BMPF 7058 Assessment component 1: Project Proposal
Background
As part of the Welsh Clinical Leadership Fellowship scheme I have been seconded to Healthcare Inspectorate Wales (HIW) since August 2018. I was assigned the brief of considering ‘how do we assess integrated care for older people?’, and this has formed the basis of my patient impact project.
Context for choosing the project theme – Patient needs
Seamlessly joined-up, integrated care that is community-focused and person-centred is a major theme of Welsh Government’s 10 year plan (A Healthier Wales: Our Plan for Health and Social Care, 2018), and which aligns with the now familiar quadruple aim principle of wraparound high quality care (IHI, 2015). Falls represent a significant complex, multi-agency issue which has profound effects on the lives of older people, as described by Kevin Fenton for Public Health England (2014). Falls also constitute an appreciable burden on the capacity of the system to respond adequately to these and all of the other people who require its resources – the financial cost of falls was estimated at £2.3 billion UK-wide in 2013 (National Institute of Health and Clinical Excellence, 2013). This equates to approximately £110 million in Wales, a product of the fact that falls are the third highest cause of morbidity (PHE, 2017). This is even before taking account of the higher proportion of older people in our population when compared with the rest of the UK (Office for National Statistics, 2019). Falls amongst older people accounted for the commonest reason for 999 calls in the UK last year (WAST, 2018). 
Therefore, this project will take the form of a review of falls pathways of care across Wales. It will be considered from the perspective of the citizen, from living in the community before even having a fall through to assessment of risk factors, intervention to reduce risk of harm from falling and response to falls that do occur, including what happens following admission to hospital, should this be the case.
The findings from this review will be used to make recommendations to Welsh Government (WG) and any other relevant bodies regarding what is required to make the pathway of falls management an excellent and effective example of integrated care. 
There will be a requirement on the bodies who are subject to the recommendations from this review to respond with an improvement plan to evidence how they intend to answer these recommendations. 
In order to answer ‘how do we assess integrated care’ – an inter-inspectorate workshop will then be held following publication of the report in order to look at what we can learn about inspection approaches to complex, integrated systems of care. 
Ethical approval for this project is not required as this piece of work will not involve altering the care of people in any way nor collection of any identifiable data from anyone. This has been checked and supported by use of the NHS Health Research Authority decision tool (NHS HRA, 2018)
Method:
Practicality
Three geographical areas of Wales will be included. These will be Health Board areas (as this geographical footprint lends itself to study) including: Betsi Cadwaladr University Health Board (UHB), Powys Teaching Health Board and Aneurin Bevan UHB. These are agreed by the project team to cover a representative spread of population demographics and service provision models nationally. 
Inpatient falls will be excluded from the review, as they are felt to have distinct risk factors from falls in the community. Inpatient treatment for serious injuries resulting from falls is similarly considered to be outside the scope of this review. Both of these areas represent less linkage with integrated care and again are already the subject of a wealth of ongoing scrutinising and improvement work. (NHS Networks, 2019 and Royal College of Physicians, 2016-2019).
Data collection for the review will comprise of qualitative responses from various key individuals in areas of service commissioning/governance, service provision and service usage (or simply members of the public).
This will be achieved through a series of individual and group interviews and public focus groups. 
Information on some important national strategies involved in shaping falls management will be gained through project board attendance at steering group meetings with the 1000 lives National Falls Taskforce and Welsh Ambulance Service Trust’s Falls Framework.
Teamwork
There are two main ‘teams’ involved in the execution of this project, both of which I will be responsible for leading:
An internal project board team will be created within Healthcare Inspectorate Wales in order to oversee the process of creating and publishing the review report. This will include members of the executive team as well as people with key responsibilities for review work and reports, and also the communications division for HIW. This team will meet every few weeks minimum in order to steer the progress of the review.
A stakeholder group will be convened, comprised of key people in both falls and the wider arena or integrated care, in order to test the appropriateness and robustness of the review approach and findings. This stakeholder group will include representatives from WG, the falls taskforce, WAST, the Older Peoples Commissioner for Wales, the Community Health Councils, Social Care Wales and Age Cymru. This group will meet as often as necessary and practical, but foreseeably a minimum of three times during the course of the project – approximately 1 year - in order to evaluate and sign-off the approach of the review, and another key responsibility will be the fact-checking of the final draft of the report prior to publication. 
Results/Improvement
The conclusions of the review will comprise the results of the project. They will take the form of important and recurring themes surrounding integration of health and social care within the context of falls pathways in Wales currently. There will also be some key recommendations to responsible bodies that are found to be important or significant in the success of delivery of an integrated care pathway.
Improvement will be evidenced by responses of these bodies to the recommendations levelled at them and also the inspectorate responses. These should provide a picture of how patient experience will be improved as a result of the project.


BMPF 7058 Assessment component 2: Work-related Project
What was done:
Deliverable 1: A review of a complex, integrated care system with emphasis on older people and recommendations that would result in improvement in experience for those people concerned.
The aim was to examine how well health, social care, housing, independent and voluntary sector organisations work together in providing quality care and support for older people in the context of falls. 
Firstly, three geographical areas of Wales were chosen for study, based on Health Board footprints.
The areas selected were:
· North Wales (Betsi Cadwaladr University Health Board area) 
· Powys (Powys Teaching Health Board area
· Gwent (Aneurin Bevan University Health Board area). 
These areas were chosen in order to represent a diverse spread of services and population demographics. 
The subject of falls in older people was then broken down into three broad areas for consideration:
1. Prevention of avoidable harm from falls and promotion of wellbeing, independence and quality of life for older people.
2. The immediate response to a fall when one occurs to an older person – crisis time, if you like.
3. Re-ablement following a fall – hopefully working towards returning to your usual place of living and quality of life. 
To inform this review, evidence was gathered from multiple varied sources. These included six discrete falls services in their heterogeneous configurations (see appendix). Also consulted were a wide range of multidisciplinary specialists and practitioners from community resource teams, outpatient teams, community hospitals, inpatient therapy teams, discharge liaison teams, five care homes, domiciliary care staff, and primary care teams (including GPs). By no means least were the five older persons’ focus groups comprising a total of approximately 50 people aged 65 years and over, lending the public’s perspective to the discussion.
Some of the focus groups were arranged through Age Cymru’s public engagement team who gave invaluable assistance with the logistics of focus group organisation. 
The health board areas that this review focused on contributed significantly to the gathering of information for this review and are also active partners in the national programmes outlined above.
This review does not offer a comprehensive list of each and every programme of work that is currently underway to address the prevention and management of falls in Wales. It does aim to show a snapshot of the current situation through the voices of the people using and working in the services, and to give a broad overview of the issues experienced. The approach and also the review findings were tested with a panel of stakeholders from Welsh Government, Health, Social Care and voluntary/independent organisations[footnoteRef:1]. [1:  Membership of stakeholder group: Healthcare Inspectorate Wales, Welsh Government, Care Inspectorate Wales, Social Care Wales, Age Cymru, 1000 Lives National Falls Taskforce, NHS Delivery Unit, WAST, Older Peoples Commissioner for Wales, Community Health Council] 

Deliverable 2: Help HIW develop its own processes of joint working with other inspectorates. 
Following on from this work there was held a workshop in order to expand thinking about joint inspectorate working and approaches to integrated areas of health and care and how they should be inspected within the context of the current climate of inspectorates. This was in answer to requirements laid out in ‘A Healthier Wales’, the response to the Parliamentary Review of Health and Social Care (2018).
Please see the critical evaluation section of this project report for details on how the workshop ran and the impact which it had. 
Deliverable 3: Innovate a novel approach to presenting and disseminating findings for HIW and increase its reach as an organisation.
This was done by enlisting the services of an external design agency in order to create a communications toolkit that would facilitate presentation and sharing of the findings of the review online and on social media, with a new and fresh format and style compared with previous publications produced by them. A new style for a new way of looking at the future of health and social care! This and the second deliverable can be seen in the three-year strategic plan (HIW, 2018).
Review Findings
The review answers the question of whether falls services across the country are delivering integrated care, and what could be done to move falls services even closer to the ideal model. It is hoped that the learning from this approach could be applied to other integrated, complex care pathways.
A link to the report in full, along with its communications toolkit, can be found in the appendices section.
Pathway diagrams:
One of the ways in which the information from the interviews and focus groups with the people who contributed to this review has been chosen to be presented is diagrammatically. 
Through speaking to people who govern the services, people who deliver them and people who use them, it became apparent that there was a distinct difference between what the general thinking was about a ‘dysfunctional’ model in each of the three key domains of falls care and support, and what would be ideal – or ‘aspirational’, as it has been termed here.
It was decided to present the worst and best case models in flow diagram format, so that the pitfalls and potential touchpoints for improvement might become more obvious.
The diagrams were designed in conjunction with a professional design agency, and were also used as part of a multimedia communications toolkit that Healthcare Inspectorate Wales was able to use as a means of promoting the review and also the work of the inspectorate more generally. Also included in the toolkit were a suite of videos that were aimed at promoting the profile of the report and allowing links to it to be shared more widely than other HIW reports via social media. This increase in visibility helped to fulfil a key strategic objective for HIW as an organisation in its current three-year plan for self-development. It was also an enlightening experience for me as the review author, as it provided exposure to a world of communications standards and marketing considerations that were previously completely unrecognised as tools for furthering work done in the arena of healthcare improvement. 
Key Themes
From the qualitative data collected, some key themes emerged as significant barriers or enablers to good, seamless integration of care for the person.
These themes were separated further and aimed towards three particular audience groups, in order to make the report easier to read and interpret, and more clear in how it pertained to the audience:
· Public/service users
· Frontline staff/service providers
· Service commissioners/managers/governors
The key themes were found as follows:
1. Conventional measures/metrics used to evaluate services or guide care are not adequate to reflect good quality integrated care.
2. Meaningful engagement with the public is paramount.
3. Information exchange and communication between social care, health and housing workers is key to quality care.
4. Governance/strategic oversight is sometimes lacking or insufficient.
5. There is unnecessary variation in services and supporting activities.
6. Sources of funding for services can be an important enabler or barrier to integration.
7. The importance of the voluntary and independent sector in providing a good integrated pathway.
8. The social care workforce needs to feel – and be – valued (IHI, 2017)
9. Investment in person-centred, community-based, preventative resources is money well spent.
10. An overly risk-averse culture is counter-productive to integration.
11. Falls are everyone’s business.
12. Care should be person-centred, and not service-convenient.
13. The contribution of outstanding individuals makes a huge impact on services such as falls.
14. There is a place for in-reaching to acute care settings and extracting suitable people for active reablement.
15. New technology should be used to enhance care and enable practitioners to do the best job they are capable of doing, and not to replace interactions that should only be done by people.

Recommendations
Based on the findings through the fieldwork of the review, the following recommendations were made, along with the responsible organisations/bodies required to respond.
The responsible organisations will be asked to provide an ‘improvement plan’ in response to these recommendations, outlining what they intend to put in place, how, and by when in order to bring about the aims in the aspirational model of integrated care set out in the findings of this report.
Recommendation 1: Prioritise appropriately. Falls in people aged over 65 years should be made a priority in their own right and not a sub-section of other ageing-well strategies in order to give the issue sufficient focus. This recommendation is aimed at Welsh Government. 
Recommendation 2: Improve public engagement and information exchange. Much more work is required around increasing public awareness of the significance and preventability of falls in older people. Any public engagement campaign should incorporate an intergenerational element. Consideration should also be given to the creation of a standardised source of written information to support public health promotion that will enable staff across the whole system to have access to appropriate, consistent information. This recommendation is aimed at Welsh Government, Health Boards and Local Authorities.
Recommendation 3: Value the social care workforce. Health and social care need to ensure that people with vital roles in delivering care to the public feel valued and able to engage and contribute to the improvement of the service in which they work. Specifically, communication between the health sector and other partners need to be made easier. This recommendation is aimed at Health Boards and Local Authorities. 
Recommendation 4: Fund preventative resources. Whilst dedicated integrated care funds have encouraged the emergence of many initiatives, consideration should be given to the adequacy of allocation of sustainable funds towards regional preventative, community-based resources that support the resilience of individuals, leading to decreased dependence on secondary healthcare. This recommendation is aimed at Welsh Government. 
Recommendation 5: Devise a national standardised approach. A nationally accepted deployment framework of falls services should be considered in order to provide a more coordinated approach demonstrating good integration between community and hospital care, health, social care, housing and also public and voluntary/independent sectors. Within this framework there should be appropriate measures and methods of evaluating the services that truly reflect good person-centred care. This recommendation is aimed at Welsh Government, Health Boards and Local Authorities.
Recommendation 6: Ensure clear local pathways. There needs to be clearly described local falls pathways in all health board areas, especially in the community, and there is a need to identify all local coordinators (not just health and social care professionals) within these pathways. This recommendation is aimed at Health Boards and Local Authorities. 
Recommendation 7: Address operational-level behaviours. In order to bring about a culture shift towards a multi-agency approach to reducing risk factors and prevention, behaviour that embodies person-centred care needs to be visibly reviewed, renewed and reinforced amongst all who work in the services and organisations with the potential to contribute to the solution. This recommendation is aimed at Health Boards and Local Authorities.
Recommendation 8: Develop the workforce through training. Organisations need to ensure that sufficient people are both trained and empowered to deliver tiered falls assessment and management. This should involve a robust triage element and be supported by a suitable referral system and should enable a sustainable system-wide approach to meet the varied needs of the population. This recommendation is aimed at Health Boards and Local Authorities.

Critical Evaluation
Deliverable 1: The Review
Some aspects of the review could have, with retrospect, been executed more smoothly or with greater effect.
Firstly, the most notable critical step which was missing in the final version from my initial plan for the piece of work was the joint leadership involvement from another inspectorate in this field, Care Inspectorate Wales. Looking back, I can see that my approach to attempting to engage their cooperation had the potential for improvement. I spent time on my own and with project mentors from HIW developing the scope and subject matter for the review and based it around the brief and requirements that would satisfy the requirements that HIW desired to fulfil through the review. Then I took it to the CEO and head of inspections at CIW and pitched it as a joint piece of work, requesting investment of significant resources in the form of time and expertise. 
If we refer back to Kotter’s model for change (2012) - because this was asking CIW to make quite a considerable change to the way they usually worked, I missed out some vital steps – or at any rate, attempted to do them backwards and out of order. Instead of creating a vision and trying to ‘sell’ it to them, I should have focussed on creating the coalition first – and then co-produced the vision so that it had true shared value. It is understandable that this was always going to be a ‘big ask’, as Jim Hemerling stresses in his TED talk (2016) on the importance of recognising the phenomenon that is increasingly present in large organisations such as those that make up the health and social care system in the UK – the ‘always-on’ transformational climate. This can, if mis-managed, be exhausting and cause disengagement of employees, and probably whole organisations, but if the correct leadership is in place then this way of working, of continually striving to adapt and change for the benefit of the organisation (and ultimately, in our case, for the public – our patients and service users) – then it can in fact be an exhilarating and productive experience! Such is the positive effect of employee engagement that it is the core subject of the influential Macleod Report (2009). 
As it was, I had very little power of influence over their decision in eventually and ultimately deciding against investing such resources in my project, rather opting for the status of ‘stakeholder advisors’ instead. As we can see in Cialdini’s psychology of persuasion (2014), I lacked several of the key principles required in order to nudge the decision-making in my favour – namely no prior relationship with CIW, no reciprocity and no position of authority requiring them to act. 
However, this failure was mitigated by my careful construction of the stakeholder advisory expert group, whom I ensured comprised several key figures and individuals from areas that I recognised would be pertinent to the subject matter of the review and which I did not have the necessary base knowledge, understanding and expertise within in order to comment effectively on. I made sure that I understood the background that these various individuals were coming from in order to participate in this stakeholder group and tried to ensure that I used emotional intelligence to anticipate how I might best engage and sustain their commitment to the work. A high level of emotional intelligence is a personal trait which I have always felt I possessed in reasonable amounts, however it was not until approaching this piece of work that I realised just how instrumental such a characteristic could be in the world of national transformation and organisational change in terms of improving services for patients and the public (Riggio, 2008 and McClellan, 2017). It was enlightening and rewarding to see the benefits of this through the stakeholder group interaction. 
In every aspect of the stakeholder group interaction – from planning meetings to creating agendas, and also in formulating and presenting proposals for fieldwork material etc. to the group, I considered the organisational culture background and context of the group of individuals in question, as advocated by Schein (2010) in achieving successful engagement for transformation. I recognised that many were familiar and comfortable with the bureaucratic and evidence-based approach of the ‘Apollo’/Role-type culture, honouring the ‘proper processes’ and channels that account for planning and consultation/consideration time so that each stage of the review process could be ratified in this robust way. 
In terms of the actual findings of the fieldwork, I was very pleased with the approaches used and the means of obtaining and presenting the material that resulted in the final product of the review. I had the idea of consulting with as many members of the section of population that were our target service consumers, as it were, and adopting a genuinely person-led, empathetic listening style of interviewing and focus-group discussion. Carl Rogers points out that “when people who are not used to speaking are heard by people who are not used to listening, then real change occurs.” (Miller, 2017) I certainly tried to lead by example and embody this principle through my fieldwork, which comes out as a strong finding in the review of services themselves, in the conduct and execution of the review. As seen in Goleman’s description of different leadership styles (2000), I was aiming to achieve the democratic or even affiliative approach here, almost attempting to turn the author-reader relationship into a leader-follower type one. I was endeavouring to engage the readers – the public and the service providers themselves – through the philosophy of participative leadership, as highlighted in the King’s Fund report (2012) that suggests this would be an ideal and impactful model to follow in the case of the NHS and it’s transformation into an organisation which is person-centred and successful in terms of patient experience and outcomes. 
Therefore, I can support the claim that, through conducting this review and presenting its findings in the way in which I have, it was my intention to influence the culture of inspection, regulation, evaluation and shaping of health and social care services by inspectorates in order to encourage the emergence of an holistic, person-centred philosophy that will move the world of inspection closer to a reality where patients and service users experience care that enhances their lives. However, it was not only through the conduct of the review that I intended to bring about change and improvement – the recommendations made at the culmination of the review are translatable, measurable deliverables that have been levelled at specific bodies in the field of health and social care that was being considered here, and these should be responsible for bringing about tangible improvements in real-time in the experience of people who come into contact with the services reviewed in the report. In-keeping with the usual theme of such report recommendations, rather than seek a collaborative, enticing approach to influencing these bodies to meet these recommendations, I have taken the firmer approach of applying the authority vested in HIW to place them as requirements on the bodies – this was an appropriate angle to adopt in this case as it is expected and also the recommendations were agreed and ratified by the robust peer-review process of the stakeholder advisory group, and so we can have full confidence that we can make these requirements of the relevant bodies and that in meeting them they will help to bring about real patient improvement. 

Deliverable 2: The Joint Inspection Workshop
One of the objectives of this project was always to hold a workshop in which HIW could address the subject of joint working with other inspectorates in the future. This was in answer to the Welsh Government requirement in ‘A Healthier Wales’ for an improved approach to integrated working and also an internal driver for HIW to collaborate more effectively with fellow inspectorates, as seen in their current strategic operational plan, mirroring the evolving nature of health and care service provision experienced by the public increasingly more now and into the near future. 
In designing the workshop, I firstly considered who to invite to the event, and in doing this I considered HIW as the beneficiary of the workshop and so consulted them as to how they wanted to approach this in order to get the most out of the exercise. In this way I took a very much collaborative approach, being led by HIW and how they felt they would benefit greatest from the setup. 
HIW’ executive team decided that they would prefer to hold the workshop as an internal event, rather than opening it out to other inspectorates in this first instance. In order to truly explore the subject of joint working in an open and honest way, exposing potential vulnerabilities perceived by the organisation, I can see why this was appealing to them. It was also eminently more achievable from my perspective, being a clinical fellow seconded to work within HIW for this project, as HIW were much more within my circle of influence in achieving attendance and engagement with this workshop concept – other inspectorates, as demonstrated previously, were without that sphere of my influence and engaging their time and energy was significantly more demanding. 
I then consulted the executive team for the list of attendees that they felt would be most appropriate to invite to the event. I made sure that I had personally met the majority of these people and had developed some form of professional relationship with them throughout the course of the project – in this way I could ensure some degree of buy-in to the subject, and therefore hopefully a greater engagement with the workshop. 
Utilising some of what I have learned this year about emotional intelligence, I tried to make the workshop material enticing for participants. I designed the introduction to be succinct and yet including enough information to refresh memories fully on the subject matter of the project – this is important as these participants were attending many meetings and consulting on many strategies and reports during the course of each week and this was needed to make this sessions stand-out in their minds and memories. I also interspersed the introduction with some ‘ice-breakers’ that were simple, not overly-demanding and also in some way related to the subject matter of the workshop – i.e. better interorganisational working. I was really pleased with the way that these worked – the transition from hesitant and reluctant to participate through to enthusiastic and freely volunteering information and contributing to discussions was visibly noticeable by the end (Cattell, 2001). 
The workshop sessions were flexible and guided by the team that were participating from HIW, and deeply reflective feedback on self and subject were encouraged. In this way the engagement and sustainability of matters which were discussed and suggested during the course of the workshop were ensured, as the organisation themselves had ultimate ownership and responsibility for them. This has been shown to be instrumental in the success of innovative ideas and ways of working in numerous industry examples, as described in work involving team-working expert Michael West (Konradt, 2015). The evidence for success in this approach was found in the feedback tools which I employed following the workshop, which showed that participants benefited from the innovative and fresh approach to thinking about the subject, but felt they spent worthwhile time discussing relevant and salient issues – maximising this relatively short space of time spent. I do believe that their open-mindedness to try an alternative approach was facilitated by the professional respect that my position as a seconded medical professional afforded me in part, but that the marriage of organisational cultures and understanding was key to its success also.
In order to maintain momentum and interest generated from the workshop I ensured that I not only stated clear objectives for the session and committed to several hard deliverables – including providing participants with a transcript of the discussions and outcomes from the workshop, but that I delivered these in a timely manner. The results of discussions were typed and sent back to participants within a week of the proceedings, for HIW to take forward in their internal processes in pursuing a better and more effective process for joint-inspectorate working, and indeed and collaborative working with other organisations, in the best interests of the general public of Wales and all people who may require the use of health services in any way. It is hoped that some of the thinking and ideas generated during the productive space of this workshop and as a result of discussion generated by the special and innovative nature of my review project that will go on to form the basis of a partnership working agreement for HIW which will ultimately mean better quality of service experienced by the general public and health service users nationally. 

Deliverable 3: Presenting the findings in a novel way for HIW and increasing their visibility/reach. 
Please see the appendices for the links to the report in full, incorporating the designed elements of which the development process is described in this section, and also the public/service provider information and engagement videos that accompany the report. 
It was in the communication and collaboration with the design agency and the executive team of HIW in producing the final approved report and its associated communications toolkit where I experienced some significant examples of my own personal growth in leadership and team management. 
This would be a salient point in the evaluation of the project to explore a little more of how my own personality and teamworking traits came into play in the interactions that I experienced throughout the project really, but they were quite acutely apparent in these somewhat intense and exposed exchanges that surrounded the production of a polished, public-facing suite of publications that would comprise the finished article of the review. 
During the course of completing the clinical leadership fellowship this year I was given the opportunity to undertake the Meyers Briggs Type Indicator test, which gave me some valuable insight into my personality traits and how they may be advantageous – or not, in which case it is good to be aware of how best to manage them – to the ways in which I usually approach work and projects. As I mentioned, these observations actually apply throughout the whole spectrum of interpersonal professional communications and relationships that I built and experienced in the course of completing this project, but I would like to take this opportunity to explore them a little further. 
It is noted that my people who share my MBTI – that is ‘ESFJ’ – “work to see what is worthwhile in other people and draw that out. Even when there is conflict, they believe they can find common ground and harmony.”
This was certainly true in the case of working with the team involved in producing the new-style diagrams in order to present the findings of the review in this case. It also harmonised nicely with my predominant Belbin team roles of team-worker and co-ordinator. Some pertinent characteristics of these roles are to be a good diplomat and to drive decision-making, keeping in mind objectives and goals. There were numerous occasions where I acted as the linking bridge between several strongly distinct viewpoints and opinions on which direction the process should progress in, and I felt that I was well placed to smooth over the friction in these instances and help the team to reach the best outcome and decision. I found myself in an interesting position of being the most knowledgeable person on the team about the subject matter – the findings of the review being largely the sole focus of my work for the majority of the preceding 10 or so months, but being the least experienced and expert person in terms of producing a public-facing document for the attention of everyone from the Health Minister to the entire general population of Wales. This was reflected poignantly in another trait of the ESFJ: that we like to use past experience and knowledge gained from completing similar tasks in order to bring about the successful conclusion of current ones. Now – I was lacking this reference point, and I found that I relied heavily on the advice of my team members in order to generate a useful and impactful product that also did not lose the fresh perspective that I hoped my inexperienced but invested eye would bring to the subject matter. 
There was certainly some tension during the process, but I found it ultimately to be healthy and productive, and the culmination of the efforts was a far superior result than I had initially envisaged. 
This is borne out objectively but HIW’s strategic and communications teams, who agree that we have a valuable arsenal of material with which to further the message of person-centred care in the domain of prevention of harm from falls and also the strategic objective that was to advance the reach that HIW has as an organisation hoping to impact upon the improvement of services for users of health and social care. 

Future steps
In terms of the subject of prevention of harm from falls and the promotion of independence and wellbeing in older people in Wales, in my review I have set out a call-to-arms:
Work needed in the near future includes a mapping exercise of networks of organisations within care systems to better understand barriers to integration – either undertaken nationally or done by locality and then joined to make a full picture. Also, a scoping exercise to provide more information for future workforce planning to ensure the need for community-based, tiered systems of care delivery can be accommodated sustainably. There needs to be better understanding of how the health and social care public sector can engage more effectively with our workforce and our public (an objective with wider benefits than just within this sphere of consideration). More data on falls services that is accurate, complete and meaningful will enable prudent decisions to be made regarding models of care delivery. 
Furthermore, the issue of reablement in community hospitals and other community and hospital settings is vast and not covered in any detail by this review. A joint report by HIW and CIW on reablement will be published later this year which will give a much more detailed picture of this area, which is intrinsic to the question of integrated care for older people. 
With regards to the working processes of HIW as an organisation, it is hoped that future actions will include building upon the experience and success of the design, communications and publication approach taken with this review, and that future publications will continue to increase in readership and promote the good work done by the organisation in ensuring the quality of the experience that people in Wales receive when in need of the health and associated services in this country. 
In this emerging era of joined-up, integrated care, it is anticipated that the work of organisations such as the inspectorates will only become closer and more relevant to one another, and so the benefits of developing a flexible and productive joint working ethic will be multiplied exponentially. For this reason, I will await with interest the decisions that are made in the near future on setting out these processes and hope to continue to be involved in a consultative capacity as a medical professional with some experience of inspectorate and governmental working. This would support the belief expressed throughout the review and in much current thinking that closer alignment of clinical and non-clinical organisations can only ultimately benefit the population. 
Personally, my future steps will hopefully incorporate an element of wider systems improvement and change in my privileged position of responsibility as a clinician in today’s NHS (Gabel, 2012). I intend to employ my recently kindled keen passion for organisational transformation and theory on patient-centredness and collaborative (sometimes termed ‘servant’) leadership (Blanchard, 2017) to bring about improvements in my own department and hospital as an active member of the clinical leadership team. I recognise that I am really only just starting to understand the breadth and nature of the possibilities, but such is the power of the paradigm shift that I have experienced throughout the course of this project that I find the potential for fulfilment in this role, whilst realising significant patient improvement objectives, is inspiring and invigorating (Bedgood, 2019). 
I end with this quote, which features in one of the falls services that contributed to my review. They display it on the wall of their clinic rooms, and I think it not only serves as a poignant reminder to clinical providers of the reason why we persevere in our roles but also in this context it is relevant to people slightly more removed from the point of delivery of care, such as inspectorates, but whom nevertheless have a profound responsibility through their work to answer the expectations and needs of the population which we serve:
 “A patient is the most important person in our hospital. He is not an interruption to our work, he is the purpose of it. He is not an outsider in our hospital, he is part of it. We are not doing him a favour by serving him, he is doing us a favour by giving us an opportunity to do so.”- Gandhi.


Appendix A – The review in full.
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Please go to www.HIW.org.uk/fallsreview to access a full version of the report.
Published 13/09/2019
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Also, please visit https://www.youtube.com/channel/UCl2Nc41JMkiIshVvvx2rPVA to view the multimedia communications toolkit produced in association with this report. 
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