownership, lack of 
collaboration, hierarchies and disconnected leadership.5 Features of organisational cultures associated 
successful implementation of improvement interventions include a ‘can-do attitude’ and the desire 
to improve on the part of staff, as well as engaged leadership. Our review also revealed interesting 
reflections on the need to consider processes of implementation. For instance, in the case of school 
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inspections, Ehren et al.99 argued that, although these might be beneficial for schools, this was 
contingent on the content of the feedback and how the feedback was communicated to schools after 
inspections. The authors found that feedback was more effective if it included detailed information 
on performance expectations and a clear understanding of current teaching conditions.99 Studies 
on the process of carrying out inspections in health care have indicated that inspections were more 
reliable if carried out by larger teams and if inspectors were allowed to have discussions and received 
appropriate training.101

No effects, potential negative outcomes and unintended consequences
Some of the studies in schools highlighted the negative consequences of being labelled as a failing 
organisation; for instance, there were important implications for recruitment and retention of both staff 
and pupils, relationships with parents and the community, and links with the local authority. Chapman 
and Harris62 found that top-down reform that treats all schools as the same is unlikely to secure long-
term improvement and change, as schools should be free to select the approaches to change that suit 
their particular needs. External pressures were also seen as negative, as in some cases they resulted in 
the ‘repackaging’ or ‘recycling’ of ideas and approaches (in the case of this study, restructuring plans) 
that did not support the meeting of organisational goals or contribute to learning.91

TABLE 9 Articles by type of intervention

 Sectora

Intervention type Education Local government Health care 

Financial incentives (including 
pay for performance schemes 
and grants)

Rice et al.79 (2012); 
Rosenberg et al.77 (2015)

Werner et al.80 (2008)

External partnerships and 
sharing of practice

Marsh et al.81 (2017) Mannion et al.82 (2005)

QI training Hochman et al.77 (2016)

Reorganisation at multiple 
levels, including senior 
leadership level, and the use 
of external interim managers

Heck and Chang83 (2017) Beeri66 (2012), Beeri84 
(2013), Beebe13 
(2014), Yapp and 
Skelcher85 (2007)

Mannion et al.82 (2005), 
Hochman et al.86 (2016)

Development of existing 
leadership and/or middle 
management

Meyers and Hitt87 (2018), 
Nicolaidou and Ainscow58 
(2007), Orr et al.88 (2008), 
Van Gronigen and Meyers89 
(2019)

Beeri84 (2013),  
Jas and Skelcher69 
(2005), Jas78 (2013)

Gagliardi and Nathens90 
(2015)

Identification of organisa-
tional goals or priorities

Finnigan et al.91 (2012), 
Chapman and Harris62 (2004)

Tsai et al.92 (2015), 
Hochman et al.77 (2016)

Use of routine data and 
establishment of perfor-
mance standards (including 
dashboards)

Mintrop and Trujillo93 (2007) Turner et al.94 (2004) Chang et al. 201895; Tsai 
et al.92 (2015), Gagliardi 
and Nathens90 (2015), 
Aboumatar et al.96 (2015)

Standardising care practices Curry et al.35 (2011)

RRR (replacement,  
retrenchment and renewal)

Beeri65 (2009),  
Beeri66 (2012)

Interventions involving 
external inspections

Willis57 (2010), Wilmott49 
(1999), Parsons97 (2013), 
Perryman60 (2005), 
Perryman50 (2006), Gorton 
et al.98 (2014), Ehren et al.99 
(2013)

Jas and Skelcher69 
(2005)

Allen et al.100 (2019), Boyd 
et al.101 (2016), Castro-Avila 
et al.102 (2019)

a Some articles might present findings from the same study.
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The external versus internal debate was also present in studies focusing on school inspections and 
special measures, and some authors argue in favour of the use of school self-evaluations rather than 
external inspections.98 Recent research on the use of inspections in health care has also shown that 
external inspections have no effects on performance.100,102

Costs associated with the interventions
We found that limited attention was paid to the costs of the interventions or cost savings produced  
by the interventions. Furthermore, the studies did not explore opportunity costs involved in 
implementing the interventions, the use of the time and resources to make different changes, and  
the extent to which the changes could have been carried out without the intervention.

Implications for future research
The articles included in the review identified gaps in research. One proposal was to explore how 
turnaround strategies change through time, taking into consideration the historical context of 
organisations. Many studies captured only a snapshot of the intervention and organisational culture, 
missing the nuances of how change was negotiated. Another gap identified was the need to take 
into account whether improvement approaches were internally or externally driven interventions 
by regulatory bodies, for example. The role of external partnerships in creating and sustaining 
improvements is currently being explored in an ongoing review,103 yet additional work is required to 
identify the components of interventions that might respond better to internal drive compared with 
those that might benefit from external support (or a combination of both). In relation to this, some 
articles highlighted the need to make sure that studies of these types of intervention capture the 
experiences of staff members across all layers of the organisation, particularly front-line staff and lower 
management (as many studies have focused on changes taking place at senior leadership levels).

Discussion

In this review, we sought to explore the delivery of improvement interventions for low-performing and 
high-performing organisations while considering the underlying concepts used to define success/failure 
and turnaround. We found that most improvement strategies in health, education and local government 
settings continue to define failure in relation to the inability of organisations to meet pre-established 
performance standards. Turnaround is often considered as a linear process designed to fix problems 
and bring organisations up to the ‘appropriate’ level. In most cases, the causes of failure and success 
are considered in relation to organisational features or characteristics (i.e. organisational culture and 
leadership arrangements) without a wider consideration of the system in which these organisations 
operate or their history. Improvement interventions are designed accordingly, that is are focused on 
specific areas of the organisation or the organisation as a whole, with limited system-level thinking.

The literature that we reviewed has hinted at the problems associated with the definitions outlined 
above. Some authors have highlighted the limited scope of some interventions, which did not take 
into consideration issues at a system level, such as regional financial pressures, fragmented care 
and workforce challenges (e.g. recruitment and retention in particular geographical areas). Others 
have questioned the roll-out of ‘one size fits all’ interventions across multiple organisations, without 
recognising the need to adapt improvement interventions to the local context.62,98 The recycling of ideas 
from other organisations that did not suit the local context was also found in some studies.

Related to the last point, a domain of literature that did not come up explicitly in this review (because of 
the key words and targeted focus), yet has relevance, is the process of recycling popular ideas to support 
QI and performance that originate from external organisations, sectors and global institutions. This is 
a theme long explored by institutional theorists,who trace the flow and adoption of different types of 
knowledge found internationally.104,105 The movement of management and QI ideas and innovations 
to support health-care delivery has received particular attention from social practice theorists, who 
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discuss the ‘Sociology of Translation’ in health care and ‘knowledge mobilisation’; these are concepts 
that help us to understand why certain ideas, such as Root Cause Analysis, gain traction in health-care 
settings and the effort required to embed them into local practices and behaviours (e.g. Nicolini et al.106). 
This review did identify some studies that observed that the re-use of ideas did not necessarily suit the 
local context of their application,91 a finding also supported by the knowledge mobilisation literature, 
which suggests that, although ideas for improvement may easily spread across boundaries, they might 
not achieve local buy-in and a good ‘epistemic fit’ within local contexts, especially if there is a lack of 
knowledge brokering and senior support to encourage organisations to be receptive to the new ideas.107

The findings in relation to the implementation of successful interventions mirror other analyses of 
improvement interventions, in which success is often associated with staff engagement, protected 
staff time for implementation, clear priority-setting and the use of routine data to monitor progress at 
the board level.18,92,108–111 There were a number of potentially negative and unintended consequences 
of implementing interventions, particularly for low-performing organisations. This negative effect can 
in part be attributed to the labelling of organisations as low performing and in need of interventions. 
This labelling, for instance by placing organisations in ‘recovery’ or ‘special measures’ programmes, 
negatively affected staff morale, retention and recruitment. It also meant that organisations came under 
additional scrutiny.

We were surprised by the limited consideration of the costs of designing and delivering improvement 
interventions, especially because many low-performing organisations appeared to be suffering from 
financial difficulties. In addition to a more in-depth consideration of the impact of these interventions 
on costs and potential cost savings, the literature that we reviewed pointed to the need to develop 
additional research on the changes in turnaround strategies through time and the interaction between 
internally driven improvements and external processes.

Conclusions

There is a recognised, limited understanding about whether or not and how improvement interventions 
are effective in supporting failing organisations and improving the quality of care in high-performing 
organisations. The aim of this review was to examine the underlying concepts guiding the design of 
these interventions, processes of implementation, the unintended consequences of implementing the 
interventions, and their impact on costs and quality of care. We learned from work carried out outside 
the health-care sector.

We found dominant definitions of success/failure and turnaround, which have affected the design 
and implementation of improvement interventions. The limitations of these definitions have been the 
reduced scope of the interventions, the linear perception of turnaround and failure to consider the 
fact that organisations operate within a wider system. Future areas of research include an analysis of 
the costs of delivering these interventions in relation to their impact on quality of care. These findings 
were used in our empirical study to identify the dominant concepts of failure/turnaround shaping 
interventions implemented in low-performing organisations; determine if interventions were aimed at 
organisational or system level or were internally driven or externally driven interventions; and explore 
any negative and/or unintended consequences.
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Chapter 4 National policy context

Overview

This chapter discusses the SMQ/CP regimes from a national perspective and provides insights into NHS 
Improvement interventions and how they are operationalised in practice. We conclude this chapter by 
identifying themes that informed the wider evaluation, in particular the case studies.

What was known?

• A review of research considering the impact of interventions on organisational turnaround in the 
health, education and local government sectors found that most improvement strategies define 
failure in relation to the inability of organisations to meet pre-established performance standards 
and that turnaround is commonly thought of as a linear process designed to fix problems and bring 
organisations up to the ‘appropriate’ level (see Chapter 3).

• Understanding of the nature of the SMQ/CP regimes and the programme theories that underpin 
them was limited.

What this chapter adds

• National stakeholders perceive the SMQ regime as a ‘support’ programme that aims to enable 
organisations to bring about improvements.

• The CP regime was viewed as a way to provide access to additional resources for struggling 
organisations. CP was not intended to be a long-term intervention.

• QI plans are a central element of SMQ/CP regimes and are intended to focus organisational leaders 
on quality indicators and patient outcomes (as opposed to financial stability only).

• National teams recognise that providers might be part of ‘challenged systems’ and that this 
needs consideration.

Background

The aim of the work described in this chapter was to consider the SMQ/CP regimes from a national 
perspective to generate insights about how the current system of health-care regulation, scrutiny and 
intervention emerged and how it is perceived by stakeholders at the CQC and NHS Improvement, and 
working with NHS providers with performance challenges. The RQ we address is ‘What are the programme 
theories (central and local) guiding the interventions delivered to trusts in the SMQ/CP regimes?’.

Methods

To consider the SMQ/CP regimes at the national level, we undertook six semistructured interviews 
with senior employees at NHS Improvement, the CQC and the DHSC, including with two IDs. 
We reviewed documents that provided background to the SMQ regime, such as independent 
inquiries, policy documents and trust guidance (Table 10), to help us to obtain a broad overview of 
developments in regulation in England and understand the programme theory. The vast majority of 
these secondary documents (n = 20) were drafted in the period 2013–19 following the public inquiry 
into Mid Staffordshire NHS Foundation Trust. The documents, therefore, provided the team with an 
historical overview of the developments related to scrutinising provider performance in the NHS by 
arm’s-length bodies.
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Interviews were conducted at the outset of the evaluation, January to February 2019, to assist the team 
in preparing for the case studies, health economics and quantitative evaluation components of this 
study. The purpose of the interviews was to understand the programme theory (or theories) underlying 
NHS Improvement interventions and the forms of support provided to NHS providers struggling with 
quality. By programme theory, we refer to an ‘overarching theory or model of how an intervention is 
expected to work’,120 which may include tacit assumptions about change and how it is linked to specific 
actions or outcomes. We wished to explore which interventions were viewed as being effective and 
under what conditions, and how the SMQ regime had emerged in health policy and evolved into the 
current regulatory approach. The interview protocols were tailored to the different health agencies that 
we approached and can be found in Appendix 1.

Results

Background to Special Measures for Quality and challenged provider regimes
There is a history in public sector management of independent inspections, which are found in 
education from the 1990s and extending over time into local government and health and social care 
(see Chapter 3). The current incarnation of the health regulator, the CQC, reports to parliament via 
the DHSC and was founded following the Health and Social Care Act 2008.121 From 2010 onwards, 
health and social care providers began to register with the CQC. Today, the regulator inspects adult 
social care (residential and community), NHS general practices, NHS trusts, dentists and independent 

TABLE 10 Policy timeline: key events and publications

Time point Key events and publications 

July 2008 Health and Social Care Act 2008. Includes legislation to form a new health-care inspection body, 
the CQC

April 2010 NHS trusts and hospitals begin to register with the new health regulator, the CQC

February 2013 Independent Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry published112

July 2013 Keogh Report of 14 NHS trusts with high mortality rates published6

July 2013 11 NHS trusts placed into ‘special measures’

August 2013 Independent Berwick review into patient safety published: A Promise to Learn – A Commitment to Act113

September 2013 The CQC begins its inspections of acute NHS trusts

November 2013 The Mid Staffordshire NHS Foundation Trust public inquiry Hard Truths: The Journey to Putting 
Patients First114 was published – the government’s response

October 2014 Publication of the NHS Five Year Forward View115

August 2014 The CQC publishes its report Special Measures: One Year On116

Spring 2015 ‘Well-led framework’ used to assess the governance of foundation trusts by Monitor

June 2015 Lord Rose Review: Better Leadership for Tomorrow117 – NHS leadership review

Late 2015 Emergence of the ‘challenged provider’ list to monitor NHS trusts

2016 First year of NHS Improvement. The organisation brings together Monitor, the NHS TDA, patient 
safety, the national reporting and learning system, and intensive support and advancing change 
teams. Monitor and the NHS TDA remain independent legal entities

November 2017 Learning from improvement: Special Measures for Quality, published by NHS Improvement9

January 2019 Publication of the NHS Long Term Plan118

August 2019 Publication of the NHS Oversight Framework 2019/20119

TDA, Trust Development Agency.
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providers. Registered providers pay a fee to the CQC, which accounts for the majority of the agency’s 
annual income.

In 2013, a number of high-profile reports highlighted major issues in standards of care within NHS 
hospitals. The first, the Francis Report,112 investigated in great depth the cultural and performance 
failings at Mid Staffordshire NHS Foundation Trust. This was followed by Sir Bruce Keogh’s review6 of 14 
NHS hospitals with high mortality rates. The latter report drew attention to an absence of knowledge at 
the board and management level about the causes of high mortality, and raised concerns with regards 
to QI:

We did not see sufficient evidence to demonstrate that many Board and clinical leaders were effectively 
driving quality improvement. In a number of trusts, the capability of medical directors and/or directors of 
nursing was questioned by the review teams. Common concerns were:

• poor articulation of the strategy for improving quality;
•  many trusts had findings from quality and safety reviews undertaken recently by internal and external 

parties but could not show a comprehensive and consistent approach to learning from these; and
•  a significant disconnect between what the clinical leadership said were the key risks and issues and 

what was actually happening in wards and departments around the hospitals.
NHS England, 20136 Contains public sector information licensed under the  

Open Government Licence v3.0

Shortly thereafter, Don Berwick and an independent group of experts in QI, patient safety and health 
organisations and systems were asked to review patient safety in the NHS.113 The resulting publication, 
A Promise to Learn – A Commitment to Act,113 underscored the importance of regulation, yet pointed 
out that:

The current NHS regulatory system is bewildering in its complexity and prone to both overlaps of remit 
and gaps between different agencies. It should be simplified.

Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013113

The experts made 10 recommendations for the NHS to address patient safety, placing emphasis on 
culture change, quality assurance (QA) and continuous learning within health organisations to bring 
about long-term improvements in patient care. The report further suggested that the NHS regulatory 
system was ‘bewildering in its complexity and prone to both overlaps of remit and gaps between 
different agencies’ and that it should be ‘simplified’.113 The report influenced the formation of the 
national Patient Safety Collaborative, a programme run by NHS England and delivered at the regional 
level by the Academic Health Sciences Networks.

A new CQC regulatory regime emerged following these high-profile reviews published in short 
succession, one intended to challenge the poor quality and complacency found within some parts of 
the NHS and drive a QI agenda nationally. The CQC inspections that are now a familiar feature of the 
health and social care system in England began in late 2013, in the wake of the Keogh and Francis 
investigations.6,114 Closer working between arm’s-length health-care agencies (these organisations 
have a role in the processes or administrative functions of government, but operate outside of central 
government departments with varying levels of independence and distance from ministers122) and 
regulators was another important development during this period, especially between Monitor, the CQC 
and the NHS Trust Development Agency (TDA). A joint statement by these agencies and NHS England in 
May 2013123 outlined how the regulatory and assessment approach was to be delivered in future:

The Francis report makes a compelling case that the regulation of NHS trusts and foundation trusts 
should change in two key ways. Firstly, equal emphasis should be placed on addressing failures of quality 
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as for failures of finance. And second, overlap and duplication in the roles of regulatory agencies must 
be removed.

In future, this division of roles will be simpler and clearer: the Care Quality Commission (CQC) will focus 
on assessing and reporting on quality; and Monitor and the NHS Trust Development Agency (TDA) will be 
responsible for using their enforcement powers to address quality problems. To free up time to care, the 
overall regulatory burden on providers will be radically reduced but, where there are failings in quality of 
care, there will be a stronger response.

Department of Health and Social Care124 Contains public sector information licensed under the  
Open Government Licence v3.0

The role of the Care Quality Commission and NHS Improvement in regulation
By June 2016, the CQC had inspected 136 NHS acute non-specialist trusts and 17 specialist trusts.7 In 
this period, NHS trusts that had not obtained foundation trust status were supported by the NHS TDA, 
while Monitor had oversight for NHS foundation trusts. However, in 2016, NHS Improvement brought 
together these health agencies along with patient safety (including the national reporting and learning 
system) and intensive support and advancing change teams. The focus of NHS Improvement was to 
ensure that NHS trusts provided quality care, met the conditions of their license agreements and were 
financially sustainable. Although NHS Improvement and NHS England are in the process of co-joining, 
NHS Improvement still retains overarching responsibility for holding NHS providers to account and 
intervening if persistent quality challenges are identified by the CQC or through local intelligence 
gathered within health regions. NHS Improvement describes the organisation’s remit as ‘helping trusts 
to improve quality of care, finances and use of resources, operational performance, leadership and 
contribution to strategic change across local health systems’ (contains public sector information licensed 
under the Open Government Licence v3.0).125

In practical terms, the regulatory system for health and social care in England has evolved a process 
of combining CQC ratings that interrogate patient safety and quality with the investigation of 
organisational leadership (the ‘well-led’ domain) and use of resources. The SMF regime has materialised 
in parallel and, although not the specific focus of this evaluation, the financial context of the NHS 
trusts studied for the case studies was taken into consideration. There are around 400 inspectors 
responsible for the regulation of hospitals, both NHS and independent providers. In an interview during 
the evaluation, the CQC was described as having an ‘influencing’ role within the health and social 
care sectors:

… the regulatory powers are there and we do use them, but we don’t see them as our main tool, we see 
our main tool is influencing interaction, and influencing is through meeting organisations, talking to 
providers, it is by inspectors producing a report, that describes all the things going on with providers and it 
is about producing reports on the wider sector.

CQC interviewee

The same respondent described the CQC as having a role of holding providers to account:

If we find a serious safety problem in a clinical service, you always, the next question is why has this been 
allowed to get to this stage? Why is it the CQC found this, rather than the trust knows it and is dealing 
with it itself?

CQC interviewee

The Special Measures for Quality regime

Background
The Department of Health and Social Care undertakes a variety of work to address serious failures that 
arise within the NHS. The department oversees national issues, such as medical or surgical devices 
that result in patient harm and major hospital incidents (e.g. Gosport War Memorial Hospital and Mid 
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Staffordshire NHS Foundation Trust), as well as the SMQ programme. SMQ originated as a programme 
of support and oversight that was targeted at NHS providers and was imported from the Ofsted model 
of periodic inspections and increased intervention for failing schools in education.60 The first NHS trusts 
to enter this system were 11 ‘Keogh’ trusts in July 2013. Interviewees confirmed that the SMQ regime 
had developed as a collective response to the publication of the Francis public inquiry into failures at 
Mid Staffordshire NHS Foundation Trust112 and the Keogh review of hospitals.6 In this context, clinical 
system leaders had become increasingly involved in interrogating NHS provider quality, and ministers 
were questioning the performance of trusts in which quality and performance were not showing 
improvement. Monitor and the NHS TDA were tasked in this period with addressing problems flagged 
by the CQC; however, it was mentioned that there had been some concerns that the CQC was too 
‘complicit’ and not independent enough from NHS providers to bring about ‘moral confrontation’ about 
poor services.

The former Secretary of State, Jeremy Hunt, was viewed by a respondent from the Department of 
Health and Social Care as determinedly steering a national agenda towards patient safety as a priority:

… his intellectual leap was that safety was the key to everything … And the other thing that I think Jeremy 
used was he met a lot of the families around Mid Staffs, and so he drew a lot from that.

DHSC interviewee

Against this backdrop, ‘Monday Care Meetings’ with the former Secretary of State were initiated and 
used to discuss trusts placed in SMQ with the CQC and NHS Improvement, and any other providers 
about which there were concerns. This created a norm of regularly reviewing and discussing trusts in 
which there was evidence of poor performance and quality:

The thing that we still use today that gave us some structure was the one-page piece of paper, which had 
all of the trusts in special measures.We traffic lit them according to how likely they were to exit… So it was 
very, in some ways it was very ministerially driven in the sense that the Secretary of State was chairing it, 
and saying tell me about [trust name], what is the plan? … So he would push and probe.

DHSC interviewee

He [the health minister] said he was making sure that action was being taken, that we were all doing our 
work, our jobs.

CQC interviewee

With the departure of the former Secretary of State, the Monday meetings with direct ministerial input 
came to an end, but appraising trusts with input from multiple health agencies continues through the 
adoption of official Monday meetings. At the time of writing this report, monthly meetings take place 
involving the DHSC, NHS Improvement and the CQC with the purpose of discussing all trusts in SMQ, 
but no ministers attend.

A particularly constructive relationship was reported between the DHSC and NHS Improvement, in 
addition to co-operation with the General Medical Council (GMC), British Medical Association and 
Health Education England (HEE). A Joint Strategic Oversight Group (JSOG) met on a bimonthly basis and 
was co-chaired by the chief inspector of the CQC and the NHS Improvement executive medical director. 
It brought together the different arm’s-length bodies to highlight concerns that NHS providers raised at 
the regional level:

What we’re asking them [regional teams] to do is work with Health Education England, the GMC and 
other parties, CQC and NHSE/I [NHS England/NHS Improvement] etc. to look at each organisation and 
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raise up any that they think are slipping and might have some of the problems that would head towards 
special measures. They do a paper they bring it to the Joint Strategic Oversight Group …

NHS Improvement interviewee

[At the Joint Strategic Oversight Group] we discuss all the trusts in special measures and the trust or the 
challenge provider[s] … we discuss the regulation, jointly, how we’re going to approach regulation, because 
all those bodies have regulatory functions, these providers, it’s not just the CQC.

CQC interviewee

Process of entry into Special Measures for Quality
It was deemed necessary to place a health provider into SMQ where serious care quality failings 
were identified alongside concerns about leadership.9 At the time of writing this report, entry to 
SMQ remained an option if there were concerns flagged by a CQC inspection, coupled with a lack 
of confidence that the regional health system and organisational leadership was able to support the 
trust to make improvements. Typically, the leadership of the organisations was rated as ‘inadequate’ 
according to the ‘well-led’ CQC rating process and at least one other domain (i.e. ‘safe’, ‘effective’, ‘caring’ 
or ‘responsive to people’s needs’). In this instance, national-level support is concluded to be necessary 
given that the organisation ‘is not safe or not in a position where it should be’ (NHS Improvement 
interviewee). The CQC recommends to NHS Improvement, by way of a letter, that a trust should be 
placed in SMQ because the CQC cannot formally place a trust in SMQ. Discussions will then begin at 
NHS Improvement about the interventions to be provided to the trust, such as the appointment of an 
ID. We were informed that the aim was that at around 12 months a re-inspection is undertaken by the 
CQC to ascertain whether or not improvements have been made and if their recommendations have 
been taken on board, although timelines often varied. Similarly, NHS Improvement decides when a trust 
is ready to exit SMQ, a decision made by the Provider Regulation Committee.

The challenged provider regime

Background
The CP regime originated around the time that NHS ambulance trusts first entered SMQ, in late 2015, 
and again ministerial input was viewed as being central. Some trusts had been ‘missed’ by the regulatory 
system at a time when the CQC was undertaking a large number of inspections. It was decided to have 
an informal ‘watch list’ of trusts that were at risk of entry into SMQ: a type of early warning system. It 
was commented that there was awareness within regulatory agencies that some trusts had structural 
issues that needed to be addressed by the wider health system. Tacit knowledge had emerged over the 
years, in NHS Improvement and the CQC in particular, about the warning signs that signalled that a trust 
might be at risk. These were described as the ‘softer things’ that the regulatory system could identify, in 
addition to metrics from the national staff survey, inpatient survey and reports from the GMC and HEE 
about poor trainee environments, leadership, culture and organisational instability. In particular, it was 
observed that doctors were often disengaged in challenged and poorly performing trusts, and that there 
may be feedback that a trust was not listening and responding to staff feedback:

… that’s more or less the genesis of the challenged providers list as an informal thing used at the top of the 
system to just anticipate special measures … it was one of those occasions when a minister had an idea 
that actually the system got taken up.

DHSC interviewee

Trusts that could potentially go into special measures in the next 12 months and that’s a judgement, it’s 
not based on anything hard criteria, it’s a judgement that we make, if we think a trust may be on the 
downward trajectory.

CQC interviewee
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Therefore, the CP regime centred on collective regional and central intelligence about providers and 
was not dependent on the CQC as such. The JSOG was the vehicle in which decisions were made (with 
representation from the relevant health agencies, such as the HEE, CQC, GMC, NHS Improvement and 
NHS England), such as to offer interventions to a provider that might be at risk of entry to SMQ without 
additional support from NHS Improvement.

Process of placement on to the ‘challenged provider list’
Trusts were placed in the CP regime if quality and performance concerns were raised and a CQC 
inspection was scheduled to occur within the next 6–12 months. The ambition was for NHS 
Improvement to help the provider avoid entry into SMQ and provide additional assistance to bring about 
improvements, alongside increased regional monitoring. A business case was produced by the relevant 
regional team, which outlined why a trust should enter the CP regime, and this was escalated upwards to 
national decision-makers to be discussed at the JSOG:

Two fundamental questions. The first is do we think that this trust is a real risk of going into special 
measures, in the next 6 months? And then the second bit is, and is the region in a position to stop that 
happening, just giving enough support? Or does it need some more intensive sort of national support 
through things like improvement directors, you know, budgets to help?

NHS Improvement interviewee

I mean the regional teams don’t have vast amounts of resource and so they believe that getting them on 
to the challenge list means that they have access potentially to improvement director, they have access to 
money, from the challenge provider and special measures fund.

ID, NHS Improvement interviewee

Programme theory
In this section, we address the programme theories that guide the central (e.g. IDs, buddying and 
funding) and additional interventions (e.g. leadership changes) delivered to trusts in the SMQ/CP 
regimes. Stakeholders at NHS Improvement perceived the SMQ regime as a ‘support’ programme that 
enabled organisations to bring about improvements (correspondence and interviews). The intent was 
that SMQ would be ‘helpful’ and enable NHS providers to address the issues that had caused the poor 
CQC ratings, and that the QI funding would be targeted at problem areas. ‘Fundamental’ changes were 
expected to drive forward improvements, such as improving clinical leadership and engagement and 
working on the organisational culture and governance. IDs in particular were expected to proactively 
engage organisational leaders and develop an improvement strategy:

Special measures is meant to be about support from NHS Improvement, but also support from the 
wider system in helping them. So it’s meant to be a helpful regime, and it’s often portrayed as a kind of 
punishment that that isn’t the intention, but of course, it’s public, it’s reputational, I think it’s is often 
perceived as a punishment, but it’s not a punishment, it’s meant to be saying, ‘actually we just don’t think, 
we think you need extra help in order to move yourself out of this position’.

CQC interviewee

There was awareness that deep-seated issues typically underpinned problems in trusts’ performance 
and would take significant time and effort to address, especially in large and geographically 
dispersed providers:

… it’s leadership, governance, engagement and culture and so on. So I think the ones that really struggle 
have sometimes got, they’re sometimes big organisations usually more than one site and they may or may 
not be far apart but quite often they are, they will quite often be organisations that have kind of merged 
from other ones but frankly have never really merged they’ve never developed a unified culture, a sense of 
belonging to the overall organisation.

NHS Improvement interviewee
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Interviews further suggested that if there were concerns among the regulators and arm’s-length bodies 
that organisational leaders were unable to address performance and quality concerns, and were not 
engaging staff well, such a situation could not be allowed to continue because system confidence in the 
provider was lacking.

The CP regime was viewed as a method for providing access to additional resources for struggling 
organisations and was not intended to be a long-term intervention:

It’s not an oh you’re on the naughty step this is genuinely an access to resource, help, budgeting, etc., in an 
aim to try and prevent them going into special measures and there’s quite a lot of examples of where we 
have spared them deteriorating and they’ve got better. Some we haven’t been able to stop them so that’s 
quite interesting in itself.

NHS Improvement interviewee

A problem with the CP intervention, however, was that it might be a ‘marginal decision’ as to whether 
or not to place an organisation in SMQ or CP. If an organisation was placed in the CP regime, the trust 
would not get the intense level of longer-term support that it might actually need:

I just wonder at times if it isn’t better to just go the whole hog and then you can probably bring about 
improvement faster.

NHS Improvement interviewee

For this reason, the SMQ programme was perceived by national respondents to be a deeper approach 
that ‘unearths a lot’ of problems and could expose local services in ‘turmoil’ and that had been 
problematic for years. However, there was recognition that providers might be part of ‘challenged 
systems’ and that this needed taking into consideration.

There were, therefore, indications that intensive support from SMQ was believed to expedite organisation-
wide QIs, especially if problematic leadership and governance difficulties were promptly tackled. It was 
understood that instability and overreliance on interim senior leadership roles was unhelpful, although 
it often occurred in practice. SMQ and CP trusts were expected to produce a QI plan outlining their 
approach to improvement, suggesting that focusing the minds of organisational leaders on quality 
indicators and patient outcomes (as opposed to financial stability only) was central to the approach.

Interventions used by NHS Improvement to address performance and their perceived 
influence and impact
A team within NHS Improvement has responsibility for overseeing the SMQ and CP regimes and reports 
to the NHS Improvement medical director and the DHSC. This team works closely with a group of 
national IDs and has oversight of the programme budget that funds the support provided to trusts (see 
Chapter 6 for further information). The buddying intervention was supported by NHS Improvement’s ‘My 
Peer Improvement Budget’, whereas the other interventions, QI funding and IDs, were covered by the 
NHS Improvement SMQ and CP fund.

The interventions delivered to trusts in the SMQ/CP regimes varied from one trust to another and 
depended on their particular circumstances and needs. The interventions covered the appointment 
of an ID; a review of the trust’s leadership capability; access to funds for QI; a plan for improvement, 
including options for diagnostic work on assessing medical engagement; buddying with other trusts; and 
commissioning external expertise. As detailed throughout this report, these interventions were often 
delivered within a context of leadership changes at both board and senior management level.

There was said to be co-ordination, ‘open’ communication and ‘very regular contact’ between the senior 
leaders at the CQC and the senior leaders at NHS Improvement, and interaction at the regional level 
occurring between regional CQC and NHS IDs, in delivering support to NHS providers.
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Improvement directors
There is an ‘NHS Improvement Director cycle’ that outlines a process for providing trusts in difficulty 
with 1–3 months of intensive support, followed by a further 3 months of maintenance support (NHS 
Improvement interviewee, January 2019). However, it was noted that some IDs have stayed in trusts for 
longer periods of time. The IDs we interviewed at a national level felt that they could not become too 
closely involved with the trusts that they were supporting, otherwise there was a risk of losing critical 
objectivity. There was a sense of there being an optimal period of time that an ID should work closely 
with a trust:

At the point that they are starting to demonstrate improvement, you have to choose the point where you 
start to withdraw, or there becomes a dependence. And for those trusts that are on the challenge list, it’s 
actually quite hard to get them off because they like the additional level of input.

ID, NHS Improvement interviewee

NHS Improvement was in a position to change IDs, and this did happen. At the same time, appointment 
of IDs could be resisted locally by trust chairpersons and executives, although it was said that, further 
down the line, it was not uncommon that a trust could shift its opinion about an appointed ID after a 
period of resistance, becoming more favourable towards them. At NHS Improvement, it was perceived 
that IDs played an ‘important role’ and played a key role in developing and tracking progress of trusts’ QI 
plans. Other points raised were as follows:

• IDs are not always allocated to trusts in CP, or are allocated for shorter periods of time (e.g. 1 day 
per week).

• IDs tend to cover more than one trust at a time.

Buddying (also referred to as ‘peer improvement’ within NHS Improvement)
Buddying operated on a continuum and there was not a uniform model applied centrally across 
trusts. Buddying could be applied at a departmental level (e.g. between maternity units) or trust wide. 
Some buddying arrangements were said to have worked ‘brilliantly’ with trusts in SMQ, other less 
so. Some NHS trusts were singled out for providing interesting models: one organisation had set 
itself up to provide buddying/support services to other trusts nationally. However, other trusts were 
deemed to be too large for buddying, and one senior respondent at NHS Improvement thought that 
buddying had sometimes been a ‘mistake’ and this had provided learning for NHS Improvement and for 
them personally.

Quality improvement funding for trusts
The following funding pots were made available to SMQ/CP trusts, which were accessible through an 
application made by the trust to NHS Improvement:

• up to £500k for SMQ trusts on entry
• up to £200k for CP trusts
• £100k available to trusts upon exit of SMQ.

At the time of data collection, funding applications were carefully reviewed and signed-off by the 
executive medical director at NHS Improvement. There was an expectation that funding should be spent 
by trusts on activities that would ‘make a difference’ and have local impact.

Perceived influence and impact of the Special Measures for Quality and challenged 
provider regimes
Special Measures for Quality was viewed in central government as a ‘useful model’, although admittedly 
one that could first ‘destabilise’ trusts and be very disruptive. It was acknowledged that there was often 
a great deal of media and political interest, which could put further strain on a provider, staff and those 
supporting the organisation:
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Quite often there’ll be resignations above board level or the exec[utive] level, there’ll be interims quite 
possibly in place, there’ll be people who are very worried about the position and their own personal 
position in this. And you know, there have to be sometimes some quite challenging conversations about 
how the future might look.

NHS Improvement interviewee

There were unanswered questions about trusts that re-enter SMQ or are placed in the CP regime not 
long after exiting SMQ, and how this might be prevented. We were informed that work was under way 
at NHS Improvement and the DHSC to explore wider system dynamics, especially how troubled regional 
health economies might contribute to a trust’s position and prolonged poor performance, financial 
sustainability or quality issues.

Overall, there was a lack of systematic knowledge about why some trusts re-enter SMQ and why others 
successfully exit and sustain QIs to achieve an overall ‘good’ or ‘outstanding’ CQC rating.

A report published by the CQC in 2014,116 which reflected on the regime after its first year, noted 
the following:

No single factor accounts for the improvements that have been made or for the different pace of change 
at individual trusts. It is important to note that the trusts did not all start from the same baseline. The size 
of the task was larger for some trusts than for others, especially for those covering two or more locations 
that are widely separated geographically. In addition, some of these trusts were known to have been 
struggling to provide high quality care for several years.

© Care Quality Commission 2014. Special Measures: One Year On116

It was felt that the CP regime had prevented a number of trusts from avoiding entry into SMQ:

… that’s probably one of the more powerful things that was developed and of course that all goes on 
behind the scenes, it’s not visible, because they never get special measures, therefore, the issue is never 
brought into the public domain.

CQC interviewee

However, the boundary between CP and SMQ trusts could, in practice, be blurred:

There are organisations that end up on the challenge list, that arguably should be in special measures … 
NHSI [NHS Improvement] make that decision, not CQC … quite often you’ve got a new chief exec[utive] 
going in and you need to give them a bit of airtime to get on and deliver and putting them into special 
measures does create a much bigger wave of people coming to review and scrutinise and want action 
plans, challenge doesn’t have quite such an impact, it gives them a little bit of airtime, to get on and 
do things.

ID, NHS Improvement interviewee

Conclusions

The insights from the national interviews and review of documents informed our understanding of 
the NHS Improvement interventions, their programme theory and how they were operationalised 
in practice. It was clear that there was not a standardised package of support for trusts and that 
interventions were tailored, depending on trusts’ specific needs and performance challenges. We, 
therefore, expected that exposure to the different interventions (e.g. buddying, IDs and funding) would 
be variable in practice and at the case study level of analysis.
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Key themes that we identified from our analysis were as follows:

• Following a number of public inquiries into serious health organisation failures, ministerial and health 
system leaders working centrally were an important influence in driving a process of greater provider 
accountability for patient safety, with increased scrutiny by regulators.

• Regulatory presence at the regional level was an important influence for communicating intelligence 
upwards about which providers might need support.

• Ongoing issues in trusts with leadership, governance, culture and poor staff engagement were 
perceived as indicators of quality and performance issues and ‘early warning’ signs.

• There was limited knowledge about how the NHS Improvement interventions were received at a 
trust level, especially differences between CPs and organisations placed into SMQ.

• The CP regime was intended to be a shorter-term support offer than the SMQ regime, yet there was 
uncertainty as to why it might help some trusts avoid entry into SMQ but not others.

• There was limited knowledge about the time scales required to bring about lasting QIs, and why 
some organisations might fail to embed changes and later re-enter SMQ while others went on to 
have stronger performance trajectories.
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Chapter 5 Characteristics of all Special 
Measures for Quality/challenged provider 
trusts and the eight case study trusts

Overview

This chapter describes the characteristics of all of the SMQ/CP trusts alongside the eight case study 
trusts during our study period.

What was known?

• Organisational failure and turnaround have been a focus of research in the health, education and 
local government sectors (see Chapter 3).

• Previous research has not addressed the characteristics of SMQ/CP trusts compared with those of 
other trusts.

What this chapter adds

• The SMQ/CP trusts have slightly older populations, with more attendees living in rural areas but 
fewer in deprived districts. A smaller proportion are foundation trusts. Characteristics, such as size 
and number of separate sites providing acute care, did not differ significantly from other trusts.

• National-level analysis found that sickness absence, staff vacancy rates, proportions of consultants 
and nurse–doctor ratio were not significantly different from national means at SMQ/CP trusts when 
they enter the regime.

• However, they had significantly worse staff survey results for six of the nine survey domains.
• Our case study trusts do not differ greatly from SMQ/CP trusts overall with these measures, but had 

significantly higher staff vacancy rates.
• Common underlying reasons for entry into SMQ/CP among our eight case studies included issues 

with leadership, organisational culture, governance, workforce, finance and estates.

Background

The overarching aim of this chapter was to explore the characteristics and relative performance of 
trusts that enter SMQ/CP and compare them with other trusts to judge if there were any important 
differences. This chapter draws on both qualitative data from the case studies and quantitative data 
from both a national (n = 62 trusts) and a case study (n = 8 trusts) perspective.

Methods

Mixed-method case studies
Eight case study (four ‘high level’, four ‘in-depth’) trusts were purposively sampled from 59 trusts that 
entered SMQ or CP between July 2013, when the SMQ regime began, and September 2018. The 
performance trajectories of the 59 trusts were categorised into four groups: prolonged poor performers, 
poor performers, shorter-term CPs and clear performance improvers (see Table 3).
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We sampled two sites from each performance category, with consideration given to geographical 
location and types of trust. The mixed-methods case studies used both qualitative and quantitative 
approaches (see Chapter 2). Interview, observational, documentary and quantitative data from the case 
studies were triangulated and analysed thematically and comparatively.

Analysis of national indicators
To investigate the characteristics of trusts that entered the SMQ/CP regime compared with those of 
other trusts, we considered organisational characteristics, such as the category of trust, size and numbers 
of sites, alongside indicators of the type of population they serve (e.g. age, rurality and deprivation). We 
also analysed relative performance when trusts enter SMQ or become challenged, such as against the 
4-hour waiting time target for emergency departments (EDs), the 62-day cancer target and the staff 
survey. Among the cancer statistics, we also analysed skin cancers specifically in response to feedback 
from NHS England and NHS Improvement following sharing interim findings. A further group of indicators 
related to workforce, in particular the mix of staff employed at each trust, sickness absence and staff 
vacancy rates. A description of the chosen performance indicators is provided in Table 11.

TABLE 11 Indicators used for national comparisons and data sources

Indicator Description Data source and dates 

Age Mean age of unique attendees (admissions, ED or outpatients) HES 2018/19126

Rurality Per cent of admissions from rural areas HES 2018/19126

Deprivation Per cent of admissions resident in the most deprived quintile HES 2018/19126

Size of trust Beds available NHS England: 2018/19127

Number of acute sites HES and trust websites128

Foundation trust status List of trusts in 2019 
reported by NHS England128

ED waiting times Proportion of attendances to type 1 ED units waiting more than 4 
hours from arrival to admission, transfer or discharge

NHS England: April 2012 to 
September 2019129

RTT times Proportion of patients still waiting for treatment at the end of the 
month who have been waiting for more than 18 weeks

NHS England: April 2012 to 
September 2019130

Cancer waiting times: 
all cancers

Proportion of patients waiting more than 62 days between GP 
referral and start of treatment

NHS England: April 2012 to 
September 2019131

Cancer waiting times: 
skin cancer

Proportion of patients waiting more than 62 days between GP 
referral and start of treatment

NHS England: April 2012 to 
September 2019131

Summary hospital-level 
mortality indicator

Standardised mortality ratio (ratio of observed to expected values 
by provider)

NHS England: April 2012 to 
July 2019132

Delayed transfers of 
care

Delayed transfers of care as a proportion of occupied beds NHS England: April 2012 to 
September 2019133

Emergency caesarean 
section rates

Emergency caesarean sections as a proportion of all deliveries HES: April 2012 to 
September 2019126

Staff survey results Responses to the staff survey combined over 10 domains NHS England: 2015 to 
2018134

Consultants Proportion of doctors at consultant grade NHS England: October 
2013 to September 2019135

Nurses Proportion of nurses among all clinical staff NHS England: October 
2013 to September 2019135

Sickness absence rates Full-time equivalent days sick divided by the number of full-time 
equivalent days available

NHS England: April 2013 to 
September 2019136

Staff vacancy rates Vacancies as a proportion of total staff in post plus vacancies NHS England: April 2017 to 
September 2019137

GP, general practitioner.
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Most of these measures were derived only for acute trusts owing to the nature of the service and the types 
of data they collect. In addition, the number of mental and community health providers and ambulance 
providers that have entered the SMQ/CP regimes is too small to enable meaningful comparisons with their 
peers. The indication of foundation trust status and staff survey results were the only indicators that used 
data from all types of trust. The rates of emergency caesarean sections were derived directly from patient-
level HES data. The codes used to identify these are explained in the Appendix 8.

For organisational and demographic data, we compared outcomes for all trusts during the 2018/19 
financial year. Demographic information came from HES and was derived from a count of all unique 
individuals recorded as attending ED or outpatients or admitted as an inpatient over the year. However, 
deprivation and rurality information were available for the inpatient data only. Differences between 
SMQ/CP trusts and all other acute trusts were analysed using standard two-sample t-tests for means or 
chi-squared tests for proportions.

We chose as our time point for performance measures the date that the trust first entered SMQ or CP, 
whichever was the earliest, effectively the time when concerns about quality were first officially noted 
since the SMQ regime started. The exceptions were staff vacancy rates and staff-mix variables (nurses 
and consultants) for which, because we had data from after the first trusts entered SMQ only, we chose 
the first time that a trust entered SMQ or CP on or after the earliest date in our data, which may have 
been the second time of entry.

Comparison with other trusts was not straightforward because trusts entered SMQ/CP at different 
times when the overall national rates may have changed. For example, two trusts may enter at different 
times with similar performance against the 4-hour ED target and because of changing national rates, 
one may be better than the national average on entry and the other significantly worse. Therefore, we 
calculated standardised differences between each trust’s value on entry and the national comparator 
using a z-scoring approach.124 We adjusted for overdispersion with an additive hierarchical model. 
Where crude z-scores were skewed, we first applied a square root transformation to normalise the 
data before adjusting for overdispersion. Mean z-scores for the SMQ/CP sample were then compared 
with the baseline of zero, assuming standard normal distributions. Given that overdispersion is already 
accounted for in the summary hospital-level mortality indicator (SHMI) after using a log-transformation, 
we were able to generate z-scores from a combination of the SHMI values and the values of the two 
standard deviation control limits. Alongside analysing the characteristics of all SMQ/CP trusts, we also 
investigated the characteristics of the eight case study sites to observe how representative our selected 
group was of the larger population of trusts. Dates when trusts entered SMQ/CP were derived from a 
combination of data provided by NHS Improvement and information from the CQC website. Further 
details on these methods are described in the Appendix 5.

Analysis of the national staff survey
The NHS staff survey asks staff across the NHS in England about their experiences of working for their 
respective NHS organisations across a number of domains (Table 12). Annual survey data are available 
for the years 2014 or 2015 (depending on the theme) to 2018. Results cover the 230 NHS trusts that 
took part in the survey. Survey themes are summary scores derived from the responses to specific 
individual survey questions. Scores range from 0 (worst) to 10 (best). Theme results are weighted by 
occupational group. Details on the technical details of the survey and how theme scores are calculated 
can be found in the technical document published by NHS England.138

The SMQ/CP trusts were compared with all other trusts based on the year that they entered the SMQ 
or CP regimes for the first time (irrespective of whether they entered as a CP or went straight into SMQ). 
Of 230 trusts included in the staff survey, historical data were available for 40 trusts joining SMQ/CP 
between 2014 and 2018 and 37 trusts joining between 2015 and 2018. The survey uses seven 
benchmarking groups based on trust type to allow for fair comparison between trusts.
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To ascertain the relative position of a trust compared with all other trusts within a given benchmarking 
group, quartile ranks were derived for each theme and year based on a trust’s score and their 
benchmarking group. We then calculated the number of SMQ/CP trusts that were placed in the bottom 
quartile in the year that they joined and the year that they left SMQ/CP. The expected value was calculated 
as the total number of trusts that joined or left SMQ/CP over the survey period (and where historical data 
were available) multiplied by 0.25. Binomial confidence intervals were derived at the 95% confidence level.

Results

Organisational characteristics and trends of all Special Measures for Quality/
challenged provider trusts and the eight case study trusts
Since July 2013, when 11 trusts entered SMQ after the Keogh Review,6 a total of 62 trusts have been in 
either SMQ or CP, with several in both categories. The numbers in each category are shown in Table 13.

Of all 47 CP trusts, 18 (38%) were escalated to SMQ. Four trusts in SMQ subsequently re-entered SMQ 
at a later date.

In total, 54 out of the 62 trusts (87%) in SMQ or CP have been acute trusts, with the remainder 
comprising three ambulance trusts and five mental health or community providers. Ten (28%) trusts in 
SMQ have also been in SMF. A further six trusts have been in SMF only.

TABLE 12 NHS staff survey themes

NHS staff survey theme Years for which data are available 

Equality, diversity and inclusion 2014–18

Immediate managers 2015–18

Quality of appraisals 2015–18

Health and well-being 2015–18

Quality of care 2015–18

Safe environment: bullying and harassment 2015–18

Safe environment: violence 2015–18

Safety culture 2015–18

Staff engagement 2014–18

TABLE 13 Overview of SMQ and CP trusts

Trust category Number of trusts (%) 

CP only, for one period 24 (39)

CP for two separate periods 2 (3)

CP and escalated to SMQ 15 (24)

SMQ only, for one period 14a (23)

SMQ for two separate periods, but never CP 1 (2)

SMQ and subsequently challenged since leaving SMQ 3b (3)

SMQ then subsequently CP and escalated to a second period of SMQ 3c (3)

a Includes eight Keogh trusts entering SMQ in July 2013.
b Includes one Keogh trust entering SMQ in July 2013.
c Includes two Keogh trusts entering SMQ in July 2013.
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Taking a snapshot of all trusts in 2018/19, the characteristics of trusts that had once been in SMQ or CP 
compared with the rest are shown in Table 14.

When pooled together as a group, trusts in SMQ and CP have slightly older populations (mean age 
44.1 vs. 43.9) with more attendees living in rural areas (22.7% vs. 17.2%) but fewer in deprived districts 
(20.6% vs. 23.7%). A smaller proportion are foundation trusts (50% vs. 70%). However, there is little 
difference in the size and number of separate sites providing acute care.

A breakdown by region is shown in Figure 3. SMQ/CP providers are more prevalent in the Midlands and 
East (33% of all trusts in the region) and South East (39%) than in other regions.

TABLE 14 Characteristics of trusts and individuals attending in 2018/19

Characteristic 
Trusts not in 
SMQ or CP 

SMQ and CP 
trusts 

p-value for 
difference 

Case study 
sites 

Individuals attending acute trusts

Mean age (years) of individuals 
attending the trustsa

43.9 
(n = 17,182,556)

44.1 
(n = 10,024,349)

p < 0.001 44.1 
(n = 1,617,514)

Per cent of admissions from 
rural areasb

17.2 
(n = 5,606,145)

22.7 
(n = 3,244,075)

p < 0.001 19.6 
(n = 549,039)

Per cent of admissions resident 
in the most deprived quintileb

23.7 
(n = 5,573,569)

20.6 
(n = 3,228,076)

p < 0.001 22.7 
(n = 548,717)

Acute trusts

Average number of total beds 
available

696 (n = 98) 753 (n = 53)c p = 0.64 819 (n = 8)

Average number of acute sites 1.98 1.95 p = 0.89 2.13

All trusts

Per cent of foundation trusts 70% (n = 179) 50% (n = 62) p = 0.005 50% (n = 8)

HES, Hospital Episode Statistics.126

Copyright © [2019], NHS Digital. Re-used with permission of NHS Digital. All rights reserved.
a Patients admitted as inpatients, attending ED or outpatients.
b Inpatient admissions only.
c One trust is excluded from this analysis because it had been taken over by another trust before 2018/19.
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Performance characteristics
Figure 4 shows the outcomes for trusts against different national performance metrics when they first 
enter SMQ or enter CP (whichever is earlier).

When trusts enter SMQ/CP, mean performance against the 4-hour target has been significantly 
worse than the national rates, as are standardised mortality rates measured with the SHMI. However, 
given that mortality was one of the measures used to identify the Keogh trusts in 2013,6 this would 
have an influence on this result. Removing the Keogh trusts, the mortality rates were no longer 
significantly worse.

Workforce statistics
Figure 5 illustrates outcomes for our chosen workforce metrics when trusts enter SMQ/CP. For the 
sickness absence rates, these reflect the first times the trusts’ enter SMQ/CP. Given that vacancy 
statistics were not available before April 2017, and staff-mix indicators were not available before 
October 2013, these are for trusts that enter SMQ/CP on or after those dates only. If this is for a 
second time and the first entry is before the data are available, then the values at the time of second 
entry are chosen. For the SMQ/CP trusts, none of these values is statistically significant compared with 
national values.

Staff survey results
For each of the domains of the staff survey, Figure 6 illustrates the number of SMQ/CP trusts in the 
bottom quartile of results when they enter and compared with the expected number. For six out of the 
nine domains, results are worse than would be expected. The only domains without significant findings 
are those associated with quality of appraisals, quality of care and safe-environment violence.

Features of trusts that re-enter (prolonged poor performers)
Four trusts in SMQ subsequently re-enter SMQ: three acute providers and one mental health/
community provider. There are no consistent characteristics among the performance or workforce 
indicators that we have analysed for these trusts, although all are situated on the east coast and serve 
more rural populations than is typical. Specifically, for the three acute trusts, 46% of admitted patients 
were from rural areas (range 33–64%) compared with 23% from the SMQ/CP trusts as a whole.

A further five trusts re-entered as CPs after a previous period of being in CP or in SMQ. Of these, three 
are based in outer London and another is from the south east.

Characteristics of the eight case studies
A summary of the characteristics of the eight case study trusts is presented in Table 15. The case studies 
are all acute trusts, and no ambulance, mental health or solely community providers were included.

As a group, the eight case study trusts have similar characteristics to the SMQ/CP trusts in general (see 
Table 14). However, on entry to SMQ for the first time, they had a notably higher rate of ED 4-hour 
breaches than other SMQ or CP sites (see Figure 4), although the differences are not significant. Vacancy 
rates were significantly higher for the case study sites (see Figure 5), but data existed for only three of 
these at their time of entry to SMQ/CP, one of which had a particularly high rate.

Underlying reasons for entry into Special Measures for Quality or challenged provider 
regimes (eight case studies)
From our case study analysis using RAP sheets to summarise findings from interviews and documents, 
we identified a number of common underlying reasons for entry into SMQ or CP among our eight 
case studies (Table 16). These broadly related to issues concerning leadership, organisational culture, 
governance, workforce, finance and estates, and chime with findings from a number of studies of 
characteristics of poor-performing or failing organisations (see Chapter 3).
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TABLE 15 Overview of case study trust characteristics

Case 
Evaluation performance 
segment Foundation trust Trust type 

Urban/rural/semi 
urban 

1 CP Yes Acute Urban

2 Prolonged poor 
performer

No Acute and community services Semi urban

3 Clear improver Yes Acute and community services Semi urban

4 CP to SMQ No Acute (teaching hospital) Urban

5 CP No Acute and community services (teaching 
hospital)

Urban

6 Prolonged poor 
performer

No Acute and community services Rural

7 Clear improver No Acute and community services (teaching) Rural

8 CP to SMQ No Acute (teaching hospital) Semi urban

TABLE 16 Summary of underlying reasons for case study trusts to enter SMQ/CP

• Poor leadership and governance including a disconnect 
with front-line staff, poor accountability 

• Workforce issues e.g. turnover, recruitment and retention, 
sickness, agency spend 

• Managing challenging private finance initiatives • System-wide issues e.g. finance, workforce

• Instability and/or dysfunction in senior  
leadership team

• Multiple sites over wide geographical area

• Clinical/patient safety issues not addressed • History of merger or discussions about possible merger

• Financial pressures • No clear approach or emphasis on QI

• Problematic staff culture e.g. poor engagement, high 
rates of bullying reported

• Insular/inward-looking senior leadership e.g. not engaging 
with patient groups, external organisations

• Poor estates maintenance and infrastructure, including 
a lack of a capital investment programme
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Chapter 6 Implementation of targeted NHS 
Improvement interventions across eight case 
studies

Overview

This chapter provides an overview of the NHS Improvement interventions for trusts that enter the 
SMQ/CP regimes.

What was known?

• There is a growing body of literature on organisational turnaround from the health, education 
and local government sectors, with some examples of successful interventions reported to be 
restructuring of senior leadership teams, inspections (in schools) and internal reorganisation by 
external organisations (see Chapter 3).

• NHS Improvement supports SMQ/CP trusts through oversight and a range of interventions (see 
Chapter 4).

What this chapter adds

• The type, duration and perceived value of interventions provided by NHS Improvement vary 
between trusts.

• IDs were considered to be helpful when using a coaching style and offering tactical advice for 
interacting with the regulators. IDs were sometimes felt to bring additional demands and there were 
mixed views about the amount of time that IDs should spend in organisations.

• Buddying worked best when ‘buddy’ organisations had similar contexts. Buddies were most 
commonly used to learn about good practice in relation to specific problems.

• Funding was perceived as being mainly used to cover posts and external consultants and experts. 
Some participants felt that there was a risk that trusts might need to spend their way out of SMQ.

• New leadership teams were a key driver for change, bringing new ideas and approaches. Previous 
SMQ experience was seen as helpful.

• Other pieces of work viewed as interventions included ‘deep dives’ into data on specific topics/
service areas carried out with NHS Improvement staff and responses to additional oversight and 
scrutiny from the regulators.

Background

The SMQ/CP regimes provide trusts with oversight and interventions from NHS Improvement to help 
them to address specific failings identified in CQC inspections for reasons of quality. NHS Improvement 
perceives SMQ/CP regimes to be support regimes that aim to bring about performance improvement 
(see Chapter 4). The interventions typically vary from one trust to another depending on circumstance 
and may include the appointment of an ID, a review of the trust’s leadership capability, access to 
financial resource for QI, a plan for improvement including options for diagnostic work on assessing 
medical engagement, buddying with other trusts and commissioning external expertise. These might be 
delivered in conjunction with other interventions and within a context of significant leadership changes 
at the board level.
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Methods

This chapter primarily draws on qualitative data from the eight case study trusts, including 
semistructured interviews, meeting observations and documentary analysis (see Table 6). We considered 
the interventions perceived by NHS Improvement to be important for driving change (see Chapter 4) and 
remained open to understanding the interventions that trusts saw as being part of SMQ/CP regimes.

Results

The delivery of NHS Improvement interventions varied across our eight case studies. In Table 17, we 
have identified the interventions delivered for each case.

Improvement directors
Improvement directors were appointed by NHS Improvement when deemed necessary for a trust in 
a SMQ or CP regime. The normal cycle for an ID normally includes 1–3 months of intensive support, 
followed by 3 additional months of maintenance support (although this might vary by trust). Some IDs 
highlighted that a limit on the time that they were involved with organisations was required:

… personally I think you lose your effectiveness as an improvement director when you’ve been in an 
organisation for about 8 to 10 months.

Senior director, case study trust

However, this feeling was not always shared with trusts because some felt that IDs left when important 
work was still to be undertaken:

… our ID was withdrawn last summer, long before we had been re-inspected or let alone, come out of 
special measure, so I employed one of my former IDs to help us […] but the trust had to fund that itself.

Senior director, case study trust

Improvement directors can cover more than one trust at the same time and some trusts in a CP regime 
might not have access to an ID.

Improvement directors were used across most of the case studies included in the study, but there 
were mixed views in relation to their value. A few trusts viewed IDs in a negative light, indicating that 
they were not able to enact change, acted as a spy for the regulators or were seen as another source 
of demand:

Sometimes [the ID] did not feel like support, it felt like it was just another person coming in to ask, ‘have 
you done this?’.

Senior director, case study trust

TABLE 17 T691.889 pthe delivery of NHS Improvement interventions by case

 Case

Intervention 1 2 3 4 5 6 7 8 

ID ✓ ✓ ✓ ✓ ✓ ✓ ✓

Buddying ✓ ✓ ✓ ✓ ✓

Changes in senior management 
staff and/or board

✓ ✓ ✓ ✓ ✓ ✓ ✓

NHS Improvement funds ✓ ✓ Data not 
available

Data not 
available

✓ ✓ Data not 
available

✓
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However, in most cases, IDs were considered an asset, as capable of ‘making things happen’ (senior 
director, case study trust). The style used by IDs to engage with organisations (embedding themselves 
or maintaining distance), work with senior leadership teams and produce improvements varied. IDs 
deemed successful by trusts were those who used a coaching style with the senior leadership team, 
offered tactical advice on how to deal with the regulators, protected the senior leadership team from the 
regulators to ensure permanence, and gave staff confidence to make changes.

Buddying
Buddying, also referred to as peer improvement, can be arranged directly by NHS Improvement, by the 
ID or by the trust themselves. Buddying can be on a departmental level or trust wide. Buddying is often 
formalised through a memorandum of understanding. In the case of our study, we were able to identify 
cases of buddying in only a few of the trusts, and some of these had arranged their own buddies. The 
use of buddies also varied by trust, but most trusts used them to learn about good practices in relation 
to specific problems. The appropriateness of buddies was discussed frequently, and the first selection of 
buddies made by NHS Improvement was not always considered a good choice by trusts in SMQ:

They are a large metropolitan university teaching hospital and we are not and it just wasn’t compatible 
and wasn’t really working and the improvement work that they were doing with us was focused on things 
we didn’t need immediate help with.

Senior director, case study trust

The appropriateness of the matching was dependent on geographic location (with close distance seen as 
positive), trust type and size and experience with similar problems.

Funding
Trusts in SMQ and CP regimes had the opportunity to apply for and, if successful, access funds to 
help support improvement activities. Trusts labelled as CPs were able to apply for up to £200,000 and 
trusts in SMQ for up to £500,000. Trusts also received additional financial support when leaving SMQ 
(£100,000). Applications for the funds are reviewed internally at NHS Improvement and approved by the 
executive medical director:

… [the application] needs to be mapped to things that are going to make a difference and […] how it has 
impacted and made a difference.

NHS Improvement representative

Six of our eight case study trusts reported that they had access to the support funds provided by NHS 
Improvement. The funds were reported to be mainly used to cover the costs of external consultants and 
to fund posts. In some cases, trusts expressed concern that they would need to ‘spend their way out 
of special measures’ (senior director, case study trust). The funds were not considered to be enough to 
implement long-lasting QI (see Chapter 9, which includes an analysis of how funds were spent by five of 
the eight case study trusts).

Other relevant interventions

Changes in leadership or governance
At point of entry into SMQ/CP, leadership and governance were highlighted by the CQC as areas that 
required improvement in all eight case study trusts. Common issues highlighted by interview participants 
included instability in leadership; ‘closed’, ‘defensive’ or ‘insular’ views; a ‘disconnect’ between board and 
staff; and failures in governance structures and processes. Changes to leadership teams were common 
following entry into SMQ/CP, and only one trust had no major changes to its leadership (see Table 17). 
Having a new leadership team was a key driver for change in the trusts. New leadership teams were 
credited with being responsible for positive changes in QI, patient safety and staff morale in five case 
study trusts. Key benefits of a refreshed leadership team were said to be the knowledge that they bring 



52

NIHR Journals Library www.journalslibrary.nihr.ac.uk

IMPLEMENTATION OF TARGETED NHS IMPROVEMENT INTERVENTIONS ACROSS EIGHT CASE STUDIES

from the other areas that they have worked in, and new ideas and approaches. Another benefit was that 
a new senior team was more likely to be detached from previous cultural problems in the organisation:

… it required people to come in who had a different approach and didn’t have some of the legacy of some 
of the history.

Senior director, case study CCG [Clinical Commissioning Group]

In four case study trusts, the new leadership teams included at least one person with previous 
experience of SMQ. Prior experience with SMQ was a positive factor that brought confidence that QI 
can be enacted, knowledge and experience of what does and does not work well and familiarity with 
dealing with the regulators (Box 1). Some new leadership teams included people taking on their first 
Medical Director (MD) or Chief Nurse (CN) roles and noted the importance of mentorship and support 
to help them manage both the new role and the demands of SMQ/CP. Instability in the senior leadership 
team and the common ‘churn’ of CEOs was thought to be a barrier to development of effective, long-
term strategies for QI and patient safety. Multiple changes in the senior team over time following entry 
into SMQ/CP was viewed negatively because priorities and focus always change as a result. Another 
potential negative outcome of multiple leadership changes is that it can take time to get to know the 
organisation, and this may result in lost time.

Deep dives
Although we did not originally envisage deep dives as one of the NHS Improvement interventions 
evaluated in the study, these were frequently mentioned by interview participants. Four of the cases in 
the study mentioned examples of work that they had carried out with NHS Improvement staff through 
intensive analysis of data on specific topics/service areas. Some of these included:

• modelling of demand and capacity for specific therapies
• development of infection-monitoring strategies at ward level (identifying the reasons for high rates of 

infection and the best strategies for dealing with these taking into consideration the local context)
• review of ED performance
• promoting staff engagement through focus groups (linked to staff retention programme and used to 

identify areas for improvement)
• analysis of organisational culture and work with staff to change perceptions of change (i.e. staff 

engagement workshops).

BOX 1 Case study vignette: benefits from leaders having prior experience with SMQ

A newly appointed senior clinical director had previously been at a trust that had exited SMQ and brought with 
them a strategy for the trust’s improvement journey. This clinical director was able to quickly set up a purposeful 
working relationship with the ID that included clear boundaries and distinct goals for each of them; the clinical 
director would focus on overall QI and the ID would focus on working with the board:

Working with my current [ID], we sat down and I said, ‘Look, I’ve already appointed a programme director. This is 
what I’m going to do. This is how I’m going to do it. This is the governance structure within which I will work. Can 
you start with the board, because of well-led being rated inadequate?’. She started to deal with the stuff around 
the board conversations, which was really helpful to me because I then could get on [with QI].

The clinical director’s previous experience also guided the trust’s bid for NHS Improvement funding:

I knew what [funding] I was going after. So, I sat down with the [finance team] as soon as I got here and said, 
‘Right, this is how we’re going to do it. This is what we’re going to go for’…. I’d already got the report ready for our 
ID to put in for my financial support for my quality improvement faculty. So, I know where I’m going. So, I think that 
helps, because I know the post, because it helps me negotiate it quickly… And I guess I can navigate, very easily, 
the regulatory conversation about the organisation, so that makes it easier for me.
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System oversight and scrutiny (risk assurance)
Entry into either the SMQ or the CP regime led to an increase in regulatory assurance processes. When 
these processes worked well, staff viewed them as an opportunity for reflection, learning and planning 
for improvement (Box 2). These new processes were seen as potentially good in theory, but burdensome 
in practice. Some study participants highlighted the large amount of time and resources required to 
gather information and data for regulators and meetings designed to review progress:

… it should be helpful, but isn’t. It requires a lot of work to ‘feed’ the OAG [Oversight and Assurance 
Group] each month.

ID, NHS Improvement

This was further complicated if different people made simultaneous demands:

So we’ve had loads of help and I would use that in inverted commas. We’ve got the CCG crawling all over 
us all the time. We’ve got these improvement directors and that sometimes can be quite hard to take.

Senior director, case study trust

In addition to the increase in workload, some participants did not feel that the regulatory processes 
were aimed at supporting trusts, but actually contributed to blaming, ‘ritual stoning’ and fixation on the 
negative factors. The regulatory timelines were also considered unrealistic in many cases, with regulators 
demanding that lasting changes be produced in a few weeks.

BOX 2 Case study vignette: experience of the Oversight and Assurance Group

One trust formed an Oversight and Assurance Group after receiving an ‘Inadequate’ rating by CQC. The group 
met monthly at first and bimonthly after this rating changed to ‘Requires Improvement’. The group involved a 
wide range of stakeholders including CQC, CCG, Healthwatch, patient groups and HEE. It initially included over 
30 people, but attendance dropped off over time and engagement was limited in relation to some organisations. 
It was normally used by the trust as a way to formally account for progress against QI plans. A lot of work and 
time were required to develop papers for the Oversight and Assurance Group each month, but the meetings also 
acted as an opportunity for reflection.
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Chapter 7 How trusts respond to being in 
Special Measures for Quality/challenged 
provider regimes

Overview

This chapter describes how trusts respond to being placed in SMQ/CP regimes and provides insights 
into the characteristics of trusts that improved and those that have not yet exited SMQ/CP.

What was known?

• There is limited evidence on how the different NHS Improvement interventions are received and how 
effective the interventions are at delivering and sustaining performance improvement (see Chapter 3).

What this chapter adds

• Staff have a strong emotional response when the trust is placed in SMQ/CP.
• Entry into SMQ/CP was often thought to be necessary and ultimately can be viewed as a catalyst for 

change. However, some staff can view SMQ/CP as heavy-handed scrutiny or punishment.
• There is a view that local system-wide issues also need to be addressed for a trust to make and 

sustain improvements in quality and performance improvement over time.
• Trusts’ responses to being placed in SMQ/CP involved making improvements in the following eight 

domains: governance, accountability and leadership; service delivery; data monitoring and use of 
data; organisational culture and staff engagement; workforce; QI plan or strategy; QI interventions, 
methods or techniques; and estates and environment.

• We have identified the key characteristics of trusts that do and do not exit SMQ/CP.

Background

The overarching aim of this chapter was to explore how trusts responded to being placed in SMQ/CP 
and to the interventions deployed by NHS Improvement. Using the findings from our case studies, we 
provide an analysis of internal and external perspectives on the SMQ/CP regimes; what trusts have 
undertaken to improve; and insights on the characteristics of trusts that have clearly improved and those 
that have yet to exit SMQ/CP, including the trusts that have struggled to change their CQC ratings.

Methods

This chapter draws on qualitative and quantitative data from the eight case studies (four in depth and 
four ‘light touch’). For the analysis, we drew on the findings of the literature review and considered 
whether the interventions were aimed at an organisational or a system level, and explored whether 
there were any negative and/or unintended consequences reported at the local level (e.g. in either 
interviews or trust documents). We also considered internal and external contextual factors and whether 
QI interventions themselves were internally or externally driven. Finally, we aimed to identify whether or 
not new ‘dynamic capabilities’ were being developed within the organisation, and whether or not trusts 
invested in developing their capacity to use new knowledge and innovations to drive improvements.
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To consider board maturity, we created a template for mapping meetings and papers to the eight 
dimensions of the ‘Organisational Maturity Framework’ developed by Jones et al.18 (see Appendix 2) and 
it was applied to the four in-depth case study trusts as a means of gauging their board maturity. Overall 
QI maturity level was assessed by the researchers against the framework as being high, medium or low.

Results

Performance journeys of the eight case studies
A summary of each case study trust’s performance improvement journey is presented in Figure 7.

Perspectives on Special Measures for Quality/challenged provider

Internal perspectives: staff
Interview participants were asked about the impact of SMQ/CP on staff. From case study trusts that 
had previously been in SMQ or were currently in SMQ, the initial response of staff to the announcement 
that the trust would enter SMQ has been described as ‘shocked’, ‘devastated’, ‘angry’, ‘ashamed’ and 
‘mortified’. These responses were attributed to staff across the organisation by interview participants 
from executive teams to divisional leads. Similar responses were described in the two CP case study 
trusts when staff learned of poor CQC reports, particularly where if it was felt that positive aspects 
of the organisation may have been overlooked. In two trusts, anger from staff at all levels was said 
to be directed at the CQC for being overly critical, for emphasising anecdotal reports and not data in 
their decisions or for not recognising good practice. There was also evidence of staff anger at senior 
management and board level for allowing the trust to reach the point at which it was necessary to enter 
SMQ/CP. There were, however, examples given of staff feeling ‘relief’ at the trust entering SMQ because 
this would force needed changes.

It was recognised that some staff were initially in denial about the need to change, ‘there’s an unrealistic 
assumption that life will just carry on’, and ultimately, the ability of staff to reach a point of acceptance 
has been cited as important for being able to move on and make positive changes (senior director, case 
study trust). For staff to be involved in making changes, it is important to ‘release time’ for them to focus 
on improvement and not just expect them to add to their existing workloads. Divisional leads noted that 
front-line staff were pulled out of day-to-day work to drive improvement initiatives:

… we’re taking people off the day job to run the initiatives and when services are already stretched it’s 
very difficult.

Front-line staff, case study trust

Prolonged
poor

performers
(SMQ)

Poor
performers
(CP+ SMQ)

Shorter-term
CPs

Clear
performance

improvers
(CP+ SMQ)

• At least 2 years in SMQ, includes trusts
    that re-enter SMQ (n= 2)
• Case 2 – improvement evident
                    – exited SMQ
• Case 6 – some improvement evident

 – remains in SMQ

• CPs that never enter SMQ (n=2)
• Case 1 – remains a CP
• Case 5 – remains a CP

• Providers who leave CP and enter
    SMQ (n= 2)
• Case 4 – improvement evident

 – exited SMQ
• Case 8 – improvement evident

 – remains in SMQ

• SMQ or CP trusts that later achieve
    strong CQC report with no re-entry

(n= 2)
• Case 3 – sustained improvement
• Case 7 – sustained improvement

FIGURE 7 Summary of the performance improvement journeys of the eight case study trusts (to October 2019).
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For the senior team specifically, it was noted that SMQ places ‘enormous pressure on senior staff’ and 
has an ‘impact on people’s well-being and health’. In addition, an ID noted that the senior executive 
team and board members are ‘very aware that their jobs are on the line’. Interviewees that were part 
of senior teams described stress and long hours dealing with the regulatory requirements and QA 
processes that come from the CQC and other groups, such as Clinical Commissioning Groups (CCGs). It 
was acknowledged that the pressure on the senior team is not only because of SMQ, but also the result 
of the problems in the trust. It was suggested that because of the pressures placed on the senior team, 
one of the supports that may be needed is emotional and empathic support, potentially from peers with 
similar experiences of SMQ.

The question of whether SMQ/CP was viewed as support or scrutiny received mixed responses: some 
participants felt that their trust had received the right support or were given needed ‘head space’ 
by NHS Improvement to make change. Others, however, saw SMQ as heavy-handed scrutiny or 
punishment. Ultimately, many view SMQ as ‘necessary’, ‘an opportunity and a platform to drive forward 
improvement’ and as a ‘catalyst for positive change’ that had a beneficial impact on the trust:

I think staff feel disappointed in that, but I think often they feel that it’s been a bit of a galvanisation for 
them to be heard and maybe to have some of the endemic problems solved and a bit more of a focus on 
improving the quality and experience and the care that patients are receiving and staff often feeling that 
they’re not able to give.

Senior clinical director, case study CCG

External perspectives: Healthwatch and Clinical Commissioning Groups
Local CCGs and Healthwatch are key stakeholders when considering external perspectives on SMQ/CP. 
These organisations are often involved in providing evidence to the CQC or escalating concerns that 
would have informed decisions to place the trust in SMQ/CP. These organisations also frequently interact 
with trusts in SMQ/CP to support and/or scrutinise improvement processes. Interviews conducted with 
representatives from five Healthwatch teams and four CCG teams local to case study trusts provide an 
insight into the perspectives of these organisations when a local trust enters SMQ/CP.

Healthwatch representatives commonly saw their role as one of ‘standing by the trust’ and to ensure 
that patient experience was central to the improvement process. One Healthwatch representative noted 
that their role in supporting the trust on their improvement journey made them feel that they were also 
‘very much held to account by NHS Improvement and NHSE’ (senior director, case study Healthwatch). 
Healthwatch representatives described working with the SMQ/CP trusts in a range of ways, including 
attendance at improvement or scrutiny board meetings and Oversight and Assurance Group (OAG) 
meetings, participating in regular meetings with members of the senior team, and working alongside the 
hospital on specific aspects of patient care. They bring ‘the knowledge that we gather on the ground’ from 
patients and the public to these interactions (senior director, case study Healthwatch). It was also noted 
that Healthwatch has a role in engaging with the public ‘to support the hospital to become a successful 
hospital, to build that confidence of the general public’ (senior director, case study Healthwatch).

Clinical Commissioning Group representatives also see their role as ‘standing side by side’ with their local 
providers that enter SMQ/CP. Accordingly, there was evidence of CCGs working with trusts in SMQ/CP 
in a range of ways, including gathering and feeding back soft intelligence from patient discussion groups, 
‘holding the mirror up’ to the trust, co-developing QA processes, providing evidence to support or 
challenge improvement, inputting into QI plans and directly engaging with IDs. It was noted that CCGs 
often share the burden of SMQ/CP with the trust:

It was incredibly time-consuming actually and obviously a big issue for us and for our governing bodies 
and things in terms of, you know, local people having access to good services, I mean it was a key focus of 
the CCG probably for a couple of years.

Senior director, case study CCG
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External perspectives: patients and the public
Some interview participants noted that patients and the public can feel shocked about ‘their hospital’ 
being placed in SMQ and lose confidence in the services provided by the trust. Public concerns about 
hospitals being placed in SMQ were reported to sometimes result in general practitioners not referring 
to the trust and patients not wanting to attend a hospital that was in SMQ:

… nobody wanted to go there, people were holding off having their operation.
Patient group representative, case study trust

In one case, the public attitude when the trust was in SMQ was described as a ‘dangerous’ situation 
and the trust was very active in addressing public engagement and were supported by external groups 
(Healthwatch, CCGs and patient groups) to ‘start giving out positive messages and highlighting the 
positive things that the hospital were doing’ (patient group representative, case study trust).

Patient and public involvement in trust service development was noted by some interview participants 
to be very poor at the point at which the trust entered SMQ/CP. Improved engagement with 
patients and the public, including collaboration with Healthwatch and other patient groups who 
can collect and feedback patient and public views and experiences, was seen as an important part 
of the improvement process by four trusts. These trusts felt that it was essential that patients are 
included in the engagement process: ‘it’s got to involve patients, which we have been doing more and 
more’ (non-executive director, case study trust). Strategies introduced to improve patient and public 
engagement included introducing a patient voice in committee and board meetings (three trusts), asking 
patient panels to review plans for changes to care pathways and new units or buildings (one trust) and 
engagement platforms and communication initiatives that very actively seek to gather the feedback of 
patients and the public (one trust). Lay people have also been included in ‘walkabouts’ aimed to mirror 
the CQC inspections (two trusts). At two of the case studies, there was little evidence of engagement 
with patients and the public as part of their process of making improvements.

Role of the system in Special Measures for Quality/challenged provider regimes

Is it individual providers or whole systems that should enter Special Measures for 
Quality/challenged provider regimes?
Interview participants that were both internal and external to the case study trusts commented on the 
importance of considering wider systems when a trust was struggling and entered SMQ/CP. In several 
case studies, it was evident that there were systemic problems within the local region, for example 
workforce issues or financial pressures, and in some instances other NHS providers in the region had 
also been placed in SMQ. Overall, there was evidence of a mindset that is evolving from solely focusing 
efforts for improvement on the trust to a need to consider contextual issues and address improvement 
at a regional level:

One of the big failings, I think, about organisations going into special measures, is the organisation goes 
into special measures, not the system.

Senior director, case study trust

It was noted that ‘many of the solutions to the problem of the acute hospital lie outside the hospital’ 
and ‘system-wide interventions might be needed for a trust to exit SMQ’ (non-executive director, 
case study trust). In one case study where the trust had recently exited SMQ, several participants felt 
that local collaborations and ‘a whole system response to the quality issues’ at the trust had been an 
important factor in improvement, and yet wider system issues persisted beyond the trust’s control (e.g. 
quality issues within primary care and with local health transport services). Some participants from CCGs 
spoke of implementing system-wide approaches to QI. For example, using QI methodology across their 
patch and promoting a ‘mutual approach’ when measuring quality and interpreting data, and recognising 
the impact on the wider system of any local changes they plan to make. Accordingly, shifting focus to 
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a regional level and strong engagement with CCGs was suggested to be a practical way to promote 
sustainable improvement:

I think [NHSI] have missed an opportunity by not engaging with the CCG, because had we been engaged 
and working alongside NHSI [NHS Improvement] and included in some of that developmental work, 
we could have continued the legacy that they leave behind in terms of being able to offer a sustainable 
improvement going forward when they are not there.

Senior clinical director, CCG

Acknowledgement of the need for system-level approaches from regulatory teams was reflected in 
comments from an NHS Improvement regional director who discussed a shift from providers and 
commissioners having individual assurance meetings with their regulators to ‘system assurance 
meetings’ at which all providers and commissioners meet to discuss ‘escalating items relating to finance, 
contract performance and quality’.

Interactions between Special Measures for Quality/challenged provider and 
system-wide relationships
Being placed in a SMQ/CP regime could be a catalyst for changes in system-wide relationships between 
organisations. Participants described different types of external collaborations across local regions 
that influenced processes for QI, including support from peer organisations, mergers, partnerships and 
alliances. It was clear that in some case study trusts historical relationships with local NHS providers 
and partners, such as CCGs, were dysfunctional and some participants felt that there had been a lack 
of transparency from the trust prior to entry into SMQ/CP. Improvement processes commonly included 
attempts to mend external relationships and encourage collaborative working. Changes in leadership 
teams can provide an opportunity to strengthen relationships with external partners. For example, 
in one case study the relationship with the CCG had been poor and they had not understood the 
‘depth and breadth of the problem’ until the new leadership team rebuilt relationships and improved 
transparency, resulting in ‘a much more fluid relationship in terms of how we work together’ (senior 
director, case study CCG).

Improved relationships across systems that grew organically from responding to SMQ and had been 
sustained were described by two case study trusts that were clear improvers that exited SMQ several 
years ago. For one trust, SMQ forced the trust to work with its CCG and other local organisations on risk 
assurance in a ‘systematic and structured way’, which impacted positively on their long-term working 
relationships. For the other clear improver, collaborative working when the trust entered SMQ led to a 
formal alliance between commissioners and multiple providers. The alliance now collectively determines 
how services will be delivered and are responsible for improving health outcomes. Some case study 
trusts were already in established partnerships across local systems at the time of entering SMQ/CP, 
for example as members of an integrated care system. It was highlighted that it can take more time to 
get good working relationships with external providers when a trust enters SMQ than when trusts are 
members of an integrated care system in which local partners are already working together.

Entry into SMQ/CP does not always lead to improved interactions across the wider system given that 
examples of continued problems with regional relationships were also seen. At one trust, participants 
described struggling with the need to deal with multiple CCGs, and it was noted that there was less joint 
working after poor CQC ratings because the CCG saw itself in the role of holding the trust to account.

Being placed in Special Measures for Quality/challenged provider regimes can 
negatively impact a trust’s capacity to participate in local collaborations
Some participants identified a need to consider the strategic impact across the system of a trust being 
placed in SMQ. The trust’s capacity to participate in the development of strategy for integrated care 
systems, the sustainability and transformation plans (STP) and future collaborations can be negatively 
impacted by being placed in SMQ. One reason for this was because SMQ requires ‘a huge amount of 
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time, internally, rather than strategically, externally’ and there is a ‘tension’ between having the capacity 
to deliver QI and their ability to continue to contribute to wider system change. In addition, it was 
reported that the SMQ label can result in the trust being viewed poorly by other local organisations and 
their opinions may be readily dismissed as a result. Participants were aware of ‘poor behaviour’ from 
partner organisations that took advantage of trusts being in SMQ. Being labelled as a SMQ trust was 
also said to be a barrier to obtaining tenders when local NHS providers are asked by commissioners 
to compete for funds and, similarly, may result in ‘bids for capital, for digital, for various things, [being] 
turned down because of how others in the NHS perceive you’ (senior director, case study trust).

Responses to being placed in Special Measures for Quality/challenged provider regimes

What trusts did to try and improve?
The main changes attempted by trusts to try and improve their quality and performance are grouped 
into eight thematic domains (Table 18). These domains are not mutually exclusive and in practice overlap, 
such as between governance and service improvement. Overall, trusts report making particularly 
strong efforts in the aftermath of CQC inspections, attending to specific recommendations from 
the CQC and warning and regulatory notices, such as improving compliance with staff mandatory 
training and appraisals, taking measures to protect patient privacy and dignity (e.g. not using mixed sex 
accommodation), securing medicines and hazardous substances, and reviewing staffing levels closely 
to ensure safety. Trusts were prioritising areas for improvement within their organisations in the light 
of CQC inspection reports and regulatory recommendations, often with strategic support from an ID 
or external expert if the resources were available. Trusts sought input from NHS agencies, such as 
NHS Improvement and the CQC, and often external sources of knowledge, such as from management 
consultancies or governance experts, particularly where financial, leadership and governance issues 
were particularly challenging. The following areas are not to be read in order of importance given that 
trusts were found to be making improvements across these dimensions in parallel.

TABLE 18 Eight domains of activity related to performance and QI

Domains Empirical examples 

Governance, accountability 
and leadership

Review of the board governance, fill senior vacant posts, create new divisional or front-
line leadership or QI roles

Service delivery • Improve ED performance and RTT times
• Ensure compliance with national standards and most recent CQC inspection and 

NHS Improvement recommendations

Data monitoring and use of 
data

Clear use of dashboards to track local quality and performance against national metrics 
and expectations. More advanced and sophisticated use included visualising data to 
track progress and highlight any risks (clinical, safety, financial) at multiple organisa-
tional levels, from the ward to board, and attempts to measure internal ‘safety culture’

Organisational culture and 
staff engagement

Address bullying; support growth of patient safety culture through staff training and 
development. Staff awards and recognition; support for completion of staff survey; use of 
social media to keep staff informed; listening events; senior and board presence on wards

Workforce Ensure safe staff levels; appraisals improved; mandatory training up to date. Training 
and learning opportunities for staff

QI plan or strategy Involves IDs or external expertise. Suggestions that the plan should not be transac-
tional. Set a vision for culture change and continuous improvement centred around 
patient care.

QI interventions, methods  
or techniques

A variety of QI methods and tools (e.g. PDSA) and broader interventions to drive 
improvement, some of which are mentioned in QI plans and strategic documents

Estates and equipment Strategy to improve working and patient environment to ensure safety, improve 
capacity and modernise services. Includes investment in equipment, addressing 
maintenance backlogs, removal of risks or hazards (e.g. ensuring fire safety, replacing 
outdated diagnostic equipment)
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Governance, accountability and leadership
Many trusts focused on improving their governance and assurance processes. Better leadership visibility 
came about through increasing ‘ward to board’ interactions and having members of the senior leadership 
team communicating more frequently with front-line staff, undertaking ward visits and ensuring that 
there were clearer lines of accountability with greater opportunities for senior leaders to listen to the 
concerns of staff:

We visited 90 areas across the trust within a 3-month period after the last report came out and drew up 
findings, reports, action plans and then we repeated it 3 months later and we’re now on our third iteration 
of walkabouts. So, by the end of the year, every area in the hospital, whether it’s clinical or non-clinical, 
will have been visited at least once by a team consisting of a non-executive director, a senior manager or 
an executive and a lay partner. Either a governor or a patient.

Non-executive director, case study trust

There was recognition across our cases for the need to ensure that there was excellent clinical 
leadership at divisional and ward levels, as well at the top of the organisation, to bring about 
improvements, and that front-line clinical staff also needed to understand why specific improvements or 
changes in process were necessary and be on board to deliver and lead improvements at the local level. 
For example, in two case studies changes in leadership were encouraged to bring about improvements 
to ED performance. Part of the journey of improvement was ensuring that, at all organisational levels, 
there was leadership accountability for managing risk, making improvements and embedded processes 
for assurance:

Clinical leaders taking an equal seat at our trust management board for critical decision-making.
Senior director, case study trust

Two trusts had focused on improving recognition and opportunities for ethnic minority staff; this was 
particularly important where there had been past issues with harassment, bullying and even reports of 
racism between staff. An ethnic minority leadership development programme has been instigated and 
trusts also mentioned deliberating creating new leadership opportunities and roles.

In terms of senior level oversight, the medical director and chief nursing roles appeared absolutely vital 
for re-connecting divisional and senior executive leadership tiers, ensuring that clinical engagement 
was trust wide. Another activity that trusts were required to enact was filling vacant senior leadership 
posts; several had struggled to recruit and relied on interims, which was potentially destabilising for the 
organisation as a whole or resulted in notable leadership gaps, such as where it was difficult to recruit a 
lead nurse:

… we were probably looking at 50% vacancy gaps across our senior leadership board and the layer or two 
below, and a lot of those had been either covered by people acting up or by more expensive interim costs.

Senior director, case study trust

Service delivery
Although CQC inspection reports resulted in what was perceived to be a large number of competing 
recommendations for trusts to deliver on, in reality senior leadership teams conveyed the necessity of 
prioritising improvements and those that focused on ensuring patient and staff safety. A trust needed 
first and foremost to address urgent operational issues, mitigate major risks, especially concerning 
the estate and workforce. Estates and equipment were frequently raised as concerns because of their 
immediate impact on capacity, diagnostics, the working environment and patient and staff safety (e.g. a 
need to increase beds, modernise facilities and improve diagnostics and, therefore, waiting times) cases:

The worst thing we can do is have 100 action plans now, to address the things that are wrong. So what 
we’re doing here, what I’m doing here, is pulling together one plan.

Senior director, case study trust
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Examples of areas prioritised included urgent care, basic safety and fire safety, mortality, WHO surgery 
guidance, better safeguarding, better management of sepsis, and reducing incidents of pressure ulcers 
and falls. Trusts needed to meet NHS constitutional standards and compliance notices and, in our 
case studies, were particularly focused on the following services: ED, surgery, maternity, estates and 
maintenance backlogs, infection rates and control. There was a clear focus on referral to treatment (RTT) 
times as many trusts were in breach of these, such as on account of backlogs in diagnostics to meet 
cancer objectives.

A number of the case study trusts were struggling to deliver improvements within EDs in the light of 
rising demands and were non-compliant against the national 4-hour ED waiting target and, therefore, 
constitutional expectations of the regulators. Challenges were reported in ED because of rising 
demand, and urgent care performance was a strong performance issue for all organisations generally, as 
commonly experienced across the country.

How did these organisations perceive the emergency care challenge and go about making improvements 
within a context of deteriorating national performance and rising demands? Below are two vignettes 
from our case studies, which provide an overview of the performance issues (Boxes 3 and 4). The 
vignettes illustrate that, in some key service areas, despite concerted efforts to improve that were 
backed by clinical staff and organisational leaders, performance was struggling against the national 
4-hour wait metric. This was a result of various inner and outer contextual factors. For example, a 
combination of high bed occupancy and external demand for urgent care in a busy urban setting was 
making progress slower than hoped for, despite investment in staff and a structured QI methodology 
being adopted at the service level and trust wide. In addition, some trusts had issues to resolve 
with ambulance turnarounds and old estates and facilities in hospital sites. Nevertheless, we found 
evidence in this evaluation that trusts were able to improve their ED performance trajectories following 
interventions (see Chapter 8).

BOX 3 Case study vignette: efforts to improve ED performance

This trust was defined as a ‘poor performer: with evidence of improvement’. While noting that poor ED 
performance against the 4-hour wait target was a national issue, a senior clinical director said that ED 
performance had remained static for the organisation for 12–18 months and described troubles at the trust’s 
busiest site, despite the organisation applying its QI methodologies there. The cause identified by the leadership 
team was growing demand and high bed occupancy (at around 99%), which resulted in negative knock-on effects 
and overflows within the ED department if inpatient beds were unavailable. ED attendances had increased by 
almost 10% over a 12-month period. The trust was struggling to make substantive improvements and comply 
with the national 4-hour wait target and resolve delayed transfers of care. A further 12 months later, no patients 
were reported to be waiting longer than 12 hours in ED and the trust had delivered a number of process and 
operational improvements, such as improving triage times, by providing 24/7 consultant cover and expediting 
ambulance handovers. The leadership team was closely monitoring 4-hour wait times and reviewing the Friends 
and Family Test data for ED, which was felt to be providing some encouraging findings. A target of 95% of 
patients being seen within 4 hours was set. There were financial implications (reduced income) to the trust of 
not meeting ED performance targets, yet the trust was likely to continue to struggle without additional physical 
capacity and beds and these were being delivered through capital investment projects.

In terms of the wider system context, the trust was in conversation with CCGs and the local authority owing to 
a large number of visitors to the ED not being registered with a general practitioner and a ‘transient population’; 
there were ongoing concerns that without improvements in social care, the local ED department would continue 
to be overwhelmed:

… ED performance, and that’s the one we’re struggling with at the moment. We’ve not got that right, and the 
reason we’re struggling is because some of the proposals that were in place for redeveloping the ED department 
and putting some extra beds in have proved impossible to do, because we can’t keep an ED department running at 
the same time.

Board member, case study trust



DOI: 10.3310/GQQV3512 Health and Social Care Delivery Research 2023 Vol. 11 No. 19

Copyright © 2023 Fulop et al. This work was produced by Fulop et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

63

BOX 4 Case study vignette 4: efforts to improve ED performance

This trust was struggling to meet the ED national standards yet had managed to make performance 
improvements, which had been recognised by NHS Improvement and the CQC as ‘significant’. By 2019, the trust 
was no longer below the national average for ED wait 4-hour times and had maintained this position for several 
months. The trust had for a long time been struggling with rising demand, struggling ambulance turnaround 
times and poor patient flows. It had experienced ‘black breaches’ with patients being treated on trolleys in 
corridors and waiting more than 12 hours in ED.

The trust had undertaken a number of steps to improve patient safety and quality and turnaround patients faster. 
A team was put in place to assess patients arriving by ambulance improving flow into the department and staff 
collected observational data to monitor patients most at risk of deterioration using early warning scores. Clinical 
governance and leadership for urgent care had been improved by a new senior consultant appointment, which 
was said to have made a huge difference in terms of shaping the emergency care pathway and improving the 
service culture. There had been efforts to improve staff mandatory training and learning, despite heavy staff 
workloads. Financial investment in additional beds and staff over the winter months had increased capacity 
helping to supporting flow. Although issues with ED performance remained, there were signs of improvement 
supported by national data, regulatory assessments and observations among those interviewed at the trust 
for this evaluation. Finally, there was focus on improving the treatment, stabilisation and transfer of children 
attending ED.

Improvements in such busy emergency services was a source of pride for several senior members of staff 
interviewed during the evaluation, who described staff and organisational efforts as ‘herculean’ and viewed their 
ED units as ‘resilient’ despite rising demands:

… we’ve had to put in additional medical staff in certain areas where there was concerns over the level of activity 
they were working with, and we’ve had to put in some additional medical staff, so both in [ED] and actually 
predominantly around [ED] actually. So there’s been a number of areas where we’ve had to put in resources as a 
consequence of having issues highlighted.

Senior director, case study trust

Despite investment, vacancy rates and staff retention continued to remain a challenge for the very busy 
ED services.

Data monitoring and use of data
There have been several ways in which trusts in SMQ/CP have improved their use of data, covering how 
it is being collected and analysed and how findings are shared.

Many participants have referred to the inadequacy of the commonly used way of presenting outcomes 
as monthly Red/Amber/Green (RAG) ratings that reflect changes to a previous month. These exclude 
wider overall trends and may not be adequately benchmarked. Instead, they see the value of continuous 
monitoring techniques and the statistical process control methods promoted by NHS Improvement that 
are being widely implemented. Benchmarking has improved with the availability of the model hospital 
data, enabling trusts to view outcomes against their peers:

We obviously got the model hospital resource, which we use and which is really helpful for understanding 
our position in relation to benchmarks, what we need to do on that, so I think that’s been a big 
step forward.

Senior director, case study trust

There is also evidence of a more mature approach to understanding what data are actually describing and, 
rather than interpreting them as an explicit measure of quality, treating them as a prompt to investigate 
quality, as well as triangulating with concerns of staff and patients. Furthermore, although there is a 
strong incentive to focus on concerns identified by CQC, some trusts have recognised the dangers of 
taking their eyes off the ball elsewhere and the need to maintain or improve quality across the board.

For board-level reporting, our cases tend to focus on standard metrics (e.g. NHS Improvement provider 
metrics), which are limited in number and scope, and may not be the best measures for reflecting the 
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concerns that have been raised. However, the data are often not there to support the conversations 
trusts want about quality: they may not exist or may require a bespoke collection that then becomes 
difficult to benchmark. Participants at one site identified problems with the timelines of data: some 
nationally benchmarked data (e.g. some audits) can be several months old before it becomes available. 
One trust undertakes ‘deep dives’ into hospital sites and specialties to obtain a better focus on concerns, 
although at others it is not clear how much capability there might be for monitoring.

Some participants recognise the problems of reporting different measures in isolation and recognise 
how different measures of quality interact. In particular, improving one outcome may adversely affect 
another, for example the potential impact of improving the speed of getting people off ambulances on 
ED capacity.

Organisational culture and staff engagement
Culture change was closely intertwined with senior leadership and improving staff engagement. 
Examples of attempts to better staff engagement included focus groups with staff and NHS 
Improvement support and workshops with staff. Attempts at proactive engagement with staff by new 
leaders was a common theme across case studies. To improve staff engagement, the board, senior 
executive team and managers became more ‘visible, supportive and approachable’. For example, staff 
observed that the senior team were often seen around the trust and used social media [e.g. Twitter 
(Twitter, Inc., San Francisco, CA, USA; www.twitter.com)] to communicate with staff and keep them 
informed. Many interviewees described that, previously, there had been a gap between senior leaders 
and front-line staff and poor communication. Some organisations measured and monitored changes in 
the safety culture using standardised survey tools:

… there wasn’t a great leadership strength here. The culture of the organisation became progressively 
closed… The governance was poor. Basically if you tried to do anything, you just got stuck somewhere in 
the middle of the organisation. Nobody would approve anything, so trying to get a business case through 
was just like running in treacle, so the clinicians were very disengaged.

Senior clinical director, case study trust

Four case study trusts had reported serious historical issues of poor culture and bullying. Within this 
context, some specific service areas were reported to have particular issues with a ‘bullying culture’, an 
issue sometimes uncovered by new incoming leaders. Overall, it was reported that bullying had to be 
tackled by senior leaders, and executives address reasons why staff disengaged, working to ensure that 
there was collective ownership of patient safety, and improving the patient experience and outcomes 
across the entirety of the organisation:

… evidence of serious deficits in leadership in a series of ways, both through the sort of feedback from 
staff about lack of staff engagement, not being listened to, bullying and harassment allegations and 
so on, but also clear evidence of very little clinical leadership in the organisation, so what we have 
focused on really is trying to get leadership culture and morale and staffing right, seeing them as the 
underlying themes.

Senior director, case study trust

… we committed some of the special measures money to use an external organisational development 
consultancy to help facilitate and mediate between [specialty team members] to develop essentially 
personal development plans for each of the senior staff so that they could better engage with what the 
organisation expected of them and work more consistently with the organisation’s values…

Senior director, case study trust

Measures taken to tackle historical issues with poor staff engagement – illustrated by poor staff survey 
results – included encouraging a culture of openness and transparency (measured through staff surveys, 
spot surveys and feedback, and Freedom to Speak Out Guardians). There was evidence of senior leaders 
celebrating staff successes, and especially among our clear improvers case studies. Several case study 

www.twitter.com


DOI: 10.3310/GQQV3512 Health and Social Care Delivery Research 2023 Vol. 11 No. 19

Copyright © 2023 Fulop et al. This work was produced by Fulop et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

65

sites made efforts to improve events and facilities for doctors and trainees and improvements were 
demonstrated through a larger number of junior doctor applicants. Finally, there was evidence at sites 
that had improved of encouraging staff not only to complete mandatory training and appraisals, but also 
to progress their careers within the trust and develop new knowledge through QI training.

The CQC emphasises the importance of staff appraisals, and a number of case study sites discussed 
making particularly notable improvements here; for example, shifting the focus to staff wellness and 
ensuring that appraisals were not a ‘tick box’ activity, as well as taking steps to better support staff 
returning to work after absence because of ill health or family reasons. Culture change was recognised 
to take years (more than 2 years, and more likely 5–10 years), but in the short term senior teams were 
engendering change by celebrating staff successes, improving staff survey results (response rate and 
scores) and ensuring completion of mandatory training, which is closely attended to by the CQC.

Tangible evidence of improvement included improved staff survey results and completion rates and 
good Friends and Family Test results. Again, change appeared to take at least 12–18 months to take 
hold, even if the senior team were very focused on improving staff engagement and culture. Box 5 
describes the staff survey as an indicator of workforce engagement. Observations at two case study 
sites confirmed a real drive by leaders to encourage staff to complete the national survey (e.g. ward-level 
initiatives to improve completion rates):

BOX 5 Case study vignette 5: the staff survey as an indicator of workforce engagement

This trust was defined as a ‘clear improver’ in our sample. After a long improvement journey (which was noted 
as still in progress), the annual NHS staff survey found the organisation rated among the best acute trusts in the 
country for staff satisfaction. The trust scored highly both regionally and nationally as a place to work. There was 
a good response rate to the survey. These results had become a source of pride.

The internal actions or leadership behaviours that may have facilitated consistently good results over consecutive 
years were as follows. First, there was a widespread push for the survey to be completed and better leadership 
reported at the apex of the organisation by the clinical director, chief nurse and CEO, who were deemed to be 
visible and approachable. The staff survey was viewed as a collective drive and positive activity rather than a ‘tick 
box’ exercise. Fieldwork observations of several divisional level meetings provided further evidence that the trust 
was making strong efforts, across each division, to systematically monitor and improve workforce engagement. 
One example was improving the quality of staff appraisals and checking they were completed, even in busy 
periods: ‘1 hour with that member of staff to talk about themselves’. There was attention to, and monitoring of, 
stress-related absences, with the senior leaders observed asking teams what support could be provided to staff. 
Senior leaders also offered praise to local service leads for confronting challenging issues, ending the meeting 
with thanks and recognition, and noting that staff ‘can be really proud’.

… it is early days because we know with these types of programmes it is over a number of years these 
span with regards to changing culture and improvement and training high numbers of staff across 
the organisation.

Senior clinical director, case study trust

Workforce
… if you want to create the right environment to change and to improve things, you’ve got to invest in 
the people.

Senior director, case study trust

We found evidence that trusts in SMQ/CP performed poorer than the national average across a number 
of domains in the staff survey, such as engagement (see Chapter 8). Improved completion rates of the 
staff survey were, however, insufficient to drive QI; leaders had to actively respond to the results of 
staff surveys, especially if they were poor. Some organisations undertook ‘deep dives’ into results to 
understand specifically what was going on in areas such as staff morale and staff engagement. However, 
broader issues had to be tackled to reduce vacancy rates, reliance on locums and staff turnover, and 
improve staff retention.
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Trusts were focused, therefore, on workforce planning, such as supporting e-job planning and e-roster 
rollout. There were diversity, equality and inclusivity interventions being put in place in recognition of 
historical issues. Struggling trusts have had specific issues with staff recruitment and vacancy rates, and 
some interviewees discussed problems with recruiting against both neighbouring trusts and other trusts 
around the country, with some trusts known to offer ‘golden handshakes’ and new starter incentives 
that they were unable to compete with. The label and ‘stigma’ attached to SMQ could further impact 
negatively on recruitment efforts. In the short term, trusts might address safety concerns by relying 
on agency staff, bank staff and locums to fill gaps and address safety concerns highlighted by CQC 
inspectors. But this was not viewed as a long-term solution and clearly affected overall costs, especially 
where new staff had to be re-trained.

Increasing the staff numbers in ED in the light of rising demands and performance pressures was 
one clear area of workforce investment. Changes to staff rotas to replace outmoded practices were 
also reported.

Quality improvement plan or strategy
Developing a structured and clear plan to take forward improvements and focus the trust’s efforts over 
the medium term was one area of activity in which we identified IDs playing a key role. Trusts and IDs 
we engaged with were, however, keen to ensure that plans were not transactional documents, but 
representative of positive shift in ethos and values of the trust:

… if what you do is, in your improvement plan you put, ‘Improve statutory and mandatory training’, that is 
the outcome measure. What you are not doing is unpicking why.

ID, NHS Improvement

… part of the problem I think in this trust is you have a list of things that people are telling you, you have 
to do, so the risk is it’s not a quality improvement plan, it’s actually a turnaround plan but people call it a 
quality improvement plan, and that list is usually a list of things the CQC want you to do, a list of things 
that NHSI [NHS Improvement] want you to address.

Senior clinical director, case study trust

Other trusts brought in external experts, such as management consultants or board advisors, to support 
the development of a detailed improvement action plan and leadership support following a CQC 
inspection, such as if they lacked ID input or preferred at the time to appoint their own external experts.

Quality improvement interventions, methods and techniques
Having a formal ‘method’ or strategy for QI embedded throughout the organisation is encouraged by 
the CQC and we found evidence of trusts looking to take a more structured approach to QI internally. 
We were particularly interested if trusts were investing in developing new QI capabilities and increasing 
their internal ‘absorptive capacity’ and receptivity to new, external knowledge to improve performance.

In several case studies, a new QI ‘team’, ‘faculty’ or ‘fellows’ were being established to support front-line staff, 
train staff in QI tools and progress the organisation on an improvement journey. Appendix 5 provides further 
details of the findings under this domain. It demonstrates the breadth of activities within trusts aimed at 
developing new, internal organisational capabilities and to support internal improvement. There is overlap 
between the other domains, such as culture, QI plans and governance, accountability and leadership.

The common factor across case studies was that these interventions relied on some form of external 
resource, performance management knowledge or QI expertise;139 therefore, a knowledge search and 
exploitation approach was evident in practice. Trusts typically wanted additional assistance to drive QI 
and better performance systematically following a poor CQC inspection report.

Estates and equipment
Finally, there were reports of using ‘turnaround consultants’ and external management consultancy firms 
to advise on financial recovery where trusts were in SMF or at risk of being so. Less available funding 
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created problems for investing in improving hospital estates. Given that SMF was not our primary focus, 
we briefly draw out findings about capital investment in estates and equipment instead.

Legacy financial issues in the regional health economy were problem areas for some trusts. For one 
trust, a private finance initiative legacy created internal issues around financial sustainability. Funding 
problems were also noted at a trust that urgently needed to invest in improving a poor and decaying 
estate and ongoing estate improvement projects. One trust had major backlogs with maintaining and 
investing in equipment, which was affecting diagnostic waiting times and RTT targets. Therefore, we 
observe that estates and financial agreements can generate legacy issues and internal influences, such 
as a poor or an unsafe working environment.

Characteristics of trusts linked to clear improvement or remaining in Special Measures 
for Quality/challenged provider regimes
In this section, we provide a summary of characteristics of trusts that have improved and those that 
remain in SMQ/CP regimes. Table 19 provides an assessment of board maturity18 of four trusts that we 
studied in depth. This appears to indicate, as expected, that the highest board maturity was evident 
in the trust with the most sustained improvement. However, an analysis across all eight case studies 
indicates differing characteristics between the clear improvers and those that had not exited SMQ/CP. 
These are summarised in Tables 20 and 21.

TABLE 19 Assessment of board maturity (four in-depth case studies)

 Case

Board maturity 
category 1 (remains challenged) 

3 (sustained 
improvement) 

4 (improvement 
evident; exited SMQ) 

6 (some 
improvement; 
remains in 
SMQ) 

QI as board priority Medium High High Medium

Using data for 
improvement

High High High Low

Familiarity with 
current performance

High High High High

Degree of staff 
involvement

High High High High

Degree of public/
patient involvement

Medium High Medium High

Clear systematic 
approach

High High High Medium

Balance between 
clinical effectiveness, 
patient experience 
and safety

Medium High Medium Medium

Dynamics Medium High High Medium

Example of items 
discussed and 
actions (observations 
and board papers)

• Quality surveillance
• Trust improvement 

plan
• Emergency care 

improvement
• Trust-wide staff 

engagement work
• Staff training for QI

• Patient safety
• Community health 

needs
• Improving process 

of responding to 
patient complaints

• National patient 
safety review by the 
quality committee

• Trust-wide QI pro-
gramme roll-out

• Financial invest-
ment in new equip-
ment

• Staff survey
• Aim to have QI 

approach fully im-
plemented by 2020

• Patient 
safety

• Serious 
incidents

Overall rating Medium High Medium-high Low-medium
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TABLE 20 Characteristics of the case study trusts that exited SMQ/CP, including trusts that have sustained QIs over time

Internal factors External factors 

More systematic use of data for QI Established good working relationships with 
the regulators

QI method(s) and dedicated resources (develop new internal capabilities 
and sustain them, e.g. through ongoing staff training)

Collaborating with external partners and 
peers

Workforce: ensure safe levels and maintain staff engagement and 
recognition

Have been given time to embed change

Integrated quality, financial and risk management with clear lines of 
accountability

Open, listening improvement culture embedded

TABLE 21 Characteristics of the case study trusts that have not yet exited SMQ/CP

Internal factors External factors 

Instability and churn at senior leadership level Entered SMQ and CP recently

Absence of an organisation-wide QI strategy, methodology and culture Improvements made but not yet embedded

Poor governance and risk management at all levels Financial pressures in regional health 
economy

Poor staff engagement, retention and issues with harassment and 
bullying

Outdated equipment and/or deteriorating estate. Lack of investment
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Chapter 8 Impact of Special Measures for 
Quality/challenged provider regimes on 
performance trajectories

Overview

This chapter describes the impact of being placed in SMQ/CP regimes from a national perspective, 
focusing on the analysis of changes in outcomes.

What was known?

• There is limited previous analysis exploring the overall performance trajectories of trusts entering 
SMQ/CP regimes.

What this chapter adds

• Relative to national trends, entry to SMQ/CP regimes corresponded to positive changes in 4-hour 
waits in EDs, mortality and delayed transfers of care. Trends in sickness and absence improved after 
trusts left the regimes.

• There is some evidence that staff survey results improved over the period that trusts were in 
the regime.

• The regime appeared to have no influence on RTT times or cancer waiting times.

Background

The aim of this chapter was to quantitatively explore the performance trajectories of trusts that enter 
either the SMQ or the CP regimes at a national level.

Methods

For the national performance indicators described in Chapter 5, we investigated the impact of SMQ/CP 
regimes on outcomes and, subsequently, whether or not any such impact was sustained once the trust 
left the SMQ/CP regime. To carry out this analysis, we divided a trust’s timeline into three:

• the period before they first entered SMQ or were included on the CP watch list, whichever was 
the earlier

• the period in which they were SMQ/CP
• the period after they left SMQ/CP.

If a trust entered SMQ while in the CP regime, this counted as part of the same period.

We used the z-scoring approach described in Chapter 5 to standardise the deviations from the national 
trajectory at each point in time, and then used an interrupted time series approach to the z-scores to 
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investigate any changes in trends. Because several trusts were still in SMQ/CP regimes, we applied 
two models:

• For trusts that were still in SMQ/CP regimes by September 2019, or had only recently left, the time 
series had only one change point, which was at the moment when trusts entered the quality regime.

• For trusts that had left and had more than two data points after leaving, the time series had two 
change points – one on entry and one on exit.

We then pooled the individual models for each trust using an approach described by Gebski et al.140 
Although the z-scoring approach reduces seasonality, we did find significant autocorrelations over time 
for some indicators, which we then accounted for by introducing lagged variables.

For the staff survey results, we calculated the deviations from the respective benchmarking group 
average for each domain on entry and exit and compared the differences in these deviations using 
a signed rank test. This way, we could test for any improvements that were over and above national 
improvements in survey results.

Results

Length of time in each regime
Of the trusts that left the SMQ regime, the average time that was spent in the regime was 27 months, 
with a range from 5 to 49 months (Table 22). Half of the 36 trusts were in SMQ for more than 2 years 
and four re-entered having previously left. Of the 26 CP trusts that did not enter SMQ, just over half 
(54%) did not leave CP within 1 year. Half of the trusts in SMQ were previously challenged.

Impact on all SMQ/CP trusts
The results of our analysis of changes in trends of indicators before, during and after a period of 
SMQ/CP are shown in Table 23, which presents results for four different aspects of their trajectories:

• pre-intervention slope – how trends in the indicator compare with national trends before entry to 
SMQ/CP

• change due to intervention – a measure of how values of the indicator change after trusts enter 
SMQ/CP relative to national values

• change in slope during the intervention – a measure of how the trajectory changes while trusts are in 
SMQ/CP

• change in slope after the intervention – a measure of how the trajectory changes after a trust leaves 
the regime compared with what the trajectory was before it entered.

For three of these indicators (RTT time, delayed transfers of care and sickness absence), trends were 
significantly worse than the national trajectory before trusts entered the SMQ or CP regime for the 

TABLE 22 Length of time spent in the SMQ or CP regime

SMQ trusts (N = 36) CP trusts that have not entered SMQ (N = 26) 

18 trusts (50.0%) had not exited within 24 months 14 trusts (53.8%) had not exited within 12 months

16 trusts (44.4%) exited within 24 months 12 trusts (46.2%) exited within 12 months

Average time in SMQ = 27 months (range 5–49 months) Average time as challenged was 14 months  
(range 2–41 months)

Two trusts (5.6%) still under the regime

Four trusts re-enter SMQ, three trusts are subsequently challenged
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continued

TABLE 23 Trends in z-scores before during and after periods in SMQ/CP. Negative values reflect improvements or higher 
proportions of nurses and consultants

Indicator Description Trusts (n) Value (95% CI) Interpretation 

ED: breaches of 
4-hour target

Pre-intervention slope 51 0.0054 (−0.0084 to 0.0192) Similar to national 
trajectory

Change due to intervention 51 −0.1942 (−0.3045 to −0.0838) Improvement

Change in slope during 
intervention

51 −0.0198 (−0.0348 to −0.0048) Improved trend

Change in slope after 
intervention, relative to 
pre-intervention slope

29 −0.0648 (−0.1011 to −0.0285) Improved trend

All cancers: waits 
longer than 62 days

Pre-intervention slope 54 0.0018 (−0.0023 to 0.0058) Similar to national 
trajectory

Change due to intervention 54 −0.0246 (−0.1347 to 0.0855) No change

Change in slope during 
intervention

54 0.0024 (−0.0025 to 0.0074) No change

Change in slope after 
intervention, relative to 
pre-intervention slope

37 −0.0072 (−0.0165 to 0.0021) No change

Skin cancers: waits 
longer than 62 days

Pre-intervention slope 53 0.0003 (−0.0042 to 0.0048) Similar to national 
trajectory

Change due to intervention 53 −0.0401 (−0.1612 to 0.0809) No change

Change in slope during 
intervention

53 −0.0017 (−0.0072 to 0.0038) No change

Change in slope after 
intervention, relative to 
pre-intervention slope

37 −0.0093 (−0.0202 to 0.0017) No change

Consultants as 
a proportion of 
doctors

Pre-intervention slope 43 −0.0019 (−0.0044 to 0.0005) Similar to national 
trajectory

Change due to intervention 43 0.0312 (−0.0173 to 0.0797) No change

Change in slope during 
intervention

43 −0.0036 (−0.0063 to 0.0009) Decreasing% of 
consultants

Change in slope after 
intervention, relative to 
pre-intervention slope

25 −0.0010 (−0.0081 to 0.0061) No change

Delayed transfers of 
care

Pre-intervention slope 53 0.0085 (0.0046 to 0.0123) Worse than national 
trajectory

Change due to intervention 53 −0.1114 (−0.1889 to −0.0339) Improvement

Change in slope during 
intervention

53 −0.0009 (−0.0049 to 0.0031) No change in 
trajectory

Change in slope after 
intervention, relative to 
pre-intervention slope

34 0.0050 (−0.0025 to 0.0126) No change
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Indicator Description Trusts (n) Value (95% CI) Interpretation 

Nurses as a propor-
tion of all doctors 
and nurses

Pre-intervention slope 43 −0.0003 (−0.0018 to 0.0012) Similar to national 
trajectory

Change due to intervention 43 −0.0028 (−0.0289 to 0.0232) No change

Change in slope during 
intervention

43 −0.0027 (−0.0044 to −0.0011) Decreasing% of 
nurses

Change in slope after 
intervention, relative to 
pre-intervention slope

25 0.0076 (0.0035 to 0.0118) Increasing% of 
nurses

RTT Pre-intervention slope 53 0.0174 (0.0149 to 0.0200) Worse than national 
trajectory

Change due to intervention 53 0.0067 (−0.0398 to 0.0532) No change

Change in slope during 
intervention

53 0.0022 (−0.0009 to 0.0053) No change

Change in slope after 
intervention, relative to 
pre-intervention slope

36 0.0026 (−0.0096 to 0.0148) No change

Mortality: SHMI Pre-intervention slope 51 −0.0032 (−0.0154 to 0.0089) Similar to national 
trajectory

Change due to intervention 51 −0.0975 (−0.1835 to −0.0114) Improvement

Change in slope during 
intervention

51 −0.0207 (−0.0339 to −0.0075) Improved trend

Change in slope after 
intervention, relative to 
pre-intervention slope

29 −0.0259 (−0.0616 to 0.0099) No change

Sickness absence Pre-intervention slope 51 0.0043 (0.0012 to 0.0075) Worse than national 
trajectory

Change due to intervention 51 −0.0263 (−0.1008 to 0.0481) No change

Change in slope during 
intervention

51 −0.0020 (−0.0053 to 0.0012) No change

Change in slope after 
intervention, relative to 
pre-intervention slope

29 −0.0102 (−0.0174 to −0.0031) Improved trend

Emergency caesar-
ean section rates

Pre-intervention slope 54 −0.0063 (−0.0103, -0.0023) Better than national 
trajectory

Change due to intervention 54 0.1196 (0.0166 to 0.2226) Increase

Change in slope during 
intervention

54 0.0007 (−0.0036 to 0.0050) No change in 
previous trajectory

Change in slope after interven-
tion, relative to

38 0.0071 (−0.0013 to 0.0155) No change in 
trajectory

pre-intervention slope

Emergency caesarean section data126 Copyright © [2019], NHS Digital. Re-used with permission of NHS Digital. All rights 
reserved.

TABLE 23 Trends in z-scores before during and after periods in SMQ/CP. Negative values reflect improvements or higher 
proportions of nurses and consultants (continued)

IMPACT OF SPECIAL MEASURES ON PERFORMANCE TRAJECTORIES
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first time. After entering the SMQ/CP regimes, trends significantly improved for ED waits and mortality, 
and there were significant improvements without changes in trend for delayed transfers of care. For 
mortality, trends also improved, even when excluding the initial 11 Keogh trusts that entered SMQ in 
July 2013.

There is evidence that trends in ED waits and sickness absence improved after the period in SMQ/CP. 
There is no evidence of trends in RTT times or cancer waits being affected by the regime. Moreover, 
in the case of the former, trends were worse than average before they enter. Conversely, trends in 
emergency caesarean section rates were improving for the SMQ/CP trusts when they entered the 
regime but then appeared to increase.

Proportions of consultants declined relative to national trends after trusts entered the quality regime. In 
addition, while in SMQ/CP, the doctor to nurse ratio increased, although this was not sustained.

The impact on the staff survey results is shown in Table 24. The number of trusts with survey results 
corresponding to both year of entry and year of exit is relatively small. However, allowing for general 
improvements in staff survey results over recent years, there are significant improvements in five of the 
nine domains.

Impact on case study sites
For the eight individual case study sites, outcomes against tested performance indicators are shown in 
Table 25. These show some evidence of individual trusts improving with respect to ED waiting, waiting 
times for skin cancer, delayed transfers of care, mortality and sickness absence. However, there are some 
trusts for which outcomes appear to have worsened once entering the regime. Notably, there is no evidence 
of any improvements with respect to RTT or 62-day waits for all cancers as a group.

TABLE 24 Changes in deviations of staff survey results among SMQ/CP trusts from the national mean between entry 
and exit

Domain Trusts (n) 
Difference in difference from the mean  
survey result between entry and exit p-value 

Staff engagement 17 0.13 0.02

Equality, diversity and inclusion 17 0.05 0.19

Health and well-being 14 0.16 0.04

Immediate managers 14 0.16 0.03

Quality of appraisals 14 0.21 0.03

Quality of care 14 0.09 0.08

Safe environment: bullying and harassment 14 0.05 0.38

Safe environment: violence 14 0.01 0.79

Safety culture 14 0.22 0.01
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TABLE 25 Outcomes for case study sites: all cases where there is a significant change in the indicators

Indicator 
Outcomes after intervention starts (all significant at the 5% 
level: two tailed) 

ED 4-hour breaches • Two trusts improve relative to the national rate
• One trust worsens

Cancer 62-day waits • One trust worsens

Skin cancers 62-day waits • One trust improves after exiting the regime

Delayed transfers of care • One trust improves its trajectory while in the regime
• One trust improves its trajectory after exiting the regime

Referral for treatment waits of 18 weeks or more • No impact on any of the sites

Mortality: SHMI • One trust improves its trajectory while in the regime

Sickness absence • Two trusts improve relative to the national rate
• One trust improves its trajectory after exiting the regime

Caesarean sections • One trust has increased rates after entering the regime

Emergency caesarean section data126 Copyright © [2019], NHS Digital. Re-used with permission of NHS Digital. All rights 
reserved.

IMPACT OF SPECIAL MEASURES ON PERFORMANCE TRAJECTORIES
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Chapter 9 Cost–consequences analysis

Overview

This chapter describes a CCA to quantify the costs and benefits of different combinations of NHS 
Improvement interventions used in the SMQ/CP regimes.

What was known?

• Very few studies have addressed the costs and consequences of improvement interventions in 
health, education and local government settings (see Chapter 3).

• The relative costs of the NHS Improvement interventions and their consequences have not been 
previously evaluated.

What this chapter adds

• At the national level, during 2018–19, the mean funds spent on trusts was £388,259 (n = 19) for 
trusts under the SMQ regime and £173,625 for trusts under the CP regime (n = 23). An additional 
£100,000 was earmarked for each trust leaving the SMQ regime (n = 4). A mean of £61,134 was 
spent on peer improvement for all 42 trusts under SMQ/CP regimes.

• The largest components of NHS Improvement spending for our case studies were identified as 
interventions directed at ‘training on cultural change’ (33.6%), ‘workforce quality and safety’ (21.7%) 
and ‘governance and assurance’ (18.4%).

• Only 15.8% of SMQ trusts exited the regime within 24 months (and did not re-enter within the next 
12 months) and 65.2% of CP trusts left the CP regime after 12 months (and did not re-enter within 
the next 12 months).

• The interventions delivered to trusts as part of the SMQ/CP regimes show a positive effect on 
staff-based measures (e.g. ‘support to staff from immediate managers’, ‘quality of staff’s appraisals’, 
‘staff engagement’ and ‘staff’s experiences with safety’), while there were less improvements in the 
context of ‘promotion of staff’s health and well-being’, ‘staff’s satisfaction with quality of care’ or 
‘organisation’s actions on quality, diversity and inclusion’.

• The findings on the effect of SMQ/CP regimes on financial stability are not clear-cut. Most trusts 
that exited SMQ (68.4% of the ‘exiting’ group) experienced the same financial stability before and 
after exiting, although this share was lower for the group still remaining in the regime (46.2% of the 
‘remaining’ group). In fact, none of the trusts in this ‘remaining’ group experienced an increase in the 
financial stability, whereas about 10.5% of the ‘exiting’ group did.

Background

The aim of the economic analysis was to quantify the costs and benefits of different combinations 
of NHS Improvement interventions used in the SMQ/CP regimes from an NHS perspective, using a 
CCA approach. The RQ that we addressed was, what are the relative costs of the interventions in the 
SMQ/CP regimes and how do these compare with their benefits/consequences? The interventions 
delivered to trusts in SMQ/CP regimes vary from one trust to another depending on their circumstances 
and needs. However, there are four common interventions: (1) the appointment of an ID, (2) a 
review of the trust’s leadership capability, (3) access to funds for QI and (4) a plan for improvement, 
including options for diagnostic work on assessing medical engagement, buddying with other trusts 
and commissioning external expertise. The CCA has considered these interventions depending on the 
availability of information, with financial information available from 2017.
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Methods

A CCA is a method of health economic evaluation in which all costs, both direct and indirect, and a 
catalogue of different consequences of all alternatives are computed and listed separately without 
aggregating these results into a cost-effectiveness ratio.141,142 This approach allows quantification of 
findings and process measures and compares them with the costs of particular interventions. This in turn 
allows researchers to get more insights on both potential costs and consequences of the intervention 
in a range of different dimensions. Note that, in the present study, given the small number of trusts 
included, the study evaluated the costs and consequences of different combinations of interventions 
only, not of each intervention individually. For this type of analysis, costs and outcomes have not been 
discounted because no modelling is involved.

Measuring costs

Direct costs
Data on intervention costs were analysed at two different levels: (1) national level and (2) across our 
eight individual case studies. To have a comparable time frame between the national-level analysis and 
the case study analysis, for the former we have kept only the trusts that were active (under the regime) 
during the period 2017–19. This has reduced the number of trusts in the national-level analysis from 
62 to 42. Note that financial information at the national level was also available for this time period, 
which was another reason for choosing this approach. Of the 42 trusts in our national-level analysis, 19 
trusts were in the SMQ regime and 23 trusts in the CP regime. The national-level financial data were 
limited to aggregate level for the following categories: (1) data for all SMQs trusts, (2) support for exited 
SMQs trusts, (3) CP trusts and (4) peer improvement. The peer improvement funding is for buddy trusts 
supporting a SMQ or CP trust. Funding is allocated based on a fully costed funding proposal submitted 
by trusts, setting out benefits to be achieved and approved by the MD/chief operating officer.

At the case-study level, trusts are categorised into four groups: (1) the prolonged poor performers, (2) 
poor performers, (3) shorter-term CPs and (4) clear performance improvers, following the performance 
trajectories set out earlier in this study (see Chapter 2). Given that the case studies in group 4 had 
received funding prior to 2017, we had to exclude them from the CCA because financial data were 
unavailable (NHS Improvement could provide financial data going back to 2017 only). The budgets and 
spending data for the selected case studies are grouped following five distinctive categories, as per the 
CQC framework: (1) care improvement, (2) workforce quality and safety, (3) QI training, (4) training on 
cultural change and (5) focus on governance and assurance (Table 26).

TABLE 26 Summary of the key lines of inquiry used by the CQC to assess health-care services143

Key lines of enquiry for healthcare services What does it mean 

Safe People are protected from abuse and avoidable harm

Effective People’s care, treatment and support achieves good outcomes, 
promotes a good quality of life and is based on the best available 
evidence

Caring The service involves and treats people with compassion, kindness, 
dignity and respect

Responsive Services meet people’s needs

Well-led The leadership, management and governance of the organisation 
assures the delivery of high-quality and person-centred care, supports 
learning and innovation, and promotes an open and fair culture
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Ideally, the opportunity costs to be considered in our analysis would include all of the costs that were 
incurred because the trust was under the SMQ or CP regimes and that otherwise would not have been 
incurred. Such opportunity costs would include:

• Costs that are related to additional meetings and additional training (in terms of productivity lost to 
participate) because of the SMQ or CP regime. The staff of the trusts under the SMQ or CP regimes 
have more meetings as part of drafting and implementing QI strategies and plans and, therefore, 
more time is lost from other activities.

• The SMQ or CP trusts incur more inspections (resulting again in time lost from other 
productive activities).

• Staff turnover in SMQ or CP trusts may also mean that more time is spent on advertising and hiring 
new staff.

• Additional external audits may need to be undertaken for SMQ or CP trusts, which again contributes 
to costs that would otherwise not have been incurred.

• Despite the added value that a separate analysis of opportunity costs would have brought, 
unfortunately, data limitations did not allow us to quantify such costs.

Measuring consequences
Two types of consequences are considered in this study: primary consequences (relating to the entry 
and exit of the trusts in the SMQ and CP regimes) and secondary consequences (relating to staff 
experiences, internal quality changes within the trusts and the trust’s financial stability). Given the aims 
of the regimes for trusts to exit SMQ within 24 months and CP within 12 months from the date of 
entry, the two primary consequences considered here are (1) exiting the SMQ regime within 24 months 
and not re-entering the SMQ or CP within the next 12 months, and (2) exiting the CP regime within 
12 months and not re-entering CP or SMQ within the next 12 months.

The secondary consequences indicating staff experience and the internal quality changes after the 
intervention are derived from the NHS staff survey 2014–18138 and are organised under nine different 
themes (see Appendix 7). All themes are scored on a 0- to 10-point scale and reported here as mean 
scores. A higher score always indicates a more favourable result. Each theme includes between three 
and nine statements/questions.

In addition, a tenth secondary consequence on financial stability measures the financial performance 
of trusts on a scale from 1 to 4, where 1 reflects the strongest performance and 4 the weakest (based 
on the NHS Improvement – Quality Tracker). To determine if trusts under the SMQ/CP regimes became 
financially stable, we have chosen a threshold where those trusts that scored from 1 to 3 are considered 
to be financially stable and those scoring 4 are considered not to be. The choice of this threshold was 
based on the observed data, given that about 90% of the trusts under the SMQ/CP regimes had a score 
of 3 or 4.

Results

Costs

Direct costs
Table 27 presents planned budgets and expenditures associated with the SMQ/CP interventions both 
at the national level and for our case studies. The mean total of directly allocated funds spent per SMQ 
participating trust at the national level was £388,259 (this was £32,794 lower than the planned budget) 
and for CP trusts they were £173,625 (£69,277 more than the planned budget). The mean funds 
spent to support exited SMQs trusts were £80,000 and mean funds spent for the peer improvement 
programme were £61,134 per participating trust.
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At the case study level, the average NHS Improvement funds spent on prolonged poor performers was 
£443,611 (£39,175 less than the planned budget), for poor performers this was £460,226 (£38,904 less 
than the budget) and for shorter-term CPs £190,260 (same as the budgeted amount). It should be noted 
that these averages are based on only five trusts in total, given the low availability of financial data. This 
limits the level of generalisability of the financial data by performance groups.

Table 28 details the NHS Improvement actual funds spent for our selected case studies. The majority of 
funds were spent on ‘training on cultural change’ (33.6%). This category included funds spent on various 
activities, such as (1) training and support engagement and implementation of the QI methodology; 
(2) training of clinical directors in understanding of their leadership and corporate responsibilities; (3) 
support to use Manchester Patient Safety Framework; (4) develop training materials for anti-bullying 

TABLE 27 Data on the NHS Improvement budget and the actual funds spent by performance groups and at the national 
level for the period 2018–19

Description 
Average NHS Improvement 
budget, 2018/19 (£) 

Average NHS Improvement 
funds spent, 2018/19 (£) Difference (£) 

National level (n = 42)a

SMQ trusts (n = 19) 421,053 388,259 32,794

CP trusts (n = 23) 104,348 173,625 −69,277

Support to exited SMQ trusts (n = 5) 100,000 80,000 20,000

Peer improvement (n= 42) 101,190 61,134 40,056

Selected case studies (n = 5)
Prolonged poor performers (SMQ) (n = 2)

Average 482,786 (56,871) 443,611 (47,219) 39,175 (9652)

Minimum 442,572 410,222 32,350

Maximum 523,000 477,000 46,000

Interquartile range 40,214 33,389 6825

Poor performers (CP and SMQ) (n = 1)b

Average 499,130 (−) 460,226 (−) 38,904 (−)

Minimum 499,130 460,226 38,904

Maximum 499,130 460,226 38,904

Interquartile range – – –

Shorter-term challenged providers (CP) (n = 2)

Average 190,260 (1570) 190,260 (1570) 0.00 (0.00)

Minimum 189,150 189,150 0.00

Maximum 191,370 191,370 0.00

Interquartile range 1110 1110 0.00

a At the national level: (1) funding allocated to SMQ and CP trusts is based on a fully costed funding proposal, setting out 
benefits to be achieved and approved by the MD/chief operating officer. The numbers are averages per participating 
trust; (2) Peer Improvement funding is for buddy trusts supporting a SMQ or CP trust. Funding is allocated based on a 
fully costed funding proposal, setting out benefits to be achieved and approved by the MD/chief operating officer; (3) 
funding does not include IDs or add in a line for IDs.

b Because of data availability, financial information for this performance group is based on only one trust.

Note
The standard deviation is in brackets where available.
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programme(s); (5) development of new advanced care practitioners; and (6) support on a ward 
accreditation programme.

Other categories of spending were improvements in ‘workforce quality and safety’ (21.7%) and 
interventions focusing on ‘governance and assurance’ (18.4%). Table 28 also shows that the current 
NHS Improvement funds spent on ‘care improvement’ are relatively smaller than the funds spent in 
other areas. The smaller investment here may also partially explain the mixed impacts that are related 
to patient benefit indicators, with our analysis of performance trajectories suggesting mixed impacts on 
patient access (see Table 25). Where there appear to be relative improvements in (1) ED 4-hour waits 
and (2) the delayed transfers of care (while the trust was in the SMQ or CP regime) we found worsening 
of 62-day cancer waiting times (despite the spending of that particular trust on care improvement). 
Although our sample here is small (and indicators are limited), our findings suggest that more sustainable 
funds need to be spent to improve patients’ outcomes. We should also note the large variability among 
the performance groups, which may be because of small numbers of trusts in each group.

Consequences

Primary consequences
Of the 42 trusts that were under the SMQ regime in 2017, only 15.8% exited the regime within 
24 months and did not re-enter within the next 12 months (the ‘exited’ trusts), while 73.7% of the trusts 
were in the regime for more than 24 months (the ‘remaining’ trusts) (see Table 31). In the case of the 
remaining 10.5% of trusts, the primary consequences are unknown because they were still under the 
SMQ regime but for less than 24 months.

In terms of CP trusts, at the national level, the majority of the CP trusts, 65.2% (15 out of 23 trusts), 
exited this regime within 12 months and did not re-enter within the next 12 months, and only 34.8% of 
the trusts remained in the CP regime for more than 12 months.

In total, 73.7% of the trusts in the SMQ regime ‘remained’ in SMQ for more than 24 months, whereas 
for CP trusts this rate was 34.8% after 12 months (Table 29). The differences between SMQ and CP 
regimes may be explained by the extent of the quality failures that resulted in the trusts entering the 
regimes (by definition, trusts in the SMQ regime have a higher degree of quality failure and this may 
make it more difficult to get out of the regime). However, more analysis is needed in terms of better 
understanding both the determinants of the time spent in the regime and the association between 
particular regimes and the exit rates (especially as trusts may still fall back into the regimes again).

TABLE 28 Data on the NHS Improvement actual funds spent, averages by performance groups

NHS Improvement funds 
that were awarded (by year) 

Prolonged  
poor performers 
(SMQ)
(n = 2) 

Poor performers 
(CP and SMQ)
(n = 1) 

Shorter-term 
challenged 
providers (CP) (n 
= 2) 

Per cent of the total 
NHS Improvement 
awarded fund 

Care improvement 104,000 59,129 89,400 14.6

Workforce quality and 
safety

294,621 – 79,750 21.7

QI training 95,000 – 106,370 11.7

Training on cultural change 393,601 122,700 65,000 33.6

Focus on governance and 
assurance

– 278,397 40,000 18.4

Total 887,222 460,226 380,520 1,727,968
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TABLE 29 Primary consequences: exiting the SMQ/CP regimes within the given time frame (24 or 12 months) and not 
re-entering within the next 12 months

Regime Reason 

1. SMQ (n = 19) • Two trusts (10.5%) are under the regime for less than 24 months
• Three trusts (15.8%) have exited the regime within 24 months
• 14 trusts (73.7%) have not exited the regime within 24 months

1. CP (n = 23) • 15 trusts (65.2%) have exited the regime within 12 months
• Eight trusts (34.8%) have not exited the regime within 12 months

Secondary consequences
Table 30 gives the average scores for SMQ trusts across the nine themes from NHS staff survey data both 
at the national level and for our selected case studies. The ‘before’ observations correspond to the year 
before entering SMQ/CP regimes whereas the ‘after’ observations correspond to the year after exiting the 
SMQ/CP regimes (for the trusts still remaining in the SMQ, the last year of the data survey was 2018).

TABLE 30 Average scores for secondary consequences from NHS staff survey for ‘exiting’ and ‘remaining’ trusts before 
entering and after exiting the SMQ/CP regimesa

 Mean (SD) score of the ‘exiting’ trusts
Mean (SD) score of the ‘remaining’ 
trusts

Description Before After Difference Before After Difference 

Staff engagement (higher score = a more favourable result)

National level 6.72 (0.60) 6.81 (0.35) 0.08 (0.41) 6.81 (0.18) 6.70 (0.20) −0.08 (0.21)

Prolonged poor performers (SMQ) 6.60 (−) 6.70 (−) 0.10 (−) 6.70 (−) 6.50 (−) −0.20 (−)

Poor performers (CP and SMQ) 6.80 (−) 6.90 (−) 0.10 (−) 6.90 (−) 6.80 (−) −0.10 (−)

Shorter-term challenged providers 
(CP)

– – – 7.00 (0.14) 6.90 (0.00) −0.10 (0.14)

Organisation’s actions on quality, diversity and inclusion (higher score = a more favourable result)

National level 8.91 (0.44) 8.84 (0.40) −0.07 (0.14) 8.96 (0.33) 8.86 (0.30) −0.09 (0.12)

Prolonged poor performers (SMQ) 9.00 (−) 9.00 (−) 0.00 (−) 9.20 (−) 9.00 (−) −0.20 (−)

Poor performers (CP and SMQ) 9.10 (−) 8.90 (−) −0.20 (−) 9.10 (−) 9.10 (−) 0.00 (−)

Shorter-term challenged providers 
(CP)

– – – 8.50 (0.28) 8.45 (0.21) −0.05 (0.07)

Promotion of staff’s health and well-being (higher score = a more favourable result)

National level 5.73 (0.53) 5.63 (0.43) −0.07 (0.24) 5.85 (0.23) 5.68 (0.20) −0.14 (0.17)

Prolonged poor performers (SMQ) 5.73 (−) 5.63 (−) 0.00 (−) 5.70 (−) 5.50 (−) −0.20 (−)

Poor performers (CP and SMQ) 5.50 (−) 5.70 (−) 0.20 (−) 6.20 (−) 6.00 (−) −0.20 (−)

Shorter-term challenged providers 
(CP)

– – – 5.85 (0.35) 5.65 (0.21) −0.20 (0.14)

Support to staff from immediate managers (higher score = a more favourable result)

National level 6.56 (0.52) 6.70 (0.43) 0.15 (0.32) 6.55 (0.22) 6.52 (0.20) −0.01 (0.17)

Prolonged poor performers (SMQ) 6.50 (−) 6.70 (−) 0.20 (−) 6.50 (−) 6.40 (−) −0.10 (−)

Poor performers (CP and SMQ) 6.40 (−) 6.80 (−) 0.40 (−) 6.50 (−) 6.50 (−) 0.00 (−)

Shorter-term challenged providers 
(CP)

– – – 6.60 (0.14) 6.55 (0.07) −0.05 (0.07)



DOI: 10.3310/GQQV3512 Health and Social Care Delivery Research 2023 Vol. 11 No. 19

Copyright © 2023 Fulop et al. This work was produced by Fulop et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

81

 Mean (SD) score of the ‘exiting’ trusts
Mean (SD) score of the ‘remaining’ 
trusts

Description Before After Difference Before After Difference 

Quality of staff’s appraisals (higher score = a more favourable result)

National level 5.10 (0.57) 5.37 (0.45) 0.24 (0.40) 5.13 (0.42) 5.21 (0.41) 0.10 (0.29)

Prolonged poor performers (SMQ) 5.00 (−) 5.40 (−) 0.40 (−) 4.80 (−) 4.60 (−) −0.20 (−)

Poor performers (CP and SMQ) 4.30 (−) 5.30 (−) 1.00 (−) 5.30 (−) 5.40 (−) 0.10 (−)

Shorter-term challenged  
providers (CP)

– – – 6.65 (0.07) 5.55 (0.21) −0.10 (0.28)

Staff’s satisfaction with quality of care (higher score = a more favourable result)

National level 7.37 (0.23) 7.35 (0.20) −0.02 (0.17) 7.38 (0.19) 7.23 (0.22) −0.12 (0.16)

Prolonged poor performers (SMQ) 7.30 (0.00) 7.30 (0.00) 0.00 (0.00) 7.40 (0.00) 7.20 (0.00) −0.20 (0.00)

Poor performers (CP and SMQ) 7.30 (0.00) 7.30 (0.00) 0.00 (0.00) 7.30 (0.00) 7.10 (0.00) −0.20 (0.00)

Shorter-term challenged  
providers (CP)

– – – 7.55 (0.07) 7.40 (0.00) −0.15 (0.07)

Staff’s experiences with bullying & harassment (lower score = more favourable result)

National level 7.78 (0.50) 7.70 (0.40) −0.04 (0.20) 7.77 (0.26) 7.66 (0.21) −0.07 (0.21)

Prolonged poor performers (SMQ) 7.70 (−) 7.80 (−) 0.10 (−) 8.10 (−) 7.60 (−) −0.50 (−)

Poor performers (CP and SMQ) 7.60 (−) 7.80 (−) 0.20 (−) 7.80 (−) 7.70 (−) −0.10 (−)

Shorter-term challenged  
providers (CP)

– – – 7.65 (0.21) 7.55 (0.21) −0.10 (0.00)

Staff’s experiences with violence (lower score = more favourable result)

National level 9.32 (0.28) 9.35 (0.23) 0.04 (0.11) 9.37 (0.14) 9.39 (0.10) 0.02 (0.11)

Prolonged poor performers (SMQ) 9.20 (−) 9.40 (−) 0.20 (−) 9.30 (−) 9.40 (−) 0.10 (−)

Poor performers (CP and SMQ) 9.30 (−) 9.40 (−) 0.10 (−) 9.50 (−) 9.50 (−) 0.00 (−)

Shorter-term challenged  
providers (CP)

– – – 9.40 (0.00) 9.40 (0.00) 0.00 (0.00)

Staff’s experiences with safety (higher score = a more favourable result)

National level 6.43 (0.42) 6.52 (0.25) 0.10 (0.31) 6.34 (0.19) 6.31 (0.24) −0.02 (0.23)

Prolonged poor performers (SMQ) 6.10 (−) 6.40 (−) 0.30 (−) 6.40 (−) 6.20 (−) −0.20 (−)

Poor performers (CP and SMQ) 6.40 (−) 6.60 (−) 0.20 (−) 6.50 (−) 6.40 (−) −0.10 (−)

Shorter-term challenged  
providers (CP)

– – – 6.50 (0.00) 6.40 (0.14) −0.10 (0.14)

SD, standard deviation.
a The latest time point reference is year 2018 if this is a ‘remaining’ trust.

Notes
Source: NHS staff survey 2014–2018.141

All outcomes are scored on a 0–10 point scale and reported here as mean scores for all the trusts in that category funds. 
A higher score indicates a more favourable result (except for ‘staff’s experiences with bullying and harassment’ and ‘staff’s 
experiences with violence’). The number of ‘exiting’ trusts at the national level is 19; the number of ‘remaining’ trusts at 
the national level is 13; the number of ‘exiting’ trusts under ‘poor performers’ (CP and SMQ) is 1; the number of ‘remaining’ 
trusts under the ‘prolonged poor performers (SMQ)’ is 1; the number of ‘remaining’ trusts under ‘poor performers (CP and 
SMQ)’ is 1; and the number of ‘remaining’ trusts under the ‘shorter-term challenged providers (CP)’ is 2.

TABLE 30 Average scores for secondary consequences from NHS staff survey for ‘exiting’ and ‘remaining’ trusts before 
entering and after exiting the SMQ/CP regimesa (continued)
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Generally, our results show that the SMQ/CP regimes had a positive effect on staff survey indicators. 
This is evident if we compare the differences in the mean scores before entering the regime with those 
after entering the regime between the trusts that have ‘exited’ the SMQ/CP regimes and the ‘remaining’ 
trusts. Such positive effects are generally consistent among both trusts at the national level and for each 
case study groups.

Table 31 shows the percentage of the trusts at the national level experiencing a change in staff survey 
indicators (i.e. decreasing, maintaining the same or increasing in the mean score value) before entering 
the SMQ/CP regimes and after exiting. The thematic fields are ranked in the descending order for a 
positive change (the ‘Increase’ column in Table 31) for the ‘exiting’ group.

Table 31 shows that the percentage of trusts experiencing a positive change in staff survey scores 
after being in the SMQ/CP regimes is consistently higher in the ‘exiting’ group than in the ‘remaining’ 
group. Hence, the highest share of trusts with a positive change in the period ‘after’ was for ‘quality of 
staff’s appraisals’ (56% of the ‘exiting’ group and 41% of ‘remaining’ group) and ‘support to staff from 
immediate managers’ (52% of the ‘exiting’ group and 29.4% of ‘remaining’ group). This indicates that the 
immediate interventions to improve on the management have had a considerable effect and that this 
effect was especially enhanced in those trusts that have exited from the SMQ/CP regimes on time.

About 44% of trusts in the ‘exiting’ group have had a positive change in ‘staff engagement’ scores 
(see Table 31). This indicates the likelihood of a positive effect of the SMQ/CP regime interventions 
on organisational culture and the orientation towards results. On the other hand, when looking at 
the differences in scores for the ‘remaining’ group, this is negative both at the national level and for 
‘prolonged poor performers’, ‘short-term challenged’ and ‘shorter-term challenged providers’. It may be 
that the work pressures for staff in these trusts to perform routine jobs were greater and there was less 
emphasis on motivation of staff.

Although being under SMQ/CP regimes led to improvements with respect to the staff-based indicators 
(e.g. ‘support to staff from immediate managers’, ‘quality of staff’s appraisals’, ‘staff engagement’, ‘staff’s 
experiences with safety’ and ‘staff’s experiences with bullying and harassment’), this is not so for other non-
staff-based indicators, such as the staff’s satisfaction with quality of care, for which only 20% of ‘exiting’ 
trusts and 11.8% of the ‘remaining’ trusts at the national level have had an improvement for the period 

TABLE 31 The percentage of the trusts at the national level that had a change in staff survey indicators after being in the 
SMQ/CP regimes

 ‘Exiting’ trusts (n = 25) (%) ‘Remaining’ trusts (n = 17) (%)

NHS staff survey indicators Decrease Same Increase Decrease Same Increase 

Quality of staff’s appraisals 24.0 20.0 56.0 35.3 17.6 47.1

Support to staff from immediate managers 32.0 16.0 52.0 47.1 23.5 29.4

Staff’s experiences with safety 28.0 24.0 48.0 47.1 17.6 35.3

Staff engagement 36.0 20.0 44.0 64.7 23.5 11.8

Staff’s experiences with violence 16.0 40.0 44.0 23.5 52.9 23.5

Staff’s experiences with bullying and harassment 48.0 24.0 28.0 52.9 17.6 29.4

Promotion of staff’s health and well-being 52.0 20.0 28.0 70.6 11.8 17.6

Staff’s satisfaction with quality of care 44.0 36.0 20.0 64.7 23.5 11.8

Organisation’s actions on quality, diversity and 
inclusion

60.0 28.0 12.0 58.8 35.3 5.9

Source: NHS staff survey 2014–18.141
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2018–19. Looking at the mean scores, we can observe that, although there is no positive change in both the 
‘exiting’ and ‘remaining’ groups, the before/after difference is much lower for the ‘exiting’ group of trusts. 
Therefore, although these findings question the overall effect of the SMQ/CP regimes on the quality of care 
(at least from staff’s perspective), they also show that there is a lesser negative effect for the ‘exiting’ trusts.

Only 12% of the ‘exiting’ trusts at the national level have had a positive impact on the ‘organisation’s 
actions on quality, diversity and inclusion’ indicator (see Table 31), indicating that a culture of inclusion 
in decision-making requires time and perhaps continuous training and staff education. The results also 
show that there was a decrease in terms of ‘staff’s experiences with bullying and harassment’ but an 
increase in the number of ‘staff’s experiences with violence’. Table 31 shows that, in fact, a larger share 
of the ‘exiting’ trusts (48%) had an increase in the ‘staff’s experiences with bullying and harassment’. This 
may be because the eradication of bullying would demand a culture change that can be more difficult 
and can take longer to achieve than the timelines used for the analysis.

The same holds for the ‘promotion of staff’s health and well-being’ indicator, for which only 28% 
of ‘exiting’ trusts and 17.6% of the ‘remaining’ trusts at the national level have experienced an 
improvement (see Table 31). This also holds for the case study trusts for which the change in scores is 
very low or zero for the ‘exiting’ trusts and negative for the ‘remaining’ trusts. It can be that in improving 
quality of a poorly performing trust the main efforts go first in improving management and leadership 
and improving patient care quality, while the health and wellbeing of staff may be ranked as secondary 
objectives. This again calls for more attention to such indicators given that the health and well-being of 
staff is a crucial component that impacts directly on the performance and other quality indicators.

Financial stability
Table 32 gives the average scores for the ‘exiting’ and ‘remaining’ trusts on the financial stability before 
entering and after leaving the SMQ/CP regime. The figures show that for both groups there was a 
decrease in the mean scores over time meaning that financial stability decreases after the trust goes into 
the SMQ/CP regime. However, it can also be noted that the decline is smaller for the ‘exiting’ trusts.

Table 33 details further the share of trusts as per their change in financial stability (i.e. decreased, 
maintained or increased) after entering the SMQ/CP regime. The table shows that for 68.4% of the 
‘exiting’ trusts (13 out of 19) the financial stability remained the same, whereas for 21.1% (four trusts) 
it decreased and for 10.5% (two trusts) it increased. For the ‘remaining’ trusts the situation looks much 

TABLE 32 Average scores from the NHSI Quality Tracker for ‘exiting’ and ‘remaining’ trusts before entering and after 
exiting the SMQ/CP regime

 Mean (SD) score of the ‘exiting’ trusts Mean (SD) score of the ‘remaining’ trusts

Description Before After Difference Before After Difference 

National level 2.05 (0.62) 1.95 (0.52) −0.11 (0.57) 1.92 (0.49) 1.38 (0.51) −0.54 (0.52)

Prolonged poor 
performers (SMQ)

– – – 2.0 (−) 1.0 (−) −1.0 (−)

Poor performers 
(CP and SMQ)

1.00 (−) 2.00 (−) 1.00 (−) 2.0 (−) 1.0 (−) −1.0 (−)

Shorter-term CPs – – – 2.00 (0.00) 2.00 (0.00) 0.00 (0.00)

SD, standard deviation.

Notes
Source: NHS Quality Tracker 2017–19.144

The financial performance of trusts is measured on a scale from 1 to 4, where 1 reflects the weakest and 4 the strongest 
performance (NHS Improvement – Quality Tracker). The number of ‘exiting’ trusts at the national level is 19; the number of 
‘remaining’ trusts at the national level is 13; the number of ‘exiting’ trusts under ‘poor performers’ (CP and SMQ) is 1; the 
number of ‘remaining’ trusts under the ‘prolonged poor performers (SMQ)’ is 1; the number of ‘remaining’ trusts under ‘poor 
performers (CP and SMQ)’ is 1; and the number of ‘remaining’ trusts under the ‘shorter-term challenged providers (CP)’ is 2.
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worse, for which 53.8% of the trusts had a decrease in financial stability, with 46.2% staying at the 
same level. A similar effect is also seen for the trusts in the different performance groups, although the 
number of trusts here is too small for meaningful interpretations (see Table 33).

TABLE 33 The percentage of the trusts that had a change in financial stability indicators after being in the 
SMQ/CP regimes

 
Financial stability of the ‘exiting’ 
trust group

Financial stability of the ‘remaining’ 
trust group

Description Decrease Same Increase Decrease Same Increase 

National level (19/13) 21.1% 68.4% 10.5% 53.8% 46.2% 0.0%

Prolonged poor performers (SMQ) (n = 1) – – – 100% (1) – –

Poor performers (CP and SMQ) (n = 1) – – 100% (1) 100% (1) – –

Shorter-term CPs (n = 2) – – – – 100% (2) –

Notes
Source: NHS Quality Tracker 2017–19.144

The number of observations for the ‘exiting’ trusts at the national level is 19; the number of observations for the 
‘remaining’ trusts at the national level is 13; the number of ‘exiting’ trusts under the poor performers (CP and SMQ) is 1; 
the number of ‘remaining’ trusts under the prolonged poor performers (SMQ) is 1; the number of ‘remaining’ trusts under 
the poor performers (CP and SMQ) is 1; and the number of ‘remaining’ trusts under the shorter-term challenged providers 
(CP) is 2.



DOI: 10.3310/GQQV3512 Health and Social Care Delivery Research 2023 Vol. 11 No. 19

Copyright © 2023 Fulop et al. This work was produced by Fulop et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

85

Chapter 10 Insights, lessons and advice from 
participants

Overview

This chapter describes the insights, lessons and advice that the interview participants in the case studies 
put forward for their peers and for regulators and policy-makers based on their experiences of the 
SMQ/CP regimes.

What was known?

• There is limited qualitative evidence regarding direct experiences of the SMQ/CP regimes and the 
factors felt to be most helpful for making improvements and for sustaining change.

What this chapter adds

• Lessons for health-care providers, staff and health system leaders suggested by participants to 
support sustainable change were prioritising staff, stable and mature leadership, building healthy 
relationships with the regulators, and consideration of improvement at a system level.

• Lessons for regulators and policy-makers suggested by participants to support sustainable 
change were to address the emotional cost of SMQ/CP, deliver trust-specific support, avoid 
duplicate reporting, recognise that longer timelines are needed to embed change and provide 
system-level support.

Background

The implicit goal of the SMQ/CP regimes is to support trusts to address the quality concerns raised 
following CQC inspections. The quality issues, the interventions that NHS Improvement provide and 
the trust response vary between trusts. As a result, trusts and their external partners have differing 
experiences of SMQ/CP. In this chapter, we focus on participants’ reflections on their experiences of 
SMQ/CP and their suggestions of lessons learnt and advice for others.

Methods

The semistructured interviews conducted with internal and external participants at the eight case study 
trusts were drawn on for the findings described in this chapter. The full interviews were considered 
when drawing out lessons, with particular attention given to responses to a question in the topic guide 
(see Appendix 1) that specifically asked participants for their advice for other organisations seeking to 
improve their performance. Participants came from a range of backgrounds, including CEOs, directors of 
nursing, medical directors, front-line staff and external stakeholders from Healthwatch and CCGs (see 
Table 6).
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Results

Insights for health-care providers, staff and health system leaders
Insights for health-care providers, staff and health system leaders were organised in the 
following themes:

• Staff need to be considered the top priority.
• Stable and mature leadership is required to make sustainable changes.
• Improvement depends on the capacity to develop healthy relationships with the regulators.
• Improvement needs to be considered at a system level through partnerships and collaboration with 

other organisations.

All of the trusts in the study had carried out some work on staff engagement or morale. Participants 
talked frequently about the importance of ‘putting staff first’ and ‘considering their needs’. A dominant 
assumption was that if staff were involved in identifying the changes that needed to be made, then they 
would experience greater ownership over them, participating in the implementation and sustainability 
of improvement. It was noted that both senior and front-line staff need protected time to undertake 
improvement work and cannot be expected to do this work on top of their usual workloads.

Interview participants also argued that trusts in SMQ or CP regimes needed to make sure that they 
directed their efforts at developing mature leadership teams who could remain in leadership roles 
throughout the implementation of the changes. Two main aspects of leadership were highlighted: (1) 
leadership needed to be mature and experienced enough to deal with the demands made by regulators 
in the light of the operational pressures prevalent in the own organisations (i.e. financial deficit, 
capacity issues, etc.), and (2) leaders needed to remain in the organisations or in leadership roles long 
enough to see the changes through. The first point entailed developing collaborative relationships 
with the regulators, but also knowing when to push back if demands were considered unhelpful or 
unrealistic. It was also related to the capacity of leadership teams to move beyond the point-by-point 
recommendations made by organisations, such as CQC and NHS Improvement, to the development of 
trust-wide improvement strategies.

The continuity of leadership teams was outlined as an issue in the light of local contexts heavily shaped 
by staff turnover. Some of the trusts included in our study had suffered a complete restructure of senior 
leadership teams and trust boards or had gone through multiple CEOs in a short amount of time. This 
was an issue recognised at the trust level, as well as at a more regional level by CCGs and NHS England 
and NHS Improvement regional representatives. There were discussions around the need to ‘protect 
CEOs’ to allow for this continuity and make sure planned changes were implemented. Related to this, 
trust leaders saw a benefit in developing collaborative and healthy relationships with the regulators by 
seeing them as a source of support or as ‘critical friends’.

Despite the fact that most NHS Improvement interventions had an organisational-level focus (with 
the exception of buddying), several trusts and CCG representatives recognised the importance of 
considering organisational failure and improvement at a system level. Some participants discussed the 
similarities in performance issues of trusts across their patch, and that improvement was not seen as 
sustainable until ‘systemic structural fault lines’ were resolved. Learning from other organisations was 
seen as beneficial, but a general belief was that organisational failure would not be resolved by buddying 
between two organisations. System-wide changes were needed and this required changing support 
structures and interventions to operate at a system level also.
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Insights for regulators and policy-makers

Insights for regulators and policy fell under the following themes:

• recognising and responding to the emotional cost of SMQ/CP
• strategies for improvement should be trust specific
• current requests for reporting and short timelines are barriers to sustainable improvement
• trusts need help to support system-wide relationships.

Participants noted the emotional cost of SMQ/CP for both the senior leadership team and the front-line 
staff. It was suggested that owing to the pressures of SMQ/CP, emotional and empathic support may be 
needed alongside other support and interventions. Peer support for individuals was valued, particularly 
support from peers that have been through SMQ because they will be more empathic. In addition, 
with changes to leadership team’s common as part of SMQ/CP, some clinicians will be taking on CN 
or MD roles for the first time and may need additional mentorship and support. The OAG meetings 
were highlighted as often being an opportunity for ‘ritual stoning’, which takes an emotional toll: careful 
choice of a meeting chairperson who can keep participants on task and a clear focus for these meetings 
may diffuse this impact.

Participants felt that strategies to support improvement need to be trust specific. Participants frequently 
made the point that what works in one trust may not work in another. Consideration should be given 
to what NHS Improvement supports should be deployed at each trust, with careful matching of IDs and 
buddy trusts. It should be noted that some trusts valued being given space by NHS Improvement to 
guide the improvement themselves. For example, the organisation in case 4 did not have the common 
NHS Improvement supports of an ID or buddy trust and their improvement journey, which includes 
exiting SMQ, has been largely driven by the leadership teams’ focus on embedding a QI methodology 
that encourages culture change and strongly uses data to track progress and monitor trends.

Multiple concerns around current reporting processes and timelines were raised. When large numbers 
of CQC recommendations are made, they can be difficult to prioritise, and it may not be possible to 
undertake all of them (and embed changes) within current time frames. Short timelines for turnaround 
do not allow staff the time to accept that they need to make changes and the fact that changing staff 
culture and addressing issues, such as bullying, can take several years needs to be acknowledged. It was 
also noted that reporting to multiple bodies is time-consuming and ‘overwhelming’, and consideration 
is needed on how best to avoid duplication around risk assurance. As one participant from case study 5 
noted, ‘we almost have had everybody and their dog through saying, “We want to check about this, we 
want to check about that”’.

The importance of local system-wide relationships for improvement was noted in the insights for trusts 
above, and it was also seen as relevant for regulators and policy-makers who can put strategies in place 
to support system-wide improvements. Several participants noted that it was important to include CCGs 
alongside trusts in improvement planning, with CCGs treated as partners of the trust in SMQ trusts and 
their input and feedback are incorporated into QI plans. This need has been acknowledged and a NHS 
Improvement regional director noted that new NHS Improvement/NHS England ‘system assurance 
meetings’ will start to address this issue (see Chapter 7).
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Chapter 11 Discussion and conclusions

Overview

Our research used a mixed-methods approach to evaluate the responses of trusts to the implementation 
of interventions used within the SMQ and CP regimes and to determine their impact on these 
organisations’ capacity to sustain and achieve QIs.

The study focused on the main interventions that NHS Improvement deploy as part of the SMQ/CP 
regimes: (1) appointment and use of an ID, (2) buddying with other trusts and (3) the opportunity to bid 
for central funding to spend on QI. Leadership changes and other interventions identified by our case 
study trusts as being part of the SMQ/CP regimes were also considered.

Our RQs were as follows:

1. What are the programme theories (central and local) guiding the interventions delivered to trusts in 
SMQ/CP regimes?

2. How and why do trusts respond to SMQ/CP regimes and the interventions within these regimes?
3. Which features of trusts in SMQ/CP regimes, and their wider context, contribute to their differing 

performance trajectories?
4. What are the relative costs of the interventions and how do these compare with their benefits?
5. How are data used by trusts in SMQ/CP regimes, and how do data contribute to their understand-

ing of improvements in quality and service delivery, especially in areas in which performance con-
cerns have been raised by the CQC?

6. Do trusts in SMQ/CP regimes find it more difficult to recruit and retain staff?

In this chapter, we provide a summary of our principal findings, with particular attention to our RQs. We 
then discuss the lessons from these findings, the limitations of our study, the potential impact of our 
findings, and propose an evaluation framework and future research agenda.

Summary of principal findings

Our literature review (see Chapter 3) focused on the implementation of improvement interventions for 
‘low-performing’ and ‘high-performing’ organisations in health, education and local government. We 
identified several limitations and gaps in the current literature:

• The limitations of current commonly used definitions of success/failure and turnaround have reduced 
the scope of interventions researched to date.

• Turnaround has predominantly been perceived as linear.
• Few studies have given any consideration to factors influencing organisational performance that 

might be operating at a system-wide level.
• Few studies have explored the impact of internally driven compared with externally 

driven interventions.
• Few studies have included cost analyses as part of the evaluation of interventions or looked at 

changes in organisational performance over time.
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These findings were used in our empirical study to:

• identify the dominant concepts of failure/turnaround shaping interventions implemented in 
low-performing organisations

• determine if interventions were aimed at organisational or system level
• identify internally driven or externally driven interventions
• explore any negative and/or unintended consequences
• consider the issue of one size fits all and recycling interventions without adaptation.

National perspectives and the programme theories underpinning the SMQ/CP regimes (RQ1) were 
explored through national-level interviews and documentary analysis (see Chapter 4). This work 
highlighted the role of ministerial and health system leaders in driving a process of greater provider 
accountability, review and scrutiny following a number of public inquiries into serious health 
organisation failures. The key elements of the programme theory (see Chapter 4, ‘Methods’) underpinning 
the SMQ/CP regimes are:

• The SMQ/CP regimes were intended to be supportive programmes that provide organisations with 
oversight and interventions that aim to bring about improvements in quality and patient outcomes.

• QI plans are a central element of SMQ/CP regimes and an essential role of IDs is to proactively 
engage organisational leaders and support the development of the improvement strategy.

• The CP regime was intended to be a short-term programme to provide early interventions for 
challenged trusts.

• There was awareness within NHS Improvement and DHSC about types of ‘warning signs’ and 
indicators that could signal a trust was in real difficulty, but information was required at the regional 
and national levels to inform whether or not to provide external support, in addition to intelligence 
from the regulator, the CQC. There was evidence of cross-agency working between the CQC and 
NHS Improvement, in particular, with input from GMC and HEE.

The following questions raised through the national-level work were considered in the case studies:

• Early warning signs of quality and performance issues, such as turnover of leadership, issues with 
governance, culture and staff engagement, were described.

• Early intervention was deemed desirable by regulators and regional health systems to support 
troubled organisations.

• The CP regime was viewed as a shorter-term intervention than the SMQ regime and was felt to help 
some trusts but not others, but it is not clear why this is the case.

• Regional health systems’ influence was an important one for communicating intelligence upwards 
about organisations in need for support.

Our analysis of national data that examined the characteristics of SMQ/CP trusts (see Chapter 5) found 
that SMQ/CP trusts significantly differed from other trusts in the following ways:

• SMQ/CP trusts have slightly older populations.
• SMQ/CP trusts have more attendees living in rural areas.
• SMQ/CP trusts have fewer attendees living in deprived districts.
• A smaller proportion of SMQ/CP trusts are foundation trusts.
• SMQ/CP trusts had significantly worse staff survey results for six of the nine survey domains.

Our case study trusts were similar to the SMQ/CP trusts overall, but had significantly higher staff 
vacancy rates.

From the case studies, we found that the common underlying reasons for entry into SMQ/CP included 
issues with leadership, organisational culture, governance, workforce, finance and estates.
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Through our case study analysis, we looked closely at stakeholder perceptions of NHS Improvement 
interventions (RQ2):

• Improvement directors. There were mixed views about the value of IDs. IDs were primarily thought of 
as an asset and viewed as helpful when using a coaching style, offering tactical advice and generating 
confidence to staff to deliver change. However, negative views of IDs were also evident and they 
could be viewed as a ‘spy’ for the regulators, an additional source of demands and unable to enact 
change. There were also debates about the amount of time that IDs should spend in organisations.

• Buddying. Buddy trusts were arranged directly by NHS Improvement, the ID or the trust themselves. 
Buddying was primarily used to learn about good practice in relation to specific problems. This was 
perceived to have worked better when the buddies had similar contexts, such as trust size and being 
closely located.

• Funding. Trusts in SMQ and CP could apply for funding to help support improvement activities. 
Qualitative data indicated that the funds were mainly used to cover posts and external consultants 
and experts. The funding was considered insufficient to implement long-lasting QI. Trusts needing 
to spend their way out of SMQ was raised as a concern by participants. For the five case studies for 
which we had data, approximately one-third of funds was spent on training for cultural change (see 
Chapter 9).

• Changes in leadership. New leadership teams were perceived as a key driver for change. They bring 
new ideas and approaches, and previous SMQ experience brought experience, confidence and 
familiarity with regulation processes. Another key advantage of leadership change was that they were 
more likely to be detached from existing problems with staff and culture. Instability in the senior 
team was a barrier to sustainable QI.

• Deep dives. Intensive analysis of data on specific topics/service areas carried out with NHS 
Improvement staff. This is used to direct change and at OAG meetings to demonstrate QI and QA.

• System oversight and scrutiny. Regulatory assurance processes intensify when trusts enter SMQ or 
CP regimes. These processes had benefits for reflection and planning, but were seen as burdensome 
in terms of time and resources and were not always supportive. Timelines were viewed as unrealistic, 
especially for embedding lasting change.

Our case study analysis facilitated an exploration of how trusts responded to the SMQ/CP regimes 
(RQ2) and found the following:

• SMQ/CP can have an emotional cost for staff at all levels, and it was noted that senior staff face 
stress and long hours dealing with regulatory requirements and QA processes.

• Entry into SMQ/CP was often deemed necessary and can give space for an organisation to reflect 
and improve. In several case studies, SMQ/CP was seen as a catalyst for change. However, others 
perceived SMQ/CP as heavy-handed scrutiny or even punishment.

• The impact on staff is very important (e.g. lower morale) and needs to be mitigated given that staff 
acceptance of problems and culture change are key elements of facilitating improvement.

• It was acknowledged at a national level and in the case studies that local system-wide issues may 
need to be addressed for a trust to exit SMQ/CP.

• SMQ can make it difficult to participate in local system development because the organisation 
is investing additional time and resources into SMQ and because the SMQ label can limit 
regional opportunities.

From the case studies, we found that trusts focus their efforts to improve across the following 
eight domains:

1. Governance, accountability and leadership – review of governance and accountability; increased 
‘board to ward’ interactions; development of sustainable strategies for QI and patient safety; and 
stronger clinical leadership at senior, divisional and ward levels.
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2. Service delivery – prioritising improvements that ensure patient and staff safety, focus on compli-
ance with national standards and improved ED performance and RRT times.

3. Data monitoring and use of data – improving the use of data by addressing how it is being collected 
and analysed, and how findings are shared.

4. Organisational culture and staff engagement – addressing problems with organisational culture 
(e.g. bullying), recognising and celebrating staff, and improving lines of communication between the 
senior team and staff.

5. Workforce – addressing staffing levels, skill mix and retention. Ensuring safe staff levels, and intro-
ducing strategies to reduce staff turnover and improve staff retention.

6. QI plan or strategy – working with ID to develop a plan/strategy. Setting a vision for culture change 
and continuous improvement.

7. QI interventions, methods or techniques – a range of QI methods and tools (e.g. PDSA and WHO 
checklists) and broader interventions used to drive improvement. Leadership and resource commit-
ments to embed these trust wide.

8. Estates and equipment – improvements in working and patient environments to ensure safety, 
improve capacity and modernise services.

Our analysis of trust performance trajectories (RQ3) utilising national level data found the following:

• Relative to national trends, entry into the SMQ/CP regimes corresponds to positive changes in trends 
in ED 4-hour waits and mortality, and short-term reductions in delayed transfers of care.

• Trends in sickness absence improve after trusts leave the SMQ/CP regime.
• There is evidence that staff survey results improve over the period that trusts are in the regime.
• The regime appears to have no influence on RTT or cancer waiting times.

From the case study analysis, we identified several key internal and external factors that contributed to 
positive performance trajectories (RQ3):

• internal factors – systematic use of data for QI; use of QI method(s) and dedicated resources; 
safe workforce levels; focus on staff engagement and recognition; integrated quality, financial 
and risk management with clear lines of accountability; and an embedded open and listening 
improvement culture

• external factors – established good working relationships with the regulators; collaborating with 
external partners and peers; and have had time to embed change.

We also identified several key internal and external factors that contributed to our case study trusts not 
yet exiting SMQ/CP (RQ3):

• internal factors – instability and churn at senior leadership level; absence of an organisation-wide QI 
methodology and culture; poor governance and risk management at all levels; poor staff engagement 
and issues with harassment and bullying; outdated equipment and/or deteriorating estates; and 
problems with staff recruitment and retention

• external factors – financial pressures in the regional health economy; recent entry into SMQ or CP 
recently; or improvements made but not yet embedded.

Our CCA based on case study and national data (RQ4) found the following:

• At the national level, during 2018–19, the mean funds spent on trusts under the SMQ regime were 
more than two times higher than the mean funds spent during the same period for trusts under the 
CP regime.

• The largest components of NHS Improvement spending for our case studies were identified as 
interventions directed at ‘training on cultural change’ (33.6%), ‘workforce quality and safety’ (21.7%) 
and ‘governance and assurance’ (18.4%).
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• Trusts under the CP regime were four times more likely to exit within the time limits (12 months) than 
trusts under the SMQ regime (24 months). This is probably related to the level of initial issues with 
which the two types of trusts enter SMQ/CP regimes.

• The interventions delivered to trusts as part of the SMQ/CP regimes show a positive effect on staff-
based measures while there were less improvements in the context of ‘promotion of staff’s health 
and well-being’, ‘staff’s satisfaction with quality of care’ or ‘organisation’s actions on quality, diversity 
and inclusion’.

• The findings on the effect of SMQ/CP regimes on financial stability are not clear-cut. Most of the 
trusts that exited the SMQ experienced the same financial stability before and after exiting, while 
this share was lower for the group still remaining in the regime.

Our case study analyses that specifically considered data usage by trusts (RQ5) found that trusts 
recognise the importance of improving their use of data:

• Trusts focus on a standard set of nationally agreed metrics for high-level reporting. The limitations, 
such as inadequate monitoring of the impact of QI activities, are acknowledged.

• There is a risk that trusts will stop monitoring specific indicators when there is evidence of ‘sustained’ 
improvement.

• Trusts are increasingly recognising the importance of triangulating different indicators and 
information sources, including ‘soft data’ from staff and patients, to get a more holistic view 
of quality.

Our analysis of the impact of SMQ/CP on the recruitment and retention of staff (RQ6) was based on 
national-level and case study-level data:

• National-level analysis found that sickness absence, staff vacancy rates, proportions of consultants 
and nurse to doctor ratio at SMQ/CP trusts at the time of entering the regime were not significantly 
different from national means (see Chapter 5).

• National-level analysis found that sickness absence and staff survey results improve after trusts leave 
SMQ/CP (see Chapter 8).

• Workforce issues, such as staff turnover, recruitment and retention, sickness and agency spend, were 
identified as underlying reasons for case study trusts entering SMQ/CP (see Chapter 5).

• Investment in their workforce was a key component of case study trusts’ response to being in 
SMQ/CP (see Chapter 7), with trusts striving to address gaps in staffing levels, particularly in the ED, 
and skill mixes, and to reduce staff turnover and improve staff retention.

• The stigma of the SMQ label was perceived as having a negative impact on recruitment and retention 
of staff (see Chapter 7).

As part of our case studies, interview participants suggested several insights and lessons for 
stakeholders (see Chapter 10):

• suggestions for health-care providers, staff and health system leaders to support sustainable change 
– prioritise staff; stable and mature leadership; establish healthy relationships with the regulators; 
and consider improvement at a system level

• suggestions for regulators and policy-makers to support sustainable change – address the emotional 
cost of SMQ/CP; provide trust specific support; avoid duplicate reporting and short timelines; and 
support system-level improvements

• early warning signs of quality and performance issues – turnover of leadership, issues with 
governance, culture and staff engagement.
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Implications and lessons from these findings

Our study adds new empirical knowledge on the implementation and impact of the interventions 
delivered to SMQ/CP trusts.

Our study has identified quantitative evidence of the impact of the SMQ/CP regimes. Evidence from 
our analysis suggests that the SMQ/CP regimes may have a positive impact on trends in staff survey 
outcomes, ED 4-hour waits and mortality, as well as a short-term, but non-sustained, impact on delayed 
transfers of care. There may also be a delayed positive impact on trends in sickness absence occurring 
after trusts leave the regime. Our finding for 4-hour ED waits contrasts with a previous analysis that 
found no relationship between this outcome and CQC rating score.145 Differences between these 
findings may be owing to combinations of using slightly different trust selections or that the previous 
study used data up to 2016 rather than having the advantage of the longer time period. Other patient 
flow indicators, such as cancer waits and RTT times, appear little affected by the regime, which could 
reflect the power that trusts have on their own to change these, being influenced by wider system 
factors that are beyond their control. There are some changes in workforce indicators, but they are 
not sustained.

We have gathered new information on the perceptions and value of SMQ/CP and the NHS 
Improvement interventions.

With regard to SMQ, there was an emotional impact on staff of the trust being labelled as failing. 
Although SMQ/CP could be viewed positively, with trusts feeling that they received the right support or 
were allowed space to make changes, others saw SMQ as heavy-handed scrutiny or punishment. Over 
time, and in hindsight, as a trust went on to improve and, if in receipt of support, there could be a shift 
to a more positive view of SMQ/CP as a needed catalyst for positive change.

The perceptions of NHS Improvement interventions of IDs, buddy trusts, funding and deep dives were 
mixed overall, but it was noted that each trust has it own issues and support needs and, therefore, 
interventions need to be tailored accordingly. Where tailoring was better (e.g. an appropriate buddy) 
and delivered in consultation with the trust, responses were more favourable. For example, we found 
that it is important to choose buddy trusts that are well matched in terms of size and location. The need 
for trust-specific intervention packages reflects research findings described in the literature review that 
one-size-fits-all interventions and recycling of interventions without adaptation are commonly viewed 
poorly (see Chapter 3).

Leadership teams were found to be a key driver of change and, in terms of senior-level oversight, 
the medical director and chief nursing roles appear vital for communication between divisional and 
senior executive leadership tiers, promoting trust-wide clinical engagement and overseeing QI and QA 
strategies. The combined effect of these roles at the apex of the organisation – CEO, MD and chief 
nurse – may have been overlooked in previous research that has focused on the transformational 
impact of hospital CEOs and single leaders as opposed to senior leadership teams. Indeed, a recent 
paper from Harvard Business School has suggested that NHS CEOs may have a limited impact on 
hospital performance overall; that ‘the organizational inertia of a large hospital is too strong for a 
single manager – even if this person is the CEO – to be able to impact performance within the short 
time period in which they are in office, and consistently across organizations’ © National Bureau of 
Economic Research.146 By contrast, clinical engagement in senior management and leadership roles and 
‘triumvirate’ approaches (CEO, MD and chief nurse) to leadership are valued for supporting patient-
centred care and QI in health-care organisations.18,147–149

The characteristics of trusts that improve and successfully exit SMQ/CP reflect the findings of the 
literature review in which successful interventions were often associated with staff engagement in 
the identification of problems and development of the interventions, protected staff time or ‘slack’ 
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for implementation, clear priority-setting and the use of routine data to monitor progress at board 
level.18,94,108–111,150 An important finding from both the case studies and analysis of national data on 
length of time taken to exit SMQ is that trusts should be given 2–3 years to implement and start to 
embed improvements.

Our findings highlight the importance of creating a culture of continuous learning and improvement 
to promote sustainable improvement. Within the internal context, the clear improvers and one trust 
that had exited SMQ recently indicated the importance of embedding an organisational learning 
and continuous improvement culture at the trust level. Organisation-wide QI plans could be helpful 
for setting out a vision, especially where this had been lacking previously or was unclear, as well as 
identifying practical steps for the organisation to make improvements; however, this had to be backed 
by senior leadership support and real resources aimed at introducing new organisation capabilities, 
such as better use of data or quality tools at the ward and board level.151 The vision was that a cultural 
mindset for systematic QI and patient safety would become culturally embedded in the organisation 
and not be dependent on senior leaders, some of whom might move on. For a mindset to take hold 
long term, there needed to be constant training and investment in staff, good clinical governance and 
accountability structures for quality and safety and staff engagement.

Although a 1-year time frame is too short to ascertain with confidence whether or not new ‘QI’ dynamic 
capabilities were being fully embedded trust wide, we can suggest that some trusts were certainly 
making attempts to invest more resources into structured QI processes and staff training, underpinned 
by a QI strategy, plan or vision. The management literature has long suggested links between 
organisational performance and innovation and use of external knowledge. Cohen and Levinthal’s26 core 
argument is that ‘prior related knowledge’ is essential for an organisation to have ‘absorptive capacity’ 
and be able to exploit or make effective use of external knowledge. With regards to QI in health-care 
settings, one would anticipate, for example, that the appointment of new leaders with QI knowledge 
and expertise could help the trust to search for and apply new relevant knowledge to help it improve 
and develop new capabilities internally. We found evidence of trusts making new appointments with a 
QI or ‘transformational’ focus, and applying new external knowledge to drive improvement (e.g. better 
use of data, improvement to ED). However, more important than simply searching for new ideas was 
its systematic application, which required committed staff and resources. Absorptive capacity is best 
understood as a process dependent on what knowledge an organisation has access to. Bringing in IDs, 
new teams and champions that are ‘QI aware’ or well experienced in sustaining improvements could, 
therefore, be argued as a way to increase the absorptive capacity of trusts for performance and QI. 
However, if persons move on and there is a lot of churn and poor staff engagement, absorptive capacity 
is likely to remain limited.

The importance of organisational culture and staff engagement have been highlighted as critical for 
delivering QIs. This finding mirrors findings from our (see Chapter 3) and other5 reviews that concluded 
that successful improvement interventions are dependent on organisational culture and research 
that shows that positive organisational and workplace cultures are associated with improved patient 
outcomes across many studies, settings and countries.152

Implications from the cost–consequences analysis

The CCA has shown that the trusts that remain under SMQ/CP regimes beyond the time limits do 
not perform as well in terms of staff indicators and financial stability compared with trusts that exit 
on time. Moreover, we show that a small percentage of trusts (15%) are able to exit the SMQ regime 
within the time limit. This is likely to be because of the extent of problems within these trusts and also 
highlights that it takes time to embed change and make improvements. Jones et al.111 note that there is 
growing awareness that organisational improvement is a long journey, and it can be difficult to maintain 
momentum. Our findings indicate the need for more research to better understand the timescales of 
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improvement and for the consideration of what interventions might be most helpful to specifically 
support trusts that remain in SMQ/CP for long periods of time.

Our findings have important implications for data usage by trusts in SMQ/CP. With potentially vast 
numbers of data available for monitoring quality, it is understandable that there is a tendency to 
rationalise by focusing on a standard set of nationally agreed metrics for high-level reporting. The 
limitations of this are recognised by trusts, including the risk that the impact of improvement actions is 
not adequately monitored. Bespoke data collections for specific purposes may, therefore, be valuable 
and, in the absence of a peer group, may need to be benchmarked against past history. There is also the 
issue of when to stop collecting and monitoring such data. CQC want to create a system that sustains 
continuous improvement. However, there is evidence of some trusts stopping monitoring indicators 
when there is evidence of ‘sustained’ improvement.

There is increased recognition of what should be monitored at the system level and what can be 
undertaken locally at the trust. However, the appropriate data can be hard to capture, although the new 
initiative by NHS Improvement to provide system-level indicators is a positive step in this direction. 
Triangulation of different indicators and sources of information, such as more anecdotal information from 
staff and patients, is also being recognised as a useful way of using data more holistically to understand 
quality. This also means looking more widely across the system to understand whether or not any 
improvement actions are having negative impacts elsewhere. With several indicators and statistical 
process control tools, there are potentially large numbers of signals of potential concerns that could be 
followed up. Chasing all these could be time-consuming; therefore, it would be useful to have efficient 
ways of prioritising, for example by detecting likely false positives.124 However, any improvements in the 
use of data need to be supported by adequate IT systems and analytical capability.153

A novel outcome of this evaluation is the greater understanding of the role of local systems in SMQ/CP. 
Research exploring the role of wider systems in organisation improvement was identified as a gap in 
the existing literature (see Chapter 3). Through the national interviews (see Chapter 4) and case studies 
(see Chapter 7) we repeatedly found reference to the importance of local health-care systems and 
peer organisations in performance improvement. Shifting the improvement focus to a regional level, 
with strong engagement with CCGs and better support from neighbouring NHS providers, may be a 
practical way to promote sustainable improvement over the long term in the outer context. Participants 
highlighted the need to consider system-wide issues when the trust is placed in SMQ/CP and involve 
peers and partners to a greater extent in improvement planning. It is also important to note that we 
found that Healthwatch and CCG’s share the burden of SMQ with the trust, workloads for QA are 
high and these organisations also feel they are being held to account. A system-wide approach to 
improvement fits with the NHS Long Term Plan,118 which encourages collaboration between providers 
in local health systems. In addition, NHS England and NHS Improvement have introduced operating 
models for oversight that place a greater emphasis on system working with monitoring and support now 
directed at both providers and CCGs.119

Through this evaluation, we identified negative unintended consequences of the SMQ/CP regimes. 
The stigma of the SMQ label contributes to the lowering of staff morale, exacerbates existing problems 
with the recruitment and retention of staff, can negatively impact on how a trust is viewed and treated 
by local peers and partners and may be a barrier to obtaining competitive funding. Duplicate reporting, 
overwhelming workloads and stress were also seen as a result of SMQ/CP and the associated regulatory 
requirements from both the CQC and other organisations requesting QA. Another unintended 
consequence of being placed in SMQ was the negative impact on the trust’s capacity to participate in 
local collaborations owing to the time and focus required for regulatory requirements. Difficulties with 
recruitment and retention for trusts in SMQ, excessive workloads and strain on management systems 
and lower staff and patient morale were also noted by in a commentary by Rendel et al.10 The literature 
review (see Chapter 3) identified studies in the education sector where negative impacts on recruitment 
and retention of both staff and pupils were seen when schools were labelled as failing.
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Implications for the use of early intervention strategies

Early warning signs of poor performance recognised at a national level (see Chapter 4) overlap with 
the underlying reasons for entry into the SMQ/CP regimes that were identified in case studies (see 
Chapter 5), which included issues with leadership, organisational culture, governance, workforce, basic 
safety, finance and estates, and have also been highlighted in the wider literature (see Chapter 3). Trusts 
in CP were more likely to exit CP on time than trusts in SMQ; this may be because the goal of the CP 
regime is to provide early intervention before performance and quality issues escalate.

Lessons for performance improvement

The key overarching lessons that we have identified for regulators, policy-makers and trusts are detailed 
in the following sections.

Regulatory bodies

• Time is needed to implement and embed sustainable changes – 2–3 years not 1 year – and staff 
should be given ‘slack’ to develop and implement changes.

• Strategies to support improvement need to be more trust specific.
• Duplication of reporting requirements to different regulatory bodies should be reduced.
• Consideration should be given to the ‘fit’ of IDs with the context of the trust they work with and 

discussed with the trust involved.
• Consideration should be given to the provision of sustainable funds required to improve patients’ 

outcomes.

Trust leadership

• Stable leadership is needed once the new team is established because of the time it takes to make 
improvements, otherwise problems are perpetuated.

• Inclusion of people with previous experience with SMQ in senior leadership teams can help manage 
regulatory requirements and bring knowledge and confidence to enacting change.

Staff and culture

• Staff engagement and an organisational culture that supports learning are key to 
sustainable improvement.

Emotional costs and stigma

• Ways to mitigate the emotional cost and stigma of SMQ are needed; for example, the way trusts 
are informed they are in SMQ. The name of the regime could be changed to intensive support as 
opposed to ‘special measures’ and provide emotional support for leaders who require it.

Quality improvement strategies and capabilities

• Development of organisation-wide QI strategies and capabilities is important.

Local systems

• Poor organisational performance needs to be considered at both organisational and system levels 
(considering the factors that might be hindering improvement at the regional level).

• Trusts in SMQ/CP need support from other organisations in the system.
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Patients and the public

• Engagement with patients and the public should be emphasised as an important part of the process 
of making improvements.

• Involvement from Healthwatch and CCGs can help to bring feedback from patients and the public 
and supports a focus on patient experience as part of QI.

Strategies to support sustainable improvement

We found that trusts focused their QI objectives in eight domains. Here, we highlight the strategies 
within each domain that were seen as particularly effective in achieving sustainable improvements.

Governance, accountability and leadership

• Address poor existing governance structures (e.g. lack of clear lines of reporting, poor 
clinical engagement).

• Financial investment (e.g. external advisors and reviews) has been effective in improving governance.
• Provide transparency, assurance, risk management and financial management with clear lines of 

accountability for quality and performance: ‘board to ward’.
• Senior teams need to encourage accountability for patient safety and quality at all levels and embed 

an open and listening improvement culture.
• It is important that staff understand why specific changes to processes are necessary and become 

engaged in governance meetings and structures.
• Effective leadership teams are stable, ‘visible, supportive and approachable’, work as a team and 

encourage learning and application of new knowledge.
• Effective clinical leadership is needed, through the MD and CN roles and/or reorganisation of 

governance pathways.
• Senior teams need to establish good working relationships with the regulators and facilitate positive 

collaborations with external partners and peers.

Service delivery

• Ensure compliance with national standards and CQC and NHS Improvement recommendations.
• Prioritise service-level improvements that will ensure patient and staff safety.

Data monitoring and use of data

• Ensure systematic use of data across the organisation for QI and QA.
• Focus on understanding what data are describing and triangulate standard metrics with other sources 

of information, including the concerns of staff and patients.
• Treat data as a prompt to investigate quality.
• Consider bespoke data collection for specific purposes.

Organisational culture and staff engagement

• Improvement relies on better staff morale and culture.
• How accepting leaders and staff are of the need to change varies – for effective change, leaders and 

staff need to accept and input into improvement plans.
• Positive engagement and investment in staff are essential:

◦	 Develop strategies for better communication/listening to staff concerns.
◦	 Address ‘bullying’ or ‘insular’ cultures.
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◦	 Promote staff appraisals, celebrate staff success and widen opportunities for education 
and training.

◦	 Support growth of patient safety culture through staff training and development.
◦	 Close communication gaps between the senior executive team and front-line staff, for example 

listening events and increased senior and board presence on wards.
◦	 Encourage a culture of openness and transparency.

Workforce

• Address problems with staffing levels to ensure patient safety:

◦	 Staff appraisals.
◦	 Improved workforce planning.
◦	 Financial investment to increase staff numbers.

Quality improvement plan or strategy

• Leadership teams need to establish a vision for culture change and continuous improvement.
• Develop a deeper understanding of problem areas and causation.
• IDs playing a key role in developing the QI plan/strategy for the trust.
• Allow staff dedicated time to work on QI and do not expect them to undertake QI activities on top of 

their existing work.

Quality improvement interventions, methods or techniques

• Use of a formal ‘method’ or strategy for QI that is embedded throughout the organisation.
• Dedicated resources are needed for QI: trusts need to develop new internal capabilities.
• Receptive to new, external knowledge to improve performance.

Estates and equipment

• Strategies and financial investment are needed to improve working and patient environments to 
ensure safety, improve capacity and modernised services.

System-level facilitators and barriers to quality improvement

The importance of the local system in performance improvement has been an important finding in 
this study. Here we highlight the local system-level factors that are facilitators of and barriers to 
improvement for trusts in SMQ/CP.

Facilitators of improvement

• Positive engagement with system peers and partners:

◦	 In some cases, providers were already working together, for example in integrated care systems.

• Whole local system response to quality issues.
• QA that is linked to strong governance and data collection processes across the system.
• Supportive OAG meetings involving local system peers and partners.
• Financial sustainability planning across the system.
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Barriers to improvement

• It can take time and considerable effort to build/rebuild external relationships.
• System-wide issues that are difficult to address, for example workforce and financial pressures.
• OAG meetings can be a ‘ritual stoning’ for the trust.

Study strengths and limitations

To the best of our knowledge, this is the first study of the response to and impact of the SMQ/CP 
regimes. The key strength of the study is the mixed-methods approach, which has allowed us to 
look at SMQ/CP at a national level through a quantitative study of impacts and a CCA across all 
trusts in SMQ/CP, as well as eight case studies that have utilised both qualitative and quantitative 
methodologies. Another strength of the study has been the development of the protocol with input 
from key stakeholders (DHSC and NHS Improvement) and PPI feedback. In addition, the evaluation has 
been formative, with findings shared and discussed with key stakeholders during the study. There are, 
however, several potential limitations of our evaluation. The study duration of 1 year has meant that we 
had only a partial view of the process and could not study longitudinally any developments within the 
eight case studies, their strategic responses to performance issues and how far their dynamic capabilities 
have been embedded. The rapid approach has also meant that patient input and engagement at a local 
case study level has not been possible. We also have to caution that we were not able to interview 
senior leaders who had left an organisation, although our analysis of trust board papers and successive 
CQC reports offered a longer-term view of internal trust issues and how they were tackled over time. 
In addition, some data were retrospective and changes in policies have occurred over the course of the 
study period. It is also possible that access to case study sites was constrained because of the sensitive 
nature of the research topic. In addition, our interviews with external stakeholders did not include local 
health-care providers who may have offered different views. The generalisability of the study is to some 
extent limited by the types of services provided by the case study sites; for example, no trusts providing 
mental health services or ambulance trusts were included and these may differ from acute trusts in a 
number of ways, including reasons for entering SMQ/CP or types of quality issues.

The small number of case study sites may make it difficult to draw general conclusions about the use 
of data, although our sampling is in line with many other high-quality examples of case study research 
that apply mixed methods and may have less than eight organisations to compare. Within the trusts 
themselves, we have been pragmatic about access to relevant data and have worked with what we could 
obtain from national and publicly available data sets. For quantitative analysis of impact, we studied a 
few indicators only, many relating to patient flows and waiting times, and our ability to measure effects 
on the workforce was limited by the information that was available to us. The staff survey, in particular, 
was available only from 2014 to 2018, with most domains from 2015. This meant that there were a 
limited number of trusts for which we could identify results both at the beginning and at the end of 
the improvement regimes to observe how they might have changed. In addition, the results may not 
accurately reflect views at the time the regimes started or ended given that annual surveys were used. 
In our analysis of indicators, we treated the CP and SMQ regimes identically and did not investigate 
any differences in how they might separately influence outcomes. Our analysis of characteristics of 
those who re-enter is based on a very small sample. The economic component of the study was not 
able to disentangle the individual effects of each intervention owing to their complex nature and 
implementation approaches that were unique to each case study site. In addition, limitations of available 
data meant that it was not possible to conduct a separate analysis of opportunity costs. It also meant 
that important aspects, such as patient benefits (e.g. patients’ improved safety and access), were only 
partially considered as consequences in the CCA (we did consider indicators such as ED waits, delayed 
transfers of care or 62-day cancer waiting time) because of the limited information available.
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Lessons about the conduct of rapid evaluations

Our study followed a rapid research design that has allowed it to be completed within a 1-year time 
frame. The lessons around the conduct of rapid evaluations we have identified are:

• There is an evident trade-off between guaranteeing the breadth and guaranteeing the depth of data.
• For findings to be shared on a regular basis, dissemination feedback loops need to be discussed with 

stakeholders before the study begins, as well as during the study, and these need to be built into 
the design.

• RAP sheets facilitate the collection and analysis of data across researchers and across case studies. 
However, transcripts and field notes should be maintained for future in-depth studies (if desired) 
because RAP sheets might not be able to capture all of the relevant detail/complexity.

• Data collection and analysis need to be carried out in parallel to ensure consistency across 
researchers, to share interim findings with stakeholders, to address gaps in data collection before 
fieldwork has ended, and to reduce the amount of time required for analysis after fieldwork 
has ended.

• Need to build in sufficient time for reflection and discussions in relation to interpretation of the data 
– this is more challenging in a rapid study.

• Opportunities for more comprehensive PPI, such as local engagement linked to case studies and 
Research Advisory Panel member involvement with the analysis and interpretation of findings, was 
not feasible within the 1-year time frame for the rapid evaluation, although patient experts informed 
the design of the original protocol and fed back on the final report. More integrated PPI strategies 
that are feasible within rapid evaluation approaches should be explored.

• Less ability to explore patient perspectives or clinical data.

Conclusions, suggestions for future research and lessons for future evaluations
High-quality interventions that successfully support struggling health-care organisations are essential 
and an issue that is an international concern. Through our evaluation, we have delivered a greater 
understanding of the programme theory, impact and staff views and experiences of the SMQ/CP 
regimes, with formative feedback shared with key stakeholders. Lessons for trusts on responding to 
interventions in SMQ/CP regimes, as well as lessons for the DHSC and NHS Improvement on how to 
support these, trusts have been proposed. These lessons are timely because the oversight model is 
currently being redesigned by NHS England and NHS Improvement.

Given both the rapid nature of this study and that the findings have raised further questions, we 
propose that future areas of research should include the following:

• Evaluation of the impact of the new NHS Improvement/NHS England operating framework,119 
particularly with its emphasis on system improvement.

• Evaluate SMQ/CP at the local system level and expand the range of stakeholders external to the 
trust giving viewpoints on SMQ/CP, including local government and other health service providers.

• Study of trusts in SMF and an exploration of the link between SMQ and SMF.
• Further research to understand the impact of SMQ on the financial stability of trusts in SMQ/CP.
• Research to delineate the timescales required for sustainable improvement.
• Longitudinal empirical data collection to look at the sustainability of improvement over time 

and improve our understanding of why some trusts re-enter SMQ (e.g. follow-up case studies or 
additional observations through embedded research154).

• Consider what interventions are most helpful to trusts that remain in SMQ/CP for long periods.
• Further research on the early detection of trusts in difficulty as well as early intervention/prevention 

to determine which strategies are effective.
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An exploration of how to engage with patients and the public when a trust goes into SMQ.

Reflections on the methods used in this study have led us to draw out the following lessons for 
future evaluations:

• Use mixed-methods approaches, combining quantitative and qualitative data, for example structured 
use of board reports (including papers) and CQC inspection reports can provide insights about trust’s 
trajectories, which are helpful and powerful if combined with quantitative indicators derived from 
nationally available routine data. Mixed-method case studies are, therefore, most valuable for insights 
that have depth and internal validity.

• Data collection for monitoring could be tailored to the concerns in each organisation and be used 
not only for internal monitoring (which happens to an extent already) but also to feed into the overall 
evaluation framework. It would mean using different measures for different trusts but would have 
the advantage of greater specificity. In the national analysis provided in this study, we have used the 
same metrics for all trusts, which has been important for making comparisons, although the metrics 
may not always be closely related to the actual improvements that a trust needs to make.

• If possible, conduct evaluations prospectively in ‘real time’ using sequential monitoring techniques for 
assessing whether or not is something is working while under the regime. Such techniques would also 
have value in identifying longer-term impact, that is whether or not any improvements are sustained 
after they leave, and pick up any deterioration against these indicators.

• When considering system-wide impacts, it will be extremely important to know the financial stability 
of the trusts under the SMQ/CP regime. We have looked at this by using a simple scale measure for 
such stability before, during and after the regime. However, it would be equally important to link this 
indicator to changes in direct/indirect costs and also to additional opportunity costs that are raised 
while a trust is in the SMQ or CP regime. It was not possible to make this link retrospectively, but this 
could be accounted for if all such indicators are to be part of routinely reported data.
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Appendix 1 Interview topic guides

Interview topic guide: national interviews – DHSC and NHS Improvement  
(version 4.0, 10 January 2019)

General introduction and background

• To begin, could you tell me about your professional background? [PROMPT]

◦	 How long have you worked at DHSC/NHS Improvement?
◦	 How long have you been in this particular role?

• What are your main areas of responsibility? [PROMPT]

◦	 Do you have specific responsibilities in relation to NHS provider performance and/or quality?

• In terms of this organisation’s governance, what committees or teams do you report to and how often 
is this? [PROMPT]

◦	 Board.
◦	 Senior officials.

The Special Measures Regime: general (20 minutes)
We are looking at the special measures regime for quality and the impact of different types of 
interventions delivered within trusts by NHS Improvement.

• What do you see as the main aim of the Special Measures programme for Quality?
• Could you describe the typical process when NHS trusts enter Special Measures for Quality?
• Do you have a view on why some NHS trusts fall into the special measures regime for quality? 

[PROMPT]

◦	 Are there warning signs that you have observed in practice?

• When a trust has entered Special Measures for Quality, how does NHS Improvement work with other 
organisations such as the CQC to support that trust to improve? [PROMPT]

◦	 Do the CQC and NHS Improvement work jointly together to share information? If so, how does 
work in practice and what data or information is shared?

◦	 Do you collect specific data for trusts in Special Measures for Quality – beyond that which is 
already routinely collected in the NHS? If so, please explain.

◦	 Does NHS Improvement also engage local commissioners or other local health system leaders 
when a trust enters Special Measures for Quality?

• Why do you think some NHS trusts struggle to leave Special Measures and require external support 
for a longer time, for example over 18 months?

• Could you describe the process for identifying when a NHS trust is placed on the ‘challenged 
provider’ list?

• Do you have a view on why some NHS trusts end up on the ‘challenged provider’ list but avoid 
entering Special Measures?
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Policy and interventions (NHS Improvement)
We would like to understand more about the specific quality support mechanisms or interventions 
issued by NHS Improvement to trusts that enter the Special Measures regime for Quality or are placed 
on the challenged provider list.

• What are your perceptions of the interventions used by NHS Improvement to improve quality in NHS 
trusts placed in Special Measures for Quality, such as:

◦	 appointment of an ID
◦	 buddying with another (higher performing) trust
◦	 access to funds to spend on quality improvement
◦	 senior executive and/or board leadership change.v

• What are the aims of each of these different mechanisms?
• What outcomes or impacts do you expect from each of these? [PROMPT]

◦	 How are these achieved locally?

• What is the process for choosing the types of support mechanisms or interventions that trusts 
receive? [PROMPT]
◦	 To what extent are trusts involved in these discussions?
◦	 Is the process different for challenged and special measures trusts?

• In your opinion, is it better to deliver some of these interventions or support mechanisms together – 
as a bundle of support for example? [PROMPT]

◦	 Do you have a sense of which intervention – or combination of interventions – work well in NHS 
organisations in Special Measures or challenged? Why is this?

• Do you know where the specific interventions used in the Special Measures regime originate from, 
such as the policies or frameworks that have encouraged their use over time?

• Do you observe any of the improvement interventions listed above to work better in certain types of 
trusts or contexts than others? [PROMPT]
◦	 ambulance or mental health trust or an acute trust
◦	 rural or urban areas
◦	 small or large trusts
◦	 different organisational cultures or health system contexts

• In your experience, how do NHS organisations receiving the NHS Improvement support interventions 
tend to respond?

◦	 Does their response change over time?

• What are the common difficulties or barriers that NHS organisations face when in Special Measures 
for Quality and implementing these support interventions?

• Has the implementation of these interventions ever led to any unanticipated negative outcomes in 
any NHS trusts?

• What types of actions do you think NHS leaders, CEOs and the board should undertake to exit 
Special Measures or leave the challenged provider list and sustain exit?

• Do you have any other comments about the role of CEOs and the board in supporting health-care 
organisations to promote quality improvement over time? [PROMPT]

◦	 For example, what organisational skills or capabilities they should seek to develop?
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• Are there any other quality improvement interventions or NHS policies that we should be aware of in 
this study and support quality improvement in challenged NHS trusts or those in Special Measures?

• Is there anything you would like to add that we have not covered?

Interview topic guide: national interviews – CQC (version 4.0,  
10 January 2019)

General introduction and background

• To begin, could you tell me about your professional background? [PROMPT]

◦	 How long have you worked at the CQC?
◦	 How long have you been in this particular role?

• What are your main areas of responsibility?
• In terms of this organisation’s governance, what committees or agencies do you report to and how 

often is this? [PROMPT]

◦	 Board.
◦	 NHS agencies or central government (e.g. NHS Improvement/NHS England/DHSC).

The Special Measures Regime: general
We are looking at the special measures regime for quality and the impact of different types of 
interventions delivered within trusts by NHS Improvement.

• What do you see as the main aim of the Special Measures regime for Quality?
• Could you describe the typical process that occurs when NHS trusts enter Special Measures for 

Quality, from a regulatory perspective? [PROMPT]

◦	 How is a decision reached about whether to place a trust in Special Measures for Quality? For 
example, if it receives an ‘inadequate’ rating.

◦	 What evidence or type of informs the decision?

• Once a trust enters Special Measures for Quality, how does the CQC work with other organisations 
in the health system to make improvements at that trust, for example:

◦	 How do the CQC and NHS Improvement work jointly?
◦	 What information is shared?

• How does the CQC monitor a trusts performance after they are placed in Special Measures for 
Quality? [PROMPT]

◦	 Do you collect specific types of data for trusts in Special Measures for Quality to 
track improvements?

◦	 Does a trust have to collect or send specific data to the CQC?

• Does the CQC follow up at intervals with the trust?
• Could you explain how the process of re-inspection of a trust in Special Measures works in practice?
• Does the CQC also have a role in identifying NHS trusts on the ‘challenged provider’ list? [PROMPT]

◦	  [If so]: how does the CQC work with NHS to address quality issues in challenged provider?
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• Does the CQC have a role in decisions about whether, and when, a trust exits or stays in Special 
Measures for Quality?

◦	 Does the CQC have a role in decisions about whether and when a trust leaves the Challenged 
Provider ‘watch list’?

Specific interventions
• What are your perceptions of the interventions used by NHS Improvement to improve quality in NHS 

trusts placed in Special Measures for Quality, such as the following: [PROMPT]

◦	 Appointment of an ID.
◦	 Buddying with another (higher performing) trust.
◦	 Access to funds to spend on QI.
◦	 Senior executive and/or board leadership change.
◦	  [PROMPT]: Any others not listed?

• Do you know where the specific interventions used in the Special Measures regime originate from – 
such as which policies or frameworks have encouraged their use over time?

• What outcomes or impacts do you expect from each of these?
• Do you have a sense of which type of intervention – or combination of interventions – works well in 

NHS organisations with quality issues? And why?
• Do some quality improvement interventions work better in certain types of trusts or local health 

systems than in others? [PROMPT]

◦	 ambulance or mental health trust or an acute trust
◦	 rural or urban areas
◦	 different organisational cultures or health system contexts?

• In your experience, how do NHS organisations receiving the NHS Improvement support interventions 
respond initially?

◦	 Does their response change over time?
◦	 What are some of the barriers they face when implementing these interventions?

• In your view, do the interventions lead to sustainable quality improvement in trusts over time? 
[PROMPT]

◦	 In your view, how attributable are improvements in quality to the NHS Improvement interventions 
discussed above?

• Has the implementation of these interventions ever led to any unanticipated negative outcomes in 
any NHS trusts?

• What types of actions would you recommend trust CEOs and boards undertake to improve quality 
and exit Special Measures permanently?

• Do you have any other comments about the role of NHS system leaders, CEOs or trust boards in 
supporting health-care organisations to promote quality improvement over time? For example, the 
organisational skills or capabilities they should seek to develop.

• Is there anything you would like to add that we have not covered?
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Interview topic guide: trust case studies (internal interviewees) (version 2.0, 24 
February 2019)

Introduction/warm-up

• What is your role in this organisation?
• How long have you worked here for?
• To confirm, were you working in this organisation when it was placed on the challenged provider list?

Special Measures for Quality/Challenged Provider: background

• Could you describe any specific quality issues that have been previously identified in this trust in 
CQC inspections?

• Have any other issues been identified in this trust by NHS Improvement or the Department of Health 
and Social Care?

• Was this during a visit from a regional team or central team?
• Do you think it was necessary for this organisation to be placed in SMQ/CP?
• What has been the short-term impact of being placed in SMQ/CP?
• How did staff respond to the news?
• Was there an impact on recruitment or workforce retention?

NHS Improvement interventions

•  [Unprompted]: Has this organisation received support from NHS Improvement to make changes in 
performance and quality?

•  [If yes, please describe]
• When did this begin?
•  [Prompted]: Has this organisation received any of the following interventions from 

NHS Improvement?

◦	 appointment of an Improvement Director
◦	 appointment of a ‘buddying’ trust
◦	 funding dedicated to quality improvement activities.

• [For each of the above that is mentioned] Do you recall when this intervention began?
• [For each of the above that is mentioned] Do you recall for how long the intervention was received?
• What was your experience of the intervention?
• Do you think the intervention(s) supported this organisation to make changes? [If so] how?
• Have changes in senior leadership or governance been recommended by NHS Improvement, an ID or 

the regulator?
• Did an ID develop a quality improvement plan with this organisation? [If so]:

◦	 Was this plan helpful?
◦	 Were any recommendations unhelpful?
◦	 Were any recommendations particularly challenging to implement?

Deployment of resources to deliver QI and opportunity costs

• Have there been direct costs to this organisation of being placed on in SMQ/CP?
• Have there been direct costs to this organisation to implement the kinds of improvements 

recommended by NHS Improvement or the CQC? If so, could you provide some examples?
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•  [If not discussed above]: Has this organisation applied for QI funds from NHS Improvement to drive 
quality improvement locally?

• If so, how was this money allocated locally? What was it used for?
• Has this organisation changed how you allocate staff time or resources in the organisation?
• Do any new activities prompt a trade-off in terms of staff time or resources?

Quality improvement knowledge and organisational capabilities for QI

• Have you applied any quality improvement methodologies in this organisation? For example, Lean, 
Virginia Mason, PDSA cycles, IHI.

• Do you use any other management tools or information systems to monitor quality improvements in 
the organisation?

• Have you started to collect any new types of data to monitor changes in performance since being 
placed in SMQ/CP?

• Have you implemented any service innovations to support better outcomes, quality or patient 
experience since being placed in SMQ/CP?

• Has this organisation brought in external management consultants or external experts to support 
performance or quality improvement? If so, did this bring about any changes locally?

• Does the organisation engage with patients and the public around quality issues? If so, how does this 
work in practice?

Local health economy and stakeholders (outer context)

• Does this organisation have any important strategic or collaborative partnerships with other local 
providers or commissioners?

• If so, how does this arrangement work in practice?

Wrap up questions

• On reflection, what has been most helpful to this organisation to support any changes in quality and 
performance over time? [PROMPT]

◦	 funding
◦	 NHS Improvement interventions
◦	 leadership/governance changes
◦	 other.

• What advice would you give to other health-care organisations seeking to improve their performance 
and avoid entry into SMQ/CP?

• Anything else we should be aware of or that you would like to add?

Interview topic guide: trust case studies (external interviewees) (version 2.0,  
26 March 2019)

Preliminaries

• Ensure participant has reviewed information sheet and signed consent form/sends digitally in case of 
telephone interview.

• Explain plans for feedback and dissemination.
• Seek permission to record.
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Questions

Introduction/warm-up

• What is your role in this organisation?
• How long have you worked here for?
• What are your main responsibilities?

Special Measures for Quality/Challenged Provider
• Have you had any formal involvement with [trust name] since it has been in SMQ/on the CP list?
• Have you reviewed the case of [trust name] in relation to the SMQ or CP regimes?
• Are there any specific quality issues that you are aware of in this trust?
• Do these quality issues have any impact on your organisation or you in your professional role?
• Do you think it was necessary for this organisation to be placed in SMQ/on the CP list?
• In your opinion, what is the purpose of the SMQ/CP regime? What are the outcomes it hopes to 

achieve and how will it achieve them?
• What was the short-term impact of this trust being placed in SMQ/on the CP list? Has this had an 

impact on the local system?
• Has this had an impact on local staff, patients or the public in your view?
• Has your organisation worked with the trust to help it make changes in practice in response to the 

trust being placed in SMQ or CP? If so, please can you give an example.
• Are there any local or regional collaborations within this health system to support quality 

improvement, including in [trust name]?
• Are you aware of any financial or capital investments to drive quality improvements in [trust name] 

that have been made since it was placed in SMQ or on the CP list?
• Do you have regular meetings with other organisations, such as NHS Improvement and CQC, in 

relation to trusts in SMQ or CP in your region to discuss NHS provider performance and quality? If 
so, how often is this? What is usually discussed at meetings? Who attends?

• What specific data for trusts in SMQ in your area do you collect and discuss on a regular basis?

NHS Improvement interventions
• Are you aware of any interventions used by NHS Improvement to improve quality in NHS trusts 

placed in Special Measures for Quality, such as: [PROMPT]

◦	 appointment of an ID
◦	 buddying with another (higher performing) trust
◦	 access to funds to spend on quality improvement
◦	 senior executive and/or board leadership change.

• Are you aware of any other formal or informal quality improvement interventions?
• [If aware] In your experience, how do NHS organisations receiving the NHS Improvement support 

interventions tend to respond?
• What are the common difficulties or barriers that NHS organisations in your region face when in 

SMQ or CP and implementing these support interventions?
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Wrap up questions and close

• On reflection, what is most helpful to organisations in your region to bring about lasting changes in 
quality and performance over time? [PROMPT]

◦	 funding
◦	 NHS Improvement interventions
◦	 leadership/senior management team changes
◦	 other.

• What advice would you give to other regions with health care organisations seeking to improve their 
performance and avoid entry into Special Measures for Quality or the CP list?

• Anything else we should be aware of or that you would like to add? Is there anyone else you would 
recommend we speak with about these issues in the local health system?
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Appendix 2 Board maturity framework 
observation template

Template for mapping meetings and papers to the ‘Organisational Maturity Framework’ adapted 
from Jones et al.18 This is an Open Access article distributed in accordance with the terms of the 

Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt 
and build upon this work, for commercial use, provided the original work is properly cited. See: https://
creativecommons.org/licenses/by/4.0/. The text below includes minor additions and formatting changes 
to the original text.

Dimension Notes 

1. QI as a board priority

• QI position on agenda
• Time spent on QI
• Evidence of time spent on QI elsewhere, e.g. quality subcommittees/scrutiny committees or other gover-

nance structures for QI
• Time spent on QI vs. QA
• Are board members trained on QI?
• Involvement of external organisations to provide training or support evaluation of QI
• Using external networks for learning, e.g. research or discussions with other trusts

2. Using data for improvement

• Data used for QI not just QA
• Use of dashboard for QI or performance tracking
• Proactive or reactive data use
• Are data presented in a meaningful format? E.g. clear and readable/based on statistical evidence
• Are agreed actions (or rejected actions) based on data and appropriately evidence based
• Is a range of data considered? E.g. case notes/patient surveys/soft intelligence, such as ward rounds and 

complaints
• Are QI data linked to other data? Is there evidence of drilling down into the data?
• Is there evidence of linkage and triangulation of data from different sources in discussions

 

3. Familiarity with current performance

• Frequent consideration of current performance – through questioning and self-examination
• Benchmarking with other organisations and method used
• Awareness of available data
• Awareness of where data needs to be improved
• Attitude or culture relative to improvement, e.g. striving for excellence/complacent

4. Degree of staff involvement

• Are staff involved and prioritised in the development of QI strategies, e.g. quality accounts
• Evidence of staff training on QI and QI infrastructure, e.g. ‘QI institutes’
• Are staff involved in board meetings?
• Are staff the focus of board meeting discussions around QI and QI infrastructure?

5. Degree of public/patient involvement

• Are patients/public involved, engaged or prioritised in QI and QA?
• Patients/public directly involved at the meeting or QI focused sub-committee meetings
• Patients/public a focus of board meeting discussions

6. Clear systematic approach

• Number of priorities
• Priorities clear and well specified
• Are priorities largely driven externally or internally?
• Is there both short-term and long-term QI planning?

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
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Dimension Notes 

7. Balance between clinical effectiveness patient experience and safety

• Balance

8. Dynamics

• How do board members challenge and ask questions of each other?
• Number of board members with a clinical background
• Role of lead clinicians (e.g. chief nurse/medical director) on the board, e.g. voicing knowledge, involved inter-

pretation of data, involved in a range of discussions

 

QA, quality assurance; QI, quality improvement.
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Appendix 3 Summary of actions from the 
patient and public involvement peer review 
process
PPI ‘light touch’ peer review of SMQ protocol  

Recommendation Action

Include analysis of which interventions work 
better than others

We updated one of our RQs to ask what features of trusts in SMQ/
challenged provider regimes contribute to their differing perfor-
mance trajectories. We reworked our quantitative analysis section 
to try to look at improvement actions against different outcomes. 
We may be able to compare these outcomes with trusts that have 
not received this intervention to better understand the impact of the 
intervention

Include investigation of what data trusts use to 
track improvements

We will also be asking the trusts what type of data they use, which 
may highlight differences between trusts and something that works 
well

More clarity about RSET SMQ project team 
organisation

We added a section on project management of peer review of SM 
protocol

How does SMQ impact (1) patient referrals, (2) 
patient choices of provider and (3) staff recruit-
ment and retention

We will be conducting interviews with patient groups, which may 
uncover some of this (although it is not the main intention of the 
interview), we will also be undertaking an exploratory study to see 
if there is an effect on staff retention/recruitment within trusts in 
SMQ

Include a brief lay summary of all RSET outputs We have updated our dissemination plan to include the production 
of more accessible outputs that would summarise results for a range 
of audiences, including patient groups
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Appendix 4 Snowball technique for five waves 
of searches (phase 1)
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Appendix 5 Further details on the statistical 
aspects of the analysis

z-scoring methodology

We applied a z-scoring approach to standardise the deviations of a trust’s outcomes from the national 
mean. This was necessary because national means change seasonally and often follow trends that 
consistently increase or decrease over time.

z-scores are calculated from the following formula:

z =
(observed− expected)

standard deviation  (1)

The indicators we analysed were binomial, representing rates or proportions and the scores we 
calculated with the above formula were skewed. Therefore, we reduced skewness using a square root 
transformation of the data.

The z-scoring formula for our transformed binomial observations, therefore, becomes:

z =
(
√
P−

√
π)2

√
n√

π  
(2)

where p is the observed proportion, π is the expected proportion and n is the size of the population (i.e. 
the number of trusts). The direction of the skewness depends on the proportion being used. With any 
proportion, there is a choice between using p or 1 – p, and the square root transformation works best if 
we choose the smaller of these for our observations (i.e. we work with breaches of the 4-hour ED target 
rather than percentage achievement).

In all cases, we found that z-scores calculated in this way were over dispersed. To overcome this, we 
assumed additive overdispersion and adjusted these z-scores accordingly.124

z-scores from the SHMI mortality indicator

Although the SHMI is already standardised against an expected value of 1, the variances change from 
one period to the next, so that similar values may be an outlier one-quarter, but within acceptable limits 
for another quarter. To adjust for changing variances we, again, applied a z-scoring approach but used 
a different methodology as SHMI control limits already adjusted for additive overdispersion and a log 
transformation rather than a square root transformation is used to overcome skewness.

For the SHMI, additive overdispersion is assumed whereby, for a SHMI value y:

log(y) ∼ N(θ,σ2) (3)

and:

θ ∼ N(0, τ2) (4)



130

NIHR Journals Library www.journalslibrary.nihr.ac.uk

APPENDIX 5 

where:

σ2 ∼=
1

Expected (5)

Therefore:

z =
log(y)√
σ2 + τ2  (6)

We can find the denominator from the two standard deviation upper or lower limits quoted for y in the 
published data.155

If u denotes the upper limit, then the z-score at the upper limit:

1.96 =
log(u)√
σ2 + τ2 (7)

so that:

√
σ2 + τ2 =

log(u)

1.96  (8)

Therefore:

z = 1.96
log(y)

log(u) (9)

Interrupted time series

Using our z-scoring approach for each indicator, we created time series for each challenged or special 
measures trust. The interrupted time series method enabled us to analyse trends in these z-scores, 
and whether or not there were any significant changes to these trends after trusts entered the regime 
and any further changes once they had left. Separate time series were analysed for each trust and then 
pooled to create overall trends for each indicator.140

The data series were monthly with two exceptions, ED 4-hour waits and SHMI, for which we used 
quarterly data because of what was available (monthly data are now being collected but did not go back 
far enough for these indicators). The length of the pre-intervention period was chosen as 18 months for 
each indicator, and 24 months for the cancer waiting time indicators owing to their greater stability.

We tested for autocorrelations by calculating Durbin–Watson statistics for each series. There was less 
evidence of autocorrelations among the ED, cancer and caesarean section indicators, but clear evidence with 
the others. (The SHMI is clearly autocorrelated because, although it is reported quarterly, each value refers 
to a whole year, which means successive quarters overlap by 9 months.) For the series for which there was 
evidence of autocorrelation, we accounted for it by introducing appropriate lagged variables into the models.

We applied two interrupted time series models. For trusts that were still in SMQ/CP by September 
2019, or had only recently left, the time series had only one change point at the moment when trusts 
entered the quality regime. For trusts that had left and had more than two data points after leaving, the 
time series had two change points: one on entry and the other on exit.
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If the trust enters the regime at time t1, the first case the model had the form:

y = β0 + β1T + β2I+ β3T
∗ (10)

where T is the time since the start of the series; I is a binary variable that = 1 for T > t1; T* is the time 
since the regime starts: = 0 for T < t1; and = T – t1 for T ≥ t1.

If the trust leaves the regime at time t2, then the second model applies and has the form:

y = β0 + β1T + β2I+ β3T
∗∗ (11)

where:

T* = 0 for T < t1 and T ≥ t2;

T* = T – t1 for t1 ≤ T < t2

T** is the time since the trust leaves the regime: = 0 for T < t2 and = T – t2 for T ≥ t2

With this formulation, β4 reflects the degree to which the trend after exit differs from the trend before 
the trust enters the regime, and thus any longer-term impact on trend.

All analyses and calculations were performed using combinations of Microsoft Excel® (Microsoft Corporation, 
Redmond, WA, USA; 2016) and SAS® software (version 9.4) (SAS Institute Inc., Cary, NC, USA).
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Appendix 6 Summary of quality improvement 
interventions, methods and techniques utilised 
by trusts
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Appendix 7 Themes from the NHS staff 
survey
1. Organisation’s actions on quality, diversity and inclusion: concerns the fair acting of the organisation with regard to 

career progression/promotion, regardless of ethnic background, gender, religion, sexual orientation, disability or age.
2. Promotion of staff’s health and well-being: concerns the opportunities for flexible working patterns within the organi-

sation, as well the positive actions that organisation takes on health and well-being.
3. Support to staff from immediate managers: concerns the support, clear feedback, opportunity to be trained that the 

employees get from the immediate manager.
4. Quality of staff’s appraisals: concerns the usefulness of the health-care staff appraisals in improving performance, the 

job objectives and the reflection of the values of the organisation in the appraisal process.
5. Staff’s satisfaction with quality of care: concerns the level of satisfaction with the quality of care that staff provide to 

patients/service users and also the aspirations that they have regarding quality of care.
6. Staff’s experiences with bullying and harassment: concerns staff experiences of harassment, bullying or abuse at work 

from patients/service users, their relatives or other members of the public, from managers and from their colleagues.
7. Staff’s experiences with violence: concerns staff experience of physical violence at work from patients/service users, 

their relatives or other members of the public, from managers and from their colleagues.
8. Staff’s experiences with safety: concerns staff experiences with errors, near misses or incidents and also the organisa-

tional culture around reporting and dealing with unsafe clinical practice and patients’ concerns.
9. Staff engagement: concerns level of job satisfaction, opportunities for showing own initiative and to improve the stan-

dard of care delivered, as well as the overall satisfaction with the care delivered in own organisation. 

Source: Findings from NHS (2018). Technical guide to the 2018 staff survey data.138
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Appendix 8 Identification of deliveries and 
emergency caesarean sections within Hospital 
Episode Statistics Inpatient Care data

P 
atient selection criteria:

• Type of episode is classed as a “delivery episode” (EPITYPE = 2) or “other delivery event”  
(EPITYPE = 5).

• Place of delivery is an NHS hospital (DELPLAC_1 ≠ 1, 5, 6).
• Episode has finished (EPISTAT = 3).
• Patient classed as: “ordinary admission” (CLASSPAT = 1), “day case admission” (CLASSPAT = 2) or 

“mothers and babies using only delivery facilities” (CLASSPAT = 5).

All deliveries are identified by any of the following OPCS procedure code occurring within any of the 
fields OPERTN_01 to OPERTN_24:

• R17: Elective caesarean delivery;
• R18: Other caesarean delivery;
• R19: Breech extraction delivery;
• R20: Other breech delivery;
• R21: Forceps cephalic delivery;
• R22: Vacuum delivery;
• R23: Cephalic vaginal delivery with abnormal presentation;
• R24: Normal delivery;
• R25: Other methods of delivery, including:

◦	 R251: Caesarean hysterectomy;
◦	 R252: Destructive operation to facilitate delivery;
◦	 R258: Other specified;
◦	 R259: Unspecified.

Emergency caesarean sections are identified by one of the following:

• R18 (Other caesarean delivery);
• R251 (Caesarean hysterectomy).
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