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[bookmark: _Toc530522968]My personal leadership style
Over the course of the Medical Leadership Programme I have gained understanding of the leadership qualities and skills that blend together to become my authentic leadership style.  A range of diagnostic instruments have provided insights into both leadership and team membership, though a sensation originally described by Clance and Imes (1978) as the “imposter phenomenon” persists.
I recognise that I often find it difficult to recognise my strengths and leadership qualities, though I can appreciate them when described in a diagnostic report.   I remain a somewhat bemused leader, though have come to accept, and have become more comfortable with the fact, that I am a leader!  
As an Emergency Medicine clinician with a managerial role – formerly as a Clinical Director (CD), then briefly a Deputy Executive Medical Director, and now as a Unit Medical Director (UMD), I recognise that I employ all six leadership styles described by Goleman (2000) in the workplace.   The Emergency Department (ED) ‘shop floor’ often calls for directive and pacesetting team leadership: patient care in emergency situations requires clear leadership of, and rapid compliance within, a cardiac arrest or trauma team to deliver best outcomes.  My self-assessed preference for the BELBIN (2018) team roles of ‘shaper’ and ‘resource investigator’ can be considered well-suited to the ED clinical environment: knowing how to react in fast-moving situations and thriving on pressure are beneficial, whilst the short attention span of the ‘resource investigator’ supports satisfaction with rapid patient turnover.  Whether my choice of career in the ED influenced team role preference or vice versa is a curiosity.  My managerial role largely calls for visionary and coaching styles – a longer term view for both direction of travel of the organisation and development of others within the organisation – with participative and affiliative styles needed to encourage staff engagement and collaboration.  I believe my authentic style encompasses the breadth of leadership styles described by Goleman (2000).
Healthcare Leadership Model 360 appraisal
Reviewing the many leadership theories available, Storey and Holti (2013) described a Leadership Model for the NHS which was considered in the development of the Healthcare Leadership Model (HLM) (NHS Leadership Academy, 2013).  Based on this framework, the HLM 360 appraisal with comprehensive feedback was extremely valuable in providing clarity about my strengths and weaknesses as perceived by peers, direct reports, my line manager and others.  It was gratifying to see a consistent grading of ‘proficient’ or ‘strong’ across all domains, and reassuring that my self rating and that of my line manager were largely aligned.
The dimensions in which I identified the greatest disparity between my self-rating and the average rating excluding my own were those of ‘influencing for results’ and ‘developing capability’: I clearly underestimate my ability to influence and see understanding the cause for this as a developmental need.Figure 1 - HLM 360 Report extract


The dimension in which my line manager assessment was lower than my own was ‘sharing the vision’.  At the same time, I rated it as more important than did my line manager.  There were three other dimensions in which one or two ratings (of 17-19) were lower than my own: inspiring shared purpose, leading with care and engaging the team.  It is natural to want to meet others’ expectations and thus I consider these as areas for improvement, though I am cognisant that in selecting raters I chose people whose opinions I respected, including some people with whom I do/did not have an entirely harmonious working relationship. 
The HLM 360 feedback session was highly beneficial, enabling some discussion of the imposter phenomenon as I recognised the extent of positivity of the raters’ scores when compared to my self-rating. 
I felt humbled by the positive free text comments which included descriptions such as ‘supportive’, ‘great mentor’, ‘passionate’, ‘exceptional integrity and honesty’, ‘forthright yet fair’, ‘leads from the front’, ‘visible and strong leader’, ‘takes responsibility’, ‘principled’…all of which are traits which I value and feel that I aspire to, yet clearly achieve in some measure already.  I believe that taken together, all of these coalesce in my self-perception as a developing authentic leader.
The free text comments helped me identify a clear development target.  The responses to the question of what I do less well in my role as a leader revealed a theme – ‘visibly apparent expression of frustration’.  It was something of which I was aware, but the consistency with which it was mentioned provided cause for reflection.  Understanding the reasons for my frustration is clearly important, as is recognising the importance of developing self-management skills such that my frustrations are less apparent.
Myers-Briggs Type Indicator (MBTI)
The Myers-Briggs Type Indicator questionnaire was not entirely new to me, though I had not undertaken Step II previously.  I was aware that my Step I results had varied in the past – INFJ in 2015, ISFJ in 2016, and ISFJ again in 2018 – the change perhaps reflecting only slight preference in the Sensing (S) – Intuition (N) axis.  The Step II results provided more detail and provide some insight into possible causes of what the MLP 360 identified as visible frustration.
Communication
Completing the MBTI questionnaire suggested my Step I type to be ISFJ.  The Step II facet reports expanded on what felt to be a not-entirely comfortable assessment and were particularly apposite in applying results to communicating.  I am aware of a tendency to feel impatient when I expect others to be ‘up to speed’ or ‘on the same page’ as me yet they appear not to be.  The MBTI results suggest that a potential contributor to my frustration may be their different communication styles, rather than any desire to annoy or be obtuse.  The application of Step II results to communicating suggests that my reflective and quiet facets may contribute to others not hearing my message or views as I tend to keep thoughts and reactions to myself, and have a preference for written communication over verbal.  This resonates in my day to day medical leadership role in which email and Skype instant messaging are my preferred communication tools.  My least preferred option for communication is a telephone call as I find the relative lack of non-verbal communication uncomfortable.  That ISFJs use ‘feeling’ mainly externally to communicate is consistent with my desire for face-to-face or Skype video for real-time conversation rather than a telephone or audio-only conference call: body language is a significant contributor to feeling vs thinking communication.   
Managing change
Change management is a significant area for development for me and the MBTI report provides welcome suggestions for improvement.  The change-management style identified in my facets contributes to my understanding of the extent of the challenge I face: keeping my feelings about change to myself, discussing the impact only with those closest to me, shifting from one perspective to another, being both planful and emergent at the same time, wanting to know the impact of change ahead of time are all challenges to facilitating and leading change.  Learning to accept the need to communicate more widely, get more input, accept that the impact of some changes cannot be demonstrated in advance, and (most challenging) deciding how much insensitivity I can tolerate and acting accordingly are all areas on which I need to work.
Managing conflict
Conflict management is a central part of my current role, so this area of the MBTI report provides important direction for my development.  My facet results suggest positive qualities: that I ‘try to create harmony by accommodating different views’, and ‘strive for cooperation and minimise points of disagreement’ feel like good qualities; at the same time, I may be ‘giving in too often’ and need to recognise that ‘sometimes people need to agree to disagree’ to enhance my conflict management skills.
Career developments, leadership at a different level
During the later stages of the Medical Leadership Programme, the course participants from my Health Board were invited to a meeting with our Chief Executive.  A comment in that meeting about my potential as a future medical director led to later discussions about my career direction.  Very soon after that, an unanticipated restructuring of the medical director’s department presented a career development opportunity: I applied for and was successful in appointment to a half-time Deputy Executive Medical Director secondment.  Whilst insights gained from the Medical Leadership Programme, both from the various workshops and the diagnostic instruments, were directly relevant and undoubtedly contributed to my success in a competitive appointment process, the process itself was a rich learning experience.  The time subsequently spent fulfilling the role has presented real leadership challenges, confirmed strengths and finessed identified areas for development.  Whilst confirming, reassuringly, that my strengths equip me well for a medical leadership role, a need to further develop skills to ‘share the vision’, ‘engage the team’, ‘inspire shared purpose’ and ‘lead with care’ is apparent.  Presentation skills have been necessarily exercised with such frequency that my previous dislike of public speaking has diminished enormously: whilst I have been a visibly confident presenter before now, the external appearance and internal experience are now more closely aligned.
Having gained excellent experience at Deputy Executive Medical Director level, I was subsequently appointed to an interim Unit Medical Director role to provide medical leadership for my hospital as it transitions to a new health board.  Within the first weeks of this role, conflict management and communication skills have been exercised daily.  My need to use the less-preferring ‘thinking’ way of making decisions presents challenges and is tiring, in keeping with the findings in my MBTI Step II report.
The leadership skills required in a more senior role are broader ranging and need to be more consciously practised until unconscious competence is achieved.  Authenticity is intrinsic to me; authentic leadership is my aspiration and my direction of development.




[bookmark: _Toc530522969]Reflection on reflection
(Driscoll’s (1994) model)
What?
What happened?
As part of the Medical Leadership Programme, I attended an academic study session about critical reflection.  Although formal reflective practice has long been part of nursing and allied health professionals’ practice, it has only become a required part of medical training more recently and written reflection in keeping with a recognised ‘model of reflection’ was something I had given little consideration to previously.  Prior to the study session participants had been asked to prepare a reflection to bring to the session to share and discuss with peers.  I had prepared a reflection but despite extensive searching, had not found a ‘model’ which resonated with me and found it difficult to settle down to write.  Once started, it flowed easily but did not fit a particular model: I found myself uncomfortable with a ‘forced’ feeling to something that I felt was a natural and normal part of my life.
What was the reason for my discomfort?
My experience of ‘reflective writing’ thus far has been of reading reflections written by medical and nursing staff in response to events at work.  These reflections have neatly fitted into models, including that used as an example in the academic study session: Gibbs’ (1998) reflective cycle.  The description of reflection required to be considered ‘a good assignment’, according to the presentation given at the study session, included ‘deep, honest reflection’ with ‘Critical analysis’.  My experience of reading reflections most often based on Gibbs’ model was not entirely congruent with that view: instead they had appeared to be superficial, just compliant with requirements of CPD and not in keeping with my perspective of being ‘deep’ or honest in their completeness.
My consciousness of many colleagues’ discomfort with a revealing and very open approach to sharing personal information provoked skepticism about this study session’s ability to effect meaningful development of course participants.  If the course leaders were expecting, and accepting of, the type of superficial reflections I had previously seen in the work of junior doctors or nursing colleagues, could I comfortably reproduce on paper reflections in keeping with my internal and ongoing reflections in my daily life?  And why should I?  And if I didn’t, how should I write?
Life experiences, including periods of counselling and psychotherapy, have contributed to my being a naturally reflective and self-analytical person: it seemed bizarre to suggest selecting particular events for ‘reflective writing’ for the purposes of an assignment when I believed that I automatically engaged in considerable, in not formally structured, reflection on all events that provoke discomfort for me.
What was the response of others?
Colleagues in the room were smaller in number than in previous study sessions, and of those who were there, only a few had prepared the requested reflection ahead of time.  The discussion with those who were there suggested that discomfort with the process of reflection may have contributed to the absences of others (not necessarily intentionally, but perhaps competing demands on time were afforded greater priority?)  Some colleagues appeared to espouse the familiar view that it was easy to produce written reflections that would simply ‘tick a box’ for the coursework: this did not give the impression that they would be particularly ‘deep’ reflection, though I couldn’t be sure of that.  
Discussion of the process of reflection, including with the course tutor, led to the suggestion that a ‘reflection on reflection’ could be worthwhile.
So what?
So what other knowledge can I bring to the situation?
Extensive reading around the subject of reflection in clinical practice and models of reflection led to discovery of much literature that did not dispel my sceptical view that Gibbs’ (1998), model along with Kolb’s (1984) reflective cycle  are seen as de facto standards in the healthcare community.  A literature search for publications relating to critical reflection in medical professionals yielded few results, particularly in comparison to the extent of publications in nursing journals.  Perhaps the experience and expertise of the nursing profession in this field is relied on by doctors in search of information to support reflective practice?  Or perhaps my scepticism about medical engagement with written reflective practice has foundation?
If written reflection is viewed as externalized ‘thinking about thinking’ and ‘thinking about action’, creating models for written reflection could be viewed as restrictive (Coward, 2011), with people using models to produce written work which ‘fits’.
Discovering models of reflection that appear to acknowledge the potential to eschew real depth of reflection using Gibbs’ or Kolb’s models was heartening.  Schön’s (1983) model  of reflection-in-action and reflection-on-action was in keeping with my perspective of my own unwritten ‘continuous’ reflection, though provides a structure for written reflection.  Terry Borton’s (1970) simple “What? So what? Now what?” model  was developed further by Driscoll and further still in Rolfe’s framework (Rolfe, Freshwater and Jasper, 2001) which adds iterative depth to Borton’s questions as a structure for reflection: this can facilitate development in reflective practice as one gains comfort and confidence in the process.  Borton’s questions allow reflection of any depth about the events, but do not intrinsically encourage deeper reflection about oneself.
So what is my new understanding of the situation?
Deep reflection, in keeping with my internal processes, can be accommodated by models for written reflection.  Such models can give structure to journal entries and encourage reaching conclusions, creating action plans and identifying ‘next steps’ in self-development.
That peers may engage in superficial reflection to, for example, meet essential continuing professional development requirements, or the need for coursework to be completed, does not prevent my use of different reflective models to accommodate my own reflection.
I am less sceptical of the concept of models for reflection and can see a role for them in my own reflective practice, even if I do not feel the need to engage in written reflection as a very frequent activity.  The value of keeping reflective records is not new to me: I have kept an unstructured journal, intermittently, for many years, recognising that doing so unburdens me of thoughts and feelings when they feel somewhat chaotic and allows clearer thinking.  Giving structure to such records relating to my work life is an evolution of that journaling.
Now what?
What might be the consequences of this reflection?
Structured reflection on leadership challenges in my current role could be a valuable approach to achieving clarity, developing action plans and ensuring that my leadership development continues to progress.


[bookmark: _Toc530522970]Reflection on Residential Learning community March 2018
(Atkins & Murphy’s (1994) model)
Actions/experiences
The participants of the Medical Leadership Programme Cohort 6 attended a residential learning community in Rhyader in late March 2018.  A full programme of team development activities occupied two days spent learning about ‘Leading Teams and People’.
The learning activities included exploration of team role theory (BELBIN, 2018), highly performing and effective teams, leadership styles and appropriate application, key enablers to effective team working and development of leadership skills.
After exploring the Belbin team roles on the first day, we were put into team with a deliberate mix of role preferences (initials of names refer to the team members): 
	Belbin Role
	Highest score
	2nd Highest score

	Plant
	
	S

	Resource Investigator
	I
S
	B

	Co-ordinator
	N
	Ka
Ke

	Shaper
	S
	

	Monitor/ evaluator
	Ka
	

	Team worker
	
	N

	Implementer
	B
	

	Completer Finisher
	Ke
	

	Specialist
	
	I



Whilst we had attended many course events together prior to the residential community, the team role preferences were new to us, certainly in respect of knowing each other’s preferences overtly and being part of a ‘created’ team.  The participants were a mixture of consultants and clinical leadership fellows – mainly registrars – from various specialties, together with a senior allied health professional.  Perceived hierarchical differences that may be apparent in the work place were not relevant to allocation of team roles.
We undertook a range of team tasks, remaining in the same teams throughout the residential experience.  Two particular tasks gave me cause for reflection.
The rope square
The task was to create a rope square whilst wearing blindfolds.  The rope, coiled on the ground, could not be touched until we were all blindfolded.  We organised ourselves, allocating or volunteering for different roles, to deliver the outcome of a rope laid out in a square, flat on the ground.  The team was cooperative and organised itself well, agreeing on a strategy to deliver the objective.  My background as a consultant in Emergency Medicine was known to other team members, and they assumed that I would be a natural ‘team leader’ as it is considered a routine part of Emergency Medicine consultant practice to lead resuscitation teams.  However, my Myers-Briggs Type Indicator Step II (MBTI) preferences, combined with my Belbin team role preferences, supported my preference, which I expressed, to avoid the team leadership role.  Instead, this role was adopted by a co-ordinator in the team.  One of my contributions was to state clearly that once blindfolded, it would be important for only one person to speak at a time, and for us to listen to the team leader.
Having established our approach, we donned our blindfolds.  Silence ensued… and I was the first to speak!  Immediately I recognised my error and was embarrassed but amused at myself.
After that, we continued as planned and completed the task successfully.
The unseen maze
The team was tasked with navigating a maze within a limited amount of time: we could not see the maze from our starting point.  The task involved each of us in turn approaching the maze, trying to progress through it until a horn sounded (on taking a wrong step) indicating that we had to return to our starting point.  Only one person at a time could leave the starting point and we had to take it in turns to approach the maze.  There was no equipment provided to make notes or record our activity.  
After the first team member approached the maze and returned, we discovered it was “squares”.  After the next team member approached the maze and returned, we discovered we were to ‘go straight forwards’.  Frustration at not knowing more detail of the nature of the maze was appearing and emphasised by his return from the maze and announcement ‘right, it’s an eight by eight square… I went forwards one and left one...’.  Another team member started laying out sticks on the ground to record successful additions to the path through the maze… but in a different orientation to the maze.  
Eventually, after gradually becoming aligned on how to communicate progress through the maze, and with a few more errors, we completed the task in time.
The leap of faith
The team was tasked with each of us, individually, wearing a safety harness and climbing a wire ladder to a high platform, then jumping off the platform to experience a controlled fall to the ground.  I observed other team members perform the task first, cheered them on, watched them complete it uneventfully and applauded their success, though my applause was more gesture than heartfelt.  I did not anticipate the significance of the challenge – I had not realised how great my fear of heights was.  I started to climb well, but became extremely anxious as I climbed higher, and froze as I reached the overhanging platform.  The rest of the team encouraged and reassured, cheered me on loudly, and after a while the encouragement was sufficient to get me on to the platform.  Jumping off was easy by comparison.
Analysis of feelings and knowledge
The rope square exercise brought to the fore the assumptions one can make about people of whom one has some, but limited, knowledge.  I have long recognised that I do not enjoy being a team leader, even if I am competent at fulfilling the role.  At the same time, I get frustrated if the designated team leader is not more a more able team leader than I can be.  When allocating/assuming roles, I recognised and comfortably declared that my preference is not to team lead.  I felt enabled by the Belbin role diagnostic, and comfortable expressing my preference in the face of others’ expectations – particularly as those expectations were borne of their awareness of my job role (this was stated overtly).  However, my learned behaviour (not being slow to speak up when I feel something needs saying) surfaced and I was the first to speak despite asserting that I was one who shouldn’t speak first!  
Ke, both a completer-finisher and a co-ordinator, was an excellent team member from my perspective, and I very much enjoyed having someone with such complementary roles on the team.  I became frustrated with I, whose roles were specialist and also resource investigator (the latter being a role preference I shared with him).  
The maze of squares highlighted extremely well the different perceptions of a situation that individuals can have, even when all are highly skilled and intelligent professionals.  The variation both between team members’ communication styles and between their perceptions of the maze was surprising.  The maze was simple – but it was differently simple to different individuals.  The importance of communication and ensuring understanding was evident. 
The leap of faith was a remarkable experience: that the cheering support of the rest of my team was sufficient for me to overcome being truly frozen with fear still surprises and pleases me.  As a strong, determined and reasonably athletic person, I had not anticipated freezing during the task.  I would have come down the ladder without climbing onto the platform had it not been for the massive encouragement of the team.  That particular activity highlighted that the strength of a team can be more than the sum of the strengths of individual members. 
Whether team role balance influenced performance was not something we considered: indeed, the various teams of participants, put together with Belbin role balance in mind, largely forgot about any competitiveness with each other and instead enjoyed the learning experience.  There is literature that suggests the importance of team balance in creating successful teams is overstated (Partington and Harris, 1999), but equally literature suggesting that to some extent, better team role balance correlates with better performance (Senior, 1997; Prichard and Stanton, 1999; Chong, 2007).
Evaluating relevance of knowledge
For doctors the weight afforded to scientific literature can be significant, sometimes leading to discounting the importance of learning events and experiences that are associated with ambiguous evidence.  
The experience of observing the different preferences for behaviours and communication styles of team members was extremely valuable regardless of evidence for and against the validity of balancing Belbin roles to achieve high performing teams.  The intrinsic experience of seeing the breadth of individuals’ characteristics and preferences for team roles, MBTI types and leadership styles, unrelated to their workplace role, was illuminating and perspective-broadening.  It may seem dramatic to consider it akin to a light bulb moment, but the importance of appreciating potential for not only positive, but necessary and necessarily different, contribution from a range of members in a team was striking.
Learning
I revisited previously firmly held views about members of various teams in my workplace.  I started to reframe my opinions, looking again for the potential positive contributions and embracing an optimistic ‘there’s a role for everyone’ outlook, determined to maximise team performance by viewing individuals as ‘team members’ differently.
I also recognised that I can gain more from being part of a good team than I previously recognised: I have strengths, and am able, but overcame a significant obstacle almost entirely due to a supportive team.
[bookmark: _Toc530522971]Reflection on career development in leadership roles
(A retrospective reflective journal entry: reflection-on-action (Schön, 1983))
I became a Lead Clinician when the previous incumbent transferred to another hospital and no other colleagues were willing to step into the role.  At some level I must have believed I was the right person...  Somewhat uncomfortably, I recognise that my decision to volunteer for the role was informed by my views of the strengths or otherwise of my colleagues at the time – a ‘rather me than them’ opinion.  I argued the case for creating a CD role, to sit ‘at the big table’, from my previous position as Lead Clinician.  My appointment to the CD role was by interview though without competition.
During my time as CD the Health Board advertised for and recruited to the role of Unit Medical Director (UMD) (the post holder would be my ‘boss’).  Although I briefly considered it, I did not apply for the role.  At the time I did not think I would not be successful: I felt I would be seen as over-confident, maybe arrogant, and relatively inexperienced, that I would be talked about (in negative terms) in hushed tones between my peers, and maybe that to apply and not be successful would be ‘worse’ than not applying?  There were other candidates who were chronologically more senior and experienced whom I believed would necessarily have greater chances of success: they were ‘establishment’, ‘traditional’, and clearly liked by senior/executive leaders.  They were also all male (though not a conscious consideration at the time, gender dominance in senior medical leadership roles has since become more obvious to me).
I was a panel member in a two-day recruitment process for the UMD roles: the candidates did not impress me as much as I expected, but their Curricula Vitae and ‘management experience’ outstripped mine, with chronological seniority and impressive clinical and academic qualifications.  I felt that at interview, in the psychometrics and panel discussions, I could have performed as well as they did, and the first inklings of ‘I should have gone for this’ appeared in my mind.
UMD appointments made (there were other units in the Health Board having UMDs appointed in the new structure), I continued as CD, a role that was familiar and comfortable for me by then.  Over the subsequent months, with increasing frequency, I found myself getting frustrated at what I viewed as inflexible and polarised views held by the new UMD.  
As time went on, non-medical manager colleagues would occasionally comment to me – “you should have gone for it”, “you could have done this”, “you’d be great at this”.  Such positive feedback for me felt good to hear, though (perhaps unhelpfully?) lent credence to any negative views I had of the professional lead to whom I reported managerially.  
At some stage I recognised that I wanted to do my boss’ job and discussed it with a longer serving CD for whom I had much respect.  We discussed succession planning, with a view to a ‘ten-year plan’ in which I would aim to be UMD for a few years prior to retirement, after he had done five years in the role prior to his retirement.  At the time I conscious of ambition though did not give much thought to ‘why’.
I embarked on the Medical Leadership Programme to improve my CV as well as hoping to learn some magical secrets of management.  Experiences during the formal workshops, and listening to the external speakers, contributed to an increasingly strong feeling that I really could ‘do the job’.  Listening to speakers of recognised seniority, thinking that I may have done things differently – and could have been right to do so – provoked quiet, internal, favourable comparison of my own skills and attributes with those of visibly ‘successful’ leaders.
During the programme, the Health Board’s participants were invited to meet with the Chief Executive of our Health Board (CEO): a ‘progress check’ with our executive sponsor.  During the meeting I had a (well-mannered) disagreement with the CEO about potential structural change in clinical leadership arrangements.  After the meeting I recognised that maybe I had been a little too robust in my disagreement and I emailed the CEO to apologise if that had been the case.  The response to that email, with subsequent encouraging conversations with the CEO, resulted in me applying for a half-time interim Deputy Executive Medical Director (DMD) role.  The recruitment process was competitive, requiring me to draft an expression of interest in which I had to emphasise my leadership achievements and explain what I believed I would bring to the role.  At the time I found it very difficult, but I recognised that frustration at my UMD’s practice enabled me to identify my strengths through our differences.
Success at the interview, in which I was ‘just myself’, felt like a huge achievement: I was appointed ahead of some people I viewed as my seniors and it was a massive ego boost.   That ‘the real me at work’ had achieved that success told me I was a good ‘fit’ for the role (otherwise I would not have been appointed).  Had I not been successful, it would have been the right outcome:  I can only be ‘100% me’, and if I did not fit, I would not have been happy in the role.
The imposter phenomenon is a feature in my psyche, and I felt it keenly as I embarked on the corporate leadership role.  I encountered new and bigger challenges and had big knowledge gaps to fill.  I worked extremely hard, felt out of my depth at times, and felt very ‘different’ to people I encountered whom I felt to be ‘corporate ladder climbers’ - very good at ‘management-speak’ but (to me) seemingly inauthentic. 
I was enjoying the role – being ‘important’, having a base in headquarters, being privy to a lot of information, attending meetings with Welsh Government – it was all fun.  I was getting to grips with some huge challenges and learning a lot when, unexpectedly, the UMD in my own hospital announced his resignation.  Having committed to the interim DMD role I felt unable to put myself forward for the role.  I was approached several times by former colleagues asking if I would apply.  It was still a job I wanted to do, and I felt torn between three different ambitions – my clinical role as a consultant, my interim strategic role as a DMD and the desire to fulfil the UMD role.  I wrestled with my thoughts for quite a while, finally submitting an application at the last minute whilst still undecided about how I could do it, or if I should do it, or if I really wanted to do it and when.
I had conversations with the others in the executive MD’s department about the situation in which I found myself – along with an open and honest conversation with my CEO.  None of them gave me ‘the answer’.  They did, though, give me a lot of extremely positive feedback, and made clear that they would like to keep me in the DMD role ongoing (beyond the ‘interim’ period initially planned).  All of this had a huge ‘feel good factor’ for me: the votes of confidence in my performance in the DMD role exceeded my expectations by a large margin.  At the same time, they acknowledged a vested interest in the appointment to the UMD role, were clear that the choice was mine to make but assured me that they would not take a dim view of me pursuing the UMD role.
I was subsequently interviewed and appointed to the UMD role - it is an interim appointment as the Health Board structures will change again in the future: I do not know ‘what comes next’. 
What have I learned?
“Always apply for a job you want, never apply for one you don’t” is one of two pieces of career advice my father (a now retired doctor) gave me: it has served me well, but I struggled to apply it when wanting several jobs at the same time.  The degree of ‘want’ became all important and my thinking became very deep.
The DMD role was a ‘big achievement’ with more kudos (to my mind) than the UMD role.  It was more difficult, more of a personal challenge, but a role in which feedback told me I was already delivering.  The UMD role, being much more operational, felt a more natural fit to the skills and abilities in which I was confident.  Despite the breadth of positive feedback, I felt faintly ‘out of my depth’ in the DMD role.  Maybe I felt that the UMD role would leave me less susceptible to imposter phenomenon than the DMD role?  And if that were the case, was it ‘lazy’ to want a more ‘comfortable’ job?  What did that say about my ambition?  With potentially fewer than ten years until retirement, do I really want to be an executive Medical Director before I retire?  What is the impact on the rest of my life?  If I pursue an exec MD role, what will that demand from my relationship with my partner?  What are my real priorities in life?  How can I achieve a balance?
The external recognition that I can do the DMD job has had a strong positive impact on my self-esteem – recognising that maybe I do not want to (now, soon, or maybe ever) has been something of a revelation.  Is external validation less important for me because I know, now, that I can do a ‘bigger’ job than I want to do?   Has my yardstick of self-worth changed?  Have life achievements over the past few years - improving my health and appearance (losing over 40kg) – improved my internal measure of self-worth so much that work achievements feature less?
Whilst I continue to reflect-in-action daily, giving time to reflection-on-action enables me to ponder, if not completely answer, ‘big’ questions.



[bookmark: _Toc530522972]Reflection on the Medical Leadership Programme as a programme
(Gibbs’ (1998) reflective cycle)
Description
I applied for the Medical Leadership Programme at the last minute, having to identify a project to pursue and gain support from an executive sponsor and my line manager.  I was accepted on the programme and attended the vast majority of the workshops and other learning events with Consultant and Clinical Leadership Fellow colleagues from a range of backgrounds, along with one Allied Health Professional who held a leadership role in my organisation.
Feelings
When I decided I needed some leadership training, I did some googling and identified a King’s Fund course that looked just the ticket.  My organisation would not support the funding required but offered to support me on the Academi Wales programme.  I was disappointed: I wanted to do a course run by an organisation I rated as ‘appropriate for me’, so was a somewhat reluctant participant in the Academi Wales programme at the outset.  At the introductory workshop I met the other course participants.  The Clinical Leadership Fellows were all higher trainees of varying grades, the Consultants were largely Clinical Directors or Lead Clinicians in their specialties.  All manner of prejudices made themselves apparent within me and I remained doubtful about whether the course was ‘good enough’ to meet my needs.  The Clinical Directors seemed less ‘able’ than I felt; I had hoped to feel inspired by intelligent, quick-thinking, wise colleagues but had already prejudged the participants: they were on this course rather than the King’s Fund course – maybe they, like me, felt they were ‘ticking a box’.  The reluctance in everyone, including myself, to reveal a maybe softer and more authentic presence (that would, I felt, maximise the benefit of such events) did not bode well, I felt.
My scepticism waxed and waned through the various workshops and learning events.  Sometimes I felt I had learned almost nothing.  On one occasion I was intensely annoyed at feeling patronised by one speaker, and so unimpressed with another that I felt my day had been nigh-on wasted.
The reading we were assigned for one workshop, arguably about ‘leadership gone wrong’ - the Mid Staffs report (Francis, 2013), Trusted to Care (Andrews and Butler, 2014), the Keogh review (Keogh, 2017), the Morecambe Bay investigation report (Kirkup, 2015), for example, were to my mind ‘required reading’ for all would-be CDs, let alone for those seeking more senior roles.  My doubts about some participants’ strengths as serious medical leaders were reinforced when it was apparent that many had not read such reports, instead having relied on the press interpretations at the time for their knowledge.  I felt, deep down and quietly, a little ‘superior’.
The residential community changed many of my opinions and, although I retained a slightly cerebral approach at times, I felt that I and most of the cohort had been more authentically present at the residential community than at any of the other learning events.  Most strikingly, any perceived ‘difference’ between the Clinical Leadership Fellow group and the other participants seemed to evaporate as we were removed that far from daily working life.  The community was a great and successful ‘leveller’.
I tried to pursue my project, left the project write-up assignment to the last minute and, quite separately, pursued career opportunities that I felt were largely the result of serendipitous timing.
Approaching the end of the course, I am a different person to the one I was when I embarked on it.  I feel much better equipped, and confident in my ability as a medical leader.
Evaluation
Considering each workshop or learning event in isolation, I do not feel that I came away with discrete ‘taught leadership skills’ attributable to that event.  Some felt good, some days were frustrating (my action learning set did not ‘work’ for me), but looking back at the course as a whole - the workshops, the speakers, the cohesion of my fellow participants from all backgrounds, the excellent residential community – the whole is much greater than the sum of the parts and the impact for me was much greater than I anticipated.
Analysis
I think leadership development is about growth as a leader more than about taught skills per se.  The ingredients of the course are necessary knowledge but attending a workshop when one may have already covered the material elsewhere is not time wasted.  The learning from conversation with colleagues over coffee, a bit of networking, perhaps unconscious awareness of change in others, adds up to a very beneficial and developmental experience.
Conclusion
Attending every workshop would have been ideal: I missed two of the dates, unavoidably, and regret it.  Adopting a less accepting view of my own prejudices could have enhanced my experience of the early parts of the programme. 
I already have a far more open mind to the perspectives of people to whom I do not feel instinctively aligned: I am enjoying some success at sustaining a more enquiring, more curious and more appreciative approach at work.
Action plan 
Continue with reflection in, and on, my development as a leader.



[bookmark: _Toc530522973]Reflection on project failure
(Driscoll’s (1994) model)
What happened?
I selected a project which I already knew presented significant challenges: I had not yet succeeded in delivering on this project so far and hoped the Medical Leadership Programme would be a great enabler and maybe deliver some Damascene moments.
I read assiduously trying to embrace a structured approach to my project, practice change management skills, culture analysis and a range of leadership techniques, all with a project on which to focus my attention.  My sometimes formulaic-feeling project-related activity surprised me by not feeling alien or unnatural, even though it took me far out of my comfort zone.  Every new approach I tried showed promise, but ultimately did not deliver results.  I felt I had all the ingredients for success, and as that picture became clearer, it seemed to highlight the obstacle to success.
I returned to first principles repeatedly: stakeholder engagement, several times over, was only partially fruitful.  The engaged people were already engaged, the unengaged people did gradually become more engaged to varying degrees, but it became increasingly evident that a key stakeholder was actively disengaged.
In parallel with the project, other problems arose in work with my actively disengaged colleague.  Attempting to address the issues (which were largely related to job planning and interpersonal problems with other colleagues) posed particular difficulties as it set me ‘against’ him.  As his line manager I had multiple parallel encounters with him, none of them was as easy or as productive as I would have liked.
It rapidly became apparent that what was seemingly an extremely simple project was at risk of failure if the key individual could not be positively engaged in the project.
So what?
I spent a lot of time reflecting on encounters with the disengaged key player, trying to understand the roots of his behaviour, trying to identify new and different approaches to getting him on board with the project.  At the same time, the interpersonal and other behavioural issues that arose led me to think further about the kind of person I was dealing with, and to question if there was any approach that might work.  
Much reading and reflecting on my experiences outside the workplace led me to suspect that the key player had personality traits and characteristics that I had encountered in other colleagues to varying degrees.  I had previously worked with a colleague from another organisation who was seen, in his own workplace, as presenting a breadth of obstacles to productive working relationships (not being seen as team player, being resistant to discussion of subjects about which the feel they are simply ‘right’, idiosyncratic practice, causing offence by seemingly unthinking comment, single-mindedness to an extreme, being rigid and over-methodical regardless of appropriateness, difficulty managing their time and priorities).  These problems not only led to his leaving his post and seeking employment elsewhere, but also to obtaining a diagnosis of Asperger’s syndrome. 
It is a not-infrequent (usually humorous) observation that many hospital consultants are ‘on the spectrum’, or ‘Aspie’: many of the traits associated (when extreme) with Asperger’s syndrome are positive attributes for success in the medical profession (Eartharcher, 2016)  It occurred to me that the strength of the key player’s traits may be contributing to my inability to engage him productively in the project.
That these traits are widespread, certainly amongst my peers, (though perhaps less in evidence or less manifest in my junior colleagues?) led me to considering the need to find a way of managing these colleagues and playing to their strengths, as they clearly have them.  Unfortunately, I have not yet identified a strategy that will deliver success in a role which requires them to behave counter to their innate preferences.  Direct instruction can work, even when they do not agree, if they perceive that they have no choice but to comply with a direct request from a senior.  This is just not an effective approach to managing consultant productivity, particularly when a consultant has a specific area of expertise about which challenge is not entertained.  If their view is not serendipitously aligned with the project aims, positive engagement seems most unlikely. 
The culture in a team whose members had almost all expressed enthusiasm for the project is heavily influenced by the presence of the actively disengaged colleague.  The preference appears to be to maintain the status quo because to do otherwise is ‘too difficult’.  To dissemble this situation is far more complicated than at first sight and will require a culture change, likely with significantly skilled external support - if it is possible at all.
Now what?
The success of the project is unlikely without first resolving the underlying workplace issues.  This will require exploration of longstanding but unresolved concerns, which is in itself uncomfortable and unsettling for all concerned.  It may simply be that the project cannot be delivered until, probably voluntarily, the key player is no longer involved in the relevant workstream.  
As this project is a relatively small part of the bigger team cultural issues, it is likely to be suspended until a more conducive environment is achieved.  This is a significant disappointment, and a source of frustration, but one which I will have to accept – and, importantly, not allow to influence the ongoing management of the team issues.
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[bookmark: _Toc530522975]Appendix A: Personal Development Record (PDR)	For the period 18/10/2017 to 12/11/2018
	Date
	Activity
	Description
	Learning outcomes/achievement
	Impact at work

	18/19 Oct 2017
	Medical Leadership Programme (MLP) introductory workshop
	Programme structure
Expectations
Scoping the project
Service change
Service planning
Action Learning Set 1
	· Introduced to other participants, outlined your personal learning outcomes and expectations from the Programme.
· Able to describe the main elements of the Programme and understand the commitment required for the next 12 months.
· Reviewed/discussed the best improvement project I have delivered in the past and identified:
· How I know it worked well
· What I personally did that enabled it to work well
· What else I would have liked to be able to do (and not to do) to make it work better.
· Used the Quad of Aims approach to define, scope and set clear aims for Project.
· Exercised contributed to developing well-formed project outcomes/objectives.
· Discussion with colleague participants, and facilitators, helped broaden and strengthen your chosen outcome.  All opinions valid and useful to hear.
	· Quad of Aims is a simple and easy to use project tool that will be useful in future.  
· Enhanced ability to distil tight description of project detail

	9 Nov 2017
	MLP Workshop
	Understanding the political and strategic context
	· Understanding of Health and Social Care structures within Welsh Government and NHS Wales
· Explored the Strategic Health Agenda for Wales
· Discussed the impact of English Policy on the Welsh agenda
· Explored the streamlining of Public Services Architecture and Integrated Care
· Gained an understanding of Public Service reforms
· Discussed the impact of a range of reports e.g. Francis, Andrews, Keogh and Berwick on future healthcare policy
· Explored new workforce models and what impact they may have on future service configuration
· Learned about best practice models in England and Wales.
· Gained an understanding of NHS Wales Planning and Finance Framework
	· All knowledge of the wider political environment enhances understanding of one’s clinical role in context.  Working in the ED is good preparation for understanding relationship between hospital and community, but gaining perspective from leaders outside one’s hospital/Health Board is illuminating.
· Awareness of key publications that influence the role perception and behaviours of medical leaders.
· Enter senior leadership roles with eyes open to potential personal risks.

	By 17 Nov 2017
	MLP 360º Healthcare Leadership Model appraisal
	Set up, seek appraisal completion from different work groups
	Asking nicely achieves much: colleagues gain nothing (except ?ability to vent/have their say) from completing questionnaire for my 360, but still do so in response to a polite request for help from me personally.  
	· No obvious direct impact, but more subtle effect on me.

	5/6 Dec 2017
	Leading Improvement
	Change management
Improvement methodology
Project progress presentation
	· Explored the use of a range of service improvement and   organisational change tools, models and theories.
· Shared learning about QI methodology (inc IQT)   
· Improved understanding of the effects of teamwork, tasks, equipment, workspace, culture, systems and organisation on human behaviour (Human Factors).  
· Refined high value outcomes for Patient Impact project through the use of robust measurement and data management.
· Increased understanding of the effect change can have on a workforce and share strategies to support the engagement of others in the process of transformation.
· Heard models of leadership that can aid innovation and an improvement culture.
· Explored co-production and the use of patient centred methodologies in redesigning services that meet the needs of service users.
· Improved personal confidence in driving cultural and structural improvement successfully.
· Peer review and feedback in relation to project plan.
	· Reinforced usefulness of QI methodology and a shared language.

	16 Jan 2018
	MLP Skills workshop 
	Understanding self and others (MBTI Step II)
Action Learning Set 2
	· Using the Myers Briggs Personality Type Indicator: 
· Appreciating difference and potential drivers for conflict. 
· Understanding impact and influence on others when in a Leadership Role.
	· Increased self-awareness in relation to interpersonal interaction preferences.
· Clearer potential to explore adopting out-of-preference behaviour in an effort to improve results.

	31 Jan 2018
	MLP Workshop 
	Leading the quality and safety agenda workshop
	· Greater understanding of issues that affect quality care for patients; developed clarity around personal accountability and responsibility in medical leadership role. 
· Enhanced understanding of the importance of analysing patterns in incident reporting, explored links between reporting rates, hospital/healthcare characteristics, and other safety and quality datasets. 
· Greater understanding of added value quality services.
· Discussed human factors in clinical and patient safety incidents, how to mitigate risk. 
· Explored learning from national reports e.g. Andrews, Francis, Keogh and Berwick; considered implications for future service delivery models within Wales. 
· Gained understanding of the role of organisations which safeguard the quality and safety agenda e.g. Healthcare Inspectorate Wales and the Welsh Risk Pool.
· Explored effective organisational and clinical quality and safety frameworks within scope of responsibility.
	· Improved awareness of the work of the Welsh Risk Pool
· Reinforced awareness of the essential nature of good governance in quality and safety.

	15 Feb 2018
	MLP Workshop
	Leading engagement/leading across boundaries
	· Discussed the benefits of an engaged workforce, including the correlation between engagement and performance. 
· Discussed the challenges and barriers to engagement and the factors underlying successful engagement.
· Explored how interpersonal needs drive behaviour and culture in an organisational setting; relationship between attitude, behaviour and outcomes as aspects of engagement.
· Explored the impact of organisational culture and the basis of power.  Considered appropriate influencing techniques to improve personal ability to lead beyond positional authority and effectively engage, collaborate and work in partnership. 
· Explored own behaviours with strategies to build on or develop positive attitudes and enhance engaging behaviours. 
· Identified actions to strengthen the culture of engagement in their team and more broadly across their organisation 
· Discussed encouraging and coaching people/teams, creating a compelling context for people to work together across functional and organisational boundaries. 
	· Improved people management skills
· Improved understanding of techniques for engagement.

	28 Feb 2018
	MLP 360º Healthcare Leadership Model appraisal feedback session
	Mike Dunnage
Angleton Clinic, 2 hours
	· Extremely valuable session in which I gained great insight into the views of peers, reports, my line manager and other colleagues.
· Excellent facilitation – facilitator showed accomplished mentoring skills.

	· Reassurance that I am performing at a good level in my role, by external measure.
· Enhanced view of the value of mentoring.

	21-23 Mar 2018
	MLP Residential
	Learning community, Elan Valley Lodge, Powys
Leading people & teams, leadership styles and effective team working
	· Defined my roles in relation to manager/ leader/ member of a team.
· Explored Leadership Styles and appropriate application, to include self-assessment of those most frequently used and potential for practice and development.
· Explored effective and high performing Team Theory and understood the key enablers to effective team working.
· Explored Team Role Theory (Belbin) and observed own preferred style in practice as team member and team leader, identifying areas for development.
· Provided support to team colleagues to enable them to develop effective team working skills.
· Developed leadership skills and behaviours to lead teams effectively.
· Described the key issues emerging from the residential.
	· Explored in a reflection – this experience was a real eye-opener to the leadership skills that are intrinsic to the person more than any job role.
· Clinical Leadership Fellows have a great deal to offer – potential for project opportunities will be kept in mind whilst fulfilling my everyday role.

	13 Apr 2018
	Meeting CEO re MLP
	MLP participants meeting with new CEO in ABMU HQ.  Informal discussions about experience, views of HB structure and medical management
	· Agreeing to disagree, even with CEO, is possible!
· Authenticity is every bit as valuable as I believe, which is just as well as it’s how I am.
· Colleagues in leadership roles are sometimes happy at the level at which they currently work and do not harbour ambitions to be MD.
	· Thought provoking: skills and attributes align with MD role.  Plain English works with confident leaders.

	25 Apr 2018
	MLP Skills workshop
	Academic & project support
Project progress presentations
Action Learning Set 3
	· Detail of academic requirements for successful completion of modules
· Project presentation critiqued: areas for development, feedback on presentation style and content
	· Greater understanding of writing another style of academic paper
· Improved presentation skills, enhanced awareness of audience perception vs my own perception.

	4 May 2018
	CEO visited ED in POW
	Discussion included reference to current Exec Medical Director having given notice of leaving
	· Comfort and confidence in CD role and achievement of department meant easy tour of department and explanation of challenges to new CEO.  
· Subsequent discussion surrounding departure of current Exec MD led to consideration of own position – not wanting to apply for MD role yet, but wanting to register interest.
	· Registering interest in future senior leadership position, even though not currently wanting that level of role, can be very worthwhile.  Subsequent restructuring presented career opportunity.
· Always express interest in a job one may want in the future.

	10 May 2018
	MLP Skills workshop
	Leading to influence: 
Not able to attend – materials subsequently reviewed
	
	· 

	23 May 2018
	MLP Workshop 
	Coaching for performance
	· Explored philosophies of coaching and mentoring.
· Recognised the impact of values and beliefs in the coaching process.
· Identified the benefits of adopting a coaching approach.
	· 

	27 May 2018
	CEO phone call about Medical Director role
	Scheduled conversation with CEO
	
	· Contributed to positive view of my potential as MD of the future.

	5 Jun 2018
	CEO Meeting re Medical Director role
	
	
	· Gained insights into the role of MD from a CEO perspective.  Valuable conversation.

	20 Jun 2018
	MLP Workshop
	Leading and communicating with impact
	· Gained understanding of the requirements for communicating through media channels and how to project key messages.
· Practiced preparation for speaking to the public via the media.
· Discussed use of social media to engage staff, patients and the wider public.
· Explore how technology in general can be used to improve communication with patients and service users.
	· Creation of a concise pen picture for use as introduction – having it ready prepared is useful.
· Experience of live and recorded radio broadcast already – this session enhanced understanding of media personnel perspective.

	27 Jun 2018
	Interview for Interim Deputy Executive Medical Director role
	CEO, HR Director, current interim MD
	· Experience of exec level interview: CEO, MD, HR Director panel.
· Challenging questioning, quick thinking, political awareness needed.
· My wider political awareness is appropriate and better than I anticipated.
	· Appointment to interim DMD role: excellent experience, good development opportunity, enhanced perception of leadership ability.

	5 Jul 2018
	MLP Skills workshop
	Mental toughness workshop
Action Learning Set 5
Not able to attend - materials subsequently reviewed
	
	· 

	12 Sep 2018
	MLP Patient impact project presentation
	Final assessed presentation of patient impact project: 20 minutes, timed.
	· If technology can go wrong, it will: managing unanticipated slide behaviour yet continuing presentation.  
· Leave time for full run-through of important presentations in their final format
	· Enhanced presentation preparation techniques





[bookmark: _Toc530522976]Appendix B: Personal Development Plan 	For the period 19/11/2018 to 18/11/2018
	Development objective

	Start date

	Target review date

	Development outcome
	Planned CPD actions

	Addressing the imposter syndrome


	19/11/18
	Review 18/11/19
	Confidence in my abilities will reduce stress and anxiety associated with my senior leadership role, particularly supporting conflict management and making difficult decisions.
	· Exploring relevant literature
· Discussion with mentor
· Near contemporaneous written reflection in response to anxiety-provoking episodes at work.

	Gain greater understanding of how I influence others to more closely align others’ perception of my influence with my own perception.
	19/11/18
	Review 18/3/19
	Greater awareness of how I influence others will aid my appreciation of the impact I can have in interpersonal and group interactions.
	· Further reading about influencing styles and behaviours
· Discussion with mentor
· Consider repeat 360 appraisal

	Improve my abilities to ‘share the vision’, ‘inspire shared purpose’, ‘engage the team’ and visibly ‘lead with care’.
	19/11/18
	Review 18/11/19
	Greater cohesion and positive engagement across all staff groups.

	· Review and reflect on relevant ‘out-of-preference’ MBTI Step II facet behaviours
· Discussion with mentor

	Improved conflict and change management skills
	19/11/18
	Review 1/7/19
	More rapid achievement of harmonious solutions to workplace conflict.
Rapid positive resolution of individual episodes of conflict between staff groups.
Successful negotiation of transition to new health board.
	· Explore relevant training courses, attend if appropriate opportunity identified
· Seek feedback and write reflection on feedback received




	1/19	17 November 2018
image1.png
\NSPIRING SHARED
PURPOSE

o
e
[F]

bl B T R

e

- Self rating = = = Average rating (excludes self rating)




image2.png
Evaluating information ®

Influencing for results ®

Developing capability ®
Holding to account ®
Engaging the
Sharing the vis
Connecting our service @
Leading with care ®
Inspiring shared purpose ®





image3.png
Inspiring
shared
purpose

Leading
with care

Evaluating
information

Connecting
our service

Sharing the
vision

Engaging
the team

Holding to
account

Developing
capability

Influencing
for results

Insufficient

Essential

Proficient

Strong

Exemplary

@ Rating lower than self rating
@ Rating same as self rating (S)
@ Rating higher than self rating




image4.png
\NSPIRING SHARED
PURPOSE

o
e
[F]

bl B T R

e

- Self rating = = = Average rating (excludes self rating)




image5.png
Evaluating information ®

Influencing for results ®

Developing capability ®
Holding to account ®
Engaging the
Sharing the vis
Connecting our service @
Leading with care ®
Inspiring shared purpose ®





image6.png
Inspiring
shared
purpose

Leading
with care

Evaluating
information

Connecting
our service

Sharing the
vision

Engaging
the team

Holding to
account

Developing
capability

Influencing
for results

Insufficient

Essential

Proficient

Strong

Exemplary

@ Rating lower than self rating
@ Rating same as self rating (S)
@ Rating higher than self rating




