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Introduction 
Mullins and Christy (2016, p. 574) define organisational culture as the pervasive pattern of 'how things are done around here', shaped by shared values, beliefs and attitudes, which significantly influences decision-making, organisational structure, group behaviour, motivation and job satisfaction. They note that as organisations grow in complexity and diversity, understanding and managing culture becomes even more critical to effective functioning. This report applies that perspective to the National Health Service NHS the United Kingdom’s largest public sector organisation. The report analyses how culture is formed, expressed and experienced across the service, drawing on established theoretical models to identify prevailing cultural traits. It evaluates how culture interacts with organisational structure and decision-making processes, how it enables or limits responses to external challenges, and whether it acts primarily as a strength or a constraint. Finally, the report assesses the relationship between culture and performance and proposes evidence-based, theory-informed recommendations for improvement.
Organisational Profile
The National Health Service was established in 1948 as a universal healthcare system providing free care at the point of delivery It is the largest employer in the UK and one of the largest globally, with approximately 1.4 million staff across England, Scotland, Wales and Northern Ireland (NHS England, 2025). Operating across thousands of sites including hospitals, general practices, community services and mental health trusts, the NHS serves every resident, with core principles of universality, comprehensiveness and equity embedded in its founding mandate. The organisation operates through a complex decentralised structure, with national bodies setting strategic direction while individual trusts, boards and clinical commissions design and deliver local services. This balance between national standards and local delivery is central to how the NHS functions and how its culture develops and varies across different locations

Theoretical Frameworks for Analysing Culture
Schein’s Three Levels of Organisational Culture provides a foundational framework for understanding how culture operates. Schein (2010) identifies three interconnected layers: visible artifacts including physical environments, uniforms, routines and meeting structures; espoused values representing stated missions, policies and ethical commitments; and basic underlying assumptions deeply embedded, often unspoken beliefs that guide behaviour and interpretation. This model is particularly valuable in the NHS because it highlights potential gaps between stated values such as patient-first care and the practical realities experienced by staff working under pressure. A recognised limitation of Schein’s approach is that underlying assumptions are difficult to observe and measure, requiring deep engagement rather than surface-level observation (Alvesson, 2016)
Handy’s Cultural Types offers a descriptive framework distinguishing four cultural archetypes. A Power Culture centres authority in a small group or individual, with decisions flowing quickly from the top. A Role Culture operates through defined positions, formal procedures and clear hierarchies, prioritising consistency and accountability. A Task Culture organises work around teams, projects and expertise, emphasising flexibility and problem-solving. A Person Culture exists primarily to serve the needs of those within it, with professional autonomy taking precedence over organisational goals. Most real organisations combine elements of multiple types, and the NHS is no exception. While Handy’s model provides a useful starting point for diagnosis, critics note it is descriptive rather than explanatory and does not fully capture how cultures evolve or interact with external pressures (Senior and Swailes, 2016)
Hofstede’s Cultural Dimensions explores how national cultural values shape workplace expectations. Relevant dimensions include power distance  the extent to which hierarchy and authority are accepted uncertainty avoidance preference for structure and established procedure; and individualism compared to collectivism prioritising personal achievement or group welfare. Within the NHS, these dimensions interact with professional cultures: medical staff may hold different expectations about authority and decision-making compared to administrative or support staff, creating cultural diversity within a single organisation. Hofstede’s framework has been criticised for over-generalising national traits and treating culture as static, yet it remains helpful in understanding how different groups interpret organisational norms (McSweeney, 2002)
The Competing Values Framework developed by Cameron and Quinn (2011) analyses culture along two axes: internal focus compared to external focus, and flexibility compared to stability. This produces four cultural types: Clan  collaborative and people-centred; Adhocracy innovative and entrepreneurial; Market  results-driven and competitive; and Hierarchy  structured, rule-bound and efficient. This framework is especially relevant to the NHS because the organisation is frequently pulled in multiple directions simultaneously  expected to be compassionate and inclusive, efficient and consisten innovative and safe  creating competing cultural priorities that require careful management.






Analysis of Culture Within the NHS
Applying Schein’s model reveals both strong alignment and significant tension across the organisation. At the level of artifacts, visible features include distinct professional uniforms, formal governance structures, standardised clinical protocols, multidisciplinary team meetings, patient feedback systems and public recognition events. These demonstrate formality, professionalism and collective purpose. Espoused values are clearly stated: working together for patients, respect and dignity, commitment to quality of care, compassion, improving lives and everyone counts (NHS Constitution, 2024) These values are widely communicated and embedded in induction, training and governance documentation. Underlying assumptions are less visible but deeply influential: clinical expertise carries primary authority; patient safety is paramount above all other considerations; service is a public duty rather than a commercial transaction; and resource scarcity is a permanent reality that shapes every decision. The tension emerges when these assumptions conflict  for example, when the imperative to deliver care quickly meets the need to follow safety protocols or when compassionate service is constrained by limited resources.
Handy’s cultural types illustrate the NHS as a complex hybrid. Strong elements of Role Culture are evident in extensive procedures, hierarchical reporting lines, formal accountability structures and standardised clinical pathways. This provides essential consistency, safety and accountability across a large and dispersed service. However, powerful elements of Task Culture also exist  particularly within clinical teams where multidisciplinary collaboration, problem-solving and rapid response are daily requirements. Person Culture is visible among professional groups including doctors, nurses and allied health professionals, where specialist training creates strong professional identity and a degree of autonomy that sits alongside organisational authority. Occasionally this creates friction: professional loyalties may take precedence over organisational objectives, and different disciplines may approach shared problems from contrasting cultural perspectives. In some areas elements of Market Culture have been introduced through performance targets, competitive tendering and service metrics, creating an additional layer of cultural expectation that may sit uneasily alongside traditional values of public service.
Through Hofstede’s lens, the NHS operates within a UK context of relatively low power distance and moderate uncertainty avoidance, yet internally the organisation reflects higher power distance  traditional deference to medical authority persists in many settings, though this has gradually reduced in favour of shared decision-making. High uncertainty avoidance is evident in reliance on established protocols, clinical guidelines and evidence-based practice, which supports safety but can also discourage innovation where evidence is still emerging. The collectivist dimension is strongly reflected in team-based working and collective responsibility for patient care, though individual recognition and professional advancement remain important motivators.
Using the Competing Values Framework, the NHS displays dominant Hierarchy Culture traits  stability, procedure, consistency and clear accountability  alongside developing Clan Culture elements including teamwork, compassion and shared purpose. Periodic reforms have introduced Market Culture through targets and performance measurement, while Adhocracy remains less developed, with innovation often slow to spread across the system. The prevailing culture can best be described as duty-driven and service-oriented, balancing professional autonomy with organisational structure, and combining deep public service ethos with increasingly formal management practices.









Culture’s Influence on Structure and Decision-Making
Cultural values directly shape how the NHS is structured and how it functions. The cultural emphasis on safety, consistency and accountability supports a decentralised yet formally governed structure, where individual trusts have operational autonomy but must adhere to national standards, regulatory frameworks and clinical guidelines. Authority is generally matched with responsibility: clinical leads influence practice, managers oversee resources and strategy, and boards ensure public accountability. This structure reflects cultural respect fo expertise alongside the practical need for coordination across large distances. However, the same cultural traits can also create fragmentation different trusts may interpret shared values differently, professional groups may communicate in distinct ways, and organisational silos can develop where loyalty to a department or profession takes precedence over whole-system objectives. As Mullins and Christy (2016) observe culture and structure are mutually reinforcing  cultural norms establish the design, and the design in turn maintains those norms. Changing one without addressing the other is rarely effective.
Decision-making processes are deeply influenced by cultural factors. Clinical decisions are primarily guided by professional judgement, evidence-based practice and patient welfare, reflecting high regard for expertise and ethical responsibility. Operational and strategic decisions involve consultation across multiple groups, reflecting a cultural expectation that stakeholders should be heard, though this can extend timelines. Risk is approached with caution patient safety is culturally paramount, so proposals that introduce uncertainty face significant scrutiny. This protects service quality but can also mean innovative approaches are slow to be adopted. Decentralisation means decisions are often made locally, allowing responsiveness to specific community needs, but creating variation in how services are designed and delivered. Cultural differences between professional groups can also influence outcomes: a focus on clinical effectiveness may be prioritised over patient experience, or resource constraints may frame decisions in ways that feel at odds with compassionate values, creating ethical and emotional strain for staff.
Critical evaluation shows culture provides a valuable framework for decision-making but does not eliminate difficult trade-offs. Resources are finite, demands are growing and solutions are not always clear  cultural values guide priorities but cannot resolve every tension. Recognising these limits is essential: leaders must understand when cultural consensus supports action and when differing perspectives require explicit discussion and compromise


External Environment and Cultural Adaptation
The external environment exerts continuous and significant influence on NHS culture. Demographic change including an ageing population and increasing complexity of long-term conditions increases demand while reshaping expectations about care models. Technological advancement including digital diagnostics, remote monitoring and artificial intelligence creates opportunities but also requires new skills, investment and cultural openness to change. Economic constraints including public spending limits, pay restraint and inflationary pressure influence staffing levels, service capacity and staff wellbeing. Political priorities including restructuring, integration between health and social care, and NHS funding reform create periods of uncertainty and frequent organisational transition. Social shifts including greater patient awareness, demand for personalised care, and expectations around equality and diversity require the organisation to adapt how it communicates and engages with communities. Regulatory change including new safety standards, inspection regimes and workforce legislation shapes practice and accountability throughout the service.
The NHS leverages cultural strengths to respond to these challenges. Deep professional commitment and shared public service purpose create resilience  during crises including the COVID-19 pandemic, cultural values of collective responsibility, compassion and duty enabled extraordinary effort and rapid adaptation. Established teamwork and shared mission facilitate coordinated response across specialties and locations. However, cultural traits also create constraints: deeply embedded ways of working can resist change; risk aversion can slow adoption of new models of care; and frequent restructuring can erode trust and willingness to engage with further transformation. The relationship between external pressure and cultural response is not straightforward  urgent threats may unify effort, while sustained incremental pressure can lead to fatigue, disengagement and a defensive preservation of familiar practices.
This demonstrates a core insight from organisational theory culture is both an adaptive resource and a potential constraint. Values that sustain commitment through difficult times may also slow necessary modernisation if not refreshed and reconnected to evolving circumstances.

Culture as Barrier or Enabler
Across key dimensions, NHS culture acts as both powerful enabler and significant barrier. In relation to patient care and safety, shared commitment to ethical practice protects standards and builds public trust, but defensive practice  prioritizing compliance over improvement  can discourage transparency and honest reporting of concerns. In teamwork and collaboration, strong professional identity creates reliability and mutual support, but silos between disciplines can limit information sharing and coordinated care. In staff engagement, shared purpose is a powerful source of motivation and resilience, yet heavy workloads and limited recognition can erode wellbeing, particularly when values espoused at a national level appear disconnected from local experience. In change management, collective understanding of service mission provides a strong foundation for reform, but repeated restructuring and initiative fatigue can lead to cynicism and disengagement. In reputation and public standing, the cultural legacy of universal, compassionate care remains a source of immense public goodwill, though this trust can be strained by service delays, inequalities and perceived departures from founding principles.
Critical assessment concludes culture functions primarily as an enabler  the enduring commitment to public service, compassion and collective responsibility sustains the organisation through immense pressure and change. However, significant barriers exist that cannot be dismissed as temporary or minor. Cultural inertia  resistance to new ways of working  is reinforced by frequent leadership turnover and shifting priorities. Status differences between professional groups can limit genuine partnership in decision-making. And the gap between stated values and daily working conditions creates dissonance that impacts morale and retention. These are not failures of individual staff but systemic cultural dynamics that require targeted, sustained attention. As Schein (2010) notes, culture is not something that can be switched on or off — it develops over decades and changes only with consistent leadership, safe dialogue and shared commitment to new practices


Impact on Performance and Recommendations
Cultural influence on performance is evident across every area of operation. Service quality and safety are underpinned by strong ethical and professional standards, though cultural reluctance to admit and learn from errors can limit progress. Staff commitment remains high despite pressure, but retention is increasingly challenged by burnout, workload and feeling undervalued. Innovation and improvement are led by dedicated teams across the service, but successful local initiatives are often difficult to spread  cultural and structural fragmentation slows adoption of best practice. Equity and inclusion are embedded in stated values, but cultural norms and historical patterns mean disparities persist in who advances and how different groups experience the workplace. Public trust remains strong overall, though confidence in timely access and consistent service has declined in recent years.
Three evidence-based recommendations are proposed to strengthen culture and performance.
The first recommendation is to create structured, safe spaces for honest cultural dialogue. The gap between espoused values and daily experience is a persistent source of stress and disengagement. Independent, anonymous feedback mechanisms should be established to ask staff at all levels where practice conflicts with principle, and where systems or norms prevent them from delivering the care they believe in. Findings should be discussed openly and visibly translated into action. This approach draws on Schein’s insight that unspoken assumptions must be surfaced before they can be addressed  making implicit beliefs explicit enables shared problem-solving rather than defensive silence. Expected outcomes include improved psychological safety, earlier identification of systemic issues, and greater trust that leadership is listening as well as directing.
The second recommendation is to strengthen cross-professional partnership in decision-making. Traditional cultural deference to hierarchy and professional status can exclude valuable perspectives and limit ownership of change. Leadership development should emphasise inclusive practice, and routine decision-making forums should be designed to ensure voices from all roles administrative, clinical, support and specialist  contribute equally. This is grounded in Handy’s observation that Task Culture, built on expertise rather than position, generates engagement and effective problem-solving. Expected outcomes include decisions that reflect operational reality, stronger collective ownership, reduced silos, and better alignment between service design and actual need.
The third recommendation is to build sustainable capacity for cultural adaptability alongside reliability. The NHS must remain safe, consistent and accountable while also becoming more agile, responsive and innovative. These priorities are not mutually exclusive, but they require different cultural approaches. Protected innovation zones should be established where new practices can be tested with appropriate oversight but without excessive bureaucratic delay, and both reliability and responsible experimentation should be recognised and rewarded in performance frameworks. This applies Cameron and Quinn’s Competing Values Framework acknowledging and valuing multiple cultural orientations explicitly rather than expecting one approach to suit every situation. Expected outcomes include faster adoption of beneficial change, reduced resistance to new ideas, and a culture that evolves rather than reacts defensively to pressure.




Conclusion 
Mullins and Christy (2016) assert that culture shapes every aspect of organisational life, and analysis of the NHS confirms this. The service’s culture rooted in public duty, compassion, professional responsibility and collective purpose has sustained it through decades of change, expansion and crisis. It provides resilience, public trust and a powerful shared mission that remains unmatched in its reach and significance. Yet this same culture carries limitations: deeply embedded patterns can slow necessary adaptation; professional and organisational boundaries can fragment care; and the gap between ideal values and constrained reality can wear on those who deliver the service.
The challenge is not to replace the existing culture but to nurture and extend it  preserving the essential values of care, equity and service while building greater agility, inclusion and openness to learning. The recommendations proposed honest dialogue, inclusive partnership and balanced adaptability  offer a pathway to do this, grounded in theory and responsive to real-world conditions. Cultural improvement is incremental, it requires consistent leadership, and it depends on listening to those who know the service best — the staff who deliver it every day. As the external environment continues to evolve, the capacity to hold fast to core principles while remaining open to new ways of working will determine how well the NHS serves future generation
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