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Evaluation on Theoretical Approaches 


The purpose of this essay is to explore and discuss the three main counselling theories: Cognitive Behavior, Humanistic and Psychodynamic Therapy, then compare them against one another examining both their similarities and variances. After which will be an analysis of section 13 within the British Association of Counsellors and Psychotherapists (BACP) framework – working to professional standards, discussing it’s importance to the health care sector as a whole, while noting the difference between the application of counselling skills within Nursing against Counselling as a professional practice. 
In order to compare the three theories fairly, a person must first understand the key features of each approach.
Hough (2003 pg. 25) explains Cognitive Behavior Therapy (CBT) as human learning and conditioning, the understanding that each behavior/pattern can be learnt and unlearnt, thus personality in it’s simplest form is merely a collection of learnt behaviors. From that perception it is easier to see the sole purpose of the theory; to focus on changing the individual’s cognitive response to stress from identifying the stimuli that evokes that reaction, once identified it is then possible to set in place new techniques to overlook and step-away from their automatic thought system, by virtue of cognitive restructuring, the person can eventually become aware of their dysfunctional assumption allowing them to replace it with a more positive way of thinking (Nelson -Jones 2011, pg. 130). Here are a few examples of what a person may encompass through a course of CBT (although not exhaustive) : 
· Initial assessment, creating a professional working alliance between client and counsellor. Building a therapeutic relationship and collecting information for the correct course of treatment. (Kuehnel and Liberman 1986, cited by John McLeod 1998 pg.77). 
· Systematic desensitisation, is a technique which helps clients overcome irrational phobias, by reconditioning learnt responses such as anxiety through the process of exposure. (Hough, 2003, pg. 181) 
· Positive reinforcement, by emphasising positive desirable behavior and ignoring pessimistic behavior eventually the person will relearn positive thinking, thus leading to the extinction of problematic behavior. (Hough, 2003, pg.184) 
Carl Rogers, a significant figure in humanistic theory, explained that people’s desire was to become their true self, to allow themselves to achieve a free will by accepting their thinking and feelings allowing them to move in any direction they wished, through the means of self-efficiency and self-actualisation (Carl Rogers, 2004 pg. 108). Throughout his career Rogers had published many books as his theory grew, in 1942 he published a book called “Counselling Psychotherapy” which detailed the upmost importance on a therapeutic relationship being formed between the client and counsellor, he further went on to stress that the element of the client being in an open minded and non-restricted atmosphere was crucial for positive development. Roger’s theory at heart was all about empowerment alongside meeting their potential but most importantly the role of the individual in their treatment (McLeod 1998, pg.97). For that reason in 1957 Rogers had expressed that there were 6 core conditions that were imperative for any positive progression to take place. Defined by (Hough 2003, pg.102) the three main core conditions are as followed: 
1. The counsellor is congruent or genuine, 
1. The counsellor’s attitude must portray warmth and acceptance, along with providing a non-judgmental atmosphere also know as unconditional positive regard, 
1. The counsellor must be able to understand the client’s situation and feelings – being empathetic, 
This type of therapy is more holistic and is non-directive which aims to empower the individual to self-heal and perceive themselves consciously rather than have someone else act as an expert on their own life. The role of a person-centered counsellor is to be a companion working alongside the individual to help find the path to self-actualisation (Mearns and Thorne 2007, pg.1). 
Sigmund Freud, an Austrian neurologist is one of the leading founders of the psychodynamic approach. This theory is based on the assumption that our problematic thoughts/behaviors are emanated from childhood experiences locked away within the unconscious mind (McLeod 1998, pg.33). An important element of this theory is the Freudian Structure of personality – the Id, Ego and Superego, Freud believed these three areas were the foundations of a person’s personality and would regulate one’s own behavior from this (Hough 1998, pg. 51).  In order to be alleviated from negative thoughts and behaviors one must undergo a different type of therapy according to Freud. This type of therapy included techniques such as dream and fantasy analysis, as he believed dreams were in touch with the unconscious, thus symbolically representing what the Id wants (McLeod 1998, pg. 37). Another technique used was observing transference. Transference is when the client directs a certain attitude towards the counsellor which would have been more suitably aimed at other notable people in their lives, it can be both negative or positive depending on the form of relationship they are unconsciously comparing the counsellor to in their past e.g. their mother or ex-husband. This helps the counsellor to dive deeper and understand where some of the problems are rooted from - eventually bringing the unconscious, conscious which allows the individual to gain insight (Maxwell 1997, pg. 27). 
There are many similarities and differences between their theoretical rational and their process to change, however from comparing them these are the most prominent: In regards to finding the root of a problem psychodynamic relies on the subconscious, which is a stark difference to the other two theories which both focus on the conscious mind (Hough 2003, pg. 26). Humanistic and psychodynamic approach are very parallel in the fact that one focuses strongly on the idea of empowerment and human ability, motivating the client to seek solutions, while the other focusing on the negative such as childhood traumas and taboo fantasies, finding solutions through interpretation, the latter being of the psychodynamic approach, Rogers himself explained that the psychodynamic approach does not provide the same level of motivation for the outcome of such development and growth as Humanistic (Rogers 2004, pg. 60). However, when it comes to evaluating behavior all three theories are vast in difference, CBT views problematic behavior as a learnt response to external stimuli, where on the other hand humanistic views negative behavior derives from not yet being able to self-actualise, finally the psychodynamic approach focuses on the id, ego and superego which is believed to control personality derived from past-childhood experiences (Cooper 1998 pg. 317). Another difference is that both CBT and Humanistic believe in the use of the core conditions, albeit CBT focusing on that element in the beginning to build a rapport (McLeod 1998, pg. 77), however a difference between the two is that CBT is goal-orientated and various skills are taught to the client, whereas humanistic approach is non-directive and open-ended. Be that as it may, the most important similarity is that all approaches are governed under the same regulating body – the BACP.  
The BACP’s purpose is to safeguard and protect the dignity of all individuals while going through a course of therapy, it applies to all counsellors whether a trainee or practitioner. They have in place a robust, powerful framework that assists practitioners through practice to ensure the highest level in care is in place and pinpoints many elements such as diversity, confidentiality and building and appropriate relationship (Barnard 2005, pg. 243). The BACP state the six core principles which must be adhered to while providing a therapy to an individual, they are as followed (BACP 2018): 
1. Being trustworthy – being reliable and honoring the clients trust,
1. Autonomy – respecting at all times the clients right to be autonomous (self-determining and un-coerced), 
1. Beneficence – aid in protecting and promoting the client’s wellbeing by acting in the clients best interests,  
1. Non-maleficence – A commitment of doing no harm and deter from situations that would inflict harm upon the client,   
1. Justice – A promise to treating each client fairly regardless of characteristics and biological make-up,  
1. Self-respect – A commitment of providing all above principles appropriately, seeking and professional support and development when required through means such as training and further education. 
To elaborate on the BACP’s framework, section 13 states that all BACP accredited professionals have an ethical and legal duty to maintain their practice to the standard of care stated within the document. This is vital to ensure the safety of the individual undergoing treatment. The section identifies duties such as: 
· Maintaining ones own health to ensure that they can work effectively with the client, 
· Adhering to the ethical principles set out in the framework, 
· A commitment to maintaining one’s own knowledge and skills through the means of reading journals, discussing matters with colleagues, alongside knowing the law and being aware of any changes regarding their practice. (BACP 2018)    
The importance of this regulation is that if a practitioner was not fit for practice due to physical or psychological reasons and still continued to work, the individual receiving therapy would not be protected from harm as the practitioner may not be competent. In addition to the previous point, if a practitioner was unaware of any regulation or law changes from not keeping up to date, it could lead to negative legal and ethical implications, thus once again if still in practice putting the client in harms way. To summarise, the BACP is in place to protect not only the recipient of therapy, but the trainees and practitioners providing it. 
In resemblance to the BACP, Nurses and Midwifes have their own regulating body, they are governed under the Nursing and Midwifery Council (NMC), which sets out their level of standards and regulations for fitness to practice and likewise to the BACP’s purpose it is in place to safeguard the patients. An example of the regulations within the code are: 
· Upholding a patient’s right to confidentiality and privacy, 
· Communicate effectively – clearly without specialised terminologies when not understood, 
· To be able to practice within a multi-disciplinary team. (NMC 2018) 
Although each profession is regulated under separate governing bodies there are various similarities as numerous skills are transferable which are crucial for effective practice, although similar in regards to the skill itself they differentiate in their deliverance due to the nature of each profession. To convey this to a higher degree, it will be demonstrated through a real-life scenario – an individual in palliative care. Saunders, cited by (Brown 2016, pg. 1) explained that each individual matters in every moment of their life, right up until the end, and that people are there to not only help them to pass away peacefully, but to live every moment until that day. Excellent communication skills is a crucial element to put this into effect and is very prominent within both of the profession’s regulating bodies framework. After diagnosis, a palliative care nurse would work to alleviate both physical and psychological discomfort, the latter of the two being through the means of utilising their interpersonal skills to form a therapeutic relationship which would allow them to convey attributes more effectively such as empathy, and unconditional positive regard in order to improve the individual’s quality of life. A nurse would be able to achieve this through techniques such as comforting them by placing a hand on their shoulder when they express sadness, maintaining eye contact while they speak so they know that they are valued, or even just reassurance that they are their to help with anything. The main element throughout is positive communication, by achieveing this it emphasises the view of “caring about” the person rather than “caring for” – as many patients can feel at times that the nurse is just completing a routine rather than actually being emotionally present in the interaction (McCormack and McCance 2010, pg. 24). It is also common for a person to seek out a counsellor when diagnosed with a terminal illness for a number of reasons, one of which being acceptance to understand why it has happened to them, as a person may be filled with negative thoughts and hopelessness, and it is imperative for an individual suffering with a condition to have positive events within their life (Baughan and Smith 2013, pg. 43). In order to achieve this a counsellor would use their interpersonal skills to help an individual face their diagnosis in order for inner healing to take place. This can be achieved by the counsellor connecting with the client and discussing their feelings at a deeper level as it would encourage a journey of self discovery which if done in the right away - in a safe environment, providing the core conditions and promoting the client’s right to be autonomous - can lead to living a happier life. 
In conclusion, both counsellors and nurses posses a number of similar attributes that enables them to complete their job to an exceptional standard when adhering to their governing body. The BACP’s importance is imperative to the health care sector and is crucial for the members of the vocation to work within their chosen field successfully. The evidence within this essay supports the view that each different field of counselling posses both strengths and weaknesses depending on the client’s own individual’s needs, however all professionals working on the same goal - to improve a client’s quality of life.  
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	Marks available
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	1. Engagement with Literature Skills
.
	
	

	
Appropriate range of literature, not exhaustive. Used same book for various references, inconsistencies with grammatical errors and referencing.


	10
	5

	
	
	

	2. Knowledge and Understanding Skills

	
	

	
Competent knowledge of topic and showcased a good understanding of what was being written.



	20
	15

	
	
	

	3. Cognitive and Intellectual Skills

	
	

	
Was able to provide valid judgments while providing arguments of strengths and weaknesses of each theory.



	20
	15

	
	
	

	4. Practical Application Skills

	
	

	
Good evidence of different approaches, all in context and well justified with literature.



	25
	15

	
	
	

	5. Transferable Skills for Life and Professional Practice

	
	

	
Well structured assignment, relevant ideas showcased.


	25
	12

	
	
	



	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. )
	Late Submission Penalties (tick if appropriate)
	62 %

	
	Up to 1 week late (40% Max)
	
	

	
	Over 1 week late (0%)
	
	


Report on Research Terminology and Importance 
[bookmark: _Hlk6343952](Due to this assignment being a report, a front cover and contents page was present on submission, however, has been omitted for this portfolio due to possible confusion of page numbers being present within this portfolio against the report itself).


Introduction 
Why is research important within the health sector? The National Health Service (2017) state that research is a fundamental aspect to not only transform society, but to enhance and strengthen medical knowledge throughout the sector, which enables the organisation to provide a more diverse and equipped level of individualised person centered care. Furthermore, Ray et al. (2016) define the importance of research to be uncovering and explaining various phenomena within the medical field to assist clinicians in life altering decision making. Chew and Sharrock (2007) wrote a piece for the British Medical Journal to celebrate the most astonishing medical milestones within the last century, which without research would not have been possible. For example, Carl Djerassi, a leading founder of the contraceptive pill, which without the aid of research millions of women around the world would not have full contraceptive autonomy, which is substantial evidence of the importance of research.

Research Process 
To enable the process of finding the right research paper to be time efficient certain techniques were utilised. For example, while in the planning stage of which topic was going to be used, acquainting oneself with the library’s content/layout both in person and online is an essential element that Berry (2000) explains. From that a search strategy was executed, which assisted in discovering articles relating to the topic in interest. The search strategy that was used in this case was a ‘limiter’, this allowed a restriction to be put on the search within the database on elements such as publication date and location (Tang, Qureshi and Fischbacher, 2015). The full search process is as followed:     
· Log into Moodle and go to the library section then onto the “online library” (located on side toolbar)
· Click onto “Database by subject”, where the subject “Sport, Health & Outdoor Education” will be - click on it
· The page that follows will show a link for “ProQuest Central” – click that
· Use the search engine on ProQuest to search “Dementia end of life care” which shows 106,414 results
· Use the limiter (on the side toolbar) to refine the results in these areas: 
· Full text = 96,604 results  
· Scholarly journals = 32,707 results
· Date (01/01/15 – 01/01/19) = 11,819 results 
· Location (UK) = 593 results 
· The first journal within the listings was used – Bamford et al.


Background 
The background is conceptualised as the segment within the introductory stage that provides the reader with crucial information relating to the study, thus conveying the purpose of said paper alongside its significance (Murray, 2005). This can also be done via the title of the paper, Bowers, House and Owens (2011) explain that the importance of an effective title is crucial, due to it indicating to the reader the subject and scope worked with, which consequently has an impending effect on the readers decsion. 
The paper being used for this report has a clear title, it clearly defines the purpose while also establishing the narrative tone that the study was conducted under which is: looking at what enables good end of life care (EoLC) for people with dementia derived from the opinion of key stakeholders using qualitative methods (Bamford et al. 2018).        

Abstract 
The abstract is a vital component to a research paper, it sets the reader’s expectations of what the paper will include and a summery of the research in a condensed paragraph of about 100-250 words (Hall, 2013). There are two different variations of an abstract, informative and descriptive. An informative abstract is one that delivers further information than a descriptive abstract such as results and conclusions. It acts as a verbal surrogate to the larger work itself informing the reader of all essential points (Walters and DeKoven, 2002). Whereas, a descriptive abstract focuses on describing the key points, without relaying the main findings. Acting as a recapitalisation and creating foregrounds for discussion (Beardsmore, 2013).     
Bamford et al. (2018) utilised an informative abstract for their paper, thus enabling a more expanded view of the contents to be perceived. This was clearly identified due to the abstract including results and conclusions in conjunction with it being of a longer nature than a descriptive abstract (Mcintosh-Scott et al. 2014).       

Literature Review 
[bookmark: _Hlk4572618]A literature review is a written document that advocates a thesis by constructing credible evidence together based on preceding research. This enables a comprehensive understanding of already published knowledge and where a new study would align in a broader context (Machi and McEvoy, 2012). To provide the highest level of credibility regarding evidence one must consider the hierarchy pyramid of research (refer to Appendix I) (Glover et al. 2006, cited by Ingham, 2016). 
In the paper used for this report Bamford et al. had taken the pyramid into account as 70.6% of their research was accumulated from academic journals with a systematic review study design. Their literature review consisted of evidence ranging from 1994 – 2018, thus not all literature was in date, however dated literature can be used if the theory published is unchanged, although using up to date references is normally necessary (Moule and Hek, 2011). 

Aim 
Aims within research are statements of intent showing the purpose of the study and what one aspires to achieve (Porter, 2008). Having an aim in research enables a precise framework to be set and through achievement of aims the research question will be answered (Ross, 2012). 
Within the paper used, the aims were clear and found easily. Bamford et al. (2018) stated the purpose of study precisely with the scope and direction of research expressed also. An example of the aims within the paper are as followed: 
· To identify the key components of good EoLC for dementia patients
· To incorporate front line staff and those living with dementia into the study (previous studies focused on expert opinions)  
· To create a new intervention framework with results

Study Design 
A study design is the formulation of how the collection, measurement and analysis of data will be gathered and recorded (Edwards and Talbot, 1999). Through having a study design it allows the researcher to have a comprehensive understanding of the methodologies the study must follow to answer the subject question effectively (Saldana, 2013). There are three study designs used within research: 
· Qualitative – the collection of non-numerical data and considered as exploratory (Gibbs 2011). Porter (2004) stated that within the health sector, qualitative research is based on exploring and understanding thought processes and linking it with how emotional and social-cultural backgrounds have shaped an individual’s experiences.   
· Quantitative – used to investigate and describe phenomena through statistical and mathematical means enabling a rigorous investigation (kelle, 2006).  
· Mixed methods – Integrates both methods. Data is then analysed from both ends of the spectrum, which Allen (2012) argues that it provides a deeper understanding of the study presented, furthermore, Kelle (2006) stated that both methods have weaknesses, thus combining enables compensation for each one’s limitations.  
Each one contains different methodologies to suit different topics and ranges of study. An individual must think prior to commencing research which study design aligns best with his/her’s research question (Blaxter, Hughes and Tight, 2000). Bamford et al. (2018) clearly stated their study design as it was specified within their title, the methodologies throughout are also linked to those of qualitative research thus the reason why Bamford et al. utilised a cross-sectional study, which is defined by Moore (2000) as an observational study of a proportion of a population allowing wider conclusion to be drawn. 

Sample 
Within research there are two main forms of sampling: probability and non-probability. The difference between the two is based on if randomisation of participants is used within the target population (Hek, Judd and Moule, 2003). An example of sampling techniques is: 
· Simple random sampling – used when the population is considered homogenous regarding the question of interest, thus all having an equal opportunity (Gray, 2009).
· Systematic random sampling – based on selecting samples through an interval system of numbers such as selecting every 4th participant. (Morse, 2012) 
· Purpose sampling – representatives of a specific target group are sought after due to certain characteristics they possess that link within the study question (Denscombe, 2003). 
Bamford et al. (2018) set the target population as the key stakeholders in dementia care, focusing strongly on people living with dementia and frontline staff. The individuals were purposely sampled due to the nature of the research. 

Data Collection 
Bamford et al. (2018) utilised both primary and secondary research throughout the study. An example of primary research defined by Coombes (2001) is first hand accounts of new information such as observation and surveys. In addition, secondary research was used, predominantly throughout the literature review. Hakim (1982) describes secondary data as the analysis of preexisting evidence which enables a synthesis of literature to establish if existing knowledge differs or overlaps the question presented. 
Given that Bamford et al. (2018) paper was qualitative, certain methods of data collection were used due to the methodology of listening and watching behind qualitative research (Morse, 2012) such as semi – structured interviews, focus groups and observation, thus triangulation was present within their study which subsequently enabled data to be observed from various angles (Denscombe, 2003). As a result of the interviews being semi-structured it allowed participants to speak freely, however questions are in place to set a guide (Flick, 1999), which is a stark difference to structured interviews which unable a participant to deviate and are often closed questions (Gill et al. 2008), whereas unstructured interviews have no preconceived idea of where the interview will lead, and are normally started with an open ended question (Corbin and Strauss, 1998). A significant factor to consider is the Hawthorne effect, due to Bamford et al. conducting 256 hours of observation – Mays and Pope (1996) define observation as submitting oneself in the presence of another to enable further understanding – thus participants behavior may alter due to their awareness of involvement within the study (Lowe, 1993). The final data collection technique was focus groups, defined by Brinkmann and Kvale, (2015) as an interview with 6-10 participants alongside a moderator who introduces a topic and encourages different viewpoints. Focus groups are a flexible method of retrieving data, although consideration for appropriate settings and availability of a linguistic analysis is essential (Green and Thorogood, 2014).

Ethical Consideration 
Ethical consideration is a vital component within research to prevent misconduct and emotional and physical harm to participants (Corbin and Strauss, 2015). It sets standards of behavior for the researcher such as accountability and honesty and protects participants with guidelines on confidentiality and anonymity (Gibbs, 2011). When ethical consideration is not accounted for the integrity of research will be questioned, thus the importance of approval is crucial (Oppenheim, 1999). 
Bamford et al. (2018) had approval for their research from appropriate ethics committees, further consideration also needed to take place due to 21.62% of participants had cognitive impairment. Bamford et al. acknowledged this within the paper and addressed appropriate legislation to accompany it (Mental Capacity Act 2005).    

Data Analysis
Data analysis techniques differ depending on the study design of the research conducted due to their different methodologies of retrieving data (Cuesta and Kumar, 2016). Qualitative research involves data collection methods such as observation and interviews thus data analysis requires identifying a framework through observing verbal and behavioral data by identifying patterns, themes and relationships (Miles and Huberman, 1994). Whereas quantitative data analysis relies on critical thinking and exposition of numerical data through statistical software reviewing frequencies of variables (Lewis-Beck, 1995).   
Bamford et al. (2018) used qualitative data analysis techniques such as thematic analysis. Ross (2012) explains that thematic analysis explores phenomena through exploring themes within data thus enabling a team to identify key issues. An integrative analysis then followed to modify themes where needed and produce a final version of codes. 

Results 
Within the results section one must write about the core findings discovered derived from the methodology applied within the study design (Chin, 2004). This must be done logically and without interpretation or bias (Hawkins and Sorgi, 1985). 
Bamford et al. (2018) presented their results in a narrative form and the main findings were as followed: 
· Seven key factors are essential to the delivery of positive EoLC, 
· The factors must cover the entire illness (early stage followed through after death), 
· Co-ordination of multidisciplinary team is imperative. 

Discussion 
The purpose of the discussion is to report the importance of the new findings against previous literature, explaining to the reader how it has advanced the knowledge of the question proposed (Moore, 2000).   
Bamford et al. (2018) constantly compared the literature review against their research throughout, enabling a justified argument. Furthermore, no limitations within the study were discussed.      

Conclusion 
Bamford et al. (2018) concluded that the study confirmed different priorities are held by separate stakeholders. In addition to this, the study also highlighted that by addressing all seven areas indicated as essential to good EoLC, individuals with cognitive impairment and their families will have an increased quality of life. Finally, Bamford et al. stated that their research aligned with previous existing end of life frameworks for people with dementia.       

Appendix  
[image: Image result for glover et al pyramid of hierarchy]
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  STUDENT SELF FEEDBACK FORM LEVEL 4



	Generic Assessment Criteria 
	Marks available
	Marks 
awarded

	1. Engagement with Literature Skills
.
	
	

	
Extensive range of literature while also being a wide range. Used over 40 references from journals, books, while website references were minimal.


	10
	9

	
	
	

	2. Knowledge and Understanding Skills

	
	

	
Good knowledge of concepts and references to back up arguments. Few errors with referencing in regards to finding appropriate solutions to work.


	20
	16

	
	
	

	3. Cognitive and Intellectual Skills

	
	

	
Decent evaluation of concepts, finding appropriate arguments within literature. 




	20
	15

	
	
	

	4. Practical Application Skills

	
	

	
Advanced range to taught material, application is considered and well thought through.


	25
	21

	
	
	

	5. Transferable Skills for Life and Professional Practice

	
	

	
Work seems to be accurate, few errors that I can find. Presented in report format while including all subtitles necessary.

	25
	19

	
	
	



	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. )
	Late Submission Penalties (tick if appropriate)
	80 %

	
	Up to 1 week late (40% Max)
	
	

	
	Over 1 week late (0%)
	
	



Managerial and Leadership Roles within the National Health Service
(Due to this assignment being a report, a front cover and contents page was present on submission, however, has been omitted for this portfolio due to possible confusion of page numbers being present within this portfolio against the report itself).


Abstract 
The present text explores both managerial and leadership roles within the National Health Service concluding the effects upon staff and service users against effective and ineffective roles within the sector. 
Through an analysis of varying theories and methods a correlation between certain approaches linked to poor care standards delivered by staff with low morale and motivation.
Recommendations such as annual team building exercises and quarterly appraisals were suggested.  

Introduction                                                                                                               The purpose of this report is to explore and discuss both managerial and leadership roles within the National Health Service (NHS), examining their effect on organisational behaviour in relation to the quality of care provided to service users. Furthermore, an analysis of differentiating theoretical structures of management and leadership will be undertaken, assessing the outcome of effective and ineffective roles.

Main body 
Within the twenty-first century society’s needs are persistently changing, thus organisations within contemporary healthcare such as the NHS are relied upon to adapt effectively to meet new developments (Hofmann and Perry 2010). Due to the heightened complexity of care being provided and the accelerated pace of change efficacious managerial and leadership roles are paramount to the organisation maintaining a safe environment to work in alongside providing the highest level of care to service users (Jones and Bennett 2012). Below is a brief explanation of what scholars believe the definition of management and leadership is to be (although not exhaustive):  
· Mullins (2013) defines the term ‘manager’ as a title one may possess within a structured organisation, furthermore continuing that management is about ensuring certain things occur efficiently and effectively, while working within a multidisciplinary team to the attainment of the aims and objectives of the organisation. Mullins, also posed the question that although not all leaders can be managers, should all managers be leaders? 
· With the previous question in mind, Stogdill (1974) stated that there is a vast amount of ways to define what leadership is, thus the ability to truly define is a challenging endeavor. Some people view leadership as a personality trait one was born with, whereas others view it simply as the ability to process information – in essence a skill learnt (Northouse, 2016). Rost (1991) analysed literature defining leadership over a span of ninety years, enabling the composition of the definition history of leadership, this ranged from the emphasis of power and control in the 1920’s to the prevailing definition as behavior that influences people in the 1960’s.
As a result of inflated prevalence of change within the NHS, they are evolving to adapt to the needs of the population via the emergence of new roles to enable both individualised person-centered care and a work environment that staff are empowered and valued (NHS, 2016). Consequently, with the emergence of new roles, the organisation is in need to adopt certain approaches of management/leadership as the previous strategy of focusing strictly on hierachy is in question of being ineffective against the proposition of additional managers/leaders to be present throughout various levels of the organisation to enable positive change throughout for staff and service users, thus the imminent stress for effective management and leadership (Iles, 2006). 
In 2019 The Health Foundation reported that due to a high turnover of staff within the NHS there were over 41,000 open vacancies for nurses alone in 2018 (Buchan et al. 2019). Based on this evidence one may consider that the high turn over strongly corresponds with ineffective management and leadership behaviour. A psychologist in the 1930’s by the name of Kurt Lewin created a leadership framework that established the behaviour a leader would exhibit based on their leadership style (Lake, Baerg and Paslawski, 2015). The styles and behaviour proposed are as followed: 
· Authoritarian – they do not take input from associates while decision making, nor do they feel subordinates can delegate and complete tasks independently (Goldsmith and Kindred, 2002). They will emphasise they are in charge and take full control of situations without encouragement of communication (Stanton, Lemer and Mountford, 2010).     
· Democratic – they believe that subordinates are capable and willing to complete work and encourage engagement in decision making and positive communication. They do not control subordinates, but instead work alongside nurturing and guiding them (Linstead, Fulop and Lilley, 2004).   
· Laissez-faire – believe in a ‘hands off’ approach, neither controlling subordinates or guiding them. They are extremely laid back and provide workers with complete autonomy of the job (Sullivan and Decker, 1997). 
Furthermore, each of these theoretical positions provided an important contribution to the understanding of McGregor’s theory of management and how managers view subordinates’ attitude to work through the assumption of human nature. Northouse (2015) stated that although McGregor’s management style did not directly emerge from Lewin’s behavioural theory, there are clear similarities between Lewin’s authoritarian and democratic style within McGregor’s X and Y theory. Authoritarian style closely mirrors theory X that stated that staff need to be controlled by managers and do not take enjoyment in responsibility and view work as unpleasant (Owen, Hodgson and Gazzard, 2004), whereas theory Y expresses that people seek responsibility and find enjoyment in work and self-motivation (Hannagan, 2005) which relates to the democratic style proposed by Lewin. 
It can be seen from the above analysis that through the adoption of each style would result in vast differentiating implications. It is considered by Willet (2016) that managerial style X and democratic leadership results in the most harmonious relationship between both subordinates and superiors. However, there is also a further point to be considered, Jasper and Jumaa (2008) argue that individually Lewin’s proposed behaviours are not distinct entities and that a leader can display more than one behaviour depending on the situation in hand. It is although important to note that the adoption of one particular behaviour exclusively can lead to debilitating effects. Limb (2017) stated that an authoritarian leadership style is closely linked with high staff turn overs within the NHS due to the demoralising effect it has upon individuals. Limb, further declared that the lack of care and respect granted to staff subsequently has a deteriorating effect on those within the care of the NHS due to low morale and decreased motivation of staff thus reducing their competencies to care effectively. Evidence in support of this position, can be found within a report by West et al. (2017) where it spoke of the importance of compassionate leadership within healthcare. West et al., supported the statement with statistics regarding stress experienced within the sector, addressing the reality of what occurs when staff are under persistent pressure of meeting and excelling demands, such as increased errors and patient mortality. West et al., composed a framework that for compassionate care to be given, compassionate leadership at all levels must be present. Ignoring staff’s frustrations and difficulties result in a decline of work ethic, whereas staff empowerment and shared responsibility rather than hierarchal is crucial for innovation thus in turn, patient satisfaction which if done in coherence will have a forthcoming affect on the organisation, changing the structure allowing the flourish of a compassionate culture.    
Whilst the sentiment expressed in the previous paragraph, embodies the view that compassion is the leading factor of effective management/leadership, Adair’s approach on action-centered leadership (Adair, 2009) asserts that there are three essential areas one must consider enabling effective results. The model is presented as a Venn diagram of three overlapping circles which demonstrates the inter-dependence of all areas suggested (Brooks, 2003). Adair proposed that leaders must be attentive and balance the needs of the individual, the group and finally, the task (Owen, 2017). By considering all three areas will empower a leader to build a rapport with subordinates thus allowing effective delegation and management of conflicts which results in congruous results, ergo providing effective leadership (Chambers et al. 2008). However, Daley et al. (2014) articulates that as a leader within the NHS certain situations can require an enhanced emphasis over an area within the diagram, due to the nature of the work they undertake, this echoes what Jasper and Jumaa (2008) stated within the pervious paragraph. 
Having discussed various theories, it is deemed pivotal to consider The Francis Report to be able to fully comprehend the fundamental importance of effective leadership and management throughout the care sector (Francis, 2013). The Francis report was composed after serious failings on behalf of managerial and leadership responsibilities which resulted in numerous unnecessary deaths and the appalling suffering accounted by patients ‘cared’ for within the Stafford Trust. Patients were stripped of their basic human rights through means of water being unreachable and assistance to those who could not feed themselves were denied, thus leaving patients to starve and dehydrate. The report identified many warning signs of organisational structure failings, this ranged from lack of communication from superiors to subordinates, assumptions of job roles and poor delegation and a culture that was not focused on the patient wellbeing. Through many recommendations suggested by Robert Francis, came the birth of the 6 C’s of Nursing created by Jane Cummings, which underlines the core values and behaviors one must have to provide effective care, and restore public confidence in caring professionals (Lewis, 2013). The managerial approach within the Stafford Trust can be viewed within Blake and Mouton managerial grid. The grid is based on two behavioral dimensions – concern for people and concern for results (Barr and Dowding, 2008). From this, five styles of management can be determined depending on the result of concern (Baron and Greenberg, 1990). By reviewing the key highlights of the report, it is easily identifiable that management had little concern for the people alongside results. This subsequently catogrised Stafford Trust as ‘impoverished management’, resulting in disharmony of the organisation and below standard of care. Northcote (2010) states that the model proposes that when concern for both people and results are in a state of equilibrium, productivity and subordinate satisfaction will both be high, whist highlighting that an emphasis over one concern than another is done at the expense of the other, thus Bernhard and Walsh (2006) explain that ‘team management’ style results in the most effective outcome, which is echoed throughout Blake and Mouton’s work.           

Conclusion                                                                                                                                                     In conclusion, it is imperative that any organisation partially within the health care sector to adopt a management and leadership approach, that promotes positive communication between both superiors and subordinates, which allows empowerment and fulfillment of aims and objectives of the organisation, which in turn results in an excellent standard of care. 

Recommendations 
The following recommendations are suggested:
 
· Mentoring and support groups for staff. 
· Quarterly appraisals. 
· Yearly attendance to team building activities.
· Regular staff opinion surveys.  
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  STUDENT SELF FEEDBACK FORM LEVEL 4



	Generic Assessment Criteria 
	Marks available
	Marks 
awarded

	1. Engagement with Literature Skills
.
	
	

	
Exhaustive range of literature. 30 plus references with minimal errors and wide range of sources with websites kept to a minimum.



	10
	9

	
	
	

	2. Knowledge and Understanding Skills

	
	

	
Application of methods and concepts. Showcased a good understanding of the principles of the subject.



	20
	16

	
	
	

	3. Cognitive and Intellectual Skills

	
	

	
Ability to devise arguments using evidence from literature, showcasing that they are valid and backed up with evidence.


	20
	12

	
	
	

	4. Practical Application Skills

	
	

	
Application of methods and concepts taught. Context is well thought through and coherent. 


	25
	14

	
	
	

	5. Transferable Skills for Life and Professional Practice

	
	

	
Work presented in report format as requested, thus it is professional. Sub-headings appropriately placed and worded. Appetite for further development is showcased I believe. 

	25
	19

	
	
	



	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. )
	Late Submission Penalties (tick if appropriate)
	70 %

	
	Up to 1 week late (40% Max)
	
	

	
	Over 1 week late (0%)
	
	


Risk Assessment of Event
Title: Risk Assessment of Coffee Morning
Date: 15/03/19

	Event Description
	Coffee in Quad.

	Department:
	School of Health and Outdoor Education (SHOE).

	Event Location:
	Robert Hunter 01 to Quad. 

	Event Organiser (Module Lead) Name
	Amanda Owens.

	Student Event Manager 
	Lauryn Jade Gorton.

	Numbers of students attending
	Five.

	Students with additional needs (please describe)
	One student has palindromic rheumatism, another has hypermobility. This is essential information as extra caution is imperative as sustaining an injury could be catastrophic to their condition/health. 

	Numbers of staff attending
	Zero.

	Number of first aiders attending
	One.

	Start Date:
	15/03/19

	Return Date:
	15/03/19

	Event Details:
	Coffee in Quad.

	Route:
	University of Wales Trinity Saint David, Carmarthen Campus. 
Start: Robert Hunter 01. 
Final destination: Quad (route via car park).




Examination and Description of Health and Safety Legislation Included (500 words)
	Hillson and Murray-Webster (2007) state that risk assessments are a vital contributor to the success of identifying uncertainties which lead to the minimisation of threats and accidents. This point is sustained by Kemshall and Wilkinson (2011) who state that risk is ubiquitous, thus high-quality legislation and regulations are vital to adhere to for protection. Various pieces of safety legislation exist within the United Kingdom to protect the public from harm. A pivotal piece regarding safety within a work environment is the Health and Safety at Work Act (1994) (HSAWA). This legislation states that protection of the public must be maximised as far as reasonably possible (as the elimination of every risk is deemed impossible). This Act is imperative to many elements identified within the risk assessment. Furthermore, this Act grants the government permission to issue regulations and codes of practise for employers which are the strongest form of official advice on responsibilities which are legally enforceable, for example the Management of Health and Safety at Work Regulations (1999), otherwise known as the “six-pack regulations” which stipulate six regulations, one of which being Personal Protective Equipment (PPE) such as the gloves worn by employees when handling food within the Quad. Food safety is essential to all work environments providing food, this is governed by the Food Safety Act (1990). The framework is composed of various legal responsibilities for the food handler to abide, such as being accountable to report illness and facial sores to their superior alongside a duty to handle food in a manner which will not effect the consumer’s health e.g. plasters or nails contaminating food. By law, not all food handlers are held accountable to obtain food hygiene certificates, although, the European Union regulation 852 (2004) states that employees handling food are required to receive food hygiene training.       





Kemshall, H. and Wilkinson, B. (2011) Good Practice in Assessing Risk: current knowledge and issues and approaches. London: Jessica Kingsley Publishers. 
Hillson, D. and Murray-Webster, R. (2007) Understanding and Managing Risk Attitude. 2nd Ed. England: Gower Publishing Limited.
EUR-Lex. Access to European Law (2004) Regulation (EC) No 852/2004 of the European parliament and of the council of 29 April 2004 on the hygiene of foodstuffs. Available at: http://data.europa.eu/eli/reg/2004/852/2009-04-20 (Accessed 20 March 2019). 
Legislation.gov.uk (1974) Health and Safety at Work etc. 1975. Available at: https://www.legislation.gov.uk/ukpga/1974/37 (Accessed 20 March 2019). 
Legislation.gov.uk (1990) Food Safety Act 1990. Available at: https://www.legislation.gov.uk/ukpga/1990/16/contents (Accessed 20 March 2019). 
Legislation.gov.uk (1999) The Management of Health and Safety at Work Regulations 1999. Available at: http://www.legislation.gov.uk/uksi/1999/3242/contents/made (Accessed 20 March 2019).
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Event Risk Assessment

	Ref
	Hazard / Task / Activity
 Area of Concern
	Persons at Risk
	Existing Controls
	Describe Any Further Controls Actions Needed
	Actions By Whom
	Action By When

	
1
	Trip hazard located within Robert Hunter 01 while trying to vacate the room. 
Hazards identified: bags scattered across the room in conjunction with electrical leads from student’s devices left vulnerable.
	ALL
	NIL
	Providing a designated area for students to store personal belongings while in lectures in addition to regulations on where is appropriate to charge electrical devices.
	UWTSD
HSAWA
	Immediate

	
2
	Trip hazard located outside of the Robert Hunter building.
	ALL 
	NIL
	Allocate a sign to foreworn individuals of possible danger until the University rectify the broken tiles.
	UWTSD 
HSAWA
	Immediate

	
3
	Walking through the car park. 

	ALL
	NIL
	Spatial awareness of cars within the environment.  
	Students attending event
	Immediate

	
4
	Slip/fall hazard identified at stairwell leading to Quad. 
	ALL
	Small hazard warning cone.
	Cone located there constantly due to the stairwell becoming hazardous through contact with wet shoes thus further action is needed by the University to intervene with chain of events to eliminate hazard.
	UWTSD
HSAWA
	Immediate

	
5
	Hot beverages and food. 
Hazards identified: hot contents, spillages, food allergies and hygiene. 
	ALL
	Food hygiene certificate 
Thermal hand protector – coffee sleeve 
Allergen guidance 
Personal protective equipment worn by staff administrating food/drink  
	Spatial awareness of surroundings, first aid kit nearby and being aware of any allergies an individual within the group may possess.
	UWTSD 
HSAWA 
Food Safety
Six-Pack Reg.
	Immediate





Review of Risk Assessment (250 words minimum; to be completed after event)
	Review Date:
	17/03/19

	While reflecting upon the risk assessment after the event was over, it become evident certain aspects were not accounted for. Elements such as disabled access for incapacitated individuals. Thankfully the entrance to the Quad is equipped with a stair lift. Although, on the day the device was not used, it was important that the uncontrollable changes of the condition, palindromic rheumatism, that one member of the group possesses was taken aboard, which it was not. The condition causes unforeseeable attacks upon the joints causing them to swell, if this was to happen on the day, the individual who now has reduced mobility may feel more comfortable taking the stair lift, this is governed under the Equality Act (2010) and the Disability Discrimination Act (1995) which enforce a duty upon employers to provide reasonable adjustments and provisions for members of the public with physical or intellectual difficulties to overcome barriers.     
With this adjustment for future reference in mind, overall the risk assessment was successful, and all risks were avoided.  





Legislation.gov.uk (2010) Equality Act 2010. Available at: https://www.legislation.gov.uk/ukpga/2010/15/contents (Accessed 21 March 2019). Legislation.gov.uk (1995) Disability Discrimination Act 1995. Available at: http://www.legislation.gov.uk/ukpga/1995/50/contents (Accessed 21 March 2019).  



FULL RISK ASSESSMENTS MUST BE COMPLETED FOR ALL VISITS
NOTES:	
1. In the event of any student or member of staff listed below failing to attend for whatever reasons his/her name must be given to the Faculty Secretary.
1. For purposes of Health Insurance the Tutor-in-Charge of the visit must make known to all members participating in the visit, the provisions contained in the relevant Insurance Notes. 

1. The Event Manager must deliver to Module Lead of the proposed Educational Visit ALL names and mobile numbers of all Students who have agreed to participate in the Activity.
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	Generic Assessment Criteria 
	Marks available
	Marks 
awarded

	1. Engagement with Literature Skills
.
	
	

	
Appropriate range of literature given the assignment. Found it hard to find 10 references due to the only appropriate ones being legislation. Minimal referencing errors noticed by me. 


	10
	4

	
	
	

	2. Knowledge and Understanding Skills

	
	

	
Knowledge of the concept, however, lacks depth, which I am sadly aware of and is incredibly frustrating for myself, although I really struggled to find more literature to build depth. 


	20
	10

	
	
	

	3. Cognitive and Intellectual Skills

	
	

	
Good evaluation of concepts, however, once again lacks depth, although evidence is present throughout where needed.


	20
	13

	
	
	

	4. Practical Application Skills

	
	

	
Decent applications of methods taught and basic techniques of practice. There is clear appreciation of context although as stated above difficult to find relevant means of literature to provide in depth approaches to problems.

	25
	15

	
	
	

	5. Transferable Skills for Life and Professional Practice

	
	

	
Assessment is well structured and coherent. Showcased ability to work independently and as a team while demonstrating skills for future employment as risk assessments are always essential.

	25
	20

	
	
	



	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. )
	Late Submission Penalties (tick if appropriate)
	62 %

	
	Up to 1 week late (40% Max)
	
	

	
	Over 1 week late (0%)
	
	



To empower development within my academic skills I will produce a SMART assessment for progression to enable structure and trackability to my goals and objectives. SMART is an acronym for Specific, Measurable, Attainable, Realistic and Timely. This process encourages oneself to specify milestones an individual would like to achieve by a certain point, it allows control over the situation by providing an opportunity to chart development. 

S I want to achieve above a pass rate throughout the remaining modules of this course, not only will this enable me to be accepted into Swansea University for a BSc in Nursing, I also believe this will fill me with empowerment and courage I need to continue through my path of education. I will achieve this by continuing to work hard and developing my personal and academic skills throughout. There is no other way to achieve this other than by putting the work in by the means of revising attentively for my final exam while producing high-quality levels of work. 
 
M I will feel ecstatic once my goal is (hopefully) reached. This will only be possible through putting the hard work and to enable that process one must break down each step. Two assignments per week for the final month, while making revision notes each night to add to the collection, on the week before the exam is where revision intensifies, and complete focus is based on that module.  

A This goal is completely attainable especially if the time table created prior to the semester commencing is adhered to. Although I am admitting it is attainable, I am aware of other factors within my life that may affect my concentration and work ethic. I recently just started a new job and the training is two weeks long and has hard hours. I also have a social life which includes my boyfriend, which I cannot abandon due to the importance my friends and family have on my life, while their presence within my life stabilising my mental health against the hardships University and work can have upon me.  

R This objective/goal is completely relevant to myself; I have a plan for my academic and professional life which without reaching said goal will set me back a few years.  

T The deadline for the final assignments are the 3rd of May and the exam is set to be the 30th of April. This allows time to learn the next 3 topics of the exam which are the endocrine system, the skin and musculoskeletal system.  
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