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Abstract

Background The implementation, design, and process of healthcare interventions and quality improvement
initiatives often neglect the social and relational components of work, recognised as essential to their effectiveness,
in part because these features are under-theorised. This paper offers a new framework and theoretical lens (the
GELLE Framework: Grouping, Empowering, Leading, Learning, Equipping) to help conceptualise complex relational
workplace culture derived from realist evaluation.

Methods In-depth studies were undertaken in two low-resource urban hospital sites in Kenya, focusing on staff
providing care to neonates. Data were collected using non-participant observations, in-depth interviews, and
social network analysis. A realist analysis identified demi-regularities in the data, built context-mechanism-outcome
configurations, and abstracted explanatory theory. Sense-checking of programme theory was undertaken with
practitioner stakeholders.

Results The relational culture of healthcare workplaces can be understood in terms of five integrated theoretical
domains of the developed GELLE Framework: (1) who individuals consider to be their peers and trusted colleagues
(Grouping), (2) the aspects of formality and structure which influence the ability of specific individuals to act
(Empowering), (3) how leadership influences relational culture (Leading), (4) how learners can be supported to
become competent professionals (Learning), and (5) how physical order influences relational processes (Equipping).

Discussion Through structured explanation of the relational complexity and non-linearity of healthcare workplace
culture, the GELLE Framework offers a practical theoretical lens for practitioners, researchers and programmatic teams
to better understand the detailed contributions of relational culture to norms and change processes and therefore
the implications for better design and implementation of improvement interventions.
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Conclusions Efforts to improve the quality of healthcare are always implemented within the reality of the social
and relational workplace. The GELLE Framework we developed offers a lens for better understanding of the relational
culture of health facilities, identifying aspects of context amenable to intervention that should inform the design and

implementation of improvement initiatives.
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Background

Social and relational factors epitomise what makes
healthcare complex, however, the healthcare facility as
a relational workplace remains under-theorised [1, 2].
Though workplace culture has been branded both ‘cul-
prit and remedy’ in healthcare reports [2], the details that
constitute the relational aspects of workplace culture that
influence care are not fully explored. Since relational and
social factors are essential to ‘work’ [3], they must be bet-
ter understood [1].

Behaviour change and quality improvement

Crucially, the relational influences on norms and health
workforce behavioural change must be more fully
described, both at individual and collective level [4].
Indeed, with numerous quality improvement interven-
tions seeking to adapt and change health workforce
behaviours, the role of relational and social aspects
is critical to realising intended benefits [5]. Likewise,
where quality improvement efforts adopt participatory
approaches, the influence of relational and social struc-
tures on narratives, power and action must be carefully
considered.

Decision-making, individual and collective action and
behavioural norms are fundamentally socially-mediated
[6-11]. A fuller understanding of how, why, for whom
and in what circumstances the relational workplace influ-
ences care delivery is thus required to imagine how ‘con-
ditions for productive emergence’ [12] pg.104) might be
fostered, and how the reproduction and transformation
of social structures and systems occurs [8]. In the absence
of explanatory conceptualisation a fundamental theoreti-
cal lens is missing in quality improvement efforts.

Social mediation of norms in neonatal care in Kenya
Neonatal units in Kenya, as in many low- and middle-
income settings, provide multidisciplinary care to man-
age highly complex clinical needs, in an environment of
long-standing under-resource, overcrowding, expecta-
tions for training, and low nurse to baby ratios [13-15].
In such settings where resources are scarce and the work-
force severely overstretched, ‘practical norms’ (i.e. the
patterned behaviours of staff) can deviate significantly
from both official and sociocultural norms, driven by
necessity and regulated through relational means [16].

To address some of the technological and competence
deficits that undermine delivery of high quality care,

interventions such as the NEST360 programme [17] are
being implemented. To complement and optimise such
efforts, the complexity of social and relational processes
within the diverse workforce must also be considered [4,
18].

Understanding complexity using theory

Realist evaluation offers a useful approach to address
the challenges of studying the informal, tacit, and often
hidden nature of the social and relational world [19-21]
to develop theory with explanatory power from rel-
evant data [22]. Semi-regular patterns in the data (i.e.
demi-regularities) are sought, to develop arguments of
causation in the form of context-mechanism-outcome
configurations (CMOC:s), from which explanatory pro-
gramme theory is abstracted [23, 24]. Causative explana-
tion permits features such as non-linearity and feedback
loops to be identified, and interdependence characteristic
of complex adaptive systems to be represented. As such,
theory can reflect social and relational complexity, whilst
at the same time making details and processes distinct
[25].

Relevant sociological theory has informed the work
presented in this paper, particularly social network the-
ory [7, 26]. Indeed, in advance of this study a realist syn-
thesis of 75 documents that used social network analysis,
was undertaken to develop an initial programme theory
(IPT) and to guide protocol development and initial
drafts of study tools (Box 1) [27].

Aim

The aim of the realist evaluation presented in this paper
was to explore how, why, for whom and in what circum-
stances, features of health systems ‘software’ [3] (e.g. val-
ues, norms, relationships) between health workers of all
types caring for neonates in Kenyan hospitals, influence
care processes being targeted by improvement efforts.

Methods
This realist evaluation is part of the larger Pathways
Study. The full study protocol is published elsewhere [24].
In brief, the Pathways Study realist evaluation was a
study of neonatal care delivery in two urban hospitals
in Kenya, one facility being much larger than the other,
and both functioning as teaching and learning sites (see
Table 1). Appropriate permissions and consent were
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Hospital staff prefer to communicate with colleagues who are similar to themselves, and with whom they share
trust. However, this can create boundaries, silos and redundant information within pockets of the workforce, and
different behavioural norms adopted by members of different groups, dominated by influential individuals. Tacit

hierarchical rules also determine communication with others in the workplace based on status, forming a
landscape of differential access to information and others. Fragmentation between different status groups can
occur, and space for status-enhancing behaviours is created. Workplace silos and status boundaries can be
bridged in the presence of trust, confidence and mutual understanding, or where need is urgent and immediate.
The organisation can actively comply with or challenge social boundaries within the workforce by the formal
processes endorsed, which allow day-to-day performances of relative power, based on identity and hierarchical
status. Attempts to manage the discourse, and the effectiveness of formal workplace communication processes,
act to construct or disassemble social boundaries in hospitals. Connections between staff influence access to
information and other forms of capital, behavioural norms and perceived agency. Ties are continuously shaped
and as such are amenable to intervention. The capacity of these connections and the overall structure of the
workplace social network are vital to delivering quality patient care.

Box 1 Initial Programme Theory (reproduced from Blacklock et al. [27])

Table 1 Characteristics of study sites

Hospital 1 (H1) Hospital 2 (H2)
Urban location Urban location
Large teaching and referral hospital
Implementing site for NEST 360

Large county (district) hospital
Implementing site for NEST

360
Large neonatal unit (multiple sub- Smaller neonatal unit (single
units/ rooms, including Newborn unit/ room)

Intensive Care Unit)

Clinical learning environment for
non-specialist trainees (nursing) and
specialist and sub-specialist paediatric
and neonatal trainees (nursing and
medical)

Clinical learning environment
for non-specialist trainees
(junior medical officers/
interns, nursing, non-physi-
cian clinicians, allied health
professionals)

obtained and the study was approved by ethical review
boards in Kenya and the UK.

The initial programme theory (IPT) [27] was refined
by collecting and analysing data to develop middle-range

programme theory for the specific setting of neonatal
care in Kenya. Since the IPT was developed from lit-
erature mostly from high-income settings and which
employed social network analysis as a methodology, data
collection was intentionally exploratory [24, 27]. As such,
data collection sought to confirm, refute and refine the
IPT and permit necessary expansion of the programme
theory. Throughout the study duration, the core research
team (CB, CW, JJ) met weekly to discuss the practical
research process, emergent findings, analysis and inter-
pretation, relevant literature, positionality, and ethics

(Fig. 1).

Data used in programme theory development were
collected using the following methods: (1) Non-partici-
pant observation, (2) in-depth interviews, and (3) social
network analysis (SNA). Observation and SNA data
informed sampling for in-depth interviews, to maximise
variation amongst participants.

Continual researcher
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relevant literature
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Non-participant observation

With permission from the hospitals, two researchers (JJ,
CW) spent time on the neonatal unit (H1 and H2) and
maternity unit (H2), observing the environment, activi-
ties and interactions of staff, and unit-level meetings. A
prompt sheet was used to guide observations, informed
by the IPT, relevant literature and inputs of experienced
colleagues. Researchers aimed to capture variation in the
sampling of observations, for example different shifts (i.e.
morning, afternoon, night shifts) and by attending meet-
ings such as continuing medical education and nursing
handovers.

Researchers recorded observation field notes, which
were typed into MS Word. The observation notes were
shared within the core research team (CW, JJ, CB) and
areas for clarification or for further observation were
annotated by CB, and responses (as well as reflections,
specific assumptions, and subsequent related observa-
tion notes) were added by J] and CW. Following this, the
notes and all annotations were imported into NVivo soft-
ware version 12 for analysis.

In-depth interviews

A purposive sample of staff working in the neonatal unit
(H1 and H2) and maternity (H2) were recruited to par-
ticipate in in-depth interviews, aiming to maximise varia-
tion based on characteristics such as age, profession,
gender, and observed social position within the unit.
Interviews were around 60 min in duration and were
conducted by researchers (JJ, CW) in a quiet location
within the hospital. Participants were interviewed at a
convenient time, to avoid interference with clinical care.
A semi-structured interview guide (see Online Supple-
mentary File) was used to explore experiences of the rela-
tional workplace. Interviews were audio-recorded and
transcribed verbatim. Field notes were kept and typed by
researchers (JJ, CW). Transcripts were checked for accu-
racy against audio files and de-identified by CW, and the
final version made available to the core research team
(CW, JJ, CB) and uploaded to NVivo for analysis.

Social network analysis

All staff and students on the rota in the neonatal unit
(H1 and H2) and maternity (H2) during a specified time
period (1 week in H1, and 1 month in H2) were invited to
complete a social network analysis questionnaire, aiming
for complete networks. The questionnaire was admin-
istered face-to-face by a researcher (JJ, CW) and com-
prised demographic questions followed by scenarios in
which the participant was asked to name who they would
seek for advice or support (with no limit to number of
nominees), across four domains of social support (Online
Supplementary File) [28]. The researcher-administered
questionnaires were conducted in a quiet location within
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the hospital, at a convenient time for the participants.
For each scenario, the participant was asked to physically
place the names (on sticky notes) of those they would
seek for advice or support onto a sheet of paper [29]. The
researcher (CW, JJ) recorded the study ID code of the
participant and nominees onto an Excel template. The
number of scenarios was reduced in H1 from 9 to 4, in
recognition of time pressures on staff. Completed Excel
templates were made available to the core research team
for analysis.

Analysis

Though informed by the IPT, initial data analysis to
identify explanatory patterns (i.e. demi-regularities) was
inductive, recognising differences in setting and methods,
compared to the literature included in the previous realist
synthesis. Qualitative data were analysed in a sequential
manner (see Fig. 2 below, left), with initial familiarisa-
tion and inductive coding of observation notes, followed
by seeking of explanatory patterns within the data (e.g.
through visualisation using whiteboards), and refinement
of CMOC:s, before abstraction to programme theory [23,
30]. Explorative familiarisation and inductive coding of
initial interview transcripts was undertaken, however
individual interview data were eventually added sequen-
tially, to enable the development of theory that included
explanations of the influence of participants’ social posi-
tion on outcomes. The quantitative social network data
were first cleaned in Excel and then imported into Gephi
version 0.10.1 for analysis. The data were explored using
sociograms to visualise communication networks for dif-
ferent types of social support, and metrics were calcu-
lated and compared, specifically in-degree centrality and
clustering coefficient [7, 26, 31]. SNA findings were used
to triangulate CMOCs developed from qualitative data,
and interim emergent SNA data informed both interview
sampling and interpretation of qualitative data.

The IPT was confirmed, refuted and refined at the
CMOC phase (see Fig. 2 below, top right). Context-mech-
anism-outcome configurations (CMOCs) were modified
from the IPT and additional CMOCs developed from the
qualitative data. Draft CMOCs were sense-checked with
experienced co-investigators who were familiar with the
study setting, and programme theory was abstracted.
This was further refined as more data were added to the
analysis, and finally all interview data were re-coded by
CMOC (Fig. 2 below, bottom centre).

Stakeholder sense-checking feedback

The final programme theory was sense-checked with
stakeholders in Kenya, including from the two study
sites. Stakeholders attended a workshop, during which
findings from the Pathways Study [24] were presented,
with the opportunity to give feedback on the programme
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Fig. 2 Analysis of mixed methods data in realist evaluation. (NPOs, Non-Participant Observation; IDIs, In-Depth Interviews)

Table 2 Participation in study

Non-participant observa-  In-depth  Social Stake-
tions (NPOs) inter- network holder
views analysis event
(IDIs) (n)  (SNA) (n) (n)
H1 40 h observation 35 76 34
(7 shifts, 1 meeting,
familiarisation)
H2 41 h observation 27 59

(6 shifts, 2 meetings,
familiarisation)

theory in the form of written feedback and group discus-
sion, and make recommendations for action.

Results

Participation

Participation rates are shown in Table 2, and consisted
of 81 h of observation, 62 in-depth interviews, 135 SNA
questionnaires and 34 stakeholders. Both hospital sites
were highly challenging workplaces, with severe under-
staffing and high patient numbers. Researchers were sen-
sitive to these challenges throughout the study and data
collection activities were structured accordingly to mini-
mise disruption, however this may have influenced par-
ticipation rates (e.g. social network analysis).

Explanatory arguments underpinning the programme
theory

Realist evaluation of data retained 24 CMOCs from
the IPT and identified 246 further detailed explanatory
CMOC:s from the data (see Supplementary Online File
for full table, including illustrative quotes from interview
data). These detailed CMOCs (n270) were summarised as
39 ‘umbrella’ CMOCs (presented in the section below).

The evolution of CMOCs from the IPT to the final pro-
gramme theory is presented in the Supplementary
Online File.

Middle-range programme theory — GELLE framework

The relational workplace can be understood in terms of
the GELLE Framework, developed from the CMOCs
(summarised in Fig. 3: The GELLE Wheel):

G) Who individuals consider to be their peers and
trusted colleagues (Grouping).

E) The aspects of formality and structure which
influence the ability of specific individuals to act
(Empowering).

L) How leadership influences relational culture
(Leading).

L) How learners can be supported to become
competent professionals (Learning).

E) How physical order influences relational processes

(Equipping).

A summary of the findings of the realist evaluation is
presented in the narrative below, organised by domains
and sub-domains of the GELLE Framework. In addition,
a table of Umbrella CMOCs (i.e. abstracted summary
CMOC:s) is presented for each sub-domain. Where rele-
vant, supporting literature is cited throughout the results
section, to indicate analogy with specific aspects of the
programme theory.

GELLE is an explanatory conceptual framework for
understanding structuration (8] of the relational work-
place between staff providing neonatal care in Kenya,
derived from realist evaluation. GELLE domains and
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Fig. 3 The GELLE Wheel

sub-domains are abstracted from context-mechanism-
outcome configurations, which are presented in full in the
Online Supplementary File.

G - Grouping

Grouping describes whom individuals consider to be
their peers and trusted colleagues, based on their obser-
vations of: (1) shared identity and purpose, (2) being
‘careful’ towards colleagues and patients, and (3) access
to knowledge, skills, experience. Within this domain are
seven Umbrella CMOCs (Table 3), abstracted from more
detailed CMOC:s, derived from the study data (detailed
CMOCs underpinning Grouping domain are reported in
full in Supplementary Online File).

Shared identity and purpose

Healthcare workers connect and communicate more
readily with colleagues whom they consider to be like
themselves in some way (e.g. in age, profession, scope of
work, level of education), due to trust based on assump-
tions about broader commonalities [32-35]. Alikeness
(e.g. in work ethic, beliefs) can also be identified between

| towards colleagues
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seemingly different staff (e.g. from different professions)
when they work together, and when communication,
confidence and mutual respect is strengthened within
a team, and shared purpose and sense of belonging fos-
tered [36, 37].

However, grouping of healthcare workers based on
aspects of perceived shared identity can also lead to
cliques and communication boundaries [34]. Those
outside a group are easily identified (and judged) by its
members and their input may be disregarded [38-40].
Peer-to-peer overreliance, redundancy of information,
and insular sensemaking can occur [41-44], and per-
ceived boundaries between different groups may obscure
opportunities for unity. When parallel silos operate in
the workplace, staff will be unable to communicate effec-
tively, make shared decisions, or form unified plans.

Being ‘careful’[45] towards colleagues and patients

Conduct is perceived as evidence of character. An indi-
vidual whose conduct makes others feel comfortable
and trusting towards them (e.g. by listening, showing
patience, offering explanation, humility) are sought for
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Table 3 Umbrella CMOCs for grouping domain

Sub-domain

Umbrella CMOCs

Shared identity and purpose

Being ‘careful towards colleagues and
patients

Access to knowledge, skills, experience

U1: When a group of individuals within the unit share identity/ purpose (C) they will trust and respect
one another (O) because they perceive that they share a common representation and values (M).

U2: When parallel cliques operate in a unit (C) negative impacts on staff and patients can occur (O) due
to poor communication and teamworking (M).

U3: When a colleague displays they are ‘careful’ towards their co-workers and also patients, in the way
they interact and communicate (C), individuals will seek support and advice from this colleague (O),
because they feel trusting towards them and comfortable approaching them (M).

U4: When a colleague displays ‘lack of care’ towards their co-workers and also patients, in the way they
interact and communicate (C), individuals will avoid this colleague (O), because they do not trust them,
consider them a poor team player and rigid to change, and/or fear they will respond with incivility. (M).
U5: When students are recipients or witnesses of incivility by unit staff (C) students will disengage, show
peer-reliance and experience poor learning (O) because they will fear staff and will feel discouraged (M).
U6: When a colleague is identified as having knowledge, status, technical skills or experience (C) they
will be sought for legitimate/ defensible information and help with decision making by individuals (O)
because their advice is valued as trusted and authoritative (M).

U7:When a colleague is identified as having poor skills (C) individuals will not seek their advice (O)
because they will be deemed as unable to help (M).

Key: U (‘Umbrella’ CMOC), € (Context), O (Outcome), M (Mechanism)

advice and support. Likewise, correction offered to oth-
ers with encouragement and respect will more likely lead
to acceptance and change. Staff who are physically pres-
ent and considered ‘ready to help’ due to their supportive
and collaborative attitude, will be sought in urgent situ-
ations. Reliable, hardworking and committed individuals
will be popular, esteemed by colleagues and will attract
delegated work. Likewise, those showing respect, joyful-
ness, and who refrain from gossip and negative talk, will
emanate positive energy [46] and encourage imitation of
admirable conduct in others.

However, some healthcare workers are avoided for
support and advice-seeking, based on their displays of
negative conduct [47], such as shouting, blaming, bul-
lying, or being condescending or dismissive of others.
Such conduct instils fear, intimidation, humiliation, and
leads to colleagues feeling aggrieved, defensive, discour-
aged or disengaged [48, 49]. As such, alternative means
of support are sought (e.g. peer-to-peer), and learning
opportunities missed [50]. Correction in front of patients
and a perceived lack of collaborative attitude also dis-
courages engagement. Moreover, staff showing incivil-
ity, or who gossip, complain, are generally negative or
unreliable in their work, or respond badly to correction
[51], will be avoided. Offensive talk by individuals will
lead to colleagues feeling aggrieved and developing cop-
ing strategies. Furthermore, normalisation may occur in
the absence of clear expectations and corrective action
[51-53].

Access to knowledge, skills, experience

Staff deemed to have relevant knowledge, skills or expe-
rience (e.g. seniors, specialists, those who display qual-
ity in their day-to-day practice) will be sought for advice
and support, particularly by junior staff within their own

professional group. Conversely staff who display poor
skills will be avoided.

E- Empowering

Empowering describes the aspects of formality and struc-
ture within the unit which influence the ability to act,
within the following sub-domains: (1) facilitative hier-
archy, (2) constructive centrality, and (3) roles clear and
aligned. Within this domain are seven Umbrella CMOCs
(Table 4), which are abstracted from more detailed
CMOC:s, derived from the study data (detailed CMOCs
underpinning Empowering domain are reported in full in
Supplementary Online File).

Facilitative hierarchy

Where hierarchical information flows are clear and oper-
ating in a context of psychological safety [54], relevant
information can be sought, received and shared [55, 56],
including through social media applications such as unit-
level WhatsApp Groups. Information brokers, gatekeep-
ers and go-to people are easily identifiable [57] and staff
and students are included in hierarchical communication
flows, enhancing sense of belonging.

Conversely, unclear and poorly functioning informa-
tion flows and processes lead to conflict, avoidance and
circumvention, and lack of consensus and collaboration
[38, 39]. Fragmentation at different levels of a hierarchy
can lead to highly siloed identities and trust, exacerbated
by feeling undermined and frustrated [38, 40, 47, 58, 59].
Challenge may not be permitted within a restrictive hier-
archy, with actions and decisions based on authority [49,
60].
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Table 4 Umbrella CMOCs for empowering domain

Sub-domain

Umbrella CMOCs

Facilitative hierarchy

Constructive centrality

Roles clear and aligned

U8: When a facilitative hierarchy'is fostered by leaders (C) there will be oversight and access to advice and information, with
improved sense of belonging and group purpose (O) because there will be clear and intentional positive use of power (M)
U9: When a restrictive hierarchy’is present (C) there will be poor oversight and access to advice and information, reduced
sense of belonging and freedom, and a tendency to follow orders (O) because of tension, fear and othering (M).

U10: When an individual occupies a central position in the unit, or within a specific social group or clique (C) they will have
greater influence on group norms (O) because they have more social power over group discourse and practices (M)

U11: When an individual occupies a peripheral position in a social group (even if they have valuable contributions to bring)
(C) they will not influence group norms (O) because they have little power to alter group discourse (V).

U12: When individual roles are clear (C) communication will be more effective (O) because go-to people with the necessary
delegated authority are more easily identifiable (M)

U13: When individual roles are unclear (C) there will be role evolution, duplication, conflict, inappropriate delegation, etc.
(O) because of confusion within the team about responsibilities and boundaries (M).

U14: When roles do not align with the skills, capacity or perceived professional identity of staff (C) there will be frustration,
overwhelm, and informal role filling (O) because of perceived mismatch by staff (M).

Key: U (‘Umbrella’ CMOC), € (Context), O (Outcome), M (Mechanism)

Constructive centrality

Within the hospital unit overall, staff with diverse or sup-
portive roles (e.g. chief resident, nurse team leader) are
often central to the overall communication network.
Within sub-groups, individuals in central social positions
(i.e. who are more connected) have greater power and
influence over group norms [61-63].

Conversely, staff on the social periphery hold little
influence on norms [62], and may deviate in their behav-
iours or disengage if they oppose central individuals.
When staff work independently from others, even due
to conscientious work ethic, they isolate themselves.
Whilst this may improve a peripheral individual’s feeling
of control, it limits their influence and curtails scope for
wider change, which may be greatly needed [62]. Others
can also isolate peripheral staff, for example by exclud-
ing from information sharing or participation (e.g. allied
healthcare professionals, juniors or students, individuals
who are shy), leading to reduced sense of belonging and
disengagement [40]. Peripheral individuals (who may be
highly proficient) can hence be overlooked. Moreover,
new staff or students who are isolated will experience
poor professional socialisation and inadequate learning
[9].

Roles clear and aligned

Clarity of roles enables more effective communication
within a unit, as colleagues can more easily seek the most
appropriate person [64]. However, difficulties can occur
when a specific role-holder is absent, or when their per-
formance is poor, or when competing pressures and tasks
lead to overwhelm within a role-set [65].

When roles are unclear, evolution, duplication, conflict,
inappropriate delegation (e.g. to students) and non-com-
pletion of tasks can occur, as individual responsibilities
are poorly defined. Individuals who prefer certain tasks
or activities (or who perceive a role vacuum), may evolve
their own role scope [65] to encompass these and neglect

less-desirable tasks, which must be picked up by other
colleagues. This can lead to skewed roles, piecemeal care
and deskilling, for example in clinical procedures.
Individuals who feel underutilised due to a mismatched
or limited role, will experience unfulfillment, poor satis-
faction and risk deskilling [66], and some may refuse to
undertake tasks not perceived to be part of their role [36].

L - Leading

Leading describes how leadership within the clinical
unit influences the relational culture, within the follow-
ing sub-domains: (1) setting a positive values tone, (2)
respected, self-confident, (3) inclusive, collaborative, (4)
situational awareness, and (5) appropriate delegation.
Within this domain are nine Umbrella CMOCs (Table 5),
which are abstracted from more detailed CMOCs,
derived from the study data (detailed CMOCs underpin-
ning Leading domain are reported in full in Supplemen-
tary Online File).

Setting a positive values tone

When leaders display an honourable work ethic and act
with kindness and humility, they model positive values
on the unit [37, 46, 56, 64, 67, 68]. When a leader’s expec-
tations are clear and consistent, these are more likely to
be upheld by staff (e.g. structured and respectful hando-
ver). Staff will feel supported and empowered by leaders
who facilitate effective supervision, timely correction and
support for quality care, and who display an open atti-
tude to learning [64, 69, 70].

Conversely, negative values are modelled and commu-
nicated (even if unintentionally) when a leader is per-
ceived to be blaming, humiliating, policing, and acting
with incivility and overwhelm. Undesirable behaviours
can become normalised [51], with fear and discour-
agement of staff and students, and fragmentation [71].
Unclear expectations not upheld by the leader them-
selves, contribute to crumbling standards and futility and
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Table 5 Umbrella CMOCs for leading domain

Sub-domain

Umbrella CMOCs

Setting a positive values tone

Respected, self-confidence

Inclusive, collaborative

Situational awareness

Appropriate delegation

U15: When leaders set a ‘positive values tone’on the unit (C) it will be a more organised, positive and respect-
ful place to work (O) because staff will normalise these values (i.e. will be encouraged to ‘follow-suit’) (M).

U16: When leaders set a negative values tone’on the unit (C), normalisation of undesirable behaviours by staff
will occur (O) because a reliable and consistent example of positive behaviours and attitudes is absent (M).
U17: When leaders are respected by staff/students due to the demonstration of esteemed attributes, and
have self-confidence (C), they will be more effective in their role, and supported by the team (O) because they
have created a‘safe’ working environment (M).

U18: When leaders are not respected by staff/students or lack self-confidence (C) they will be considered inef-
fective in their leadership role, and will face resistance from staff/students (O) because staff perceive them to
be disengaged from others and/or overwhelmed (M).

U19: When a leader is inclusive and collaborative in their approach (C), satisfaction, continuity and sense of
teamwork will be enhanced on the unit (O) because team members will engage and participate (M).

U20: When a leader fails to demonstrate an inclusive and collaborative approach (C) staff will disengage and
not respect their leader (O) because they will feel excluded by poor or incompetent leadership practices (M).
U21: A leader with good situational awareness (C) will support staff in the provision of quality care (O) be-
cause they better understand and respond to the needs of the team (M).

U22: When a leader is clear about their own role and delegates appropriately to others (C) the leader will be
less overwhelmed, more effective, and satisfaction of staff will improve (O) because they will be confident
about which roles and responsibilities to delegate and whom to empower (M).

U23: When a leader fails to delegate appropriately to others (C) their leadership will be considered ineffective
and staff will feel frustrated and dissatisfied (O) because skills of the team are not being utilised, and the leader

(and some staff) are overwhelmed (M)

Key: U (‘Umbrella’ CMOC), C (Context), O (Outcome), M (Mechanism)

frustration amongst staff [72]. Lack of appropriate super-
vision and support lead to poor staff satisfaction and
inconsistent quality of care.

Respected, self-confident

A respected leader will enjoy support of staff and stu-
dents within the unit. When a leader is perceived to be
working for the good of others, they will be considered
approachable and an atmosphere of safety will be fos-
tered [64]. Self-confidence in both their role and author-
ity will help a leader to be more effective [73, 74].

When leaders feel undermined, they risk becoming
overwhelmed and disengaged. Perceived inaction and
role vacuums in leadership lead to frustration amongst
staff, and can further worsen self-confidence of the leader
themselves [75]. Moreover, when staff do not respect
their leader, they will resist their inputs, leading to inef-
fectiveness due to low social power.

Inclusive, collaborative

An encouraging, inclusive [54] and collaborative leader
will give staff and students confidence to engage and par-
ticipate, due to sense of belonging and teamwork [32, 34,
37, 64, 68]. Inclusive and collaborative leadership miti-
gates over-reliance on individuals. Leaders can include
staff and students by a facilitative and convenient struc-
ture and timing to meetings, and by integrating regular
open floor opportunities to enable whole team learning
(including management of online (e.g. WhatsApp) dis-
cursive spaces) [9].

Leaders who show favouritism or who are feared, will
exclude others from engaging in specific aspects of work
(e.g. ward round), and cliques may form, reducing the
wider team’s capacity for collaborative working, learning
and shared decision making.

Situational awareness

Proactive leaders will seek situational awareness and
develop good understanding of their team (e.g. skills mix,
consumables, patient care needs). As such they will iden-
tify needs, gaps and lapses, and provide as effective and
timely support as possible (e.g. securing necessary sup-
plies, tailored correction or supervision) [21, 39]. Conse-
quently, the working shift will be smoother and staff will
appreciate and feel valued by the leader [37]. A leader can
also facilitate continuity and consistency across the whole
team by proactive information sharing for collective
understanding [36, 38, 56]. Effective oversight and provi-
sion of support will encourage staff to share information
with their leader, and confidence in leadership will enable
staff to focus on their own role, as they feel secure that
other essential roles in the unit are being managed appro-
priately [65].

Appropriate delegation

A leader who clearly defines their own role [74] whilst
effectively and wisely delegating [56], will be less over-
whelmed. Effective delegation is possible when lead-
ers are aware of the skills mix within their team. Staff
can be empowered to undertake non-leadership roles
and delegated leadership functions, enhancing personal
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satisfaction. Appropriate delegation and allocation
improve wider team capacity for supervision, continuous
learning, and delivery of quality patient care and influ-
ence staff satisfaction.

Conversely, when a leader is unable to appropriately
delegate to others within the team, they will become
overwhelmed and be unable to perform effectively [75].
Staff will feel frustrated as a result, and satisfaction will
reduce because skills are underutilised and they are not
trusted in leadership roles.

L- Learning

Learning describes how those within the unit support
learners to become competent professionals, within the
following sub-domains: (1) structure to teaching and
learning on the unit, (2) allocation of learner to teacher,
and (3) student initiative. Within this domain are seven
Umbrella CMOCs (Table 6), which are abstracted from
more detailed CMOCs, derived from the study data
(detailed CMOCs underpinning Learning domain are
reported in full in Supplementary Online File).

Structure to learning on unit

Rituals and norms on the unit communicate expecta-
tions around learning, for example the structure of
educational meetings and clinical staff meetings (e.g.
handover) demonstrate the value placed on knowledge
sharing in the unit and set the tone for learning [76].
Educational meetings legitimise, communicate and dis-
seminate information, promoting a common understand-
ing of best practice within the team [76]. When ward
rounds are structured in a collaborative manner [54],
expectations of learning will encourage attendance, fos-
tering shared awareness and decision making. Printed

Table 6 Umbrella CMOCs for learning domain
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summary information on walls (i.e. ‘speaking walls’) can
help to consolidate learning and provide timely reference
for healthcare workers and trusted educational source for
students rotating on the units.

Lack of structure and responsiveness of educational
meetings and poor dissemination of learning, will lead to
frustration, fragmentation and poor consensus within the
team. Moreover, when insufficiently matched to learning
needs, or insufficiently mandated, those for whom learn-
ing would be most useful may not participate, reducing
potential impacts.

Structuring the orientation of students and new staff
(e.g. induction) improves learning expectations and fos-
ters teaching relationships on the unit. Medical staff,
with entrenched norms of mentoring immediate juniors,
follow professional expectations of teaching and learn-
ing, which are not so embedded in other professions. In
the absence of a clear go-to person for learners, or when
there is poor collaboration between student training
facility and clinical unit, stress, misunderstanding and
chaotic learning can occur, with some learners failing to
achieve competencies.

Allocation of learner to teacher

When junior staff or students are allocated a supervisor,
a supportive dyadic relationship is facilitated [77]. This
will enhance satisfaction, learning, and sense of belong-
ing, as supervision is integrated into routine patient care.
Supportive supervision can mitigate fear associated with
an intimidating and unfamiliar clinical environment,
improving self-confidence and facilitating learning. Com-
petencies in practical skills can be developed within a
psychologically safe supervisor-supervisee relationship,

Sub-domain Umbrella CMOCs

Structure to teaching
and learning on unit

U24: When clinical teaching and learning on the unit is prioritised and structured (C), inclusion, encouragement, apprecia-
tion will be strengthened in the unit, and consistency in patient care will be supported (O) because common understanding

within the team will be promoted, and authority ascribed to the training (M).

U25: When administrative aspects of student and new staff experience are well managed, e.g. inductions, number of can-
didates, assessment processes, clear mentor, opportunities for attending CMEs, etc. (C) learning experience and a trusting
learning environment will be enhanced (O) because expectations, support and authority are made clear from the outset (M).
U26: When administrative aspects of student/ new staff experience are poorly structured or poorly implemented (C) the
learning environment will be chaotic, with discord, frustration and inappropriate reliance on individual student initiative (O)
because of lack of oversight and clarity of expectations and understanding (M).

Allocation of learner to
teacher

U27: When students/ new staff are allocated to a specific member of staff for supervision (C), learning, trust and sense of
belonging are enhanced (O) because of consistency and reliability (M).

U28: When students/ new staff have inadequate clinical supervision (C) inadequate learning and adverse patient care can
occur (O) because students may practice beyond their competencies (e.g. when they are unaware of errors made —‘un-

known unknowns’) (M)

U29: When there is an assigned Clinical Instructor and/or Clinical Mentor (C) students will experience enhanced learning (O)
because there is clear structure to the placement and a point of support (M).

Student initiative

U30: When learning is self-directed and relies on a student’s personal initiative (C) there will be a wide spectrum in student

learning outcomes during clinical placements (O) due to differences in personal learning styles and motivations (M).

Key: U (‘Umbrella’ CMOC), € (Context), O (Outcome), M (Mechanism)
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where the learner is supported to be ‘hands-on’ for
appropriate tasks [76].

When students receive inadequate clinical supervision,
expected scope of practice is unclear, learning is likely
to be poor, and they may practice beyond their compe-
tencies. Severe staffing shortage and the overwhelming
clinical burden on staff can compound neglect of student
supervision and teaching.

When available, an assigned Clinical Instructor
enhances student learning on the unit, as students have
clear expectations on their conduct, monitoring, and
learning journey. The Clinical Instructor can also support
student administration, pastoral care, and provide addi-
tional practical training in procedures.

Student initiative

When learning on the unit is primarily self-directed and
reliant on personal initiative, there will be a spectrum of
learning achieved by individuals, ranging from quickly-
competent individuals, to those who attain minimal com-
petencies. When students are proactive, busy nurses will
be more likely to teach them.

E - Equipping

Equipping describes how physical order within the unit
influences relational processes within the workforce,
within the following sub-domains: (1) physical environ-
ment intentionally enabling, (2) orderly storage and use
of clinical records, (3) staff rest and recovery, and (4)

Table 7 Umbrella CMOCs for equipping domain
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support for adaptation of learned norms. Within this
domain are nine Umbrella CMOCs (Table 7), which are
abstracted from more detailed CMOCs, derived from the
study data (detailed CMOCs underpinning Equipping
domain are reported in full in Supplementary Online
File).

Physical environment intentionally enabling

Intentional positioning of items and equipment on
the unit can make ‘the right way the easy way,(76P¢4°?)
thus facilitating desirable actions, and communicat-
ing expectations. Staff can be supported to adhere to
expected standards through ordering of the physical
environment, leading to smoother working and enhanced
satisfaction. Order will be maintained when staff feel col-
lective responsibility, sense of belonging, and recognise
the contribution of an orderly environment to patient
care. Accessible physical reference information (e.g.
protocols, guidelines, handover books, communication
books), will assist staff and students in their work. Post-
ing of relevant protocols, guidelines, and job aids on the
walls in strategic places (and via smartphone apps) will
provide trusted, clear, and timely reference and remind-
ers, improving ease of work, continuity of care, and
learning.

Tasks on the unit become difficult when staff must
search for everything they need. When equipment is not
readily available, scarce, in high demand or insufficient
or non-functional, staff will feel frustrated, may display

Sub-domain Umbrella CMOCs

Physical environment inten-
tionally enabling

U31: When the physical environment is organised in an intentionally facilitative manner (C) desirable actions and
practices will be implemented (O) because ‘the right way becomes the easy way' (M).

U32: When the physical environment is disordered and chaotic (C) there will be incivility and workarounds (O) because
time will be wasted and staff will become frustrated (M).

U33: When there is a high patient: staff ratio or overcrowding (C) there will be shortcuts, neglect of specific activities,
and negative impacts on patient care and staff/student wellbeing (O) because staff will be overwhelmed, and will lack
space/time to effectively carry out their roles (M).

Orderly storage and use of
clinical records
of documentation will be enhanced (M).

U34: When patient records are kept in an orderly manner and/or are integrated into communication exchanges be-
tween staff (C) the quality and use of written records will improve and be maintained (O) because value and purpose

U35: When patient records are not stored in an orderly manner and/or their quality is poor (C) there will be work-
arounds, poor patient care, dissatisfaction, blaming, and further worsening of the quality of documentation (O) be-
cause of frustration and wasted time from delayed file retrieval, missing components of (or entire) files, and distrust (M).

Staff rest and recovery

U36: When staff are provided with a rest space with adequate facilities (e.g. fridge, lockers) (C) there will be improved

staff satisfaction, and more relaxed communication with colleagues (O) because they will feel valued by the hospital,
and will be able to step away from the busy clinical environment (M)

U37: When staff are tired, hungry, and/or not provided with adequate rest facilities (C) they will not feel valued and will
display incivility (O) because they will feel exhausted and will be required to adopt unsatisfactory workarounds (e.g.

changing in corridor) (M).

U38: When staff witness the suffering of babies and mothers, and death (C) they may seek social support, sharing, and
debriefing with colleagues (O) because they are experiencing personal emotional pain (M).

Support for adaptation of
learned norms

U39: When a member of staff transfers to a new unit and is not made aware of the unit-specific norms (C) they are like-
ly to practice different norms to those practiced by unit staff, which may clash (O) because norms of individuals evolve

to fit different workplace environment (i.e. availability of resources, size of unit, and numbers of patients etc.) (M).

Key: U (‘Umbrella’ CMOC), € (Context), O (Outcome), M (Mechanism)
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incivility, and will employ workarounds. Additionally,
incivility may be directed towards those who are consid-
ered careless with precious items, e.g. gloves.

Insufficient staffing leads to overwhelm, shortcuts,
workarounds, missed care, and managers will neglect
managerial tasks to prioritise patient care roles. Likewise,
when physical space is crowded, it is difficult for staff to
carry out roles effectively. Some physical items in the unit
can enhance communication, such as a unit telephone
and a computer. Physical items such as tables whilst
enabling the completion of documentation, can also con-
tribute to interprofessional boundaries when different
professions sit at different locations.

Orderly storage and use of clinical records

When patient records are kept in an orderly manner, the
‘right way becomes the easy way)(76P84°?) respect for
documentation is enhanced, and order and quality main-
tained. Integration of documentation into routine patient
care activities (e.g. ward rounds, handovers), improves
accuracy, function and enhances the perceived value of
documentation. However, when the quality of written
information is poor, staff will employ workarounds and
documentation quality will degrade further, with staff
and students relying on alternative means to receive and
share information.

Staff rest and recovery

Protected areas for rest, not only make staff feel valued,
but also provide opportunities for informal interactions
away from the intense and emotionally demanding clini-
cal environment (e.g. emotional support, debriefing),
improving satisfaction [64, 76]. Conversely, when pro-
tected rest spaces are absent, staff can feel devalued (e.g.
changing in corridor), and will lack opportunities for
certain types of social support. Furthermore, when over-
whelmed or tired and hungry, exhaustion can lead staff to
display incivility.

Support for adaptation of learned norms

The clinical setting in which students and staff train and
work, determines their norms of practice and work-
arounds learned and adopted, based on unit-specific fac-
tors (e.g. availability of equipment). Therefore, when staff
transfer to a new hospital, these norms and workarounds
must evolve to match those within the new unit. Indeed,
differences in norms and workarounds may lead to con-
flict with new colleagues and students. Hence, exposure
and ability to learn clinical competencies and norms is
influenced by the resourcing of the clinical learning envi-
ronment. Ultimately students will learn the workarounds
which are modelled by staff on their clinical placements.
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Discussion

This paper reports the findings of a realist evaluation
exploring the relational environment of neonatal care in
Kenya, using mixed method data from two urban hospi-
tals. The result is a conceptual lens through which to view
the relational healthcare workplace.

In summary, social ties, or channels of communica-
tion and support between individuals are shaped by the
following integrated domains (GELLE Framework): (1)
who individuals consider to be their peers and trusted
colleagues (Grouping), (2) the aspects of formality and
structure which influence the ability of specific individu-
als to act (Empowering), (3) how leadership influences
relational culture (Leading), (4) how learners can be sup-
ported to become competent professionals (Learning),
and (5) how physical order influences relational processes
(Equipping).

The GELLE Framework illuminates the human factors
within healthcare complexity. Non-linearity is demon-
strated [25, 78], for example by the far-reaching negative
outcomes relating to incivility. Incivility, which may itself
be a product of tiredness, hunger and overwhelm, per-
meates the GELLE theory. For example, colleagues may
avoid the individual, students may preferentially consult
their peers, and general negative emotional energy [68]
may be felt in the unit. When displayed by a leader, oth-
ers may not approach them for information, may not
share their needs or concerns, and respect for the leader
(and their expectations on staff) will dwindle.

However, seemingly small relational acts can also
have widespread positive influence within the health-
care workplace [78, 79]. For example, showing kindness
to patients and behaving in an approachable manner can
influence enjoyment of work on the unit, information
sharing, imitation of positive behaviours, and enhance
student learning. Inclusive leaders [54] can likewise
empower and encourage others through delegation,
influencing job satisfaction, clinical care and workload.
Hence, GELLE illuminates specific opportunities, whilst
seemingly insignificant when viewed in isolation, that can
have widespread influence on the whole [78].

By representing the relational workplace in conceptual
form, the GELLE Framework facilitates more granular
discourse around workplace culture, and the contribution
and integration of specific influences, such as leadership
[1]. As such, the GELLE Framework provides opportu-
nity for reflection, and use as a catalyst for innovation
within clinical teams around improving the relational and
social aspects of work (see Box 2). The CMOCs within
the GELLE Framework can additionally help to identify
relational contextual targets for intervention, and hence
offer contributions to theory-guided intervention design,
as well as implementation and evaluation approaches.
Thus, the GELLE Framework offers a practical theoretical
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— Grouping

Do staff have opportunities to work with diverse colleagues?

Empowering

L - Leading

L - Learning

supervised clinical learning, making impacts of learning tangible)

5. Islearning overly-dependent on individual student initiative?
E — Equipping

3. Islevel of staffing and the available space sufficient?

Do staff (including junior staff and students) feel valued and accepted by their colleagues?

G
il
2
3. Can staff communicate meaningfully with colleagues who are different to themselves?
4. Do staff treat colleagues and patients with cordiality, patience and respect?

5. Are staff humble, reliable, committed, open, collaborative and supportive, and do they display integrity and a joyful and caring attitude?

6. Can staff easily identify and approach colleagues who are knowledgeable, skilled, senior, experienced, or specialised?

E-

1. Does the hierarchy assist information exchange, by clear communication pathways and gatekeepers?

2. Do inclusive and collaborative practices on the unit, serve to empower those who have a positive influence on social norms?

3. Are individual roles sufficiently clear to allow staff to develop effective communication networks?

4. s allocation of roles in the unit fair, and are roles aligned, with manageable scopes of work?

5. Do the roles allocated to individuals match their skill set, and are staff absences mitigated by appropriate distribution of key roles within the unit?

1. Do leaders act with kindness, encouragement, humility, patience, respect, and show an open attitude to learning?

2. Do leaders communicate clear and consistent expectations of staff, and exercise timely and appropriate correction and support?
3. Do leaders feel supported to use their authority with confidence in a safe learning culture, for the good of others?

4. Do leaders invest in developing team capacity through encouragement, inclusivity, and collaboration?

5. Are leaders proactive in gaining understanding of their team, to provide effective oversight and facilitate timely support?

6. Are leaders clear about the scope of their own role, and do they actively delegate to and empower others?

1. Islearning structured in an inclusive manner, which endorses best practice?
2. Are diverse opportunities to enable and consolidate learning for best practice exploited? (e.g. printed summaries on walls, peer dissemination,

3. Do students and new staff experience support for learning on first arrival to the unit?
4. Is a named clinical supervisor, based in the unit, allocated to all students and new staff?

1. Does the physical environment make ‘the right way the easy way’ by the orderly positioning of items and equipment?
2. s written reference information positioned strategically on the unit to assist people in their work?

4. Do physical aides (e.g. phones, tables) on the unit facilitate communication?

5. Are written records kept in an orderly manner and integrated into routine care?

6. Do staff have access to a protected rest space, and the means for rest and recovery?
7. Are new staff supported to adapt best practice norms within the unit?

Box 2 Application of GELLE Framework as reflective workplace tool

lens for practitioners, researchers and programmatic
teams to more fully consider the complex and non-linear
contributions of relational culture to the change process.
Using GELLE to emphasise which aspects of relational
culture are targeted within the design and implementa-
tion of healthcare improvement interventions might be a
helpful addition to the theory of change, particularly for
complex interventions intending to change some aspect
of healthcare workforce behaviour.

The programme theory should be further tested (i.e.
confirmed, refuted, refined) in other settings, to assess
transferability. Despite differences in setting and meth-
odology, there is alignment between GELLE and the
relational features identified in existing frameworks in
the literature, for example the For Us (For Unit Safety)
Framework, which describes the 7 features of safety in
UK maternity units [76], and the ABC Framework of the
core work needs of nurses and midwives in the UK [64],
suggesting a degree of generalisability of core relational
workplace factors and transferability of learning [4].
The GELLE Framework adds value to these by explain-
ing granular causation and demonstrating the integration
and non-linearity of relational acts.

Strengths and limitations
Reporting of this realist evaluation follows RAMESES II
guidelines (supplementary online file) [23]. The quality
of the explanation provided by realist programme theory
can be assessed, specifically using three criteria: (1) the
theory’s consilience (ability to account for as much of the
relevant data as possible), (2) its simplicity, and (3) anal-
ogy with existing theories. Better explanatory theories
have greater consilience, simplicity and analogy. In these
aspects, GELLE can be judged to be of higher quality
[80]. Consilience and analogy are high, as demonstrated
in the results and appendices. The GELLE Framework
also achieves simplicity, in that highly complex social
phenomena are summarised as five integrated theoretical
domains. Understanding the relational whole is enhanced
through the simplicity of five theoretical domains, and
deeper dives into the details of accompanying narratives
and CMOCs reveal greater conceptual clarity.
Throughout the Pathways Study, researchers prac-
tised reflexivity, considering their own positionality
throughout data collection, analysis and interpretation
phases. Furthermore, researchers paid careful attention
to how study findings were communicated and hence
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represented in research outputs, particularly those relat-
ing to social networks within case study sites [81-83].

Limitations of the study included the time pressures
on staff associated with the busy clinical environment,
which were felt to reduce participation rates in the study.
The data were also collected from neonatal care settings
(including maternity in one site) in just two urban hos-
pitals in Kenya, and data from other settings may differ
and this may limit transferability of the programme the-
ory. However, feedback from policy engagement activi-
ties suggested that findings are relevant to other clinical
settings.

Conclusion

This paper offers a conceptualisation of the relational cul-
ture of healthcare workplaces, by means of programme
theory developed from realist evaluation of data col-
lected in two hospitals in Kenya. The programme theory
(GELLE Framework: Grouping, Empowering, Leading,
Learning, Equipping) explains how the relational work-
place functions, and thus how reproduction and transfor-
mation of socially-mediated norms can occur. As such,
the findings offer a practical theoretical lens and deeper
understanding of the why, when, how, for whom and to
what extent relational culture impacts on patient care,
thus informing improvement efforts at healthcare facili-
ties. The GELLE Framework provides a tool for identi-
fying and reflecting on aspects of context amenable to
intervention, that should inform the design and imple-
mentation of improvement initiatives.

Abbreviations

C Context

CMOC Context, Mechanism, Outcome Configuration

GELLE  Grouping, Empowering, Leading, Learning, Equipping
H1 Hospital 1

H2 Hospital 2

IDI In-Depth Interview

IPT Initial Programme Theory

M Mechanism

NPO Non-Participant Observation
(0] Outcome

SNA Social Network Analysis

U Umbrella

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512913-025-13686-6.

[ Supplementary Material 1 ]

Acknowledgements

We express sincere thanks to the Communications and Policy Engagement
Team at KWTRP (Noni Mumba, Lavender Nafula, Lynea Imbai and Fatma
Guleid) for their contributions during the stakeholder engagement process.
We thank the participants of the Pathways study.

Page 14 of 16

Author contributions

CB conceptualised the realist evaluation, designed the study and data
collection tools, contributed to data checking, performed data analysis and
interpretation and wrote the initial draft of the manuscript. CW designed the
study and data collection tools, collected data, and contributed to analysis,
interpretation and revising the manuscript. JJ (Juliet Jepkosgei) piloted study
tools, collected data, and contributed to data analysis, interpretation and
revising the manuscript. LH, JMcK, BH, ME and GW provided supervision to
the DPhil studies of CB contributing to conceptualisation, study design, data
collection tools, analysis, interpretation and revising the manuscript. JoyJ
(Joyline Jepkosgei), DO, and SM contributed to interpretation of findings and
revising the manuscript. All authors read and approved the final manuscript.

Funding

This work was supported by the Wellcome Trust [227396/2/23/Z],
[207522/2/17/Z). CB's DPhil was supported by the Nuffield Department

of Medicine, University of Oxford and the Medical Research Council (grant
number MR/N013468/1). LH is funded through the National Institute for
Health and Care Research (NIHR) Oxford Biomedical Research Centre (BRC).
The views expressed are those of the authors and not necessarily those

of the NIHR or the Department of Health and Social Care. SM is funded by
the NIHR (reference NIHR303168) using UK aid from the UK Government to
support global health research. The views expressed in this publication are
not necessarily those of the NIHR or the UK government. BH is funded by UKRI
Transforming Data and the US National Institute of Health.

Data availability

lllustrative supporting data are provided in the online supplementary
file. Reasonable requests for additional de-identified data sets should be
addressed to the corresponding author.

Declarations

Ethics approval and consent to participate

Ethical approval for the Pathways Study was received from Kenya Medical
Research Institute (KEMRI/SERU/CGMR-C/241/4374) and Oxford Tropical
Research Ethics Committee (OXTREC 519 —22), which adhered to the ethical
principles of the Declaration of Helsinki. Individuals provided informed
consent to participate.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

"Health Systems Collaborative, Nuffield Department of Medicine,
University of Oxford, Peter Medawar Building for Pathogen Research 3,
South Parks Road, Oxford OX1 3SY, UK

Kemri-Wellcome Research Programme, Nairobi, Kenya

*Nuffield Department of Primary Health Care Sciences, University of
Oxford, Oxford, UK

4Oxford Internet Institute, University of Oxford, Oxford, UK

Received: 23 May 2025 / Accepted: 28 October 2025
Published online: 20 November 2025

References

1. Fletcher JK. Relational practice: A feminist reconstruction of work. J Manag
Ing. 1998;7(2):163-86.

2. Mannion R, Davies H. Understanding organisational culture for healthcare
quality improvement. BMJ. 2018;363(November):1-4.

3. Sheikh K Gilson L, Agyepong IA, Hanson K, Ssengooba F, Bennett S. Building
the field of health policy and systems research: framing the questions. PLoS
Med. 2011;8(8):1-6.

4. Aveling E, Kayonga Y, Nega A, Dixon-woods M. Why is patient safety so hard
in low-income countries ? A qualitative study of healthcare workers 'views in


https://doi.org/10.1186/s12913-025-13686-6
https://doi.org/10.1186/s12913-025-13686-6

Blacklock et al. BMIC Health Services Research

~

17.
18.

19.
20.

21

22.

23.

24,

25.

26.

27.

28.

29.

(2025) 25:1499

two African hospitals. Global Health. 2015;11:6. https://doi.org/10.1186/51299
2-015-0096-x. PMID: 25885903; PMCID: PM(C4349795.5.

Dixon-Woods M, Bosk CL, Aveling EL, Goeschel CA, Pronovost PJ. Explaining
michigan: developing an ex post theory of a quality improvement program.
Milbank Q. 2011;89(2):167-205. Available from: https://doi.org/10.1111/j.1468
-0009.2011.00625.x.

Rogers EM. Diffusion of innovations. New York: Free; 2003.

Scott J. Social network analysis. SAGE Publications Ltd; 2000.

Giddens A.The constitution of society: outline of the theory of structuration.
Cambridge, England ; Polity; 1984.

Centola D, Macy M. Complex contagions and the weakness of long ties. Am J
Sociol. 2007;113(3):702-34.

Tindall DB. Chapter 14: networks as constraints and opportunities. Oxford
handbook of social movements. Oxford University Press; 2014.

Morris A, McClurg Mueller C. Frontiers in social movement theory. Yale Uni-
versity Press; 1992.

Barasa EW, Molyneux S, English M, Cleary S. Hospitals as complex adaptive
systems: a case study of factors influencing priority setting practices at the
hospital level in Kenya. Soc Sci Med. 2017;174:104-12. Available from: https://
doi.org/10.1016/j.s0cscimed.2016.12.026

Gathara D, Serem G, Murphy GAV, Obengo A, Tallam E, Jackson D, et al.
Missed nursing care in newborn units: a cross-sectional direct observational
study. BMJ Qual Saf. 2020,29(1):19-30.

McKnight J, Nzinga J, Jepkosgei J, English M. Collective strategies to cope
with work related stress among nurses in resource constrained settings: an
ethnography of neonatal nursing in Kenya. Soc Sci Med. 2020;245(November
2019):112698. Available from: https://doi.org/10.1016/j.socscimed.2019.1126
98.

Murphy GAV, Gathara D, Mwachiro J, Abuya N, Aluvaala J, English M, et al.
Effective coverage of essential inpatient care for small and sick newborns in

a high mortality urban setting: A cross-sectional study in Nairobi City County,
Kenya. BMC Med. 2018;16(1):1-11.

De Herdt T, de Sardan J. Real governance and practical norms in sub-Saharan
Africa. Routledge; 2015.

NEST360. www.nest360.0rg [accessed 19 Sep 2025].

Nzinga J, Mbindyo P, Mbaabu L, Warira A, English M. Documenting the
experiences of health workers expected to implement guidelines during an
intervention study in Kenyan hospitals. Implement Sci. 2009;4:44. Available
from: http://www.pubmedcentral.nih.gov/articlerenderfcgi?artid=2726115&t
ool=pmcentrez&rendertype=abstract.

Goffman E.The presentation of self in everyday life. Doubleday; 1959.

Lewin S, Reeves S. Enacting team and teamwork: using goffman’s theory of
impression management to illuminate interprofessional practice on hospital
wards. Soc Sci Med. 2011;72(10):1595-602. Available from: https://doi.org/10.
1016/j.s0cscimed.2011.03.037

Martin GP, Aveling E, Campbell A, Tarrant C, Pronovost PJ, Mitchell |, et al. Mak-
ing soft intelligence hard: a multi-site qualitative study of challenges relating
to voice about safety concerns. BMJ Qual Saf. 2018;27:710-7.

Pawson R, Tilley N. Realistic Evaluation. London: SAGE Publications Ltd; 1997.
Available from: http://search.ebscohost.com/login.aspx?direct=true&db=nle
bk&AN=1099424&site=ehost-liveQauthtype=ip,uid.

Wong G, Westhorp G, Manzano A, Greenhalgh J, Jagosh J, Greenhalgh

T. RAMESES Il reporting standards for realist evaluations. BMC Med.
2016;14(1):96. Available from: https://doi.org/10.1186/512916-016-0643-1.
Wanyama C, Blacklock C, Jepkosgei J, English M, Hinton L, McKnight J et

al. Protocol for the Pathways Study: a realist evaluation of staff social ties

and communication in the delivery of neonatal care in Kenya. BMJ Open.
2023;13(3):¢066150. Available from: http://bmjopen.bmj.com/content/13/3/e
066150.abstract.

Sturmberg J, Martin C. Handbook of systems and complexity in health. New
York: Springer; 2013. Available from: https://doi.org/10.1007/978-1-4614-499
8-0.

Wasserman S, Faust K. Social network analysis: methods and applications.
Cambridge University Press; 1994.

Blacklock C, Darwin A, English M, McKnight J, Hinton L, Harriss E et al. The
social networks of hospital staff: a realist synthesis. J Health Serv Res Policy.
2022;13558196221076700. Available from: https://doi.org/10.1177/13558196
221076699.

Langford CPH, Bowsher J, Maloney JP, Lillis PP. Social support: A conceptual
analysis. J Adv Nurs. 1997;25(1):95-100.

Hogan B, Carrasco JA, Wellman B.Visualizing personal networks: working with
participant-aided sociograms. Field Methods. 2007;19(2):116-44.

30.

31.

32

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

Page 15 of 16

Emmel N, Greenhalgh J, Manzano A, Monaghan M, Dalkin SM. Doing Realist
Research. Sage. 2018.

Hansen DL, Shneiderman B, Smith MA. Chapter 3 - Social Network Analysis:
Measuring, Mapping, and Modeling Collections of Connections. In: Hansen
DL, Shneiderman B, Smith MA. Analyzing Social Media Networks with
NODEXL: Insights from a connected world. Boston: Morgan Kaufmann; 2011.
pp. 31-50. Available from: https.//www.sciencedirect.com/science/article/pii
/B9780123822291000035.

Read EA. Workplace social capital in nursing: an evolutionary concept analy-
sis. J Adv Nurs. 2014;70(5):997-1007. Available from: http://search.ebscohost.c
om/login.aspx?direct=true&db=cin20&AN=104059268&site=ehost-live&auth
type=ip,uid.

Freidson E. Theory and the professions. Indiana Law Journa.
1989,64(3):423-32.

Carrasco MA, Bilal U. Social Science & Medicine A sign of the times: To have
or to be ? Social capital or social cohesion ? Soc Sci Med. 2016;159:127-31.
Available from: https://doi.org/10.1016/j.socscimed.2016.05.012.

Zheng K, Padman R, Krackhardt D, Johnson MP, Diamond HS. Social networks
and physician adoption of electronic health records: insights from an empiri-
cal study. J Am Med Inf Assoc. 2010;17(3):328-36.

Fligstein N. Social skill and the theory of fields. Sociol Theory.
2001;19(2):1-125.

Institute for Healthcare Improvement. WHITE PAPER IHI Framework for
Improving Joy in Work. 2017. Available from: www.ihi.org/library/white-paper
s/ihi-framework-improving-joy-work

Ferlie E, Fitzgerald L, Wood M, Hawkins C, Ferlie E, Hawkins C. The non-
spread of innovations: the mediating role of professionals. Acad Manag J.
2017;48(1):117-34.

Martin GP, Armstrong N, Herbert G, Dixon-woods M. Professionalism Redun-
dant, Reshaped, or reinvigorated ? Realizing the third logic in contemporary
health care. J Health Soc Behav. 2015;22-8.

Roberts MLA, Schiavenato M. Othering in the nursing context: a concept
analysis. Nurs Open. 2017;4(3):174-81. Available from: http://doi.wiley.com/ht
tps://doi.org/10.1002/nop2.82

Weick C, Sutcliffe K. D O. Organising and the process of sensemaking. Organ
Sci. 2005;16(4):409-21. Available from: http://arxiv.org/abs/1409.7942.

Mascia D, Cicchetti A. Physician social capital and the reported adoption of
evidence-based medicine: exploring the role of structural holes. Soc Sci Med.
2011;72(5):798-805.

Janis . Victims of groupthink. Boston: Houghton Mifflin Company; 1972.

Burt RS. Brokerage and closure: an introduction to social capital. Oxford
University Press; 2005.

MacPhee M, Wong G, Abrams R, Merrett K. Team processes in Canadian
primary healthcare: A realist review. Healthc Q. 2020;23(2):50-7.

Cross R, Baker W, Parker A. What creates energy in organizations? MITSloan.
Manage Rev. 2003;44(4). Available from: www.mit-smr.com.

Monazam Tabrizi N. Relational dimensions, motivation and knowledge-shar-
ing in healthcare: a perspective from relational models theory. Int Rev Adm
Sci. 2023;89(1):221-38.

Mohammadipour M, Hasanvand S, Goudarzi F, Ebrahimzadeh F, Pournia Y. The
level and frequency of faculty incivility as perceived by nursing students of
Lorestan university of medical sciences. J Med Life. 2018;11(4):334-42.
Papoutsi C, Mattick K, Pearson M, Brennan N, Briscoe S, Wong G. Interventions
to improve antimicrobial prescribing of doctors in training (IMPACT): a realist
review. Heal Serv Deliv Res. 2018;6(10):1-136. Available from: https://doi.org/
10.3310/hsdr06100.

Cheetham LJ, Turner C. Incivility and the clinical learner. Futur Healthc J.
2020;7(2):109-11.

Duddle M, Boughton M. Intraprofessional relations in nursing. J Adv Nurs.
2007;59(1):29-37.

D’Ambra AM, Andrews DR. Incivility, retention and new graduate nurses: an
integrated review of the literature. J Nurs Manag. 2014;22(6):735-42.
Westbrook J, Sunderland N, Li L, Koyama A, McMullan R, Urwin R, et al. The
prevalence and impact of unprofessional behaviour among hospital workers:
asurvey in seven Australian hospitals. Med J Aust. 2021,214(1):31-7.
Nembbhard I, Edmonson A. Making it safe: the effects of leader inclusiveness
and professional status on psychological safety and improvement efforts in
health care teams. J F Organ Behav. 2006,27:941-66.

Fitzgerald L, Ferlie E, McGivern G, Buchanan D. Distributed leadership
patterns and service improvement: Evidence and argument from English
healthcare. Leadersh Q. 2013,;24(1):227-39. Available from: https://doi.org/10.
1016/jleaqua.2012.10.012


https://doi.org/10.1186/s12992-015-0096-x
https://doi.org/10.1186/s12992-015-0096-x
https://doi.org/10.1111/j.1468-0009.2011.00625.x
https://doi.org/10.1111/j.1468-0009.2011.00625.x
https://doi.org/10.1016/j.socscimed.2016.12.026
https://doi.org/10.1016/j.socscimed.2016.12.026
https://doi.org/10.1016/j.socscimed.2019.112698
https://doi.org/10.1016/j.socscimed.2019.112698
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2726115&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2726115&tool=pmcentrez&rendertype=abstract
https://doi.org/10.1016/j.socscimed.2011.03.037
https://doi.org/10.1016/j.socscimed.2011.03.037
http://search.ebscohost.com/login.aspx?direct=true&db=nlebk&AN=1099424&site=ehost-live&authtype=ip,uid
http://search.ebscohost.com/login.aspx?direct=true&db=nlebk&AN=1099424&site=ehost-live&authtype=ip,uid
https://doi.org/10.1186/s12916-016-0643-1
http://bmjopen.bmj.com/content/13/3/e066150.abstract
http://bmjopen.bmj.com/content/13/3/e066150.abstract
https://doi.org/10.1007/978-1-4614-4998-0
https://doi.org/10.1007/978-1-4614-4998-0
https://doi.org/10.1177/13558196221076699
https://doi.org/10.1177/13558196221076699
https://www.sciencedirect.com/science/article/pii/B9780123822291000035
https://www.sciencedirect.com/science/article/pii/B9780123822291000035
http://search.ebscohost.com/login.aspx?direct=true&db=cin20&AN=104059268&site=ehost-live&authtype=ip,uid
http://search.ebscohost.com/login.aspx?direct=true&db=cin20&AN=104059268&site=ehost-live&authtype=ip,uid
http://search.ebscohost.com/login.aspx?direct=true&db=cin20&AN=104059268&site=ehost-live&authtype=ip,uid
https://doi.org/10.1016/j.socscimed.2016.05.012
http://www.ihi.org/library/white-papers/ihi-framework-improving-joy-work
http://www.ihi.org/library/white-papers/ihi-framework-improving-joy-work
http://doi.wiley.com/
https://doi.org/10.1002/nop2.82
https://doi.org/10.1002/nop2.82
http://arxiv.org/abs/1409.7942
https://doi.org/10.3310/hsdr06100
https://doi.org/10.3310/hsdr06100
https://doi.org/10.1016/j.leaqua.2012.10.012
https://doi.org/10.1016/j.leaqua.2012.10.012

Blacklock et al. BMIC Health Services Research

56.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

70.

72.

(2025) 25:1499

Nzinga J, Mbaabu L, English M. Service delivery in Kenyan district hospitals

- what can we learn from literature on mid-level managers? Hum Resour
Health. 2013;11(1):1. Available from: human resources for health.

Long JC, Cunningham FC, Braithwaite J. Bridges, brokers and boundary span-
ners in collaborative networks: a systematic review. BMC Health Serv Res.
2013;13(1).

Riley R, Manias E. Gatekeeping practices of nurses in operating rooms. Soc Sci
Med. 2009;69(2):215-22. Available from: https://doi.org/10.1016/j.socscimed.
2009.04.023.

Currie G, Lockett A, Finn R, Martin G, Waring J. Institutional work to maintain
professional power: recreating the model of medical professionalism. Organ
Stud. 2012,33(7):937-62.

Green B, Oeppen RS, Smith DW, Brennan PA. Challenging hierarchy in health-
care teams — ways to flatten gradients to improve teamwork and patient
care. BrJ Oral Maxillofac Surg. 2017,55(5):449-53. Available from: https://doi.o
rg/10.1016/j.bjoms.2017.02.010.

Hopkinson GC. Stories from the Front-line: how they construct the organiza-
tion. J Manag Stud. 2003;40(8):1943-69.

Lockett A, Currie G, Waring J, Finn R, Martin G. The role of institutional entre-
preneurs in reforming healthcare. Soc Sci Med. 2012;74(3):356-63.

Long JC, Cunningham FC, Braithwaite J. Bridges, brokers and boundary span-
ners in collaborative networks: a systematic review. BMC Health Serv Res.
2013;13:13.

West M, Bailey S, Williams E. The courage of compassion. 2020;(September).
Available from: www.kingsfund.org.uk/insight-and-analysis/reports/courag
e-compassion-supporting-nurses-midwives.

Merton RK. The Role-Set: problems in sociological theory. Br J Sociol.
1957,8(2):106-20.

Allen D. Re-reading nursing and re-writing practice: towards an empirically
based reformulation of the nursing mandate. Nurs Ing. 2004;11(4):271-83.
Baker WE, Emotional, Energy. Relational Energy, and organizational

energy: toward a multilevel model. Annu Rev Organ Psychol Organ Behav.
2019,6:373-95.

Owens BP, Baker WE, Sumpter DMD, Cameron KS. Relational energy at work:
implications for job engagement and job performance. J Appl Psychol.
2016;101(1):35-49.

Okello DRO, Gilson L. Exploring the influence of trust relationships on motiva-
tion in the health sector: a systematic review. Hum Resour Health. 2015;13(1).
Akrimi S, Dylan Bould M. Mentoring in medical education. Updat Anaesth.
2022;36.

Riskin A, Erez A, Foulk TA, Kugelman A, Gover A, Shoris |, et al. The impact

of rudeness on medical team performance: A randomized trial. Pediatrics.
2015;136(3):487-95.

Dixon-Woods M, Campbell A, Martin G, Willars J, Tarrant C, Aveling EL, et al.
Improving employee voice about transgressive or disruptive behavior: A case
study. Acad Med. 2019;94(4):579-85.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

Page 16 of 16

Sveningsson S, Alvesson M. Managing managerial identities: organiza-

tional fragmentation, discourse and identity struggle. Hum Relations.
2003;56(10):1163-93.

Mcgivern G, Currie G, Ferlie E, Fitzgerald L, Waring J. Hybrid manager-
professionals’identity work: the maintenance and hybridization of medical
professionalism in managerial contexts. Public Adm. 2015,93(2):412-32.
Fetta AG, Harper PR, Knight VA, Vieira IT, Williams JE. On the Peter Principle: An
agent based investigation into the consequential effects of social networks
and behavioural factors. Phys A Stat Mech its Appl. 2012,391(9):2898-910.
Available from: https://doi.org/10.1016/j.physa.2011.12.053.

Liberati EG, Tarrant C, Willars J, Draycott T, Winter C, Kuberska K, et al. Seven
features of safety in maternity units: a framework based on multisite ethnog-
raphy and stakeholder consultation. BMJ Qual Saf. 2021,30(6):444-56.

Dias JM, Aderibigbe SA, Abraham MS. Undergraduate nursing students' men-
toring experiences in the clinical practicum: the united Arab Emirates (UAE)
perspective. J Nurs Manag. 2022;30(8):4304-13.

Marchal B, Van Belle S, De Brouwere V, Witter S. Studying complex interven-
tions: reflections from the FEMHealth project on evaluating fee exemption
policies in West Africa and Morocco. BMC Health Serv Res. 2013 Jan [cited
2014 Sep 9;13(1):469. Available from: http://www.pubmedcentral.nih.gov/art
iclerenderfcgi?artid=3828423&tool=pmcentrez&rendertype=abstract.
Nzinga J, Boga M, Kagwanja N, Waithaka D, Barasa E, Tsofa B, et al. An
innovative leadership development initiative to support Building everyday
resilience in health systems. Health Policy Plan. 2021;36(7):1023-35.

Duddy C, Wong G. Grand rounds in methodology: when are realist reviews
useful, and what does a'good'realist review look like? BMJ Qual Saf.
2023;32(3):173-80.

Hogan B. Networks are a lens for power: A commentary on the recent
advances in the ethics of social networks special issue. Soc Networks.
2021;67(January):9-12. Available from: https://doi.org/10.1016/j.socnet.2020.
12.003.

Guillemin M, Gillam L. Ethics, reflexivity, and ethically important moments in
research. Qual Ing. 2004;10(2):261-80.

Macbeth D. On reflexivity in qualitative research: two Readings, and a third.
Qual Ing. 2001;7(1):35-68.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1016/j.socscimed.2009.04.023
https://doi.org/10.1016/j.socscimed.2009.04.023
https://doi.org/10.1016/j.bjoms.2017.02.010
https://doi.org/10.1016/j.bjoms.2017.02.010
http://www.kingsfund.org.uk/insight-and-analysis/reports/courage-compassion-supporting-nurses-midwives
http://www.kingsfund.org.uk/insight-and-analysis/reports/courage-compassion-supporting-nurses-midwives
https://doi.org/10.1016/j.physa.2011.12.053
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3828423&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3828423&tool=pmcentrez&rendertype=abstract
https://doi.org/10.1016/j.socnet.2020.12.003
https://doi.org/10.1016/j.socnet.2020.12.003

	﻿Understanding the relational culture of healthcare workplaces: a framework to guide improvement interventions, derived from a realist evaluation of neonatal care in Kenya
	﻿Abstract
	﻿Background
	﻿Behaviour change and quality improvement
	﻿Social mediation of norms in neonatal care in Kenya
	﻿Understanding complexity using theory

	﻿Aim
	﻿Methods
	﻿Non-participant observation
	﻿In-depth interviews
	﻿Social network analysis
	﻿Analysis
	﻿Stakeholder sense-checking feedback

	﻿Results
	﻿Participation
	﻿Explanatory arguments underpinning the programme theory
	﻿Middle-range programme theory – GELLE framework
	﻿G - Grouping
	﻿Shared identity and purpose
	﻿Being ‘careful’[﻿45﻿] towards colleagues and patients
	﻿Access to knowledge, skills, experience


	﻿E- Empowering
	﻿Facilitative hierarchy
	﻿Constructive centrality
	﻿Roles clear and aligned

	﻿L - Leading
	﻿Setting a positive values tone
	﻿Respected, self-confident
	﻿Inclusive, collaborative
	﻿Situational awareness
	﻿Appropriate delegation

	﻿L- Learning
	﻿Structure to learning on unit
	﻿Allocation of learner to teacher
	﻿Student initiative

	﻿E - Equipping
	﻿Physical environment intentionally enabling
	﻿Orderly storage and use of clinical records
	﻿Staff rest and recovery
	﻿Support for adaptation of learned norms

	﻿Discussion
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


