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Abstract

This research report aims to validate the PH research study methodology including application of NextGen’s proprietary K-Core model as an effective systems analysis tool to supports PH in its mission to provide high quality patient care and cost-competitive health services through a High Reliability (HR) journey. The report underpins the first project stage approved by PH for NextGen to undertake a HR systems gaps analysis (inclusive of behaviours, process and structure) as contributory in facilitating PH towards improved learning, accelerated through optimised processes and behavior, and ultimately higher performance.

Method selection was influenced by need for budget and timeline efficiencies, and to support efficient triangulation of data gathered, as well as a process of employee engagement. Methodological triangulation was specifically planned i.e. the use of multiple methods so that findings from more than one tool can be compared to see if similar results are being found. Three methods were finalized: Semi-structured interviews (SSIs), Focus Groups (FG) and Document Analysis (DA) analysed using an inductive thematic approach informed by the work of Braun & Clarke (2006).
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1. [bookmark: _Toc510777979]Terms of Reference 

1.1 [bookmark: _Toc510777980]The client: Premier Health (PH)

Founded in 1995 PH is the seventh-largest company in the Dayton region achieving $1.77 billion in revenue in 2016 (Bush, 2018). A hospital network, with nearly 14,000 workers and 2300 physicians (ibid.), quality and safety are PH's highest priority (PH, 2017). Recognizing information and knowledge in the healthcare environment is unavoidably tied to evidence based healthcare, patient safety, patient privacy, health literacy and knowledge sharing (National Network of Libraries of Medicine, n.d.) PH has its own Learning Institute dedicated to train, develop, and educate its employees (PH, 2018). Today PH is focused on its ability to optimise for high reliability outputs, keen to build on recommendations that can support performance improvement in the context of a high reliability system.

[bookmark: _Toc510777981]1.2 Research Report Aims

This research report aims to validate the PH research study methodology including application of NextGen’s proprietary K-Core model as an effective systems analysis tool to support PH in its mission to provide high quality patient care and cost-competitive health services through a High Reliability (HR) journey. NextGen recognises the importance of High Reliability Organization (HRO) status, yet emphasises that “HR is an ongoing process or an organizational frame of mind, not a specific structure” (AHRQ 2017a [online]). The report underpins the first project stage (PHASE 1) approved by PH for NextGen to undertake a HR systems gaps analysis (inclusive of behaviours, process and structure) as contributory in facilitating PH towards improved learning, accelerated through optimised processes and behavior, and ultimately higher performance.

NextGen adopts a systems thinking approach to research design; heavily influenced by Actor-Network Theory (ANT). The PH HR project is approached as a participatory research study (emphasizing participation and action), with an "an orientation to inquiry" (Reason & Bradbury, 2008). This is a “methodology that argues in favour of the possibility, the significance, and the usefulness of involving research partners in the knowledge-production process “(Bergold & Thomas, 2012 [online]).      

NextGen’s analysis of PH’s healthcare system which is recognised as a Complex Adaptive System (CAS), integrates systems thinking with the belief that all ‘actors’ (within a network) e.g. objects, ideas, processes, as well as humans, have power to contribute to construction of the system (Morrow, 2016). In response to the limitations/challenges of the migration of traditional HR performance models to healthcare highlighted in the report, a holistic strategic model developed by NextGen is adopted. The K-Core model (Griffiths, 2012, founder of NextGen) originated to transmit “know-how” in an organisation with an improved Knowledge Management/Knowledge Capability orientation, links stakeholders, situational factors, and potential negative and positive outcomes to organisational objectives/value. The K-Core model supports improved sense-making of PH’s narrative; simplifying and humanising problem identification and problem solving, and assists NextGen in gathering and using the insights gathered during PHASE 1 of the HR gap analysis project to guide the solution design process (Bhalla, 2009).  This research report details the NextGen research study project design.  We  [at NextGen] understand that responsible contemporary healthcare seeks to implement evidence-based practice across its disciplines (Andrew & Halcombe, 2009) with findings of methodologically rigorous research being optimal for guiding decision-making (NHMRC, 2016).  NextGen support the latter by utilizing its award winning diagnostic model to approach PH’s HR organisational issues purposefully and systematically. Acknowledging a lack of rigour in the diagnostic process and that resultant misdiagnoses are significant factors in the high failure rate of change initiatives (McFillen et al., 2015) the K-Core model instigates the design of a bespoke diagnostics study for PH that produces insightful questions to access a level of specificity of data that helps separate symptoms from root causes, and treats diagnosis as an iterative process (O’ Neil, 2008). This should result in a more effective process for working with PH’s people to identify, describe, and communicate the understanding of PHs systems and its capacity for HR, particularly in groups (Goodman, 2018). “HROs are capable of seeing weak signals of systemic failure and responding with vigor” (Gabor, 2018 [online]). NextGen facilitates the development of implementation programs that translate research results into practical measures that will contribute to more efficient safety management.

[bookmark: _Toc510777982]1.3 Background To HR In Healthcare Research Study

It is fast approaching two decades since the Institute of Medicine's report “To Err Is Human” galvanized a movement to improve the quality and safety of healthcare (Kohn et. al., 2000). To date, no hospitals or health systems have achieved consistent excellence throughout their institutions (Chassin & Loeb, 2013; Sutcliffe et. al, 2017). Greater awareness among the public, increasing demand for better care, keener competition, more healthcare regulation, the rise in medical malpractice litigation, and concern about poor outcomes (Roa, 2002) are all contributing factors to a heightened urgency and prioritisation of improved quality and safety healthcare outcomes. In addition to lower medical malpractice risk for physicians and lower staff turnover ratios (Lionberger, 2016) improving the patient experience can assist healthcare providers improve financial performance by strengthening customer loyalty, building reputation and brand, and boosting utilization of hospital services through increased referrals to family and friends (Deloitte, 2016). This builds on long-term trends of increasing public awareness of medical errors and quality, use of Health Information Technology (HIT) to spotlight errors, and the emergence of quality improvement methodologies (Hines et al, 2008); all driving the momentum for a change in safety culture.  HR, a concept rooted in the research of Perrow’s (1994) Normal Accident Theory and High Reliability Organisation Theory (HROT) (Roberts, 1990; Weick & Roberts, 1993) drew attention to organizations e.g. in aviation, that were remarkably adept at avoiding accidents. Weick and Sutcliffe’s work on HR is considered to be seminal (Hales & Chakravorty, 2016).  Today, the journey towards HRO status is now viewed by healthcare professionals as “the next step in a process that has addressed personal and team performance, person-centred care and the pursuit of quality as a means of reducing costs” (Burnett et al. 2012 p466).   Those hospitals that have started the journey already boast significant results.  As an example, Shabot (2016) [Chef Medical Officer of Memorial Hermann Health System, Houston] who worked with the [USA-based] Joint Commission Center for Transforming Healthcare to target hand hygiene reported the average across all 12 hospitals in its system rose from a baseline compliance of hand hygiene from 44% to 92%. This has translated to the rate of central line-associated bloodstream infections and ventilator-associated pneumonia dropping to zero across the system. Another example of HRO achievement is three hospitals not retaining a foreign object for over three years (ibid), which prior to the HRO journey would have been considered unrealistic. Overall the research suggests HRO positively influences patient safety indicators (Singer et al., 2009), as well as helping reduce human error attributable to fatigue and stress (Norris et al. 2012). 

Given that per-capita total expenditure for healthcare by U.S. citizens in 2012 was $8,895 (WHO, 2015) and the HRO “destination remains far ahead” (Deloitte, 2016 p.2) for many US healthcare providers, the need for focused support on developing HR structures, processes and behaviours appears crucial not just for one healthcare system but wider society. The roadblocks can however appear insurmountable, as “changes that can improve patients’ health are often difficult to get into practice, even when backed by good evidence” (Pronovost et al., 2008, p.337). Even when evidence-based approaches have been applied to change behaviours (Grol & Grimshaw, 2003), the impact of the larger system can be forgotten (Provonost et al. 2008). Damschroder et al. (2009, p1) report that “many interventions found to be effective in health services research studies fail to translate into meaningful patient care outcomes across multiple contexts”. Some estimates indicate that two-thirds of organizations' efforts to implement change fail (Grenhalgh et al.  2004). Healthcare is a complex environment; and this complexity is increased with higher numbers of potential target organizational units (teams, clinics, departments) or types of people (providers, patients, managers) targeted by the intervention (Kochevar et Yuno, 2006), and the degree to which the intervention will alter central work processes (Grol et al., 2007). More work is thus  needed to raise the bar on patient safety (Latney, 2016).

[bookmark: _Toc510777983]1.4 NextGen: A different approach

NextGen supports the view that traditional reductionist approaches to improving global health targeting investments in selective interventions have been inadequate to address present ills and prepare health systems for future challenge (Swanson, 2012).  In the past, efforts to improve the quality of patient care have centred on technical interventions (Bamber, 2014). There is now a growing body of evidence that an intervention successful in one location doesn’t necessarily replicate to the next, that in fact the environment or context matters alongside the “importance of what you do (intervention), and how you do it (implementation)” (ibid., p.iii). We at NextGen believe our ‘systems thinking’ tools and strategies have the potential for transformational change in health systems. We have a strong client base to testify to that claim in their respective industries [PH proposal document March 1st March].

[bookmark: _Toc510777984]1.5 PH HP Project Aim & Report Objectives

[bookmark: _Toc510777985]1.5.1 PH HR project

The overarching aim of PH’s HR project is to improve patient care experience. The initial goal of PHASE 1 of the NextGen/PH HR project is to produce feedback from a systems analysis which identifies gaps in PH’s requirements for high reliability (cross-cutting behaviours, process and structure); with a view to informing operational and strategic improvements in patient care and patient experience. This can be facilitated by further phases of support by NextGen [see proposal document]. In academic terms it is a mixed methods approach, with a dominant qualitative research approach, targeted to establish how PH currently performs in HR terms, and how improved HR performance may be achieved. “Diagnosis helps decision makers and their advisers develop workable proposals for organizational change and improvement… [without which] decision makers may waste effort by failing to attack the root causes of problems (Senge, 1994)” (Harrison, 2005, p.1). The outputs of PHASE 1 are considered to be of  high value to PH,  not only providing a solid foundation for recommendations changes but to promote desired outcomes, reveal how ready members are for change and how to best implement changes, ensuring their sustainability (ibid.).

[bookmark: _Toc510777986]1.5.2 Report Objective

The dual aim of this report is to provide a trail of the conceptual foundations of the HR project, and to document methodological underpinnings of NextGen’s primary research approach. It aims to promote shared understanding of the project, clarifying its goals and methodologies to all its stakeholders. This includes coverage of the validated methods pioneered by NextGen, which frame the gap analysis within PHASE 1 of the project. There are two report sections: 

PART A: captures the conceptual foundations of the HR project, with a focus on using a narrative literature search drawing from existing HR. The summary of literature evidence gathered will assist in the bespoke adaptation of a high-level diagnostics assessment facilitated through the K-Core model. 

PART B: outlines the methodology employed: the justification for the employment of the “K-Core for HR”, the adaptation of NextGen’s award-winning K-Core analysis platform to fit the healthcare contextualised needs of PH, as well as the practical methods and data analysis applied. 








[bookmark: _Toc510777987]PART A: Conceptual foundations of the HR project
[bookmark: _Toc510777988]2.  HR Concept: Rapid Literature Review (RLR)

A rapid collation of empirical research in the form of a RLR about HR in a healthcare setting was undertaken. This was driven by two main goals

1. To quickly initiate the start of the project with a clear background and driving context of HR in healthcare: for the purposes of shared stakeholder understanding, to ensure key stakeholders understand the importance and rationale for embracing HRO principles &

2. To identify within existing literature, the characteristics, processes and challenges faced by healthcare organisations aiming to achieved improved safety and reliability levels. The latter would help fine-tune the participatory study method question design. 

There are good methodological reasons for taking a broad approach to a literature search (Loke et al., 2008, RLRs can be used to better understand phenomena, and to gauge what research on a topic has or has not been undertaken (Collins et al., 2014). According to Hailey (2007) they are popular amongst healthcare institutions and professionals, and patient associations to inform health system planning and policy development.  The RLR is a method of knowledge synthesis in which components of the systematic review process are simplified or omitted to produce information quickly (Tricco et al., 2015). Whilst the evidence is sourced systematically, it is not a systematic review, and therefore does not seek to provide an exhaustive summary of the theoretical literature or provide in-depth research. It does within a quick timeline as affored by the client, allow for an overview of contributing knowledge that underpins the research project, surfacing some of the challenges in relation to existing knowledge. This background research summarises readily available research with an emphasis on research and models which inform a HRO journey in a healthcare setting. Whilst there are acknowledged limitations which include selection and publication bias studies suggest that, when review timeframes are restricted, cost and time need to be balanced with benefits of additional searching (Ganann et al., 2010).  It is important to note NextGen’s commitment to rigour, but in this specific initial stage of  PHASE 1 the need to deliver evidence in both a timely manner and usable format contrasts with the detailed and systematic approach which underpins the design of our propriety K-Core model (available upon request).  A study by Watt et al. 2008 notes that in spite of axiomatic differences between the rapid and systemic reviews evaluated, their essential conclusions did not differ extensively, yet according to Parkill et al. 2011, the more pragmatic rapid approach can produce a similar amount of relevant records, more quickly and at less cost. Supporting this point, evidence generated by Khangura et al. (2012, p.6) from a 2 year Canadian Knowledge to Action (KTA) research program in healthcare contexts suggests that RLRs are “often employed as evidence summaries, as background for multiple stakeholders from a wide variety of disciplines taking part in discussions that form the basis of development and/or implementation of health services initiatives”. 

To collate background context evidence for the report and support the project gap analysis methods design, two reviewers searched bibliographic databases and the websites of relevant agencies for information available as at February/March 2018. The search, analysis and narrative synthesis were completed over a 10 day period. The databases incorporated material from many different disciplines and included Science Direct, MEDLINE/PubMed, Proquest, and PsychLit, HealthStar, Google Scholar. All databases were searched from inception until present. To be eligible for inclusion in the review, studies had to be primary research or reviews, published research – readily available online, in print or from relevant organisations – available in abstract, journal article, or full report form. Several broad search terms were used in order to ensure that relevant papers were not excluded, including ‘high reliability organisations’, ‘high reliability OR HR*’, ‘high reliability theory’, ‘reliability seeking organisations’, ‘characteristics’, ‘processes’, ‘challenges’ and related terms, such as ‘resilience’, as well as a context of ‘healthcare’. The search terms were limited to papers published in English from 1990 to 2018. A total of 12 papers were included in the review (appendix 1 houses summary of final papers)
3. [bookmark: _Toc510777989]Findings of the HR RLR Narrative Search

[bookmark: _Toc510777990]3.1 Definition and attributes of High Reliability Organisations (HROs) 

HROs are organizations “that operate in complex, high-hazard domains for extended periods without serious accidents or catastrophic failures” (AHRQ, 2017a). Organisation deemed to be a Complex Adaptive Systems (CAS) are semi-autonomous with members interacting at many levels of cognition and action (Dooley, 1997). A healthcare organisation can be classified as a CAS as it is made up of multilevel interconnected networks, which includes its patients, providers, teams, units, and departments (Monge, 2003). Such complex system create cognitive and physical challenges for internal and external individuals who interact within it; individuals internal to the system expend substantial cognitive effort in performing tasks or creating shortcuts, while external users are challenged with interacting with the system (Latney, 2016). However in more positive terms a CAS does “have the ability to learn and adapt based on environmental cues, feedback, or events” (Benham-Hutchins & Clancy, 2010, p.353).

Informed by the HR work of Weick & Sutcliffe (2007) who provide a detailed depiction of how HROs stay safe through an environment of “collective mindfulness” White et al. (2016, p102) present HR as a “condition of persistent mindfulness of relentless prioritisation of safety and quality over other performance measures”. Whilst there is commonality of HRO factors across a number of scholarly and expert papers including the HSE (2007) Weick and Sutcliffe’s (2007) five characteristics that are responsible for the ‘mindfulness’ that keeps them working well when facing unexpected situations (van Stralen, 2017) represent a consistent and solid foundation upon which to guide the thinking of people in an HRO (table 1).
 
	Three Principles of Anticipation
	1. Preoccupation with failure
2. Reluctance to  simplify explanations
3. Sensitivity to operations (also known as situation awareness (White et al, 2016))

	Two Principles of Containment
	4. Deference to frontline expertise
5. Commitment to resilience 


Table 1: Source: Adapted from Weick & Sutcliffe (2007)

The five HRO processes contribute to a collective capability termed mindfulness which underpins organsiational reliability (Weick, et al. 1999) (figure 1).
[image: ]









 Figure 1: Contributors to HR (Adapted from Hales & Chakravorty, 2016)
These aforementioned five areas are seen as the “primary drivers towards achieving high reliability” (Banfield et al. 2012 p6). Overall the HRO philosophy aims to strengthen all pillars of excellence performance, and support overall improvement in organizational effectiveness and efficiency, customer satisfaction, compliance, culture & documentation (Gross & Adome, 2016).

[bookmark: _Toc510777991]3.2 HR in a healthcare context: - challenges for a healthcare HR blueprint

Despite some clarity of shared characteristics across a number of settings Hines et al. (2008, p3) state there is no definitive cookbook for producing/achieving HR.  Typically a healthcare domain involves complex and ambiguous tasks, is fast-paced, and involves highly hazardous interdependent work in which error has potentially catastrophic consequences (Christenson et al., 2001) yet “all hospitals are different and have different challenges, resource levels, and cultures”  (Hines et al., 2008).  Traditional decision-making and improvement approaches based on stable and predictable systems are thus deemed inappropriate in healthcare (Kuziemsky, 2015). Despite the two decades of work supporting healthcare journey towards HR, the extra difficulties faced by hospitals/healthcare  in transforming into HROs due to their “specificities and experience systemic socio-organizational barriers  (Bagnara et al., 2010, p.713) should be highlighted. Unlike machines and processes in other high-risk industries which can be meticulously documented, the focus of hospital care are human: patients, whose behaviour, along with that of their families is highly variable (Hines et al., 2008). As Cohen & Stewart (2016 p.85) elaborate, unlike more mechanised industries in highly engineered, multiple fail-safe environments with passive service recipients such as aviation “healthcare outcomes are intimately related to the collaborative efforts of both clinicians and patients, engaging to achieve defined goals”.

[bookmark: _Toc510777992]3.3 Progress towards HR Healthcare Practical Frameworks 

There is a growing amount of literature HR models used in a healthcare setting to support the assessment of organisational hospital performance (Banfield et al., 2012). Principally the 5 aforementioned drivers for HRO “supported by a number of supplementary actions (interventions) that allow that driver to manifest in the organisation and contribute towards the overall drive towards high reliability” are utilised. An example of these are captured in Figure 2 (ibid, p.6).
[image: ]
Figure 2: A Driver Diagram for Attaining High Reliability (Adapted from Weick & Sutcliffe, and Banfield et al., 2012, p.6).

Success of HRO application in healthcare has been demonstrated through the minimizing of errors thorough the creation of mindful environments where employees are trained to look for and report small problems that could lead to big ones (Latney, 2016). Small errors and close calls are logged as learning opportunities; corrected with details shared across the organization (Chassin & Loeb, 2012; Shabot, 2016). “Traditional mechanisms have utilized verbal reports and paper-based incident reports to detect and document clinically significant medical error2.s; yet the correlation with actual errors has been low” (Wolf & Hughes, 2008, p.335);…“the benefits of which dependent upon the design of the system, how and what information is collected, and whether the information is used to inform a sophisticated investigation of specific errors to understand the nature and magnitude of the problem” (ibid, p336).

[bookmark: _Toc510777993]3.3.1 The High Performance Healthcare Maturity’ (HRHCM) model

Chassin & Loeb (2013) combined the Joint Commission's [a USA-based healthcare accreditation organisation] knowledge of healthcare organizations with knowledge from the HR published literature experts including safety scholars outside healthcare to develop a conceptual and practical framework for assessing hospitals’ readiness for and progress toward HR. In their view hospitals and other healthcare organizations behave as if they accept failure as an inevitable feature of their daily work. Their High Performance Healthcare Maturity’ (HRHCM) model outlines three key domains for hospitals to focus upon to achieve HR incrementally: leadership engagement, development of a robust safety culture, and use of effective process improvement tools. This is given in the context that the application of safety standards applied within other HROs cannot be directly applied to today's hospitals, particularity as there is an inherent misplaced confidence that their “safety systems are adequate” (Chassin & Loeb, 2013 p.463) Instead they defined a series of incremental changes that hospitals should undertake to progress toward high reliability. These changes involve the leadership's commitment to achieving zero patient harm, a fully functional culture of safety throughout the organization, and the widespread deployment of highly effective process improvement tools (Chassin & Loeb, 2013). According to Latney (2016) healthcare providers struggle with the safety culture requirement most, declaring that whilst most healthcare systems hospitals have elected to perform annual safety culture surveys, they have not put much effort or resources toward making sustainable changes to strengthen the culture of safety. 

[bookmark: _Toc510777994]3.2.1 Safety Culture: A key challenge

According to Listyowardojo et al. (2014, p5) “safety culture is the way in which organizations live and breathe safety”. Research based on a comprehensive literature review by the Health Foundation (2010) reveals an underpinning assumption that improving the organisational culture surrounding safety will have a direct impact on patient safety and clinical outcomes e.g. studies have found a link between improved safety culture and reduced readmission rates, length of stay and medication errors. Safety culture “can be defined as the organizational culture that directly or indirectly influences patient safety (Listyowardojo et al., 2014 p5). The assessment of safety culture is thus viewed as a critical part of the journey to achieve safer healthcare [ibid; Sexton et al. 2006]. Consequently “safety culture assessment is considered valuable information to an organization regarding their managers’ and staff’s safety related perceptions and attitudes that can be used to identify areas of improvement.” (Listyowardojo et al., 2014). Furthermore it is clear that “sustainable change requires consistency from leaders to provide a stable environment where staff can maintain their newly learned assumptions, practices, and behaviours” (ibid, p.13). 

However Christenson et al. (2001, p2) highlight that “medical harm is invidualised, distributed and insidious… [so that] pressures for efficiency and cost containment in healthcare can crowd out an emphasis on safety”. Furthermore the industry is complicated by a high turnover of staff, which often result in a “shifting workforce of temporary teams that assemble at the patient’s bedside” and variability of information available to staff as they make decisions (from too much to too little) (ibid, p2).

Despite the significance of increased attention to patient safety, it remains unclear what role healthcare professionals should play in supporting organizational change (Shapiro & Jay 2003). Whilst the model of error has shifted away from the individual towards the system to search for solutions, a void in the area of human performance has also been created. Tangible technological solutions such as Computerized Physician Order Entry (CPOE) aimed to reduce errors related to poor handwriting or transcription (Ash et al., 2004) are comfortable targets for patient safety initiatives and do yield positive results (Ansermino, 2006) but information technology can create further problems for health professionals (Trbovich, 2014) or solutions do fail (ISMP Canada Safety Bulletin, 2016). Complementary behavioral solutions such as teamwork should therefore be recognized for their potential to mitigate error and increase system resilience (Morey et al., 2003). 

3.2.2 Considerations of Knowledge Management

Given knowledge and skills represent important determinants of safety behavior (Gressgård, 2014), exchange of knowledge among employees (which includes knowledge sharing and knowledge seeking and application) appears highly relevant to organisations seeking HRO status (Wang & Noe, 2010). In 2006, the AHRQ conducted a needs assessment of leaders in selected health care systems, probing on implementation initiatives and perceived needs for continued implementation of patient safety initiatives (Tolk et al, 2015).  Findings suggested no lack of knowledge about what patient safety practices should be implemented but rather the main issue faced by healthcare systems was regarding the “how to” of implementation (ibid.).  

Healthcare is fundamentally knowledge-based with the diffusion of medical knowledge being imperative for proper treatment of patients (Lin et al, 2008).  The flow of knowledge, and how to create, use and re-use knowledge is imperative to meet critical business goals (Kane, 2016). More recent thinking suggest a focus on accelerated knowledge flows is of fundamental importance to increase HRO implementation effectiveness (Christianson, n.d).

[bookmark: _Toc510777995]3.3 Challenges of a direct map of HR to healthcare context

Common challenges (as captured in table 2) found by organizations pursuing HR can be mapped to the average hospital (Hines et al., 2008). 

	1
	Hypercomplexity

	The safety of a hospitalized patient depends on the effective coordination of physicians, nurses, pharmacists, medical technicians, technicians who maintain equipment, support staff who provide meals & maintain the physical environment

	2
	Tight coupling
	HROs consist of tightly coupled teams in which the members depend on tasks performed across their team.  A safe surgery depends on the ability of many points of  co-ordinated contact across the frontline service e.g. nurses, medical technicians, housekeeping, transport etc. to coordinate their efforts so that the operation proceeds smoothly and safely

	3
	Extreme hierarchical differentiation
	In HROs, roles are clearly differentiated and defined. Intensive coordination efforts are needed to keep members of the teams working cohesively. During times of crisis, however, decision making is deferred to the most knowledgeable person on the team, regardless of their position in the organization.

	4
	Multiple decision-makers
	In a complex communication network. HROs consist of many decision-makers working to make important, interconnected decisions 

	5
	High degree of accountability
	HROs have a high degree of accountability when an error occurs that has severe consequences. In this respect, hospitals differ somewhat from many HROs, because medical errors tend to affect single patients rather than large groups of people at once. Despite flawless care, distinguishing those whose deaths were inevitable from those the hospital could have averted is not easy.   

	6
	Compressed time constraints
	Hospital staff face the same challenge but do not always have staff with the resources and training needed to maintain high reliability when facing a significant time constraint.


Table 2: Challenges of a direct map of HR to healthcare context (Adapted from Hines et al. (2008)

[bookmark: _Toc510777996]3.4 Summary of RLR 

Whilst HRO status is clearly an acceptable and appropriate goal for healthcare providers, a number of challenges exist for the typical healthcare provider which must be addressed if resources are to applied with mind to a chance of success. Even when advances/progress are made healthcare are exposed to further complicating factors e.g. rapidly changing standards, increasingly diverse care settings, broader organisational reach, and increasing size care teams (The Advisory Board Company, 2016).  What does appear consistent from the literature is that the typical healthcare organisation is a complex one, and one that is continually growing and evolving in a changing environment, which requires a design for HR as an ongoing self‐design process (Cardinal et al., 2004). Furthermore dualities must be managed in tension (standardization with flexibility, conformity with initiative, accountability with learning, anticipation with resilience, and cost reduction with safety (ibid). It may be that there will be no one best blueprint for healthcare or even one institution at all times. Perhaps organisations that move beyond openness to a deep and systemic understanding of their operations stand a better chance of sustaining the structures and culture that can integrate or maintain productive tension between control and flexibility or learning (Carroll & Rudolph, 2006). 

[bookmark: baep-author-id2]Due to the characteristics of HROs, learning and organizational knowledge in such organizations meet challenging conditions e.g. learning processes such as experimentation, trial-and-error, and learning from failures and mistakes in their original form are not preferred due to the potentially catastrophic outcomes (Aase & Tjensvoll, 2014). These are challenging starting conditions for healthcare providers. Whilst there is strong commonality across literature acknowledging  healthcare as a complex system, most of the work on healthcare complexity is descriptive and provides limited insights for researchers and practitioners on how to study and understand complex systems (Kannampallil et al, 2011).To add to this, there is a lack of real-world HRO implementations work upon which to build (Ackermann, 2012).






[bookmark: _Toc510777997]PART B: Methodology 


This section documents the methodology applied in this research project:  pragmatism, mixed methods with emphasis on qualitative research (QualR), inductive reasoning and Soft Systems Methodology (SSM). There is also an exploration and comparison of healthcare industry’s research traditions with that of adopted systems thinking methodology adopted by NextGen, including its proprietary K-Core diagnostic framework.

4. [bookmark: _Toc510777998]Research Philosophy: Pragmatism

NextGen researchers adopt a pragmatist world view, accepted by known systems thinkers such as Beer (1996) and Checkland (2000) as well as Ackoff, Argyris, Churchman and Mitroff (Calvaleri, 2005), within which the PH research project is grounded.  This approach brings a focus on action in response to a problem i.e. use of the best method that contributes to a solution to the presenting problem (Creswell, 2009; Rossman & Wilson, 1985). It is highlighted that the basic interest for action in pragmatism is not conceiving action as an end in itself but perceiving action as Dewey (1931) states, the role of an intermediary.“To perform changes in desired ways, action must be guided by purpose and knowledge. The world is thus changed through reason and action and there is an inseparable link between human knowing and human action” (Goldkukl, 2009, p. 13).

The pragmatist view of NextGen researchers is further influenced by reflexivity and reflectivity. Researchers may utilise different methods of enquiry yet arrive at the same conclusions, demonstrating there is no one ‘right way’ to develop truth; “the true [is] what is good in the way of belief” (William James, cited in Rorty, 1980, p. 721). We [at NextGen] support the view research demands “an empathic ability to relate to social and psychological realities other than one’s own. At its most effective, furthermore, it requires both the kind of humility that acknowledges that the researcher always has a particular standpoint, and the kind of openness that is prepared to risk having that standpoint changed” (Attia & Edge, 2017 p36). Furthermore, reflexive researchers are embedded in and emerging from their contexts, opening themselves up as one element of the phenomena that are to be investigated (ibid.). This means that while prescribed and learned methodological procedures are useful, a developmental approach to research methodology “allows for the possibility of shifting insights, emergent goals, and evolving methods in the pursuit of findings more significant than those that initial research questions might have foreseen” (ibid., p36).
NextGen engage in research from a position of systems duality, taking account of complicated (technical or hard) and complex (managerial or soft) views, from both practitioner and academic perspectives. A systems approach as argued above is considered fundamental to the PH project; being necessary to acquire a deep understanding of an organisation’s constructs that organise to produce the whole, as opposed to only being concerned with a single element of that organisation i.e. technical aspects within the system (O’ Neil, 2008.).

5. [bookmark: _Toc510777999]Research Methodology: Soft Systems Methodology (SSM)

Knowledge Management (KM) [inclusive of drives towards HR] “within organisations is a complex matter involving individuals, teams and the philosophy and politics of the organisations” (Fennessy & Burstein, 2000, p.180). As such research is this arena can be described as ‘messy’ (Ackoff, 1981) “whereby people, their worldviews and culture contribute to situations that are often not clear cut, and where prescriptive answers about what is right may not be appropriate” (Fennessy & Burstein, 2000, p.180). Consequently in this study there is an employ of SSM which underpins NextGen’s company-wide philosophy, and to this specific context of patient safety and experience is considered superior to alternative approaches. At this point is it worth a reminder by the The Institute of Medicine report health care is probably the most complex of human endeavours (Kohn et al., 2000). SSM is a form of action research, which sits between research and intervention (Dew, 2007), aimed at understand something about the social world with a mind to change it (Minkler & Wallerstien, 2003) [i.e. in this context it is a better performance of HR service delivery]. NextGen action researchers work with all participants to identify issues that are important to participants and interventions that could bring about some improvement (ibid.) 

SSM is appropriate when examining How and Why questions because the variables are ill-defined, the causal links in real-life interventions are poorly understood or too complex for surveys or experimental designs (Yin, 2014; Hales & Chakravorty, 2016); especially so where real-world HRO implementations work is lacking in the literature (Ackermann, 2012). It is of key note that to the context of this project that many healthcare systems lack capacity to measure or understand their own weaknesses and constraints or have unmapped and misunderstood systems, so that even the very simplest of interventions fail to achieve their goals (de Savigny & Adam, 2009) or lead to misleading evaluations. 

A modern adaptation of Checkland’s SSM seven step approach which underpins NextGen’s consultancy and research approach is represented in table 3.

	1.  Confronting/Identifying the problem situation (or Event) 
2. Identifying the people, culture, or norms involved (i.e. the stakeholder’s and context) 
3. Developing root definitions that describe the ideal system 
4. Building a Conceptual Model or a diagram of the system 
5. Comparing models to the real world which questions each relationship in the model 
6. Identifying changes that are needed to the current system related to the problem 
7. Taking action or using an action plan to implement the changes previously identified


Table 3: Seven steps within SSM (Adapted from Checkland, 1999; Wilson, 2001)
 
“The systems perspective should reward its designers with a comprehensive assessment of whether the intervention works, how, for whom, and under what circumstances (ibid, p.71). Furthermore given that the essence of HR organizing “is a set of principles that enable organizations to focus attention on emergent problems” (Christianson et al., 2011, p1) SSM, with its emphasis on human activity systems as emergent, is further concomitant to this study’s healthcare context (Durant-Law, 2005).

It is noted that whilst this study and its employ of the K-Core model adapts the SSM framework to the situated need, not all SSM protocols are utlised i.e. Checkland (2011) suggests use of 5 Es to measure performance (efficacy, efficiency, elegance, effectiveness, and ethicality) as this is a study primarily concerned with reliability, ‘reliability” is the key effectiveness measure employed (Hales, 2016).

Smyth & Checkland (1976) approach encourages consideration of a number of attributes relating to each process which include: Actor(s): who or what
 normally performs the action, Customer(s): whom the action is intended to benefit, Owner(s): who has/have authority over decisions made; Environment: the environment in which the soft system operates, and Worldview: the underlying assumptions of participants in the soft system. This is taken account in the scoping of the research study.

[bookmark: _Toc510778000]5.1 Systems Thinking & its use of Mixed Methods

Atun & Menabde (2008), Swanson et al. (2010) and Pourbohloul and Kieny (2011) all agree to the importance of taking a holistic view rather than a reductionist approach to healthcare research and intervention. With a CAS such as healthcare, an organisation having a myriad of components (such as citizens, patients, communities, providers, policy makers, programme implementers, etc.) that are continuously interacting and adapting to other component changes and changes, a holistic perspective becomes more crucial. Systems thinking is an approach that describes and considers the characteristics and effects of CAS, and is an emerging approach in health systems research with tremendous potential to address challenges related to public health (Mabry et al. 2008; Mabry et al. 2010). “Systems science methodologies consider dynamic relationships between elements ranging from cells to individuals and organizations, and the impact that those relationships have on the entire health system.” (Swanson, 2010, p. iv55).

Both QualR and quantitative methods contribute to understanding of complexity, adding equally important value and depth to analyses of complex health systems questions and phenomena (Taghreed, 2014). QualR can be used to provide a profound initial understanding of the problem that can then be complemented by quantitative approaches that incorporate the learning into a more realistic and sophisticated quantitative analysis (Peters, 2014). A dual approach also being a potential method for overcoming researcher bias (Patton, 2002). 

6. [bookmark: _Toc510778001]Conceptual Framework

6.1 [bookmark: _Toc510778002]Linkages between HR and KM

Whilst the end goal of this project is to support PH in achievement of HRO status; achieving improved patient care, safety and experience, NextGen draws down heavily upon expertise in Knowledge Management (KM) Capability. According to Holsapple and Joshi (2004, p. 593) KM refers to an “organization’s systematic and deliberate efforts to grow, cultivate, and utilize available knowledge in ways that create value for the organization, in the sense of positive results in achieving its goals or fulfilling its purpose”.  There are clearly parallels to be drawn between knowledge sharing behaviours and high reliability (Zipperer, 2016) research. Knowledge, or specifically HR knowledge, is not necessarily something the organization possesses, but is created through the action of individual, groups and communities in practice-based arenas (Cook & Brown, 1999).  Just as complexity, multi-disciplinary involvement, sensemaking and systems thinking provide a foundation for KM and healthcare quality improvement (Zipperer, 2014), the same charge can be applied to HR.
Akin to KM, much of HR literature, as uncovered in the preceding part [PART A] of the report is  constructed via a single narrative, or not sufficiently underpinned by theory ,  a consequence of which is a negative impact on the transferability of findings (Sutton & Austin, 2015). 

6.2 [bookmark: _Toc510778003]NextGen’s Solution:  Transferability of the K-Core Approach to HR context

NextGen promote HROs studied as actor-networks i.e. an analysis of a healthcare system warrants thinking which recognises the actor (within a network) has power to contribute to construction of the system (Morrow, 2016). Actor Network Theory (ANT) supports an action-oriented and process-based qualitative approach which can facilitate opening up healthcare’s ‘black-box’, critical if the requirements of pervasive HR solutions are to be fully understood (Troshani & Wickramasinghe, 2012).

[bookmark: bau1]In response to the limitations/challenges of a direct migration of general HR research to a healthcare context as already in Part A of the report, an improved model to support a HR project in a CAS such that healthcare is necessitated.  The K-Core model (figure 3)(Griffiths, 2012) originated to transmit “know-how” in an organisation with an improved Knowledge Management/Knowledge Capability orientation.  This model is an evidence based model - or framework designed as a tool for conducting diagnostics into systems designed for the management of knowledge resources inside organisations (Griffiths, 2012). The K-Core is applied in this project as a pragmatic structure for approaching complex, interacting, multi-level, and transient states of constructs in the real world (Damschrode et al., 2009).  From a safety perspective, efficient knowledge management is important for learning purposes; to prevent errors from occurring repeatedly. More so the “relationship between knowledge exchange among employees and safety behavior may be of particular importance in distributed organizational systems where similar high-risk activities take place at several locations “(Gressgård , 2014, p. 53). The perspective that organisational HR knowledge resources require a blend of hard and soft systems to coordinate finds commensurability within the research design, and the pragmatic world view applied.

[image: ]
Figure 3: NextGen K-Core Model (Source: Griffiths, 2012)

6.2.1 [bookmark: _Toc510778004]K-Core Model’s Maturity Model

Maturity models are considered to be tools that simulate specific aspects of capability and define the qualitative attributes that characterise competence at a particular level of performance (Demir & Kocabaş, 2010). A maturity model is thus “valuable in measuring different aspects of a process or an organization” (Proença & Borbinha, 2016, p1042). Berwick and Nolan (2003) initially referred to three distinct Levels (stages) of HRO development, based on the maturity of the system, categorising by various and methods that are used and expected levels of reliability. Chassin & Loeb’s (2013) framework describes four stages of maturity: (beginning, developing, advancing, and approaching). NextGen’s has a bespoke four-point point maturity model of practice which goes a one step further in separating out strategic (direction) and operational (activity) processes against internal and external parameters: Reactive, Proactive, Strategic & Anticipatory. This model was originally informed by Office for Government Commerce (OGC) guidelines which observes maturity models to be “a systematic framework for carrying out benchmarking and performance improvement” (www.ogc.gov.uk). This enables the K-Core participatory model to add further value in that it benchmarks the situated processes’ state of development in producing the desired output.  The four step maturity model parameters and K-Core criteria/variables informs our proprietary diagnostic Participatory Integrated Assessment Tool (PIAT) which frames a ground-level synoptic evidence-based gap analysis of process, behaviour and structure against HR variables.  


7 [bookmark: _Toc510778005]NextGen’s Research Mixed Methods approach supported by Inductive Reasoning

NextGen apply a systems thinking approach, heavily influenced by ANT. Overarching drivers to this approach is that PH is a CAS, and thus [we] NextGen consider the best way to make sense of potential improvements to that system is via the participants (the nodes) within that system.  ANT can viewed as a “methodological approach where the focus lies on how processes, subjects and objects, become interlinked” (Wengelin, 2012, p52). ANT is “conceptually useful in helping to appreciate the complexity of reality (including the complexity of organisations” (Creswell & Worth, 2010, p10). ANT, drawing on the Socio-Technical Systems (STS) perspective defines a healthcare organisation as a system, with its technical dimensions (e.g. IT system) and social dimensions (e.g. attitudes and relationships of stakeholders) being interrelated. The extent to which these shape, fit and complement each other is believed to be important in determining how the system functions (Creswell et al., 2010). Consequently NextGen believes that the main actors in the system – the staff, the systems and the process will reveal the HR gaps in its current system. Methods such as interviewing allow for researchers to gather information about the people in the systems, their goals, within their task, within their job, their interactions with the system. Furthermore the solutions with be fed from the system itself – through the direct identification of the challenge and the potential solutions tendered through the interview process. The end report delivered by NextGen aims to analyse and report on these ideas, so that the PH leadership is then able to sponsor [act upon insider] observations on change. Change that is surfaced by and bought into by the actors in the system.

Given that there is strong emphasis on gathering perceptions and understandings which may be revealed that have not been documented before, an inductive approach will be employed, which sets aside prior theories and attempts to build up an understanding of the world from the data (Dew, 2007). The benefits of an inductive approach includes research findings emerging from frequent, dominant or significant themes inherent in raw data, without the restraints imposed by more structured methodologies (Thomas, 2003.). “Key themes are often obscured, reframed or left invisible because of the preconceptions in the data collection and data analysis procedures imposed by deductive data analysis such as those used in experimental and hypothesis testing research” (ibid., p2). Whilst it is acknowledged that this approach can lack the solid normative foundation of deduction (Hume, 1969; Nagel, 1965), pragmatists argue the potential of a theoretical explanation to answer open questions or create new ones coined “interestingness” provides the baseline justification of inductive arguments (Lipton, 2004).

[bookmark: _Toc510778006]7.1 Participatory Approaches: Selecting the appropriate methods tools for initial diagnostics

Participatory research involves inquiry, but also action. People not only discuss their problems, they also think about possible solutions to them and actions which need to be taken (Participate, 2017). As an introductory guide participatory approaches contain a variety of data collection methods table 4 (Venn, 2005):

	· participatory listening and observation
· visual tools such as maps, daily activity diagrams, institutional diagrams and Venn diagrams, flow diagrams and livelihood analysis
· semi-structured interviews
· focus group discussions


 Table 4: Participatory Methods (Venn, 2005)

Strong influences on method selection for this project is guided by the need to gather data on Process, Behaviours and Structure. An example of lines of inquiry in the PH HR project are captured in table 5.
	Process
	Analyse internal systems, processes and documents to understand how they currently contribute to the delivery of high reliability, to include the current intranet project. Evaluate the mechanisms in place which provide frontline staff with the knowledge, techniques and resources required to recognise safety threats and take action to mitigate them.

	Behaviours
	Assess how the tools and practices used by nursing staff support behaviours that ensure the consistent and effective completion of tasks, including ward rounds, huddles, and pre and post-visit calls

	Structure
	Evaluate where the complexity of your organisational structure impacts on high reliability, including the characteristics of your safety culture and how different departments/functions work to promote the high reliability effort


Table 5: Example of lines of enquiry 

[bookmark: _Toc510778007]7.2 QualR vs. Research Traditions in medicine and healthcare

[bookmark: baep-author-id3][bookmark: baep-author-id4]QualR methods involve “systematic collection, organizing, and interpretation of material in textual form derived from talk or observations” (Khankeh, 2016, p635). Their direct appeal to healthcare, a human-centric CAS environment is that they are useful to investigate the “meanings of social phenomena as experienced by individuals in their natural context” (Malterud, 2001, p. 483). Despite the acknowledged benefits of QualR which overcome quantitative research methods confined access to clinical knowledge i.e. focusing only on what can  be controlled, measured, and are countable (Khankeh et al., 2015),  the health community still looks at QualR with scepticism, questioning its subjective nature and absence of facts (Malterud, 2001). “The majority of tools to assess safety culture in healthcare are quantitative such as based on surveys or questionnaires” Heath Care Foundation, 2011 [online]). Antonsen (2009), The Health Foundation (2011) and Tutorial (2007) have all have contributed to research demonstrating the benefits of QualR for tailoring and implementing improvements within organizations. To this effect, over the past twenty years, QualR use in healthcare has become more wide-spread (Lingard, 2016); taking into consideration the larger context of a human situation and their iterative and flexible design for use in the field, they allow  for the collection of the richest data possible (Ash &.Guappone, 2007). QualR methods afford for the “generation of in-depth accounts from individuals and groups by talking with them, watching their behaviour, analysing their artefacts, and taking into account the different contexts in which they are based” (Kuper et al., 2008, p. 406).  They support researchers in the exploration and explanation of contexts in which they and their patients function facilitating a more comprehensive understanding of a healthcare system (Kuper et al. 2008). Common QualR data gathering strategies include interviews, focus groups and document analysis (Kupar et al, 2008; Crewell, 2009).  These tools are more amenable to topics such as patient satisfaction and doctor-patient interaction, in addition to assessing attitudes, beliefs and behaviour, and even technology methods (Britten & Fisher, 1993; Al-Busaidi, 2008). QualR thus in a healthcare setting is more than just a solution-seeking practice; it is important in that it examines how people make sense of things and how issues unfold in real-world setting (Linguard, 2016). Leung (2015) summarises it contributes significantly, if not more so than quantitative research, to the field of primary care at various levels. 

8 [bookmark: _Toc510778008]Method Justification

[bookmark: _Toc510778009]8.1 Overview of method triangulation including transcription methods

The required lines of enquiry (table 5) necessitates that a clear picture of the current attitude and effort towards patient and staff safety is defined, as well as the readiness of the organization to undertake the required change required by HR is determined.  Method selection was further influenced by need for budget and timeline efficiencies, and to support efficient triangulation of data gathered, as well as a process of employee engagement. Methodological triangulation was specifically planned i.e. the use of multiple methods so that findings from more than one tool can be compared to see if similar results are being found. “If the conclusions from each of the methods are the same, then validity is established” (Guion et al., n.d., p.1).  It is noted that PH requested to not introduce adopt a survey at this initial phase given some survey fatigue experience, but it is not discounted from future phases. 

Three methods were finalized: Semi-structured interviews (SSIs), Focus Groups (FG) and Document Analysis (DA). The narrative literature review in Part A highlighted the prevalence of the interview process. In this project the semi-structured interview (SSI) is specifically selected given it can work exceptionally well in the wider data collection segment of a research project, where researchers are pursuing the kinds of information that will allow them to design and implement action for transformation (Stringer, 2014). Focus Groups (FGs), a form of group interview, are utilised for efficient access to large groups of people but purposefully the interaction afforded “lets participants both query each other and explain themselves, thus providing articulations on normally unarticulated assumptions” (Foorthuis & Brinkkemper, 2008, p.38). They are considered to be effective for addressing sensitive topics, are relatively inexpensive, and provide cumulative information from multiple participants (Streubert-Speziale, 2007). A quota sample of employees, representing a cross-section of staffing responsibilities was designed for the latter. The Questions/Themes developed for the adapted HR K-Core model being heavily influenced by the work of Sullivan et al., (2016).  See appendix B for interview guide, including the question set to be used within the SSIs and FGs.  Recognizing the limitations/challenges of the simple migration of a HR framework to a healthcare context picked up in PART A and need to take a wider systems and actor-networked approach that ensures People, Processes & Structures more thoroughly covered to suit a healthcare context (comprehensively picked up by the NextGen K-Core variables and capabilities model) further open and systematic probing questions have also been developed. 

Document Analysis (DA) is employed as part of a systematic framework through which to derive data from text-based artefacts, in electronic or printed form (Bowen, 2009) from PH’s intranet.  Use of three methods provides for triangulation and facilitates validation of data through cross verification. “It allows for testing the consistency of findings obtained through different instruments and increases the chance to control, or at least assess, some of the threats or multiple causes influencing results” (Keneddy, 2009, online). 

Whilst methods selected have a strong QualR categorisation, opportunities to integrate quantitative analysis into final method design have been considered.  Whilst the study design is predominantly qualitative in nature, it is recognized use of quantitative data extracted from DA plays an important part in triangulating SSI and FG outputs. It is this recognized that the quantitative analysis from PHASE 1 is limited; reliant on statistics published in internal reports or paperwork. Nonetheless, the existence of such numerical data reflects a different epistemological orientation from purely QualR; hence the approach can be described as mixed methods (White et al 2015). 

Whilst one lead consultant researcher, David Griffiths was on site [on the ground in Ohio) to administer the three methods, the independent Research Assistant (RA), a graduate with experience in coding and data analysis was employed to support with FG facilitation,  transcription of interviews, and to support in sampling of coding. Due to limitation on recording interview by the client, interview and FG outputs were recorded in notebooks, highlighting specific words and phrases (Stringer, 2014): the lead researcher [David Griffiths] making use of generic mind mapping, and the Research Assistant’s [RA] intelligent transcription (detailed in 8.1).  NextGen recognize the contribution that research participants can make to the trustworthiness of studies and the effectiveness of the transcription process (Grundy et al., 2003) and that transcripts are not only for analysis but as evidence of that analysis (Duranti, 2007). The decision to employ different transcription methods are influenced by the view transcribing is an interpretive act rather than simply a technical procedure, providing opportunities for noticing unanticipated phenomena (Bailey, 2008).
Mind mapping, as defined by Buzan (2005) is a technique for delivering effective and creative thinking, and supports the  visual arranging and presenting of  research around central key words or ideas (Borchardt, 2011) before transferring onto an excel spreadsheet for coding and analysis (Kollock et al., 2012). The key advantage of mind mapping by the lead researcher is that it also allows for the transcription of non-verbal aspects of an interaction in real time (Tattersall et al., 2007). This allows for a realistic interpretation of all aspects of the interaction and further aid the researcher bracketing their own preconceptions (ibid.)

8.2 In-depth Semi-structured Interviews (SSI)

The design orientation of the research required an emergent and open methodological approach, and methods that would allow an examination of the linguistic and other practices which produce and reproduce ‘cultures’ in the studied organisations (White et al 2015). Consequently the use of SSIs was deemed appropriate for the required context of the study. Acknowledging there is no ‘one-size fits all’ when asking someone to recall a personal narrative about their experiences, the qualitative interview supports a more detailed and nuanced response (Turner, 2016). According to Burgess (2002) these are “conversations with a purpose”. The interviews were thus designed to be conducted in a conversational style, giving participants the opportunity to explore emergent issues. All interviews were guided by the discussion guide, developed to reflect the study objectives (appendix B) i.e. it lists the key questions each interviewer should ask of his/her interviewees but does not dictate exactly how each interviewer should conduct the interview, leaving considerable scope to initiate supplementary questions triggered by the interviewees responses (Stringer, 2014). These are not to be read verbatim but act as an aide-mémoire, with emergent questions arriving from new themes being elicited welcome. “The interviewer can add extra questions about an unexpected but relevant area that emerges, and sections that don’t apply to the participant can be negated” (Turner, 2016, online). Questions are thus structured to generate participant narrative and were “not read necessarily as ‘truths’ but rather as analytical windows into how participants make sense of and give meaning to constructs in the context of their activities and to make visible aspects of knowledge and culture” (White et al, 2015, p.24). 

The SSI Interview List includes the following personnel – although made clear to the client that further names may emerge through the process:
1. CEO
2. CFO (Intranet project owner)
3. Chief Learning Officer (lead for Learning Institute)
4. Chief Human Resources Officer
5. Chief Information Officer (Intranet project owner)
6. Chief Nursing Officer

The SSI is driven by powerful questioning technique, with the absence of closed questions. Whilst questions influenced by the themes garnered by the preceding narrative literature search informed the initial question deign (highly influenced by the expert HR work of Sullivan et al. (2010)) it is influenced by NextGen’s FAIRR model (appendix C) given the appropriateness of gathering data on how people feel about systems, processes, tools and frameworks deployed within PH to enhance the safety (this includes thinking about lessons learnt frameworks, community of practice portals through to job design frameworks and appraisal processes that influence safety behaviours. For internal validity, all interviews were both intelligently transcribed i.e. only the substantive content of the spoken word was captured, as opposed to ‘verbatim’ transcription, where an attempt is made to capture every nuance of the report (Halcomb and Davidson, 2006) and captured by a generic mind-map by the leader interviewer (David Griffiths).

As aforementioned the SSIs were conducted by one researcher accompanied by a note-taker [none by digital recording]. Interviewees were guaranteed responses would not be reported in an identifiable format. During the interviews supporting documents mentioned by the interviewees were advised that they may be requested at the close of the interview. 

Interview notes were completed and edited in a timely fashion, and data from the interviews and supporting materials coded into the dimensions in the interview guide and entered into a database for analysis. Quotes published may be reconstructed from interview notes or recordings so may differ slightly from the exact wording used by the interviewee.

Whilst interviews were mapped (using a generic mapping approach) and time-coded live, in-depth analysis was planned for off-site in the following fortnight. However ongoing checks on confirmability of responses did occur on-site.  A target average of 4 interviews per day was scheduled with a 60-minute break between each to allow for reflection, the collation of live-analysis notes and in-case cross-referencing. All interviews and FGs were held in a closed meeting spaces at PH HQ in Ohio. Whilst the schedule was intense, Guba and Lincoln (1981) state: “Loss in rigour [brought about by human factors, such as fatigue and shifts in knowledge] is more than offset by the flexibility, insight and ability to build on tacit knowledge that is the particular province of the human instrument” (p. 113).

[bookmark: _Toc510778010]8.3 Focus Groups (FG)

FGs are “small structured groups with selected participants, normally led by a moderator” (Litosselititi: 2007).  FGs are selected to capture data from a variety of participants at one time, thus reducing resources utilised (i.e. cost, time, environment space etc.). It is not constrained to the researchers own belief about topic direction and it able to be influenced and shaped by the participants.  Groups can be mixed to gain a varied demographic (i.e. length of service/gender/experience/background) which could provide an interesting and more holistic view. They provide the opportunity to gain live, natural feedback and thoughts in a safe environment where discussions can emerge from shared lived experiences.  The FGs are targeted to explored similarities and differences in staff members’ understandings of the safety process, behaviours and structures.
 
The FG design makes replicates the question set but allows for efficient access to a larger group of individuals. The FG process requires a quota sample of employees, and require a representation from across the key staffing representations (each FG consisting of 8-10 randomly selected (using random number generator) staff from the identified departments and Subject Matter Experts (SMEs). The Four FGs groups included:

1. Nursing Shared Governance
2. Nursing Quality Assurance
3. Front Line nurses
4. SMEs  (deep insights in how what is currently happening in the system - they also have deep insights into system improvements)
There is potential for any sample group to grow as and when it becomes relevant to follow up on a line of inquiry raised within any of the methods employed. A moderator[the research assistant] facilitated the FGs –2 focus groups held each day, lasting no longer than 60 minutes at a time. Rotating participants allowed for a wider input and viewpoint to be gained (Hesse-Biber, 2011). 

[bookmark: _Toc510778011]8.4 Coding

Coding helps to stimulate thinking and keep track of the data (Bazeley 2013). Interview data were initially coded using the theoretical model, the literature and the research questions. However, in the course of analysis, with renewed reflection and as new ideas emerged and were explored, codes were modified, clarified and expanded (Aquilina, 2016). The RA and lead researcher [David Griffiths] were involved in generating coding frames for themes from qualitative data, comparing independent coding of a subset of data to identify and address coding differences and ensure consistency. 

 Whilst use of computer software may assist the coding process and enhance the rigour of the analysis when dealing with large data sets (Trochim & Donnelly 2008), traditional manual methods using colour coded highlights, memos and comments on text margins was used, and helped promote contact between the data and researcher reflections, also providing “more control over and ownership of the work” Saldaña (2013, p. 26) and not substitute for the researcher’s intuition when identifying codes and themes within the data (Ryan & Bernard 2013). As Roller (2010) advises, researchers should embrace the “tangles” and “messiness” of qualitative data. 

[bookmark: _Toc510778012]8.5 SSI & FG data analysis 

Thematic analysis was described by Braun and Clarke (2006), and it is the process of searching for patterns and themes in the qualitative data. It is an iterative and reflective process that develops over time, so moving back and forth between the steps is typical, as opposed to a linear process (Nowell et al., 2017). There are 6 steps to the thematic data analysis: (1) Familiarizing yourself with your data; (2) Generating initial Codes; (3) Searching for themes; (4) Reviewing themes; (5) Defining and naming themes; (6) Producing the report. 

Fereday and Muir-Cochrane (2006) presented a different 6-stage process of data coding for thematic analysis: (1) Developing the code manual; (2) Testing the reliability of the code; (3) Summarizing data and identifying initial themes; (4) Applying template of codes and additional coding; (5) Connecting the codes and identifying themes; (6) Corroborating and legitimating coded themes. The use of the process as described by Braun and Clarke better fits our study, because we do not have enough practical experience in the world of high reliability healthcare organizations, and we cannot expect what gaps will be raised in PH, so it is easier to start developing and searching for themes after we have the data. Step 1 in Braun and Clarke’s process allow the researcher to get the data first, and learn it, whereas step 1 in Fereday and Muir-Cochrane’s process suggests to start develop the code before learning the data. 

The main advantage of using thematic analysis in our project is the ‘ease of use’. Comparing to other qualitative data analysis methods, thematic analysis is quick to learn, and does not require a lot of experience (Braun & Clarke, 2006).  Another advantage is that this method is flexible, and can be adapted to meet the needs of different studies (King, 2004; Braun & Clarke, 2006; Nowell et al., 2017). More advantages highlighted by Braun & Clarke (2006) and relevant to our project: Can highlight similarities and differences across the data set and can generate unanticipated insights.  

The main disadvantage of the thematic analysis is the lack of substantial literature. The novice researcher might feel unsure at times, and might over simplify or over complicate the extraction of themes from the data (King, 2004; Nowell et al., 2017). 
 Braun and Clarke (2006) provided a 15-point checklist of criteria for good thematic analysis (table 6): 
	Process 
	No. 
	Criteria 

	Transcription 
	1 
	The data have been transcribed to an appropriate level of detail. 

	Coding 
	2 
	Each data item has been given equal attention in the coding process. 

	 
	3 
	Themes have not been generated from a few vivid examples (an anecdotal approach), but instead the coding process has been thorough, inclusive and comprehensive. 

	 
	4 
	All relevant extracts for all each theme have been collated. 

	 
	5 
	Themes have been checked against each other and back to the original data set. 

	 
	6 
	Themes are internally coherent, consistent, and distinctive. 

	Analysis 
	7 
	Data have been analysed – interpreted, made sense of – rather than just paraphrased or described. 

	 
	8 
	Analysis and data match each other – the extracts illustrate the analytic claims. 

	 
	9 
	Analysis tells a convincing and well-organized story about the data and topic. 

	 
	10 
	A good balance between analytic narrative and illustrative extracts is provided. 

	Overall 
	11 
	Enough time has been allocated to complete all phases of the analysis adequately, without rushing a phase or giving it a once-over-lightly. 

	Written report 
	12 
	The assumptions about, and specific approach to, thematic analysis, are clearly explicated. 

	 
	13 
	There is a good fit between what you claim you do, and what you show you have Done – ie, described method and reported analysis are consistent. 

	 
	14 
	The language and concepts used in the report are consistent with the epistemological position of the analysis. 

	 
	15 
	The researcher is positioned as active in the research process; themes do not just ‘emerge’. 


Table 6: 15-point checklist for good thematic analysis (Braun & Clarke, 2006)

The following approach was adopted in the study: 

1. Data was analyzed both inductively using a thematic approach
2. Mind-maps and transcripts were read and re-read to identify initial themes, with the lead research fellow developing an initial coding structure
3. The initial coding structure was verified with the RA
4. A sample of each subset of data was cross-checked between the two researchers to verify consistency in coding and analysis.
5. Data was migrated to a excel spreadsheet
6. Analytic processes included the identification of negative cases or contradictory findings, with emerging themes compared and contrasted (Dowding et al., 2016)
7. Emergent themes were discussed between the two researchers to check for internal validity, accuracy of interpretation, particularly of domain-specific knowledge of particular professionals, and to locate themes for further analysis. 
8. During this process, the transcripts as a whole were continually referred back to, as a means of ensuring that the data and analysis remained grounded and inductive. 
9. For each theme identified, sample indicative quotations are listed, indexed by keywords. 

[bookmark: _Toc510778013]8.6 Improving confirmability of SSI & FG responses

Improved reliability of the study was achieved by verifying understanding of the context and terminology in relation to the responses to the interview questions (in SSIs & FGs). Checking upon interpretation of supplied responses was correct was achieved by contacting a random sample of participants to sense check their responses. Furthermore after the completion of the first interview an employee (not part of the enquiry pool,) was used to confirm and develop interpretation of organisational terminology, systems and processes, which was then utilised to inform subsequent interviews. The Chief Learning Officer was also used as a feedback loop to improve understanding of the environment and responses. This involved meetings with this Officer on four occasions in order to determine the credibility of preliminary findings.  This form of review process helps ensure rigour in QualR, overall improving the credibility of the recommendations (Morse et al., 2002).

The RA was engaged to sample anonymous responses from 10 participants for comparison against the question set in order to cross check coding. 

[bookmark: _Toc510778014] 8.7 Document Analysis (DA)

DA is employed as means to derive data from text-based artefacts, in electronic or printed form (Bowen, 2009). DA contributes in five relevant ways: provision of context; ideas on direction for research questions and observations; as a source of additional or complimentary data, provision of an evidence chain for change or development processes; as well as a means to triangulate data collected from other sources (Bowen, 2009).

The DA method is critical to the initial diagnostics stage as organisational documents provide context, provide further direction for research questions and observations (Bowen, 2009).  DA is an efficient, stable, exact, cost effective approach, enabling a breadth of coverage not afforded by other methods (Bowen, 2009). Documents drawn from the intranet, covering all key stakeholder groups will be included in the scope. It is highlighted, given access to PH intranet, housing Shared Governance documents and Lesson Leant records submitted by the Quality Assurance Body Procedures and documents related to Safe Job Analysis, Open Safety Conversations, handover, incident reports etc. should be prioritised for initial analysis against HRO criteria. Whilst Dew (2006) critique the method with respect to selectivity bias, this will be overcome through breadth and depth of document selection. A rigorous data collection framework will be employed to ensure quality control criteria for handling all documentary sources. A use of a mixed sampling strategy (probability and non-probability) (Dew, 2006) was employed to overcome any cultural and historic bias or selectivity bias of the researcher, as well as development of coding protocol.  

The healthcare setting, a people processing profession is arguable one in which research questions could not be investigated adequately without reference to the production and use of documentary materials (Flick, 2013). Documents as “preserved traces” which “speak in the absence of speakers” (Smith, 1984). DA is an important part of most schemes of triangulation (Bowen, 2009). NextGen makes use of DA mainly for triangulation purposes, as a within-case cross-referencing method to compare with information gathered through interviews and FGs. On top of documentation content, other aspects to be examined include: content accessibility, searchability, usability, efficiency (easy to understand and remember), centralization of documentation and types of documentation (text, audio, video). Given the emphasis placed on the importance of mixed methods, qualitative data was included.

Documents list for analysis:
· Training documents
· Organization’s Policy and Procedure manuals
· Documentation describing organisational structure and design
· Performance and safety information
· De-identified statistical data on patient safety from prior research (if was conducted)
· Patient transfer records (between care givers, shifts, units, discharging)
· [Any other document types that will be discussed during interviews/focus groups]

Advantages of use of DA are captured in table 7.
 











	· Convenient and low cost method (Bowling, 2009, p 449) 
· Lack of obtrusiveness and reactivity (Bowen, 2009) 
· Supports data triangulation, to increase the study’s comprehensiveness and validity (Patton, 2002). 
· Context setting - Richness of data access - documents can provide as much if not more information about a situation as actively engaging in an interview (Singh, 2015) 
· Non-technical literature, such as reports and internal correspondence, is a potential source of empirical data for case studies 
· Question informing - information contained in documents can suggest some questions that need to be asked and situations that need to be observed as part of the research. E.g. Goldstein and Reiboldt (2004) 
· Documents provide supplementary research data. Information and insights derived from documents can be valuable additions to a knowledgebase. Researchers should therefore browse library catalogues and archives for documents to be analysed as part of the research process (Bowen ,2009) 
· Documents provide a means of tracking change and development within an organisation (Yin, 1994) 


 Table 7: Advantages of DA (mixed sources as indicated)
 
[bookmark: _Toc510778015]8.8 DA Analysis Approach 

The research study employed a DA approach described by Fereday & Muir-Cochrane (2006) as thematic i.e. a means to explore patterns emerging from within the data pool through scrutiny of the text. This involves the “reviewer taking a closer look at the selected data and performs coding and category construction, based on the data’s characteristics, to uncover themes pertinent to the phenomenon” (Bowen, 2009, p. 32). The two researchers interrogated a broad sample of documents.

 Documents were used primarily to triangulate feedback from the interviews and strengthen the credibility and confirmability of the findings. SSI & FG data to describe the processes that were identified in the document analysis and, where appropriate, divergence between documented and actual process is noted.


10. [bookmark: _Toc510778016]Rigour of study

Using the terminology of Guba & Lincoln (1981) a study’s trustworthiness refers to the “truth value” of the study’s findings or how accurately the investigator interpreted the participant’s experiences. Thus rigour in QualR is established through the study’s confirmability, credibility, and transferability (Streubert-Speziale, 2007).

Confirmability/auditability of the research study is strong: through this report and archiving of all documentation of the researcher’s thinking, decisions, and methods including field notes, memos, transcripts, and researchers’ reflexivity journals. Consequently, as recommended by Koch (1994) reasons for theoretical, methodological, and analytical choices throughout the entire study were thoroughly documented, on both how and why decisions were made.

Credibility, as interpreted as the confidence in the truth value or believability of the study’s findings (Polit, Beck, & Hungler, 2006) is demonstrated through the data and method triangulation discussed (i.e. use of multiple sources of data and methods), repeated contact with a sample of participants, peer debriefing and member checking (cross-checking of findings to participants to determine if the findings reflect their experiences) and cross checking of coding between researchers. Whilst quantitative research was within limited scope within PHASE 1, future PHASES will look to incorporate this type of data in order to improve the rigour of findings over the wider project scope.

Furthermore the researcher’s reflexivity contributes to the study’s credibility highlighting to readers, awareness of possible influences and implications on the study.
There is a strong transferability of research findings outside of the immediate site, with potential for application to PH’s other healthcare operations. It is considered that given the accurate and rich description of research due to thoroughness of data generation and analysis there is also potential wider transferability (Jeanfrau & Jack, 2010).

[bookmark: _Toc510778017]10. Role of the Researcher

All our researchers are highly trained experienced reflexive practitioners, and are aware that the approach chosen by the researcher shape any interaction between the phenomena studied and the data collected (Lakatos, & Musgrave, 1970), researchers cannot assign value to one meaning without acknowledging the role that they personally play within this construction (Guba & Lincoln, 1981). NextGen researchers acknowledge this limitation through reflexivity (MacBeth, 2001; Willig, 2014), aware of their own contribution to the construction of meaning and the improbability of remaining neutral, impartial, and unconnected to one’s subject (Wheeldon & Faubert, 2009, p.72). Steps to sense check themes and patterns extracted from analysis on the data will be taken, which will include opportunities for participants to confirm the output of their interview or FG participation. Researchers’ reflexivity journals are maintained throughout, and archived along wth the study’s data.

[bookmark: _Toc510778018]11. Ethical Considerations  

Researchers should be explicit about ethical considerations within the research strategy (Baxter, 2010).  NextGen are committed to look after all research participant interests. This is inclusive of a non-disclosure agreement signed by all NextGen contributors.  Opinions revealed would not be traced back to individuals. All interviews including FG outputs were not stored on PH equipment or hard drives but temporarily stored on the researcher portable drives/hard copy notebooks to be archived only at NextGen’s company headquarters in Wales. Interview and FG outputs were allocated coding known only to the researchers. All participants were supplied with the lead researcher’s contact details and briefed with an ethics protocol prior to the commencement of questions. All participants were guaranteed anonymity, with the opportunity to receive a copy of the interview for their records. Whilst access to existing survey data within PH was made available it was rejected on the basis it could bias the research study; and comprise its overall rigour. 

[bookmark: _Toc510778019]12. Final Report (three-day onsite visit)

Recommendations will be presented with a comprehensive analysis of HR/KC maturity, from practice through to value creation. Recommendations for improvement and examples of high impact/high performance practice will be provided. The final analysis will be delivered on site and led by Dr. David Griffiths. Where possible, depending on the maturity of the existing KM program, we will attempt to identify value, where, using the FAIRR Model (appendix C), we [NextGen] will report findings related to user feelings through to return-on-investment.
[bookmark: _Toc508054257]
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Appendix A: Narrative Research 

	Method
	Value
	Participants
	References

	Interviews
	to allow flexibility and consistency
	
	Padgett at al. 2017

	
	
	patients, nurses, supervisors,
and RHC managers
	Hales & Chakravorty, 2016

	
	
	general counsel and the health and safety manager, general managers, others who were involved with, or had substantial information about,
knowledge practices
	Milosevic et al., 2018

	
	gave the nurses the possibility to discuss their perceptions and
evaluations of the healthcare developmental work… and, how they aspire to maintain a HRO
	17 nurses, at two
publicly funded hospitals
	Eriksson, 2017

	Focus Groups
	
	
	

	Document Analysis
	This documentation was useful to confirm information obtained through interviews and observations.
All documents reviewed for the purpose of triangulation
	organization’s Policy and Procedure manual, de-identified statistical data on patient safety from prior research, data reflecting 911 emergency calls, hospital transfer records, and training documents
	Padgett at al. 2017

	
	provided useful
historical information that helped us appreciate hazardous nature. 

	Particularly helpful
was documentation tracing the history of the organization, documentation describing the
nature of the equipment, and a book containing performance and safety information for each
plant over the past 20 years. Archival data also highlighted the importance and continuous
revision of safety procedures.
	Milosevic et al., 2018
























Appendix B: Semi-structured Interview Guiding Questions (FGs to apply question set)
Topics are outlined in this guide, but interviewer can decide on sequence and wording during the interview. The advantage of using an interview guide is that it makes data collection somewhat systematic between the interviewees, and yet the interview can be more relaxed and open conversation, and thus sometimes lead to discovering more topics of concern that the researcher did not cover (Patton, 2015).

This guide does not dictate exactly how each interviewer should conduct the interview, but leaves considerable scope to initiate supplementary questions triggered by the interviewees responses.  However, the guide guarantees that each interviewer will cover roughly the same ground with each interviewee (Stringer, 2014).


The interview should aim to ask all 12 question sets as listed in Section C. below once the conversations starts flowing but to kick start the process 2 powerful questions should be asked (Section A). Probe questions should be applied throughout to extend participant accounts. 


A. Starter Questions

1. If you were in charge of PH tomorrow, and had the ability to implement 3 changes – what 3 things would you change, and WHY?

2. And in the same position, what 3 things would you NOT change and why?

B. Questions to probe 

Prompts should enable participants to reveal more details about the phenomena being discussed. These should be a mix as below in table x of extension questions  (1 and 2) and example questions (3) (Stringer,2014)

	1. Could you please tell me more about…what else? 
2. I’m not quite sure I understood …Could you tell me about that some more? 
3. I’m not certain what you mean by… Could you give me some examples? 
4. Could you tell me more about your thinking on that? 
5. You mentioned….Could you tell me more about that? What stands out in your mind about that? 
6. Can you give me an example of…  
7. What makes you feel that way?
8. Make use of  the full range of What, why, where, when, how and at what cost           


(Wentworth Institute of Technology, n.d.)

C. Content Specific Questions mapped to K-Core model

The 12 sets of questions that follow have been mapped against the K-Core criteria/variables (as illustrated in the matrix, table x) to ensure comprehensive coverage of the systems analysis

Questions adopted from Sullivan et al. (2016) marked as ‘(1)’
1. Describe three adverse events that you see in your day-to -day work? (1)
a. What is being done to reduce the incidence of this event?
i. Are there guidelines or procedures designed to reduce the incidence of this event?
b. What do you think would be helpful in further reducing the incidence of this event?
Covering analysis factors:
Capability
Systems & Processes
Context

2. What are the systems in place to identify an event as an adverse event? (1)
a. How are adverse events reported?
b. To whom is this information typically disseminated?
c. When they are reported, what is typically done to address them?
d. What is done to facilitate increasing staff awareness and reporting of adverse events?
Covering analysis factors:
Motivation
Adaptability
System & Processes
Feedback
Communication

3. What are the initiatives, related to improving patient safety, that you know about? (1)
[Focus on two/three initiatives]
a. On what does it focus?
b. What facilitated its implementation?
c. What were the obstacles for implementation?
d. How effective do you think it is?
e. How can it be improved?
Covering analysis factors:
Capability
Feedback
Knowledge Load

4. How patient safety related teamwork or cross-disciplinary activities are facilitated? (1)
Covering analysis factors:
Organisational Design
Current knowledge
Culture
Communication

5. What is the procedure for communication during admission, discharge and transfers? (1)
a. How information about the patient is transferred between units?
b. How often do you find a discrepancy between what you were told at transition and what you found upon assessing the patient yourself?
c. If you find any problem with this method of transferring information about the patient, do you have any ideas how to improve it?
Covering analysis factors:
Capability
System & Processes
Communication

6. How would you describe the communication between staff physicians and nurses? (1)
a. How comfortable nurses feel about raising concerns to physicians?
b. How often do physicians and nurses round together?
Covering analysis factors:
Socialization
Motivation
Culture

7. Suppose that a nurse felt that a physician’s response (or lack of response) was putting a patient in risk. What actions would the nurse most likely to take? (1)
a. What have you seen to indicate that nurses are motivated doing what you’ve described?
b. Is this action covered in written policy?
c. How would you improve this process?
Covering analysis factors:
Motivation
System & Processes
Feedback
Culture

8. How are important issues about patients communicated at shift change? (1)
a. Is there a formal system in place for this communication?
b. Do you have any thoughts on how can it be improved?
Covering analysis factors:
System & Processes
Culture
Communication

9. To what degree are residents encouraged to communicate with attending physicians regarding patient safety issues or other issues?
a. What do you think are obstacles for free/open communication?
b. How can these be reduced?
Covering analysis factors:
Organisational Design
Culture

10. How do you get to know about changes in processes/procedures?
a. Are these methods formal only, or some of them are informal?
b. How can you be sure that you are up-to-date with processes/procedures?
Covering analysis factors:
Socialisation
Knowledge Load
Current Knowledge
Communication

11. On top of what we’ve already discussed, could you describe three areas you feel are a concern (gap) in Premier Health?
a. Why is this a problem?
b. How could the organisation minimise this gap?
Covering analysis factors:
This is an open question, and answer can relate to any factor

12. Can you describe three “things” (processes/procedures/techniques/methods/technologies/etc.), that work really well in Premier Health, and you recommend not to change?
a. What are the benefits/advantages of the “thing”? (what would happen if it changed)?
b. How can this be changed (what to pay attention that does not happen)?
Covering analysis factors:
This is an open question, and answer can relate to any factor


Analysis Factors structured by the K-Core model coverage by each question.

1. Socialisation
2. Motivation
3. Capability
4. Adaptability
5. System & Processes
6. Feedback
7. Context
8. Organisational Design
9. Knowledge Load
10. Current Knowledge
11. Culture
12. Communication
	Question\Analysis Factor
	1 soc
	2 mot
	3 cap
	4 adap
	5 sys
	6 fdbk
	7 ctxt
	8 orgD
	9 KLoad
	10 currK
	11 cult
	12 comm

	Q1
	
	
	x
	
	x
	
	x
	
	
	
	
	

	Q2
	
	x
	
	x
	x
	x
	
	
	
	
	
	x

	Q3
	
	
	x
	
	
	x
	
	
	x
	
	
	

	Q4
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	x
	x
	x

	Q5
	
	
	x
	
	x
	
	
	
	
	
	
	x
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	Q10
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	x
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Section D:
In addition to probe questions to tease a fuller reveal of the HR process, structures and behaviours at PH a further layer of systemic probe questioning can be adopted (McCaughan & Palmer, 1994, p119)

Establishing circuitry: when A does,, what does B do?, what does A do next
Establishing patterns: What patterns are evident over time?
Explore meaning: What are the meanings held in the system?
Explore covert rules: What unarticulated and hidden rules govern behaviour?
Explore the time dimensions: how time delays have an impact on the system?

Notes

SSI Interview List:
· CEO
· CFO (Intranet project owner)
· Chief Learning Officer (lead for Learning Institute)
· Chief Human Resources Officer
· Chief Information Officer (Intranet project owner)
· Chief Nursing Officer

The FG design makes replicates the question set but allows for efficient access to a larger group of individuals. The FG process requires a quota sample of employees, and require a representation from across the key staffing representations (each FG consisting of 8-10 randomly selected staff). Subject Matter Expoerts (SMEs) Four groups include:

1. Nursing Shared Governance
2. Nursing Quality Assurance
3. Front Line nurses
4. SMEs  (deep insights in how what is currently happening in the system - they also have deep insights into system improvements)
There is potential for any sample group to grow as and when it becomes relevant to follow up on a line of inquiry raised within any of the methods employed.






















Appendix C: FAIRR Model (Griffiths, 2012)
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