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[bookmark: _Hlk19134151]Establishing an E-referral Pathway for Acute Neurosurgical Referrals in South Wales 
  
Background: 
The neurosurgical service based at the University Hospital Wales, Cardiff is a tertiary referral service and provides care for 2.4 million people in South Wales. On average, 20 referrals per day are received from this large geographical area. The referrals received are for acutely unwell patients. Decision on these patients, needs to be made quickly with the information received which may not always be complete. These decisions need to be passed back to the referring doctor and patients requiring specialist management (including surgical treatment) transferred to the limited available beds at Cardiff. Other patients are managed locally. 

The Concern: 
Previously, the Neurosurgery Registrar would take the call and write it on a piece of paper and discuss it with the Neurosurgical Consultant prior to deciding the plan of management. This information was not collected at Cardiff as these papers were thrown away at the end of the shift. To keep a record of the information received and advice given I implemented a handover book. The Registrar would prospectively record all calls received and advice given, in it. 
	
In the more recent past, an electronic database was created so entries could be made. This had a Microsoft Access front with a Microsoft Excel spreadsheet in the background. The information was entered contemporaneously but as it was an Excel spreadsheet, multiple people could access it; entries were not date or timestamped and entries could be altered/ changed/ removed or added to subsequently with no idea of who had done what and when.  There was no audit trail possible. The information being recorded at Cardiff was not available to the referring team. There were also complaints that often it was difficult to contact the Neurosurgical Registrar to make a referral as they could be taking other calls or be in theatre. Referring doctors, on occasion, had to hold on to the phone for over half an hour as the Neurosurgical Registrar was busy. The Neurosurgical Registrars were also unhappy as some of the calls were not regarding acute patients and taking these referrals interfered with the other important work that they were doing. 

Over the last few years there have been instances where complaints have been received regarding referrals made a few years prior. The cases had to be settled with payment of thousands of pounds as the information being held at Cardiff was not adequate to defend the decision previously made. The lack of a robust referral system was put high up on the Risk register with a need to find a solution as soon as practicable.

Literature review:

[bookmark: _Hlk19137471]This has not been a local problem alone and is an ongoing concern at the neurosurgical hospitals elsewhere in the UK (Cartmill and White, 2017). There have been papers presented at the Society of British Neurological Surgeons meetings concerning this (SBNS Quality statements, 2015). The response has been to set up an electronic e-referral system with communication from both parties being captured contemporaneously and a record of this kept (Choo et al, 2011). The papers published have looked at the response of both the Neurosurgical registrars (Storey and Webster, 2015) and the referrers (Amarouche et al, 2017) to the implementation of these online systems. There has been broad agreement that this improves patient care and protects both parties from litigation later. The information captured can be audited for quality, timeliness of response and consistency of advice. This can be used for establishing patient pathways, educating doctors and to help with repatriation (Matloob et al, 2016). The systems have been so successful that this is now the first recommendation of the GIRFT Neurosurgical report (Cranial Get It Right First-Time report, 2018).

Purpose: 
The purpose of this service improvement project is to explore options of setting up an online referral system for Neurosurgery in South Wales that would work in partnership with the NHS Wales IT programme.

Aim: 
The aim of this service improvement project is to appraise the current systems in the market and see if it meets the requirement. Should they not be compatible with the Welsh Clinical Portal, the aim would be to develop such a platform and implement it in partnership with all the referring hospitals.

Methodology: 
[bookmark: _Hlk19126542]Based on the initial Registrar engagement workshop in October 2018 and a literature review, it was evident that the project was essential and had to be implemented soon. The project did not require ethical consideration as it was not a research project and did not directly impact patient clinical care.

A list of criteria was drawn up that any system would need to meet. These were divided into essential and desirable criteria. 
A survey was conducted of other Neurosurgical centres in the UK to see what systems were being used there. The top two systems were invited to present at the Departmental audit meeting and scrutinised. The local IT department was also invited as any system chosen would have to link in with the present IT databases and software and a buy-in of the IT services was deemed essential for the success of the project.
As neither system was deemed compatible, the local IT team were encouraged to develop a system that would meet our requirement. There were no GDPR issues to consider as the data would be held securely within NHS Wales servers.
The plan is to present this to all concerned and improve it based on feedback received. Once considered suitable it shall be rolled out as a pilot first within the Trust and then to one other local DGH. Based on the response from the pilot study the system can be modified and implemented in all hospitals in South Wales.

Timeline: 
October 2018: Registrar workshop 
Nov- Dec 2018: Referral systems presentation 
January -May 2019: Discussion with IT and development of new system
May - June 2019: Presentation of system to department and changes 
July- August 2019: Pilot phase. Implement within trust and one other hospital
Sep – Oct 2019: Roll out system to South Wales
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Overview 

This paper presents the steps taken to help develop and implement an online electronic referral system for acute neurosurgical patients in South Wales. The project evolved when difficulties were encountered in implementing an off-the-shelf commercial system and required the development of an in-house solution. 

The paper follows a chronological account of the problems encountered necessitating change, steps taken in data collection, scoping the market and then trying to implement the most feasible solution. It details the need for a fundamental change halfway through the project and subsequent steps to find an innovative solution. 

It includes a discussion on the leadership styles used and the personal journey of reflection of the author as the project evolved.























INTRODUCTION

The Neurosurgical Department at the University Hospital of Wales, Cardiff is a tertiary referral centre and caters to the population of South Wales. Neurosurgery deals with the management of cranial and spinal conditions. Over half the workload of the Department is unscheduled and patients are often referred as an emergency. These patients are referred 24/7 to the neurosurgical on-call registrar who is the first port of call to make a referral. Presently this is done via telephone with calls made to the switchboard who bleeps the registrar.

Prior to July 2009 there were 2 neurosurgical units in South Wales. The unit in Morriston Hospital, Swansea was closed due to resource constraints. The main issue then was inability to maintain a 24/7 junior doctor cover and the on-call system at Morriston not being robust and safe. “Safe Neurosurgery” a document produced by the Society of British Neurological Surgeons in 2000 had determined that a Neurosurgical unit would require at least a population of 2 million to be sustainable, unless there were geographical reasons making local amalgamation difficult (Safe Neurosurgery 2000). This had been discussed for over 10 years by numerous committees. The lack of a safe on-call system was the issue that forced matters through.  

There are over 20 hospitals in the South Wales region covering over 2.4 million people which forms the catchment population for this service. The disorders referred include, but are not limited to, that of trauma, intracranial haemorrhage, stroke, hydrocephalus, brain tumours, and cervical and lumbar spinal pathology leading to weakness and paralysis. The age of referred patients ranges from one day to over 100 years old. 













The Problem

These referred patients are acutely unwell, and decisions are made regarding their management on an emergency basis with the information being given. Direct information gathering is often not possible, as the patient is in another hospital and there is little time to decide. It is recognised that the information accompanying a referral may not be complete as all the information is not always available even to the referring team. 

Based on the information given and accompanying radiological imaging, a management plan is conveyed back to the referring team. Patients who require emergency neurosurgical treatment, including surgery, are transferred to the neurosurgical unit at Cardiff. The other patients who were referred, are deemed not to require transfer and are managed locally with a management plan discussed. 

The management plan passed to the referring hospital is recorded in the patient's notes. What is exactly recorded is however not known to the team in Cardiff.  There have been problems in information being communicated and interpreted at both ends. This has led to problems where the information that has been passed between units is sometimes mis-understood. This is noted to be so when some of patients are then re-referred with changing clinical symptomatology. The initial management plan written in the patient notes does not match what was communicated. This sub-optimal communication has led on occasion to direct harm of patients. 

GMC guidance on medical notes requires it to be contemporaneous, legible, reliable and true. Complaints and concerns have been raised occasionally regarding some decisions made previously on information that was incomplete. Most of these complaints are investigated over a year after the event when direct knowledge of the referral is not possible and some of the Neurosurgical registrars are no longer working for the Health Board. Just over the last year I am aware of four cases where complaints have mainly been about the information recorded pertaining a referral. Hundreds of thousands of pounds have been paid in these cases to settle alleged clinical negligence.  






The solution so far

This problem is not unique to South Wales. Other neurosurgical units in the country have recognised similar issues leading to poor patient care. 

I had recognised this as a problem when appointed as a Consultant Neurosurgeon in 2005. Prior to that time no record of these calls was maintained at Cardiff. The Registrar would take the referral telephone call and write on a paper prior to discussion with the Consultant. This would be put away/destroyed at the end of the shift with the only contemporaneous recorded information being at the referrers’ end.

I implemented a means of recording the calls contemporaneously with the advice given. This was by means of writing in a diary all the calls received over a 24-hour shift. This was counter signed by the on-call consultant at the end of the shift to ensure that all cases had been discussed and the advice given was appropriate. 

Following the merger of the neurosurgical units in South Wales, with the increase in the catchment population and increased referrals it was felt that an electronic database would be better suited to capture information. This would enable multiple junior doctors and consultants to be able to access the data simultaneously. An Excel spreadsheet was created with a Microsoft Access front end (Image 1) which was used to record referrals received. The data was entered by the neurosurgical registrar and included the patient clinical details that was given by the referring team and the advice that the registrar subsequently gave. 

This system enabled multiple users in the Neurosurgical department to input and interrogate data simultaneously. This strength was however also its weakness. The entries on the Excel spreadsheet could not have any date or time stamps associated with it. It could not be determined as to who was entering the data and when the data was being entered. Any revisions of data could not be captured as having been changed. Thus, this data was useful for analysis but could not be considered suitable for patient records as mandated by the GMC guidance (GMC - Protecting children and young people 2013). Other shortcomings included that the information captured on the spreadsheet was not shared with the referral team. Thus, the management plan recorded at Cardiff was not necessarily that understood by the referral team. This system also did not address the concern that the information being provided at the time of referral could be inaccurate. 
[image: ]
Image 1: The current on-call referral Access data capture 

Many instances occurred when the patient, based on the information given, was transferred for neurosurgical treatment which was then found to be wrong. For instance, a patient transferred for emergency surgery to the surgical theatre was noted not to be fit for surgery because of associated comorbidities which were not high-lighted. This led to unnecessary transfer of the patient, use of resources inappropriately including ambulance and critical care services, hold up of Theatre waiting for the patient, and distress of the family on the inappropriate transfer. 

This current system was also at the centre of a recent Coroner’s verdict highlighting its deficiencies. 
An excerpt from the narrative verdict reads:
During the inquest the evidence revealed matters giving rise to concern. In my opinion there is a risk that future deaths will occur unless action is taken. In the circumstances it is my statutory duty to report to you. 
The MATTERS OF CONCERN are as follows. – 
1. There are a high number of referrals to the single rota’d on-call neurosurgical specialist registrar every day. The system for making and receiving the referrals is not fit for purpose, with inefficient delays, micro-communications and confusion occurring. The use of the UHW switchboard and bleeping the doctor is archaic and does not utilise technology as it should. Further, if the on-call doctor is in surgery or dealing with an emergency, there is no back up doctor to field the referrals, which can often be time critical. 

The way forward

I am the Clinical Governance Lead for the Neurosciences Directorate. It was apparent that the status quo was not an option. This issue of problems with the referral system was highlighted and placed high on the Risk Register. It was imperative that steps needed to be taken to mitigate the risk. Following the coroner’s verdict this issue was given traction and highlighted at the Clinical Board level. 

The project did not require ethical consideration as it was not a research project and did not directly impact patient clinical care. The project was noted to meet the SMART criteria as it was Specific, Measurable, Achievable, Realistic and Timed.

I used Driver diagrams and a PDSA cycle to clarify the way forward (Institute for Healthcare Improvement ,2019). Plan stage required data, Do stage needed the system requirements to be clarified, Study stage required information on potential solutions and Act stage required implementation of the designated plan. 


[image: ]

















Plan stage

As part of the planning exercise, information and data was sought to ascertain how busy the neurosurgical registrar was, how many calls were received over 24 hours and who the referring hospitals were. This information was considered vital to help determine the stakeholders. 

I led a study to quantify how many calls were received over a 24 hour on-call period. This was done by retrospective analysis of electronic hospital bleep records from the hospital paging system between March to September 2015. The frequency and source of calls on a typical day were analysed. 
Over the 6-month period the neurosurgical bleep was used over 10,000 times and was the highest by far of any other speciality in the hospital (Table 1). 
[image: ]

Table 1: Total number of bleeps / 6months

On average, there were 57 bleeps per day with 40 in the daytime and the remaining over the night shift. The most calls were from the Accident and Emergency Department and from external hospitals.  The other sources generating calls included elective theatres, emergency theatres, Paediatric wards, Adult wards and Intensive care. There were instances where the bleep was rung 9 times in a 15 minutes period (Image 2). 
[image: ]
Image 2: Record of calls to Neurosurgical Registrar

Analysis of the calls suggested that some of the calls could be avoided as they were repeated and did not deal with urgent/emergency patients. The external calls via switchboard were sometimes unrealistically frequent to be answered by one person. Potential solutions were considered including channelling bleeps from wards and the Intensive care unit to the Ward registrar and the switchboard to warn callers that there was a queue system with multiple callers already waiting. 

 I led another study looking at the current database started in 2012. There were 26,924 entries in all. The quality of the data was analysed. False entry i.e. the wrong date of referral was noted in 0.35 percent of patients and this was excluded. Missing data as regards “diagnosis” in 4695 cases (17.48 %) was noted. The number of referrals recorded in the system was noted to have steadily risen from 1623 in 2012 to 4875 in 2018 (Table 2). 

Table 2: New referrals per year from Jan 2012 to June 2019

The diurnal cycle of referrals showed a rise in the late afternoon and a steady stream of calls throughout the 24-hour period. The average number of new referrals per day was noted to have risen continually with the in-house referrals having remained largely steady. The referrals over the weekend were nearly half compared to over the weekdays. 
Analysing where the calls originated from, it was found that most calls were from the University Hospital Wales, Cardiff with over 1000 calls in 2018. The next most common hospital was Morriston followed by the Royal Gwent hospital reflecting the large populations these hospitals cover (Table 3).

Table 3: Referrals by hospital Jan 2012 to June 2019


The referrals by diagnosis was in keeping with that expected of an emergency tertiary referral centre. This information helped determine the catchment area demographics as well as referral practices in peripheral hospitals. It was noted that the total number of referrals were on the rise leading to workload increase (the number of referrals had more than tripled in 7 years) leading to an increased strain on the service. The analysis also demonstrated the variabilities in the documentation quality emphasising the need for a reformed system. 

I chair a Critical Care Service Delivery Network meeting quarterly to resolve any issues arising from the acute management of neurosurgical patients. This is a teleconference held once every 4 months and is open to all Critical Care units and Accident and Emergency Departments in South Wales. A recurring theme at these meetings has been the difficulty in contacting the neurosurgical registrar. Some of these delays were over half an hour if the neurosurgical registrar was in Theatre or taking other calls. This information was not given to the referring team and contributed to the overall sense of frustration with the process. This delay was not recorded or auditable as it was not captured with the current system. There were also issues due to the lack of clarity in communication and the reasoning for decisions being made and subsequently changed. It was realised that the information being recorded at the referral units was not the same information the neurosurgical registrar was giving. This was in keeping with the variability seen in documentation of the referral database and highlighted the need for change from the current system. 

Do stage

Prior to acting on the problem I thought it important to identify the stakeholders and define the objectives of the proposed change.  

The stakeholders identified included the neurosurgical registrars, colleague neurosurgical consultants and referring doctors. As the neurosurgical registrars were the primary stakeholders dealing daily with the system, a Stakeholder mapping exercise was held to help identify the characteristics required of the proposed new electronic referral system.  The brain-storming workshop helped identify the essential and desirable attributes. The essential criteria included, a system that was 
1. Fast and responsive
2. complete 
3. reliable 
4. legible 
5. retrievable 
6. auditable
7. and attributable 
Desirable criteria included 
1. ease of communication when changing shift 
2. indication that a referral had been received 
3. system limited to use only for acute referrals and advice given for non-acute referrals 
4. have incorporated space for radiological images 
5. be able to search using different criteria
6. be able to print and file the referral in the patient's notes. 

I discussed this at the departmental meeting and in a further consultant meeting. It was felt essential that the system permit new information to be added, but once entered not be possible to delete it. Every entry would be date and time stamped to help audit any delay in communication and decision making. 

A stakeholder strategy was approved for moving the project forward.





Study stage

I conducted a survey of other neurosurgical units in the country to see how they dealt with the problem. The 32 other neuro surgical centres in the UK were contacted and it was found that 19 of them had gone to an electronic referral system over a 4 to 5-year period. The others were contemplating to use one but had not yet made the change. 

A literature review was done to see if there were any other solutions available (Cartmill and White, 2017). Publications were analysed and presentations at the Society of British Neurological surgeons’ meetings were studied regarding this (SBNS Quality statements, 2015). It was found that the reasons for the shift were like what we were experiencing in Cardiff. The experiences of moving to an electronic online referral system was studied (Storey and Webster, 2015; Amarouche et al, 2017). There was broad agreement that this improved patient care and protected both parties from litigation later. The information captured could be audited for quality, timeliness of response and consistency of advice. This had been used for establishing patient pathways, educating doctors and to help with repatriation (Matloob et al, 2016). The systems had been so successful that this was incorporated into the first GIRFT Neurosurgical report (Cranial Get It Right First-Time report, 2018).

As part of the survey conducted between the different units in the country, information was sought as to the electronic systems being used. 

The most commonly used system was one that was available commercially and had been developed by a trainee neurosurgeon in London. This was called “Refer-a-patient” and over 80% of the neurosurgical units in England were using it. A rival system produced by the IT Department of the University of Birmingham called “NORSE” was also available commercially. 

The developers of the two systems were invited to give a presentation regarding their systems at the Departmental audit meeting. This meeting was attended by the neurosurgical registrars and consultants. Other stakeholders invited included doctors from Critical care, Accident and Emergency, Medicine Department, and the IT department. The IT department was considered key as any software solution needs their approval to be used in the hospital environment. It also needs to be incorporated in all referring hospitals and linked into the hospital bleep system to indicate to the Neurosurgical registrar that a new referral has been made. 

The meeting was very well attended, and questions asked at the end were relevant to the problems being faced. Of the 2 systems being discussed the Refer-a-patient system was superior as it had been in use for longer and had been adapted along the way to incorporate changes that made it more user friendly. Though developed primarily for Neurosurgery, other departments in hospitals in England were also using the system. Feedback received from units that were using it was encouraging. The system met most, if not all, of the requirements that were considered at the brain-storming session. It was not a perfect fit as it did not link with the local bleep system but required an additional investment of a mobile to enable a registrar to be made aware that a referral had been made. 






























Act stage

Following the Departmental meeting and discussion with the team from Refer-a- patient an SBAR exercise (Situation, Background, Assessment, Recommendation) was undertaken (Bogue R ,2005)   and the business case put forward to the Clinical Board. The Clinical Board requested to know the price involved in the implementation of the system. This was discussed with the team from Refer-a-patient and £ 12,000 a year was the price quoted for use of the proprietary software. As the system was not being used in Wales the company was keen to have it running in Cardiff, as a pilot in Wales. I negotiated a discount to £ 9500, for use by the Neurosurgical Department and if found suitable, to roll out to other departments including Neurology, Neuro rehabilitation and Stroke services all of whom were also interested, having heard the presentation earlier. 

As part of the business case, I contacted the local IT department to get them onboard to help with the implementation and integration of the system to the hospital network. The IT department were however not keen on the system as they had two primary objections. Firstly, the Refer-a-patient software could not integrate with the Welsh Clinical Portal which was a primary requirement for any new proprietary software to be used in NHS Wales. Secondly, they felt that based on their interpretation of the GDPR requirements the server of any system holding patient data should be in Wales. This was not however communicated earlier despite my invitation and their attendance at the meeting where the systems were discussed. 

I contacted the parent company which markets Refer-a-patient. They could not meet both requirements set by the IT department for it to be used in Wales. The link up with Welsh Clinical Portal was not financially viable for the company as the requirements to change the software would be significant. The server was in England, but this was still deemed unacceptable by NHS Wales for Welsh patient data. This was a major setback in my project as there was no system available, developed in Wales that could be implemented.  









Perseverance and alternate solutions

At this stage I was uncertain of what to do next as I had been certain that the commercial off-the-shelf system that had been tried and tested could be implemented with not much effort. The status quo was not acceptable as the risk was high for further patient harm. No simple solutions appeared possible. 

This led to a major rethink as I had to do go back to the basics to determine the best way forward. I discussed this with my consultant colleagues for suggestions and alternatives. I was advised to shelve the matter temporally till an all-Wales system could be designed and implemented. This was an IT plan with the projected implementation time of 2- 3 years from now. 

The differing and competing interests of patient safety from my perspective and the IT department’s requirement to have a non-fragmented Welsh electronic system had me thinking that there was no happy medium that was implementable. I required a paradigm shift in my thinking. I went back to the drawing board to develop a new PDSA cycle to look at what was possible. I knew the requirements and design but needed an ally in the IT department to make it happen. 

The only feasible solution was to develop a new system that would be compatible with the Welsh clinical portal. A system designed locally would have the advantage of being “Welsh” and meeting the requirements of the local IT department. It would be amenable to change locally based on evolving need. The challenge would however be to get the IT team interested in the project and be able to dedicate time and resources towards its development and implementation. The IT department is relatively small, off site and has a backlog of work and missed deadlines of over two years. A new bespoke system with the requirements that were initially identified would be a significant undertaking. To implement this project, I had a very tight deadline of less than four months to develop new software and implement it.

I contacted the local IT Department to seek their help and met the IT manager to discuss the importance of the project and how its failure was putting patients at risk. The problems being faced presently due to a lack of an adequate referral system was highlighted. I was able, during these conversations, to interest the IT Manager to set up a task team to investigate the project and see if this could be implemented. 


Development 

The IT Department having understood the requirements sought, determined that a system would not need to be developed from scratch but could be piggybacked onto a system already available which was presently being used by GPs’ to refer elective patients in the Cardiology service. The system would however need extensive modification to allow any doctor in Wales to be able to refer an acutely unwell patient as an emergency to Neurosurgery. 

I set up weekly coordination meetings with the IT team to discuss project development. I considered it better to help, coordinate and supervise at the initial stages of development than try modifying what was already developed, fairly advanced and linked to other aspects of the software at a later stage. The main stages of development were undertaken by the IT Team over an eight-week period. 

Once the basic framework of the software was ready, the IT departmental lead presented it at the Department morning meeting to the neurosurgical registrars and consultants. Different aspects of the software were interrogated to determine any changes that needed to be incorporated. Changes were implemented and then re-presented at the meeting two weeks later. Further modifications were discussed. 

Beta testing was then undertaken with dummy patients’ information being uploaded to check any teething issues and the user interface. This was then presented at the Departmental Audit meeting where the audience included the Neurosurgical Department, Neurology Department and the Neuro Rehabilitation service. Suggestions were sought to improve the user interface and help all stakeholders understand the system. 












Pilot study

My mid-August the software was ready for testing in a pilot programme.  As the largest referring unit was the local hospital (University Hospital of Wales, Cardiff) and this was within the IT Department’s purview, this was rolled out within the trust board. A log was maintained of any issues identified by any stakeholder, either in the referring team or in the Neurosurgical department.

A meeting was held every Friday with the IT department to iron out any difficulties faced and give feedback on the system. The system was modified on a rolling basis as required and is presently in this phase.



























Further steps

The aim is to learn from this pilot exercise and then start a new pilot with roll out to one external hospital. It is expected that the new pilot study will commence in late September. The target hospital is the Royal Glamorgan, as it is relatively small, close by and does not refer many patients on a weekly basis. This would allow testing and modification without much disruption should changes be required. This pilot study is expected to last 4 weeks with the system then going live over the entire South Wales area.

An outreach educational programme by the neurosurgical registrars is planned to help referring hospitals on the use of the system. A video is also being designed by the IT department to help referrers understand how to use the system. It is envisaged to have a period of transition over 2 to 3 months to help referring doctors using the current system, should there be any issues that they may be uncomfortable with. It is expected that the new online electronic referral system would be fully implemented by January 2020. 





















Leadership models used and my personal journey

Undertaking and implementing this medical leadership project helped ground my understanding of the theory learnt during the teaching of the module via the presentations, action learning sets, goal-oriented team tasks and peer group discussions. 
 
The concept of mental toughness and understanding the 4 C’s was particularly helpful 
(Clough P, 2002) when I faced the inability to use the Refer-a-patient system. It required resilience to successfully adapt in the face of difficulty to use a system which was well developed and had been used elsewhere for exactly this purpose. The solutions offered by my colleagues and the Department in general was to shelve the project and wait for a system that was still being developed and would be at least 2 to 3 years before implementation. The IT parameters that set the agenda regarding non-implementation of my preferred solution were beyond my control and being informed of it halfway through the project was a real test of my “Commitment”. My ability to “Control” the situation was severely hampered because the solution required was technical and beyond my immediate scope. The “Challenge” I faced was to find a different approach and co-opt help. It required “Confidence” and self-belief to be able to influence another Department which was equally under stress due to a substantial workload in understanding the importance of the project and being able to commit resources to it. This required confidence in my own abilities, assertiveness and strong inter-personal skills in being able to coalesce a coalition. 

Understanding BELBIN team roles was key in helping achieve the project objectives (Belbin, 2019). Prior to undertaking this leadership programme, I had but a vague understanding of the different roles a team needs, to be successful. My personal report showed that I was a “Plant” and was strong in the “Team worker”, “Resource investigator” and Shaper” roles. I was particularly poor at being a “Coordinator”, “Specialist” and achieved no points as a “Completer Finisher”. Understanding my own strengths and shortcomings was helpful in consciously trying to help coordinate the team and setup tasks with a time limit to help complete and finish the project on time. I am much more conscious now of the key role different members of a team can play based on their personality traits.

The Myers Briggs Type indicator was also helpful in personal reflection and evaluation. Analysis showed my type to be INTJ (Introversion, Intuition, Thinking, Judging) (Myersbriggs, 2019). This report helped in my understanding of the approach I have taken to problems so far. In keeping with the analysis, I have always been known to be independent and individualistic with some of my colleagues finding me occasionally single minded and stubborn in trying to solve complex challenging problems. I have in the past relied on colleagues to help fill details which I have tended to ignore. Routine everyday tasks have bored me and in my professional and social life I have attempted a variety of different tasks to help keep myself occupied. 

An awareness of this personality trait has helped me during this project to actively seek out team members who look at details and persevere with routine tasks to ensure that they are completed. As a leader, I think it is important to understand different styles to get the best out of people. It did help me gain perspective in appreciating others’ points of view and in finding the difference useful and broadening rather than annoying and restricting. 

An understanding of the different types of leadership styles was useful (Goleman, 2017). The project, especially after hitting a snag, required skills of providing a vision, building commitment among employees of different organisations and creating harmony and mutual trust among team workers. This requirement was met by my adopting a leadership style of being Visionary, Participative and Affiliative. To meet the tight schedule, a Pacesetting profile was also required. A Directive form of leadership would have been counter-productive in this scenario. 

The most useful model I found was Kotter’s 8-step process of Leading change (Kotter J, 2017). I had to Create a Sense of Urgency to help the IT Department see the need for change;  Build a Guiding Coalition of Neurosurgical registrars and IT professionals; Form a Strategic Vision and Initiatives to clarify how the system would transform care; Enlist a Volunteer Army by having discussions with all stakeholders; Enable Action by Removing Barriers by having meetings chaired by the IT team and Neurosurgical registrars; Generate Short-Term Wins by highlighting to the Stakeholder groups the rapid progress being made; Sustain Acceleration by having strict targets to meet the Pilot study deadline dates; Institute Change by articulating the transformations being made in providing more timely care in a less stressed environment.




 




Summary

The outcome of the Leading service improvement project is nearly achieved. The project, due to its technical nature required significant input from the IT department. This was possible with a collective and facilitative leadership model and required perseverance and mental toughness to get through. The leadership programme with its emphasis on the different models of leadership was helpful in reflection and personal evaluation. 
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