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For the purpose of this assignment I will be using Gibbs’ Reflective Cycle (Gibbs, 1988). This style of reflection appealed to me as it emphasizes the learning that happens from experience and takes into account the feelings surrounding such experience. 

The steps are as follows:
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Reflection 1- Creating influence within different organizational cultures.


This reflection is inspired by a talk on Organizational Culture that was delivered by Andrew Scowcroft on 30th January 2019.  This was an interesting talk and opened new perspectives for me, through which I viewed and reviewed my pervious experiences.  

As doctors, most of us having spent a large part of our formative lives in an institution of some sort or another, may it be in education or within the NHS.  We become familiar and take for granted the institutional cultures that pervade the institutions in which we work, study, and sometime live.  Despite our familiarity, it is not common to acknowledge and address the cultural practices, and indeed differences, that existed from place to place. This was the insight gained from the talk of 30th January.

Following this lecture, I started noticing differences in behaviours and attitudes that existed not just between different Health Boards, but also within each small unit. This was very relevant to my success in setting up my leadership project as it required cross specialty co-operation. Understanding the moods and the cultures that prevail within different part of the system was crucial to influencing practice and improving outcomes. 

By their very nature, large and complex organizations often demonstrate behaviours and attitudes that are a product of learned institutional behaviors and longstanding practices, many of which may not be immediately transparent to the outside-observer. In this context, behaviors may be influenced by significant individuals operating within the communities, especially those in official leadership roles, but also by individuals exerting a legacy influence once they have departed, or by disruptors outside of the official hierarchy. 

The culture of complex organizations is defined by Schein (2017) to be, “the result of complex group learning process that is partially influenced by leader behaviors” and summarizes the complex interactions that govern overarching organizational cultures.  Although organizational culture can lead to the efficient and reproducible execution of complex tasks, such as delivering health and social care, it can be dogged by counterproductive organizational groupthink and resilience to change.

The study of organizational cultures is a longstanding field of academic enquiry, certainly extending as far back as Eastern-Mediterranean Antiquity and the desire of the conflicting Persian, Greek, and Roman Empires to understand the organizational behavior of their opponents, and thus prevail over them.   Prominent leaders such as Alexander demonstrated the power of understanding the culture and structure of one’s own domain, and how to extend that influence into the spheres of others.  Although considerations in such circumstances are often referred to as tactics, this term is usually limited to individual confrontations on the battlefield or in the senate, but the broader principles of understanding the organizational behaviors of one’s allies and opponents so as to influence change literally beyond your borders follows the same guiding themes as those applied in business and healthcare today.  

When planning interventions in complex organizations with established cultures it is important to first consider the established position of individuals within the group and assume that they are unlikely to relish change to longstanding and accepted modes of practice.  How then does an outsider gain credence in an established culture and instigate change?  Why would individuals embedded in the rites of a developed organizational culture accept the changes instigated by the uninitiated?  Again taking the long view, one of the reasons the Romans were so successful in disseminating their culture throughout the established kingdoms of the Mediterranean and beyond was that they were adept at observing and appreciating the cultures of other groups and effectively incorporating them into their own systems of practice; thereby gaining them credibility, access, and ultimately political and cultural dominance.  An example of this working with the grain is the assimilation of the Greek Pantheon into the Roman belief system and throughout their literature and art, such as the duality of the gods Zeus and Jupiter, and the adoption of the cult Greek of Apollo into Roman mythology.  

The role of important individuals in organizational cultures is highlighted by the conflict in the nascent Roman Empire and exemplified by history’s most eminent case of backstabbing in the face of attempted cultural change.  Appropriately, in a further example of the importance of the Classical cultures in understanding organizational cultures, todays models of organizational culture are described with a nod to mythology (specifically the organizational mythology of the Greek city states developed during the Geometric period); specifically the Zeus, Apollo, Athena, and Dionysus models.  

 At the point Julius Cesar affirmed himself dictator perpetuo on his return to Rome following successful overseas campaigns he made the fatal transition from an Athenian to a Zeus style of organizational culture.  His attempt to position himself at the absolute center not just of the Roman elite, but of the entire Roman Empire, to elevate himself to the status of a divine, and create a dynastic ruler cult, was met with a swift and, at least to Caesar, unexpected change in the Senate’s organizational culture to that of an Apollo style.  

In the aftermath of the assassination the populous of Rome, with whom Caesar was hugely popular, was enraged that a small group of aristocrats had murdered their champion, rose up and adopted a Dionysus mode of organizational culture; badly damaging the Forum by the starting of a large fire and attacking the houses of Brutus and Cassius.  Ultimately, after the breakdown in organizational structure and the cultural turmoil that ensued (a series of civil wars), and new structure emerged in which Octavian (Augustus) was crowned victorious and accepted as the first Emperor of the Roman Empire. 

Importantly, the utility of examining historical events or describing cultural models by drawing parallels with antiquity is not only important for us now by providing convenient metaphors, it also provides an important lesson on how the cultures of the ancient Eastern Mediterranean regarded themselves; implying that we should also look to our own organizational mythology to better understand our organizational cultures.  









Reflection 2-Employee engagement

This reflection is based on a talk delivered by Nita Clarke, delivered on 30th January 2019 as part of the academy Wales programme.

As the talk was progressing my mind could not help but to wonder to a relevant situation at work which was just then unfolding. A junior nurse who had recently joined the team had found herself slightly stretched in her duties due to the steep learning curve associated with beginning any new role. She was also a newly diagnosed type-2 diabetic and was struggling to manage her blood sugars, and I happened to overhear her conversation with her line manager, as she needed to request time-off see the specialist diabetic nurse. This request, to my shock and surprise, was denied on that day. Unsurprisingly after two months she went on a long-term sick leave.

Although this action was seemingly directed at one person, the impact of the behaviour towards this nurse was palpable thorough the entire nursing team, and even I myself could not help but to wonder how much my own health and wellbeing mattered to this organisation that I spend most of my waking hours in. I had to think, do I matter?

Most of us made commitments to our future occupation in our teens. Although going thorough medical or nursing school may not be as gruelling a regime as that of the Spartans, some parallels can be drawn.  Each programme involves making commitment and putting ourselves thorough arduous training of mind and body, ultimately changing to some degree who we are, how we identify, and shaping the values that we hold.  Hours of library study, long night shifts, and dealing with every known effluent of the human body all help shape the naïve school leaver into an NHS-ready professional.  This is not to mention the psychological challenges of caring for the sick and needy, the emotional fatigue, and guilt when we perceive ourselves not to be able to meet the high standards that we expect of ourselves.  

Why is this important you may ask? 

Elliot Aronson and Judson Mills (1959), thorough a series of experiments, observed that when people go through a great deal of trouble and pain to attain something they tend to value it more than persons who attain the something without much effort. Robert Cialdini (2007) in his book Influence, the psychology of persuasion provides examples of practices across the world that endeavour to create commitment; whether it is fraternity pledges in American universities,  tribal initiation rites, or the mess hall songs of the Army.  Many of these tasks aim to test the limit of physical exertion, psychological strain, or social embarrassment an individual is prepared to make in order to ensure that the new member is committed to the group.  Once initiated, individuals become part of an exclusive club and repetition of elements of the “traditions” act to reinforce the collective bond.  Experiments in social psychology have also shown that written commitments, or declarations made in public, lead individuals to be more reluctant to change, irrespective of the true stakes. 

As healthcare professionals there are any number of explicit or implicit rites that we go through that help define our future identity and behaviours.  This may begin at school, where a written personal statement of the values that you espouse (and how they align with the chosen profession) serve to get a place on the course.  Public graduation, the Hippocratic oath, and the initiation rite of the first terrible night shift all serve to reinforce organisational structures and cultures.  Interestingly, when these practises are conducted by a regime that we disagree with we tend to term it indoctrination, with all of its negative connotations, but, when viewed from a more positive light, leadership gurus prefer terms such as organisational familiarisation.  However, often despite best intentions or beliefs, written and unwritten cultural behaviours and organisational structures frequently serve to act not as a guardian of good practice, but as a barrier to improvement.  
It therefore appears that as medical professionals we are psychologically primed to be committed and we strive to be consistent in our beliefs. This is not because of some great personal attribute, but it is part of human psychology that we want to and are rewarded for fitting in, and in turn seek to support those who best reflect our own early experiences.  Many professionals place their whole identity on our job title, so how do these organisations manage to make us want to strip ourselves of who we think we are and step away from our psychological commitments?  When the facade cracks, how does an institution prevent disillusionment?

This need not be a negative process, and indeed, for change occur and long-established practices to be improved upon, highly-personally invested individuals may need to re-assess their role (and therefore identity) within a system.  So, instead of asking “how to improve employer engagement”, I think we need to ask, “how to prevent people from becoming disengaged”?  

Latterly, the explicit statement of expected organisational or professional cultures has served to try to reinforce what leaders and stakeholders agree as useful and valuable traits within organisations.  The purpose of this is to try to ensure that individuals within complex and disparate systems are all trying to pull in the same direction, and that basic standards of professional behaviour are adhered to.  Documents such as the GMC’s Professional Values and Behaviours document, or Swansea Bay’s Values statement (Caring, Working, Improving) are examples of such initiatives, and frequently have in-build aspirations that encourage individuals to be “always improving” or commit to “life-long learning”, so that change is incorporated by design.  Telling employees this is how they should behave is one thing, getting them to do it is another, especially when there is a schism between the professional culture of the workforce and that of the leadership that over-rides the organisational hierarchy.

David MacLeod and Nita Clarke (2009), on their report to the government on employee engagement identified four enablers on engagement:

1- Strategic narrative which should be compelling and authentic. 
2- Engaging managers
3- Employee voice
4- Integrity where values on the wall are reflected on day to day behaviours.


Though on the face of it these enablers appear easy enough to accomplish, the prevailing culture can be a major hindrance. The barriers that go against these enablers could be issues as simplistic as understaffed or poorly financed services where there isn’t the resource required to initiate change. Divergent targets may also be problematic; when your waiting time is indicative of how well you are performing, who cares about cultural values? 

Perhaps it is about time to change our attitude, and even that of my own and go against what is known as social proofing.  This psychological and social phenomenon, first described by Cilandini (2007 ), describes a given situation where people will act in compliance with others, which can be referred to as conformity. In this specific example, we all did nothing; nobody spoke up to support the new colleague.  Now imagine if one of us actually complained against the behaviours which went against of the strategic narratives of the organisation “caring for each other”. Would that have changed the outcome and prevailing attitude the employee wellbeing?  You can even argue that it would have affected the working culture. 

My personal action plan would be to hold people and myself accountable to their actions, especially when it goes against the organisational values. This will re-install integrity of the organisation in the eyes of the employee and also enabled to them to have a voice.


Reflection 3-Human Factors

This reflection is based on a talk presented at Academy Wales, introducing the concept of human factors. 

Human factors and ergonomics is a discipline in its own right which addresses human behaviors and its limitation in relation to a working environment (International Ergonomic Association, 2019). I feel that study of this field is specifically relevant to me as a doctor due to the nature of health care and the complex setting in which it is delivered.

Failure is something we all have to endure time to time but in the healthcare system it can have disastrous consequences.  The culture in medicine is as such that perfection is expected at all times. This is not only due to the nature of the job (sometimes the difference between life & death), but also in-built personal and inter-professional attitude towards failure; as making a mistake is considered to demonstrate ineptness. 

The attitudes of doctors towards mistakes and failures is expressed in the vocabulary used to describe such circumstances as “complications”, and demonstrated an attitude of evasion of acceptance.  This is reinforced by the culture and common beliefs that pervade in a system and thus determine the attitudes of those who work in it. If mistakes are considered so bad that one cannot openly admit them in the fear of losing reputation and job, then how can individual doctors be expected to be open and frank about failure with a view to learning?

People strive for consistence between their attitude and behavior. Festinger’s (1957) theory of cognitive dissonance is described as when one’s ideas, beliefs and behaviours are contradictory. This is especially relevant in healthcare where evidence-based practice is increasingly the norm. Physicians may find themselves in a position where evidence suggest that a specific practice was indeed wrong.  At this point, the doctor is faced with a dilemma; accepting that in the face of the new evidence their practice was wrong, which is a difficult choice as it implies failure. The second choice is denial, where the evidence is rejected, filtered, or completely ignored. It is interesting to note that these processes are not necessarily done consciously. 

Dr David Hilffiker (1984) provides a perfect example of cognitive dissonance. As a consultant gynaecologist he mistakenly performs dilatation and curettage (D&C) on a woman following four negative pregnancy tests yet was in fact carrying a viable pregnancy, resulting in the loss of the pregnancy. His account of the pelvic examination points towards a uterus which was pregnant and yet as he was convinced that the pregnancy had failed, he went ahead with the procedure. Had he ordered a simple ultrasound scan prior to this procedure, it would have prevented such tragic outcome, but his denial of dissonance between test result and examination led to him proceeding without further checking. In his candid account of his mistakes he also outlines his feeling as a physician; that of failure.  

Situational awareness is “knowing what is going on around you” (Endsley,2000). Loss of situational awareness was demonstrated in two cases by Syed (2000); United Airline 173, which crash landed as it ran out of fuel while the captain was pre-occupied with presumed failure of opening of the landing gear, and the Elaine Bromley case in 2005, where the prolonged attempt to intubate a patient while losing realization of the time elapsed and without recourse to an alternative eventually resulted in the death of a patient. 

The aviation industry and its performance and approach to mistake and reporting are often used as a benchmark or contrast to healthcare. What is important to point out is the open culture of reporting mistakes and the willingness to approach the matter in an open and objective way with the view to enabling effective changes.  Mistakes are even logged and shared across the entire industry to prevent them from happening again.  Aviation also has the advantage of excellent data (the black-box flight recorder), thus facilitating analysis.  However, in a busy hospital where decisions are constantly made with regards to the care of an acutely ill patient frequently with only the minimal of documentation, identification of a specific mistake may not be so clear. At this stage, a black-box approach is needed to openly review the data in a no blame culture.

Almost 30 years on from such candid reporting demonstrated by David Hillfiker  we go on to face the case of Dr Bawa-Garba in the UK.  She was trainee pediatrician who was unfortunate enough to return from maternity leave to a hospital where opportunity for failure was ripe due to inherent system failures such as staff shortages, computer failure, and lack of senior support. Unsurprisingly mistakes were made, and a young boy lost his life. This is a case that forever will haunt the medical community, as a trainee physician’s reflections and attempt to learn and improve were used against her by her employer, seniors, and the GMC. This undoubtedly will go on to have significant impact on reporting errors and mistakes by trainees and consultant alike. 

Though this reflection mainly focused on the human factors, i.e. individual physicians, the case of Dr Bawa-Garba perfectly highlights the impact of the physical environment, patient factors, the human environment (other healthcare workers), and the impact on patient care and on an individual physician that these can have.

Beyond failure to meet existing expectation, fear of failure can also inhibit innovation and development of novel mods of work.  The attitude of the public towards medical mistakes and failure is also shaping the way we are reporting failing, and the culture of litigation which is constantly advertised undoubtedly will reduce the room for an open and honest discussion. 

It is for our society to decide its attitude towards healthcare provision or in some cases its failure.  In his book Better, Atul Gawande (2007) addresses the emotional and financial impact of litigation on the medical profession, and how the system might better be adapted to serve both patients and healthcare professionals.  The vaccination compensation programs developed in the United States, where patients who hadve suffered complications as the result of vaccination apply for compensation without the need for litigation and court ruling, significantly reduced the cost and also encouraged the vaccine makers to continuing producing products. Perhaps such attitude is needed in our healthcare, where patients who are harmed are compensated without any need for litigation hence allowing for an open discussion of mistake. 

In my opinion, openness with regards to mistake will only come in an open and honest environment that is willing to learn, without fear of litigation. 


Reflection 4- Elan Valley

This reflective writing will focus on my experience of Elan Valley.  I have also used “The Five Dysfunction of a Team” by Lencioni (2019) to review our team behavior and function.

Groups of 6 to 7 unsuspecting individuals were formed into teams in order to carry out number of tasks including passing a ball between all the members in the shortest time, finding a path on a large square (similar to snakes and ladders), driving a land rover blindfolded, and climbing and subsequently jumping off a tall tree. 

Prior to this group formation, individual participants were all provided with our Belbin Team Role reports, based on previously submitted data.  Though team members were unaware of it, groups were selected based on these reports and the divergence in leadership and teamwork styles demonstrated as part of the exercises. 

As we progressed thorough the tasks, the dysfunctions of our team became clear. In my opinion, the first dysfunction of our team was absence of trust. Apart from having met each other on the leadership course, we had no real understanding of one another weaknesses or strengths. Only having had a brief period of introduction the night before, I found that not knowing my other team members and their strengths and attributes undermined our performance as there was no basis on which trust could be adequately formed.  

The second dysfunction of our team was fear of conflict. Although we were all dedicated to the given tasks, the highly-contrived scenarios did not justify an open disagreement and the possibility of causing social upset in the group.  This led to some of the more assertive members of the group to dominate proceeding, although this of course did not guarantee performance.  Retrospectively, this could have been avoided if we had discussed how to acknowledge our differences prior to engagement in the tasks and put down ground rules; facilitating more productive conflicts. This resulted in our team not achieving the second task, although we went on to learn from this and excelled in the following task by listening to each other and acknowledging and respecting each other’s opinion.

 Although one of the possible 5 dysfunctions of a team, lack of commitment did not manifest itself in our team. Lencioni (2010) suggests that encouraging “buy-in” and also providing clarity are two ways to prevent lack of commitment, and on reflection all of us were dedicate to the provided tasks.  Although this did not manifest itself in our little team, once all teams joined together in order to solve the final puzzle, lack of commitment became clear; as small numbers started breaking away from the main group. Furthermore, the inner circle of committed participants were task driven and did not encourage others to partake. In such circumstances, it is important to acknowledge that “team dysfunctions” are not always due to individuals and at times are in fact due to group interactions. 


As our team was a mere group of six, we all felt accountable for team outcomes. However, in order to improve accountability, factors such as peer pressure, publication of goals and responsibilities, and also progressive reviews can be helpful. Our team was result focused, however in bigger teams inattention to results may be an important factor in failure. This happens when team members turn attention to their own needs and personal advancement rather than to the goal at hand. In order to prevent such behavior rewarding those behaviours and actions that achieve results may be helpful.


In my opinion the Belbin report is helpful tool to identify an individual’s natural “presence” in behavior rather, than as a means to “pigeon-hole” people into certain roles.  This was unfortunately the mistake that I made during the tasks, and instead of working outside of my “now confirmed behavioral pattern” I choose to stick with it and refrained from taking on tasks such as instructing the blind folded driver. Belbin can and should therefore be used as a tool to identify behaviours and then alter them; developing the individual into a more rounded team member. It would be interesting to taking another Belbin test in 5 years or so and see the change in peoples’ behavioral preferences as they progresses through their career and gain experience in leadership roles. 

This exercise was helpful as it provided an insight into how to create teams and be aware of the possible dysfunctions. It also gave me an insight into my own behavior. As I proceed with my final project, awareness of my own behavior within the team will be helpful and I will also pay more attention to my attitude towards tasks. 



Reflection 5-Time to think, or perhaps time to listen.

As medical professionals we are well versed in the art of giving feedback and receiving it gracefully (stifled laugh). However, dealing with complaints, especially those of a personal nature is a different kettle of fish. 

During the standard 15-minute consultation, you are supposed to obtain a medical history, examine, allow time for dressing and undressing, review investigation/tests, provide advice, and at times alter prescription and formulate treatment plans. It feels that the time is very pressured and does not leave room for what might be considered unnecessary conversations.

During my first two years as a consultant I received three complaints, all of which were non-specific and did not require any remedial medical action, other than to transfer the care of the patient to another clinician.  Despite the complaint not being about a failure in clinical care, these complaints did personally upset me, as I like to think that I strive to provide the best possible healthcare for my patients with the best intentions, including being an effective listener and communicator.

I discussed this matter with one of my junior colleagues who informed that his patients love him. I was somewhat shocked to hear this and I enquired into how he managed to achieve this. His response was that he allowed his patients to talk for 5 minutes uninterrupted. This was in my mind a very long time, especially as many patients would discuss matters completely irrelevant to what they are seeing me for.  We were taught in medical school how to politely interrupt such digression and redirect patient to the matter at hand.  Also, as he is a registrar, he gets more allocated time with the patient that I do, and is thus at an unfair advantage!  

I decided to use this 5 minute rule in one of my clinics and to my surprise I was not able to listen for even one minute without interrupting to ask questions to direct patients towards the aims of consultations. At the times when I managed to keep quiet, in my mind I was listing the questions I needed to ask and getting frustrated.  Overall I was not listening. 

In her book Time to Think, Nancy Kline has identified ten key enablers to encourage and improve thinking. Four of which are:
· Attention (listening with respect and without interruption)
· Erase (freedom from internal urgency)
· Feelings (allowing emotional release to restore thinking)
· Place (a physical environment to show people they matter)

Though the premise of the book is to improve the way people think and consequently work and live together, some points can be taken from it to improve the art of listening,  especially in clinical environments, and I felt that they specifically applied to me. On reviewing my behaviours and internal dialogue it became clear to me that my main concern was time and the sense of urgency I had. I knew that this was part of my personality trait as I always endeavor to be on-time and put unnecessary pressure on myself even in social situations. I was also aware that patients and staff complained if clinics over-run. 
So, how could I juggle my internal battles, with patients’ needs and that of other peoples’ expectations to achieve the right environment to truly listen?

I used Mo Gawdat’s (2017) equation of happiness, and reduced my expectations of myself to match that of the reality of the working environment and by doing so I put less emphasis on time and allowed feelings to surface in healthy way every now and then. 

Unfortunately, the clinic setting is out of my control, however I was recently given a personal computer as well as the computer available on the desk. I normally placed this laptop in front of me during the consultation.  On review of this behavior, it was clear that I was creating a barrier between me and the patients. How could you feel listened to when your doctor has two computers in front of her and at times glances at them? I decided not to take the laptop with me to the clinic so that I had less distractions and I could maintain adequate eye contact with my patients and given them my undivided attention. 

The basis of our job is talking to strangers and knowing things about them that sometimes even those closest to them are not privileged to know. Why not make this more pleasant? However, the reality of time pressure in out-patient department looms and before you know it, three patients are waiting. In-spite of this, I felt that asking an unscripted question made the machine feel less like a machine and listening became easier. In future I will endeavor to stray a little off-piste.
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Reflection on clinical leadership style
Reflecting on one’s own leadership style can be a daunting task, as it is often easy to be overly critical of perceived failings and not positive enough about my own strengths.  Conversely however, both strengths and failings can easily be overlooked, and the input of others is therefore always valuable.  This is particularly important in crediting strengths as these can help guide future improvements.  However, understanding and reflecting upon my leadership style is important as it facilitates how I will interact with and lead a team to implement a project.  This must of course take account of the governance framework of the Health Board, so that I can best employ my individual style to the institutional framework that is already established.
Improving services provided for patient with Myalgic Encephalopathy/Chronic Fatigue (CF) and fibromyalgia is one of the health priorities for the Welsh government (2014). In 2014, an ME/CFS and Fibromyalgia Task and Finish Group which identified 5 areas of development including timely diagnosis from primary care, a coordinated Health Board approach led by a clinical lead, and understanding/implementing a map of medicine pathways( Welsh Government, 2014).  Hence, the project that I was undertaking was in line with that of the Welsh government agenda. Despite this, there was not framework for implementation and the work of finding a means for delivering the objectives needed to be created.
As a new consultant, I realised that I had managed to shield myself behind the seniority of my colleagues and was protected from the politics in the Health Board (HB), allowing me to focus on the clinical responsibilities that I initially found daunting enough on their own.  As such, I did not regard myself as a leader, more a follower, and was glad of the limited exposure.  However, as I embarked upon my project in social prescribing for fibromyalgia, I discovered how isolated I have been within the HB, and how I was unaware of the governance structures that would be important in implementing by project.  My lack of understanding of the governance structures was matched by my lack of the personal connections required in order to action the plan within the framework.  This was indeed a wake-up call, as I found myself in the management centre asking one of our managers to describe the governance structure and also name of the key individuals to whom I needed to speak to in order to initiate my plan.  Irrespective of my leadership style, without this information and these personal links, my project would have never progressed.
Despite the initial challenges, on reflection, I found that I was already a leader in my own small team, although I had not recognized my position as such. I had been working closely with 3 specialist nurses, a secretarial team, and the booking office. I had taken the active decision to adapt a coaching style of leadership as I found it in my personal interest to train junior staff and take active part in their long-term professional development.  This style of leadership requires candid conversations, assessments and feedback. Retrospectively, I utilized techniques described by Nancy Kline (2002). I endeavoured to creating a thinking environment where we discussed matters as equals, removed limiting assumptions, and most importantly, utilized my most important communication skill; listening. I have actively encouraged my team to think for themselves, though it could prove difficult in an environment where much of the care is protocol driven and deviation from what is considered the norm is not accepted. This approach of active engagement has facilitated the efficient running of my department, and I believe, by empowering individuals I have got the most out of them professionally, as well as fostering good interpersonal relationships.  It has surprised me on so many occasions the way we infantilize professional adults who are otherwise well-functioning in their personal lives as managers, leader, cares, and in charge of their home finances. we take away their identity in the work place the moment they change into their uniforms, but by showing such degree of interest, I found that I made closer personal relationships which led to closer bonds within our team and what I would describe as sense of loyalty and belonging. I personally feel that people would go that little bit further if they feel that they are appreciated and there is friendship.  Robert Cialdini (2007) refers to this as the rule of reciprocity; where individuals would respond to a positive action with another positive action. According to this theory, as human beings we are automatically predisposed to act in a mutually-beneficial manner, as it is considered a social norm. This behaviour is often exploited in business as a means of engaging consumers (i.e giving you free samples so you feel more disposed to make a purchase), although the book describes that this interaction does not need to be a zero-sum gain interaction, and care should be taken to avoid the impression that colleagues are being exploited.
I have always considered myself to have high degree of Emotional Intelligence (EI) and I have used it in order to create a better working environment. Daniel Goldman describes five elements to EI; self-awareness, self-regulation, motivation, empathy and social skills (Learning Theories, 2019). I consider myself self-aware and empathetic though at times I lack in motivation and my social skills can be debatable, hence I found my Belbin and MBTI report helpful in embarking on the leadership project.  These reports highlighted to me that my strengths are as a team-worker (TW) and resource investigator (RI),  but less so as a shaper (SH) or completer finisher (CF) (Belbin, 2019).   However, what I failed to realise at Ellan Valley was that this was my own perception rather than the way I actually function when I discussed this with my colleagues, who in fact actually identified me as more of a CF.  My MBTI report  identified me as an ISTJ (introversion, sensing, thinking, judging), which I felt that was an appropriate assessment (The Myers-Briggs Company, 2019).
As I embarked upon the fibromyalgia project, I was immediately forced to adopt the visionary and participative styles of leadership that were not my traditional strengths; as I desperately needed to bring people together and built commitment thorough consensus. I did not have a team and lacked any formal executive powers. I was not surprised to find that we had all been struggling with the same challenges in our own silos, and I was not shy to share my frustrations.  The openness of the conversation allowed a degree of familiarity and facilitated consensus to be built. I also found myself committing to attending GP practices on a regular basis, which is beyond the normal remit of a hospital physician, and this too helped build buy-in. I felt that a degree of direct engagement was necessary to reduce the primary and secondary care interface and allow for relationships to build.
Fortunately, much of the NHS is oriented towards an Apollo-style of leadership that is dependent on hierarchy, established organisation, and official positions of responsibility and leadership.  Although the organisation is complex, once access to the key stakeholders within this structure has been established, then projects such as my own can be implemented.  This, however, relies upon each of the key stakeholders carrying enough credence to bring their respective domains with them, and also on then accepting my plan.  This was best achieved through formulation of meticulous and evidence based plans, clear communication, and being specific with targeted interventions.  
It was interesting to note that even though the overall culture of the organization is that of Apollo, pockets of Zeus-like cultures exist. Unfortunately I did not feel confident in confronting the  Zeus-like characters of this department at the time, leading to a degree of personal, and thus project undermining. On reflection, my decision on this matter might have been better managed; it can be difficult to approach senior colleagues who hold executive power, especially when one is an introvert who actively avoids confrontation, but by employing a different strategy to bypass these stakeholders I could have been more effective. 
Overall, the leadership course and project allowed me to have better sense of understanding of how I function as a leader in a complex organisation, I work intensely in a team where I can form personal bonds, and perhaps can get the most out of the organization by clear and targeted intervention aimed at important stakeholders.  I would thrive in and seek to construct management structures in the  Athena style; where a group of experts work closely together without micro management in order to deliver a task. I do not, however, do well in confrontational interactions.  I would be a good candidate to set up projects and provide initial resource management, but unfortunately I lose interest once the project is established and that is a short coming I am actively working on. I use soft skills to lead and sometimes that is not enough, especially under stressful situation where a more directive approach of leadership is needed. I am still unsure why I shy away from a more directive style of management, although, as the result of this project and the personal relationships I have formed, I have been nomination to represent Swansea Health Board on the Wales Strategic Task force on ME/CFS and fibromyalgia, and thus hope to develop my skills and confidence further.
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Learning blogs

Understanding political and strategic context work shop on 20/11/18

This session was helpful as it focused on the exploring the health and social care structures within Welsh government and NHS wales. 

The talk by Rebecca Richards showed how the money was allocated from the central government to the Wales. It was then interesting to see the flow of funds to NHS organisations.  This talked helped to put things in prospective as the NHS system in Wales does not have the same structure as England and it was always a question mark in my head on how it was funded. 

The talk by Patricia Oakley was interesting in that she appeared to be insider and influencer.  I was impressed by the NHS’s Strategic investments in five areas:
· Big science
· Big data and lakes
· Life sciences industrial strategy 
· New asset class and locus shift
· Integrated care system.

Improving quality together 11/12 and 12/12/2018

An introduction to leading transformational change was an eye opening talk in what most of us take for granted; “Culture. It is interesting that once your eyes are opened in to the subject then you see all around you. 
Kotter’s 8 step for leading organisational change was inspirational and later on I read the book to better understand it. 
Kubler-Ross, change for individuals for useful to know as being able to predict and understand people’s responses to change may be helpful in reducing friction and also making change a pleasant experience.
I felt that the story of “who moved my cheese”, though simple, was very influential (at least in my mind). It is better to have a plan and be prepared for change than always being reactionary especially as change is inevitable in life. 

Human factors is sometimes forgotten in medicine though it is in the heart of it. Mike Fealey’s talk was mainly based on the book “ black box thinking “ which I have mentioned in my reflections. I think he should have mentioned that most of the materials he used were from that book.

Action Learning 
Action learning is a continuous learning process which is supported by colleagues. There are rules to it:
· Not imposing your values on others
· Not giving advice
· Not being judgemental
· Criticise or trivialise the other person’s concerns
· Not to tell them what to
There is also an interesting formula in the slides:
Programmed knowledge+ questioning= learning

The support and challenge model provided was helpful to understand what level of support and challenge to offer to friends/colleagues in order to help them to perform at their best.

What I found less helpful was the Action Learning Sessions which I though went on for a long time and what seemed to me was that everyone was holding back. There seems to be a lot of emphasis on “asking good questions” which was at times difficult as I ended up mainly thinking about what sort of “good question to ask”.

Leading engagement and collaboration 30/1/2019

The model for organisation cultures are:
· The Zeus culture
· The Athena culture
· The Apollo culture
· The Dionysus culture
Each culture has certain characteristics which may contribute to its strength or weakness. No specific culture is right or wrong. What is important to understand here is to understand these cultures and figure out how to engage with it if needs be. 

Employment engagement is a tricky one. The presenter proves you with a choice:
-Squeeze, monitor and control- as people are the problem
- Inspire, respect trust- as people are the solution.
This is very important in the structure of NHS as better employee engagement has better health outcomes for the patients ( according to the presenter).

“Me, My Home and My Community” talk was about vision of delivering healthcare in a patient/citizen centred system. This is inspired by Canterbury, NZ.

Elan Valley residential 20-22/2/19

Elan Valley was helpful as it provided an insight to an individual own characteristics both as leader and team player. There was a hand out with regards to 5 dysfunction of team which was helpful.
Five dysfunctions of a team:
· Absence of trust
· Fear of conflict
· Lack of commitment
· Avoid accountability 
· Inattention to results

There are different leadership styles:
· Directive
· Visionary
· Affiliative
· Participative
· Pacesetting
· Coaching
There is a time and a place for each style of leadership.

Coaching for performance 3/4/2019
I think OSCAR coaching model was a very helpful tool. It stands for Outcome, Situation, Choices, Actions and Review. This can be applied in any personal development scenario and also at work. 
Understanding that personal iceberg (seen behaviour, language, appearance, and physical environment) are affected by unseen factors such as feeling, beliefs, though etc., can make you a better manager/leader as it improves your understanding of the situation and help make smarter choices.
The drama triangle is made up of persecutor, victim and rescuer. In order to change the triangle to generate better outcomes, the roles must be changed:
· Prosecutor to be changed to assertive to clarify exactly what they want
· Affirm the ability of the “victim” to solve the problem themselves
· Do NOT get involved unless specifically asked to do so.

Leading the Quality and Safety agenda 16/5/19

Stuart Gray asked a rather interesting question and it was “ would you let me look after your patients!. The answer was No! As he was not a doctor nor a nurse. Then he asked “why do you think you can do my job?” I thought it was very deep and meaningful as due to current politics in the NHS, doctors are encouraged to take on more managerial roles as well as their clinical leadership role while we are not trained adequately and most of us do not really understand what would be the consequence of our failure not only to the patient but also at the personal level. 

[bookmark: _GoBack]The key learning from national reports (including Andrews, Francis, Keogh and Berwick) include transparency, learning from patient experience, staff engagement and quality improvement. 
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