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Introduction

This reflective report critically examines a leadership challenge undertaken while serving as Head of Health, Safety and Wellbeing at Humberside Police. The challenge centred on addressing overspend in the counselling budget while safeguarding and maintaining service quality and access for police officers and staff. Using the Gibbs’ Reflective Cycle (Gibbs, 1988), I explore the situation, my feelings and motivations, evaluative judgements of what worked and what did not, a theoretical analysis linking leadership behaviours to established frameworks, conclusions, and an actionable plan. Core themes include the tension between fiscal governance and clinical autonomy, the role of data transparency, the value of co-design and early stakeholder engagement, and the ethical demands of wellbeing leadership in policing. The intervention ultimately delivered a sustained 40% reduction in expenditure while maintaining provision, with wider cultural gains in financial literacy and shared accountability. The reflection highlights practice-based insights into adaptive leadership, influence without coercion, and the need to embed governance structures that protect both budgets and people.
This challenge resonated with me as it unlocked deeper learning in my leadership journey and has developed my personal and professional growth. 



Description

Organisational Context and Stakeholders

As Head of Health, Safety and Wellbeing, I held budgetary oversight for the department, including governance over the counselling budget. The counselling service offers psychological support to police officers and staff dealing with trauma exposure, operational stress, critical incidents, and personal challenges, this is an indispensable component of workforce capability, safety, and retention in policing (Karaffa et al., 2015; College of Policing, 2020). Stakeholders included the Senior Psychotherapist (SP) who had developed the provision over several years, the finance officer, senior leaders seeking immediate budgetary control, external providers contracted for counselling and crucially, the workforce, the ultimate beneficiaries of timely, confidential support.  
Budget Overspend and Governance Gaps 

A routine meeting with my finance officer revealed a significant overspend trajectory in the counselling budget. Historically, the SP had exercised considerable autonomy in allocating sessions and engaging providers. While this approach improved agility and responsiveness, it also introduced risks such as inconsistent reporting cycles, limited visibility into resource utilisation, and a lack of transparency around cost drivers.
The overspend raised concerns about near term budget compliance and the sustainability of the service for the remainder of the financial year and beyond. 
My goal was clear, to reduce costs without compromising access or quality. Achieving this meant balancing clinical autonomy with financial oversight, while safeguarding trust, morale, and psychological safety which are critical foundations for a culture that supports help seeking and early intervention.
Initial Approach 

My initial approach followed a sequence of steps:
· Fact finding with the finance team to understand the profiling of spend, forecasting for the year end variance, and identifying cost drivers. 
· Service mapping with SP to understand the scope of the provision, session caps and governance, criteria for external counselling referrals, and the historical reasons for the current model. 
· Option development which considered the rates of current providers, better utilisation tracking, and exploring the use of a triage system to divert lower intensity supports to the Employee Assistance Programme.
· Governance proposals which included reporting by SP at fortnightly manager’s meeting and regular meetings for SP with finance. 
Progress depended on building trust with the SP and fostering joint ownership of the solution. It quickly became clear that the conversation was not merely technical, it touched professional identity, autonomy, and care standards. Recognising, as Hubbart (2023) describes, that change aversion often stems from fears of loss, diminished control, or identity threats, I used careful communication to frame the change not as wellbeing cutbacks but as a continuation of the SP’s achievements thus mitigating perceptions of loss and avoiding resistance.
Feelings

Emotional Landscape 

My initial feelings were mixed with urgency due to senior officer expectations, anxiety about how the SP would receive the changes, and resolve to protect the workforce from unintended harm. I felt a moral and ethical leadership responsibility to steward limited resources wisely while ensuring the service remained available and credible. I anticipated that the SP might experience the proposals as a threat to what she had built, her sense of professional identity, autonomy, and clinical standards. The emotional stakes were high for both of us, and for the wider team.
Behavioural Theory 

Reflecting through a behavioural lens, my initial instinct was to jump straight into problem-solving with a practical, solution-driven mindset. That reaction makes sense given my policing background, where quick corrective action is often rewarded (Skinner, 1953; Bandura, 1977). Organisational signals, like pressure from senior officers to reduce spending, reinforced this tendency and pushed me toward a transactional style of leadership (Burns, 1978). 
At the same time, I anticipated defensive behaviours from the SP, such as withholding data or reframing information to protect clinical discretion. Recognising these dynamics helped me pause and shift from a purely technical fix to a more adaptive, transformational approach that focused on consultation, recognition, and shared purpose to build trust and co-ownership (Bass, 1985).
Applying Vroom’s Expectancy Theory (1964) gave me a clearer understanding of motivation. People engage when they believe their effort will lead to performance (expectancy), that performance will lead to meaningful outcomes (instrumentality), and that those outcomes matter to them (valence). By linking the SP’s effort, such as sharing data and participating in governance, to tangible benefits like service sustainability, professional recognition, and preserved clinical autonomy, I strengthened those connections and increased engagement.
Herzberg’s Two-Factor Theory (1959) also helped explain reactions to change. Hygiene factors, such as clear policies, dashboards, and reporting cycles, reduce dissatisfaction, while motivators such as recognition, finance training, and expanded influence, drive real commitment. Positioning governance as a hygiene factor while offering growth opportunities turned what could have felt like compliance into something empowering.
Finally, Mullins (2019) reminded me that motivation and behaviour are shaped by organisational culture and perceptions of fairness. In policing, where identity and trust run deep, procedural justice, visible respect, and meaningful involvement were essential for keeping motivation high and reducing resistance.
Maslow’s Hierarchy of Needs

Maslow’s model offers insight into both our motivational states. For the SP, the change may have threatened safety (job security, autonomy), belonging (team identity, clinical community), and esteem (professional accomplishment) (Maslow, 1943, 1954). For me, threats centred around esteem (competence as a leader, credibility with senior leaders) and safety (the legitimacy of the service if budgets failed). The task was to reduce threat and increase perceived meaning framing the change not as austerity but as sustainability to protect the counselling offer long-term. A needs-sensitive dialogue supports trust and openness to change.
Anticipating the SP’s Perspective

I anticipated and empathised the SP’s likely concerns that financial governance might erode care quality, create inequities, or compromise clinical judgment. I also recognised the risk that oversight could be perceived as mistrust. Beyond this, I understood the potential ripple effect that if the SP felt disempowered or undervalued, she could unintentionally spread negativity to her team, undermining morale and engagement. 
It was therefore important to acknowledge her role in shaping the current service and her clinical expertise to maintain dignity, esteem, and relatedness (Alderfer, 1969, 1972). To mitigate these risks, I adapted my leadership style from a directive, transactional posture to a more transformational approach (Bass, 1985). This meant prioritising empowerment and collaboration, providing opportunities for growth such as training in finance processes and shared ownership of dashboards.
This approach did more than build technical capability, it aligned with adult learning principles, where experiential and participatory methods enhance engagement and retention (Kolb, 1984). It also drew on motivation theory, by addressing Alderfer’s ERG needs for growth and relatedness and incorporating elements of self-determination theory, such as autonomy and competence (Deci & Ryan, 1985), the intervention signalled respect and investment in her leadership rather than imposing constraints. Framing development as co-creation reinforced intrinsic motivation, strengthened commitment to shared goals, and reduced the likelihood of negative attitudes cascading through her team.
Evaluation 

What Went Well

Having clarity of outcomes and constraints enabled me to focus on two clear goals of reducing spend while maintaining service quality. Having this dual outcome gave me and the team a strong sense of direction and helped avoid the trap of thinking it was either about cutting costs or protecting care. It created space to explore creative solutions within the constraints rather than feeling forced into compromise. I felt confident that this goal setting approach would keep us aligned and motivated, and it did. 
This approach reflects goal-setting theory, which shows that specific and challenging goals improve performance by providing clarity and motivation (Locke & Latham, 1990). By framing the objectives as complementary rather than competing, I created a shared vision that kept the team engaged and focused on innovation rather than compromise.
Working closely with the finance team early on made a big difference. It helped us improve forecasting, understand what was really driving costs, and identify practical options like referring out to lower cost providers, and session caps. This partnership gave us the finer details and added credibility to the governance agenda and provided impartial analysis that supported balanced decision-making (King, Clarkson & Wallace, 2010). Personally, I learned the value of stepping outside my own function and building trust across teams. 
By involving finance as a key partner rather than treating them as a separate function, I adopted a participative leadership approach. This meant sharing decision-making, inviting expertise, and creating a sense of joint ownership over the outcomes. Research shows that participative leadership enhances trust and commitment by involving team members in decisions and leveraging their insights (Yukl, 2013; Somech, 2006). Seeing this collaboration work reinforced my belief that leadership is about inclusion, not control. This strengthened trust across teams and encouraged collaborative problem-solving, which was essential for navigating the constraints without eroding service quality.
Recognising the SP’s contribution and inviting her into the solution design process was equally as important. I avoided any language that felt coercive which helped reduce defensiveness and kept the conversation constructive. I leaned on consultation and rational persuasion to explain the reasoning behind changes and show how her input shaped the outcome, which helped build a sense of shared ownership (Lunenburg, 2012). This approach reflects transformational leadership, which focuses on inspiring and involving others rather than directing them (Bass, 1985). It also connects to motivation theory, by supporting autonomy and competence, as outlined in self-determination theory (Deci & Ryan, 1985), I aimed to strengthen intrinsic motivation and commitment to shared goals. Framing the process as co-creation rather than compliance encouraged collaboration and trust. I felt proud that this approach turned potential resistance into partnership.
Over time, I saw a real shift. The SP began spotting additional savings and efficiencies on her own, which showed she had really internalised the principles of financial governance. For the wider team, the changes brought clearer processes, well-defined expectations, and shared metrics, making it easier for everyone to work with confidence and consistency. This reflects Kolb’s experiential learning cycle (1984), where active involvement and reflection turn experience into learning. By engaging the SP in hands-on problem-solving and then reviewing outcomes together, the process moved beyond compliance and became an opportunity for growth. The team benefited in the same way by applying new processes, reflecting on results, and building capability through experience rather than instruction alone. Watching this transformation gave me a sense of achievement and reinforced my development as a leader. I learned that clarity, collaboration, and empowerment are far more effective than control. 
Evaluated through Certo and Certo’s (2013) contingency perspective, I realised that moving from a transactional approach to a more transformational, participative style was exactly what the situation needed. With so much uncertainty and interdependence, flexibility and shared problem-solving were the only way forward. This wasn’t just theory, I saw it happen in real time. When I focused on setting a clear vision, encouraging fresh ideas, and treating people as individuals, the response was incredible. Commitment grew, and discretionary effort followed. The SP’s proactive search for efficiencies was proof that these behaviours worked and that the change in style made a real difference (Northouse, 2019).

What Could Have Been Improved

I assumed team leaders, including the SP, already understood the basics of budgeting and knew the financial constraints. That turned out to be wrong. If I’d introduced structured finance training earlier, it could have shifted the narrative, making governance feel like professional empowerment rather than a set of restrictions. Research shows that financial-literacy programs significantly improve individuals' capabilities to participate meaningfully in organisational decision-making and enhance their confidence in managing budgets and resources (CIPD, 2022; Kaplan & Norton, 1996).
Early on, I noticed a reluctance to share detailed data, which really held us back. Reflecting now, I can see that agreeing on a clear, ethical data-sharing protocol from the outset, one that prioritised privacy, would have fostered trust more quickly and eased those initial worries. Research highlights that well-structured data sharing agreements enhance transparency, reduce privacy risks, and help build trust in collaborative efforts (Swauger & Blumenthal, 2023).

Initially, the pressure coming from above could have shaped how I communicated. I initially focused heavily on technical details like numbers and forecasts. Looking back, I realise that if I had led with shared values, such as protecting people and safeguarding the future of the service, it would have reduced the sense of threat and helped secure buy-in much faster. Research on adaptive leadership emphasises that framing change around purpose and shared values, rather than purely technical fixes, is key to reducing resistance and fostering engagement (Heifetz, Grashow & Linsky, 2009).

Analysis 

Influence and Power Dynamics

Reflecting, I can see the different types of power at play. I had legitimate power because of my responsibility for the budget and some expert power around governance. The SP, on the other hand, had strong clinical expertise, which gave her significant influence. My real challenge was building trust and respect, what French and Raven (1959) call referent power, so I didn’t have to rely on coercion, which would have undermined psychological safety in a wellbeing-focused environment. To achieve that, I offered development opportunities like finance training, recognised her contributions, and involved her in decisions. These steps helped create a more positive and collaborative dynamic (French & Raven, 1959; Raven, 1992).
The strategies that worked best were those that involved people rather than just numbers. Rational persuasion using data and projections helped make the case for change, but what really made a difference was consultation, bringing people into the process and co-creating solutions. Inspirational appeals also mattered, framing sustainability to protect the workforce gave the change a sense of purpose. There was an element of exchange too, we offered training and a bigger role in governance in return for transparency and commitment to shared controls (Lunenburg, 2012).
Over time, my approach evolved. Tannenbaum and Schmidt’s (1973) leadership continuum really resonates with this experience. I started with leader-centred directives but gradually moved toward consultative and joint decision-making as trust and capability grew. That shift reduced the risk of resistance and built ownership. Buchanan and Huczynski (2017) argue that change is inherently political, and I saw that firsthand. Recognising and legitimising the SP’s expert power, while building referent power through credibility and fairness, helped me avoid defensive behaviours and create a coalition for change.
Alderfer’s ERG Theory and Motivation

When I reflect on the change process, Alderfer’s ERG model really helped me understand why people reacted the way they did. It highlights three core needs: Existence, Relatedness, and Growth (Alderfer, 1969). I realised that if these weren’t addressed, resistance would be inevitable. So, I made it clear this wasn’t about cutting jobs or removing external counsellors (Existence), I worked hard to build trust and collaboration (Relatedness), and I offered development opportunities like governance training and broader leadership roles (Growth). Looking back, I believe this approach reduced defensive behaviours such as withholding data and helped maintain momentum (Alderfer, 1972).

Ethical and Governance Considerations

In public service, ethics and legitimacy are inseparable from leadership. Neyroud (2019) highlights that accountability must be balanced with trust and learning, and I found that to be true in practice. For me, the ethical side of this work was always front and centre. It was never just about numbers, it was about making sure decisions didn’t harm people or create unfairness. We had to protect confidentiality, ensure equitable access, and avoid anything that felt like hidden rationing.
Governance added another layer of responsibility. Clear audit trails and accountability for decisions were essential to minimise harm caused by financial turbulence. Formalising triage, keeping exception pathways, and prioritising acute and critical cases helped us stay true to these principles (BPS, 2018; College of Policing, 2021). Framing cost governance as a way to protect access and equity, and backing decisions with transparent criteria, reflected this dual obligation and reinforced trust.

Why I Responded as I Did: Lived Experience and Organisational Cues

I can see why my first instinct was to act quickly and decisively. That tendency comes from my past experiences in roles where taking corrective action was rewarded, working under audit and scrutiny, and being in a public sector environment where financial credibility is essential for maintaining trust and legitimacy. Those experiences shaped a bias toward technical problem-solving. But this situation wasn’t just technical, it involved deeper issues like values, identity, and trust. Recognising that adaptive dimension was a turning point for me and helped shift my approach from being directive to working collaboratively (Heifetz et al., 2009).
Integrating Theories to Explain practice
Reflecting on the process, I found several theories helped me make sense of what was happening and guided my decisions.
Maslow and ERG
Understanding the SP’s needs around safety, belonging, and esteem helped me anticipate where resistance might come from and plan ways to reduce it through inclusion, recognition, and growth opportunities. Alderfer’s ERG theory added another layer by recognising that people can focus on multiple needs at once and may regress to relatedness or existence needs under stress (Alderfer, 1969). This insight shaped our approach so that we met needs rather than triggered them, for example, affirming the service’s stability, celebrating clinical achievements, and offering development opportunities (Alderfer, 1972).
Power and Influence
French and Raven’s work reminded me that how power is used really matters. Coercion might achieve short-term compliance, but it damages trust and long-term commitment, especially in wellbeing-focused services (French & Raven, 1959). Aligning legitimate power with referent and expert power, and using Lunenburg’s strategies like rational persuasion and consultation, helped create more durable buy-in (Lunenburg, 2012).
Behavioural Perspectives
Small, visible wins such as agreeing on a minimum dataset and completing the first successful monthly review worked as positive reinforcers, encouraging new norms of transparency and shared accountability (Skinner, 1953). I also tried to model calm and appreciative behaviours during tense conversations, signalling that collaboration would be met with support rather than sanction (Bandura, 1977).
Data, Decision Quality, and Service Design
I learned that good governance depends on having reliable data. At the start, the lack of a minimum dataset created unnecessary risk because it hid patterns in utilisation, provider performance, and unit costs. Putting even a basic data structure in place made scenario planning and continuous improvement possible. I considered several key elements:
• Stepped care, matching intervention intensity to need and offering lower-intensity options where clinically appropriate to preserve capacity for complex cases (NICE, 2022).
• Session caps with exceptions, setting a default limit but allowing clinical overrides to protect both cost and care standards.
• Outcome tracking, collecting simple indicators like wait times, completion rates, and satisfaction without breaching privacy, which improved commissioning without medicalising occupational support (CIPD, 2022).
Ethics, Duty of Care, and Culture
I became very aware of how policing culture can both enable and inhibit help-seeking (Karaffa et al., 2015). Any hint that finances were more important than care could have discouraged access and increased risk. That meant we had to communicate change as a way of reinforcing sustainability and availability, not cutting back. Ethical oversight was essential to make sure cost controls never created incentives against clinically appropriate support. The duty of care to staff, both morally and legally, remained central. Governance reforms needed to be seen as protecting that duty by ensuring the service could endure.
Personal Growth and Leadership Identity
This experience changed how I see myself as a leader. I moved from being a fixer to someone who facilitates systems where technical and adaptive work progress together. I now appreciate the slower pace of change in wellbeing contexts, where relationship capital is not optional but a foundation for sustainable results. I also learned the value of investing early in literacy-building, such as finance for clinicians and clinical essentials for non-clinicians, to bridge gaps between different communities of practice.

Conclusion 
Reflecting on this challenge, my predominant leadership style was transformational with pragmatic elements. I sought to inspire a shared vision, framing financial governance to protect the longevity of wellbeing services, while also applying directive behaviours when urgent action was required. Transformational leadership, as defined by Bass and Riggio (2006), emphasises motivating through vision, intellectual stimulation, and individual consideration, which aligned with my efforts to involve the SP in co-design and offer growth opportunities. The pragmatic aspect reflected transactional tendencies, focusing on clear targets and compliance (Burns, 1978).
I used this style of leadership due to the urgency of the situation and ethical stakes which required a style that could balance relationship maintenance with decisive action. Transformational behaviours helped preserve trust and morale, while pragmatic steps ensured fiscal control. This blend was influenced by organisational norms valuing accountability and my own lived experience in high-pressure environments where rapid corrective action is rewarded.
In reflecting on alternative leadership styles, an authoritarian or directive approach, as described by Lewin (1951), could have been an option given the urgency and senior pressure surrounding the budget overspend. This style would have involved imposing strict controls, mandating data sharing, and unilaterally redesigning the service. While such an approach might have delivered immediate compliance and rapid budget correction, it would likely have eroded trust, demoralised the SP, and risked covert resistance. Moreover, excluding clinical input could have compromised service quality and ethical standards.
Conversely, a democratic or participative style, advocated by Lewin (1951) and later expanded by Likert (1967), would have meant involving the SP and the wider team extensively in co-designing governance processes. This could have deepened buy-in, enhanced psychological safety, and fostered cultural gains in transparency. However, the downside of this approach in a time-sensitive context is the potential for slower decision-making and “analysis paralysis,” which might have jeopardised the ability to meet urgent fiscal deadlines.
Finally, servant leadership, as conceptualised by Greenleaf (1977), offers another alternative. By prioritising the needs of the SP and workforce above organisational imperatives, this style could have reinforced trust and strengthened wellbeing culture. The positive impact would likely include high morale and perceived authenticity of care. Yet, this approach carries significant risks in a policing context where financial governance is non-negotiable such as budgetary non-compliance, reputational damage with senior leadership, and possible long-term instability of the service.
The impact of choosing a transformational-pragmatic leadership style was a balanced outcome including a 40% budget reduction in counselling costs without collapsing access, improved governance literacy, and sustained trust. The urgency-driven pragmatic elements risked initial defensiveness from the SP, however I navigated this by using my leadership and personal skills to create a culture of shared accountability, with the SP increasingly identifying efficiencies and engaging confidently with governance. Personally, I have become more deliberate about blending technical tools such as data, process, and controls with adaptive tools like listening, co-design, and recognition. That blend feels indispensable for leadership in wellbeing contexts. Future scenarios might benefit from earlier participative engagement and structured capacity-building, reducing reliance on directive behaviours under pressure.

Using Gibbs’ framework helped me reflect in a structured way, looking at both what I thought and how I felt, and it showed me what worked, what didn’t, and why.
The key lessons I am taking forward are:
1. Start with shared purpose. Framing the work as protecting the longevity and accessibility of counselling encouraged cooperation (Manley et al., 2014).
2. Balance power with partnership. Relying only on legitimate power is not enough. Referent and expert power, expressed through consultation and recognition, are essential in wellbeing settings (French & Raven, 1959; Lunenburg, 2012).
3. Invest in financial literacy early. Assuming people understand budgeting can derail collaboration. Training reframes governance as enablement (Kaplan & Norton, 1996).
4. Build a minimal viable data system. Agreeing on a dataset and a regular review cycle turns anxiety into learning and adaptive control (King et al., 2010).
5. Use stepped care ethically. Triaging by need while keeping exception pathways safeguards equity and clinical appropriateness (NICE, 2022).
6. Attend to needs (Maslow and ERG). Leaders should design processes that meet safety, belonging or relatedness, and esteem or growth needs to reduce threat and enable change (Maslow, 1954; Alderfer, 1969).
7. Protect culture. In policing, help-seeking depends on trust. Communication must consistently affirm that governance protects care, not undermines it (College of Policing, 2021; CIPD, 2022).
Action plan

This plan brings together what I’ve learned and turns it into practical steps. It reflects the theories that shaped my thinking, like goal clarity (Locke & Latham, 1990), expectancy pathways (Vroom, 1964), the balance between hygiene factors and motivators (Herzberg, 1959), participative leadership along the continuum (Tannenbaum & Schmidt, 1973), and the importance of fair process (Mullins, 2019; Buchanan & Huczynski, 2017). For me, this isn’t just theory, it’s about making sure the changes are grounded in practice and achievable. Embedding these links makes the plan both theoretically grounded and practically coherent.

Immediate Priorities (Next 3 Months)
1. Build Finance Confidence for Clinical Leaders
I’ll set up a short learning pathway covering the essentials like how budgets work, forecasting, variance analysis, procurement basics, and how to read dashboards. The goal is simple, get everyone speaking the same language, reduce the fear factor, and give people more confidence in financial decisions.
2. Agree on Data-Sharing and Privacy Rules
We’ll define the minimum data we need (referrals, sessions, completions, wait times, cost per case), make sure quality checks are in place, and set clear confidentiality boundaries. I’ll propose a monthly report with three sections detailing finance, utilisation/outcomes, and risks/ethics.
3. Start Monthly Governance Meetings
A quick monthly meeting with the SP, HSW lead, and finance officer. We’ll use standard dashboards and RAG ratings to track spend against forecast and check service KPIs.
Medium-Term Goals (3–12 Months)
1. Introduce a Stepped-Care Model
This will include triage, early interventions like group psychoeducation and digital CBT, targeted one-to-one counselling, and specialist pathways. Clinical override options will remain for exceptions.
2. Review Provider Contracts
I’ll renegotiate rates and SLAs and consider a balanced provider panel to manage cost, capacity, continuity, and quality. I’ll also introduce simple performance reviews using agreed metrics and feedback.
3. Develop KPIs and Dashboards
Expand beyond utilisation to include satisfaction and basic outcomes, while staying mindful of ethical data collection.
Long-Term Vision (12+ Months)
1. Continuous Improvement
Quarterly retrospectives to decide what to start, stop, and continue. Adjust session caps and triage thresholds based on evidence.
2. Build Resilience and Succession
Cross-train deputies, document critical processes, and draft a contingency plan ready for surges (major incidents, seasonal demand).
3. Strengthen Culture and Recognition
Celebrate collaborative governance through awards or force wide recognition. Recognise behaviours that protect both budgets and people.
4. Personal Development
Commit to CPD in health economics and adaptive leadership, keep up reflective practice, and seek regular 360° feedback on balancing technical rigour with empathy and co-production.
I feel confident about this plan because it aligns with organisational priorities and my own values of transparency, collaboration, and evidence-based practice. It gives clarity and accountability, which I find motivating. I know it will take sustained effort and engagement from stakeholders, but the benefits of better governance, improved service quality, and stronger financial stewardship make it worthwhile.
Reflecting and planning in this way has reinforced the value of proactive governance and continuous improvement. In future situations, I’d use the same approach but adapt timelines and priorities to fit the context. I’d also integrate feedback loops earlier to make sure the process stays responsive and inclusive.











     

