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Critical reflection of Leadership style 

The ancient Greek aphorism “know thyself” is one of the Delphic maxims and is said to have been inscribed in the forecourt of the Temple of Apollo at Delphi. In Latin the phrase “know thyself” is given as nosce te ipsum. I believe this should be the motto of the Medical Leadership Programme. 

As a doctor I qualified nearly 30 years ago and have over this time specialized and super specialized with multiple postgraduate qualifications. Along the way I have led clinical teams and helped teach, train and mentor junior colleagues and trainees. I have at no stage however had any formal training in carrying out these non-clinical activities. My actions have largely been guided by my values, what I thought was right, reading certain books and my experiences of my own training. I have always done what I thought was the right thing with little feedback. The hospital environment I work in expects consultants to be able to undertake these activities intuitively with little training. Getting an opportunity to get formal training as part of the Medical Leadership programme was bought daunting and exciting. 

The initial few lectures were difficult for me to comprehend. The language used reflected a different jargon to what I was used to. It was only halfway through the journey however when I began to understand the theory of leadership and its practical application. This was also the time when I was struggling with my leadership project as I was making little headway in a problem that had suddenly sprung up. 

The NHS leadership model and the 360-degree feedback gave me an opportunity of understanding what sort of a leader I was. To maximise the learning, I cast my net wide and asked for feedback from over 25 raters as opposed to the minimum 12 required. My raters included junior doctors, registrars, consultant colleagues in my speciality and the other allied specialties I interact with, my administrative staff and my managers. I approached my report with a combination of dread and curiosity as this was alien territory. 

The report said that I was a leader who cared for the team, was approachable and motivating. My staff felt that I would go the extra mile for them and push them to achieve what I thought them capable of. I was open to suggestion and a good communicator and listener. I was always available for advice and was hard working. I was direct and forthright in my opinion and could logically answer any questions. I was a good mentor but was often busy with my varied activities. This was a report I could recognise myself in. 

In the section where my raters were asked as to what I could do to get better as a leader the responses were limited but varied in keeping with the different categories of raters and their interaction with me. My trainees felt that I should delegate more, the management felt that I should concentrate more on departmental targets and some junior consultant colleagues felt that I should play a more active role in improving team working and morale and building consensus in our MDTs. This insight helped me develop my strengths and concentrate on my weaknesses during this Medical Leadership Programme. 

The Myers-Briggs type indicator Report was interesting and helped me gain further insight into my personality type. My type came out to be INTJ (introversion, intuition, thinking, judging). This type is known to be independent minded and original and having a great drive for their own ideas and purposes. They seek theoretical explanations and are sceptical, critical, determined and sometimes stubborn. They develop systems in areas of expertise and help organise and carry through a project with or without help. Though these are positive characteristics I learnt that on the flip side some of the associated negatives has led me to not finishing projects and tasks that require a team. 

This recognition of my weaknesses was key to my changing my approach in trying to complete my Leadership project. The project required skills in IT that I did not have and a large team to interact with the multiple stakeholders and to keep the momentum going over a sustained period. These were not my strengths and I had to change my approach consciously. I am glad to report that I succeeded in my project which wouldn't have been possible had I not had this insight. 

 The Belbin team roles study was also useful. It gave me an insight into the different roles that team members must play for the team to succeed. A diverse team is more successful in achieving tasks. I had a much greater appreciation of my own strengths and weaknesses and my need to rely on the other team members for the completion of the project. I have following that modified my approach and have increasingly delegated to team members drawing on their strengths based on their behaviour types. I have noted a marked improvement in team morale and achievement. 
 
Reading about the different leadership styles has made me realise that I have always preferred an Affiliative and Pace-setting style previously. Following the Medical Leadership Programme, I have consciously tried to incorporate a more visionary and coaching style of leadership. In my experience I am not suited to a directive style of leadership. I find that being collaborative and friendly helps promote harmony and I am then better able to tap into the abilities of my team. 

The Medical Leadership Programme and the last year has been a journey of self-discovery. I have learnt much about myself and what makes me tick. I have learnt of the multiple theoretical models regarding team roles, leadership, thinking and learning. The multiple lectures and workshops during the programme helped me develop my understanding. The learning activities were a combination of self-reading, group discussion, reflection and practice. I was signposted to multiple books which helped me understand the ideas underpinning the different models discussed in the program. I did some background reading about other models subsequently and the critiques and criticisms of the different models to help me better understand current knowledge and applicability. 

I applied these models in my project and in other activities that I was undertaking during the year. This helped me gain insight into the constraints of the different models, my own shortcomings and the difficulty of applying theoretical knowledge to real life practical situations. Some applications were intuitive and easy but with others I found it hard going and contrived. I need greater experience in knowing how to apply the models and in which situations. This I believe will come with greater experience and practice. 

My personal development plan over the coming years is to improve as a leader and continue this journey of self-discovery. I have set myself four targets to achieve over the next year.  

Enhance my Ability to manage change. Our service is going through profound change. The patient population is getting increasingly older with multiple co-morbidities and there is a lack of community support. The targets set are increasingly demanding and resources scarce. This requires a change in the way the service is delivered. This change would be resisted unless the team understands what is changing and why. I intend to encourage open discussion about the change with consideration of the personal and social values of the team members. I intend to develop a visionary and coaching style of leadership.

Enhance my conflict management skills. I have shied away from conflicts previously. I have found management of forceful colleagues difficult. I have realised that conflict is inevitable when you are trying to manage change. Not facing up to the issue of conflict and challenging it would lead to disharmony and resentment in a team and lack of motivation in myself. I intend to build a coalition in the team so I could rely on them in helping resolve any conflicts that may arise.  I recognise that not all members of the team may necessarily want to change at the same rate and just as early adopters could be encouraged the late adopters could be given more time to come on board. 
Coaching and mentoring –I am planning for my ex-trainer to coach me by attending my hospital to watch me in my clinical and theatre environment. I would hope to get pointers that would help me improve my performance and help me be a better leader.  I intend to attend courses on Mentoring at the Royal College of Surgeons at London.
Action Learning – I intend to be more proficient in its use and use it in improving performance in our MDT.
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 Reflection 1. Action Learning

As a neurosurgical consultant, I have a large group of trainees who are keen and dedicated. The field is very competitive and the trainees extremely well motivated when they start their training. I have been involved in their teaching and training for the past 15 years and have held roles of an Assigned Educational Supervisor, Clinical Supervisor and Training Program Director. I am an FRCS Exit examiner and member of the Specialist Advisory Committee. In all these years, I have observed the trainees often not reach their full potential with publications and research due to a lack of setting achievable objectives and holding them to account. 
I have previously discussed this with the trainees to see what can be done at an early stage to ensure that they meet their training portfolio needs in a measured way and not need to rush at the end to meet the minimum criteria required.  I have never had a clear idea of what could be done as on one hand I have wanted them to be independent and self-motivated and on the other wanted to ensure that the targets set, are met.
Learning about action learning was very timely. This appeared to be a good model for the trainees to gain support and confidence from peers and introduce a new way of working. I felt that this was a method that having been tried and tested in different environments would empower them to look at their problem and the related circumstances and develop a course of action that would work for them. I felt that being a member of an action learning set would help them learn from each other, share their experiences and have their colleagues challenge and support them. This would help them realise that the problems that they faced were not unique and by sharing the problem in an empathetic environment they could all have a sense of comradeship, foster team-working and support. 
I discussed this with my senior trainee who was understandably sceptical and felt that the trainees would feel intimidated and may not wish to take part. I realised that it was important to set up a system which demonstrated high support to go with the high challenge (to enable high performance that was being desired). 
As active listening is a key part of action learning, I introduced the book “Time to Think: Listening to Ignite the Human Mind” by Nancy Kline to the book club.  This helped introduce the idea of a Thinking Environment as a model of human interaction to improve the way we think, work and live. Active Listening, which is the core of this method was well described. The book described its use in helping people think for themselves. The idea that an incisive question would shatter an untrue limiting assumption letting the mind to think afresh, inculcated healthy discussion.  Following this there was a greater appetite to use the method to help solve what till then appeared an intractable problem. 
I set up an action learning set with the trainees at a time when everyone was free and there were no demands of work. The ground rules were set up with the presenter’s role clearly defined. A 10-minute time was given with the presenter needing to be clear describing the problem, the circumstances and what solution was being requested. All trainees had an opportunity to present over the multiple sessions held. Minutes were kept that noted the salient discussion points and actions agreed upon.
The action learning set worked better then what I thought it would. All the trainees who participated could understand the rationale for it and felt comfortable discussing their constraints in meeting their project deadlines be it for publications or audits /research that they were involved in. Discussing it with their peers helped them understand what could be done differently. There was help forthcoming between the trainees to enable completion of the projects in a timely fashion. 
I have, since the initial action learning sets, undertaken two further sessions over the last 4 months. The trainees reviewed and shared their experience of implementing the agreed actions and the further problems they encountered. 
I have noted a strong willingness to participate and have seen an upsurge in the completion of projects. The team morale is also much improved and this has created cohesive and collaborative working in the day to day environment. 
I recently discussed with my trainees their feelings of participating in an action learning set. All of them were positive of the expedience and felt that they had gained much from it. They felt that they were part of a team, understood that the problems they faced were not unique and by interacting with their colleagues they had a better work environment and felt more strongly supported. 
I have found this uniquely satisfying. I was unaware of this mode of learning, prior to undertaking the Medical Leadership Programme. Action learning, I believe can be adapted to many different circumstances and I hope to use it in dealing with issues that I see arise between members of an MDT. 
I have found it works best if the participants understand the underlying basis, respect each other and are willing to be challenged in their assumptions. Active listening is harder than it sounds and requires policing to start with an active Facilitator. To use this technique to its full potential I need to read and understand the further steps that can be taken to help improve on the model I am presently using.
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Reflection 2 – Team working and Belbin

[bookmark: _GoBack]I am officially a Plant. For the uninitiated, this is a Team role as identified by Dr RM Belbin following his research in the 1970s. Dr Belbin noted that the difference between success and failure for a team was more dependent on behaviour than intelligence. Behavioural characteristics were clustered with each distinctive cluster forming a Team role. He defined these roles as a tendency to behave, contribute and interrelate with others in a particular way. 
I had not heard of Belbin team roles prior to participating in the Medical leadership program. I have always been sceptical about questionnaires investigating personality types. I have associated this previously with what is written for fun as astrology/ Zodiac in newspapers. 
My individual report however was enlightening. My Plant role came out high, with high scores also as a Team worker, Resource investigator and Shaper. I scored very low as a Coordinator and Specialist and scored no points as a Completer Finisher. 
Reading my report, three factors made me take it more seriously. The study had a scientific basis and pedigree and had been tested over the last 30 years in thousands of organizations. No one else in the over 20 people in our group got a report like mine, in other words it was individualised to my behaviour type and the lastly, the self-perception report was accurate. 
The report accurately captured my interaction with multiple teams over the last 20 to 30 years. I have always been known to be creative and easy to get along with. I have never wanted to control teams and have found forceful individuals difficult to deal with. I have found trying to finish a task extremely difficult and find the mundane details boring. My ability to think outside the box has helped me in my career on multiple occasions. My inability however to see things through has stopped me from succeeding on occasion. This report was helpful in my understanding of my failures and successes. 
If any further proof was required, the residential trip to Elan Valley highlighted it. I was the only Plant in the entire group. My individual team of six had a variety of other team role characteristics. As a team, we got the highest points in the tasks we were given over the two-day period. The tasks were novel, and our team comprised individuals who had never worked together previously.  
One of the tasks involved crossing a grid in the least number of moves as a team with everyone only able to move one square at a time. When I saw the grid, I realised that it was shaped like a chess board and so the easiest way of communication was to use chess notation. We crossed the grid as a team in the least number of possible moves and finished the task way ahead of the others. Another task involved making a square with a long rope whilst blindfolded. I devised a method to do it with an error of less than 5 centimetres over 10 metres. 
These tasks made me understand the other roles team members play to help the team succeed. By the end of the two-day period I could appreciate others strengths and weaknesses. I found myself trusting my team to look after our resources, time constraints and abilities in finishing the task.  I could also dispassionately see how I interacted with the team and how they interacted with me. 
These little exercises at Elan Valley helped me with my Leadership project. I incorporated the lessons I learnt, in the way I planned and proceeded with the difficulties I was encountering. My project at that stage required setting up of a team to help develop software locally for an online database which could link in with the Welsh Clinical Portal. The team required not only ideas of how to do it but also coordination with multiple stakeholders, attention to detail to finish the task and constant supervision to ensure that the deadlines were being met. It also required excellent communication within the team and to the others in the wider Department so there was a sense of ownership. An awareness of the Belbin team roles helped me in finding the right people and allocating tasks based on their natural ability. The team succeeded in record time in producing an innovative solution which has now been rolled out across South Wales.  
I have used the lessons I have learnt from this in trying to improve our morbidity and mortality meetings. The neurosurgical unit at Cardiff caters to a 2.4 million population of South Wales. The unit is busy with 50% of patients operated on either as an emergency or urgently. The high turnover and speciality associated high morbidity and mortality could mask sub-optimal performance. As the Clinical governance lead for the Directorate I have intended to keep a close eye to help pick up any blips of poor performance like increased infections, surgical complications, ward management and note keeping. This was difficult as the footprint of the Department was over 3 wards and I was not in the hospital every day. 
I had attempted data collection over the last 3 years with limited success. I had tried keeping registers on notes trolleys to help capture any problems contemporaneously, had delegated the task to clinical nurse specialists and tried to promote interest in M &M in the junior doctors. Each of these methods would succeed for a while and then die a natural death. 
With a greater understanding of the Belbin team roles, I tried a new technique over the last 6 months. I helped shape a team with a Consultant colleague (who is a Coordinator and Shaper) in charge. One of my trainees who is a Complete Finisher was tasked with producing the report on a monthly basis with the junior doctors and Nurse practitioners playing key roles as Team workers and resource investigators. This team has so far produced excellent results with data capture having much improved. As time has progressed the team has innovated in the ways it collects and presents data. Where previously I used to see decline with time, I am this time around noting an improvement in performance. This has been remarked upon by members of other specialities like Neurology and Neurorehabilitation as well who attend our combined meetings.
Observing the team dynamics and the individuals I now understand better on how a team can be designed to not only be good but great. 
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Reflection 3 - Leadership styles

As a senior Consultant Neurosurgeon, I am the clinical leader of a team that comprises junior doctors, Registrars, Specialist Nurse practitioners, ward nurses, Theatre staff, medical secretaries and administrative staff in clinics and wards. As part of our appraisal and revalidation Process as set up by the GMC, I have participated in a 360-degree feedback with medical staff and patients dealing with clinical matters. I have received little feedback over the years regarding my leadership skills. 
As part of the medical leadership program I learnt about the healthcare leadership model and the 9 domains within it. I learnt that it was an evidence-based research model that reflected the values of the NHS, what we knew about effective leadership, what we learned from the Leadership Framework and what our patients and communities were asking from us as leaders. I was invited to get a 360-degree individual report. Getting feedback from the people you manage can always be a daunting experience. Wanting to learn about how I am perceived and what I can do better, I invited over 25 raters to participate. I invited consultant colleagues not only from my Department but also allied specialties. I included all my trainees and the administrative staff I manage. 
All the people I invited as raters filled out the online anonymous questionnaires and sent it to my facilitator. I set up a meeting with my facilitator to obtain the report and discuss it. I was apprehensive as to what it would show. I wanted to use it as a marker of my individual performance and learn of my blind spots.
In my perception, I was collaborative and inclusive as a leader. I felt I rarely was directive in my style of leadership and was so only when there were critical circumstances especially in a Theatre environment. 
My facilitator was very supportive and empathetic. I was pleasantly surprised by the feedback I received. In all the nine domains of the leadership model my raters rated me much higher than my own self rating.  My performance in the various domains matched the importance of those. 
Comments made by the raters were particularly flattering. They regarded me as showing humility, being approachable, with excellent decision-making skills and being very helpful as a colleague. Mention was also made regarding my mentoring skills and my ability to push the team when needed to produce the best outcome for the service. I was especially pleased regarding comments about my openness to new ideas and not being afraid to use them should they make convincing sense. 
I was interested in what they felt I could do better as a leader. There was a comment that my busy schedule limited availability to interact with the team. There was a further comment that I needed to share my vision more openly with others and adjust need to resources. One rater noted that on occasion I lose sight of the Departmental requirement and the need to work to certain targets. I was noted to be direct at times, although always logical. It was suggested that I could delegate more. 
I have since then reflected on the feedback received and the leadership model used. Though I have been rated highly on the listed domains which look at the different aspects of clinical leadership, I have found the comments section more useful. The positive comments were heartening and reinforced my sense of self-worth. I liked the fact that my team were appreciative and found the collaborative style I practised helpful in getting the best out of them.
To help improve, I set up an action plan of the steps I need to undertake. I have spoken to management to look at the mismatch of resources and targets. This had recently been set right and with better planning and reallocation of the available resources, as a Department we have decreased our waiting list from 2 years to 36 weeks. This target had not been achieved for over 10 years and this was highlighted by the medical director in his communication. 
I have started delegating more to my trainees. Occasionally this has led to problems in Theatre with over running. As a training hospital I think it important that the service needs cannot always override training requirement. By delegating more, I have noted improved trainee morale and better logbook numbers. By interacting more with management and my team I have tried to share my vision of the service more clearly. I have continued to emphasise clear communication and lines of responsibility.
As part of my medical leadership programme project I set up an online referral database system. I tried to incorporate these new ideas of increasing delegation, sharing of one's vision and cognizance of Departmental resources in the heart of this.  The project was complex requiring clarity of requirement and option appraisal of solutions possible. I mapped the stakeholders and set up a workshop to define the requirement. I got the Registrars to chair these meetings to get buy-in and to drive it forward. This delegation of responsibility was much appreciated, and I found it useful later towards the end of the project. I clearly stated my vision of what was required to be achieved and the reason why. The project was set up to use a commercial platform to enable us to run the online referral system. Due to the local Welsh IT requirements this was not possible. An awareness of the Departmental requirement and resources led me do get help from the IT department in setting up a project team to develop the software to enable this to happen. I was successful in meeting the objective of the project despite the multiple difficulties I had along the way. 

A greater awareness of my leadership blind spots, I think helped me in succeeding where I could very easily have failed. This leadership exercise over the last year has been an eye opener and has helped me understand myself better. It has made me a more effective and self-aware leader. 
I intend to undertake a further 360-degree individual leadership report in 2 years’ time to identify further shortcomings and blind spots to help me improve. Only through an ongoing mechanism of learning and feedback can I hope to reach my true potential.
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Reflection 4 - Leading organizational change 

I was particularly fascinated in the steps of leading organizational change. Though Heraclitus is reported to have said that change is the only constant, I have over the years tried and failed on multiple occasions to bring about desired change. 
I particularly remember trying to set up a pre assessment service with specialist nurse practitioners. This was in my first five years of being a consultant. I could clearly see that having a pre assessment service would be helpful in decreasing last minute Theatre cancellations and help improve patient outcome by decreasing morbidity. This thought was shared by some of my colleagues who were otherwise busy and some of whom were due to retire shortly. 
 As the nursing hierarchy is very different from the medical one, I had little control in reallocating the nursing staff to bring about the change. I knew what I wanted but I could not make it work. In my mind I had worked out want the problem meant and what the best solution was. My communication of this was straight forward “this is the problem, and this is the solution”. At that time, I could not quite understand why the change desired could not be implemented. 
As part of the medical leadership program the theories of organizational, group and individual change were particularly pertinent. I learnt of the Kotter’s 8 steps for leading organizational change the Kubler-Ross curve for change for individuals and the John Fisher Transition curve. 
I can understand and relate to the Kubler Ross curve on the impact change has on individuals. Over the last 15 years there has been a growing shift in power from consultants to managers regarding day to day management of beds, waiting lists and theatre allocation in the NHS.  This has contributed to increased early retirements among Consultants, lower morale and a general feeling of despondency. This highlights to me how change, if not implemented correctly can lead to organisational stress.
I particularly liked Kotter’s book Leading Change and Our iceberg is melting. I had an opportunity of using his 8 steps for leading organizational change during the implementation of my project.  My project involved wanting to set up an online Neurosurgical referral database system for South Wales. With only one neurosurgical centre for all of Wales, multiple hospitals refer their patients acutely to Cardiff. This referral process is archaic and relies on telephonic conversation between doctors with no written documentation. This system was considered not fit for purpose by the Coroner in a recent case. Following an option appraisal, I identified a commercial software platform that would meet our requirement. This was the preferred solution in the neurosurgical centres in England and would have been relatively easy to implement. This however fell afoul of the Welsh IT requirement of all software being compatible with the Welsh Clinical Portal and the server being in Wales to meet GDPR requirement. 
The only solution to this problem was having a local solution developed by the in-house IT team. This was a very big ask as the IT team was snowed under and had a 2 to 3-year backlog. As this was a different Department, I had little clout in affecting change through the standard hierarchical departmental structure. Kotter’s steps were useful in helping achieve my project goal. 
I helped establish a sense of urgency by providing graphic examples of delay caused by the present system. This led to discussion of the possible solutions from all the stakeholders involved. I helped create a coalition among the neurosurgical registrars and IT professionals to convince them that change was necessary. Creating the vision for change was not difficult as the change required had clearly been identified previously. Communication of this vision to the IT department was important so they could understand the system requirements and the essential and desirable criteria. The ongoing projects that the IT department was undertaking was an obstacle, but this was overcome as the IT manager shared the vision of the need for change and co-opted this project as a pilot for the IT departments plans for a system involving all specialities. Short term wins were publicised in the Departmental meetings with updates of where the system development had got. Any tweaks to the system required were highlighted early to enable them to be incorporated.  As the project progressed, I increasingly played a back-seat role to enable the neurosurgical registrars who would be using the system daily to play the lead role in collaborating with the IT department. This project has now finished its pilot phase and is being rolled out to all South Wales hospitals. 
During this project I could test out Kotter’s theory and can relate to the steps he talks about in bringing about organizational change.  Succeeding this time around where I had previously failed was particularly heartening. Reflecting on my previous experiences I understand why and where I failed. In my naivety, I had not appreciated the need for buy-in by other stakeholders and a need to build a coalition who shared the vision. 
More recently I have read some of the critiques and criticisms of the Kotter model. I agree that the linear nature of the model can be tricky to implement even if used as a mere outline or direction. That said, I still believe it provides a good framework to bring about change. 
Further to the completion of my project I wish to revisit the project I had initially failed at all those years ago. We still do not have an effective pre assessment service. I am certain that being older, wiser and having learnt the lessons during this clinical leadership programme I shall succeed this time round.

 
References
Anastasia (June 24, 2015) Understanding the Kubler-Ross Change Curve. Available at:  https://www.cleverism.com/understanding-kubler-ross-change-curve/ [Accessed on 10 Nov 2019]

Collins J (2001). Good to Great. Random House Business

Jackson J (2016) The John Fisher Personal Transition Curve [online]. Available at: http://www.changetoolkit.org.uk/the-john-fisher-personal-transition-curve/ [Accessed on 10 Nov 2019]

Kotter JP (2012) Leading Change. Boston, Harvard Business Review Press 

Kotter JP (2017). Our Iceberg is Melting: Changing and Succeeding Under Any Conditions. Macmillan; Main Market edition  









Reflection 5 - Mentoring and Coaching

The door to my office is always open conveying I hope, two messages. Firstly, that I'm in my office and secondly, I am available to talk to. On any one day, I have a steady stream of visitors including registrars, nurses, my consultant colleagues and Theatre staff. I have always prided myself in being approachable and available. I have disliked the idea of staff and colleagues needing appointments to meet, as this I believe delays decision making and leads to a sense of alienation and aloofness. An ability to walk into each other's office for advice, a further opinion or just coffee fosters team spirit and cohesive working. I have however never given much thought to how it is perceived by others. 
I recently met an ex trainee of mine who is now a consultant elsewhere. He was reminiscing regarding his training and the easy access he had to me. He said that he always felt supported and cared for. He was particularly grateful for all the times when he felt low, burned out and despondent. He remarked that he could always come to my office, discuss a few things and that would help him see things in a new perspective and help him cope better. 
As part of the medical leadership program I was interested in the talk regarding coaching and mentoring. As a trainee neurosurgeon I have had excellent mentors. I can clearly recall the help and support I have got from them at critical junctures in my career. I have in turn tried to help medical students, junior doctors and new colleagues throughout my career. 
I had however no formal training in mentoring. Coaching was a new concept to me. The more I learnt about it the more I understood that what I was doing over the years was both coaching and mentoring without quite realising it.   
To better understand my role and wishing to improve I have sought further training. I have been a member of Mensa for over 25 years. As part of their gifted child programme I was recently invited to be a mentor and took this opportunity of getting additional training. I have since then had mentoring relationships with their students in helping guide their career. I have found this stimulating and interesting. It helps me give back, what I have so generously received over my career. I have also been appointed as an Academic mentor for medical students at Cardiff. I have been allocated one student per year group. Though the training program they encounter is much different, the problems they face are similar. I am deeply aware of the profound influence a good mentor can make in someone's life with correct career advice, direction and by giving an unbiased perspective on dealing with everyday problems. 
I have had less experience with Coaching. When reading about it, I recalled an experience I had with my trainer nearly 20 years ago. In those days the waiting list for an MRI scan was over 18 months. 2 to 3 patients everyday would present to hospital with symptoms that would mandate an urgent scan. These symptoms though thought not to be true could not be ignored in order not to miss a potentially serious condition. The scan would be undertaken urgently with these patients exploiting this loophole. This made me upset as I did not think it fair when the rest of the patients would wait patiently. I discussed this with my trainer who I remember sat quietly and at the end asked me as to why I thought life should be fair. I found that question so profound, questioning a belief I had which I had accepted as true with no proof.  It made me see things in a completely different light and I was no longer upset. 
The OCSAR Coaching model is interesting. I think it is intuitive and easy to understand. It provides a structure to think about during a coaching encounter. Unlike mentoring it is important not to give advice but let the person get to the solution. The concept of the Drama triangle was enlightening. During mock sessions with my fellow participants I could see how easily one could be sucked into the drama and miss the opportunity to help in getting a different solution to the tried and failed previous ones.
I am trying to use these tools in my feedback conversations with my trainees. I have found the feed-forward technique particularly useful as it focuses on a positive future without concentrating too much on the past. The discussion then is centred on steps that need to be taken to improve. Letting trainees themselves identify where they need to improve, I find makes it easier for them to own the solution.  This has resulted in more satisfactory result-oriented meetings and more likely implementation of the discussed solutions.  
I recently heard Dr Atul Gawande’s talk on Lifelong Coaching. He alluded in his talk to coaches in sport who coach at the highest level and this is taken for granted as essential. This however has not permeated yet into other professional disciplines.
I noted his experience working with a surgical coach. In addition to suggesting some technical changes (like changing the position of his elbow), he reports that his coach pointed out ways in which he had missed opportunities to help the team perform better. 
This got me thinking if I could replicate his experience. As doctors and surgical Consultants, we famously prize our autonomy. Being coached, Gawande noted could be psychologically challenging, forcing someone outside their comfort zone by making them re-examine deep-rooted patterns. 
After much thought, two weeks prior, I contacted my trainer from 20 years ago. He is presently retired and now a close friend. I enquired if he would be willing to give me his time and experience in watching and coaching me in my work. He was unsure how this would turn out but agreed to it in principle. I am in the process of arranging it in the New Year. I am planning to let him observe me in a theatre, clinic, on-call and teaching setting over a period of two days. This would, I believe be a new, stimulating and humbling experience for me. 
I hope to learn, teach, mentor and coach in the years ahead with a better understanding of what it involves. Learning and improving is a lifelong pursuit and I am keen to continue undertaking it. I have learnt much during the year long course and have taken but the initial steps of a long journey.
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