[image: Description: :::::::Desktop:In progress desktop:TRINITY SAINT DAVID:logo:TSD_logo2010.jpg]
Applied Leadership and Management in the Workplace
Module Assignment Submission 

	Student Name:
	Sophie Abraham

	Student Number:
	2504647

	Module No:
	BMSK4016

	Module Title:
	Developing Professional Practice



Statement of Confirmation of Authenticity
By the act of making this submission, the student declares that this is the work of the student named above. The work has not, in whole or in part, been knowingly presented elsewhere for assessment, or where assessment has been built on a previous assessment, this has been identified. Where materials have been used from other sources it has been properly acknowledged. If this statement is untrue, the student acknowledges that an assessment offence has been committed.
Attention is drawn to the plagiarism and unfair practice policies of both the University and of ILM.







Table of Content
Introduction……………………………………………………………...Page 3
Analysis of Case Study………………………………………………Pages 4-7
Conclusion……………………………………………………………… Page 8 
Reflection………………………………………………………………. Page 9
Personal Development Plan (PDP) ……………………………. Pages 10-11
Reference list…………………………………………………………... Page 12


















Introduction
Professional practice in leadership and management is grounded in self‑awareness, ethical behaviour, accountability, and the ability to work effectively with others (Northouse, 2022). In modern organisations, inclusive practice is essential because diverse teams rely on trust, respect, and psychological safety to achieve shared goals (Edmondson, 1999; NHS Employers, 2020). When these foundations are absent, the consequences can include conflict, disengagement, reduced performance, and the loss of skilled staff. The SMART Engineering case study illustrates significant failures in professional practice that resulted in deteriorating team relationships, exclusionary behaviours, and ultimately the resignation of highly experienced engineers.
This report critically reviews what happened, why it occurred, who was affected, and the consequences of these actions. The analysis focuses on five key areas: self‑management; personal, cognitive, and unconscious bias; accountability and authentic behaviour; interpersonal relationships; and professional integrity. Professional practice is particularly important in complex environments such as healthcare and engineering, where decisions, behaviours, and communication directly influence safety, performance, and team cohesion (Reason, 2000; West et al., 2015). Leadership is not limited to those in formal positions of authority, it is demonstrated through everyday actions, ethical decision‑making, and the ability to influence others positively (Goleman, 1998; Northouse, 2022).
Developing these skills requires ongoing reflection and a willingness to examine how personal values, behaviours, and biases shape professional interactions (Schön, 1983; Kolb, 1984). Case studies such as SMART Engineering provide valuable opportunities to analyse real‑life failures and consider how alternative approaches could have improved outcomes. By critically examining these issues, the report strengthens understanding of effective leadership and applies these insights to professional practice within the NHS, where professionalism, accountability, and inclusive behaviour are essential to delivering safe and compassionate care.
(NHS England, 2022; NHS Wales, 2021). A Personal Development Plan (PDP) is included to demonstrate how ongoing professional behaviour and practice will be developed.


Self‑management involves recognising and regulating emotions, managing stress, and maintaining professional behaviour in challenging situations (Goleman, 1998). Within the case study, ineffective self-management is evident at both individual and leadership levels. Dr Alice Parker experienced exclusion, lack of recognition, and gender bias, which understandably led to emotional distress and withdrawal. This response contributed to guarded behaviour and reluctance to share information, further weakening team cohesion. Goleman’s (1998) model highlights self-regulation as a core component of emotional intelligence, which was absent in senior management’s behaviour. By bypassing the project lead and communicating directly with the team, they demonstrated poor emotional control and a lack of awareness of how their actions would impact morale and psychological safety. This failure to self-regulates contributed directly to the breakdown of trust and the escalation of conflict within the team. External pressures intensified these challenges. The project was behind schedule, and senior management failed to provide promised resources. Instead of supporting the project lead, they bypassed her authority and communicated directly with the team. This demonstrated poor emotional intelligence and a lack of awareness of the impact of their behaviour on team morale. As communication deteriorated and conflict became normalised, psychological safety collapsed, ultimately resulting in the loss of highly skilled professionals. Through reflective practice and feedback, the practitioner actively manages stress and emotional responses to maintain professionalism and ensure that patient care is not compromised. In healthcare settings, self‑management is closely linked to emotional labour, as staff are required to regulate their emotions to provide reassurance, compassion, and professionalism even during stressful or emotionally charged situations. The NHS places significant emphasis on maintaining composure, communicating respectfully, and demonstrating empathy, particularly when working with vulnerable patients. Reflection on the SMART Engineering case reinforces how poor emotional regulation can escalate conflict and damage trust. By contrast, effective self‑management supports psychological safety, reduces errors, and promotes a positive working culture. Strengthening emotional intelligence will therefore not only enhance personal resilience but also contribute to safer, more compassionate patient care. In the role of a Band 3 Phlebotomist, effective self‑management is essential when working under pressure, supporting anxious patients, and managing time‑sensitive tasks.


The case study demonstrates clear evidence of personal, cognitive, and unconscious bias. Gender bias is visible in the consistent overlooking of female engineers during meetings, the misattribution of their work to male colleagues, and the questioning of Dr Parker’s competence despite her extensive experience. Affinity bias is also present, with team members favouring colleagues with similar backgrounds (Kahneman, 2011). These biases persisted because they were unrecognised and unchallenged within the organisational culture. A lack of awareness and training allowed unconscious assumptions to influence decision‑making. Cognitive biases such as confirmation bias reinforced discriminatory behaviour, as individuals sought information that supported existing stereotypes. The impact was damaging, female engineers felt marginalised, psychological safety was eroded, and innovation was restricted. Ultimately, the organisation lost valuable expertise, demonstrating how bias undermines both ethical practice and organisational effectiveness. In healthcare, unconscious bias can negatively affect patient outcomes and staff wellbeing. Reflection on this case reinforces the importance of recognising and challenging bias within professional practice. A phlebotomist has a responsibility to treat all patients and colleagues fairly and respectfully, in line with NHS values. Engaging in unconscious bias training and reflective practice supports inclusive behaviour and ethical decision‑making. Bias often develops unconsciously through repeated experiences, cultural influences, and cognitive shortcuts that help the brain process information quickly. While these shortcuts can be useful, they also increase the risk of unfair assumptions and discriminatory behaviour if left unexamined. In professional environments, unchallenged bias can influence recruitment, promotion, workload distribution, and the way colleagues are perceived or valued. The NHS recognises this risk and promotes inclusive practice through mandatory training, equality legislation, and organisational values that emphasise dignity and respect. Reflection on the SMART Engineering case highlights how easily bias can become embedded in team culture when leaders fail to challenge inappropriate behaviour. Strengthening awareness of bias will support fairer decision‑making and help create a more inclusive environment for both patients and colleagues.
Accountability and authentic behaviour were largely absent in the SMART Engineering case study. Team members failed to challenge discriminatory behaviour, despite recognising that female colleagues were being treated unfairly. This bystander behaviour reflects a lack of ethical courage and responsibility. Senior management also failed to take accountability for their actions, particularly when bypassing the project lead and failing to acknowledge their role in project delays. These behaviours occurred due to fear of conflict, weak leadership, and unclear accountability structures. Within NHS Wales, accountability and authentic behaviour are supported by clear national guidance on raising concerns. The Raising Concerns Policy emphasises that all staff have a professional duty to speak up about unsafe, unethical, or unprofessional behaviour, and that organisations must create a culture where concerns are welcomed, listened to, and acted upon. This stands in contrast to the SMART Engineering case study, where staff recognised poor practice but remained silent. Their reluctance to challenge inappropriate behaviour demonstrates how the absence of a supportive speaking up culture allows unethical conduct to continue unchallenged. Within the NHS, organisational policy reinforces the practitioner’s responsibility to raise concerns when unsafe or inappropriate behaviour is witnessed, providing a structured and protected process for doing so. This strengthens accountability and supports authentic behaviour by ensuring staff can act in accordance with their values without fear of negative consequences. Upholding these principles is essential for maintaining safe, respectful, and ethical working environments. This aligns with the NHS Wales Duty of Candour (2022), which requires staff to act openly and honestly when things go wrong and reinforces the importance of ethical accountability. Accountability is also closely connected to psychological safety, as staff are more likely to raise concerns when they feel supported and protected. Leaders play a crucial role in modelling ethical behaviour, responding constructively to feedback, and creating an environment where speaking up is encouraged rather than feared. When accountability is weak, poor practice becomes normalised, and individuals may feel powerless to challenge inappropriate behaviour. This was evident in the SMART Engineering case, where silence allowed discriminatory actions to continue unchecked. In contrast, the NHS Wales framework emphasises that accountability is a shared responsibility and that raising concerns is an essential part of maintaining safe and effective services. Strengthening confidence in this area will support both patient safety and team integrity.
Effective interpersonal relationships are essential for collaboration, innovation, and organisational success. In the case study, relationships were severely damaged by bias, exclusion, and ineffective communication. An “us versus them” culture developed, leading to mistrust and reduced cooperation. Dr Parker’s reluctance to share information reflects a breakdown in psychological safety, where individuals no longer feel safe contributing openly. This breakdown in trust reflects a collapse in psychological safety, which Edmondson (1999) identifies as essential for open communication and effective team learning. These issues arose due to ineffective leadership, lack of inclusive communication, and failure to address conflict constructively. The absence of trust prevented collaboration and reduced the team’s ability to benefit from diverse perspectives. The consequences included reduced performance, increased conflict, and a toxic working environment. The team appeared stuck in Tuckman’s (1965) “storming” stage, where unresolved conflict and unclear roles prevent progress toward effective collaboration. In healthcare, strong interpersonal relationships are essential to patient safety and service quality. Within this role, the practitioner prioritises respectful communication, active listening, and effective collaboration with colleagues. Addressing issues early and encouraging inclusive dialogue supports effective teamwork and contributes to positive working relationships.
Professional integrity involves acting ethically, honestly, and fairly in all professional interactions (HCPC, 2022). The case study highlights several breaches of integrity, including misattribution of work, tolerance of discriminatory behaviour, and failure to challenge unethical practices. These actions undermined trust and contradicted organisational values. Allowing such behaviour to persist had serious consequences, including reputational damage, potential legal risk, and the loss of skilled professionals. Integrity is fundamental to sustainable leadership and organisational success, and its absence can have long term negative effects. Reflection on this case reinforces the importance of values-based practice. Within the role of a Band 3 Phlebotomist, professional integrity is central to maintaining patient trust and safety. Upholding ethical standards, following organisational policies, and raising concerns appropriately are essential components of the practitioner’s role.










Conclusion
The analysis of the SMART Engineering case study highlights significant failures in professional practice across self‑management, unconscious bias, accountability, interpersonal relationships, and professional integrity. Key findings show that poor emotional regulation, unchallenged bias, weak leadership, and ineffective communication created a dysfunctional team environment where psychological safety deteriorated and skilled staff ultimately disengaged. These issues were compounded by a lack of ethical courage and unclear accountability structures, allowing discriminatory behaviours to persist unchallenged. The consequences were substantial, affecting team cohesion, project performance, and organisational culture.
The case reinforces the critical importance of professional practice in any complex environment, particularly in sectors such as healthcare and engineering where decisions, behaviours, and communication directly influence safety, wellbeing, and service quality. Effective leadership is demonstrated not only through formal authority but through everyday actions that model integrity, inclusivity, and respect. The findings emphasise that self‑awareness, emotional intelligence, and ethical accountability are essential for maintaining trust, supporting collaboration, and ensuring that teams can work safely and effectively. When these foundations are absent, the risks extend beyond interpersonal conflict to include compromised performance, reduced innovation, and the loss of valuable expertise.
Reflecting on these issues has strengthened understanding of how professional behaviours shape team dynamics and organisational outcomes. The case study provides a powerful reminder that inclusive, ethical, and self‑aware practice is not optional; it is fundamental to creating environments where individuals feel valued, supported, and able to contribute openly. For practitioners within the NHS, these insights reinforce the importance of upholding organisational values, challenging inappropriate behaviour, and engaging in continuous reflection to improve professional conduct. The accompanying Personal Development Plan outlines how these insights will be applied in practice, supporting ongoing growth in emotional intelligence, ethical courage, and collaborative working. By committing to these areas of development, practitioners can contribute to safer, more compassionate, and more effective healthcare environments.


Reflection
Reflection on the SMART Engineering case study highlighted how poor self‑management, bias, weak accountability, and damaged interpersonal relationships can undermine team performance and wellbeing. These insights directly relate to my role within the NHS, where professionalism, inclusivity, and ethical behaviour are essential to patient safety and effective teamwork. By developing emotional intelligence, strengthening awareness of unconscious bias, and building confidence to speak up, when necessary, I aim to enhance my contribution to a positive and safe working environment. Ongoing reflective practice will support continuous learning and ensure that my professional behaviour aligns with NHS values and organisational expectations. Using Kolb’s (1984) experiential learning cycle will support more structured reflection and help translate experience into improved professional practice. This critical review has demonstrated how failures in professional practice at SMART Engineering particularly in self‑management, bias, accountability, interpersonal relationships, and professional integrity have created a dysfunctional working environment that ultimately led to the loss of highly skilled staff. The case study highlights how unchecked bias, weak leadership, and poor communication can erode psychological safety and undermine organisational performance.
Reflecting on these issues has strengthened my understanding of the importance of inclusive, ethical, and self‑aware professional practice within my own role. The NHS relies on teamwork, trust, and accountability, and this analysis reinforces the need to uphold these values consistently. My Personal Development Plan provides a structured approach to improving my emotional intelligence, awareness of bias, ethical courage, and reflective practice. By committing to ongoing development, I aim to contribute positively to patient care, team relationships, and the wider organisational culture. Reflecting on this case study has also encouraged me to consider how my own behaviours and assumptions influence the way I work with others. I recognise the importance of remaining open to feedback, questioning my own biases, and actively seeking opportunities to learn from challenging situations. Using structured reflective models such as Gibbs or Schön will help me analyse my experiences more deeply and identify specific actions for improvement. This approach will support my ongoing development as a compassionate and self‑aware practitioner, enabling me to contribute more effectively to team discussions, patient care, and organisational culture.

	Development Area
	Current Strengths/ Development Needs
	Development Objectives
	Planned Actions
	Timescale
	Evidence Of Progress
	Review Date
	Success Criteria

	Self-Awareness & Emotional Intelligence
	Good awareness of emotions but can become guarded under pressure.
	Strengthen emotional regulation and maintain professionalism in challenging situations.
	 Attend training. Use reflective models after difficult shifts. 

Request feedback from colleagues. 

Practise grounding techniques.
	3 – 6 Months
	Reflective journal entries. 

Feedback from colleagues.
	3 Months
	Demonstrated calmness under pressure. 

Improved communication with patients.

	Unconscious Bias Awareness
	Basic awareness present but requires deeper understanding.
	Apply inclusive behaviours consistently with patients and colleagues.
	Complete unconscious bias training. 

Weekly reflection on interactions. 

 Engage in discussions about inclusive practice.
	3 Months
	Training certificate. Reflective entries.
	3 Months
	Positive peer feedback. 

Evidence of inclusive behaviour.

	Accountability & Ethical Courage
	Sometimes hesitant to challenge inappropriate behaviour.
	Build confidence to raise concerns in line with NHS Wales policy.
	Attend ethics and “raising concerns” training.
Seek mentoring. 

Practise assertive communication.

Review policy regularly.
	6 Months
	Mentor feedback. 

Notes from training.
	6 Months
	Increased willingness to speak up. 

Demonstrated adherence to NHS values.

	Interpersonal Communication & Teamworking
	Strong communication but could contribute more proactively.
	Strengthen team relationships and collaborative working.
	Participate actively in handovers. 

Practise active listening.

Support colleagues where possible.
	Ongoing
	Team feedback. 

Reflections on improved interactions.
	Every 3 Months
	Increased contribution to discussions. 

Stronger team relationships.

	Reflective Practice & Continuous Learning
	Reflects regularly but not always in a structured way.
	Develop consistent, structured reflective practice.
	Maintain weekly reflective journal.

Use structured models. 

Review reflections monthly.
	Ongoing
	Completed journal entries. 

Identified learning themes.
	Monthly
	Clear evidence of learning. 

 Improved decision‑making and self‑awareness.
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