Case Studies of Organisational Change And Development

Case 1.  A New Initiative in Team - based Midwifery

Neil Haversham - Smyth was a new Head of Midwifery for Women’s Services at the Royal Victoria Infirmary Hospital, Newcastle upon Tyne, UK. Neil was 34 years old and joined the 6 months ago. He had already developed a reputation for being very ambitious, eager to ‘get noticed’ and somewhat impatient of working through proper channels. He had recently completed an MBA management programme. 

Neil asked for a meeting with the OD team at the RVI to discuss a new plan for the organisation of Midwifery staff and a re - organisation of the Midwifery service. At the meeting Neil explained the plan in detail.

The First Meeting - Neil’s Plan

Present Situation

Neil explained that his Directorate of Women’s Services provided a midwifery service for Newcastle upon Tyne. There were 140 Midwives employed within the Directorate. Of these 40 were normally based in the Midwifery suite at the main Trust site in the centre of Newcastle and 100 work in the community.

Neil explained that the management team of the Directorate wanted to introduce a new ‘team – based’; ‘integrated’ service and they have the permission of the Chief Executive to commence detailed planning and implementation of the initiative. 

In essence the new service will involve Midwives working in small teams of 3 – 4 and working closely with Newcastle City Social Services Department and ‘Newcastle Nutrition’ – a specialist team of Nutritionists employed by the Trust.

Neil’s rationale for the changes was;

1. Neil believed that midwives working in teams would be a more effective way of running the service and he believed that team working would solve many of the current problems of the service. Specific current problems include; 

· Isolation of midwives 

· Communication problems

· Ineffective use of resources

· Difficulties in providing ‘cover’ for midwives when they are absent. 

· Poor liaison with Social Services

2. By working closely with Social Services the Trust and Social Services would be able to provide more effective support to women in socially disadvantaged positions or who are in vulnerable circumstances. 

3. By working closely with Newcastle Nutrition, the teams would be able to provide advice on nutrition to expectant mothers – according to Neil, recent clinical evidence suggested that diet is a key factor in healthy deliveries. 

Neil said that the proposal had been discussed with, and agreed with the Chief Executive of the Trust, the Director of Social Services for Newcastle City Council and the Head of Newcastle Nutrition and he had approval from all parties to start detailed project planning for implementation. 

According to Neil all parties had agreed to a proposed implementation of the new way of working by 1st September 1996.  In his view, there were two critical issues for the management team that the OD team could help him with:

1. How should Women’s Services select / recruit suitable staff to fill the positions of Team Leader?

2. How would Women’s Services gain the support and co-operation of midwives to the plan?

The OD Team gets Suspicious!

The two members of the Trust OD team asked Neil a series of questions designed to explore a number of key issues:

1. Was there a consensus among the management team of Midwifery that this was the right thing to do?

2. Had the Midwifery management team fully consulted and gained the agreement of the Chief Executive of the Trust?

3. What consultations had taken place with Newcastle Nutrition?

4. Had there been any process of consultation with the staff of Women’s Services? Did the staff know anything at all about this plan?

5. Where had the target date of 1st September come from?

6. Had the management team examined any similar project in team-based Midwifery? Had any other service done the same thing? Could we learn from previous experience?

Neil’s responses to the questioning caused the team to suspect how much consultation there had been within the management team and how much approval he had from the Chief Exec. No mention of the plan had been made to staff. 

The team suggested to Neil that there was a need for a second ‘planning meeting’, which would involve the team working with the entire Woman’s Services management team to develop a detailed plan for the proposal and examine some of the issues.

Checking Back
The OD team consulted with the HR Director and the Chief Executive. They said that Neil had discussed this idea with them but far as they were concerned Woman’s Services did not have their approval to go ahead and a detailed assessment of the proposal would have to be made. The whole idea was to be kept strictly confidential until a detailed assessment was conducted.

The Second Consultation Meeting

The second meeting took place two weeks after the first meeting with Neil. The meeting was attended by Neil, the Clinical Director and the Directorate General Manager, representing the Women Services Senior Management Team and the same two members of the Trust OD team. The meeting lasted 3 hours.  

The OD team firstly checked that all members of the management team understood and agreed in principle with Neil’s idea. They said they did and confirmed they had discussed the plan.

The OD team explained that their role in this meeting would be to help the team work through a detailed ‘scoping’ and analysis of the idea and help the team develop a project plan which could be submitted to the HR Director and the Chief Executive. This was agreed.

The OD team then proceeded to use two techniques to help the process: the Weisbord 6 – Box Model and ‘Rational Project Management’. This was done in the following way:

· The ‘headings’ of the 6 Box Model were drawn on a flipchart and used as a prompt for questions to the team. By a process of questioning and discussion a number of key issues emerged (Examples: ‘Helpful Mechanisms’ – once the teams were set up, how would the communication system between the community based teams and the Head of Midwifery work?. ‘Leadership’ – what skills / competencies were going to be needed by the team leaders?). The 6 – Box model generated a lot of ‘issues to be explored’. Not many ‘answers’ at this stage but it helped to identify a lot of important questions about the ‘Future State’ the management were aiming for.

· When the ‘6 Box’ analysis was exhausted, the OD team suggested that the discussion should focus on starting to develop a draft ‘project plan’ using the RPM approach. Again, flipchart paper was used. Again one of the OD Facilitators used the headings of RPM as a framework for trigger questions to the management team. Many useful issues came out of this. The team spent over 30 minutes just trying to agree what the ‘Objectives’ were. Analysis of ‘Activities’ was particularly useful – the team had to think through all of the essential, logical things that had to be done to create this new team-based approach. One of the major issues to emerge was on the question of ‘where were the teams to be based and what accommodation could the teams use?” When the team considered this, they realised that some of the teams would have to be based in Primary Care Clinics in the city (premises not owned by the Trust) and that there would have to be a lengthy consultation and negotiation process with the Health Authority to get approval.

By the end of the 3 hours, the meeting had generated a lot of issues and questions that still needed to be resolved. Only the barest outline of a plan had been completed. It was agreed that another, lengthier planning meeting was required.

What Happened to this Change

Eventually the management team did produce a detailed plan for the change, which was accepted by the Trust senior management. 

The plan included provision for a lengthy and detailed consultation process with the midwifery staff and the network of health centres in Newcastle. The consultation process was ‘genuine’ in that the plan was modified in the light of the consultation

Resistance

Some of the community – based midwives were deeply suspicious of the plan. The consultation process had to include sessions where staff could express  their doubts and reservations. Most of these ‘resistant’ staff did not appear to be against the rationality of the plan – there resistance was not ‘cognitively’ based. There seemed to be a good ‘logical’ base for the plan. Resistance appeared to be ‘emotional – affective’. Resistance appeared to centre on a threat to deeply held values of individual integrity. I saw a vivid demonstration of this in one consultation session when one midwife, clearly at the ‘end of her tether’ with the whole business, burst into tears during the session. During an individual meeting with her she said that she saw the plan as an insult to her: “I have worked for the Trust for over 20 years and now they want to have someone watching over me all the time. Don’t they trust me?”

Learning Points:

1. The value of using a simple ‘systems’ diagnostic framework such as the Weisbord Model and a Project Planning approach to ‘think through’ the wider implications of the proposed change at an early stage.

2. The need to check out at a very early stage just how much agreement there is in the management team and the need to gain the commitment of senior management with a plausible plan.

3. The OD Facilitator helps the ‘Change Agents’ (mainly Neil), think through and implement the plan.

4. Resistance can be ‘emotional’. On paper there seems nothing irrational about the plan. It seems very progressive but the implications threaten the deeply – held values of some ‘Change Targets’.   

Case 2.  Preparing for the Unknown – British Rail Engineering, Newcastle. 1994

Background

In 1994, the Maintenance Depot of British Rail in Newcastle contacted Sunderland Business School and asked for an ‘Organisational Health Check’. The Director of the Depot had permission to call in an outside consultancy team to assess the overall effectiveness of the depot and make recommendations for improving organisational effectiveness in the run up to privatisation.

A team of three consultants met with the Depot Manager, Mr. Woods, in his office at the plant in Heaton, Newcastle.  

Initial Meeting

At the first meeting the consultants wanted to achieve the following objectives;

· To clarify what British Rail wanted from the exercise, 

· To clarify what Mr. Woods himself thought about the exercise

· To gain some understanding of what Mr. Woods thought the main issues were at the Depot

· To gain an overall picture of the operation (how many people employed, main functions, key operations and processes, who did Depot provide services for, history of the organisation)

· To agree a provisional plan of work (what would be the objectives of the ‘Health Check’, what would be the scope, what methods of data gathering would be used, what information would be gathered, how the consultancy team would operate, reporting back, who were key individuals, groups to gather information from)

At this first meeting it became clear that the idea for the ‘health check’ had actually come from Mr. Woods himself. (Prior to the meeting the Consultancy Team suspected that the real client was someone senior in British Rail Area office). Mr. Woods was a long serving BR Manager who originally had been an engineer at the plant. The situation as he saw it was as follows;

1. Privatisation of BR was 2 years in the future.

2. No one knew what precise form privatisation would take or how the Maintenance Depot would be affected. Many possibilities and options had been discussed – the Depot could be taken over by a private operator, or by a specially set up Agency. There was even possibilities of some form of ‘rump’ nationalized BR structure being retained to service and support a privatised network. 

3. It was unlikely that the Depot would be closed in the short term – its function was too important (see below). However, it was possible that in the longer term (2-3 years), a rival maintenance operation could be set up if the Depot was inefficient. 

4. Whatever the future held Mr. Woods was sure of one thing – that the Depot and its workforce stood the best chance of survival in the new post – privatization era if it was as effective as possible in performing its function. 

Following, this reasoning Mr. Woods had secured agreement (and some funding) from his Area Office to get ‘outside pairs of eyes’ to have a look at the operation and suggest ways of improving effectiveness. He thought that because he had worked at the plant a long time and was a ‘BR man’ and an engineer he probably couldn’t look objectively at the operation. His plan was to ask three teams of consultants to conduct what he termed a ‘health check’ on the Depot. The major issue as he saw it was that he felt the workforce feared the change privatization would bring. As was typical of BR at the time, most people had worked for BR all their lives. Labour turnover was extremely low. Consequently, this was a workforce who were used to working in a particular way. He felt very exposed because there was nothing he could tell them. To his mind, having this ‘health check’ exercise was at least doing something. 

The following information was also obtained at the first meeting; 

Function of the Plant

The Depot existed to provide;

· Routine maintenance and emergency repair facilities for all Intercity trains (engines and carriages) on the East Coast main line. 

· Cleaning of all trains on the East Coast main line. 

In a normal day, all trains on the line would make a scheduled maintenance stop at the Depot. Approximately 78 trains in a typical day.

History

The plant had been established in 1925. Previously part of GNER. Became part of British Rail when BR was first formed in 1947 and had been relatively unchanged since. 

Layout
See Diagram below.

Workforce

The total workforce was 330. The workforce was split into three main groups;

· Drivers. A team of 30 Accredited Train Drivers. In the old BR hierarchy of manual workers Train Drivers were the ‘elite’ of the workforce and tended to look down on others. All male.

· Maintenance Staff. 80 maintenance staff responsible for all maintenance and engineering work. Second in the ‘pecking order’ at the Depot. All male. 

· Cleaners. 200 cleaners employed on part-time contracts (all female)

There was also;

· A small Stores Section which was part of the Maintenance Group (15 staff)

· The Management Group and admin team which consisted of Mr.Woods, the Head of Maintenance, the Cleaning Services Manager and the ‘Head of Yard’ who managed the Train Drivers. There was a second layer of supervisory management beneath these positions. 

Operations

Depot Operation was fairly simple (see Layout).

The Depot operated on a 24-hour basis, 7 days per week. 

Twice a day (at 12.00 noon and 12.00 midnight) Intercity trains due for routine maintenance and cleaning would be parked by main line drivers in a set of sidings in the Depot.

Trains requiring emergency repair could be brought into the Depot at anytime during the day or night. 

On a typical day, 3 – 4 trains could be brought in for Emergency Repair at any convenient time and approximately 30 at both noon and midnight. 

Depot Drivers would board the trains and take them into the Maintenance Shed. 

In the Maintenance Shed, a Maintenance Supervisor would inspect each train on arrival and according to the Drivers Log left in the cabin (which would record any faults observed that day) either schedule the train for routine maintenance and cleaning or, if a fault was too serious, order the train to be taken to the adjacent ‘Heavy Repair Shed’. 

A team of maintenance engineers would perform routine maintenance. 

When the maintenance engineers had finished the cleaning teams would enter to clean every carriage. This would involve; cleaning toilets, buffet cars, carpets, all internal windows, sweeping up rubbish/emptying bins, cleaning upholstery and all fittings. 

When the cleaners finished, a Depot Driver would take each train back to the Main Line Sidings via a giant ‘External Cleaning Unit’ (just like a giant car wash).

Trains in the ‘Heavy Repair Shed’ could be there for anything from one day to several weeks. If a train needed parts that could not be supplied by the Depot Stores, the Depot would need to order parts from the BREL workshops at York. 
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Second Meeting with Depot Manager

Following the first meeting with Mr. Woods, the consultancy team had met to prepare a draft plan for the analysis. 

The plan was;

1. Individual Staff Interviews 

The consultancy team would conduct interviews with a sample of staff. The interviews were designed to gather information on a number of issues;

· What staff thought about imminent privatisation

· Specific anxieties / worries about privatisation.

· Overall satisfaction with working in Depot

· What specific aspects of working in Depot staff did not like

· Ideas / suggestions for improving how the Depot worked

2. Structured Group Discussions

These were facilitated discussions with selected groups of approx. 20 staff from each of the main staff groups. These facilitated discussions covered the same territory as the Individual Staff Interviews but also included in – depth discussion of how staff felt Depot performance could improve plus how the Depot could be made ‘A Better Place to Work In’. 

3. Benchmarked Performance Analysis

Examination and analysis of all major objective performance measures for the Depot including repair times, productivity measures, safety performance, cost performance. All measures were benchmarked against the two other similar BR Depots in Bristol and Birmingham. 

4. Pilot EFQM Assessment (now termed the ‘Organisational Excellence Model’ – an ‘open systems’ diagnostic framework popular in Europe)

A prototype of the EFQM Analytical Framework was used to conduct an Assessment of the Depot. Information was gathered against the EFQM criteria from a wide range of staff. The assessment was not ‘scored’. The analytical framework was used to identify possible areas for development.

5. Stakeholder  / Customer Views

To get a ‘customer’ view of the Depot performance, the Consultancy Team planned to collect the views of BR Area Office by interviewing managers at Area Office and collecting data on relevant passenger complaints / feedback. 

Mr. Woods accepted this plan of investigation and analysis and the intervention was planned in detail – specific days of attendance at the Depot, who to talk to, how individual members of staff could be interviewed etc.

The investigation phase would take 6 weeks. During this time there would be regular feedback / review sessions between the consultants and Mr. Woods. 

Final Feedback Meeting

The Consultants produced a Report summarizing all of the data collected, the major conclusions and findings from the interviews and discussions. The Report formed the basis of an all – day session with Mr Woods and the rest of the management team. This was ‘feeding back to the client’ in order to ‘make sense of the data’ – a classic OD approach which involves the client in the process of interpretation.  

Summary of Main Findings

1. Reactions to Planned Privatization.

Very few staff reported that they feared the change that privatisation would bring. Staffs were generally confident that the Depot would survive and few (if any) jobs would be lost. The major reasons for this were that staff felt that the Depot performed an essential job and they could not imagine how anyone else could quickly step in to provide a comparable service. Many of the younger members of staff were quite favourable to the idea of privatisation – seeing it as an opportunity to implement a lot of much-needed improvements and overcome a lot of the inertia in the place. 

2. Lack of Team working / Integration

Possibly the greatest source of staff dissatisfaction was that there was perceived to be a real lack of team working and collaboration especially between the staff groups. A few comments from the interviews and discussions to illustrate;

From cleaners;

“Those buggers (drivers) sit in their cubby – hole all day and won’t even talk to us when they do come in with a train.”

“Do you know the biggest problem I have? I have to stand and wait for them to finish (maintenance). I watch till they have finished, wait another 15 minutes. Then we climb on and start our cleaning. We can be working an hour getting the carpets clean, the seats, everything. Then they come back to the train and climb back in wearing their dirty oily boots! They’ve only been for a part – they hadn’t finished!. We have to start all over again.”

From Maintenance 

“Sometimes we can be sitting round for hours with nothing really to do and then the Drivers suddenly decide to bring three trains in at once. Surely they could work out a schedule that spaces them out better.”
Integration between the Depot and other parts of BR seemed poor. Maintenance engineers complained bitterly that they could wait weeks for simple parts from BREL York. They were supposed to order parts exclusively from BREL. Because of the poor response time they often had to short – cut the system by asking the Depot Manager to sign a special approval to get parts from local suppliers – a lengthy ‘form filling’ exercise for Mr. Woods. 

3. Poor Communications

The Depot suffered from very poor internal communications systems. The main management communications system was supposed to be the regular ‘team briefing’ system. All supervisors had been trained to deliver team briefing and Mr. Woods prepared a ‘Depot Brief’ each month, which did give performance information. Supervisors were supposed to conduct a half – hour briefing to staff each month. The survey found that only about 20% of supervisors reliably followed this practice.

Lateral communications were particularly poor. There seemed to be no formal or informal co-ordinating meetings between the three main staff groups. Communications to co-ordinate work on a daily basis relied on informal communications between individuals (not necessarily supervisors).  

4. Lack of Performance Feedback – “Are we doing a good job”?

Although the Depot Management did get regular performance feedback from BR Area Office on all-important measures of performance, none of this was communicated to the ‘shop floor’.  The breakdown of the Team Briefing system contributed to this problem. 

5. Benchmarked Performance

The Benchmarking Analysis showed that the Depot was performing as well as the other BR Maintenance Depots in every important respect. 

6. Customer / Stakeholder Views

Interviews with BR Area Office Managers revealed no major concerns with the performance of the Depot. The Area Manager did say that there could be lengthy delays getting engines with major breakdowns back in service but it was appreciated that this was often beyond the power of the Depot. 

Learning Points

1.What is the ‘Future State’? 

This is an organisation where the ‘Future State’ is unclear. Everyone knows change indefinitely going to happen and the change is likely to be ‘transformational’ but because everything is in the hands of politicians no-one knows precisely what the organisation is going to move to. Instead of doing nothing, the client made a sensible decision to at least:

· Get a ‘picture’ of where the organisation is now (the ‘current state’)

· Try to identify how the organisation could be more efficient and effective

Mr. Woods had decided that even if they did not know precisely what the situation would be like under privitisation a reasonable assumption was that it would be good if the organisation was as effective as it could be – whoever the new stakeholders would be, reasonable assumption would be that they would expect good organisational performance. He is adopting an ‘incremental’ approach. 

2.The Value of an ‘Outside Perspective’

Mr.Woods called in external OD facilitators precisely because they could bring a fresh perspective. 

3. ‘Formal’ and ‘Informal’

What was supposed to happen according to Mr. Woods’ management plan wasn’t really happening at all. The non-occurrence of team briefing is an example of how there can be a difference between the ‘formal’ arrangements and ‘informal’ reality.

4.Lack of ‘internal integration’

There was a communication gulf in this organisation as result of the long-established organisation culture of BR with its status system. This lack of ‘helpful mechanisms’ directly damaged individual and organisation performance.

5.Ambivalence 

The textbook theories would predict that this would be exactly the kind of organisation change situation where you would find evidence of strong resistance. All the ‘ingredients’ are there – long established workplace with a long history, staff who have been there a long time, imminent ‘transformational’ change imposed from outside that everyone knows will have a big impact. Yet, many people were not resistant mainly because they felt ‘pain’ from the obvious inefficiencies. A strong source of support and acceptance for change can be dissatisfaction with the existing order. 

Case 3. The Royal Victoria Infirmary and Associated Hospitals NHS Trust, Newcastle upon Tyne. 1995 - 1999
Background

This is an example of a large - scale organization development and change initiative driven by both local and national strategic changes. It involved the amalgamation of three hospitals and a wide-ranging programme of service development to form The Royal Victoria Infirmary and Associated Hospitals Trust, Newcastle - the 4th largest Hospital Trust in the U.K. and the largest in the north of England. 

The 'Change Drivers'

The ‘Drivers’ for this change included:

· A regional review of healthcare services (the ‘Newcastle Acute Services Review’) which called for a rationalisation and ‘streamlining’ of hospital services. The Review called for the amalgamation of 4 hospitals into a single Trust.

· National Health Strategy. This included the development of an ‘internal market’ which would give Health Trusts the status of ‘providers’ and Health Authorities became ‘purchasers’ of healthcare services. From this there was a general need for all Trusts to develop more cost-effective and ‘business’ approaches. A detailed system of performance benchmarks and indicators were developed for all aspects of service delivery.  National strategy also emphasized the importance of ‘patient centred’ approaches embodied in audit instruments such as the ‘Patients Charter’    

The Position in 1995

The R.V.I. Hospital Trust, the Newcastle General Hospital and Hexham General Hospital had formally merged to form the 'R.V.I. and Associated Hospitals Trust'. At the start this amalgamation was 'on paper' only in 1995 - the three hospitals maintained a separate identity and there was no meaningful sense of a single organization - services were duplicated and there were four separate management structures except at the Board level. 

The three hospitals were very different organisations;

· The RVI Hospital is based in one of the wealthier parts of Newcastle. It has a long history (first hospital building on the site was 1757) and has a distinct 'elite' reputation. The hospital is also a teaching hospital and medical research institute with an international reputation. It has established institutional links with Newcastle University Medical School (itself regarded as one of the leading Medical Schools in the UK). Any preliminary 'Culture Field Trip' by an outsider would reveal interesting artefacts - statue of Queen Victoria outside, superb quality Victorian reception (original oak - panelled walls and ceilings), framed portraits of eminent consultants / surgeons on the walls from previous 100 years. The hospital has a long history in Newcastle. Many of the senior consultants arrive at the RVI from Newcastle Medical School and one of two public schools (ie, private schools) in Newcastle. Patients were traditionally from the 'better off' parts of Newcastle. The RVI has a strong 'organisational culture' of medical 'excellence' (associated with the traditional values of the medical profession), research excellence. It had a distinct 'atmosphere' which I can only describe using words such as 'gentlemanly', 'patrician' and 'conservative'. The RVI employed over 8,000 staff in 1995. 

· Newcastle General Hospital. This was the second largest part of the new Trust. Newcastle General Hospital is approximately 3 miles from the RVI and is based in the poorest part of Newcastle. The hospital started life in the 1830's as a Workhouse for the destitute of Newcastle. Some of the original buildings are still there. Gradually the workhouse developed as a charitable hospital for the poor. In 1995 the site looked very utilitarian and run-down. The Newcastle General had developed a strong organization culture of service to the poor and disadvantaged. The ‘General’ employed over 3,000 staff in 1995. 

· Hexham General Hospital. This was a small ‘cottage hospital’ in a market town 16 miles from Newcastle. There was a strong sense of identity with the town and the local community. The hospital had a very positive image and good reputation as a very community – oriented and efficient service provider. 

Issues:

The main issues identified in 1995 were;

1. A need to achieve and consolidate the amalgamation of the three hospitals into a single organisational entity. At the start, in 1995, the amalgamation was, in 'name only'. There needed to be a systematic process of re-organisation and integration of services. 

2. To improve the general effectiveness of services throughout the Trust

3. To develop more 'patient - centred' approaches to provision of healthcare services

4. To develop 'evidence - based' practice throughout the Trust.

5. To develop a more 'business - centred' approach to health care provision. 

Major Elements in the Organization Development Strategy.

In 1995 a new Trust Executive Group ('TEG') was created and one of the first tasks of the Group was to develop a strategy for the development of the Trust. The TEG appointed a strategic development subgroup to work on the OD strategy and who would be responsible for driving forward and overseeing implementation at a corporate level. This sub-group (which became a high - level 'guiding coalition') included:

· The Chairperson of the Trust

· The Chief Executive

· The Director of Nursing

· The Medical Director

· The HR Director

At an early stage, the group decided to form an in-house team of OD Facilitators who would support the OD process throughout the Trust. This OD team consisted of three professional OD practitioners 

This OD initiative operated at a 'corporate', 'Directorate' and individual level. 

Organization Structure / Restructuring / Formation of Directorates

The Trust restructured the hospitals into 9 Clinical Directorates. Because of its geographical isolation Hexham formed its own 'Directorate'. Each other Directorate was formed on the basis of a particular grouping of clinical services: Women's Services, Paediatrics, Medical Directorate, Neurosciences, Clinical Support, Dental, Dermatology, Ophthalmology formed the others. A ‘triumvirate’ of three senior staff headed each Directorate. The Head of each Directorate was a 'Clinical Director', supported by a 'Head of Nursing' (or 'Midwifery' in the case of Women's Services) and a Directorate General Manager (DGM). With the exception of Hexham Hospital, the Directorates cut across the previously existing hospital 'boundaries'. 

A great deal of development work went into supporting the new Directorate Management teams. 

Ward Manager 'Empowerment'

The TEG decided it wanted to remove and/or redeploy a whole layer of middle management and enlarge the role of first line healthcare managers. This development was focused primarily on nursing staff and a 'Ward Manager Empowerment Programme' was launched aimed at 'G' grade nursing staff.

Improving Services

A wide variety of projects and initiatives were launched with the aim of improving service effectiveness throughout the Trust. This strand of the OD process included a wide number of projects and initiatives including the development of management and clinical information systems, rebuilding and development of the physical infrastructure. Activity at this level included:

· Encouraging and supporting development projects and initiatives at the level of individual Wards, Departments and Directorates 

· Action to develop more ‘Patient centred’ approaches (e.g. development of a Trust Complaints System, Projects to involve patients and community groups in the re-design and improvement of particular services)

· Development of management, clinical and patient information systems

· Rebuilding and infrastructure development 

Developing 'Change Agents', Leadership and Learning Capacity

The Chief Executive was particularly keen (and he was supported by the rest of the TEG) on developing all 'first - line' management in the new Trust to become leaders in organisational change and developing services. The Trust made a commitment to provide a comprehensive set of management and leadership development programmes to all management staff. The Trust developed a range of specially - designed education and development provision aimed at every level of management:

· The TEG group itself followed a structured senior - team development programme facilitated by specialist external development consultants and members of the 'internal OD team. This programme focused on developing the TEG as a working management team, developing strategic awareness and strategic management competencies, leadership of change, conflict resolution. 

· All members of the TEG were supported by an individual 'Executive Coaching' Programme. This was tailored to each individual to develop his or her senior management and leadership skills.

· A 'Senior Leader Development Programme' was implemented aimed at all the Clinical Directors, Directorate General Managers and Heads of Nursing. This aimed to develop a wide range of senior management skills and was also designed to support each Directorate 'Triumvirate' to develop as a working senior management team. This programme was especially 'sensitive' because it included all of the Clinical Directors, many of whom had had very little formal management training (and many were not totally comfortable about 'managerialism'). The word and concept 'Leader' was much more acceptable than the word ‘manager’!

· A comprehensive 'Management Development Programme' for all 'first - line managers (Ward Managers, Heads of Departments, senior nursing staff). This programme was specially - designed in conjunction with a local University to provide access to their MBA programme as an added incentive to participate. However, the programme was not a 'standard' management programme. It focussed heavily on the development of knowledge, skills and values that would support the development of the new Trust, develop 'change agent' skills and develop managers to lead / facilitate service improvement. A key feature of the design of this programme was that all formal assessment was based on work - based projects that had to be implemented in the workplace to improve services in line with the concept of 'Service Excellence' (see below).

      This was a 1-year programme delivered 'in-house'. Over a three - year period over   

      200 managers of the Trust completed the programme. 

'Service Excellence'

At that time, there were many national initiatives in the NHS aimed at improving healthcare services (e.g. Clinical Governance, Patients Charter, 'Care Pathways' etc). The TEG felt that the organization needed a concept to capture a broad commitment to improving healthcare that could be adopted at a local level and led by first - line managers. It also had to be a concept that would be consistent with the diverse organization cultures of the Trust. The Trust developed the concept of 'Service Excellence'. 'Service Excellence' was conceived as any type of improvement or development of health care which either:

· Improved the quality of care

· Developed more patient - centred approaches

· Improved the capability of services to deliver care (through training, improved communication, increased effectiveness

In support of this 'strand' of the strategy the management development programmes were designed to develop the skills of first-line staff in service analysis and development. The Trust instituted a new ‘internal conference’ (the Service Excellence Forum) to recognise achievements in service development and promote the dissemination of good practice internally and externally. This also facilitated improved networking of change agents in the Trust. The ‘Service Excellence’ concept was a useful ‘integration’ approach because it built upon the organisation cultures of the three hospitals – it formally espoused the strong values of the three hospitals, the emphasis on ‘leading edge’ clinical / medical practice of the RVI, the community values of Hexham and the ‘service’ mentality of the General Hospital.  It was a clear statement that the organisation valued this diversity of values and that they were all valuable facets of a good health care service. 

 Learning Points:

1. The importance of a powerful ‘Guiding Coalition’. The changes would never have been possible without the highly visible and active alliance of the four most powerful people in the Trust.  

2. The power of creating a whole layer of ‘change agents’ in an organisation. The management development programmes developed a whole layer of management at the ward, departmental level who became skilled in change management and leading change projects. This strand of the change strategy took time to become effective but it paid massive dividends when it ‘kicked in’ and really created a large ‘critical mass’ for change and development. It is also a good example of how OD can empower people to make their own change. Education and development is one of the most powerful ‘levers of change’. 

3. A ‘Top Down – Bottom Up’ Approach. The change strategy used leadership from the top allied to leadership from the ‘bottom’.

4. Multi – level and multi – systems approaches. In this organisation there was an overall strategy for change and development and many ‘strands’ and plans for change. Action was taken at the corporate, Directorate, Departmental and Individual level.  The change strategy involved a broad range of  ‘interventions’ to organisation structure, leadership skills, ‘culture’, ‘technostructural elements’ such as information systems and job design, ‘mission’ and ‘values’ – the entire range of ‘system elements’.

5. Be patient with ‘Organisation Culture’ differences. Everyone recognised that there were differences in organisation culture between the three hospitals. No- one was naïve enough to think that such differences could be abolished overnight. Instead the approach taken was to tolerate and understand the differences, implement strategies that would bring people closer together, wherever possible build upon the good features of the diverse cultures and be patient. 

Postscript

In 1999, another hospital amalgamated with the RVI Trust. The Freeman Hospital was amalgamated to form the ‘Newcastle Hospitals Trust’. Hexham Hospital became part of a new grouping of providers. 

Case 4. The Healthy Living & Working Project

The HLW Project @ South Tyneside Health Care Trust

South Tyneside Health Care Trust is working with the University of Teesside and the University of Sunderland on an innovative new project aimed at developing organisations as settings that are supportive of health and well being, starting with the Trust itself. 

South Tyneside Health Care Trust has been an active participant within the International Health Promoting Hospital Network for a number of years, with the HLW Project being just one example of innovative work that it has begun in this area.  The HLW Project aims to develop a comprehensive Healthy Living & Working Strategy that will provide a framework for action, coordinating and integrating policies to promote health throughout the Trust.  The strategy will be developed using a whole systems approach, recognising that health is affected by and impacts on a much broader set of issues than is traditionally acknowledged by the policies and procedures in place within NHS organisations.

The project has a number of key principles and values including the following; 

· A holistic view of health 

· Recognition of health as more than the absence of disease

· A focus on prevention rather than management of health problems

· A focus on the causes, not just the symptoms, of health problems

· A focus on recognising the common causes of multiple health problems 

Creating a Framework for Health Promoting Organisations

Furthermore, the project also aims to transfer the knowledge and experience gained from the work done at the Trust by developing a generic framework that will guide organisations through the process of developing their own HLW Strategies and help them transform themselves into health promoting organisations.  

Such a framework would make it easier for forward thinking leaders to start thinking about how the environments of their organisations impact on health and to plan/introduce changes that will help these environments become actively supportive of health.

Supporting Corporate Citizenship

Clearly the ethos of the HLW Approach and the HLW Framework itself would be supportive of organisational activity in relation to CSR/corporate citizenship.  It would also serve as a practical foundation for integrating future legislation/policies compatible with health and well being inc. stress policies, corporate governance, health & safety.  In addition to this developing a HLW Strategy could potentially result in a number of benefits including;

· Reduced absenteeism

· Enhanced company image

· Better staff relations

· Pre-empting future legislation

The HLW Project has funding until 

September 2004.

For further information please contact;

Lamiece Hassan 

lamiece.hassan@sthct.nhs.uk
Tel:   0191 454 8888 Ext. 2232

The ‘Healthy Living and Working Project’ is a project currently being implemented within South Tyneside Healthcare Trust. The Trust is a member of the UK and European Network of Health Promoting Hospitals. 

The project aim is to develop South Tyneside Healthcare Trust as a supportive environment for health and wellbeing of staff, patients, visitors, service users and the local community. The idea for the project grew from a particular project within the Trust – the Smoking Cessation Group. During a meeting of this group one person raised the issue that it was senseless to look at the issue in isolation and the organisation should be taking a more holistic view of the problem – could smoking be stress – related? Were there factors in the environment of the organisation that made people stressed and likely to smoke? What about other aspects of health such as diet etc.? At the time, the Trust had a number of ‘project groups’ focused on different aspects of creating a ‘supportive environment for health’ (projects on healthy eating, violence/aggression in the workplace, stress). These projects were not being integrated as effectively as they might be – when we are supposed to be taking a ‘holistic’ view of health!

After a great deal of consultation involving the senior management group, project teams on the various projects, staff groups and the trade unions, it was decided that the Trust would embark on a ‘Healthy Living and Working Project’ 

General Approach

1.The general approach is ‘Action Research’. The Action research is being led and supported by a full – time OD Facilitator. 

 ‘Action Teams’ are established in parts of the organisation to systematically gather data on factors within the organisational setting that impact on health and well-being. The OD Facilitator works with and supports these teams. 

2.Outcomes from the continuous cycle of action research will result in:

· Development of a Trust Strategy for healthy Living and Working

· Development of policies, procedures and systems to support the approach

· Action projects to create

The emphasis in this project is to inform organisational action by a continuous process of data gathering – analysis – interpretation. 

The project is currently only 18 months into this plan. From the research data gathered so far certain key areas for action are emerging:

· Nutrition/healthy eating.

· Mental health promotion (including stress).

· Cleanliness/infection control.

· Harassment & aggression (including discrimination).

· Green policies (including integrated transport, which should in turn be linked to physical activity).
Project Management and Support

There is a full time OD Facilitator – Lamiece Hassan. Lamiece is a young psychology graduate. This is her first experience of working on an OD project. A project team has been established involving staff from the Trust and two local Universities. They include more experienced OD practitioners and senior Trust staff. 

There is a formal Project Management team which meets regularly to review progress and findings. This includes representatives of the Executive Group of the Trust. It is still very early to draw conclusions from this project but I thought it would be interesting to look at the reflections of Lamiece on her experiences as an OD Facilitator:

'Reflections on facilitating an OD process in a UK NHS Trust'

By Lamiece Hassan

February 2004

Being involved in the OD side of this project has been a huge learning experience for me.  It has consistently challenged my assumptions about human behaviour (mostly gleaned from undergrad psychology textbooks) and has thrown me out of the library and into the messy 'real world', forcing me to put what I've learned into action. 

We spent considerable time before the project started on selecting areas and people to work with, choosing those whom we felt had relevant knowledge/skills and would be supportive and understanding of what we were trying to achieve.  What we didn't bank on was that these people would ironically use their knowledge against us at times where they felt threatened by the process!  Although since resolved, at the time this created some uncomfortable situations where we had to manage situations carefully to get the work done without damaging our relationships, proving that there's no such thing as 'perfect planning.'  

I have also learned that the OD process depends on stakeholder participation, and that consequently non-participation is a simple but damaging occurrence.  Before I started, I found the tales and reports of the action research process fascinating – and although it sounded intensive, it sounded achievable.  I assumed people would welcome the opportunity to take control of what was happening in their workplace.  However the reality of the situation was that instead of feeling valued, at first people felt threatened – they wanted to know why we were taking such an interest in them and acted defensively (with undertones of paranoia).  I had to work hard to assure them of my good intentions.  Even so, it has been difficult to get sustained input.  Working in a healthcare organisation means that there is considerable difficulty in getting the right people around a table for any meaningful period of time, especially clinical staff.  You have to be imaginative about inventing ways of engaging busy people.   

However there are also difficulties associated with participation.  If you invite people's honesty and trust, you have to be prepared for the consequences, and that sometimes means hearing things you might not want to hear.  Early on, we dealt with how to handle any sensitive information that may have emerged during the data gathering stage.  As it happens, this was time well spent – it saved me lengthy deliberations over what to reveal to whom.  Once we had gained their trust and assured them of confidentiality arrangements, people spoke openly about their problems and difficulties at work with minimal probing.  While this was useful data, it was less easy was getting people to discuss them constructively with a view to creating solutions.  I think part of this comes down to encouraging stakeholders to put effort into the process and have confidence in themselves and their ideas.  Although we made a great effort to do this, people tended to look at us as the 'experts' expecting us to know all the answers.

Finally, I think that despite not everything going exactly as I expected (and lets face it, that would have been boring!) the process has, and still is, going relatively well.  We have quickly diagnosed where the problems lie and encouragingly not all of them seem insurmountable.  The Trust has always been supportive of our efforts and has never told us to 'ignore' or 'avoid' certain issues we have came across.  I think this is a direct product of the time spent on the entry and contracting stage.   

To be a good OD facilitator I think you need a range of skills, including good communication and interpersonal skills, the ability to motivate others, patience, analytical skills and diplomacy.  Importantly, I think you also have to be able to 'think on your feet' – in my experience, things don't always go as expected.

Case 5. An Organisation in Trouble.

Cleveland Mouldings

This was a real life OD consultancy project to help an organisation in trouble. The Case Study is taken directly from my notes at the time. The name of the company and names of individuals involved have been changed for confidentiality reasons. Everything else is true. 

Position - July 1994

Cleveland Mouldings is a medium - sized manufacturing company employing 276 people on an industrial estate near Thornaby, Teesside.  The company has been in existence since 1988. It manufactures plastic components, which are used in electrical appliances and computer hardware. The major customers of Cleveland Mouldings are;

- Black and Decker who use their products in a range of power tools

- IBM who use them in a range of personal computers and printers

- Bosch who use them in power tools

Black and Decker have been a customer of Cleveland Mouldings since the company was established and account for 55% of the companies total sales each year. This proportion of total sales has been static for the last 2 years. IBM has been a customer for 2 years and currently account for 28% of total sales. Bosch contracts account for 12% of total sales. Bosch has been a customer for 3 years. The remaining 5% of sales in the last financial year were composed of ‘one - off’ contracts with a variety of small manufacturers. 

The company is a partnership owned by 5 working Directors; 

 - John Thorne , Chief Executive and Managing Director,

 - Ian Greaves , Finance Director,

 - Harold Byers, Production Director,

 - James McGuire, Sales and Marketing Director

 - Gerry Smith, Personnel Director

The Problem

Black and Decker have informed Cleveland Mouldings that they are not satisfied with the Quality performance of the components supplied to them. Black and Decker are pursuing a policy of “Supplier Development”. This entails reducing the number of their suppliers and developing closer working relationships with their suppliers. In the early stages of the implementation of this policy Black and Decker have conducted detailed analyses of the comparative performance of each of their supplier companies (the analysis takes into consideration a wide variety of factors including; product reliability, conformance to specifications, reliability of delivery, speed in reacting to specification change, cost). On the basis of this analysis Cleveland Mouldings ranks 12th in a ‘league table’ of 12 suppliers of plastic components. Black and Decker have given Cleveland Mouldings 12 months to improve their performance or risk losing their business.

Management Seek External Help

To help them develop a solution for the company’s problems, the Board decided to seek the advice of a consultancy specialising in organisation development. Three consultants spent two weeks at the company investigating the company’s working methods. 

Methods 

The consultancy team spent three weeks with the company and used the following methods to ‘diagnose’ the causes of the ‘quality problem’. The team used a variety of approaches;

- Interviews with Senior Management 

- Interviews with ‘Middle’ and ‘Line’ Managers

- Interviews with ‘Supervisor - Operators’ and Operator staff

- Observation

- Analysis of Performance Data

- Analysis of ‘Human Resource’ issues and problems 

Findings

1. Organisation and Job Roles

The Organisation of CM revealed a number of significant issues;

The Directors

The five Directors of the company all had offices at the CM plant in Thornaby and seemed to get involved in a great deal of operational work. The Production Director regularly worked out weekly production plans, which would be communicated to the Production Manager. The Sales and Marketing Director regularly visited potential new customers and was heavily involved in the design of new sales literature. The Personnel Director usually conducted selection interviews. All of the Directors seemed to spend a great deal of time on operational work.

The Managerial Grades

There were 4  ‘Manager’ grade posts at CM - the Production Manager, The Quality Manager, The Sales Manager and a Personnel Manager.

Interviews with these staff revealed considerable uncertainty with their job roles. Almost all complained (cautiously) that they felt they did not have a proper managerial role. For example, the Production Manager was supposed to be responsible for planning production schedules but in practice found that the Production Director often took scheduling decisions himself. As a consequence, the Production Manager would tend to focus on the detail of the production operation - placement and storage of materials, where particular stocks of finished product should be stored. During one week of the consultancy, the Production Manager was seen to spend 2 days designing a new set of forms for ordering of materials.

The same confusion about role was evident with all the ‘Managers’. The only notable exception was the Quality Manager who was generally left alone. He was regarded as the only person who could understand how the Quality System worked. 

The Supervisory Grades  

There were two grades of supervisory staff - ‘Supervisor - Operators ’ and ‘Operator - Supervisors’

The ‘Supervisor - Operator’ was responsible for;

· Allocating work 

· Ensuring production targets were met

· Ensuring staff followed all safety, quality and personnel procedures

· Handling routine administrative work related to personnel such as keeping records 

      on sickness absence, timekeeping and holidays

· Performing as an ‘Operator’ for at least 50% of their time

The ‘Supervisor - Operator’ was not a pure, full - time supervisor. He / she was expected to perform as an operator in addition to their supervisory duties.

The ‘Operator - Supervisor’ was intended to be a junior supervisory appointment. ‘Operator - Supervisors’ were paid only slightly more than Operators and acted as an assistant to the ‘Supervisor - Operator’. In practice, this meant acting as ‘Gopher’ - doing any mundane task the Supervisor - Operator wanted them to do. Each Supervisor - Operator would normally have one ‘Operator - Supervisor’. 

The Operators

The Operators Job; Operators performed a wide variety of routine tasks associated with producing plastic and rubber mouldings including; operating the Injection Moulding Machinery, handling and feeding raw materials, collecting scrap, etc. Operators were trained in a narrow range of jobs and there was little multi - skilling. As a consequence, there was little scope for flexibility in allocating work. Staff shortages due to sickness absence etc. could be disastrous, as there was very limited ability to ‘cover’ each other.

2. Communications

CM had no system of team briefing. Staff throughout the plant were unaware of the company’s progress, targets and goals or problems except on a strict ‘need to know’ basis or through the ‘grapevine’. The normal daily and weekly routine was that staff turned up for work each morning and were allotted tasks by the ‘Supervisor - Operator’. Task allocation was on an individual basis so each individual knew what they had to do but not what the team or Dept. had to do. None of the employees interviewed by the consultancy team (other than the Directors and the management team) knew anything about the current difficulties with Black and Decker. 

3. Training and Development

Throughout the company there was no system of performance appraisal or training plans. New starters would get initial ‘hands on’ training on a machine or process from an experienced operator. Operators were not trained in how to train. Training focused on how the task should be done and not about outcomes.

There was no structured training for Supervisor - Operators or Managers. A few had voluntarily enrolled in night - classes at a local College but there was no policy of encouraging or requiring such training. 

Training and Development was nominally the responsibility of the Personnel Manager and there was a Training Budget of  £2,000 in the year. Over the last 12 months;

· the Finance Director attended a 2-day course on Financial Analysis (cost £300 )

· the Personnel Director attended a conference on ‘Change Management’ at Gleneagles (cost £1,200)

· a short half - day course on COSHH had been delivered for the Supervisor - Operators by the local College (cost £ 150 )   

4. Quality Management

The Company had BS5750 Part 1 Accreditation (ISO 9000/1) which required it to have a Quality Manual and a wide range of formal procedures covering all operational processes related to quality. Responsibility for ensuring compliance with the Quality System rested with the Production Director who delegated the task to the Quality Manager. The Quality Manager led a team of three ‘Quality Assistants’ whose job role had the following key responsibilities;

· to ensure quality procedures were complied with

· to develop new quality procedures as appropriate

· to measure quality performance

· to identify causes of quality problems and implement corrective action

The ‘Quality Assistants’ could often be observed running round the plant with clipboards gathering figures, looking at machinery and finished products.

The Quality System required that there should be detailed ‘Standard Operating Procedures’ covering all production tasks. The S.O.P.’s specified in detail how production tasks should be done and the performance standard required. These S.O.P.’s were written by the Quality Manager and were kept by him in a filing cabinet in his office. Supervisors could get a copy of them when new starters had to be trained but in practice they often relied on old photo - copies. 

Supervisors, Operator / Supervisors and Operators had no specific responsibility for quality other than to report faults and problems as they occurred to the Quality Department.

5. Staffing Issues

Only 20% of all production staff had ‘permanent’ contracts. The remainder were employed on ‘temporary’ contracts varying in length from 1 month to 9 months related to production contracts. 

Turnover; the average labour turnover over the previous 2 years had been 24%

Sickness Absence; the average sickness absence appeared to be 9% (difficult to be exact because of unreliable data)

The company had a major problem with ensuring they had sufficient staff to cover production targets. If there was any significant change in production plans the Production Director would inform the Production Manager, but this was usually only 2 - 3 weeks in advance. The Personnel Manager would then be faced with the task of either hurriedly trying to call - in some of the ‘pool’ of part - time workers, increasing or decreasing working hours, recruiting or laying off staff. There had been many occasions over the last two years when the Personnel Manager could not respond quickly enough to increases in production and the company had therefore not been able to fulfil its production plan. Black and Decker were not pleased as this then affected their production plan.

6. Personnel Policies and Procedures 

The company had a range of Personnel Procedures covering;

- sickness absence

- paid and unpaid leave

- discipline

- dismissal.

These were obtained from a course attended by the nephew (an IPM evening class at the local College) of the Production Director 3 years ago. In practice, there appeared to be uncertainty and lack of clarity over the sickness absence and discipline procedures. This was not helped by the fact that neither the Personnel Director nor Personnel Manager were trained to professional standards and had no professional qualifications in Personnel work. The procedures were ambiguous and open to differing interpretations. As a consequence, different Supervisor - Operators interpreted the sickness absence rules in different ways and the company had narrowly averted a claim of unfair dismissal when a Supervisor - Operator dismissed an Operator ‘instantly’ for fighting at work.

7. Miscellaneous Other Observations

The shop floor was extremely untidy – packaging materials, bits of unfinished work, scrap materials lying around. 

Lots of variation in people’s behaviour – some people standing around, obviously with very little to do, others seeming to be in a constant panic.

Very cynical responses from lots of employees  - about management, about the future of the company. Lots of ‘backbiting’ comments about other workers. 

During the investigation, the Consultancy Team discovered that CM had another, almost identical factory in Scotland. This factory employed approximately the same size workforce and had an almost identical operation. Identical except – the Scottish plant had a track record of ‘excellence’ – being consistently voted one of the top manufacturing supplier companies in Scotland and winning various Industry awards. This Plant was run by a Production Manager who was left very much to get on with things himself – the Directors of CM rarely visited the plant. When the existence of this second plant was raised in discussions with John Thorne he said that he had never mentioned it because he didn’t think it relevant for the consultants to know about it. 
August 1994

The Consultancy Team reported back to the Board of CM in August 1994. Their report detailed the need for wide - ranging changes and actions in both the short - and long - term. The Consultancy team had asked to simply report back their findings to the management team and that they should work together to come up with an action plan. This idea was refused by the management team and the Consultancy Team was asked simply to come up with their list of recommendations. 

The major changes and improvements called for were;

· job role clarification for Directors and Managers

· redesign of the ‘Supervisor - Operator’ job role to create full - time Supervisors

· a development programme for Directors and Managers 

· a comprehensive development programme for Supervisors

· ‘empowerment’ of Supervisors (including specific quality management and 

       improvement responsibilities)

· development of a performance management system

· improved performance feedback information systems

· the introduction of a team briefing / review system

· introduction of multi - skill training for operators

· review of job specifications / selection criteria for all staff

· the introduction of workforce planning

· the introduction of performance appraisal / development planning systems for all staff

· the introduction of training plans for all staff

· development of a ‘trained trainer’ system for workbased training

· integration of the ‘S.O.P’ system with performance standards for skills training

· review of all Personnel Policies and Procedures to ensure that they were up - to - date, appropriate, understood and operable 

This feedback report was presented to the Directors at a special ‘away day’ event held at a hotel in Middlesborough. The event had been scheduled a month in advance. All of the Directors had been consulted about the importance of the session. The plan was for the consultant report to be the stimulus for a wide – ranging discussion to generate options for company development.  The report was presented in the morning of the day. By lunchtime the Board of Cleveland Mouldings had rejected the report recommendations presented to them by the Consultancy Team on the grounds that it was ‘unnecessarily complex and expensive’. Instead they decided to tackle the quality problem by appointing two new ‘Quality Assistants’ to work under the supervision of the Quality Manager. Following lunch, the Directors decided to finish the event early because they all had pressing business in the afternoon. 

December 1994

Black and Decker Supplier Audit reveals no significant improvement in CM performance.

June 1995

Black and Decker fail to renew CM contract

September 1995

CM cease operations in Thornaby. Entire workforce made redundant. 

Learning Points:

1. The OD consultants had totally failed to 'read' the intentions and strategy of the senior management team. The senior management team were making a calculated decision: how much money will it take to put this organisation back on its feet?  When they had an opinion on how much effort and energy were required to improve the plant, they decided they would rather 'cut and run'. 

2. A key skill for OD consultant / facilitator is to read the 'politics' of the situation. What are people's real interests? What is their commitment level?

3. This is an organisation that failed to learn from itself. There was no transfer of learning and good practice from the Scots plant to the English one. There was actually no need for the senior management team to bring in outside consultants and, if this company had arranged processes for exchange of learning between the two plants, the English plant would probably have developed as effectively as the Scots plant. Why do some organisations not learn from 'good practice' within their own boundaries?

This project is being funded by TCS (Teaching Company Scheme).  TCS is a government-funded scheme managed by TTI (Technology Transfer and Innovation Ltd) that enables organisations to collaborate with universities on high profile, innovative projects.  Previously, TCS Programmes have been used almost exclusively to aid the development of commercial businesses.  This is the first time that TCS funding has been granted for an NHS Trust in the North East.     www.tcsonline.org.uk
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