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Leadership Philosophy 

“Who we are is how we lead” (Hogan& Kaiser, 2005). This profound statement summarises a leader’s self-introspection into their persona, their soul of leadership. To lead others one perhaps has to lead themselves first. Goleman (2017) summarises four fundamental capabilities to lead one’s own self.  They have to be self-aware, be able to self-manage, have social awareness and highly functional social skills. To be self-aware as a leader one has to have the ability to understand their emotions and also analyse the impact they have on themselves and others. Realistic assessments of one’s strengths and limitations combined with self-confidence will enable to lead with care (NHS Leadership Academy, 2019).

A leader has to manage their disruptive emotions and impulsive actions. Consistent display of honesty and integrity, to be responsible, demonstrating ability to respond to quickly developing situations, taking initiative and push to excellence all constitute the leader’s self-management qualities (Wagner and Ostick, 2013). These qualities align with holding to account characteristics of the leadership framework (NHS Leadership Academy, 2019). 

The ability to take charge ,inspire a shared purpose ,provide a compelling vision for change, to influence and to be a change catalyst needs good social skills( Goleman,2017). These skills help the leader to engage and communicate with their teams. To develop capabilities of the team members, a leader needs these vital social skills. Being socially aware will help the leader to set priorities and get the pulse of organisational goals and develop good service orientation models (M. Taylor, J. Cornelius and Colvin, 2014).

In the pursuit of identifying my own leadership style and philosophy it was extremely useful to have the healthcare leadership model 360 individual report. Scoring myself in the nine areas of the leadership model and having researched the above aspects of emotional intelligence has provided me the core ethos of my leadership style. Also useful was the assessment from my manager, peers and direct reports (appendix 1). 




“Natural born leader, asset to the team, enthusiastic, passionate, dedication, hard work, supportive, inspirational, exceptional results, looking for improvement, promoting change, clear vision, debates for opinions, articulates, excellent communication, humble, approachable ,thoughtful” – these are some of the selected rater comments in my 360 feedback. It was extremely humbling to read this and also in a way encouraging to see that the qualities mentioned are in line with what has been discussed above. It provided me the reassurance that the qualities I possess are reflecting my leadership style.



Reflecting further on this personally I have become cognizant of the fact that leadership style and leadership philosophy are completely different. Whilst leadership styles are narrow and focus on specific behaviours, leadership philosophy is much more a way of thinking and behaving in leadership. It arises from values and beliefs and lays the foundations of the behaviour code that lead to actions in day to day scenarios (Swanwick and McKimm, 2011). If values and beliefs are vital to philosophy of leadership it therefore may be hypothesised that highly self-regulated behaviours will be vital to good clinical leadership.

Clinical leadership comprises using one’s clinical experience and skills to ensure patients are the sole focus in the organisation (Swanwick and McKimm, 2011). It plays a vital role to promote high quality clinical care and achieve excellence. As a clinical leader, I believe in the transformational role I can play and achieve long-term proactive change (Sarros and Santora, 2001). To translate this into action my interpretive report of personality assessment (Myers and Briggs, 1995) has provided a useful insight (Appendix 2).

My personality type is ESTJ- extraverted, sensing, thinking and judging. On personality trait measures, it is likely to score as Contented, Energetic, Prejudiced, Self-Satisfied, and Practical. Personalities or ideal leadership characteristics now are recognised to be very important in a leader (Olson, 2005). The big five personality dimensions narrow down the key traits of a successful leader. These are emotional stability, extroversion, openness to experience and conscientiousness.



The need for stability and resilience to setbacks will define a leader. Failures will lead to success, but how a leader deals with these impediments makes them either great leaders or another fallen leader (Young, 2002). My MBTI report identifies extroversion. This is a desirable trait as a leader being sociable will help to inspire others. To be a courageous and assertive leader one will need to be enthusiastic and energetic (Cottrell and Harvey, 2004).

If there is no openness to new experiences, a leader will not be curious and therefore may lack originality. To achieve, focus and organise you need to be conscientious. ESTJ personality types are efficient organisers and demonstrate dedication and commitment. They demonstrate integrity in leadership roles (Truity, 2019). They are also reliable and possessing such traits will benefit a clinical leader. All aspects of clinical leadership should be geared toward patient wellbeing and safety. Therefore these personality traits and behaviours are useful to patients when these exist in a leader.

Having some specific behaviour traits as a leader may imaginably come with some undesired comportments. Strengths can become weaknesses. Hogan and Hogan (2001) label these behaviours as “personality derailers”. The authors further describe them as the dark side of behaviours emerging under pressure. Whilst my ESTJ personality type from MBTI questionnaire suggests that being judgemental may resist innovation in work place. This in my individual experience is not true. My colleagues and peers who have provided the feedback have scored me highly for innovation and promoting change (Appendix 1). 

This does suggest that whilst the personality traits are collective some of these can be modified. To my benefit I seemed to have not allowed the judgemental part to be restrictive. The other significant derailing behaviour that has been identified for this personality types is workaholism (Truit 2019). I realise this area can be a hindrance and to expect perfection in all team members is a facet I will have to work on.

For a clinician caring for patients I have always based my practice on evidence and prioritise patient safety. That raises the question is there any evidence leadership and various leadership styles work for patients? Leadership has been defined as the relationship between the individual/s who lead and those who take the choice to follow, while it refers to the behaviour of directing and coordinating the activities of a team or group of people towards a common goal (Kouzes, Posner and Biech, 2010). There are many identified styles of leadership, while six types appear to be more common: transformational, transactional, autocratic, laissez-faire, task-oriented, and relationship-oriented leadership (Swanwick and McKimm, 2011).

Sfantou et al (2017) in their systematic review support real evidence for leadership styles improving patient related outcomes. Effects of leadership styles have not only been proved to improve patient safety but also organisational culture. Therefore identifying my style has been a very important aspect of the leadership development programme. My style is adaptive where I use different leadership styles as needed for a particular situation. This is described as situational leadership (McFarland, 2014). This allows me to don different roles as a leader. For example in work and running a resuscitation scenario I will be more direct and autocratic to ensure optimal communication and order. With senior trainees I may have to adapt a laissez-faire approach to help their individual growth. 

Having worked for a number of years in the NHS, I recognise collective leadership needs to be developed both for self and the teams (West, Eckert and Passmore, 2014). Collective leadership is a way of distributing and allocating leadership power to best available proficient person. This is needed in a team culture environment and I have become more aware of this through the leadership programme. This is to be an ongoing developmental need to allow and nurture this vision of collective leadership philosophy. To identify opportunities for fellow colleagues and peers to do this in a collective manner may include allowing my registrars to take decision and entrusting responsibility but doing in a supportive manner. 

Through kindness and compassion we can connect with one another. As leaders if we can collectively forge this environment and culture, we will be more productive and become change catalysts. Through these symbiotic relationships, we can achieve better standards of care for our patients. During times of high pressure and crisis we will rely on this leadership style of kindness and compassion to ensure both the health care professionals and patients are safe. 



In summary “Leadership is a marathon and not a sprint, it is a process not an outcome” (quoting John Donahoe). Through the stages of this marathon what I am within will determine my leadership style on the outside. As a leader I will listen with curiosity, speak with honesty and act with integrity (Bennett, 2016).  We don’t listen to understand, we listen to reply. When we listen with curiosity we don’t listen with intent to reply but listen to hear what’s behind the words (Bennett, 2016). If I can listen I will lead and be a leader that gets results.




Reflection 1 

When I received my 360 healthcare leadership model report (appendix 1) I was both excited and nervous to see what the report said. I knew how I hard scored myself and was eager to see the feedback and specifically areas of development. Whilst I was reading the feedback, it was great to read the positive comments and cognize what my colleagues and direct reports felt about my leadership styles.

One comment in particular made me reflect in action (Schon, 1983,) this comment was “Dr V is humble and his ambitions are for the service and not self. People who show self-promotion and lack of humility can persuade others that they have the necessary requisites for leadership roles and therefore showing humility might be seen as a weakness in these circumstances by some” the anonymous rater clearly felt I was humble and therefore this might be considered as a weakness. 

My nervousness about waiting to read this report and having read the above mentioned comment is in line with the reflection in action principle (Schon, 1983). The author in his work on reflection describes this area as artistry of competent practitioners and this comes after the stage of knowing in action. The further inference of this may perhaps be that, reflection in action is to be regarded as knowing in practice.

The GMC good medical practice guide (2019) states that we must respond constructively to verbal and written feedback from colleagues by critically reflecting on feedback given, and make plans to improve where necessary. This induces the question –is humility a sign of weakness in a leader? My initial reflection in action was how can this be true? Immediate feelings as per the reflective cycle (Gibbs, 2001) were, this is an inaccurate comment as I felt anecdotally most leadership literature says we must be humble to be good leaders. 

If I were to follow the Gibbs (2001) cycle, then my next step was to evaluate what was good and bad about this comment. I couldn’t make any sense instantaneously but decided to research further if this statement about humility being considered as a sign of weakness in a leader.  C.S. Lewis talking about humility said   “Humility is not thinking less of yourself but thinking of yourself less.” This when applied to leadership can have a springboard effect. Leaders who can place others before themselves and think about others before they can think of their own selves would be considered great leaders. 

Rockwell (2012) says humility learns whilst arrogance in a leader makes them feel they know it all. Humility in a leader will help submitting to noble values and they won’t bend. Arrogance makes a leader bend rules to suit them. Humility listens whilst arrogance talks. Humble leaders will serve others in comparison to an arrogant leader who will serve themselves. Humility will help a leader to open hearts but arrogance will build walls. He summarises by concluding that humble leaders will connect teams in contrast to arrogant leaders who will disconnect teams. This then raises the question does self-promotion really help a true leader?

 Marcus (2015) makes a compelling argument for self-promotion. The author states self-promotion is about telling your accomplishments to the world and in doing so you are not only promoting yourself but your whole team. When you promote your team they get recognition and therefore as a leader you are encouraging capabilities and building them up as per the dimensions of NHS leadership framework. In a leadership role you are talking about your team and organisation and therefore without self-promotion you could have the best idea but will not allow it to grow if that is not shared widely.

Carmichael (2014) on the other hand presents a persuasive argument that a variety of psychological studies have shown that being perceived as modest is associated with a wide range of affirmative outcomes. Modesty does not mean that the leader is under confident. People will not value confidence unless associated with competence. If leadership is about self-promotion this may perhaps not resonate with followers. 

Chamorro-Premuzic (2014) makes a case for low self-esteem being a far better stepping stone to success. His work suggests an alarmingly increasingly level of narcissism and its impact on self-promotion. He draws on the fact that wanting to be good at something doesn’t mean simply thinking you are good at it but to work towards it. He further advises not to have high confidence but high competence. As a leader, we shouldn’t be focusing on how to get ahead but how to get better.


Arrogance in a leader may be perceived as a negative behaviour and would be detrimental to their leadership. This style of leadership is associated with coercive or narcissistic types of leadership. There is enough evidence in literature that such leadership styles are inherently negative and frowned upon (Goleman, 2017). The leader has to create a positive climate and it would be useful to have a mixture of leadership styles. Goleman (2017) further proposes a mixture of four leadership styles may be useful to create a positive climate.

He proposes four leadership styles to be most conducive for a positive climate with regards to leadership. These are authoritative, democratic, affiliative, and coaching styles. This helps balance and fluidity in leadership style. In my own leadership style assessment, I have identified that I am a situational leader who draws on this fluidity in various work scenarios. Overall application of such leadership style relies on having a degree of humility and not being single minded. 

Therefore it would be reasonable to argue that though the suggestion for development was to be self-promoting, I believe and have presented a case based on evidence and experience that humility is a good behaviour trait in leadership. There is place for self-promotion but only when the message is about the team. The achievements of the team will have to be promoted and not of the individual. If the team performs well and their actions are lauded it is imperative that the leadership will also be recognised.

As Sinek (2016) suggests the leader always eats last. Here the author makes the case for leadership to be seen a servant model of leadership. Greenleaf et al (2002) propose the leader should be focussed on the people they serve. Are they growing, while being served, do they become free to express their ideas, be more autonomous and in future they are more likely to be servant leaders? The idea is to believe in “I serve” rather than “I lead”. I am the leader because “I serve” and this idea germinates from the principle of altruism. To have this selfless concern for others and place others’ needs before ourselves demands humility and therefore being humble as leader is a strength and should not be perceived as a negative trait. 

A leader who is humble will serve and listen to his followers. Through listening and serving, a true sense of leadership evolves and also aligns with the leadership competency framework of developing individuals and to develop them in a manner that they believe they have developed themselves. Tzu (quote) describes this as a highest quality in a leader where the followers don’t even realise they have been led. Such is the power of humility and therefore a desirable trait for a leader.


Reflection 2 

To undertake my service improvement project of changing the team’s attitude towards patient discharge summaries I had to influence change. Whilst there are a lot of models on change management that are widely publicised and used, the real influence on people eventually is by an individual. This reflection looks at how I evaluated my influence on my fellow team members to ensure success of the change implementation programme.

An unknown author has said that influencing may be the highest level of human skill. It is believed that there are three noticeable outcomes of influence (CCL, 2019). These are commitment, compliance and resistance. Leaders with excellent influencing skills will achieve their goals effectively as people become voluntary agents of change and this brings commitment.  If the influence is to a lesser degree people may still comply with the proposed change but are less effective in the overall picture. Their full potential is not given to the leader and they will appear to be reliable but not efficient.

When the leader does not have any influence, the end result is resistance and eventually the leader may get sabotaged. When I introduced the idea of changing paper discharge summaries to electronic, I could observe all three patterns in the workplace. Some committed, some complied and some resisted. The challenge now therefore was to change the resistors to compliers and the compliers to the committed lot. To undertake this one might use the three different tactics. Those that appeal intellectually (logical), those that appeal to the heart (emotional), and finally those that apply to involving the team and seek their advice (co-operation) (CCL, 2019).


One way to influence people is to appeal logically by tapping into their intellectual positions. I appealed to the general practitioner trainees to see why electronic discharge summaries were useful. If a patient was to be discharged and they were to be followed up in the surgery it was a logical argument to move to a system that will ensure this was readily done. The emotional part of the appeal was to directly appeal to the organisational values of always improving to help patients have a better outcome pertaining to patient safety. There was no way the project would have been successful without collaborating with the junior and senior members of the team. People will have different preferences on how they are influenced and it is important for the leader to employ the best influencing tactic for that individual.


To influence doctors who are taught to use evidence based medical approaches you will need to appeal to their logical thinking. Research (Baldwin and Grayson, 2004) suggests we could use different types of thinking styles. These constitute critical, scientific, dialogical and dialectic thinking. Critical thinking helps the leader to collect all possible scientific evidence to present the case for change. This is crucial in scenarios of problem solving and decision making. Scientific thinking involved using a logical rigorous approach. For example, the leader might use this approach to evaluate data and test hypothetical scenarios.

Dialogical thinking helps in taking mistrust away by having open, honest conversations. The leader is able to clearly explain through dialogue and discussion and therefore buy-in influence where needed. Dialectic thinking on the other hand gives multiple perspectives of evaluating issues from multiple angles. Different ways of being a devil’s advocate to the same situation can be considered as a way of providing the team information and the leader evaluating it from both sides of the argument.  This type of thinking helps the team to clearly see the merit in analysing the proposal of new idea. This certainly helped in my project as both sides of the argument were clearly presented and the consensus was universal that electronic discharge summaries were indeed the way forward instead of paper.


To influence team members, leaders must be in alignment with organisational values and should be ready to adjust to corporate politics (Nahai, 2017). The leader has to create visibility and be authentic enough to acknowledge the team and not be too self-promoting. They should be upholding their integrity and be trust worthy in the team’s eyes. They should be able to leverage and create a network of contacts to have wider influence. Communication skills have to be excellent and have the capacity to motivate others. 

Reflecting on the process I had to be careful not to come across to my junior colleagues as manipulating the situation. Influence differs from manipulation in that the intent is positive and trust is at the heart of the process between the influencer and the people influenced. The leader has a clear transparent discussion with the influencer and there is no hidden agenda. With positive influence the commitment is natural and will bring alignment with the leaders’ vision. Leaders can leverage different positions of power to influence change.

Research suggests that there are seven bases of power (Bal, Steed and Meddings, 2008). Power of position, charisma, relationships, information, expertise and power to punish, reward and finally power of position. Hierarchical approaches may lead to abuse of position but the influence process is at risk of being perceived as manipulative. Further research suggests of the six power bases, leaders tend to use the power of relationship, information and expertise to influence others. These power bases are needed with or without a position of authority to influence people.

In my change management project, I drew on the power of relationships. I used the know-how of the team’s day to day activities and brought the buy in to demonstrate how their working lives could be better by applying the change. I provided information that was evidence based to influence the change and gathered the desired momentum to finally bring about the change. 

In summary influencing others I comprehend is a critical leadership skill. For the leader to influence his team they have to be credible, have a clear vision and stay true to their values. By being able to persuade others, the leader can create a positive culture of growth, commitment to values and align the team’s goals with a shared purpose. They have to influence team members using a combination of appeals to influence heads, heart and hands. 








Reflection 3 

For this reflection on team working I have used the reflective model of what? So what? Now what? (Rolfe and Fulbrook, 1998). Recently working with the team I had undertaken a resuscitation scenario at work. This was during the week my registrar was acting up in a consultant role. My role during the week was to offer support and allow the registrar to make independent decisions. During this resuscitation scenario the following thoughts arose in my mind.

What?

The patient was sick and needed immediate help. The registrar took the lead to run the resuscitation scenario. I had moved away from the stretcher and was observing from a distance but was able to get a bird’s eye view of the scenario. The rest of the team gave themselves a role to do and were trying to get some equipment sorted. My early thoughts were the registrar was very quiet and did not announce that they were leading the resuscitation. This is quite a common practice and my mind was rushing to remind my registrar that they had forgotten to do this. I was trying to see if I could communicate to the registrar that they would have to take charge and let the whole team know who was in control. They also had failed to initiate some important treatment measures. These were not critical but would have been of significant importance if delayed any further.


 At that moment there was no chaos but this had the potential to develop into a chaotic scenario. The good thing about the experience was that there was no patient safety matters involved. The resuscitation was successful and the patient had a good outcome. The bad experience from this situation was that I had to step in and take control of the situation. My feelings at this stage were what will the registrar think of my actions that I had taken over from them? 




So what?

Though the registrar was not communicating their ideas to the team there was a sense of order and no delay to patient treatment. On occasions other team looked up to the team leader for guidance and needed more direction and plan to be communicated to the wider team. My thoughts were why is there no effort from the person leading the team not to vocalise their thoughts?  This reflective moment is in orientation with Schon (1983). This was making me analyse the scenario in front of me and I was trying to comprehend if there was any particular reason for this practice. This further led to such communication pauses and continued through the scenario. 

Communication can be defined as transmission of information and exchange of information between two sources (Hackman, Katz and Kahn, 1979). It is central to how teams collect, discuss and evaluate data in front of them. This could be about something that may have to be dealt with immediately or dissemination of information for later use. Irrespective of team sizes, all members of the team have to interact and exchange information.

This has further significance specifically in the context of decision making teams. Literature advocates communication as the key function in how the team operates to make some key decisions (Hirokawa, 2007). Teams are interdependent on one another to complete a task or achieve the end goal. If teams do not have good lines of communication the link for interdependency is lost and therefore can be inferred that this will be detrimental to the team.

Communication styles in teams are varied and could range from being dominating, influencing, steady and conscientious. This is called as the DiSC assessment. The dominant communicator might be blunt but often gets straight to the point. The influencing person shows optimism and is enthusiastic. They like to be involved and hate to be ignored. The steady person is calm and emphasises on cooperation and dependability.

Adapting this to the scenario I was in maybe the registrar’s communication style was to be steady and not be the dominant or influencing kind of communicator. This I can only elicit if I have a discussion with the registrar who was leading the resuscitation.


Now what?

I needed to feedback to the registrar and was mindful of giving immediate feedback. Formative feedback is better delivered in the scenario and helps the recipient of the feedback to become aware of where they are and where they should be. I explored the reasons behind the actions of the registrar and they opined that were in control. Their thought process was to alleviate the anxiety of the team and have a calm persona. I did express my views politely that whilst the individual felt that they were calm, the other members of the team had exactly the opposite experience. The registrar agreed with this point and was able to reflect after action (Schon, 1983). 

Reflection after action gives medical professionals the perfect prospect of learning from that experience. When you look back at events you can trace back your steps and reason your actions. Whilst decision making in busy clinical environments is always a challenge, it also provides the ideal platform for health care professionals to review clinical decisions. 

Following this, we both agreed to actually review the scenario as team based reflection and arranged a further date to discuss this matter. When we reviewed the situation at a later date, we both could appreciate one another’s point of view a bit better and this demonstrates that both aspects of reflection- in action (Schon, 1983) and after action are useful. Both models can be leveraged to have a better understanding of the situation. Learning from this reflection was accrued from both our experiences and team based reflection was beneficial. 

In summary, it was important to discuss feedback as communication is the heart and soul of engaging teams in an organisation. If communication fails, it would be safe to extrapolate that the team has a potential chance of failure. Therefore robust communication practices must be implemented in team structures and such measures perhaps will aid cohesion and togetherness.


. 




Reflection 4 

A recent work situation involved the use of a specific learning tool that I have familiarised myself with through the leadership programme. The basis of action learning is that small groups of teams who work together meet over time to tackle real problems (Greener, Harrington and Hunter, 2014). The group learns from reflecting together on these experiences. We had to problem solve matters related to implementing a new rota in the department.

In the absence of a majority opinion and having had the exposure to action learning sets, I requested my colleagues to use the action learning approach to find a solution to the problem. Research has confirmed that for organisational change to happen, individual change should occur in the first place (Wagenaar et al., 1971). Individual change is reliant on adaptability and willingness to listen and make decisions one way or the other. When change is contingent on such factors, to achieve organisational change may be slow and susceptible to failure. To enable such changes, leaders focus on both personal and colleagues’ experiences. These principles are at the heart of action learning and have proven to be sustainable in healthcare (Greener, Harrington and Hunter, 2014). The authors also suggest leadership involves exercising political skills and focus on relationship building. It also involves complex discussions and negotiations. These principles are again core to action learning.

Action learning sets involve using different methods of problem solving and we used DeBono’s six thinking hats model (Brown, 1997). Wearing the white hat we discussed objectively the data on hand and analysed the information from the past. This allowed us to be factual of the problem at hand and gather data. Wearing the red hat and relying on intuition and gut instinct we discussed the fears of implementing the new rota. The new design, changes, impact on the team and how our emotional responses came to the fore. This allowed everyone to vocalise their inner fears of the changes to the new rota.

Wearing the black hat we then reasoned why this change in rota may not work. We penned down every reason why this may not work and how were very defensive about the change that was being proposed. Essentially this hat looks at why things may not work. This is useful to identify weaknesses in the proposed changes. We wore the yellow hat to look at optimistic prospects arising from the new rota. Followed by green hat and blue hat. Green hat helped to think of creative solutions to the problems and push the boundaries of our imagination. Blue hat thinking helps to keep process control and the ability to switch between different hats. This is usually done by the person chairing the meeting and the person can switch between hats to gain control or direct the next step. Using this six hat model, I was struck by the simplicity of the model. The lateral thinking amongst the group, critiquing as a group, finding solutions as a group all added to the unique action learning process and brought to the fore key issues that needed addressing.

While this method is hailed and used as a thinking model and advocated widely, I felt during the discussion we were having, that the blue hat person having control - was not being productive. Also I felt that if someone expressed their opinion in a particular style of hat thinking, they had the liability of being labelled as that person.  For example, a negative opinion might be labelled a black hat person. Debono (1999) actually makes a bold statement in the preface of his book "The Six Thinking Hats method may well be the most important change in human thinking for the past twenty-three hundred years. That may seem a rather exaggerated claim but the evidence is beginning to point that way". 

There are no supporting references to back this claim and only a few loose examples of application. To make such a bold statement by the author himself about his own method not only suggests self-promotion but also lacks evidence. Also my personal reflection of the whole session was, there was no real practical guide of how to wear the hats. They (hats) were there with colours and descriptors but no real guidance on how long one should wear one particular hat. These led to varied times spent with each hat and the chair of the meeting remained with the blue hat for the whole meeting.

Doctors tend to problem solve patient related matters in a logical sequential manner. My own approach is to make a diagnosis based on symptoms and ruling out what can be ruled out first. This does involve a similar model that Debono (1999) proposes. The difference being there are no hats in the doctors’ thinking externally, but internal introspection of what the diagnosis could be or cannot be. Grint and Nixon (2015) propose a threefold typology of problems. They suggest problems can range from critical to tame and wicked. Critical problems need urgent attention and will often need collaboration. Tame problems are amenable to planning and have a degree of flexibility in the need for urgency to address them. The authors describe the problems that require learning and distributed leadership as wicked problems. The action learning sets bring this sense of distributed leadership to the whole team to address wicked problems.

Mann, Gordon and MacLeod (2007) define reflection as an essential characteristic of professional competence. For healthcare professionals this is a combination of knowledge, attitude and skills all combined together as competencies. The General medical council (2019) recommends all doctors to reflect on what they have learnt and look at ways to improve their own performance. Reflection can be used as a tool to hone and burnish those skills to not only improve oneself but improve patient outcomes. This again is a key characteristic of the clinician as the leader. 

A leader who reflects, learns and put into practice measures that will improve patient safety and wellbeing. By achieving this, not only the overall altruistic nature of the profession is maintained but also forms the basis of good medical practice. Through the various aspects of the course, having attended different sessions, the overarching theme was to apply these leadership skills for the key principle of improving patient related outcomes and provide the best care possible with prudent use of resources in a values driven environment (learning log).


Reflection 5 

Engaging team members to inspire shared purpose and values is a key competency of NHS leadership framework. This forms a key cog in the wheel of leadership and employee engagement. In these days of employee burnout, engagement might be the most likely victim. Engagement is described as a positive, fulfilling, work-related state of mind characterised by vigour, dedication and absorption (Schaufeli, Leiter and Maslach, 2010). Engagement and job satisfaction though they might seem similar, are distinctly different. Engagement is over and above job satisfaction. It is a state where the employee is completely in line with the organisational values and gives their very best to every aspect of their job.




Such highly driven employees in a health organisation will yield the best patient outcomes. The direct consequence of poor engagement can be linked to stress and burnout (Leiter and Maslach, 2017). The authors also envision engagement as a quality that is associated with vigour, dedication and absorption. Burnout on the other hand is characterised by cynicism and inefficacy.

Burnout amongst doctors and nurses is on the highest increase ever recorded. Multiple reasons might be attributed for these rates of burnout. In this current climate of burnout, it is hard for innovation and efficiency to be at the forefront of health delivery. When you are firefighting constantly, the higher purpose and vision of the team and organisation will naturally be affected. Locally in my own leadership roles, I see the challenges with my junior colleagues and senior colleagues as well. How do I help my direct reports and peers to be engaged?

Good well-structured appraisals are proven to improve staff engagement. When employees (junior doctors) are supervised in an educational, supportive way with clear objectives, the rates of engagement are higher (West and Dawson, 2012). Mutual respect amongst team members and listening to their concerns and providing solutions are all key aspects of improving engagement. This strikes to me that a leader whose philosophy of leadership is driven to listen, act readily and believes in staff improvement will have engaged staff members. This then leads to the question – does bad and toxic leadership cause burnout and sickness rates to go higher?

Pelletier  (2010) describes toxic leadership behaviours  include disenfranchising employees, ignoring ideas, marginalizing, harassment, emotional volatility, blaming others for self-mistakes, threatening employees’ job security, mocking, lying, pitting group members against each other, isolating group members. When such behaviours are seen in the workplace, some team members may feel targeted and isolated and in desperation they tend to accept such behaviours and become followers. This leads to the toxic triangle of a destructive leader, naïve followers and an environment that will not promote growth. Such attributes of toxic leadership have been proven to cause employees leaving organisations (Reed and Bullis, 2009).





Toxic leadership is directly associated with the enthusiasm and commitment of employees while it is positively correlated with high turnover and intention to leave behaviours of employees (Reed & Bullis, 2009). Health problems increase with toxic leadership behaviours even as their performance, job satisfaction and organisational commitment tend to decrease (Schmindt, 2008,). These include anxiety, stress, and lack of impetus, alienation and sleeplessness. Such health issues will not only lead to burnout and sickness but will also leave no room for any creativity or innovation. This would lead to loss of vigour, dedication and purpose all three important aspects that constitute engagement. 

We can therefore make a direct correlation between toxic leadership and staff engagement. If we look at this locally, in 2016, the NHS in Wales undertook a MES (medical engagement scale) survey to gain an understanding of the situation and to develop a reference point of data for future work. The survey found wide variation of engagement across organisations and by branches of practice. It also showed overall poor levels of engagement within the NHS in Wales (Engage to Perform Ltd, 2016). These findings echo the UK-wide results for the MES. Therefore this is not an isolated problem of one region but applies throughout the NHS and as a matter of urgency, NHS leaders across the board must address. Any leader of an organisation or team will be accountable for poor engagement and will feel the ill effects of poor engagement. They will have to seek urgent action to change the culture and environment. 

Whilst this appears to be demoralising and without hope for the future, it is a challenge for NHS clinical leaders to re-evaluate the process and understand what their employees need. We need to be compassionate leaders providing a conducive environment for productive work. We need to listen, understand, empathise, and be ready to help. We still need to have difficult conversations when needed and develop a collective focus. A focus that will deliver better outcomes for patients and staff. Through this model of leadership, we will be able to create the environment that drives innovation (West and Bailey, 2019). Innovation and change are urgently needed to change the current rates of burnout and lack of resilience.




The authors further propose that compassionate leadership requires courage, resilience and belief. It needs to start from self-compassion and the ability to look after oneself to be ready to look after other colleagues in the team. In summary, looking back at the leadership development programme, I feel it has stirred in me a deeper purpose to be a leader who has had the self-realisation of what it takes to be a leader. Leadership may not appear to be easy but it’s also a great duty to accomplish in my day to day role. I will look forward to applying all my learnt knowledge and be that leader who leads from the front but also “eats last”.
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The Healthcare Leadership Model is to help those who work 
in health and care to become better leaders. It is useful for 
everyone – whether you have formal leadership responsibility 
or not, if you work in a clinical or other service setting, and if 
you work with a team of five people or 5,000. It describes the 
things you can see leaders doing at work and is organised in 
a way that helps everyone to see how they can develop as a 
leader. It applies equally to the whole variety of roles and care 
settings that exist within health and care.


We want to help you understand how your leadership behaviours affect the culture and 
climate you, your colleagues, and teams work in. Whether you work directly with patients 
and service users or not, you will realise what you do and how you behave will affect the 
experiences of patients and service users of your organisation, the quality of care provided, 
and the reputation of the organisation itself. The nature and effect of a positive leadership 
style can be summed up as:


Leadership that emphasises care for staff and high-quality support services


Satisfied, loyal, productive and engaged employees


High-quality, compassionate care


Valued care services and patient satisfaction


Successful healthcare organisations and a highly regarded service


Figure 1 : The nature and effect of a positive leadership style


The importance of personal qualities


The way that we manage ourselves is a central part of being an effective leader. It is vital to 
recognise that personal qualities like self-awareness, self-confidence, self-control, self-
knowledge, personal reflection, resilience and determination are the foundation of how we 
behave. Being aware of your strengths and limitations in these areas will have a direct 
effect on how you behave and interact with others, and they with you.


Without this awareness, it will be much more difficult (if not impossible) to behave in the way 
research has shown that good leaders do. This, in turn, will have a direct impact on your 
colleagues, any team you work in, and the overall culture and climate within the team as 
well as within the organisation. Whether you work directly with patients and service users or 
not, this can affect the care experience they have. Working positively on these personal 
qualities will lead to a focus on care and high-quality services for patients and service users, 
their carers and their families.


While personal qualities have not been separately highlighted in the Healthcare Leadership 
Model, you will find them throughout the various dimensions. It is important to realise that 
areas identified for development within the model may be as much about how you manage 
yourself as about how you manage your behaviour and relate to other people.
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About this report
Your Healthcare Leadership Model 360° Individual report collects and evaluates 
perceptions of your leadership behaviour in the workplace. Ratings are based on your 
responses and the responses of your raters.


The results give an indication of current performance and provide a platform from which 
an accurate picture of your strengths and development areas can be built.


The information within this report should be treated as confidential to you and your 
facilitator. You may wish to share the report with others, for example your team, but that is 
completely your own choice.


How to use this report
This report is based on the Healthcare Leadership Model which is made up of nine 
leadership dimensions.* Each dimension is presented against five levels of Performance.
Your Performance level for each dimension is shown on page 5.


Insufficient
The individual underperforms in this dimension – their leadership here is unsatisfactory.


Essential
The individual performs the essential behaviours of leadership in this dimension – their leadership
here is satisfactory.


Proficient
The individual performs proficiently as a leader in this dimension – their leadership here is capable.


Strong
The individual performs strongly as a leader in this dimension – their leadership here is superior.


Exemplary
The individual performs as an exemplar of leadership in this dimension – their leadership here is 
excellent.


*A full description of the nine leadership dimensions is given in Appendix 2.


Your Performance level for each dimension may be compared against the four
Importance ratings (Fairly Important, Important, Very Important, Vitally Important ) on 
each dimension to your job role. The Importance rating for your job role for each dimension 
is shown on page 7.


Performance ratings are based on feedback from up to five rater groups. Your feedback 
on the nine dimensions is shown on page 6 and in more detail on page 11.


Self - your own self perception
Line Manager - the person to whom you report
Peers - colleagues and fellow team members, probably at a similar job level, with 
whom you work
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Direct reports - those for whom you have direct responsibility to lead
Others - anyone else you would like to receive feedback from and could include 
patients, senior colleagues, junior colleagues, clients, etc.


Free text comments by your raters are shown at the back of your report.


Finally, if you have Direct Reports then there is one final section to this document. This 
examines the level of engagement experienced by your Direct Reports (as well as your 
perception of their level of engagement) in relation to the Healthcare Leadership Model.


As their Line Manager your leadership style will impact on your Direct Reports' level of 
satisfaction, loyalty, productivity and engagement as described on page 2 (see Figure 1: 
The nature and effect of a positive leadership style). Please note, to protect rater 
anonymity Direct Reports' scores are only shown if there are more than two raters.


Important tips:


All feedback is valuable and should be viewed as an opportunity for learning 
and development.


Feedback is based on perceptions and should be used as a guide for 
development not an absolute.


Work behaviours can be developed. Use the feedback to clarify your current 
strengths and areas for future development.


Please discuss this report with your facilitator.
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Your 360° overview
The diagram below displays the average rating from all of your raters and from yourself 
on the nine leadership dimensions of the Healthcare Leadership Model. This diagram 
enables you to see any gaps in perception between yourself and your raters.


Feedback has been collected from up to five perspectives; Self, Line Manager, Peers, 
Direct Reports and Others. All 360° behaviours are rated against the five levels:


I – Insufficient E – Essential P – Proficient
S – Strong X – Exemplary


I


E


P


S


X


I


E


P


S


X


I


E


P


S


X


Self rating Average rating (excludes self rating)







Your rater groups
The table below displays the average ratings given on each of the 360° dimensions by 
your different rater groups. This table enables you to see any gaps in perception between 
yourself and your rater groups.


Insufficient Essential Proficient Strong Exemplary


Inspiring 
shared 
purpose


Self


Line Manager


Peers


Direct Reports


Others


Average


Leading with 
care


Self


Line Manager


Peers


Direct Reports


Others


Average


Evaluating 
information


Self


Line Manager


Peers


Direct Reports


Others


Average


Connecting 
our service


Self


Line Manager


Peers


Direct Reports


Others


Average


Sharing the 
vision


Self


Line Manager


Peers


Direct Reports


Others


Average


Engaging the 
team


Self


Line Manager


Peers


Direct Reports


Others


Average


Holding to 
account


Self


Line Manager


Peers


Direct Reports


Others


Average


Developing 
capability


Self


Line Manager


Peers


Direct Reports


Others


Average


Influencing 
for results


Self


Line Manager


Peers


Direct Reports


Others


Average
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Your Performance and Importance 
ratings
The table below shows your overall Performance ratings (shown in the pink bar) and 
Importance ratings (shown in the grey bar) for each of the dimensions by each of the rater
groups. The ideal is to have a high Performance rating on dimensions that are of high 
Importance to your job role.


Inspiring 
shared 
purpose


Insufficient Essential Proficient Strong Exemplary
S L D P


S L D P


Fairly Important Important Very Important Vitally Important


Leading with 
care


Insufficient Essential Proficient Strong Exemplary
S L D P


S L D P


Fairly Important Important Very Important Vitally Important


Evaluating 
information


Insufficient Essential Proficient Strong Exemplary
S L D P


S LD P


Fairly Important Important Very Important Vitally Important


Connecting 
our service


Insufficient Essential Proficient Strong Exemplary
SL DP


S L D P


Fairly Important Important Very Important Vitally Important


Sharing the 
vision


Insufficient Essential Proficient Strong Exemplary
S L DP


S L DP


Fairly Important Important Very Important Vitally Important


Engaging the 
team


Insufficient Essential Proficient Strong Exemplary
S L DP


S L D P


Fairly Important Important Very Important Vitally Important


Holding to 
account


Insufficient Essential Proficient Strong Exemplary
S L D P


S L DP


Fairly Important Important Very Important Vitally Important


Developing 
capability


Insufficient Essential Proficient Strong Exemplary
S L DP


S L DP


Fairly Important Important Very Important Vitally Important


Influencing 
for results


Insufficient Essential Proficient Strong Exemplary
S L DP


S LD P


Fairly Important Important Very Important Vitally Important


S PDLSelf Line Manager Direct Reports Peers and Others







Your Performance versus
Importance summary
The table below shows a summary of your Performance versus Importance ratings for 
each of the nine dimensions.


If you are rated low in Performance on dimensions that are of high Importance this is an 
area of risk (marked in red ) and you should prioritise your development actions here. If 
you are rated the same in Performance as on Importance this shows appropriate balance 
(marked in amber ). If you are rated high in Performance on dimensions that are of low 
Importance this is an area of talent or strength that is currently not rated as important in 
your role (marked in green ) and this may be an opportunity worth discussing with your 
facilitator.
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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


Impact


Fairly Important Vitally Important


Importance and Performance ratings are based on average ratings by others


Opportunity zone Balanced zone Risk zone
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Your hidden strengths and blind spots
The table below shows the spread of scores given by yourself and your raters for each 
dimension. Each coloured circle indicates the number of raters who gave you that particular 
rating. The more people who gave you the same rating, the larger the coloured circle will be 
in that section.


The blue circle shows the number of raters who gave you the same rating as you gave 
yourself. If none of your raters gave you the same rating, you will instead see a blue S to 
show what your self rating was.


The red circle(s) show the number of raters who gave you a lower rating than you gave 
yourself. Dimensions that have larger red circles, particularly if they are further from your self 
rating, may be potential 'blind spots' and areas for personal development.


The green circle(s) show the number of raters who gave you a higher rating than you gave 
yourself. Dimensions that have larger green circles, particularly if they are further from your 
self rating, may be potential 'hidden strengths' that you could make greater use of.


Insufficient Essential Proficient Strong Exemplary


Inspiring 
shared 
purpose


4 4


Leading 
with care


5 3


Evaluating 
information


1 3 4


Connecting 
our service


1 4 1


Sharing the 
vision


1 3 4


Engaging 
the team


1 5 2


Holding to 
account


S 5 3


Developing 
capability


1 3 4


Influencing 
for results


2 2 2


Rating lower than self rating


Rating same as self rating (S)


Rating higher than self rating


Pick one dimension that particularly interests you. Look at the next section and at Appendix 
1 to explore this dimension more fully.
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Your Performance and Importance 
analysis
The first table on the following page displays the spread of scores given by yourself and 
all rater groups on each of the nine leadership dimensions. The overall rating for each 
leadership dimension is shown alongside the number of times a particular rating was 
given by each rater group.


Ratings key
I Insufficient
The individual underperforms in this dimension – their leadership here is unsatisfactory.


E Essential
The individual performs the essential behaviours of leadership in this dimension – their leadership here is 
satisfactory.


P Proficient
The individual performs proficiently as a leader in this dimension – their leadership here is capable.


S Strong
The individual performs strongly as a leader in this dimension – their leadership here is superior.


X Exemplary
The individual performs as an exemplar of leadership in this dimension – their leadership here is excellent.


N No opportunity to observe
Please refer to Appendix 2 for a list of the behaviours that represents each of these levels on the nine leadership 
dimensions.


The second table on page 11 shows a similar breakdown of the four Importance ratings:


F Fairly Important V Very Important


I Important Vi Vitally Important


Please note, in this section of the report, if there are fewer than three raters in either 
'Peers' or 'Direct Reports' then that set of scores will be combined into the 'Others' group 
and marked by * so as to protect rater anonymity. If the combined total of these groups is 
still less than three raters, no scores will be shown in the 'Others' column.


The table below shows the number of raters who completed the questionnaire:


Line Managers 01


Peers 03


Direct Reports 04


Others 00
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Your Performance analysis
Self 


rating
Overall 
rating


Line Manager
I E P S X N


Peers
I E P S X N


Direct Reports
I E P S X N


Others
I E P S X N


Inspiring shared 
purpose S X 1 1 2 2 2


Leading with care S S 1 1 2 3 1


Evaluating 
information S S 1 1 2 1 1 2


Connecting our 
service S S 1 3 1 1 2


Sharing the vision P S 1 1 1 1 1 3


Engaging the team P S 1 3 2 2


Holding to account P S 1 1 2 3 1


Developing 
capability P S 1 2 1 1 3


Influencing for 
results P S 1 1 1 1 1 1 2


Your Importance analysis
Self 


rating
Overall 
rating


Line Manager
F I V Vi


Peers
F I V Vi


Direct Reports
F I V Vi


Others
F I V Vi


Inspiring shared 
purpose V V 1 1 2 3 1


Leading with care V V 1 2 1 3 1


Evaluating 
information V V 1 2 1 1 1 2


Connecting our 
service V V 1 2 1 1 2 1


Sharing the vision V Vi 1 2 1 1 3


Engaging the team V Vi 1 1 2 2 2


Holding to account V Vi 1 2 1 2 2


Developing 
capability V Vi 1 2 1 2 2


Influencing for 
results V V 1 2 1 1 2 1
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Your Impact ratings
This section of the report examines the level of engagement by your Direct Reports in 
relation to the nine Healthcare Leadership Model dimensions. The Impact questions are 
only completed by your Direct Reports as this is the group for whom you as a leader 
have most impact. To protect rater anonymity Direct Reports scores are only shown if 
there are more than two raters.


As their Line Manager your leadership style will impact on your Direct Reports level of 
satisfaction, loyalty, productivity and engagement as described on page 2 (see Figure 1: 
the nature and effect of a positive leadership style).


The table on the following page displays the spread of scores given by yourself and your 
Direct Reports on each of the nine leadership dimensions plus seven additional items. 
The average rating by your Direct Reports is shown alongside the number of times a 
particular rating was given. The number (1 – 6) at the top of each column represents the 
rating given as shown in the key below.


Negative impact


Positive impact


1 – Strongly disagree


2 – Disagree


3 – Somewhat disagree


4 – Somewhat agree


5 – Agree


6 – Strongly agree


Some considerations


Is there consistency between your own Self rating and your Direct Reports rating?


Can you see a relationship between your leadership performance (as measured by 
the Healthcare Leadership Model 360) and your impact on Direct Reports (as 
measured by their Impact rating)?


Note: The items shown are those answered by your Direct Reports. You answered the 
same question but in reference to the team. Therefore replace 'I...' with 'My team...' when 
referring to your Self rating.
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Your Impact ratings


Inspiring shared purpose
Self 


rating
Avg. 
rating


Direct Reports
1 2 3 4 5 6


1 I feel the team are working towards a common 
purpose 5 5.8 1 3


2 I can clearly see how my work impacts on 
patient care and other service users 5 5.5 2 2


3 I feel supported to challenge existing practice to 
improve our provision for patient care 5 5.3 1 1 2


Leading with care


4 I feel cared for in my job 5 5.8 1 3


5 I work in a team that gives mutual care and 
support to each other 5 5.5 2 2


6 I am supported in my team when dealing with 
unsettling feelings 5 5.5 2 2


Evaluating information


7 Decisions within the team are based on sound 
research and evidence 5 5.3 1 1 2


8 In this team, we creatively apply fresh 
approaches to improve current ways of working 5 5.8 1 3


9 We regularly collect and act on feedback from 
users of our service 5 5.3 1 1 2


Connecting our service


10 I am encouraged to think about the effect of my 
work beyond the team 5 5.8 1 3


11 The team connects effectively with other 
elements of the service 5 5.3 1 1 2


12 I understand where my work fits into the wider 
health and care system 5 5.5 2 2
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Sharing the vision
Self 


rating
Avg. 
rating


Direct Reports
1 2 3 4 5 6


13 I feel engaged in working towards a clearly 
defined vision for the future 5 5.5 2 2


14 I am optimistic about how my team will work to 
achieve the vision for the future 5 5.5 2 2


15 At times of controversial and complex change, I 
am reassured and inspired by good leadership 5 5.8 1 3


Engaging the team


16 I feel valued for my contributions to the work of 
the team 5 5.5 2 2


17 I feel fully engaged in my work 5 5.5 2 2


18
I am encouraged to deliver equally on the 
team’s shared purpose, and my individual 
targets


5 5.5 2 2


Holding to account


19 I know what is expected of me at work 5 5.5 2 2


20 I receive constructive feedback to help me 
improve my performance 5 5.8 1 3


21 This team has high expectations: mediocrity is 
noticed and challenged 5 5.3 1 1 2


Developing capability


22 I am given opportunities to learn and develop in 
my job 5 6 4


23 In this team, we understand what our strengths 
and weaknesses are 5 5.5 2 2


24 I frequently receive long-term mentoring or 
coaching 5 5.3 1 1 2


Influencing for results


25
I am encouraged to build relationships, both 
within and outside of the team, to achieve 
organisational goals


5 5.8 1 3


26
In our team we use different styles of 
communication, stories and symbols to discuss 
our work


5 5.8 1 3


27 Two-way communication channels, both 
informal and formal, are the norm in this team 5 5.3 1 1 2
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Additional items
Self 


rating
Avg. 
rating


Direct Reports
1 2 3 4 5 6


28 I am proud of this teams’ performance 5 5.5 2 2


29 I would recommend this team to a friend as a 
great place to work 5 5.3 1 1 2


30 I feel a strong sense of loyalty to my team 5 5.5 2 2


31 I am committed to this role and team – it would 
be hard to tempt me to leave 5 5 2 2


32 I regularly and freely put in extra effort to 
achieve quality work 5 5.5 2 2


33 I willingly strive to achieve high levels of success 
for the team 5 5.8 1 3


34 I am fully satisfied with my job role 5 5.3 1 1 2


Pramodh Vallabhaneni
Healthcare Leadership Model 360°


15© 2016 NHS Leadership Academy







Your rater comments
The following comments are made by your 360° feedback raters.


What do they do well in their role as a leader


supportive mentor, aware of difficulties trainees may encounter and ready to pre-empt these


Dr Vallabhaneni is a natural born leader and truly one of a kind. He is a real asset to any organisation 
he joins. His enthusiasm, willingness to support colleagues, passion, dedication and hard work is 
second to none. Dr Vallabhaneni’s work ethos and commitment has inspired his teams to perform at 
their best. Dr Vallabhaneni has made a significant impact to  the paediatric department at Morriston
Hospital. This is not only my opinion but well known facts among the paediatric department.


Excellent


Demonstrates clear leadership with junior medical staff that has produced exceptional results.  Would 
encourage use of same enthusiasm and leadership with clinical colleagues in immediate team to 
foster a positive environment and drive for improvement.


Very inspiring, constantly looking for improvement and promoting change


Dr Vallabhaneni shows a range of qualities that are important for leadership. He is able to set out a 
clear vision to the team. The claim for change is supported by analysing and synthesising the 
evidence to explain the rationale for change. He encourages debate seeking the opinions form all the
team members, seeing debate as a way of strengthening any idea and does not see it as a criticsm. 
He articultaes and communicates in a way that goals are clearly set out with appropriate timelines for 
achievement. He motivates and supports the team encouraging new ideas and ways of working. He is 
honest and humble, taking responsibility for his actionas and those of his team. He is ambitious for
the goals of the organisation, but lacks self ambition, believing that improving health and education is 
paramount to success.


Dr Vallabhaneni leads and inspires through thoughtful actions and a strong teaching ethos.
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Pramodh is approachable and always available for advice. He listens to the junior members of the 
team and addresses any clinical concerns about patients that may be raised.
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What do they do less well in their role as a leader


Inspires others to be more creative and change old habbits. Is enthusiatic and has progressed well in 
his role as faculty Lead for Foundation Trainees, is pro-active in solving problems, aslo in his role as 
local programme director for paediatrics.


I can't think of anything.


already covered in previous answer


None I am aware of.


Dr Vallabhaneni is humble and his ambitions are for the service and not self. People who show self  
promotion and lack of humility can persuade others that they have the necessary requisites for 
leadership roles and therefore being humble may be seen as a weakness in these circumstances by 
some.
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How could they improve in their role as a leader


already covered in previous answer


I tried to think of any areas that could be improved but objectively he is a faultless top notch leader.


Dr Vallabhaneni has strong skills for a leadership role. In order to develop and improve it is important 
not to become complacent and to constantly review what went well and what could have been done 
differently.


Continue to be fair and inspirational.


To continue to innovate and think creatively.


Sharing ideas with a wider audience


Pramodh is a pleasure to work with and remains calm in very challenging and difficult clinical 
situations. He always appears in control and is able to take control of chaotic situations and direct his 
team very easily.
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Other advice you could offer them


Please don't loose your enthusiasm and passion!


Continue to have a thirst for knowledge; don't take thisngs at face value and continue to critically
appraise the information when claims are made.


Continue his unique work until perhaps leading the NHS.


To stay honourable and modest, don't change.
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Appendix 1
Your personal development
Answer the questions below to begin mapping out a personal development plan.


Your reflections
What have you learnt or become aware of from reading your Healthcare Leadership 
Model 360° report?
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Your highest scoring dimensions from raters
How are your strengths working for you?


How can you make more use of your strengths to your own and your organisation's 
advantage?


Your lowest scoring items from raters
How are areas in which you are less strong limiting or hindering your performance?


What actions can you take to address your development areas?
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Your actions
Action Support I will need How I will measure


success
By when


Your Healthcare Leadership Model 360° Individual report provides you with valuable 
feedback. By sharing your profile with your facilitator, you will be providing them with vital 
information to help them support your development.


Following your discussion with your facilitator, please update your personal development 
plan.


Delivered by


www.jcaglobal.com
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Appendix 2
The nine dimensions of
leadership behaviour
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Inspiring shared purpose


What is it?
Valuing a service ethos
Curious about how to improve services and patient care
Behaving in a way that reflects the principles and values of the NHS


Why is it important?
Leaders create a shared purpose for diverse individuals doing different work, inspiring them to 
believe in shared values so that they deliver benefits for patients, their families and the community


What is it not?
Turning a blind eye
Using values to push a personal or 'tribal' agenda
Hiding behind values to avoid doing your best
Self-righteousness
Misplaced tenacity
Shying away from doing what you know is right


Essential Proficient
Staying true to NHS principles and values
Do I act as a role model for belief in and 
commitment to the service?


Do I focus on how what I do contributes to and 
affects patient care or other service users?


Do I enable colleagues to see the wider 
meaning in what they do?


Holding to principles and values under 
pressure
Do I behave consistently and make sure that 
others do so even when we are under pressure?


Do I inspire others in tough times by helping 
them to focus on the value of their contribution?
Do I actively promote values of service in line 
with NHS principles?


Strong Exemplary
Taking personal risks to stand up for the 
shared purpose
Do I have the self-confidence to question the 
way things are done in my area of work?


Do I have the resilience to keep challenging 
others in the face of opposition, or when I have 
suffered a setback?


Do I support my team or colleagues when they 
challenge the way things are done?


Making courageous challenges for the 
benefit of the service
Do I have the courage to challenge beyond my 
remit even when it may involve considerable 
personal risk?


Do I take the initiative and responsibility to put 
things right outside my remit if I see others 
fearing to act?
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Leading with care


What is it?
Having the essential personal qualities for leaders in health and social care
Understanding the unique qualities and needs of a team
Providing a caring, safe environment to enable everyone to do their jobs effectively


Why is it important?
Leaders understand the underlying emotions that affect their team, and care for team members as 
individuals, helping them to manage unsettling feelings so they can focus their energy on delivering a great 
service that results in care for patients and other service users


What is it not?
Making excuses for poor performance
Avoiding responsibility for the wellbeing of colleagues in your team
Failing to understand the impact of your own emotions or behaviour on colleagues
Taking responsibility away from others


Essential Proficient
Caring for the team
Do I notice negative or unsettling emotions in 
the team and act to put the situation right?


Do my actions demonstrate that the health and 
wellbeing of my team are important to me?
Do I carry out genuine acts of kindness for my 
team?


Recognising underlying reasons for 
behaviour
Do I understand the underlying reasons for my 
behaviour and recognise how it affects my 
team?
Can I 'read' others, and act with appropriate 
empathy, especially when they are different 
from me?


Do I help my colleagues to make the connection 
between the way they feel and the quality of 
the service they provide?


Strong Exemplary
Providing opportunities for mutual 
support
Do I care for my own physical and mental 
wellbeing so that I create a positive atmosphere 
for the team and service users?


Do I help create the conditions that help my 
team provide mutual care and support?
Do I pay close attention to what motivates 
individuals in my team so that I can channel 
their energy so they deliver for service users?


Spreading a caring environment beyond 
my own area
Do I take positive action to make sure other 
leaders are taking responsibility for the 
emotional wellbeing of their teams?


Do I share responsibility for colleagues' 
emotional wellbeing even when I may be junior 
to them?
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Evaluating information


What is it?
Seeking out varied information
Using information to generate new ideas and make effective plans for improvement or change
Making evidence-based decisions that respect different perspectives and meet the needs of all 
service users


Why is it important?
Leaders are open and alert to information, investigating what is happening now so that they can 
think in an informed way about how to develop proposals for improvement


What is it not?
Failing to look beyond the obvious
Collecting data without using it
Thinking only about your own measures or experience
Reluctance to look for better ways of doing things
Ignoring problems by ignoring data
Using research as a weapon


Essential Proficient
Gathering data
Do I collect feedback from service users?


Do I collect and record the essential data for my 
area of work accurately and on time?


Am I regularly thinking about ways to do my job 
more effectively?
Can I see patterns that help me to do things 
better, more efficiently or with less waste?


Scanning widely
Do I look outside my area of work for 
information and ideas that could bring about 
continuous improvement?


Do I establish ongoing methods for measuring 
performance to gain a detailed understanding of 
what is happening?


Do I spot future opportunities and risks, and 
test resulting plans with external stakeholders to 
improve them?


Strong Exemplary
Thinking creatively
Do I conduct thorough analyses of data over 
time and compare outcomes and trends to 
relevant benchmarks?


Do I see the relevance of seemingly unrelated 
ideas which could be made useful in my area of 
work?


Do I creatively apply fresh approaches to 
improve current ways of working?


Developing new concepts
Do I develop strategies based on new concepts, 
insights, or perceptive analysis?


Do I create improved pathways, systems or 
processes through insights that are not obvious 
to others?


Do I carry out, or encourage, research to 
understand the root causes of issues?
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Connecting our service


What is it?
Understanding how health and social care services fit together and how different people, teams or 
organisations interconnect and interact


Why is it important?
Leaders understand how things are done in different teams and organisations; they recognise the 
implications of different structures, goals, values and cultures so that they can make links, share 
risks and collaborate effectively


What is it not?
Being rigid in your approach
Thinking about only your part of the organisation
Believing only your view is the right one
Thinking politics is a dirty word
Failing to engage with other parts of the system
Focusing solely on the depth of your area at the expense of the broader service


Essential Proficient
Recognising how my area of work relates 
to other parts of the system
Do I understand the formal structure of my area 
of work and how it fits with other teams?


Do I keep up to date with changes in the 
system to maintain efficiency?


Do I hand over effectively to others and take 
responsibility for continuity of service provision?


Understanding the culture and politics 
across my organisation
Do I understand the informal 'chain of 
command' and unwritten rules of how things get 
done?


Do I know what I need to do and who to go to 
so that well-judged decisions are made in my 
organisation?


Do I understand how financial and other 
pressures influence the way people react in my 
organisation?


Strong Exemplary
Adapting to different standards and 
approaches outside my organisation
Am I connected to stakeholders in a way that 
helps me to understand their unspoken needs 
and agendas?
Am I flexible in my approach so I can work 
effectively with people in organisations that 
have different standards and approaches from 
mine?


Do I act flexibly to overcome obstacles?


Working strategically across the system
Do I build strategic relationships to make links 
across the broader system?


Do I understand how complex connections 
across the health economy affect the efficiency 
of the system?
Do I understand which issues affect decisions 
across the system so that I can anticipate how 
other stakeholders will react?
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Sharing the vision


What is it?
Communicating a compelling and credible vision of the future in a way that makes it feel 
achievable and exciting


Why is it important?
Leaders convey a vivid and attractive picture of what everyone is working towards in a clear, 
consistent and honest way, so that they inspire hope and help others to see how their work fits in


What is it not?
Saying one thing and doing another
Talking about the vision but not working to achieve it
Being inconsistent in what you say
Avoiding the difficult messages


Essential Proficient
Communicating to create credibility and 
trust
Am I visible and available to my team?


Do I communicate honestly, appropriately and 
at the right time with people at all levels?


Am I helping other people appreciate how their 
work contributes to the aims of the team and 
the organisation?
Do I break things down and explain clearly?


Creating clear direction
Do I help people to see the vision as achievable 
by describing the 'journey' we need to take?
Do I use stories and examples to bring the 
vision to life?


Do I clearly describe the purpose of the job, the 
team and the organisation and how they will be 
different in the future?


Strong Exemplary
Making long-term goals desirable
Do I encourage others to become 'ambassadors' 
for the vision and generate excitement about 
long-term aims?
Do I find ways to make a vivid picture of future 
success emotionally compelling?
Do I establish ongoing communication strategies 
to deal with the more complex and difficult 
issues?


Inspiring confidence for the future
Do I display confidence and integrity under 
robust and public criticism?
Do I describe future changes in a way that 
inspires hope, and reassures staff, patients and 
the public?
Do I explain controversial and complex plans in 
a way that different groups can hear, 
understand and accept?
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Engaging the team


What is it?
Involving individuals and demonstrating that their contributions and ideas are valued and important 
for delivering outcomes and continuous improvements to the service


Why is it important?
Leaders promote teamwork and a feeling of pride by valuing individuals' contributions and ideas; 
this creates an atmosphere of staff engagement where desirable behaviour, such as mutual respect, 
compassionate care and attention to detail, are reinforced by all team members


What is it not?
Building plans without consultation
Autocratic leadership
Failing to value diversity
Springing ideas on others without discussion


Essential Proficient
Involving the team
Do I recognise and actively appreciate each 
person's unique perspectives and experience?
Do I listen attentively to my team and value 
their suggestions?
Do I ask for contributions from my team to raise 
their engagement?


Fostering creative participation
Do I ask for feedback from my team on things 
that are working well and things we could 
improve?


Do I shape future plans together with my team?
Do I encourage my team to identify problems 
and solve them?


Strong Exemplary
Co-operating to raise the game
Do I enable my team to feed off each other's 
ideas, even if there is a risk the ideas might not 
work?
Do I encourage team members to get to know 
each other's pressures and priorities so that 
they can co-operate to provide a seamless 
service when resources are stretched?


Do I offer support and resources to other teams 
in my organisation?


Stretching the team for excellence and 
innovation
Do I stretch my team so that they deliver a fully 
'joined-up' service, and so give the best value 
they can?


Do I support other leaders to build success 
within and beyond my organisation?


Do I create a common purpose to unite my 
team and enable them to work seamlessly 
together to deliver?
Do I encourage my team to deliver on the 
shared purpose, as much as on their individual 
targets?
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Holding to account


What is it?
Agreeing clear performance goals and quality indicators
Supporting individuals and teams to take responsibility for results
Providing balanced feedback


Why is it important?
Leaders create clarity about their expectations and what success looks like in order to focus people's 
energy, give them the freedom to self-manage within the demands of their job, and deliver 
improving standards of care and service delivery


What is it not?
Setting unclear targets
Tolerating mediocrity
Making erratic and changeable demands
Giving unbalanced feedback (too much praise or too little)
Making excuses for poor or variable performance
Reluctance to change


Essential Proficient
Setting clear expectations
Do I take personal responsibility for my own 
performance?


Do I specify and prioritise what is expected of 
individuals and the team?


Do I make tasks meaningful and link them to 
organisational goals?
Do I make sure individual and team goals are 
SMART1?


Managing and supporting performance
Do I challenge ways of thinking and encourage 
people to use data to support their business 
planning and decision making?


Do I set clear standards for behaviour as well as 
for achieving tasks?


Do I give balanced feedback and support to 
improve performance?
Do I act quickly to manage poor performance?


Strong Exemplary
Challenging for continuous improvement
Do I constantly look out for opportunities to 
celebrate and reward high standards?


Do I actively link feedback to the overall vision 
for success?
Do I notice and challenge mediocrity, 
encouraging people to stop drifting and stretch 
themselves for the best results they can attain?


Creating a mindset for innovative change
Do I encourage a climate of high expectations in 
which everyone looks for ways for service 
delivery to be even better?


Do I share stories and symbols of success that 
create pride in achievement?
Do I champion a mindset of high ambition for 
individuals, the team and the organisation?


1 SMART stands for Specific, Measurable, Achievable, Relevant, Timed
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Developing capability


What is it?
Building capability to enable people to meet future challenges
Using a range of experiences as a vehicle for individual and organisational learning
Acting as a role model for personal development


Why is it important?
Leaders champion learning and capability development so that they and others gain the skills, 
knowledge and experience they need to meet the future needs of the service, develop their own 
potential, and learn from both success and failure


What is it not?
Focusing on development for short-term task accomplishment
Supporting only technical learning at the expense of other forms of growth and development
Developing yourself mainly for your own benefit
Developing only the 'best' people


Essential Proficient
Providing opportunities for people 
development
Do I often look for opportunities to develop 
myself and learn things outside my comfort 
zone?


Do I understand the importance and impact of 
people development?


Do I build people development into my planning 
for my team?


Taking multiple steps to develop team 
members
Do I explore and understand the strengths and 
development needs of individuals in my team?


Do I provide development opportunities for 
other people through experience and formal 
training?


Do I look for and provide regular positive and 
developmental feedback for my team to help 
them focus on the right areas to develop 
professionally?


Strong Exemplary
Building longer-term capability
Do I explore the career aspirations of colleagues 
in my team and shape development activities to 
support them?


Do I provide long-term mentoring or coaching?
Do I spot high-potential colleagues or capability 
gaps in my team and focus development efforts 
to build on or deal with the situation?


Creating systems for succession to all key 
roles
Do I create the conditions in which others take 
responsibility for their development and learn 
from each other?
Do I take a strategic approach to people 
development based on the future needs of the 
NHS?


Do I share in broad organisational development 
and succession planning beyond my area of 
work?
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Influencing for results


What is it?
Deciding how to have a positive impact on other people
Building relationships to recognise other people's passions and concerns
Using interpersonal and organisational understanding to persuade and build collaboration


Why is it important?
Leaders are sensitive to the concerns and needs of different individuals, groups and organisations, 
and use this to build networks of influence and plan how to reach agreement about priorities, 
allocation of resources or approaches to service delivery


What is it not?
Being insular
Pushing your agenda without regard to other views
Only using one influencing style
Being discourteous or dismissive


Essential Proficient
Engaging with others to convince or 
persuade
Am I respectful in all circumstances?


Do I listen to different views?
Do I share issues and information to help other 
people understand my thinking?
Do I develop and present well-reasoned 
arguments?


Do I avoid jargon and express myself clearly?


Adapting my approach to connect with 
diverse groups
Do I adapt my communication to the needs and 
concerns of different groups?


Do I use stories, symbols and other memorable 
approaches to increase my impact?


Do I check that others have understood me?
Do I create formal and informal two-way 
communication channels so I can be more 
persuasive?


Strong Exemplary
Developing collaborative agendas and 
consensus
Do I use 'networks of influence' to develop 
consensus and buy-in?


Do I create shared agendas with key 
stakeholders?


Do I use indirect influence and partnerships 
across organisations to build wide support for 
my ideas?
Do I give and take?


Building sustainable commitments
Do I contribute calmly and productively to 
debates arising from strongly-held beliefs, even 
when my own emotions have been excited?
Do I build enough support for the idea or 
initiative to take on a life of its own?


Do I act as an ambassador for my organisation 
to gain reputational influence by sharing 
experiences and best practice nationally and 
internationally?
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MEDICAL LEADERSHIP PROGRAMME   
October 2018 – September 2019 


 


 


I confirm that Pramodh Vallabhaneni attended the following components of the 
Academi Wales Medical Leadership Programme. 


 
Date Activity 


 
Attended 


24 & 25 October 2018 Introductory Workshop (Expectations /Project 
Planning)  
 


No 
 


20 November 2018 Understanding the Political and Strategic Context 
Workshop 
 


Yes 


11 December 2018 
12 December 2018 


Leading Improvement 1 (Managing Change) 
Leading Improvement 2 (Silver IQT) 
 


Yes 
No 


10 January 2019 Understanding Self & Others (MBTI ) /  
Action Learning  
 


Yes 


30 January 2019 Leading Engagement/ Leading across Boundaries 
 


Yes 


20 - 22 February 2019 Leading Teams and People  
Residential Learning Community (3 days) 
 


Yes 
 


12 March 2019 Action Learning / Academic Skills & Project Support  
  


Yes 


3 April 2019 Coaching for Performance Workshop 
 


No 


30 April 2019 Influencing Skills Workshop / Action Learning Set  
 


Yes 


16 May 2019 Leading the Quality & Safety Agenda Workshop 
 


Yes  
 


5 June 2019 Academic Skills & Project Support / Action Learning  
 


Yes 


18 June 2019 Leading & Communicating with Impact Workshop 
 


Yes 


4 July 2019 Action Learning / Mental Toughness Workshop  
  


No 


11 September 2019 Patient Impact Project Presentations  
 


Yes 


 
Verified By:                      
 
 
 
Jackie Parsons, Programme Director, HEIW 
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The MBTI® Personality Assessment
This Step II™ report is an in-depth, personalised description of your personality preferences, derived from
your answers to the Myers-Briggs Type Indicator® Step II European Edition. It includes your Step I™ results
(your four-letter type), along with your Step II results, which show some of the unique ways that you
express your Step I type.


The MBTI® instrument was developed by Isabel Myers and Katharine Briggs as an application of Carl
Jung’s theory of psychological types. This theory suggests that we have opposing ways of gaining energy
(Extraversion or Introversion), gathering or becoming aware of information (Sensing or Intuition), deciding
on or coming to a conclusion about that information (Thinking or Feeling), and dealing with the world
around us (Judging or Perceiving).    


� If you prefer Extraversion, you focus 
on the outside world to get energy through
interacting with people and/or doing things.


� If you prefer Sensing, you notice and trust
facts, details and present realities.


� If you prefer Thinking, you make 
decisions using logical, objective analysis.


� If you prefer Judging, you tend to be
organised and orderly and make decisions
quickly.


� If you prefer Introversion, you focus on the
inner world and get energy through reflecting on
information, ideas and/or concepts.


� If you prefer Intuition, you attend to and trust
inter-relationships, theories and future possibilities. 


� If you prefer Feeling, you make decisions to
create harmony by applying person-centred values.


� If you prefer Perceiving, you tend to be 
flexible and adaptable and keep your options
open as long as possible.


It is assumed that you use each of these eight parts of your personality but prefer one in each area, just
as you have a natural preference for using one hand rather than the other. No preference pole is better
or more desirable than its opposite.


The MBTI instrument is not a measure of your skills or abilities in any area. Rather it is a way to help you
become aware of your particular style and to better understand and appreciate the helpful ways that
people differ from one another.


YOUR REPORT CONTAINS:


Your Step I™ Results


Your Step II™ Facet Results


Applying Step II™ Results to Communicating


Applying Step II™ Results to Making Decisions


Applying Step II™ Results to Managing Change


Applying Step II™ Results to Managing Conflict


How the Parts of Your Personality Work Together 


Integrating Step I™ and Step II™ Information


Using Type to Gain Understanding 


Overview of Your Results
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Your Step I™ Results
The graph below and the paragraphs that follow it provide information about the personality type you
have reported. Each of the four preferences you indicated is shown by a bar on that side. The longer the
bar, the more clearly you have expressed that preference.  


(I) INTROVERSION  


(N) INTUITION


(F) FEELING 


(P) PERCEIVING 


EXTRAVERSION (E) 


SENSING (S)


THINKING (T)


JUDGING (J)


CLARITY OF PREFERENCES
Very 
Clear


Very 
ClearClear Moderate Slight Moderate Clear


70 60 50 40 0 20 30 40 50 7030 20 601010


Your type came out to be 


ESTJ
(Extraversion, Sensing, Thinking, Judging)


ESTJs are typically logical, analytical and objectively critical. They like to organise projects and then act to
get things done in a systematic, timely and efficient manner. 


ESTJs focus on seeing things as they are, not as they might be. They are matter-of-fact, practical, realistic
and concerned with the here and now. Past experience helps them to solve problems, and they want to
make sure that ideas, plans and decisions are based on solid fact.


They like having definite rules to govern the way they do things. If they are to change their way of doing
something, they need to change their rules for doing it. Logical and consistent, ESTJs make quick decisions.


Their focus is on the immediate, visible and tangible. They like to solve problems and organise things and
then move on. They have little patience for confusion or inefficiency and may proceed - sometimes with a
heavy hand - to help the groups they are part of get the task done. 


ESTJs are likely to be most satisfied in a work environment that values setting goals, making decisions,
being organised and getting things done. People can count on them to follow through in an organised,
efficient and practical manner.


DOES THIS TYPE FIT YOU? 


Note the parts of the description above that fit you and any that don’t. Your Step II results on the next
pages may help to clarify any areas that do not describe you well. If the Step I type you reported does not
fit, your Step II results may help suggest a different type that is more accurate for you.
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Your Step II™ Facet Results
Your personality is complex and dynamic. The Step II tool describes some of that complexity by showing your
results on five different parts or facets of each of the MBTI instrument’s four pairs of opposite preferences
shown below.


EXTRAVERSION (E)
Initiating


Expressive
Gregarious


Active
Enthusiastic


(I) INTROVERSION
Receiving
Contained
Intimate
Reflective
Quiet


THINKING (T)
Logical


Reasonable
Questioning


Critical
Tough


(F) FEELING
Empathetic
Compassionate
Accommodating
Accepting
Tender


SENSING (S) 
Concrete
Realistic
Practical


Experiential
Traditional


(N) INTUITION
Abstract
Imaginative
Conceptual
Theoretical
Original


JUDGING (J)
Systematic


Planful
Early Starting


Scheduled
Methodical


(P) PERCEIVING
Casual
Open-Ended
Pressure-Prompted
Spontaneous
Emergent


When reviewing your results, bear in mind that:


� Each facet has two opposite poles. You are more likely to favour the pole that is on the same side as
your overall preference (an in-preference result) - for example, the Initiating pole if you prefer
Extraversion or the Receiving pole if you prefer Introversion. 


� For any particular facet, you might favour a pole that is opposite to your overall preference (an out-of-
preference result) or show no clear preference for either pole (a Midzone result).


� Knowing your preferences on these twenty facets can help you to better understand your unique way
of experiencing and expressing your type. 


HOW TO READ YOUR STEP II™ RESULTS


The next few pages give you information for each set of facets. Each page has a graph of your results on
the facets. The graph gives:


� Brief definitions of the MBTI Step I preferences shown.


� The names of the five facet poles associated with each MBTI preference, along with three descriptive
words or phrases for each facet pole. 


� A bar showing the pole you prefer or the Midzone. The length of that bar shows how clearly you
reported your preference for that pole. By looking at the graph, you can see whether your result on a
facet is in-preference (scores of 2–5 on the same side as your preference), out-of-preference (scores of
2–5 on the side opposite your preference) or in the Midzone (scores of 0 or 1). 


Below the graph are statements that describe the characteristics of each in-preference, out-of-preference
or Midzone result. If a set of statements does not seem to fit, perhaps you would be better described by
the opposite pole or by the Midzone. To understand an opposite facet pole, look at the three words or
phrases that describe it on the graph.
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INITIATING
Sociable, congenial, 


introduce people


EXPRESSIVE
Demonstrative, easier to


know, self-revealing


GREGARIOUS 
Want to belong, broad


circle, join groups


ACTIVE
Interactive, want contact,


listen and speak


ENTHUSIASTIC
Lively, energetic, 


seek spotlight  


RECEIVING
Reserved, low-key, are
introduced


CONTAINED
Controlled, harder to
know, private


INTIMATE
Seek intimacy, one-on-one,
find individuals


REFLECTIVE
Onlooker, prefer space,
read and write


QUIET
Calm, enjoy solitude,
seek background


In-Preference Midzone Out-of-Preference


5 4 3 2 1 0 1 2 3 4 5


EXTRAVERSION (E)
Directing energy towards the outer


world of people and objects 


(I) INTROVERSION 
Directing energy towards the inner


world of experience and ideas


Initiating (in-preference)
� Are assertively outgoing in social situations, planning


and directing gatherings.
� Act as a social facilitator, arranging the situation to 


get what you feel is best.


� Carry out social obligations with finesse, introducing
people to each other with ease.


� Enjoy linking people whose interests are similar.
� Genuinely want people to interact and get to know each other.


Expressive–Contained (Midzone)
� Give the impression of readily confiding in others, as


you talk comfortably about many things.
� Are genuinely interested in others but selective 


in what you reveal about yourself.


� Keep much of your private life to yourself; others
rarely hear your private thoughts and feelings. 


� Give the impression that others know you well, 
when on reflection they do not.


Gregarious–Intimate (Midzone)
� Like large group activities or one-on-one 


conversations at different times.
� Find that your degree of comfort with strangers


depends on the situation.


� Appear outgoing at times and reserved at other times.
� May not want many intense intimate relationships.
� Are moderately comfortable relating to casual


acquaintances.


Active–Reflective (Midzone)
� Talk in person about personal information and 


communicate technical information in writing.
� Prefer to learn new subject matter through face-


to-face contact. 


� Can be at ease actively participating in events or
quietly observing them.


� If familiar with the subject, prefer to learn more 
by reading.


Enthusiastic–Quiet (Midzone)
� Readily show enthusiasm when you know the 


people or the topic well; otherwise, you stay in 
the background.


� Find that your desire for quiet or action depends 
on how full or quiet your day has been.


� Are seen quite differently by the people who 
regularly see your enthusiastic side and the people
who regularly see your quiet side.







MBTI® STEP II™ INTERPRETIVE REPORT ESTJ—PRAMODH VALLABHANENI6


CONCRETE
Exact facts, literal,


tangible  


REALISTIC
Sensible, matter-of-fact,


seek efficiency


PRACTICAL
Pragmatic, results-


oriented, applied


EXPERIENTIAL
Hands-on, empirical, 


trust experience


TRADITIONAL
Conventional, customary,


tried-and-tested


ABSTRACT
Figurative, symbolic,
intangible


IMAGINATIVE
Resourceful, inventive,
seek novelty


CONCEPTUAL
Scholarly, idea-oriented,
intellectual


THEORETICAL
Seek patterns, hypothetical,
trust theories


ORIGINAL
Unconventional, different,
new and unusual


In-Preference Midzone Out-of-Preference


5 4 3 2 1 0 1 2 3 4 5


SENSING (S)
Focusing on what can be 


perceived by the five senses 


(N) INTUITION 
Focusing on perceiving patterns 


and interrelationships


Concrete (in-preference)
� Are grounded in reality and trust the facts. 
� Interpret things literally.
� Are cautious about making inferences.
� May find it hard to see trends and link facts to 


the bigger picture.


� Begin with what you know to be true, and have 
all the facts in order before moving on.


� May be seen by others as resistant to change,
although you may not see yourself that way.


Realistic–Imaginative (Midzone)
� Like to search for and find new ideas or methods.
� Carefully avoid embracing anything that seems too 


far-fetched or involves a lengthy search.


� Move relatively quickly to see how your ideas work
and what their limits are.


� Stay in touch with the common sense aspects of 
any situation.


Practical–Conceptual (Midzone)
� Blend pragmatism and curiosity.
� Enjoy alternating back and forth between ideas 


and their applications.


� Search out new ideas and meanings.
� Want to see your best ideas used, not just thought


about.


Experiential (in-preference)
� Learn best from direct, hands-on experience and 


rely on it to guide you.
� Are careful not to generalise too much.
� Focus more on the past and present than the future.


� Concentrate on what is happening now rather 
than thinking about meanings and theories.


� May sometimes get stuck on details at the expense 
of larger considerations.


Traditional (in-preference)
� Identify strongly with what is familiar.
� Are comfortable with the tried-and-tested because 


it provides a precedent to follow.


� Admire and support established institutions and 
methods.


� Are reluctant to change things that are working well.
� Enjoy participating in traditions at work and at home.
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LOGICAL 
Impersonal, seek impartiality,


objective analysis 


REASONABLE
Truthful, cause-and-


effect, apply principles


QUESTIONING
Precise, challenging, want


discussion


CRITICAL
Sceptical, want proof,


critique


TOUGH
Firm, tough-minded,


ends-oriented


EMPATHETIC
Personal, seek harmony,
central values


COMPASSIONATE
Tactful, sympathetic,
loyal


ACCOMMODATING
Approving, agreeable, want
harmony


ACCEPTING
Tolerant, trusting, give
praise


TENDER
Gentle, tender-hearted,
means-oriented


In-Preference Midzone Out-of-Preference


5 4 3 2 1 0 1 2 3 4 5


THINKING (T)
Basing conclusions on logical 


analysis with a focus on objectivity


(F) FEELING 
Basing conclusions on personal or social 


values with a focus on harmony 


Logical–Empathetic (Midzone)
� Believe that the ideal way to make decisions is to


consider the logical consequences as well as people’s
feelings.


� Respect a dispassionate approach, but not in the
extreme.


� Appear neither coldly logical nor overly concerned
with people’s feelings.


� May experience some tension between an analytical
and a personal approach.


Reasonable (in-preference)
� Use reasoning to make decisions.
� Approach situations as an impartial observer.
� Are confident and clear about your objectives 


and decisions.


� Live your life logically, with premises leading to 
conclusions.


� View situations objectively and analytically.


Questioning–Accommodating (Midzone)
� Ask questions only in areas of interest.
� Question and disagree in a style that is neither 


confrontational nor conciliatory.


� Hold questions until others have had a chance.
� Become more confrontational and direct when an


important value is threatened.


Accepting (out-of-preference)
� Welcome a broad range of ideas and approaches.
� Appear to accept all ideas equally, not imposing 


your thoughts on others.
� Prefer a participative management style.


� Are modest about your own work and may be 
reluctant to promote it over others’ ideas.


� Are seen as open, fair and approachable, but some
people may be confused about what you really think.


Tender (out-of-preference)
� Are concerned with how people will react to a 


decision that will hurt them.
� Prefer using gentle persuasion and warm 


understanding to influence others.


� Want to handle others’ feelings the “right” way.
� Think it is unfair to take advantage of people even


when you are in a stronger position.
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SYSTEMATIC 
Orderly, structured,


dislike diversions    


PLANFUL
Future-focused, advance


planner, like firm plans  


EARLY STARTING
Motivated by self-discipline, steady


progress, late start stressful


SCHEDULED 
Want routine, make lists,


procedures help


METHODICAL 
Plan specific tasks, note


subtasks, organised


CASUAL
Relaxed, easy-going,
welcome diversions


OPEN-ENDED
Present-focused, go with the
flow, make flexible plans


PRESSURE-PROMPTED
Motivated by pressure, bursts and
spurts, early start unstimulating


SPONTANEOUS
Want variety, enjoy the
unexpected, procedures hinder


EMERGENT
Plunge in, let strategies
emerge, adaptable


In-Preference Midzone Out-of-Preference


5 4 3 2 1 0 1 2 3 4 5


JUDGING (J)
Preferring decisiveness


and closure


(P) PERCEIVING
Preferring flexibility


and spontaneity


Systematic (in-preference)
� Live by the motto “Be prepared!”
� Plan for the worst-case scenario with many 


contingencies in place.


� Work within a superstructure of efficiency.
� Dislike any kind of diversion.
� Do not like surprises.


Planful (in-preference)
� Like to make long-range plans, especially for 


leisure activities.
� Enjoy looking ahead and planning for the future.


� May enjoy the planning more than the doing.
� Feel that long-range planning makes you more


efficient and ensures that things will happen the
way you want.


Early Starting–Pressure-Prompted (Midzone)
� Are likely to find it hard to get started on a 


task too much in advance of the deadline.
� Find the pressure of an approaching deadline 


motivating.


� Work best when the deadline is close enough 
to cause moderate pressure.


� Have some plans committed to paper as you 
get started.


Scheduled (in-preference)
� Are comfortable with routines and do not like 


them upset.
� Like established methods and procedures.
� Prefer to control how you spend your time.


� Enjoy scheduling both work and fun activities.
� Others may be more aware of your routines than 


you are.
� Seem rather predictable to others but like it that way.


Methodical (in-preference)
� Develop detailed plans for the task at hand.
� Define the subtasks of your work, including the 


order in which things should happen.


� Thoroughly prepare in precise ways, specifying all 
the steps needed to accomplish the goal. 


� Are likely to deliver what you have prepared in
advance with little deviation.
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Applying Step II™ Results to Communicating
All aspects of your type influence how you communicate, especially as part of a team. Nine of the facets
are particularly relevant to communication. Your preferences for these nine facets along with tips for 
better communication appear below.


In addition to the tips in the table, keep in mind that communication for every type includes:


� Telling others what kind of information you need. 


� Asking others what they need.


� Monitoring your impatience when other styles dominate. 


� Realising that others are probably not trying to annoy you when they use their own communication styles.


Your Facet 
Result


Communication
Style


Enhancing
Communication


Initiating Start interactions by helping people
get to know one another.


Make sure that people actually need and want
these introductions.


Expressive–Contained
Midzone


Share some of your reactions with
others but not all of them.


Consider which people need to hear your
reactions and which people don’t.


Active–Reflective
Midzone


Are comfortable interacting in
person or quietly observing,
depending on the circumstances.


Pay attention to the style of those with whom
you’re interacting and try to match that style.


Enthusiastic–Quiet
Midzone


Show your enthusiasm or not,
depending on your interest in the
topic.


Be aware that people will see different sides of
you (depending on the context) and may be
confused.


Concrete Talk about the here and now detail. Be open to the inferences that can arise from
the details.


Questioning–
Accommodating
Midzone


Ask some questions comfortably as
long as this does not impede group
consensus.


Choose carefully when you need to agree or
when you need to ask questions.


Accepting Take a naturally inclusive stance
toward a broad range of views.


Be aware that others may be frustrated by your
refusal to favour one view over the others.


Tender Try to win people over to your point
of view.


Accept that someone may get hurt; a win-win
result is not always possible.


Methodical Identify the steps and their order
before starting a task.


Be tolerant of others who plunge in without
identifying steps.
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Applying Step II™ Results to Making Decisions
Effective decisions require gathering information from a variety of perspectives and applying sound 
methods of evaluating that information. The Step II facets give us specific ways to enhance our decision
making, especially those facets related to Sensing, Intuition, Thinking and Feeling. Below are general
questions associated with those facets. The facet poles you prefer are in bold italics. If you are in the
Midzone, neither pole is italicised. 


SENSING INTUITION


THINKING FEELING


Concrete: What do we know and how do we know it?


Realistic: What are the real costs?


Practical: Will it work?


Experiential: Can you show me how it works?


Traditional: Does anything really need changing?


Abstract: What else could this mean?


Imaginative: What else can we come up with?


Conceptual: What other interesting ideas are there?


Theoretical: How is it all interconnected?


Original: What is a new way to do this?


Logical: What are the pros and cons?


Reasonable: What are the logical consequences?


Questioning: But what about . . . ?


Critical: What is wrong with this?


Tough: Why aren’t we following through now?


Empathetic: What do we like and dislike?


Compassionate: What impact will this have on people?


Accommodating: How can we make everyone happy?


Accepting: What is beneficial in this?


Tender: What about the people who will be hurt?


Six different ways of evaluating information, called decision-making styles, have been identified based on
two facets of the Thinking–Feeling dichotomy: Logical–Empathetic and Reasonable–Compassionate.


� Trust the Thinking preference and readily make decisions based on logical analysis of data.


� May recognise the impact of your decisions on people and relationships but see that as secondary.


� Focus on accuracy to achieve a good decision.


� Are seen as precise, objective and confident.


� Are sometimes seen as inflexible.


Your style is Logical and Reasonable. 
This style means that you probably


In individual problem-solving, start by asking 
all the questions in the boxes above.


� Pay careful attention to the answers. The
questions that are opposite to the ones in
bold italics may be key since they represent
perspectives you aren’t likely to consider. 


� Try to balance your decision-making style by 
considering the less-preferred parts of your 
personality.


In group problem-solving, actively seek out people
with different views. Ask for their concerns and 
perspectives. 


� Do a final check to make sure that all the
questions above have been asked and that
different decision-making styles are included. 


� If you are missing a perspective, make extra
efforts to consider what it might add.


TIPS
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Applying Step II™ Results to Managing Change
Change seems to be inevitable and affects people in different ways. To help you deal with change:


� Be clear about what is changing and what is remaining the same. 


� Identify what you need to know to understand the change and then seek out that information. 


To help others deal with change: 


� Encourage open discussion about the change; be aware that this is easier for some than others. 


� Make sure that both logical reasons and personal or social values have been considered.


Your personality type also influences your style of managing change, particularly your results on the nine
facets below. Review the facets and tips for enhancing your response to change. 


Your Facet 
Result


Change-Management
Style


Enhancing
Change Management


Expressive–
Contained Midzone


Let others know some of your views
about the change but keep some 
to yourself.


Be sensitive to your need to share or 
withhold your views in a particular 
circumstance and act accordingly.


Gregarious–Intimate
Midzone


Talk to many or few people,
depending on your situation 
and who is available.


Make sure to pick the most appropriate people
to talk to, not just those who are available.


Concrete May get stuck on some aspects of
change and ignore others.


Ask someone to help you move from the facts
and details to reasonable possibilities.


Realistic–Imaginative
Midzone


Are concerned about both the cost
effectiveness and the novel
possibilities.


Validate both points of view and decide which
makes more sense in this circumstance.


Experiential Want to see an example of how the
change will work.


Accept that the impact of some changes can’t be
demonstrated in advance.


Traditional Hope that many of the 
established ways of doing 
things will continue.


Accept that some changes are necessary and may
promote continuity in the long run.


Tender Want people affected by the
changes treated with kindness
and consideration.


Decide how much insensitivity you can 
tolerate and act accordingly.


Planful Plan as far in advance as possible for
the changes.


Allow for the unexpected in your long-range plan -
it will happen!


Methodical Detail the many steps necessary to
implement the changes.


Know that circumstances may require that
carefully developed steps be changed in
the moment.
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Applying Step II™ Results to Managing Conflict
Conflicts are inevitable when working with others. People of distinct personality types may differ in 
what they define as conflict, how they react to it and how they reach resolution. Although sometimes
unpleasant, conflicts often lead to improved work situations and enhanced relationships.


Part of conflict management for every type includes: 


� Taking care of getting the work done while maintaining your relationships with the people involved.


� Recognising that all perspectives have something to add, but any perspective used in its extreme and 
to the exclusion of its opposite will ultimately impede conflict resolution.  


Some aspects of conflict management may be unique to your results for six Step II facets. The table
below explains how your results for these facets may affect your efforts to manage conflict. 


Your Facet 
Result


Conflict-Management
Style


Enhancing
Conflict Management


Expressive–
Contained Midzone


Discuss the conflict and your 
feelings about it but perhaps 
not immediately.


Notice the style of those you are with and
attempt to match their needs to talk now or
wait.


Gregarious–Intimate
Midzone


Involve either many people or a few
trusted others in resolving the
conflict, depending on the situation.


Make sure your approach fits the particular
situation; you may need to either increase or
reduce the number of people you involve.


Questioning–
Accommodating
Midzone


Ask some questions for 
clarification before reaching
agreement.


Be careful that your style of questioning does not
appear confrontational.


Accepting Look for points of agreement in
others’ arguments and ideas.


Recognise that some things are really worthy of
criticism so don’t insist on agreement.


Tender Strive for cooperation and 
minimise points of disagreement.


Recognise when cooperation is no longer 
helpful; sometimes people need to agree to
disagree.


Early Starting–
Pressure-Prompted
Midzone


Have a good sense of when to start
in sufficient time so as not to upset
co-workers.


Continue to monitor when you start on 
projects with others and be sensitive to 
their needs.


In addition to your facet results, your decision-making style (as explained earlier) affects how you manage
conflict. Your decision-making style is Logical and Reasonable. You are likely to focus on the logic of the
situation, thinking others see it the same way. To make your efforts to manage conflict more effective,
keep in mind that not all situations are win-lose and resist taking a competitive stance.
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How the Parts of Your Personality Work Together
The essence of type involves the way information is gathered (Sensing and Intuition) and how decisions
are made (Thinking and Feeling). Each type has favourite ways of doing these two things. The two middle
letters of your four-letter type (S or N and T or F) show your favourite processes. Their opposites, whose
letters don’t appear in your four-letter type, are third and fourth in importance for your type. Remember -
you use all parts of your personality at least some of the time.


Here’s the way it works for ESTJs:


Thinking best


Intuition third


Sensing nextFeeling least


ESTJs like


USING YOUR FAVOURITE PROCESSES


Extraverts like to use their favourite process mostly in the outer world of people and things. For balance,
they use their second favourite in their inner world of ideas and impressions. Introverts tend to use their
favourite process mostly in their inner world and to balance this with the use of their second favourite
process in the outer world.


Thus ESTJs use:


� Thinking mainly externally to communicate their analyses and logical decisions to others.


� Sensing mainly internally to consider the facts and details they have found. 


USING YOUR LESS-FAVOURED PROCESSES 


When you frequently use the less-preferred parts of your personality, Intuition and Feeling, remember that
you are working outside of your natural comfort zone. You may feel awkward, tired or frustrated at these
times. As an ESTJ, you may become overly controlling and critical at first, and then feel unappreciated,
emotionally vulnerable and despairing.


To bring back some balance, try the following:


� Take more breaks in your activities when you are using these less familiar parts of your personality -
Intuition and Feeling.


� Make an effort to find time to do something enjoyable that involves using your favourite ways - 
Thinking and Sensing.
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USING YOUR TYPE EFFECTIVELY 


ESTJs’ preference for Thinking and Sensing makes them mostly interested in:


� Reaching logical conclusions about facts and experiences.


� Acquiring and using facts and experiences.


They typically devote little energy to the less-preferred parts of their personality, Feeling and Intuition.
These parts may remain inexperienced and be less available for use in situations where they might be
helpful.


As an ESTJ:


� If you rely too much on your Thinking, you may forget to compliment people when you should and
ignore the impact of your decisions on others.


� If you pay attention exclusively to your Sensing, you are likely to miss the big picture, other meanings
of the information and new possibilities.


Your personality type is likely to develop in a natural way over your life. As people get older, many
become interested in using the less familiar parts of their personality. When they are in midlife or older,
ESTJs often find themselves devoting more time to things that were not very appealing when they were
younger. For example, they report greater pleasure in personal relationships and in considering new ways
of doing things.


HOW THE FACETS CAN HELP YOU BE MORE EFFECTIVE 


Sometimes a particular situation calls for using a less-preferred part of your personality. Your facet results
can make it easier for you to temporarily adopt a less natural approach. Begin by identifying which facets
are relevant and which poles are more appropriate to use. 


� If you are out-of-preference on one or more of the relevant facets, make sure to focus on using
approaches and behaviours related to those out-of-preference facets. 


� If you are in the Midzone, decide which pole is more appropriate for the situation at hand and make
sure you use approaches and behaviours related to that pole.


� If you are in-preference, ask someone at the opposite facet pole for help in using that approach 
or read a description of that pole to get clues for modifying your behaviour. Once you have a good
approach, resist shifting back into your comfort zone.


Here are two examples of how to apply these suggestions. 


� If you are in a situation where your natural information-gathering style (Sensing) may not be 
appropriate, try to modify your Concrete approach (an in-preference result) by considering the 
meanings and implications of your factual information (Abstract).


� If you are in a situation where you might need to adapt your way of getting things done (Judging), 
try to modify your Scheduled approach to accomplishing tasks (an in-preference result) by asking 
yourself if staying open to unexpected events (Spontaneous) might lead to better results in this 
particular situation.
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Integrating Step I™ and Step II™ Information
When you combine your Step I reported type and your Step II out-of-preference facets, the result is your
individualised type description: 


Accepting, Tender


ESTJ


If, after reading all the information in this report, you don’t think you have been accurately described,
perhaps a different four-letter type or some variation on the facets will fit you better. To help you work
out your best-fit type:


� Focus on any type letters you thought were incorrect or any type dichotomy on which you had some
out-of-preference or Midzone facet results.


� Read the type description for the type you would be if the letter or letters you question were the 
opposite preference.


� Consult a qualified MBTI practitioner for suggestions.


� Observe yourself and ask others how they see you.


Using Type to Gain Understanding
Knowledge of type can enrich your life in several ways. It can help you: 


� Better understand yourself. Knowing your own type helps you understand the assets and liabilities of
your typical reactions.  


� Understand others. Knowing about type helps you recognise that other people may be different. It 
can enable you to see those differences as useful and broadening, rather than annoying and restricting.


� Gain perspective. Seeing yourself and others in the context of type can help you appreciate the 
legitimacy of other points of view. You can then avoid getting stuck in believing your way is the 
only way. No perspective is always right or always wrong. 


Reading about type and observing yourself and others from the standpoint of type will enrich your
understanding of personality differences and encourage constructive uses of those differences.
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Overview of Your Results


YOUR FOUR-LETTER TYPE FROM THE STEP I™ INSTRUMENT


ESTJs tend to be logical, practical, realistic, matter-of-fact and efficient. They like to organise themselves
and others. They follow through and expect others to be dependable, also. They run activities but focus
more on tasks than people. ESTJs are not interested in things for which they see little use.


INITIATING


EXPRESSIVE


GREGARIOUS


ACTIVE


ENTHUSIASTIC


RECEIVING


CONTAINED


INTIMATE


REFLECTIVE
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YOUR RESULTS ON THE 20 FACETS FROM THE STEP II™ INSTRUMENT


When you combine your Step I reported type
and your Step II out-of-preference facets, the
result is your individualised type description:


Accepting, Tender


ESTJ
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PREFERENCE CLARITY INDEXES FOR REPORTED TYPE:


Interpreter’s Summary


Extraversion:
Moderate (21)


Sensing:
Moderate (13)


Thinking:
Slight (5)


Judging:
Clear (33)


ESTJ


FACET SCORES AND THE AVERAGE RANGE OF SCORES FOR OTHER ESTJs
The bars on the graphs below show the average range of scores that occurred for the ESTJs in the European sample.
The bars show scores that are –1 to +1 standard deviation from the mean. The vertical line in each bar shows 
ESTJs’ mean score. The bold numbers show the respondent’s scores. 
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(I) INTROVERSION
RECEIVING
CONTAINED
INTIMATE
REFLECTIVE
QUIET


(N) INTUITION
ABSTRACT
IMAGINATIVE
CONCEPTUAL
THEORETICAL
ORIGINAL


(F) FEELING
EMPATHETIC
COMPASSIONATE
ACCOMMODATING
ACCEPTING
TENDER


(P) PERCEIVING
CASUAL
OPEN-ENDED
PRESSURE-PROMPTED
SPONTANEOUS
EMERGENT


POLARITY INDEX: 


The polarity index, which ranges from 0 to 100, shows the consistency of a respondent’s facet scores within a profile. Most adults
score between 50 and 65, although higher indexes are common. An index that is below 45 means that the respondent has many
scores in or near the Midzone. This may be due to mature situational use of the facet, answering the questions randomly, lack of 
self-knowledge or ambivalence about use of a facet. Some such profiles may be invalid.  


Number of Omitted Responses: 


57


1
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