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[bookmark: _Toc198946850]Abstract
This dissertation examines the causes and effects of organisational misalignment between NHS frontline staff and management, focusing on communication, governance, and worker engagement. This research examined how opposing views impact morale, decision-making, and patient care. A quantitative survey was conducted with 50 NHS professionals across clinical and non-clinical roles using structured, closed-ended questions.
 
Descriptive data showed minimal management expertise (M = 2.84), poor communication flow (M = 2.80), and healthcare professionals felt excluded from decision-making. The study indicated substantial relationships between staff position and alignment perceptions (χ² = 58.8, p <.001) and decision input and emotions of value (χ² = 50.1, p <.001). These data supported the idea that these two parameters are strongly correlated. Spearman’s rho correlations demonstrate substantial ties between alignment and work satisfaction (ρ =.759, p <.001). Additionally, misalignment negatively impacted patient care (ρ = –.804, p <.001). 

Findings confirm that hierarchical divides, limited trust, and symbolic participation fuel organisational fragmentation. The study recommends embedding co-production in ICS governance, mandating clinical-executive shadowing, and implementing real-time staff feedback dashboards. These actions may restore trust, boost staff retention, and enhance patient care.

Keywords: NHS, frontline staff, misalignment, organisational trust, social capital, decision-making, governance, healthcare leadership, employee engagement, patient care.



Table of Contents
Acknowledgements	2
Abstract	3
Chapter 1: Introduction	6
1.1 Background	6
1.2 Problem Statement	7
1.3 Aim and Objectives	7
1.4 Research Question	8
1.5 Significance/Rationale	8
Chapter 2: Literature Review	9
2.1 Theoretical Foundations	9
2.1.1 Social Capital Theory	9
2.1.2 Organisational Trust Models	9
2.1.3 Conceptual Model	10
2.2 Key Themes in the Literature	11
2.2.1 NHS Organisational Structure and Culture	11
2.2.2 Managerialism in the NHS	11
2.2.3 Communication and Decision-Making in Healthcare Organisations	12
2.2.4 Consequences of Misalignment and Impact on Staff Morale and Patient Care	13
2.2.5 Strategies for Alignment and Improvement	14
2.3 Gaps in Existing Research	15
Chapter 3: Research Methodology	16
3.1 Research Design	16
3.1.1 Research Philosophy and Approach	16
3.1.2 Research Method	17
3.1.3 Research Strategy	17
3.1.4 Time Horizon	18
3.1.5 Techniques and Procedures	18
3.2 Sampling Strategy	18
3.3 Ethical Considerations	19
Chapter 4: Findings and Data Analysis	20
4.1 Demographic Profile of Respondents	20
4.2 Causes of Misalignment	22
4.3 Impact on Staff Morale and Patient Care	27
4.4 Governance Structures and Accountability	32
4.5 Strategies for Improvement	35
4.6 Discussion	37
Chapter 5: Conclusion and Recommendations	40
5.1 Summary of Key Findings	40
5.2 Recommendations	40
5.3 Limitations of the Study	41
5.4 Suggestions for Future Research	42
References	43
Appendices	48
Appendix A: Survey Questionnaire	48






[bookmark: _Toc198946851]Chapter 1: Introduction
[bookmark: _Toc198946852]1.1 Background
The National Health Service (NHS) is one of the largest publicly funded health systems globally. NHS Digital (2024) estimates that the NHS employs 1.3 million people and treats millions of patients yearly. The National Health Service includes acute hospital trusts, mental health trusts, community care providers, and primary care services. NHS England oversees these groups’ policies. The service has a hierarchical and managerial structure with centralised strategic decision-making but decentralised operational delivery. Effective internal communication and management-caregiver alignment are needed to accomplish this complicated structure (Ham, 2020).
Alignment between NHS frontline staff and management is critical to maintaining system efficiency, staff satisfaction, and patient care. Effective cooperation strengthens an organisation’s resilience, fosters shared accountability, and improves patient care, according to West et al. (2015). However, reliable alignment is rare, particularly in systems with differing clinical and administrative cultures. According to Leys and Player (2011), frontline practitioners may prioritise autonomy, patient-centred care, and relational practices, whereas management may prioritise financial control, systemic efficiency, and performance metrics. If there is no feedback loop between these two groups, miscommunications and operational disconnections may hurt corporate performance and staff morale (James et al., 2024).
In recent years, the NHS has faced increasing organisational issues that have inhibited alignment. These factors include rising service demand, personnel shortages, budgetary limits, and performance-based management system demands. According to Currie et al. (2009), employee-management friction has increased, notably over decision-making autonomy, task constraints, and worker recognition. The shift toward managerialism—defined by Pollitt (1990) as the concentration on efficiency, standardisation, and hierarchical control has separated policy goals from clinical experiences. These interactions raise conceptual problems about how healthcare companies retain coherence and a single goal despite structural and cultural difficulties.

[bookmark: _Toc198946853]1.2 Problem Statement
There is a problem in the organisational dynamics between NHS staff and management. Despite the fact that clinical staff and managers should work collaboratively to ensure high-quality patient care, a systemic misalignment persists, evidenced by staff dissatisfaction, communication breakdowns, and policy-practice disconnects (Ham, 2020; NHS Staff Survey, 2023). This problem negatively impacts frontline morale, staff retention, and patient outcomes (Leys and Player, 2011).
This misalignment has serious negative impacts on staff morale, retention, and quality of care. Only 25% of NHS staff believed their employer appreciated their efforts, and 42% expressed burnout due to working stress (NHS Staff Survey, 2023). These figures indicate a culture where workers’ opinions are ignored and management choices are perceived as authoritarian and disconnected from reality (Checkland et al., 2013). 
A possible cause of this problem is the rise of managerialism in healthcare, private sector management approaches prioritising control, uniformity, and financial supervision typically overshadow professional autonomy and participatory governance. This cultural and institutional change has separated system administrators and operators, eroded trust and causing operational inefficiencies (Currie et al., 2009). 
This dissertation investigates the degree of misalignment between frontline NHS workers and management and the causes of it using primary survey data from selected NHS Trusts. The study will uncover perceived barriers, examine how misalignment affects staff engagement and care, and provide ways to increase alignment and organisational cohesiveness.

[bookmark: _Toc198946854]1.3 Aim and Objectives
Aim: The aim of this research was to explore the causes and impacts of the misalignment between NHS frontline staff and management.
Objectives:
0. To identify perceived causes of misalignment between NHS frontline staff and management.
0. To assess the effects of misalignment on staff morale and patient care.
0. To recommend strategies to improve alignment within NHS organisations.

[bookmark: _Toc198946855]1.4 Research Question
RQ: What are the causes and consequences of misalignment between NHS frontline staff and management, and how can these be addressed?

[bookmark: _Toc198946856]1.5 Significance/Rationale
Understanding the NHS frontline-management conflict is essential to improving healthcare service supply, workforce welfare, and organisational resilience. The NHS is experiencing more decision-maker-care provider disagreements due to increased patient demand, personnel shortages, and budgetary constraints (Baird et al., 2017). Investigating this misalignment offers a timely opportunity to inform leadership practice and system design. According to West et al. (2015), companies succeed when leaders promote diversity, trust, and a common purpose. The research examines misalignment and its characteristics to provide evidence-based methods that improve internal cohesion, morale, and patient outcomes in NHS services. 
This study is crucial to satisfying the healthcare industry’s rising demand for grassroots participatory governance and feedback systems. Workers’ satisfaction with leadership involvement dropped in the National Health Service staff survey (2023), revealing structural communication and appreciation gaps. According to Currie et al. (2009), hierarchical administrative organisations typically collide with clinicians’ professional identities. This is particularly significant when measurements are used instead of clinical judgement. Analysing this relationship might help identify ways to strengthen leadership and organisational culture to prevent staff turnover. The findings also support national policy targets for staff retention and empowerment (NHS England, 2022). Government officials, NHS administrators, and professional organisations seeking to eradicate structural inequities and create more collaborative and efficient healthcare settings would benefit from the results.


[bookmark: _Toc198946857]Chapter 2: Literature Review
[bookmark: _Toc198946858]2.1 Theoretical Foundations
[bookmark: _Toc198946859]2.1.1 Social Capital Theory
Social Capital Theory emphasises the inherent importance of social networks, trust, and reciprocity, which enable individuals to work together and participate in common activities, according to Putnam et al. (1994) and Bourdieu (2011). Social capital in organisations is the degree to which people trust and connect with one other despite hierarchical or professional barriers. Putnam et al. (1994) recognised social capital as a key factor in the efficiency of organisations, especially public institutions with collaborative shared aims. The NHS, where patient outcomes rely on staff-management cooperation, needs more trust and connectedness. 
The Social Capital Theory has been challenged for its vagueness in operationalising trust and reciprocity (Portes, 2024). Even though the idea emphasises institutions’ “soft infrastructure” it has been criticised. According to Bourdieu (2011), unequal social capital distribution may increase power disparities. This has prompted enquiries into whether NHS institutions marginalise frontline perspectives. Despite its shortcomings, the idea is nevertheless useful for explaining NHS misalignment (Hafner et al., 2018). When healthcare practitioners and management lose trust and their connections break down, bridging social capital—the linkages that support coherence across hierarchical boundaries—may deteriorate. This research uses social capital to examine the contrasts between people and management and how to re-establish functional relationships (Baird et al., 2017). 

[bookmark: _Toc198946860]2.1.2 Organisational Trust Models
Organisational theory states that trust affects employee motivation, collaboration, and success. Mayer et al. (1995) describe trust as the readiness to expose oneself to vulnerability, based on the relationship partner’s assessed competence, compassion, and integrity. Trust is crucial for morale and involvement in the NHS, because frontline workers rely on management for unbiased judgements and honest communication. The model’s systematic understanding of trust creation and collapse provides a platform for investigating NHS inequities (Hafner et al., 2018). 
Bijlsma and Koopman (2003) attack organisational trust models for their static and linear architecture, which fails to represent emotional and relational complexity in working contexts. Hierarchical institutions like the NHS do not distribute trust equally. Administrators may control information and make judgements, which may make frontline workers feel violated in integrity or fairness. Gillespie and Dietz (2009) state that “trust asymmetry” might aggravate misalignment, particularly when hierarchical ideals collide with clinical experiences. However, trust models remain useful for spotting organisational flaws. This study examines how physical and mental misalignment might lead to a loss in relationship trust across staff groups. 

[bookmark: _Toc198946861]2.1.3 Conceptual Model
This research uses a conceptual framework to identify key organisational elements that affect the NHS frontline-management mismatch. It was informed by theoretical insights from Social Capital Theory (Putnam et al., 1994) and Organisational Trust Models (Mayer et al., 1995). This study was also driven by gaps in the literature on staff-management disconnects’ structural and relational causes. This framework guided the development of the survey instrument and analytical focus, aligning theoretical constructs with measurable items to assess perceptions across NHS roles.
[image: Generated image]
Figure 1 Conceptual Model

[bookmark: _Toc198946862]2.2 Key Themes in the Literature
[bookmark: _Toc198946863]2.2.1 NHS Organisational Structure and Culture
As a diversified, hierarchical organisation, the NHS has grown since 1948. NHS reforms include decentralisation, marketisation, and management autonomy (Ham, 2020). The NHS started with centralised governance. Following these changes, acute, mental health, and community trusts were created. These trusts were managed by executive management, but healthcare personnel were answerable to professional and regulatory agencies. Dual governance has led to contradicting institutional logics (Exworthy and Halford, 1998). Managerialism emphasises efficiency and performance measures. Other logic emphasises autonomy and patient-centred treatment via clinical professionalism. Cultural gaps have intensified since the New Public Management reforms, which blended corporate principles into public services and reduced physician autonomy and involvement (Pollitt, 1990). This structural divide affects communication, responsibility, and morale, particularly when management choices seem disconnected from clinical reality (Hafner et al., 2018). 
Cultural conflicts in NHS institutions have been extensively documented. Martin and Learmonth (2012) argue that management culture emphasises compliance, cost-efficiency, and control, whereas clinical culture promotes collaboration, compassion, and professional judgement. According to Checkland et al. (2013), opposing ideologies may cause distrust, role confusion, and operational inefficiency. West et al. (2015) believe that cultural misalignment, which arises when an organisation’s values collide with its workers’ identities, may negatively affect staff engagement and patient care. However, critics of this binary view caution against overgeneralising the divide, noting that hybrid roles (e.g., clinical managers) increasingly bridge the gap (Currie and Suhomlinova, 2006). The findings shows that hierarchical obstacles and segregated communication continue to hinder collaboration. Therefore, it is necessary to assess structure and culture concurrently to understand NHS workforce dynamics, notably the management-care provider gap. 

[bookmark: _Toc198946864]2.2.2 Managerialism in the NHS
Managerialism is the use of commercial management practices in public organisations. Managerialism prioritises efficiency, consistency, and quantitative outcomes above professional autonomy and relational care (Pollitt, 1990). New Public Management reforms in the NHS in the 1980s and 1990s sparked this idea. Goals, performance measures, and market accountability were implemented in these changes. According to Leys and Player (2011), these changes transferred authority from healthcare experts to administrators, causing control, trust, and decision-making issues. The establishment of “managers” as a separate job category widened the cultural distance between carers and administrators. Critics argue that managerialism has eroded professional discernment by focussing on “what gets measured” and inflexible standards (Hood, 1995). While some argue that it enhanced accountability and resource management, others highlight that it worsened morale and worker disengagement, especially when frontline conditions conflicted with statutory aims. 
According to Exworthy and Halford (1998), managerialism has shaped the workplace culture of monitoring, auditing, and goal-oriented leadership, which inhibits participative techniques. Checkland et al. (2013) found that NHS workers regarded strategy choices as top-down, which minimised clinical engagement and increased misalignment. According to West et al. (2015), overemphasising compliance may hinder creativity and psychological safety, which are essential to good treatment. However, not all scholars reject managerial principles entirely; some advocate for a hybrid model, where professional and managerial logics can be balanced (Noordegraaf, 2007). Clinical leadership positions indicate efforts to resolve these issues by incorporating frontline perspectives into strategic management. However, questions remain regarding how these activities are routinely integrated into management frameworks rather than reforming them (West and Bailey, 2023). Managerialism continues to have a major and contentious impact on NHS organisational culture. 

[bookmark: _Toc198946865]2.2.3 Communication and Decision-Making in Healthcare Organisations
High-performing hospitals must communicate well and make choices that include all stakeholders. NHS’s complicated and hierarchical structure hinders information flow between frontline workers and leadership (Checkland et al., 2013). In hierarchical firms, upward communication is typically twisted or filtered, misrepresenting frontline workers’ concerns, according to Tourish and Robson (2006). According to the Francis Report (2013), Mid Staffordshire’s problems were caused by a managerial culture that overlooked staff complaints. The NHS Constitution (Department of Health and Social Care, 2021) promises to include staff and recognise their accomplishments, but execution frequently falls short. According to Bailey et al. (2015), many employees see formal feedback processes as symbolic rather than substantive. Ineffective communication diminishes trust and hinders response and creativity. However, open, two-way communication improves teamwork and care results (James et al., 2024).
Decision-making processes in the NHS have historically been dominated by top-down governance. This strategy follows officially set objectives and is affected by performance management. Although administrative control has increased resource supervision, Leys and Player (2011) argue that it has reduced clinical autonomy and flexibility. Shared governance involves frontline workers in operational and strategic decision-making to address this issue. These methods follow Needham and Carr (2009)’s participatory leadership and co-production concepts. West et al. (2015) note that inclusive decision-making improves worker participation and responsibility, while tokenistic techniques may worsen disenchantment. NHS People Plan (NHS England, 2020) promotes compassionate leadership and staff participation in response to cultural transformation requests. Communication and decision-making are procedural and include power dynamics that affect workplace trust, morale, and service quality (James et al., 2024).

[bookmark: _Toc198946866]2.2.4 Consequences of Misalignment and Impact on Staff Morale and Patient Care
Studies have demonstrated that disagreements between frontline workers and management in healthcare institutions, notably the NHS, harm staff morale, engagement, and retention. Maben et al. (2012) found that inattentive or disengaged management erodes trust and increases emotional alienation. The NHS Staff Survey (2023) found that 25% of respondents felt valued by their professions and 42% experienced recurrent emotional weariness. Employee engagement and team cohesiveness need congruence between individual views and corporate leadership, according to West et al. (2015). Inadequate alignment may cause role conflict and stress, especially when authoritative directives replace professional discretion (Leys and Player, 2011). Due to regulatory constraints, personnel may suffer “moral distress,” which arises when they perceive they cannot act in patients’ best interests (Woods, 2020). Increased absenteeism, tiredness, and turnover impede worker sustainability and organisational learning. 
Employee well-being and patient treatment quality are affected by misalignment. Francis (2013) found that disengaged or demoralised clinicians had poorer patient satisfaction and more treatment errors. The King’s Fund reports that cultures with poor communication and leadership are more likely to have safety accidents and treatment inequities (Baird et al., 2017). Companies with collaborative and inclusive cultures have better results and team performance. According to Checkland et al. (2012), when workers feel excluded from decision-making processes, their commitment to the organisation’s goals weakens, which inhibits its flexibility and responsiveness. Disorganised personnel may also cause patients to feel disconnected care, which may lower system confidence. Correcting misalignment is crucial to treatment quality, patient safety, and NHS efficiency, not only for internal management. Active listening, inclusive leadership, and system-wide cultural transformation are needed for alignment (West and Bailey, 2023). 

[bookmark: _Toc198946867]2.2.5 Strategies for Alignment and Improvement
Participatory and inclusive leadership has been advocated in the NHS to reduce organisational misalignment. West et al. (2015) argue that compassionate, inclusive, and goal-oriented leadership improves staff involvement and patient outcomes. Participatory leadership supports co-production by including workers in decision-making rather than task completion, according to Needham and Carr (2009). In the NHS, however, co-production is often underutilised, with frontline staff reporting limited influence over decisions that affect their work (Bailey et al., 2015). Leadership development programs that improve managers’ clinical awareness may close this gap. According to Martin and Learmonth (2012), leaders who understand frontline realities may build trust and confidence. However, opponents like Alford (2014) caution that participation may be a symbolic gesture rather than actual engagement if power relations do not shift. 
Management and frontline personnel must communicate and use well-organised feedback channels to align. Tourish and Robson (2006) found that hierarchical structures generally tilt upward communication, which leads to decisions that ignore employee status. NHS data shows that just 25% of workers said that their employer responded to concerns (NHS Staff Survey, 2023). West and Bailey (2023) found that interdisciplinary teams and clinical leadership networks break down professional silos and foster mutual understanding. Decentralised decision-making boosts morale and responsibility. However, organisational culture determines lasting effect; superficial participation may harm trust (Checkland et al., 2013). Thus, alignment techniques must go beyond systemic change initiatives. Conversation, common objectives, and frontline empowerment are essential to government. This method ensures that alignment is not merely theoretical but grounded in fact (Hafner et al., 2018). 

[bookmark: _Toc198946868]2.3 Gaps in Existing Research
Although study has been done on organisational behaviour in healthcare, little has been done on misalignment between frontline workers and management in the NHS. Much of the study on leadership, culture, and system efficiency ignores the relational and structural gap between operational and strategic levels (Jeve et al., 2015). Even though Checkland et al. (2013) studied management views, it frequently misrepresents frontline workers. Despite being considered as symptoms rather than problems, reports like the Francis Inquiry (2013) and the NHS Staff Survey (2023) show that communication and morale concerns exist. Policy reviews by the King’s Fund and the Health Foundation emphasise organisational issues, but few empirical research capture frontline and administrative experiences concurrently. 
Most literature uses qualitative or case study methods. These methods are detailed but not generalisable. Quantitative study on professional attitudes is lacking in the NHS. A small amount of research uses formal, closed-ended questionnaires to quantify misalignment using explicitly specified criteria. This hinders the ability to find patterns or correlations between misalignment and outcomes like employee morale or health care (James et al., 2024). Research seldom employs theoretical frameworks to explain disconnection’s causes. Such frameworks include Social Capital Theory and Organisational Trust Models. This research uses primary, quantitative data to assess frontline and administrative workers’ perspectives to close these gaps, enabling a more balanced and measurable understanding of misalignment in NHS organisations.


[bookmark: _Toc198946869]Chapter 3: Research Methodology
[bookmark: _Toc198946870]3.1 Research Design
This study aimed to explore causes and impacts of misalignment between NHS staff and management. Using Saunders’ Research Onion, a quantitative, deductive approach was chosen to collect structured survey data, enabling objective analysis of perceptions across organisational roles.
[image: Saunders' Research Onion]
Figure 2 Saunders Research Onion

[bookmark: _Toc198946871]3.1.1 Research Philosophy and Approach
This study used a positivist paradigm, which holds that reality is objective, quantifiable, and independent of the researcher (Saunders et al., 2009). The study focused on observable traits like communication, trust, and organisational alignment, making a positivist approach applicable. By interpreting participant replies as quantitative data, the study sought to draw conclusions that may be applied to numerous NHS staff-management interactions. 
A deductive method was utilised to examine the projected linkages between the asserted causes of misalignment and the business effects. Structured, closed-ended survey questions enabled statistical analysis (Bryman, 2016). These questionnaires ensured data collection homogeneity. This strategy focused on predetermined constructs and reduced researcher bias. Since the organised framework allowed for the collection of a large quantity of data from a broad variety of NHS staff groups, it was ideal for clear and objective examination of trends and diverse perspectives.

[bookmark: _Toc198946872]3.1.2 Research Method
Quantitative research utilises numerical data to find patterns, correlations, and trends (Bryman, 2016). Quantitative research is positivist and uses quantifiable variables to expose objective truths, according to Saunders et al. (2009). Its importance lies in its ability to test theories, reproduce, and generalise. This research used a survey to collect organised data for employment comparisons and NHS misalignment tendencies. 
However, quantitative methods may lack depth and context. They may simplify complicated social processes by restricting answers to categories (Creswell and Creswell, 2017). They cannot record nuanced and subjective experiences that may illuminate misalignment’s origins or emotional effects, unlike qualitative methods. Qualitative methods like interviews and focus groups may provide in-depth research, but they take time and are harder to generalise owing to small sample numbers and interpretative interpretation. 
Despite its drawbacks, the quantitative technique was acceptable for this research since it evaluated attitudes across a larger sample size. A standardised, closed-ended survey allowed for speedy data collection, statistical analysis, and objective comparisons among NHS staff groups, which aligned with the research’s goals.

[bookmark: _Toc198946873]3.1.3 Research Strategy
This study adopted a survey research strategy to investigate the causes and effects of NHS frontline-management mismatch. Saunders et al. (2009) found the survey approach suitable for obtaining standardised and measurable data from a large sample quickly. The researcher used structured, closed-ended questions to analyse correlations between expected variables. The concept encouraged a logical approach, making it simpler to research themes discovered in the NHS’s vast literature across roles. It was appropriate for achieving the study goals via statistical analysis and comparative insights.

[bookmark: _Toc198946874]3.1.4 Time Horizon 
Data were gathered at one time for this investigation, using a cross-sectional time frame. This method appeared fit for the research’s goal of illuminating NHS frontline workers’ and management’s disagreements. Saunders et al. (2009) state that social researchers utilise cross-sectional designs to examine relationships throughout time. It is suitable for short-term research on the dynamics of the existing organisation and its employees because it allowed for the fast collection of data from a large number of participants without requiring them to be followed up.

[bookmark: _Toc198946875]3.1.5 Techniques and Procedures
3.1.5.1 Data Collection
This research utilised primary data from NHS workers who self-administered a survey. This ensured the findings reflected first-hand perceptions and experiences relevant to the research objectives. A systematic, closed-ended questionnaire was issued to NHS workers online to gather data. The key literature themes were used to develop the questionnaire. These themes included leadership, communication, and staff morale (West et al., 2015). The questions were arranged using Likert scales for uniformity and analysis. Participation was optional and replies were kept private to protect ethics.

3.1.5.2 Data Analysis
Statistical analysis was conducted using Microsoft Excel and SPSS software. Descriptive statistics were used to quantitative data to uncover trends in responses across several professions and enterprises. Cross-tabulations helped analyse correlations between factors including work type and perceived alignment. According to Saunders et al. (2009), this method permitted systematic survey analysis and comparisons across respondent groups. 

[bookmark: _Toc198946876]3.2 Sampling Strategy 
This research employed a non-probability purposive sample approach to focus on NHS frontline workers and managers who may give insights on staff-management interactions. This method was appropriate for accessing professional positions and organisational environments (Saunders et al., 2009). The survey of fifty people allowed for significant data collection and trend analysis. Purposeful sampling allowed the researcher to concentrate on cases with plenty of information (Palinkas et al., 2015), especially those with the largest role mismatch. The sample included several administrative and healthcare workers to gain a variety of viewpoints.

[bookmark: _Toc198946877]3.3 Ethical Considerations
In this study, informed consent, voluntary participation, and the right to withdraw were followed according to ethical norms for human participant research. Participants were given a piece of paper explaining the study’s goal, their participation, and that it was optional. Participants gave signed permission before the survey. The project followed British Educational Research Association guidelines (BERA, 2018). This protected individuals from coercion and harm and preserved their self-determination. Participants had no motivation to participate and may refuse to answer any question without penalty.
Participants’ privacy was maintained. No identifying information was collected, and the data were kept securely in accordance with the GDPR (2016/679). On encrypted devices, only the researcher and supervisor had access to the replies. The research design was executed with university study Ethics Committee permission. No direct patient data or clinical procedures were involved; therefore, NHS Health Research Authority (HRA) clearance was not needed; however, access to NHS staff was granted with institutional permissions. These measures were implemented to maintain the study project’s integrity and respect each participant’s rights and dignity (Flick, 2024).



[bookmark: _Toc198946878]Chapter 4: Findings and Data Analysis
[bookmark: _Toc198946879]4.1 Demographic Profile of Respondents
	What is your current role in the NHS?

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Doctor
	7
	14.0
	14.0
	14.0

	
	Nurse
	4
	8.0
	8.0
	22.0

	
	Healthcare Assistant
	10
	20.0
	20.0
	42.0

	
	Administrative/Clerical Staff
	5
	10.0
	10.0
	52.0

	
	Manager
	8
	16.0
	16.0
	68.0

	
	Another clinical role
	12
	24.0
	24.0
	92.0

	
	Another non-clinical role
	4
	8.0
	8.0
	100.0

	
	Total
	50
	100.0
	100.0
	


[image: ]
Among the 50 respondents, the largest group identified as holding “Another clinical role” (24%), followed closely by Healthcare Assistants (20%) and Managers (16%). Doctors made up 14%, while Administrative/Clerical staff accounted for 10%. Nurses and non-clinical roles each contributed 8%.  This distribution shows a balanced sample across clinical and administrative areas, with a little tilt towards clinical perspectives. Due to the vast diversity of positions, the study may assess attitudes across all operational responsibilities. The presence of non-traditional professions like “an alternative clinical role” in the NHS indicates a changing workforce with a diversity of job functions that affect the organisation’s dynamics.

	Years in NHS

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Less than 1 year
	12
	24.0
	24.0
	24.0

	
	1–5 years
	8
	16.0
	16.0
	40.0

	
	6–10 years
	14
	28.0
	28.0
	68.0

	
	11–20 years
	9
	18.0
	18.0
	86.0

	
	More than 20 years
	7
	14.0
	14.0
	100.0

	
	Total
	50
	100.0
	100.0
	


[image: ]
Regarding tenure, 28% of respondents reported 6–10 years of NHS experience, followed by 24% with less than one year. This suggests a mix of early-career professionals and experienced staff, which provides a valuable cross-sectional view of organisational alignment across service time. The remaining respondents were fairly evenly distributed across 1–5 years (16%), 11–20 years (18%), and more than 20 years (14%). The range of experience levels enhances answer reliability, which helps determine whether feelings of misalignment are transitory onboarding issues or ongoing organisational issues across tenure groups (Ward, 2019).

	Organisation Type

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Acute hospital trust
	4
	8.0
	8.0
	8.0

	
	Mental health trust
	6
	12.0
	12.0
	20.0

	
	Community services
	6
	12.0
	12.0
	32.0

	
	Primary care (e.g., GP practice)
	13
	26.0
	26.0
	58.0

	
	Ambulance service
	12
	24.0
	24.0
	82.0

	
	Other
	9
	18.0
	18.0
	100.0

	
	Total
	50
	100.0
	100.0
	


[image: ]
Participants came from a variety of NHS settings. Primary care (26%) and ambulance services (24%) formed the largest groups, followed by “Other” (18%) and mental health/community services (each 12%). Acute hospital trusts were the least represented at 8%. This variability suggests that misalignment is not limited to the NHS, enhancing the study’s applicability across other care settings. Acute and non-acute sectors (such as primary and community care) provide comprehensive insights into NHS organisational structures and communication systems, which affect alignment and employee experience (McCann et al., 2015).

[bookmark: _Toc198946880]4.2 Causes of Misalignment
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	Management Understanding of Frontline Challenges
	50
	1
	4
	2.84
	1.037
	-.466
	.337
	-.917
	.662

	Management Considers Frontline Concerns
	50
	2
	5
	3.90
	1.182
	-.571
	.337
	-1.220
	.662

	Opportunities to Input into Decisions
	50
	2
	5
	3.74
	1.084
	-.453
	.337
	-1.039
	.662

	Communication Flow Quality
	50
	1
	4
	2.80
	1.050
	-.463
	.337
	-.936
	.662

	Alignment of Priorities
	50
	1
	4
	2.90
	1.111
	-.539
	.337
	-1.083
	.662

	Valid N (listwise)
	50
	
	
	
	
	
	
	
	


Descriptive data show that managerial involvement and frontline operations vary significantly. Management’s understanding of frontline issues was considered low (mean = 2.84 on a scale of 1 to 4), as was communication (mean = 2.80). However, including decision-making and consideration of concerns received better ratings (means ranging from 3.7 to 3.9), but increasing standard deviations and negative skewness imply role disparities. NHS organisational studies have identified ongoing difficulties (McCann et al., 2015). These results support West et al. (2015), who found misalignments when frontline workers are excluded from important contributions. Hierarchical distance, inconsistent communication, and symbolic rather than substantive participation in decision-making processes was shown to induce misalignment.

	Crosstab

	Count  

	
	Management Considers Frontline Concerns
	Total

	
	Often
	Sometimes
	Rarely
	Never
	

	Current Role
	Doctor
	0
	0
	3
	4
	7

	
	Nurse
	0
	0
	0
	4
	4

	
	Healthcare Assistant
	0
	0
	4
	6
	10

	
	Administrative/Clerical Staff
	2
	3
	0
	0
	5

	
	Manager
	6
	2
	0
	0
	8

	
	Another clinical role
	0
	0
	4
	8
	12

	
	Another non-clinical role
	2
	2
	0
	0
	4

	Total
	10
	7
	11
	22
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	58.838a
	18
	.000

	Likelihood Ratio
	69.578
	18
	.000

	Linear-by-Linear Association
	6.825
	1
	.009

	N of Valid Cases
	50
	
	

	a. 27 cells (96.4%) have expected count less than 5. The minimum expected count is .56.


This crosstab shows a substantial correlation between personnel work and management’s attention to frontline problems (χ2 = 58.838, p <.001). Most nurses, healthcare assistants, and clinical personnel felt “rarely” or “never” acknowledged by management. However, all managers and most non-clinical workers said that management “often” or “sometimes” considers staff feedback. Inclusion tools may not work for frontline workers, even while management is aware of them. This discrepancy reveals institutional gaps. Bailey et al. (2015) found that evident but poor feedback methods may damage confidence. The findings suggest that professional positions strongly impact management responsiveness views, a primary cause of mismatch.
[image: ]
The chart shows managers and admin staff felt their concerns were often considered, while clinical staff, particularly nurses and healthcare assistants, mostly chose “rarely” or “never.” This highlights a clear perception gap between managerial and frontline roles, reinforcing concerns about exclusion from organisational decision-making.

	Crosstab

	Count  

	
	Opportunities to Input into Decisions
	Total

	
	Frequently
	Occasionally
	Rarely
	Never
	

	Current Role
	Doctor
	0
	0
	4
	3
	7

	
	Nurse
	0
	0
	4
	0
	4

	
	Healthcare Assistant
	0
	0
	5
	5
	10

	
	Administrative/Clerical Staff
	3
	2
	0
	0
	5

	
	Manager
	6
	2
	0
	0
	8

	
	Another clinical role
	0
	0
	6
	6
	12

	
	Another non-clinical role
	1
	3
	0
	0
	4

	Total
	10
	7
	19
	14
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	63.357a
	18
	.000

	Likelihood Ratio
	71.840
	18
	.000

	Linear-by-Linear Association
	4.156
	1
	.041

	N of Valid Cases
	50
	
	

	a. 28 cells (100.0%) have expected count less than 5. The minimum expected count is .56.


The second crosstab further confirms role-based disparity in participatory governance (χ² = 63.357, p < .001). Most medical practitioners, healthcare assistants, and other clinical professionals indicated they “rarely” or “never” got to weigh in on decisions. Most managers and administrative personnel reported being engaged “frequently” or “occasionally.” This supports the idea that hierarchical and professional inequalities affect NHS power allocation. The results support Exworthy and Halford (1998)’s claim that managerialism lowers clinical perspective in strategy design. Underutilisation of frontline clinical skills may lead to a culture of exclusion, which worsens organisational misalignment and may hinder adaptive and responsive service design in complex care settings.
[image: ]
Managers and clerical staff reported frequent input into decisions, while clinical roles—especially doctors, nurses, and healthcare assistants—mostly reported having “rarely” or “never” been included. This visual underscore hierarchical inequality in NHS decision-making structures, supporting evidence of a disconnect in participatory governance across staff groups.

[bookmark: _Toc198946881]4.3 Impact on Staff Morale and Patient Care
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	Effect on Daily Work
	50
	1
	4
	2.24
	1.135
	.463
	.337
	-1.171
	.662

	Management Influence on Job Satisfaction
	50
	1
	5
	3.50
	1.515
	-.587
	.337
	-1.245
	.662

	Feeling Valued by Management
	50
	1
	5
	3.36
	1.575
	-.564
	.337
	-1.341
	.662

	Impact on Patient Care
	50
	2
	5
	3.84
	1.184
	-.522
	.337
	-1.254
	.662

	Valid N (listwise)
	50
	
	
	
	
	
	
	
	


The sense of misalignment strongly affects worker well-being, according to descriptive data. On a scale of one to four, the impact on daily work averaged 2.24, indicating a moderate to significant influence. A positive skew suggests substantial disruption for certain responders. Despite low mean values of 3.50 and 3.36 for work satisfaction and perceived managerial worth, large standard deviations show that people have had diverse experiences. The perception of patient care was more negatively affected (mean = 3.84), aligning with Francis (2013), who highlighted that staff disengagement often precedes declines in care quality. These results support West et al. (2015)’s claim that organisational alignment is essential for healthcare system satisfaction, morale, and service delivery. 

	Alignment of Priorities * Management Influence on Job Satisfaction Crosstabulation

	Count  

	
	Management Influence on Job Satisfaction
	Total

	
	Very positively
	Somewhat positively
	Somewhat negatively
	Very negatively
	

	Alignment of Priorities
	Fully aligned
	4
	4
	0
	0
	8

	
	Mostly aligned
	4
	5
	0
	0
	9

	
	Slightly aligned
	0
	0
	7
	6
	13

	
	Not aligned at all
	0
	0
	9
	11
	20

	Total
	8
	9
	16
	17
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	50.528a
	9
	.000

	Likelihood Ratio
	64.403
	9
	.000

	Linear-by-Linear Association
	35.782
	1
	.000

	N of Valid Cases
	50
	
	

	a. 14 cells (87.5%) have expected count less than 5. The minimum expected count is 1.28.


A high correlation was established between priority alignment and job happiness: 100% of those with fully or somewhat aligned priorities were happy at work. Non-aligned people felt unpleasant pleasure. A significant chi-square test (χ² = 50.528, p <.001) suggests a high correlation between alignment and satisfaction. According to Mayer et al. (1995) organisational trust theory, alignment promotes organisational confidence in shared aims and equity. According to West et al. (2015), poor alignment reduces psychological contract expectations, causing unhappiness and disengagement. These findings emphasise the necessity for inclusive leadership that promotes management-people understanding and respect.
[image: ]
The chart shows that higher alignment strongly correlates with positive job satisfaction. Where alignment is absent, most respondents report “very negative” satisfaction. This visual reinforces statistical findings: misalignment significantly reduces staff morale, consistent with West et al. (2015) and theories on trust and organisational cohesion.

	Management Considers Frontline Concerns * Feeling Valued by Management Crosstabulation

	Count  

	
	Feeling Valued by Management
	Total

	
	Always
	Often
	Rarely
	Never
	

	Management Considers Frontline Concerns
	Often
	7
	3
	0
	0
	10

	
	Sometimes
	5
	2
	0
	0
	7

	
	Rarely
	0
	0
	6
	5
	11

	
	Never
	0
	0
	13
	9
	22

	Total
	12
	5
	19
	14
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	50.106a
	9
	.000

	Likelihood Ratio
	64.169
	9
	.000

	Linear-by-Linear Association
	36.552
	1
	.000

	N of Valid Cases
	50
	
	

	a. 13 cells (81.3%) have expected count less than 5. The minimum expected count is .70.


The research showed a strong correlation (χ² = 50.106, p <.001) between the sense of management care and the feeling of being valued. People who “always” felt appreciated said management routinely emphasised frontline problems. All those who felt “never” respected also felt their concerns were disregarded. This confirms Bailey et al. (2015)’s claim that symbolic participation diminishes trust. The research shows that acknowledgement comprises visibility and involvement in company decision-making as well as approval. Trust-building and psychological safety, as highlighted by West et al. (2015), are clearly contingent upon staff being genuinely heard.
[image: ]
Staff who believe management “often” or “sometimes” consider frontline concerns are more likely to feel valued. Conversely, those who report “never” being considered also overwhelmingly feel undervalued. This indicates a direct link between participatory management and perceived recognition, echoing concerns raised in the NHS Staff Survey (2023).

	Correlations

	
	Alignment of Priorities
	Effect on Daily Work
	Management Influence on Job Satisfaction
	Feeling Valued by Management
	Impact on Patient Care

	Spearman’s rho
	Alignment of Priorities
	Correlation Coefficient
	1.000
	-.717**
	.759**
	.751**
	.766**

	
	
	Sig. (2-tailed)
	.
	.000
	.000
	.000
	.000

	
	
	N
	50
	50
	50
	50
	50

	
	Effect on Daily Work
	Correlation Coefficient
	-.717**
	1.000
	-.719**
	-.717**
	-.804**

	
	
	Sig. (2-tailed)
	.000
	.
	.000
	.000
	.000

	
	
	N
	50
	50
	50
	50
	50

	
	Management Influence on Job Satisfaction
	Correlation Coefficient
	.759**
	-.719**
	1.000
	.726**
	.736**

	
	
	Sig. (2-tailed)
	.000
	.000
	.
	.000
	.000

	
	
	N
	50
	50
	50
	50
	50

	
	Feeling Valued by Management
	Correlation Coefficient
	.751**
	-.717**
	.726**
	1.000
	.730**

	
	
	Sig. (2-tailed)
	.000
	.000
	.000
	.
	.000

	
	
	N
	50
	50
	50
	50
	50

	
	Impact on Patient Care
	Correlation Coefficient
	.766**
	-.804**
	.736**
	.730**
	1.000

	
	
	Sig. (2-tailed)
	.000
	.000
	.000
	.000
	.

	
	
	N
	50
	50
	50
	50
	50

	**. Correlation is significant at the 0.01 level (2-tailed).


Spearman’s rho indicates high correlations (all p-values less than.001) between alignment and outcomes. Research indicates that alignment positively impacts work satisfaction (ρ =.759), feelings of value (ρ =.751), and patient care quality evaluations (ρ =.766). However, it was shown to negatively correlate with work disruption (ρ = –.717). Misalignment is strongly linked to disengagement and the impression of intervention quality decline. The strongest correlation was between alignment and patient care perception, aligning with Maben et al. (2012), who found that staff morale directly shapes clinical effectiveness. These findings suggest that alignment affects clinical and emotional outcomes beyond organisational theory.
Work disruption-related misalignment had the strongest negative correlation (ρ = –.804) with patient care. This suggests that misaligned workers were more likely to perceive poor treatment quality. The NHS Staff Survey (2023) and Francis Inquiry (2013) both highlighted similar patterns—organisational dysfunction and ignored staff voices precede poor outcomes. This link strongly supports the premise that NHS governance should promote frontline participation for morale and patient safety. The NHS’s main purpose of treating patients is threatened by misalignment.

[bookmark: _Toc198946882]4.4 Governance Structures and Accountability
	Current Role * Communication Flow Quality Crosstabulation

	Count  

	
	Communication Flow Quality
	Total

	
	Very well
	Quite well
	Poorly
	Very poorly
	

	Current Role
	Doctor
	0
	0
	6
	1
	7

	
	Nurse
	0
	0
	3
	1
	4

	
	Healthcare Assistant
	0
	0
	4
	6
	10

	
	Administrative/Clerical Staff
	3
	2
	0
	0
	5

	
	Manager
	4
	4
	0
	0
	8

	
	Another clinical role
	0
	0
	5
	7
	12

	
	Another non-clinical role
	1
	3
	0
	0
	4

	Total
	8
	9
	18
	15
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	61.056a
	18
	.000

	Likelihood Ratio
	70.766
	18
	.000

	Linear-by-Linear Association
	2.659
	1
	.103

	N of Valid Cases
	50
	
	

	a. 28 cells (100.0%) have expected count less than 5. The minimum expected count is .64.


The chi-square test shows a highly significant association between current role and perception of communication flow quality (χ² = 61.056, p < .001). Most physicians, nurses, and healthcare assistants rated communication “poor” or “very poor.” However, administrative and managerial jobs scored it “very well” or “quite well.” This difference shows a governance divide: process administrators think communication works, while care practitioners feel isolated from their patients. The results support Tourish and Robson (2006)’s claim that hierarchical filtering improves communication. The implication is that governance structures in the NHS remain top-down and fail to integrate frontline feedback meaningfully, contributing to perceived misalignment and undermining participatory culture within healthcare settings.
[image: ]
This chart shows that clinical staff overwhelmingly rated communication as “poor” or “very poor,” whereas managers and admin staff reported it as “very well” or “quite well.” This stark divide suggests structural barriers in vertical communication and highlights a governance gap across professional boundaries within the NHS.

	Opportunities to Input into Decisions * Management Considers Frontline Concerns Crosstabulation

	Count  

	
	Management Considers Frontline Concerns
	Total

	
	Often
	Sometimes
	Rarely
	Never
	

	Opportunities to Input into Decisions
	Frequently
	5
	5
	0
	0
	10

	
	Occasionally
	5
	2
	0
	0
	7

	
	Rarely
	0
	0
	4
	15
	19

	
	Never
	0
	0
	7
	7
	14

	Total
	10
	7
	11
	22
	50



	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	56.901a
	9
	.000

	Likelihood Ratio
	67.945
	9
	.000

	Linear-by-Linear Association
	28.247
	1
	.000

	N of Valid Cases
	50
	
	

	a. 14 cells (87.5%) have expected count less than 5. The minimum expected count is .98.


The relationship between decision-making inclusion and perception of management’s concern for frontline voices is statistically significant (χ² = 56.901, p < .001). Participants who were offered frequent or occasional decision-making chances said management “often” or “sometimes” considers their concerns. Those who were not allowed to submit feedback indicated their problems were “rarely” or “never” addressed. This research supports Bailey et al. (2015)’s claim that worker involvement reflects organisational equity and trust. The data show that NHS accountability methods should go beyond symbolic representation and incorporate voice. Inclusive governance ensures credibility and aligns operations with care delivery (Bailey et al., 2015).
[image: ]
Staff with frequent or occasional input overwhelmingly believed management values their concerns, while those rarely or never consulted believed otherwise. This indicates that genuine opportunities for input significantly shape perceptions of organisational responsiveness and supports literature calling for inclusive, bottom-up governance models in healthcare systems.

[bookmark: _Toc198946883]4.5 Strategies for Improvement
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	More Involvement Improves Alignment
	50
	1
	3
	1.94
	.620
	.036
	.337
	-.270
	.662

	Effectiveness of Leadership Training
	50
	1
	3
	1.78
	.737
	.376
	.337
	-1.046
	.662

	Importance of Management Frontline Presence
	50
	1
	4
	2.18
	1.101
	.488
	.337
	-1.067
	.662

	Valid N (listwise)
	50
	
	
	
	
	
	
	
	


Descriptive statistics show that participants favour leadership development and staff engagement strategies to rectify mismatch. The statement “More involvement improves alignment” received a low mean score of 1.94 on a scale of one to three, suggesting that most respondents agreed. The “Effectiveness of leadership training” question had a mean score of 1.78, indicating strong opinion that management education may increase alignment. The mean for “Importance of management frontline presence” (2.18 on a scale of 1 to 4) is higher than the other answers, but the dispersion is broader. These results align with literature advocating for inclusive leadership and co-production (Needham and Carr, 2009; West et al., 2015), and show that strategies involving direct engagement, visibility, and communication from leadership are perceived as meaningful ways to rebuild organisational trust and cohesion in NHS settings.

	Current Role * More Involvement Improves Alignment Crosstabulation

	Count  

	
	More Involvement Improves Alignment
	Total

	
	Strongly agree
	Agree
	Neutral
	

	Current Role
	Doctor
	2
	5
	0
	7

	
	Nurse
	2
	2
	0
	4

	
	Healthcare Assistant
	5
	5
	0
	10

	
	Administrative/Clerical Staff
	0
	2
	3
	5

	
	Manager
	0
	4
	4
	8

	
	Another clinical role
	2
	10
	0
	12

	
	Another non-clinical role
	0
	3
	1
	4

	Total
	11
	31
	8
	50


The crosstab shows significant job variations, and greater staff engagement is thought to promote alignment. Clinical roles, such as healthcare assistants, physicians, nurses, and others, usually indicated “strong agreement” or “agreement.” A significant share of administrative and management personnel is “neutral.” This discrepancy shows that frontline care providers experience exclusion more deeply and seek participatory change more forcefully. The findings support Bailey et al. (2015) and Martin and Learmonth (2012), who contend that clinical staff disengagement from policymaking leads to disengagement. The varying degrees of agreement suggest that hierarchical levels value interaction differently. 

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	28.326a
	12
	.005

	Likelihood Ratio
	31.354
	12
	.002

	Linear-by-Linear Association
	4.831
	1
	.028

	N of Valid Cases
	50
	
	

	a. 19 cells (90.5%) have expected count less than 5. The minimum expected count is .64.


The chi-square test (χ2 = 28.326, p =.005) indicates a strong link between staff position and understanding of the advantages of more engagement. The findings show that workers’ attitudes of participative tactics are shaped by their job experiences. Managers’ indifferent perspective may reflect their confidence in present institutions or concerns about operational complexity, whereas frontline healthcare practitioners are more excited about change. This supports West et al. (2015)’s inclusive leadership culture thesis, in which hierarchical position does not affect decision-making power. The research shows that enhancing alignment requires both universal and role-specific solutions that account for NHS systems’ diverse voice, power, and influence experiences.
[image: ]
The bar chart shows that most clinical staff—especially healthcare assistants and “another clinical role” respondents—agreed that more staff involvement improves alignment. In contrast, managers and admin staff were more neutral. This suggests a divide in how different roles perceive participatory governance, reinforcing misalignment concerns in NHS organisational dynamics.

[bookmark: _Toc198946884]4.6 Discussion
The findings have significant implications for UK healthcare policy and governance. They emphasise the urgent need to reorganise the NHS leadership structure to incorporate participatory governance and solve the cultural divide between management and clinical personnel. Policies such as the NHS People Plan (2020) and the NHS Constitution mandate staff engagement, yet implementation appears inconsistent. Shared governance and the NHS Leadership Competency Framework may institutionalise trust and inclusion. Additionally, NICE (2015) guidelines on workplace wellbeing (NG13) emphasise staff involvement in organisational decisions, emphasising the necessity for compliance. Misalignment correction affects patient safety and HR. Thus, policy initiatives must prioritise psychological safety, co-production, and systemic cultural change.  
The results corroborate Social Capital Theory, notably the fall in NHS hierarchical bridging capital. Putnam et al. (1994) stressed the need of trust and reciprocal participation in institution functioning; however, NHS staff appear to lack trust. According to Bourdieu (2011), social capital is not uniformly available. The research suggests that management are satisfied with communication and inclusion, while frontline healthcare staff feel excluded. This supports Portes (2024)’s claim that institutions preserve social hierarchies to foster unity. Researchers agree on the importance of social capital, but how to develop it in bureaucratic organisations like the NHS, where hierarchical duties hinder horizontal connection, is not. 
Mayer et al. (1994) believe that trust is a fundamental mechanism that explains misalignment. Their view states that trust is based on competence, honesty, and compassion, which many NHS frontline workers do not identify with management. Gillespie and Dietz (2009) illustrate a trust mismatch: managers say they provide enough voice, while frontline workers regard governance systems as remote. This supports Martin and Learmonth (2012)’s claim that healthcare executives frequently show hollow trust. However, Mishra and Morrissey (2000) believe that long-term relational investments might heal trust better than structural changes. The NHS managerialism fosters uniformity at the expense of responsiveness, reducing the relational contexts needed to build meaningful trust, particularly across hierarchical boundaries. 
The literature on managerialism reveals deep contestation about its role in the NHS. Pollitt (1990) and Hood (1995) promoted managerialism as a path to accountability and performance, but this research agrees with critics such as Exworthy and Halford (1998), who believe that it undermines professional autonomy and generates dissatisfaction. Management reasoning has created a dual culture where administrators follow objectives and physicians follow principles. The close relationship between governance roles and viewpoints supports the claim that management logic divides culture. Noordegraaf (2007) established hybrid professionalism, but it is still controversial since hybrid vocations are frequently marginalised or incorporated. Although many believe managerialism and clinical autonomy can coexist, the current state of the NHS shows that managerialism exacerbates alienation without structural democratisation and cultural reform.  
Participatory leadership and co-production are broadly accepted in principle but controversial in practice. According to West et al. (2015), inclusive leadership may improve patient participation and outcomes, and this research shows strong support for such approaches among clinical staff. Bailey et al. (2015) and Alford (2014) warn that certain participation tools are symbolic and cannot transform power relations. According to the results, ignored workers have less decision-making capacity. The co-production paradigm developed by Needham and Carr (2009) supports substantial cooperation, however its application is rare. The research is split on whether the NHS governance structure is fundamentally ready for participatory practice or whether a paradigm change is needed. The results show that participation is generally procedural rather than transformational. 
Frequency of agreement increases the likelihood that misalignment affects results. Maben et al. (2012), Francis (2013), and West et al. (2017) have demonstrated that staff well-being and organisational alignment are essential to high-quality treatment. This research supports their findings that a perceived mismatch lowers morale, satisfaction, and treatment standard concerns. Despite continuous disagreement on causation and correlation, research generally agrees that disengaged people are more likely to cause organisational failure. Some, like The King’s Fund, propose structural reform to re-establish alignment. However, others concentrate on micro-cultural change. Finally, the discussion indicates a consensus on the significance of inclusiveness, trust, and responsiveness—but there is ongoing debate about how they may be institutionalised in the NHS.





[bookmark: _Toc198946885]Chapter 5: Conclusion and Recommendations
[bookmark: _Toc198946886]5.1 Summary of Key Findings
This research examined the NHS frontline-management conflict and its causes, effects, and remedies. The findings showed that poor communication, detachment from decision-making, and administrative understanding of clinical reality are the main reasons of perceived mismatch. Managers trust engagement frameworks more, while frontline workers typically felt underappreciated and disregarded. These inconsistencies show that institutional measures to foster cooperation are weak or unfair. The statistical results show that hierarchical structures preserve professional divisions, revealing a systemic failure in strategic and operational integration. 
The consequences of this misalignment were found to be significant. Many unfavourable relationships were found between misalignment and work satisfaction and patient care quality. Frontline responders linked misalignment to mental stress, low morale, and inability to provide safe and effective treatment. Priority congruence was linked to feelings of appreciation and help. These data suggest that misalignment affects internal and external dynamics. Management failing to create participatory workplaces that value worker input harms organisational cohesion, employee psychological safety, and retention. 
The investigation found many solutions to these issues. Recommendations included clinical perspectives in governance frameworks, cross-hierarchy collaboration via fellowships and shadowing, and real-time feedback mechanisms with transparent action reporting. These principles strive to enhance relational and structural alignment and promote mutual respect and inclusivity. NHS organisations may improve trust, worker wellbeing, and care by connecting leadership strategies with frontline operations. The research shows that the NHS governance structures should prioritise communication, cooperation, and inclusive leadership for organisational success.

[bookmark: _Toc198946887]5.2 Recommendations
1. Embed Clinical Representation in ICS Governance Structures
The Health and Care Act 2022 requires Integrated Care Systems (ICSs) to work with providers to provide services. The NHS may leverage on this potential by requiring clinician involvement at the ICS board level and in provider collaboratives. Co-production requires collaboration and deep integration. The King’s Fund found that this integration boosts corporate responsiveness and staff morale. This study found that plan mismatch occurs without frontline staff input. The NHS England must adopt governance rules that require frontline workers to collaborate on policy to incorporate lived experiences into executive decisions and ensure consistency between operational practices and overall plans.

2. Mandate Cross-Hierarchy Shadowing and Clinical Fellowships
NHS Trusts should implement board-level Clinical Fellowships and required reverse shadowing programs to address structural and cultural alienation. Executive management would learn from clinical operations, while medical experts would understand policy limits. West and Bailey (2023) argue such initiatives build mutual empathy and operational trust. This research found significant disparities in how managers and doctors see their alignment. The NHS Leadership Academy must integrate cross-boundary mentorship and shadowing in executive competence standards. Leadership evaluation and development should include role-specific knowledge. This helps improve relationship intelligence and resolve communication and decision-making misalignments.

3. Deploy Live Staff Feedback Dashboards with Transparent Action Reporting
The NHS England Long Term Workforce Plan (2023) requires trusts to develop digital tools for real-time, anonymous worker input. These technologies must be supported with dashboards showing how they affect decision-making. Bailey et al. (2015) found that the feedback loop’s visual conclusion boosts confidence. This research found that workers see communication as symbolic without follow-up. Solutions that leverage “You said, we did” must go beyond intranet communications and into governance. Dashboards must classify workflow and safety topics, disseminate replies, and show changes. This shows accountability, promotes psychological safety, and restores NHS leadership trust.

[bookmark: _Toc198946888]5.3 Limitations of the Study
This study was limited by its sample size and composition. Only fifty people were sampled, making it impossible to apply the results to the whole NHS workforce. Despite attempts to include a broad range of occupations and care situations, senior consultants and speciality departments may have been left out. Closed-ended survey questions are important for quantitative research, but they may have inhibited participants from expressing complicated views on organisation dynamics. Due to these constraints, interpretation may not fully capture the complexities of misaligned experiences across all NHS situations. 
The self-reported data is another drawback of the research. Instead of long-term organisational tendencies, answers may have been impacted by personal biases, social desirability, or current experiences. The cross-sectional architecture only gives a snapshot in time, making it difficult to detect alignment dynamics changes or causal links. Regional and institutional variations in the NHS may affect worker experiences and management methods, but the research did not account for these. The data may indicate trends rather than corporate cultures. All of these criteria affect how broadly the study results may be applied.

[bookmark: _Toc198946889]5.4 Suggestions for Future Research
Future research could expand on this study by employing a larger and more diverse sample across multiple NHS Trusts and regions. A more complete dataset might enable comparison investigations across acute, mental health, and community care settings and discover contextual variables that affect misalignment. Future research may utilise a longitudinal approach to examine alignment perceptions over time and in reaction to organisational changes. This would assess if treatments that increase cooperation have long-term effects or require constant changes based on employee input. 
Qualitative study on the lived experiences underlying survey replies might be helpful. Comprehensive interviews or focus groups may reveal how a company’s culture, leadership, and everyday concerns affect workers’ viewpoints. Formal surveys may miss the emotional and relational components of misalignment, but they would illuminate them. Comparative examinations of healthcare systems may also reveal which governance methods best correspond. This study will enhance context-specific tactics to boost worker engagement, leadership trust, and patient care.
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Section A: Background Information
1. What is your current role in the NHS?
· a) Doctor
· b) Nurse
· c) Healthcare Assistant
· d) Administrative/Clerical Staff
· e) Manager
· f) Another clinical role
· g) Another non-clinical role
2. How many years have you worked in the NHS?
· a) Less than 1 year
· b) 1–5 years
· c) 6–10 years
· d) 11–20 years
· e) More than 20 years
3. What type of NHS organisation do you work in?
· a) Acute hospital trust
· b) Mental health trust
· c) Community services
· d) Primary care (e.g., GP practice)
· e) Ambulance service
· f) Other

Section B: Perceived Causes of Misalignment
4. How clearly do you think NHS management understands the day-to-day challenges of frontline roles?
· a) Very clearly
· b) Somewhat clearly
· c) Not very clearly
· d) Not at all clearly
5. To what extent do you feel management decisions take frontline concerns into account?
· a) Always
· b) Often
· c) Sometimes
· d) Rarely
· e) Never
6. How frequently do you have opportunities to provide input into decisions that affect your work?
· a) Very frequently
· b) Frequently
· c) Occasionally
· d) Rarely
· e) Never
7. How well do you think communication flows between management and frontline staff?
· a) Very well
· b) Quite well
· c) Poorly
· d) Very poorly
8. In your view, how aligned are the priorities of NHS management with those of frontline staff?
· a) Fully aligned
· b) Mostly aligned
· c) Slightly aligned
· d) Not aligned at all

Section C: Effects on Staff and Patient Care
9. How much does the perceived misalignment affect your daily work experience?
· a) A great deal
· b) A moderate amount
· c) A small amount
· d) Not at all
10. To what extent has management culture influenced your job satisfaction?
· a) Very positively
· b) Somewhat positively
· c) Neither positively nor negatively
· d) Somewhat negatively
· e) Very negatively
11. Do you feel valued by NHS management?
· a) Always
· b) Often
· c) Sometimes
· d) Rarely
· e) Never
12. How do you think misalignment impacts patient care in your setting?
· a) Greatly improves it
· b) Slightly improves it
· c) No impact
· d) Slightly worsens it
· e) Greatly worsens it

Section D: Improvement Strategies
13. In your opinion, would more staff involvement in decision-making improve alignment?
· a) Strongly agree
· b) Agree
· c) Neutral
· d) Disagree
· e) Strongly disagree
14. How effective do you think leadership training for managers on frontline issues would be?
· a) Very effective
· b) Somewhat effective
· c) Neutral
· d) Not very effective
· e) Not effective at all
15. How important is it for management to spend more time in frontline settings?
· a) Very important
· b) Important
· c) Moderately important
· d) Slightly important
· e) Not important
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