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Section 1 
1.1 Introduction
The modern healthcare environment is increasingly defined by complexity, ambiguity, and rapid change. These conditions place unique demands on leaders who must navigate uncertainty while ensuring safe, compassionate, and effective care. Leadership in this setting is not limited to positional authority but involves relational influence, emotional intelligence, and strategic foresight. The growing body of evidence within healthcare leadership literature highlights the critical role of integrated leadership approaches in delivering improved patient outcomes, staff engagement, and system-wide resilience (West et al., 2017).
Resilience is equally crucial in healthcare systems where pressure, burnout, and emotional fatigue are prevalent. Defined as the ability to recover, adapt, and maintain performance during adversity, resilience is both an individual and collective competence. It supports staff wellbeing, sustains clinical effectiveness, and contributes to organisational learning and adaptability (Robertson et al., 2016). This perspective is reinforced by my own research exploring resilience in high-pressure clinical environments, where I examined how cultural myths of ‘toughness’ can both support and hinder effective performance (Chauhan, 2025).
Throughout my career, I have operated across two demanding professional spheres: the NHS and the British Army. These parallel contexts have shaped a unique understanding of leadership that balances decisiveness with empathy, structure with adaptability (Chauhan, 2024a), and discipline with compassion. Military leadership, particularly in mission-critical environments, cultivates resilience through mental toughness, clarity under pressure, and shared purpose. NHS leadership, in contrast, centres on compassionate engagement, inclusive collaboration, and navigating complex socio-political contexts. Insights from my comparative studies of leadership across the British Army and NHS surgical training underscore how context influences decision-making, psychological safety, and team cohesion (Chauhan, 2024b).
This portfolio is an academic and reflective exploration of these interwoven domains. Titled Integrated Leadership and Resilience Development in Complex Healthcare Systems, it examines how leadership models and resilience frameworks can be critically applied, evaluated, and adapted within multidisciplinary healthcare environments. Grounded in lived experience, supported by theory, and informed by professional practice, this work is structured around four learning outcomes.
The first learning outcome focuses on synthesising leadership theories to support evidence-based strategies for addressing complex challenges in healthcare teams. The second explores how resilience frameworks can be designed, implemented, and evaluated to strengthen both individual and team adaptability. The third assesses the tangible impact of leadership and resilience interventions on patient care, team cohesion, and organisational culture. The final outcome draws on experiential learning from both military and NHS settings to refine a personal leadership philosophy rooted in reflective practice.
In constructing this portfolio, I have drawn upon my prior academic work, professional presentations, and coaching practice. Themes such as self-leadership, metacognition, adaptive leadership, diversity, and psychological safety are embedded throughout, informed by my publications examining metacognition as a driver of exceptional leadership and the potential for NHS systems to adopt adaptive leadership strategies akin to the Army (Chauhan, 2024a; Chauhan, 2024c). The intention is not only to meet the requirements of academic assessment but to further evolve as a leader equipped to navigate the evolving demands of healthcare systems.
1.2 Learning Agreement
This learning agreement sets the foundation for a portfolio that critically explores integrated leadership and resilience within complex healthcare systems. It defines the academic scope and professional intention of the work, aligned with Level 7 expectations of critical analysis, synthesis of theory, and application to practice (QAA, 2023).
As a General Surgery Registrar in the British Army and NHS, and a Senior Fellow at the Centre for Army Leadership, my leadership responsibilities span across clinical, operational, and educational settings. These environments demand adaptable, value-driven leadership that nurtures team cohesion, particularly under pressure. My experiences have shaped a deep interest in bridging the gap between theory and practice, especially in promoting psychological safety, compassionate leadership, and collective resilience; factors that are recognised as core to effective team performance (West et al., 2017; Lown et al., 2019).
The portfolio aims to:
· Critically examine leadership models in real-world complexity.
· Design and evaluate resilience strategies for individuals and teams.
· Assess the organisational impact of leadership interventions.
· Refine a personal leadership philosophy grounded in evidence and reflection.
Together, these objectives will underpin a structured, reflective, and research-informed exploration of leadership development in high-stakes healthcare systems.

1.3 Learning Methods, Environment and Support 
This portfolio is grounded in experiential learning and reflective practice. The methodological foundation of this portfolio requires a model robust enough to support critical analysis at Level 7 education. While Kolb’s Experiential Learning Cycle ((Meijer et al., 2022) is invaluable for conceptualising the long-term process of learning, from concrete experience to active experimentation; it was not selected as the primary analytical framework for specific incidents. Kolb’s focus on the overall cycle limits the detailed, step-by-step reflective prompts necessary for a deep academic breakdown of a single critical incident and subsequent systematic assessment.
Therefore, a combined approach was chosen and justified. Gibbs’ Reflective Cycle (1988) is used to analyse key leadership scenarios I have encountered because its simple, sequential structure (Description, Feelings, Evaluation, Analysis, Conclusion, Action Plan) ensures no critical step of the incident review is missed and provides the necessary rigor for academic assessment. This provides the foundational structure. In direct comparison, Brookfield’s four lenses of reflection (2017), which include self, peers, literature, and learners, are then integrated to move the analysis beyond the internal steps of Gibbs to external validation. Brookfield’s focus on critical questioning helps deepen the analysis and challenge personal assumptions, ensuring the required criticality is met. Together, these models support a structured integration of practical experience with academic understanding, allowing for robust, critically justified analysis.
The academic basis includes contemporary leadership literature, such as the NHS Leadership Academy model (2013) and the British Army Leadership Doctrine (2021), allowing application across both civilian and military healthcare systems. My learning takes place within a teaching hospital and the Centre for Army Leadership, both of which provide access to rich interprofessional insights and leadership scholarship. Ongoing academic supervision, reflective journaling, and feedback from peers and mentors will provide structure, accountability, and continuity. This will ensure academic rigour and practical relevance throughout the portfolio. Insights from my own work on resilience in high-pressure clinical environments (Chauhan, 2025) and the comparative analysis of Army and NHS leadership (Chauhan, 2024) further inform my reflective practice, reinforcing the interplay between theory, evidence, and lived experience.
The portfolio will be structured around thematic chapters aligned to each learning outcome, combining academic analysis with reflective and applied learning. A reflective log and timeline will guide staged drafting and review, with supervisor feedback incorporated throughout. All content will follow Harvard referencing and meet the university's academic integrity standards.




Section 2 – Learning Outcome 1
Critically analyse and synthesise multiple leadership models to develop and implement evidence-based strategies that address complex challenges in multidisciplinary healthcare environments.

2.1 Overview 
This section is defined by its theoretical and strategic focus, addressing the first learning outcome which requires a critical analysis and synthesis of leadership models in order to develop and implement evidence-based strategies that respond to complex challenges in multidisciplinary healthcare environments. 
The discussion uses Gibbs’ Reflective Cycle (1988) to structure an exploration of lived experience, focusing specifically on the strategic decision-making involved in synthesising Transformational, Situational, and Adaptive leadership. These models are well established in leadership literature (Hersey and Blanchard, 1969; Heifetz, Grashow and Linsky, 2009; Northouse, 2021) and are directly relevant to both NHS and military contexts where leaders must balance urgency, complexity, and interprofessional collaboration. By drawing on this theoretical foundation, and using the reflective models, this section will move beyond description to critically examine how these models can be applied, adapted, and integrated within high-pressure clinical environments.

2.2 Description and feelings
During a major surgical emergency in an NHS teaching hospital, I was responsible for coordinating a multidisciplinary team when a patient with severe abdominal trauma deteriorated rapidly. The team included anaesthetists, nurses, radiologists, and junior surgical colleagues. The clinical situation was time critical and carried significant risk, requiring rapid delegation, prioritisation, and communication (see Evidence C: Clinical Excellence Award). My military experience in leading under high-stress conditions informed my approach, particularly the need to remain calm, communicate clearly, and ensure accountability within the team. However, the NHS context presented a different challenge, as leadership authority was more distributed and required engagement across professional groups, which sometimes slowed immediate decision-making.
My emotions at the time were mixed. I felt an acute sense of responsibility, recognising that the patient’s outcome depended heavily on effective coordination. Alongside this was a heightened focus and determination, reflecting the influence of prior military training. At the same time, frustration emerged when communication delays or hesitation arose, which highlighted the cultural differences between military command structures and the collaborative ethos of the NHS. These emotions underlined the dual demands placed on me: to provide directive clarity while also fostering collaboration in a high-pressure clinical environment.

2.3 Evaluation of the events
Several aspects of my leadership during this event proved effective. Clear delegation and calm communication enabled the team to focus on their roles and stabilise the patient. This reflected the benefits of situational leadership, where directive action is appropriate when time is limited and junior colleagues require guidance (Hersey and Blanchard, 1969). Remaining composed also contributed to psychological safety, allowing team members to carry out their responsibilities without being distracted by panic or uncertainty (Edmondson, 2018).
However, the experience also revealed limitations. Rapid decision-making meant that some colleagues felt excluded from contributing, and this created tension during the post-event debrief. The urgency of the situation justified decisive leadership, but inclusivity was compromised. A more transformational approach, which emphasises shared vision and motivation, could have helped to maintain engagement and morale (West et al., 2017). Similarly, adaptive leadership principles might have supported a more balanced handling of complexity, especially in bridging differences between military decisiveness and NHS collaboration (Heifetz, Grashow and Linsky, 2009). The evaluation therefore highlighted the strengths of situational clarity but also the risks of not drawing sufficiently on transformational and adaptive strategies.

2.4 Analysis
To critically understand this leadership episode, it is useful to consider the theoretical foundations of three key leadership models: transformational, situational, and adaptive. Each offers insights into the strengths and limitations of my approach and highlights how different frameworks may be integrated to support leadership in complex healthcare environments.
Transformational leadership seeks to inspire and motivate others by articulating vision and fostering commitment (Bass and Avolio, 1994; Northouse, 2021). Evidence shows that transformational behaviours in healthcare can increase staff engagement and improve patient care (West et al., 2017). In the surgical emergency, transformational principles could have reinforced team cohesion, particularly by reminding colleagues of the shared purpose of saving the patient’s life. However, transformational leadership is less effective when immediate clarity is required, as vision-setting can be overshadowed by the urgency of life-threatening situations.
Situational leadership is grounded in adapting one’s style to the readiness and needs of the team (Hersey and Blanchard, 1969). In this case, directive communication was well suited to junior staff who required clear instruction. Yet the model has been criticised for oversimplifying complex team dynamics, as readiness levels vary across disciplines (Northouse, 2021). In multidisciplinary environments, applying a uniform situational approach risks overlooking professional expertise and may inadvertently silence senior voices.
Adaptive leadership focuses on mobilising people to address systemic complexity by fostering learning and innovation (Heifetz, Grashow and Linsky, 2009). Within the NHS, adaptive leadership has particular relevance where multiple professional groups and institutional pressures intersect. While less applicable during the acute emergency itself, adaptive principles would have been valuable in the post-event debrief, supporting the team to reflect on communication challenges and learn from the experience. This aligns with Brookfield’s (2017) emphasis on critical reflection as a means of questioning assumptions and improving future practice.
Taken together, the analysis shows that no single leadership model is sufficient in high-pressure healthcare environments. Therefore, the complex challenge of balancing urgent decisiveness with relational leadership necessitated the development of my own integrated style in future. For example, based on previous experiences, and knowing the junior staff required immediate clarity, I employed situational clarity, a directive style, to issue immediate, non-negotiable tasks: "Anaesthetics, stabilize blood pressure and update me when achieved. Junior doctor, order the CT scan and discuss with duty radiologist urgently, inform me when task completed. Nurse, prep the secondary surgical pack." This cut through the urgency and aligned with the "directing" style for all tasks (Hersey and Blanchard, 1969) (see Evidence A: Job Description – Emergency Response section).
However, the strategy mandates integrating transformational cues to mitigate the risks of exclusion and sustain psychological safety. In the past, I had received feedback where the team members had felt excluded. Based on that, on this occasion, my real-time action, was to counter the risk with a brief transformational micro-intervention; I paused after we had stabilised the patient and said to the team: “The patient is stable for now. That means our shared purpose remains saving this patient; everyone’s role is critical.” This small action was a deliberate attempt to maintain engagement (West et al., 2017). This also allowed the whole team to be included and ensured all team members were had full situational awareness.
2.5 Conclusion and Action plan
Reflecting on this leadership episode has shown that effective practice in complex healthcare environments requires a flexible approach rather than reliance on a single model. The experiential learning here confirmed that while situational clarity was vital in stabilising the patient , the complex challenge of managing distributed authority was evident when the post-event debrief revealed that some colleagues felt excluded. This confirms that leadership in multidisciplinary healthcare must be both responsive and integrative, combining directive clarity with a longer-term commitment to learning and inclusion (West et al., 2017; Edmondson, 2018).
In future practice, I plan to strengthen my ability to consciously integrate different leadership approaches according to context. In acute emergencies, I will continue to use situational clarity, ensuring rapid decisions are made, but I will also incorporate transformational elements by communicating purpose and recognising contributions, even briefly, to preserve engagement. Specifically, I will actively seek opportunities to apply the micro-interventions during and after directive action. For example, I will use a 'Check-in' with a non-surgical team member to ask: 'Any unvoiced safety concerns before we proceed?' This ensures psychological safety is actively sustained
After critical incidents, I will adopt adaptive leadership more deliberately by leading structured debriefs that encourage shared learning and surface assumptions, drawing on reflective practice frameworks (Brookfield, 2017). To support this, I will maintain a reflective journal, seek feedback from colleagues, and engage with continuing leadership development through NHS and military programmes. I will aim to move beyond technical steps, focusing the team on questions like: 'What underlying assumptions about team roles led to the communication friction?' This is how I will embed the iterative learning and address the complex, systemic challenges identified. These steps will allow me to refine a leadership style that is both evidence-based and grounded in lived experience, enhancing resilience, inclusivity, and performance across healthcare teams.

Section 3 – Learning Outcome 2
Design, implement, and critically evaluate resilience-building frameworks that enhance adaptability for teams and individuals in high-pressure healthcare settings.

3.1 Overview 
High-pressure healthcare environments demand more than clinical expertise. They require teams and individuals who can adapt, recover, and maintain performance under sustained stress. This section adopts a psychosocial and behavioural focus, exploring how leadership theory translates into evidence-informed strategies to enhance team effectiveness, psychological safety, and inclusive behaviours. Rather than revisiting conceptual models discussed in Learning Outcome 1, the emphasis here is on practical application, learning from experience, and evaluating impact. Drawing on my experience across NHS surgical teams and military environments, I illustrate how deliberate strategies strengthen both individual and collective resilience, and how these lessons inform sustainable team development.

3.2 Navigating the Pressure
During a period of sustained staff shortages and high surgical demand, I encountered significant challenges in maintaining team performance and wellbeing. The multidisciplinary team included consultants, junior doctors, anaesthetists, theatre nurses, and allied healthcare professionals. The combination of high patient volume, rota gaps, and fatigue placed considerable operational and emotional pressure on everyone. Early signs of stress, such as decreased focus, irritability, and hesitancy in decision-making, highlighted the need to actively support resilience within the team.
Balancing urgency with care required both personal and collective focus. I felt a strong sense of responsibility for patient safety while empathising with colleagues’ exhaustion. Drawing on military experience, I applied structured communication, clear task allocation, and calm leadership to maintain cohesion. At the same time, NHS culture required careful collaboration, ensuring that decision-making remained inclusive and responsive. These experiences emphasised the complex emotional landscape of high-pressure leadership, where personal resilience, situational awareness, and emotional intelligence are continuously tested.

3.3 What Strengthened Us: Lessons from the Frontline
Several strategies proved effective in maintaining resilience and team cohesion. Regular team huddles created structured opportunities to communicate priorities, share updates, and check on colleagues’ wellbeing. These sessions promoted clarity and a sense of shared purpose, reducing uncertainty and fostering psychological safety. Peer support and mentoring were also essential. By encouraging informal coaching conversations, team members could express concerns, seek advice, and share coping strategies without fear of judgement (Evidence F: Collected Coaching Feedback). Structured rest periods and careful attention to rota management further helped maintain performance under sustained pressure.
Despite these interventions, challenges remained. Engagement with resilience strategies was inconsistent, and short-term measures were not always sustained beyond immediate crises. Some colleagues hesitated to speak up in huddles, reflecting hierarchical norms. While military approaches emphasise consistent, high-intensity preparation for stress, the NHS requires balancing operational structure with inclusive, collaborative decision-making. This highlighted the need to adapt resilience frameworks to context, recognising that strategies effective in one setting may require modification in another.
These experiences reinforced that resilience is not solely an individual attribute but a collective competence. What strengthened the team was the combination of structured support, psychological safety, and inclusive practice. Equally important was recognising limitations, adapting approaches, and continually reflecting on how resilience strategies could be embedded into routine practice.

3.4 Building Resilience: Frameworks in Action
To strengthen adaptability under sustained pressure, I critically applied several resilience frameworks. Psychological Capital (PsyCap), encompassing HERO (hope, optimism, resilience and self-efficacy), provided a lens for understanding individual capacity to cope with challenges. By fostering belief in one’s ability to succeed and maintain focus under stress, I observed colleagues becoming more confident in managing complex surgical workloads and responsibilities (Robertson et al., 2016). PsyCap interventions, such as structured feedback and recognition of effort, reinforced both personal agency and collective confidence.
The Resilience Doughnut, focusing on structural protective factors, emphasised the importance of organisational systems that support wellbeing. By attending to workload distribution, rota management, access to mentorship, and skill development, we created an environment that mitigated chronic stress. This structural approach complemented individual resilience strategies, highlighting that sustainable performance requires both personal and systemic supports (West et al., 2017).
Stress Inoculation Training (SIT), a military-derived framework, offered practical insights into preparing teams for high-pressure scenarios. Through simulation, scenario planning, and controlled exposure to stressors, I observed that teams became more adaptable, decisive, and composed during demanding clinical periods (see Evidence B: Employer Letter of Support confirming effective leadership in complex clinical settings). While SIT is highly structured in military settings, adapting its principles to the NHS required flexibility. Scenarios had to respect patient safety, time constraints, and collaborative decision-making, while retaining the core focus on preparedness and mental rehearsal (Meichenbaum and Cameron, 1989).
Finally, emotional intelligence underpinned the effective application of all frameworks. Leaders who modelled empathy, self-awareness, and social understanding created conditions where colleagues felt valued and supported. This emotional foundation allowed resilience strategies to be adopted more effectively, as trust and psychological safety were reinforced (Goleman, 2013).
While each framework has strengths, limitations exist. PsyCap relies on individual engagement, which can be uneven. The Resilience Doughnut depends on organisational capacity and leadership buy-in. SIT requires careful adaptation to avoid overburdening teams, and emotional intelligence is contingent on leader consistency and authenticity. Integrating these frameworks, however, strengthened both personal and collective resilience, creating a responsive and adaptable team culture.

3.5 Key Takeaways: Integrating Resilience for Sustainable Teams
Our experience demonstrates that resilience in high-pressure healthcare settings cannot rely solely on individual effort. Sustainable adaptability emerges from the deliberate integration of personal and collective strategies. Psychological Capital strengthened individual confidence and optimism, the Resilience Doughnut reinforced structural supports, and Stress Inoculation Training prepared teams for high-pressure scenarios. Emotional intelligence provided the relational foundation necessary for these frameworks to succeed.
The most significant lesson is that resilience frameworks are most effective when combined rather than applied in isolation. Personal resilience enables individuals to cope, while collective resilience ensures teams maintain performance, cohesion, and wellbeing under sustained pressure. Embedding these strategies into daily practice, alongside reflective learning and inclusive leadership, allows teams to thrive despite operational challenges.
Building on these insights, the next step is to embed resilience into routine team practice. Structured team huddles, peer support systems, and reflective debriefs will continue to promote psychological safety and collective learning. From a personal perspective, I will maintain a reflective journal to track my own responses to stress, monitor leadership decisions, and identify areas for growth. Coaching conversations and structured feedback mechanisms will allow evaluation of resilience interventions, ensuring strategies are responsive to team needs.
Elements of Stress Inoculation Training will also be adapted to healthcare contexts, using simulation and scenario planning to prepare teams for high-pressure situations without compromising patient safety. By combining personal reflection, collective support, and evidence-informed frameworks, we can create a culture where resilience is sustained, dynamic, and integrated.
Ultimately, resilience is both a personal and organisational competence. By consciously applying these lessons and embedding practical strategies into daily operations, we ensure that teams and individuals are equipped to meet the demands of complex healthcare environments with strength, clarity, and compassion. This approach not only sustains performance but also fosters a culture where people feel valued, supported, and capable of adapting under pressure.









Section 4 - Learning Outcome 3
Systematically assess the impact of leadership and resilience interventions on clinical outcomes, interprofessional team dynamics, and organisational culture.
This section is dedicated to the empirical and evaluative focus of the portfolio. Assessing the real-world impact of leadership and resilience interventions is critical to understanding how theory translates into measurable practice. While strategies such as inclusive decision-making, coaching, and structured debriefs may enhance team cohesion and individual coping, their ultimate value lies in measurable improvements in clinical outcomes, team functioning, and organisational culture. In this section, we will examine both the tangible and intangible effects of these interventions, using a combination of quantitative indicators and reflective insights from clinical and military healthcare contexts. Drawing on evidence from the British Army Leadership Doctrine (2021), we explore how leadership behaviours ripple through teams and systems, shaping performance, wellbeing, and organisational norms. By reflecting systematically on these experiences, we aim to understand not only what was achieved but why and how these interventions produced meaningful change.

4.1 Evaluating Leadership and Resilience Interventions
Evaluating the impact of leadership and resilience initiatives requires a combination of quantitative and qualitative approaches to capture both measurable outcomes and lived experiences. Quantitative methods include clinical performance indicators such as patient safety metrics, adverse event reporting, staff absenteeism, and patient satisfaction scores. These provide objective insight into whether leadership interventions translate into measurable improvements and allow comparison against organisational and national benchmarks (see Evidence E: Clinical Audits).
However, numbers alone do not reflect the complexity of team interactions or cultural change. Qualitative methods, such as semi-structured interviews, reflective journals, and focus group discussions, allow exploration of perceptions of psychological safety, trust, and cohesion. These approaches reveal how leadership behaviours influence everyday practice and interpersonal dynamics (Edmondson, 2018; West et al., 2017).
Mixed-method evaluations are particularly effective in complex healthcare settings, offering a holistic view that considers both statistical outcomes and human experiences (Robertson et al., 2016). In this portfolio, we draw upon clinical governance feedback, team debriefs, and leadership audits to triangulate data and provide balanced insights.
Reflection highlighted that combining objective metrics with rich narrative feedback identifies subtle changes in team resilience and culture that would otherwise remain unseen. Using this integrated assessment framework ensures that leadership and resilience interventions are evaluated not only for their direct clinical impact but also for their influence on the broader relational and cultural environment, paving the way to explore their effects on clinical outcomes, team dynamics, and organisational culture.

4.2 Impact on Clinical Outcomes 
Well-designed leadership and resilience interventions directly influence clinical outcomes by shaping staff behaviour, decision-making, and engagement. In high-pressure healthcare environments, leaders who model psychological safety, active listening, and inclusive decision-making create conditions where staff feel confident to escalate concerns and act decisively. In a surgical team I worked with, introducing resilience workshops followed by structured pre-operative briefings improved communication, reducing near misses linked to misinterpretation or delayed escalation.
These interventions also reinforce situational awareness and timely clinical action. Staff reported feeling more supported, which translated into faster recognition of complications and adherence to safety protocols. Quantitative indicators such as patient safety metrics and adverse event reporting showed measurable improvement, reflecting the correlation between resilient, supported teams and patient outcomes (Lown et al., 2016).
However, clinical benefits are not solely the result of technical skill. Leadership practices that integrate compassion, reflection, and emotional intelligence foster a culture where care quality is enhanced. Military principles of structured debriefing and peer support informed these approaches, promoting resilience under pressure (British Army, 2021). Ultimately, embedding leadership and resilience practices within team routines ensures that improvements in patient care are sustainable, linking individual well-being and collective capacity to adapt with safer, more effective clinical outcomes (West et al., 2017).

4.3 The Human Factor: Shaping Team Dynamics Through Leadership 
Leadership is most apparent in the patterns of interaction, collaboration, and trust within teams. In high-pressure healthcare settings, the behaviour of leaders sets the tone for interprofessional dynamics. Calm, inclusive, and psychologically safe leadership encourages contribution, mitigates conflict, and fosters shared accountability. For example, in a surgical trauma team, modelling vulnerability and encouraging open dialogue allowed junior doctors and nursing staff to raise concerns they might otherwise have withheld. This enhanced situational awareness and reduced errors, reflecting West et al. (2017) on compassionate leadership and team cohesion.
Resilience interventions also influence team behaviour. Structured resilience huddles enabled staff to express stressors and support needs at the start of shifts. Teams gradually demonstrated increased collaboration, mutual support, and adaptability. These experiences show that team resilience is a shared capability cultivated through deliberate leadership practices (Robertson et al., 2016). Reflection revealed that team dynamics improved when leaders consistently modelled coping strategies, recognised effort, and normalised discussion of fatigue or stress.
Challenges included initial reluctance from some team members to engage fully with resilience practices. Drawing on military principles, we applied consistency and behavioural modelling to embed these practices. Leadership behaviours, when reliably enacted, reinforced norms that encouraged participation and accountability (British Army, 2021). These insights highlight that leadership interventions influence not only individual performance but also the broader relational fabric of healthcare teams.

4.4 Leadership as a Catalyst for Organisational Culture.
Leadership and resilience interventions can transform organisational culture. Culture encompasses shared values, behaviours, and assumptions that guide day-to-day work. In NHS and military healthcare contexts, culture shifts when leaders model behaviours aligned with desired norms rather than relying on policy statements alone (British Army, 2021; Edmondson, 2018).
In practice, consistent leadership behaviours such as including junior staff in decisions, encouraging reflection, and demonstrating psychological safety gradually reshaped departmental culture. Staff became more willing to discuss stress, workload pressures, and moral challenges without fear of stigma (see Evidence D: CGS Commendation regarding impact on diversity and engagement). For instance, following resilience coaching and structured debriefing in a surgical unit, reflective practices became embedded into routine workflow. These habits influenced individual resilience and collective norms around communication, learning, and shared responsibility.
Culture change is iterative and requires reinforcement. While single interventions can have immediate effects, sustained transformation occurs when leadership behaviours are consistently modelled and recognised. Leadership and resilience, therefore, act as catalysts, creating an environment where staff feel valued, psychologically safe, and motivated to deliver high-quality care (Lown et al., 2016; West et al., 2017). Embedding these practices strengthens patient outcomes, team dynamics, and the organisation’s capacity to adapt under pressure.


















Section 5: Learning Outcome 4
Critically reflect on the interplay between experiential learning from military and NHS leadership contexts, synthesising insights to refine and evolve a personal leadership philosophy grounded in theory and practice.

5.1 Concrete Experience – Experiencing Leadership Across Contexts
Experiential learning within the British Army and NHS has been central to the development of my leadership approach. Although these environments differ in structure and purpose, both demand high-stakes decision-making, ethical integrity, and human-centred leadership under pressure. This section adopts a reflective and metacognitive focus, serving as the culmination of the portfolio's experiential journey. 
While Gibbs’s model provided the necessary structure for critical analysis of specific incidents in the previous sections, developing a personal leadership philosophy demands a model focused on long-term evolution. Therefore, Kolb’s Experiential Learning Cycle (1984) is utilized here. Kolb’s model moves beyond single-event analysis to demonstrate how concrete experiences are transformed into reflective observation, conceptual understanding, and active experimentation, allowing lessons from each context to inform ongoing practice.
In the Army, structured yet dynamic conditions provide repeated opportunities to develop clarity, accountability, and decisiveness. Leading operational exercises required coordinating teams under physical and cognitive stress while maintaining morale and cohesion. These experiences cultivated rapid situational assessment, mental toughness, and an appreciation of culture and shared purpose (British Army, 2021).
Conversely, the NHS exposes leaders to system-wide complexity, multi-professional collaboration, and ethically nuanced decision-making. Leading multidisciplinary teams during surgical emergencies highlighted the importance of inclusive leadership and psychological safety, enabling staff to raise concerns without fear (Edmondson, 2018). Critically observing outcomes and integrating theory has allowed me to blend operational clarity with relational intelligence (Goleman et al., 2013), producing an adaptive and context-sensitive leadership style. However, this process is defined by an ongoing internal tension. For example, the necessity for rapid decisive action cultivated during a high-tempo military exercise (e.g., ordering immediate withdrawal of a forward surgical team under fire) often conflicted with the imperative for inclusive collaboration and seeking consensus necessary for effective NHS multidisciplinary teams (e.g., delaying a decision until the Consultant Anaesthetist's specific concerns are fully discussed). This constant contradiction, rather than simple blending, is what shapes an adaptive leadership style.
5.2 Reflective Observation – Observing Similarities and Differences
Despite contrasting operational imperatives, both Army and NHS contexts emphasise adaptive leadership and resilience. In the military, resilience is explicitly trained through controlled stress, simulations, and structured debriefs, supporting composure, rapid decision-making, and mutual accountability (Meichenbaum and Cameron, 1989). Psychological safety is reinforced through after-action reviews, where errors and lessons learnt strengthen cohesion.
In the NHS, resilience is fostered more implicitly through peer support, mentorship, reflective practice, and structured learning sessions. Post-operative debriefs offer spaces for reflection on patient outcomes, ethical dilemmas, and workflow challenges, normalising vulnerability and encouraging collective problem-solving (Brown, 2018; West et al., 2017). 
This comparison reveals a critical difference: the failure of the singular military approach in the NHS context would be its reliance on an overly directive structure that could undermine the psychological safety necessary for vulnerability and peer support (e.g., a junior doctor feeling unable to voice concerns about workload without being perceived as 'non-robust') (Chauhan, 2025). Conversely, the lack of explicit stress inoculation in the NHS leaves teams vulnerable during sustained pressure, demonstrating the limitation of purely implicit systems (e.g., a team struggling to rapidly regain composure after a major in-hospital cardiac arrest). 
Both systems highlight that leadership is relational and context-dependent. High-pressure scenarios require directive clarity, while complexity and ambiguity demand relational and inclusive approaches. Observing these differences has reinforced the importance of adaptability, situational judgement, and metacognitive awareness (Flavell, 1979) for sustaining team performance and wellbeing. These insights lay the foundation for a personal leadership philosophy that integrates operational rigour, relational intelligence, and resilience-informed strategies.

5.3 Abstract Conceptualisation – Synthesising Insights into a Personal Leadership Philosophy
Experiences across both contexts have shaped a leadership philosophy centred on adaptive authenticity, relational intelligence, and self-awareness. Effective leadership emerges from influence, clarity of purpose, and alignment with shared values rather than positional authority (British Army, 2021; Goleman et al., 2013). Crucially, this philosophy is rooted in managing the inherent contradiction between the Army's need for operational clarity and decisiveness and the NHS's need for compassionate engagement and psychological safety.
In practice, combining directive clarity with relational engagement ensures task execution while maintaining psychological safety. For example, during surgical emergencies, providing clear guidance alongside brief reflection and recognition of contributions encourages team performance and engagement, reflecting servant leadership principles (Brown, 2018). Brookfield’s four lenses of critical reflection (2017) have been invaluable in testing assumptions, integrating peer perspectives, theory, and observed outcomes (see Evidence H: Academic Publications). Metacognitive strategies (Flavell, 1979) support real-time assessment of leadership impact, allowing adjustment of communication and decision-making under pressure.
This synthesis demonstrates that leadership is iterative. Each scenario provides a chance to observe outcomes, recalibrate strategies, and embed learning into practice, creating a leadership approach that is adaptive, resilient, and contextually relevant. Integrating operational clarity, relational engagement, and reflective learning ensures that leadership decisions support both organisational goals and team wellbeing.

5.4 Active Experimentation – Planning Future Application and Development
Future development will focus on continuous reflective practice, structured leadership programmes, and ongoing coaching. This approach supports the creation of psychologically safe, resilient, and adaptive team environments in both NHS and military contexts (West et al., 2017).
Practically, this involves mentoring junior clinicians, modelling reflective practice, and embedding resilience-building interventions into routine workflows. For example, brief team huddles, post-event debriefs, and reflective exercises reinforce learning, enhance situational awareness, and sustain staff wellbeing. Over time, these practices shape a culture where psychological safety, trust, and inclusive leadership are embedded rather than episodic (Edmondson, 2018).
Additionally, I aim to contribute to leadership scholarship through publications, presentations, and research collaborations, exploring cultural leadership, psychological safety, and self-leadership. Connecting theory with lived experience enables refinement of my philosophy and provides evidence-informed guidance to others (see Evidence G: Parliamentary Commendations for international leadership impact).
Ultimately, the interplay of experiential learning and theoretical grounding underscores that leadership is evolving. Embedding operational clarity, relational intelligence, and reflective practice ensures leadership not only achieves outcomes but also nurtures resilient, engaged, and ethically grounded teams. This integration embodies the authentic, adaptive, and resilient leadership I aspire to sustain.

Section 6: Conclusion and Personal Reflection
This portfolio has explored my leadership journey across the interconnected environments of the British Army and the NHS, examining theoretical models alongside lived experience. Across all four learning outcomes, I have sought to bridge theory and practice, demonstrating how leadership and resilience strategies translate into tangible team and organisational outcomes.
In achieving LO1, I critically synthesised leadership models including situational, transformational, and adaptive approaches, applying them in high-stakes contexts such as surgical emergencies and operational exercises. These experiences highlighted the necessity of flexibility: directive clarity is essential in immediate crises, while relational and inclusive strategies foster engagement and collaboration over the longer term. The integration of military decisiveness with NHS multi-professional collaboration has strengthened my ability to lead across diverse teams, ensuring safe and effective outcomes.
For LO2, I examined resilience frameworks for both individuals and teams, embedding strategies that support psychological safety, stress management, and adaptive capacity. Initiatives such as resilience huddles in the NHS and structured after-action debriefs in the Army demonstrated the practical impact of these interventions. Embedding resilience into everyday practice enhances team wellbeing, mitigates burnout, and reinforces a culture where learning from challenges is expected and valued.
LO3 involved assessing the impact of leadership and resilience interventions on clinical outcomes, interprofessional team dynamics, and organisational culture. Evidence from team debriefs, clinical audits, and reflective feedback confirmed that leadership behaviours directly influence patient safety, collaborative problem-solving, and trust within teams. Structured interventions, when consistently applied, created lasting cultural shifts, normalising open communication, accountability, and reflective practice across both NHS and Army settings.
Finally, LO4 prompted synthesis of experiential learning to refine a personal leadership philosophy. Drawing on Kolb’s experiential learning cycle, Brookfield’s critical reflection, and Flavell’s metacognitive framework, I have developed an approach rooted in adaptive authenticity, relational intelligence, and self-leadership. This philosophy balances decisiveness with empathy, operational clarity with psychological safety, and accountability with inclusive engagement. It is iterative, tested through practical application, reflection, and continuous adjustment.
Looking forward, I am committed to lifelong learning and intentional development. This includes mentoring junior clinicians, embedding resilience practices into daily workflows, and contributing to leadership scholarship. By deliberately integrating theory, reflection, and lived experience, I aim to sustain adaptive, psychologically safe, and high-performing teams. Leadership, in this portfolio, emerges not as a fixed set of skills, but as an evolving practice defined by purpose, integrity, and service. It is this iterative alignment of action, reflection, and values that will guide my continued growth as a leader in both NHS and Army contexts.
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Annex A – Summary of evidence (evidence files has been sent to PPF@uwtsd.ac.uk)
	

	Title
	Description and Relevance

	Evidence A
	Updated CV and Job Description
	Validates dual roles as General Surgery Registrar (NHS/Army) and Senior Research Fellow (CAL) 

	Evidence B
	Employer Letter of Support 
	Commendation from Lt Col R Hart (CO) confirming leadership and suitability for Level 7 study 

	Evidence C
	Clinical Excellence Award (Frimley Park) 
	Direct evidence of superior surgical and leadership skills in a multidisciplinary NHS setting. 

	Evidence D
	CGS Commendation & New Year Honours
	National recognition for diversity leadership and organizational impact within the British Army.

	Evidence E
	Clinical Audits – Please see in the CV 
	Evidence of systematic clinical research and participation in global surgical audits.

	Evidence F
	Collected Coaching & Mentorship Feedback 
	Qualitative evidence from peers and mentees regarding resilience and self-leadership sessions. 

	Evidence G
	Parliamentary & International Commendations 
	Validation of strategic leadership from Lord Bilimoria, Lord Ranger, and International Leaders. 

	Evidence H
	Academic Publications – Please see in the CV
	List of 17+ peer-reviewed publications linking leadership theory to clinical practice. 
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