Imagine a mid‑sized NHS hospital that says its strategy is “patient‑centred, learning‑oriented, and innovative.” In practice, staff complain about paperwork, hierarchy, and fear of blame.
Stories
· Informal stories staff tell include “consultant X who shouted at a junior in theatre” and “the matron who ‘saved’ the ward by working 16‑hour days.”
· Success stories focus on “coping under pressure” and “never cancelling clinics,” while stories of people raising safety concerns are framed as “trouble‑making.”
Rituals and routines
· Daily life is dominated by handover meetings that routinely overrun, where senior clinicians speak first and others rarely challenge.
· Incident‑reporting is officially encouraged, but in practice people rush it, and there is no visible feedback loop, so the routine reinforces a sense that speaking up is risky and pointless.
Symbols
· The hospital entrance has plaques naming senior consultants and executives, but no visible recognition of nurses, HCAs, or porters.
· Offices for senior staff are on a separate floor, while cramped shared spaces on the wards signal low status for frontline staff.
Organisational structures
· The formal structure is highly hierarchical, with clear professional silos (medicine, nursing, management) and long chains of approval for decisions.
· Interdisciplinary working groups exist on paper, but they have little authority and meet infrequently, so real power sits with a small clinical elite.
Control systems
· Performance metrics focus on waiting times, throughput, and budget adherence rather than learning, reflection, or patient‑reported experience.
· Appraisals emphasise meeting activity targets; there is limited formal recognition for mentoring, quality improvement, or innovation.
Power structures
· Senior consultants and a few long‑serving managers dominate key decisions; junior staff and patients have little voice.
· People known to “get things done” are those who can bend rules to hit targets, not those who model collaboration or learning.
Inferred paradigm
From these elements, a plausible paradigm at the centre of the web might be:
· “We are a pressured, heroic, target‑driven hospital where strong leaders keep the system going; challenge is risky, and output matters more than learning or voice.”
You can then:
· Compare this “as‑is” web with the desired paradigm (e.g. “safe, learning, patient‑partnered care”) and map which stories, routines, symbols, structures, controls, and power relations would need to change.
· Turn that into concrete actions: changing recognition schemes, redesigning handovers, creating visible feedback from incident reports, altering metrics, and opening up power through shared governance.

