
Critically analyse and evaluate the theoretical perspectives of leadership at a strategic level within a public service organisation and assess the effectiveness of their application




 
In 2007, Peter Connelly, a 17-month-old baby, died from the abuse and mistreatment he received from his mother, Tracey Connelly and stepfather, Steven Barker (Jones, 2014) and Stevens’ brother (Jason Owen). As stated by the Department for Education (2010) since the 22nd of December 2006, Peter was under the category of neglect and physical abuse on Haringey’s child protection register. While on the child protection register for eight months and getting 60 visits from social workers, the police and health experts, he was discovered by the London Ambulance Service, dead in a blood-stained crip with approximately 50 injuries (Social Care Wales, n.d., P.1).  
 
His life and death have been thoroughly documented. Peter’s name could not be used throughout the criminal proceedings, therefore was referred to as ‘Baby P’. The name ‘Baby P’ became known and recognised in the UK and internationally through the media and press (Jones, 2014). 
 
Response before ‘Baby P’s’ death 
The Health Services including the North Middlesex University Hospital NHS Trust, Haringey Teaching Primary Care Trust, Great Ormond Street Hospital for Children NHS Trust, Grove Surgery London, and Health visitors, had seen Peter on approximately 34 occasions (Care Quality Commission, 2009). Although the mother took him to health services, with a story to explain each injury, a pattern emerged a delay in presentation. This means he would appear at a health service days after these events would have taken place. The Care Quality Commission (CQC) released a report in May 2009, detailing the NHS organisations mistakes prior to Baby P’s death (The Health Foundation, 2009). 
 
What went wrong in ‘Baby P’s’ case? 
According to the findings in this report, inadequate communication between the health expert and authorities including social services and the police delayed prompt action to safeguarding Baby P. In addition, authorities who had responsibilities of providing care to Peter, did not always follow and lacked expertise in child protection procedures. For example, one health care trust, the employees were uncertain about who was responsible for following up on social services referrals and their duties in child protection (The Health Foundation, 2009). 
 
Collaborative Leadership 
This demonstrates a lack of collaborative leadership. Collaborative leadership is distributed among the team members, rather than one individual having the responsibility of leading the whole team. Collaborative leadership is accomplished by having ongoing measures in place ensuring everyone works together as a team rather than the workload being carried out by one individual. This form of leadership includes shared values, ideas and responsibilities, respect and cooperation towards other team members alongside effective communication (Lawrence, 2017). This leadership style is vital in situations like Baby P’s case, ensuring everyone from all agencies is provided with all previous evidence concluded and understands the aims and their responsibilities. 
 
Common Childhood Ailments 
There was a catalogue of events where even treatment of common childhood ailments were failed by the health services. For example, Peter had an ear infection and head-lice for a period of 2 to 3 months (The Haringey Local Safeguarding Children’s Board, 2009). Even after receiving antibiotics and treatment on the 9th of July 2007 from a walk-in clinic at Haringey, the head lice and ear infection should have cleared within 7 to 10 days but did not. Of course, being on the child protection register for neglect no one would pause for thought if he did not get given his antibiotics. 17 days later Peter was taken to the GP by his mother for more antibiotics to treat his scalp infection and head lice. The doctor could not prescribe more antibiotics, there is no research to suggest why. Even though the doctor was concerned about Peter he did nothing to help, mainly because in the next few days Peter had an appointment at the Child Development Centre (The Haringey Local Safeguarding Children’s Board, 2009). This demonstrates Theory X. 
 
 
McGregor Theory X 
Managers described by Theory X have accepted the belief that their employees despise work, reject responsibility and are not self-motivated. As a result, managers must intensively watch and encourage staff into performing at a high level of efficiency. Managers that relate to Theory X are more likely to exhibit autocratic leadership styles using threats and punishment (McGregor, 1960; McGregor and Cutcher-Gershenfied, 2008). 
 
What has changed since ‘Baby P’s’ case? 
Research shows that following Peter’s death, the trusts concerned have addressed child protection procedures. It emphasises improvements such as requiring medical workers to know a child’s medical history when treating or examining them. A social worker must be present at all child protection examinations. Research also recommends the level of staffing to be increased, the attendance of healthcare workers at child protection conferences to be increased and to ensure poor communication is addressed before a referral is made (Care Quality Commission, 2009). This approach would form a collaborative and transformational leadership style, with information being shared between agencies and for employees to have a clear understanding of their duties. 
 
However, these changes were made through both transformational and transactional leadership. Transformational leadership consists of a variety of approaches, from one-on-one influence to influencing the whole organisation. Even though a transformational leader is essential in bringing about change, followers and leaders are intimately linked (Northouse, 2018). Therefore, all colleagues contributed their thoughts and experiences in what needed to be changed to improve the effectiveness of the services. Whereas a transactional leader does not focus on the personal development of their followers, however, they exchange their values with followers to advance their own and their followers' goals (Northouse, 2018). In contrast, the changes made through transactional leadership were developed through the services failing not success. 
 
The NHS is pursuing for a more modern leadership style, that involves goals being shared with the entire team and ensuring individuals perspectives, knowledge and ideas are taken into consideration. Particularly when discussions or strategy meetings are being carried out, individuals must be able to contribute their experiences and understandings (NHS Leadership Academy, 2011). 
 
According to the NHS Leadership Academy (2013) the NHS utilise a modern leadership style to assist and develop more leaders, to ensure the service is organised and to understand that their behaviours can shape the environment in which colleagues operate efficiently and to encourage and improve teamwork. Leaders must be able to demonstrate to their team that their thoughts and contributions are valued and critical to the improvement of the services; this results in increased staff engagement and desired outcomes achieved. 
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