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Project Proposal
[bookmark: _GoBack]For the academic year 2018-2019, I have been working in the population health department at Welsh Government as a Welsh Clinical Leadership Training Fellow looking at healthcare quality. The aim of my project is to consider different methods as to how to ensure that healthcare quality is consistently a top priority for local Health Boards and trusts.
The concept of healthcare quality came to wider recognition following the publication of ‘To Err is Human’ (Kohn et al. 1999), in which it was reported that roughly ten percent of patients will suffer some form of harm as a result of healthcare intervention. This finding has been repeated in other studies across the world including a recent one that was carried out in the NHS in Wales (Mayor et al. 2017). Following the publication in 1999, the former Institute of Medicine (IOM) described six domains of healthcare quality (Crossing the Quality Chasm, 2001). These six domains of  healthcare quality are still widely recognised today and are as follows: -
Safe
Effective
Equitable
Patient-centred
Timely
Efficient
Closely related to the IOM’s six quality domains are the prudent healthcare principles which were announced by the then Welsh Minister for Health and Social Services (Bevan Commission, 2015). These principles cover co-production of services (patient-centered), caring for those with the greatest health needs first (effective, timely), reduce inappropriate variation (equitable, efficient) and do only what is needed (effective, efficient) and do no harm (safe) and have been developed to help the NHS in Wales deal with the current challenges of an ageing population, rapidly advancing technology and workforce challenges all in a time of financial constraint.
Welsh Government plays an important role for the NHS in Wales. It is responsible for setting the direction of the NHS, develops healthcare policy and legislation as well as the crucial role of holding the NHS to account.
The importance of healthcare quality has been highlighted in a number of high-profile reports in recent years. In 2013 the Report of the Mid-Staffordshire NHS Foundation Trust (Francis, 2013) was published looking at what went wrong within the trust after concerns were raised with regards to issues such as mortality rate and volume of complaints being made. This report shocked the country and again highlighted the importance of healthcare quality. Welsh Government produced Safe Care, Compassionate Care in response to the Francis Report which described the governance framework for healthcare quality to ensure there was adequate system within Wales. Another document produced by Welsh Government with regards to quality was the Quality Delivery Plan (Department of Health and Social Services, 2012). This was the plan with the aim of developing a quality-led NHS and ran between 2012 and 2016.
However, since the publication of these documents there have been local examples of where healthcare has not met the required standards. The Trusted to Care report written by Professor June Andrews (Andrews, 2014) was commissioned by the then Welsh Minister for Health and Social Services to look at the quality of care provided to patients at the Princess of Wales  and Neath Port Talbot Hospitals after concerns were raised about quality of care, particularly of the frail elderly patients. The report highlighted concerns about quality of care and patient safety and stressed “problems with organisational strategy on quality and patient safety…”. More recently, the Royal College of Obstetrics and Gynaecology was commissioned by Welsh Government to review maternity services at the former Cwm Taf Health board (now Cwm Taf Morgannwg Health board) due to concerns that serious incidents were not being reported and investigated adequately.
In 2018, the Parliamentary Review into Health and Social Care in Wales suggested the quadruple aim that should be adopted by the NHS in Wales and one aspect of that aim was for continuous improvement in quality of care and patient experience (Department of Health and Social Services, 2018). Following publication of this review, Welsh Government published A Healthier Wales (Department of Health and Social Services, 2018), which is the ten-year strategic plan for Wales and highlights that the NHS core values of quality and safety should be prioritised above all else. 
In terms of methodology, this will involve performing an extensive literature review into healthcare quality, in particular, looking at any research describing governance of healthcare quality. It will need to be outward facing and look to what practice is being undertaken across the world to improve healthcare quality as well as here in the United Kingdom. 
Furthermore, it will involve discussions with key stakeholders both within the Health Department in Welsh Government but also external stakeholders such as the national quality improvement group (1000 Lives) and the major think tank for the NHS in Wales, the Bevan Commission. It is vital that this work is aligned to 1000 Lives as quality improvement is a key part of the quality cycle. The other group it will be important to work with are the National Clinical Plan leads as it is vital to ensure that healthcare quality is an important thread throughout the new national clinical plan.
It is vital for me to consider how to work effectively in a different organisation and different culture to the NHS and to understand how to influence within a different type of organisation.
There are no ethical concerns for this project therefore I have not been required to submit ethical approval. 
Whilst this piece of work may not have an immediate impact on patient care, it has the potential to have a wide-reaching impact in the future for the population of Wales and assist to improve the quality of care provided within the NHS.
Background and strategic context
Initially, the aim of my project was much broader, which was to create the new national quality plan for NHS Wales. As highlighted in the proposal, it became more focussed, particularly after the report into maternity services at the former Cwm Taf Health Board (Royal College Obstetrics and Gynaecology, 2019). There were also other reasons that narrowed the scope.
The review into maternity services was commissioned by Welsh Government due to concerns about lack of governance regarding serious incident reporting (Patient Safety Wales, 2019). One of the findings of this review was lack of assurance with regards to there being a functioning governance system to ensure quality of care, therefore it was felt that any assurance that the board received could not be relied upon to provide a true picture of quality and safety. However, as a health board, Cwm Taf were performing well in terms of finance and performance so the question had to be, how had things gone wrong?
Following this publication, there was discussion with regards to health boards’ prioritisation of healthcare quality. Thus, the original aim of the project evolved to become ‘how to ensure health boards prioritise healthcare quality’. 
Another key factor was that in June 2019, the Health and Social Care (Quality and Engagement) (Wales) Bill was introduced into the Welsh Assembly (Health and Social Services Department, 2019). If passed, this proposed legislation will introduce a Duty of Quality onto NHS bodies and Welsh Ministers so that any future decisions that are made regarding healthcare in Wales, are done so to improve quality of care. One vital aspect of this proposed duty is that ministers and health bodies will be required to prove that there have been improvements with regards to quality of care on an annual basis.
Methodology and Evidence
The first part of the project was going to involve research, both looking for an evidence base surrounding health board prioritisation of healthcare quality and whether there is evidence to support if board prioritisation does impact on healthcare quality as well as researching what work was being done elsewhere in the world with regards to quality, being outward facing as well as inward looking.
The issue of health boards approach to quality was raised back in 2004 when the National Quality Forum (NQF) in America published ‘a call to responsibility’ highlighting the importance of the board recognising quality as a top priority and encouraging active involvement in quality improvement as well as many other suggestions. A survey carried out with health board chairs in America found that the higher performing organisations reported higher expertise with regards to quality of care compared to lower-performing ones (Jha and Epstein, 2010) and in those that were considered high-performing, it was more likely the chair would highlight the boards influence for quality compared to the chairs from the lower-performing ones. It is also reported that education to non-clinical trustees of health boards in America has focused on safety, just one of the six quality domains (Institute of Healthcare Improvement, (2018).
In the United Kingdom (UK), a mixed methods study was published that aimed to look at how health boards govern for quality improvement (Jones et al. 2017). This involved the research team going in to these fifteen organisations and observing public parts of board meetings as well as reading any publicly available documents. It also involved interviews with board members which focused on governance of quality improvement (QI) work. The study found several characteristics of organisations that had a high maturity for quality improvement including prioritisation of QI; the use of data for improvement as opposed to just for assurance; a culture of continuous improvement and strong clinical leadership. Whilst this study primarily focuses on quality improvement, it is possible that its findings would be similar if it looked at quality as a whole. 
A systematic review published recently (Vaughn et al, 2019) looked at qualitative reviews focussing on characteristics of organisations struggling to improve quality of care. Through those reviews, it was found that there were a number of recurring features of organisations that were deemed to be ‘struggling’. These features included poor organisational culture; lack of cohesive mission/vision and inadequate infrastructure.
Another systematic review explored as to whether the culture of an organisation can impact on patient outcomes. It found overwhelmingly that culture positively impacts on patient outcomes including mortality rates and adverse events (Braithwaite et al, 2017). The culture of an organisation is hugely important (Napier et al, 2014).
As well as prioritisation of quality at the board level leading to better outcomes, the board are also ultimately accountable for care provided, so they need to know what is going on and what systems are needed to help the frontline staff provide the best care they possibly can. So as well as needing to prioritise quality from a moral point of view, they also need to understand what’s going on from an assurance point of view (Dixon et al, 2012).
The Health Foundation have recently published a paper on getting organisations ready to take on a culture of continuous improvement. It has explored some healthcare organisations that have managed to develop an organisation wide commitment to improvement work to highlight the different key aspects needed to take on this approach. With regards to this project, the most relevant step that the paper has highlighted is the need to secure board buy-in to this approach. It requires the right finances and infrastructure though this buy in is likely to be easier to get in stable organisations (The Health Foundation, 2019) and clinical input essential to emphasise why quality improvement is so important in the modern NHS.
In terms of work on healthcare quality elsewhere, Healthcare Improvement Scotland have been developing a quality management framework to assist driving the quality agenda (Healthcare Improvement Scotland, 2018). This involved engagement work with the wider NHS and through that engagement work, there was a consistent feeling was that not enough emphasis is placed on the planning part of the quality cycle (Juran and Godfrey, 1999).
The conclusion from the research is that there is evidence to support that a board commitment to quality is important and it can have a positive impact on patient outcomes. The next question was to how to take the quality agenda forward and ensure that health boards are prioritising quality. 
With regards to change models that I was going to use for this project, the one I am going to discuss is Kotter’s 8 steps of change model (Kotter, 1988). This model highlights eight key steps that are required in order to successfully implement change. First, there needs to be urgency that the problem needs to be addressed. It is then important to form a powerful coalition. The next step is to create a powerful vision for change that needs to be communicated. Any obstacles need to be removed and short-term wins are needed to gain buy-in. These short-term wins need to be built upon in order to truly change the culture (Carroll and Quijada, 2004). 
With regards to this piece of work, the urgency for change had been created by the report into maternity services at Cwm Taf Health Board.
In terms of forming a powerful coalition, there were key stakeholders I was going to need to engage with to take this piece of work forward. Some of those were stakeholders within Welsh Government such as the Head of Healthcare Quality, the Chief Medical Officer (CMO) and the Chief Executive of the NHS. Part of the reason for these individuals to be involved was to gain input from experts but also it was important politically as the civil service is a type of organisational that Handy would describe as being an ‘Apollo’ culture (Handy, 1999). In this type of organisational culture, it is important to respect hierarchy and committee procedure, generally work is not done in isolation by an individual and agreement is required at various steps. As Kotters model has highlighted, creating urgency is a crucial step for implementing change, but ‘Apollo’ organisations tend to have long time-scales, making that urgency quite challenging to implement. A couple of my colleagues in the civil service told me that civil servants tend to be ‘risk averse’ which is quite the opposite to what I am used to and could be a potential challenge.
There were also key stakeholders outside of Welsh Government that I identified through carrying out a stakeholder mapping exercise.  One of the most crucial stakeholders were the team at the national quality improvement organisation, 1000 Lives, particularly important as they were undergoing a rebranding and repurposing exercise at the time. It was vital to ensure that the work being done in Welsh Government would align with the work and plan that 1000 Lives were developing as quality improvement is critical to ensure quality.
There were also groups within the NHS that were crucial to engage with, one being the National Quality and Safety Forum and the other, the All Wales Medical Directors group.
Creating the vision was the next step. As mentioned, there has already been quite strong policy issued from Welsh Government with regards to healthcare quality. When reviewing what had already been set out, the importance of a culture of continuous improvement had been highlighted as had patient experience. A trust in England that has truly embraced the culture of continuous improvement is the East London NHS Foundation Trust. It has seemingly done so by having quality of care consistently as a top priority for the trust, truly listening to staff and patients as well as training all in quality improvement methodology, patients as well as staff. This approach has helped the trust maintain its ‘Outstanding’ rating by the Care Quality Commission (East London NHS Foundation Trust, 2019). 
However, despite policy emphasising the importance of continuous improvement and healthcare quality in Wales, it obviously was not having the impact that was required given what happened in Cwm Taf Health Board. 
It was important that in the first part of this new plan, there would need to be a clear description of a quality management system is and how it should be used to continually drive improvements in healthcare. With regards to quality management, the model chosen was the Juran quality cycle (Juran, 1999). This is a continuous inter-locking cycle where quality planning dictates quality improvement work. Once quality improvement has produced a sustainable improvement in care, it needs to become part of routine care and monitored by quality assurance/control. If there is deviation in quality control, it needs to be highlighted in planning and the cycle continues. Part of what is appealing about the Juran quality cycle is that it is quite simple in theory and if used properly, can help focus where improvement work is needed.
Self-assessment and Accreditation
As highlighted, knowing how to move the quality agenda was a challenge I was facing, particularly with regards to the prioritisation of quality for boards. The quality management system, though helpful as a tool to drive more structured improvements in quality, could not provide the necessary assurance that was required at the board level. 
From the beginning of my time in Welsh Government, I was very clear that I did not want the output to simply be a document telling people what they should be doing. I wanted the output to be something where there would be clear actions that would actually help the NHS improve, but at this point in the project, I was struggling to know how to achieve that.
Around this time, I attended the Institute of Healthcare Improvement International Quality and Safety forum. One of the talks I attended was about quality improvement and surprisingly, it actually provided an idea to this conundrum (Evans, 2019). The presentation covered an approach to quality improvement that has been taken by Better Care, Victoria. This is an innovation fund which acts to identify best practice and innovation and embed into routine care in Victoria, Australia. 
As part of their quality improvement journey, Better Care Victoria have developed a tool called the ‘Organisational Strategy for Improvement Matrix (OSIM)’ (Better Care Victoria, 2018). This is essentially a self-assessment tool to help organisations assess where they are in terms of quality improvement. It assesses against four broad domains; culture; results and system impact; workforce capability and development and lastly, organisational systems/structures. The team had recently carried out this assessment for the first time and were positive about the fact that even though the self-assessment demonstrated they are quite early in their quality improvement journey, it allowed them to understand where they were in respect to these four domains so that a plan could be developed to improve, particularly focussing on their weaker areas. 
On returning to work following the conference, I researched to understand more about what is involved in the self-assessment and felt that broadly, the four domains had elements that were key to quality as a whole, as opposed to just quality improvement. The importance of organisational culture has been highlighted in the research I have already mentioned.
An initial draft for this quality plan had already been developed by this point, which largely focussed on the quality cycle and a meeting had been scheduled between myself, the Head of Healthcare Quality, the CMO and the Chief Executive of the NHS to discuss the current version. Having discussed the concept of a ‘quality self-assessment’ tool with the head of healthcare quality, I took the OSIM tool to the meeting to start discussions. What became clear very quickly was that the Chief Executive had been having similar thoughts with regards to assuring for quality at the health board level. 
The Bevan Commission is a health and care think tank in Wales. A discussion paper had been published by the commission regarding quality of care and how to sustain improvement (Bevan Commission, 2017). The paper made several recommendations with regards to how to improve quality including the articulation of a quality management system, but it also suggested an accreditation system such as International Organisation for Standardisation (ISO) (ISO, 2019).
After that discussion, it was generally agreed that something was needed to assure that boards are prioritising quality, but the debate was ongoing as to whether this should be a self-assessment or follow an accreditation pathway where an external organisation comes in to assess the situation, as suggested by the Bevan Commission.
When reviewing historical documents written by Welsh Government, there was a quote that aligns itself to a self-assessment approach as opposed to accreditation which is “quality grows from inside organisations, it cannot be imposed” (Welsh Government, 2006).
With regards to accreditation or certification and impact on healthcare, the evidence demonstrating improved quality and safety as a result is weak (Shaw et al. 2014).  A systematic review (Greenfield and Braithwaite, 2008) looking at accreditation in healthcare also found inconsistent evidence that accreditation positively impacted on the healthcare provided. 
From the evidence and the history of quality in Wales, I feel that a self-assessment approach is the right one to take.
Self-assessment tools
The next step was to research for any other self-assessment tools for healthcare quality as despite the positive attributes of the OSIM tool, it was very much in the space of quality improvement as opposed to quality as a whole.
The ideal tool would be one that has been developed iteratively and gone through a testing process to ensure it works. It would need to be one that looked at the IOM six domains of healthcare quality as well as the different parts of the quality cycle-planning, improvement and control/assurance. 
After discussing with the director of 1000 Lives who has expertise on quality and had pointed out a few examples, I performed an analysis of the different tools I could find and decide which ones had potential to be used for the above purpose.
In total, I reviewed nine different tools of which three had potential to be evaluated further.
· OSIM (mentioned previously)
· Model for Understanding Success in Quality (MUSIQ) (Kaplan et al. 2012)
· Governance of Quality Assessment (GQA) (Institute of Healthcare Improvement, 2018)
The first two of the tools mentioned have a particular focus on quality improvement. The third (the GQA tool) does assess against the six quality domains but as it has been developed in America, it includes aspects that would not be relevant in the United Kingdom and does not look at the quality cycle. 
The ones that I had disregarded would not fulfil the aim that it needed to, for example, the Monitoring and Measuring for Safety Framework (MMSF) focussed entirely on patient safety. Even though safety is crucial, it is only one of the six IOM domains of quality.
Interestingly, Healthcare Improvement Scotland have recently done a pilot where a couple of NHS boards have undertaken a self-assessment exercise against different domains including impact on staff and patients and delivery of safe, effective and compassionate care, as well as others. The evaluation/assessment they used was very much a narrative one and they found in the pilot sites that the narrative ended up being more about process as opposed to outcomes and was quite labour intensive. They were able to adapt the tool following this but it is a key point to remember when deciding which tool we will use in Wales (Healthcare Improvement Scotland, 2019).
Post self-assessment
The self-assessment will be the first part of the process but on its own, it will not mean very much so it will be crucial to get the next steps right. There were also concerns about how accurate a self-assessment would be. It is possible the health boards would score themselves highly, possibly fearful of the response that could be received if they were not performing well. 
The importance of healthcare organisations being open and transparent has been highlighted on several occasions including the report A Promise to Learn-A Commitment to Act (Berwick, 2013). This was written as a response to the Report of the Mid-Staffordshire NHS Foundation Trust Public Inquiry (Francis, 2013) and one of its key recommendations was about the importance of transparency and that all data surrounding quality and safety should be shared with all who want it, regardless of what it shows. 
Discussions with different stakeholders surrounding this issue was key to the plan following the self-assessment. The team at 1000 Lives, the NHS Delivery Unit and the Bevan Commission all wanted to contribute in aiding health boards to develop an plan as to how to improve in terms of quality, which is actually the most crucial part of the process, but they could also be in the position to go into organisations to review the self-assessment and test that information provided is accurate. 
Once a plan has been developed by health boards, progress against the plan will be reviewed at the six-monthly Joint Executive Team (JET) meetings that health boards have with Welsh Government officials which will provide assurance to Welsh Government but also provide health boards with the opportunity to highlight any challenges in implementing the plan. This plan for improving on quality can also feed into the health boards’ next Integrated Medium Term Plan (IMTP) and will aide meeting the proposed Duty of Quality where they need to report on quality on an annual basis.
Recommendations
As a result of the above work, I have been able to make the following recommendations to Welsh Government: -
· Form a task and finish group with representatives from Welsh Government, the NHS, NHS delivery unit, 1000 Lives and Bevan Commission
· Task and finish group to agree on most appropriate self-assessment tool (or possibly devise own for Wales)
· Each health board to undertake a self-assessment for quality
· Representatives from each of above to provide assurance that self-assessment is accurate and assist health board in developing plan to improve on quality
· Plan to be reviewed at JET meetings between health boards and Welsh Government
In terms of where this work is with regards to Kotter’s change model, the urgency had already been created. The powerful coalition has been developed with different stakeholders’ keen to take the work forward and the vision has been created. The expected timescale is that the quality plan will be published in the autumn, which will communicate the vision. 
As mentioned previously, the civil service is an ‘Apollo’ type of organisation so there are various steps needed including different people agreeing with the plan before it can be published but that is the next step in the process. Therefore, even though the above actions are agreed in principle, the exact tool needs to be chosen by the task and finish group.
In terms of how the work will be taken further, it has been agreed that I will continue to work at Welsh Government one day a week for at least the next six months, partly to complete this piece of work and move the recommendations into actions. One of the challenges I do envisage is getting a consensus about the best self-assessment tool from the task and finish group but this is where it will be vital to re-visit what has happened at Cwm Taf to demonstrate the urgency and use that urgency to ensure that a conclusion is reached. 
In terms of demonstrating impact on patients, I will not be able to demonstrate improvement with this piece of work this year but the aim would be that in the long term, patients in Wales will consistently receive high quality care due to the fact that the most senior people within healthcare organisations truly understand what quality care looks like and can develop accordingly, prioritising quality above all else.
Reflections
Compassionate leadership is a concept that I have heard repeated quite frequently over the past year (West et al. 2017). The four parts of compassion are understood to be attending; understanding; empathising and helping. It is a style of leadership that I think is going to be hugely important in the years to come in the NHS and the recommendations from this project could be used in a compassionate way. There does need to be assurance at government level that organisations are being open and honest but what I feel is more important is the support and plan that come as a result of that self-assessment. It is an opportunity for the government and the NHS to truly work together to improve the quality of care provided to the population of Wales. I am still nervous that this could become a very bureaucratic and unhelpful process, but I do feel that my supervisors share the vision that it could be in the compassionate place and hopefully between us we can continue to sell that vision and make sure it does truly help.
With regards to influencing, this project required a ‘visionary’ approach (Goleman, 2000) to influencing as explained by the ‘Push and Pull’ (Push and Pull, 2019) model. It is about getting people to see what the future could be, a style of influencing I have not really used before. There was certainly some initial push back and I suspect, there will be more to come before the recommendations are fully embedded as actions. For instance, my project supervisor did struggle initially to see how it could work and it was partly a case of me being patient and not forcing the issue but quietly pointing out what it could look like until he bought into the concept and ended up being quite passionate about it.
My personality type according to the Myers-Briggs Personality Type Indicator (MBTI) probably helped me in these scenarios (The Myers and Briggs Foundation, 2019). My type is that of an Introvert Sensing Feeling Judging (ISFJ) type. I did not feel I was going to succeed by being very forceful on the topic but possibly would if I went about it in a quieter way, letting people contemplate it themselves and in a way, come to their own conclusions. 
There are some scenarios where being an introvert probably has not helped though. I recently had a phone call with a senior leader regarding this topic and on reflection did not speak up as much as I probably should have done. It is something I have been working on with coaching and is something that I will need to continue to work on through my leadership journey. I do not believe you have to be an extravert to be an effective leader but overcoming the shyness that I have when meeting people initially is something that could hinder me and is something I feel I can work on.
Political astuteness was also important for this piece of work and understanding the organisational culture was a breakthrough moment for me when it came to that. This was not a piece of work I was going to develop on my own, I needed to engage the right people at the right time. The Chief Executive had to know the direction it was going as did the CMO but did not need to be kept abreast of every step. It was vital that the director of 1000 lives was on board with the concept and it was possibly more important to keep him involved more regularly than others, understanding the influence he could have.
With regards to working in a different organisational culture, doctors are more likely to work in a ‘Dionysus’ culture (Handy, 1999) where there is no structure or rules and protection of professional freedom. I believe that that freedom can be essential to our role when it comes to patient care if used responsibly. Sometimes, it is necessary to deviate from protocol if that’s in the best interests of the person you are caring for and having that professional culture allows that. But equally, the NHS and government cannot have that culture as an organisational approach, things would quickly fall apart if that happened so working in this different culture has partly shown me what it is like but why policies and plans go through all these steps and how strong governance needs to be. It was also a key learning point in understanding that doctors, as a professional, can be quite reluctant to change, which is also in keeping with the ‘Dionysus’ culture.
At times, I did feel that the title of ‘Welsh Clinical Leadership Training Fellow’ did not always help, especially when you refer to yourself as a ‘junior doctor’ as automatically, unless people understand what that means, it could weaken the credibility. On one occasion, an individual outside my organisation did not want to progress one conversation with myself until he had had the opportunity to discuss it with more senior people within Government. Though slightly annoying, I did not push the conversation further. It demonstrates that hierarchy still exists, both inside the NHS and outside. Knowing how to handle those situations is a different question and one I am still not sure I have the answer to.
With regards to the actual aim of the project, it was something that evolved and I found that part quite frustrating. I like to know exactly what I am working on, but it took a while to get to that point. Again, this is likely linked to my personality, particularly the ‘judging’ part. However not knowing what the end product would be did take me out of my comfort zone and also demonstrated to me that sometimes these things do evolve, and it is important to allow that to happen when appropriate. Being able to step outside one’s comfort zone is hugely important in leadership.
If I could repeat the process, there probably are things I would do differently. Even though I did involve people from the NHS, I probably could have done more, truly reaching out and finding out people’s thoughts. I do believe it is important to remember that any pieces of work like this should be done to help the health service develop and should be co-produced. Getting the balance of that support against the accountability role that Welsh Government has to play is difficult. Too much support from government could mean people take advantage but too much challenge can make people reluctant to engage. I think at some points, I was not sure how much license I had to go out and discuss these topics, partly my fault for not recognising that earlier but in the future, I think it will be important to clarify how much freedom I have when doing these kind of projects.
It was also frustrating to me that all of this did not have the green light when I completed my role as a leadership fellow but things in the civil service do take time. Especially with change that is going to be on a large scale, you would not want to rush that and get it wrong. The people around me also knew that hurrying it through would not work so were able to reassure me that this is normal.
Conclusions
This project has been hugely important in terms of developing me as a leader. It has demonstrated to me just how complex a system healthcare is but also that achieving large scale strategic change is difficult and not something that is done quickly. It has taught me patience, how to be politically astute and how to use your strengths for influencing. The Kotter’s 8 steps of change model has been hugely helpful in understanding how to successfully implement change. On this occasion, largely due to events in the NHS, this project has focussed on the first three steps which do make success more probable as those steps are often forgotten.  What will be key for me in the future, is not forgetting those first three steps, in particular creating urgency. 
In the future, I would like to be involved with work that looks at patient outcomes on a population basis as well as to continue my clinical work and help to truly improve care for the population of Wales. I have heard many times over the past year that Wales is in a good position to truly drive up transformational change across the health service, due to its relatively small population and proximity of the NHS to Welsh Government and my hope is that this project can be one small part of that change.
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