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[bookmark: _Toc530784603][bookmark: _GoBack]A critical analysis of personal leadership style and a personal development plan.

1. [bookmark: _Toc530784604]Critical analysis of personal leadership style

For this critical analysis I am using Daniel Goleman’s six styles of leadership (Goleman et al., 2000; Goleman, Boyatzis and McKee, 2004), as defined in figure 1.
[image: C:\Users\julie.crossman\Pictures\Goleman leadership styles.gif] [image: C:\Users\julie.crossman\Pictures\Goleman Leadershop styles (2).gif] 

Figure 1: Six styles of leadership according to Goleman in Leadership that gets results (Goleman et al., 2000).


1.1 [bookmark: _Toc530784605]Coercive (later renamed “commanding”)

This command-and-control leadership style is one that I developed and used a lot in my clinical practice. As a senior anaesthetist and intensive care doctor, this is how crisis situations are dealt with. This probably deserves some nuance: as part of the safety culture, it is accepted and even expected that people will speak up and challenge if they don’t agree. But as teams are structured and responses to most crisis situations are standardised, this is rarely necessary. 
If you asked me while I was in clinical practice, I would have said that crisis situations are really the only time I use the command-and-control leadership style. After taking a step back from clinical practice, it has become apparent to me that that style is a lot more prevalent in clinical practice than we realise. In the end, all instructions flow vertically down the hierarchy. Even if there is debate in the multidisciplinary teams, the plan is communicated and executed vertically to the teams on the wards or in the outpatient clinics. These plans can be challenged, but this is overall rare, and no one will challenge without a good reason. This is very different from a non-clinical setting, where it often feels like challenging plans is the default position, and people need a good reason not to challenge!
Although I would say I am proficient in the control-and-command style, this is definitely my least preferred style. I have a strong belief that engaging and empowering people is the key to sustainable change, and the command-and-control style is utterly unsuited to win the hearts and the minds.

1.2 [bookmark: _Toc530784606]Authoritative (later renamed “visionary”)

If you asked me before starting the Welsh clinical leadership fellowship, I would have said that I would struggle most with the visionary style, and least with the coaching style. It turned out to be the other way around.
Whether it was the Social prescribing in mental health bid collaborative, the Cardiff South West social prescribing tribe or the South East Wales social prescribing community of practice, I found that I was effective at what Kotter calls creating urgency, forming a coalition, creating and communication a vision for change (Kotter and Cohen, 2002). I found it easy to mobilise support for the model I proposed, and events I organised were popular and oversubscribed, often to my own surprise.
Reflecting on how and why this was the case, I believe that the work I was doing – personal and community resilience, going into staff wellbeing and empowering practitioners – resonated strongly with my personal values and interests. I believe people could feel I genuinely cared about what I said and was passionate to make it happen, which inspired trust in my person and enthusiasm to be part of a wider movement. 
I do believe that this reason is more powerful than other reasons, like my analytical mind, my ability to understand complex issues and explain them in an understandable way, my competence in project management and event organisation, and even the fact that my project work brought me into contact with all levels of social prescribing, from practitioner level to the Chief Medical Officer of NHS Wales and all levels in between. This meant that I was in a unique position to understand the viewpoint of every level and how the different levels work together and could be working together better. It also meant that I could adapt my communication to the different people, and everybody felt they could relate to what I was saying. I don’t think any of those reasons was as powerful though as the fact that people could feel I was genuinely invested in the “cause”. In the words of Maya Angelou: 
[bookmark: _Toc530784607]“People will forget what you said, people will forget what you did, but people will never forget how you made them feel.”

1.3 [bookmark: _Toc530784608]Affiliative

The affiliative style is the most ambiguous of all in my person. I am very conflict avoidant, I value harmony in the group and I recognise my role as a leader to make that happen. However, being used to a very demanding working environment, 13 hour shifts without any breaks, and working weeks of up to 90 hours, with night and weekend shifts, in an environment where those who are unable to follow this rhythm are considered wimps, I am not always aware of what is needed to create and maintain this harmony. I can go for hours without comfort breaks, tea breaks, and even a lunch break, and I easily forget to schedule those for others. I easily consider buying birthday cards and celebrating significant life events frivolities that have no place in the workplace. I easily consider having a chat with a colleague a waste of precious time that I could be using to be productive. I need to constantly remind myself that all of the above are important for people’s wellbeing and happiness at work, and for keeping them engaged, and thus for productivity. 

1.4 [bookmark: _Toc530784609]Democratic

If you asked me before the Welsh clinical fellowship which leadership style works best in a non-clinical setting, I would have said the democratic style without any doubt, arguing that it should always be the style of choice. I no longer believe that. The democratic leadership style is one that I am using selectively, with my own twist. It probably works well in a lot of settings, but I find it does not work well when leading service redesign or transformative change in large complex systems. I have come to the conclusion that a leader in this setting can be democratic about the outcomes, but not about the means. If you ask people in this setting what they want to do, nothing will ever happen, because everybody wants different things and most of them don’t want to do anything at all and just hope it will all blow over – in line with how people generally deal with loss or bad news. A leader can be democratic about the outcomes though, building a shared vision of what the future should/could look like. I believe it is then up to the leaders to establish the necessary means to guide people through the change process, keeping them engaged with the shared vision, but making and defending unpopular choices when required.

1.5 [bookmark: _Toc530784610]Pacesetting

Although I don’t believe the pacesetting style is very effective, I must admit I default to it a lot more often than I want to admit, and it is my dominant leadership style. Being used to long days without any breaks and long working weeks, and being a perfectionist on top, I am the prototype of a leader who works a lot more hours than most, gets things done at a higher pace than most, has very high standards for others but even higher standards for herself. I often rate people who don’t work at the same pace as I do, as less able and/or less committed in my imaginary little black book. 
A pacesetting leadership style does have its advantages – I don’t think my year would have been half as successful or productive if this had not been my dominant leadership style, and if I had not been the driving force in the team that said “No, we are not meeting about this next month, we are meeting this week” and “No, we are not reviewing this at the next meeting, I need a decision now”. 
Having said that, I am aware that I was leading a project team but not directly line managing any of the team members. As Goleman has demonstrated, a pacesetting leadership style in a hierarchical structure has a negative impact on the organisational climate and performance (Goleman et al., 2000). I therefore have to be aware to better develop the coaching, visionary and affiliative leadership styles to counteract my pacesetting nature when I move into a position where I am directly line managing a team or individuals.

1.6 [bookmark: _Toc530784611]Coaching

With a background in medical education and having done three simulation/education fellowships, I thought the coaching leadership style would be the one I found easiest. In reality, it is the one I found hardest, and the one that needs developing most. It is one thing hosting people for a course and giving them feedback or debriefing them, or doing bedside teaching for junior colleagues. I learned that this is completely different from having a coaching leadership style, which is a long term process and an attitude more than a skill. Due to my pacesetting nature, I am rather impatient with people, getting frustrated if they don’t understand things fast enough or need explaining more than once. I also get frustrated if people don’t see the big picture and don’t understand the complex system and its interconnections and interdependencies as I do, and are unable to move away from linear and programme based thinking. I have to develop my ability and above all the patience required to take people on a journey of progressive insight and understanding.

2. [bookmark: _Toc530784612]Personal development plan

My personal development plan is attached as appendix 1.
It is based on the learning log, attached as appendix 2.
An important thing to note is that I made a career change and I am no longer a clinician. I am now a One Welsh Public Service management trainee. Developing my leadership and management skills are therefore literally a fulltime job for the next two years, and the personal development plan attached is my personal development plan for this job.



[bookmark: _Toc530784613]Reflective Accounts.
[bookmark: _Toc530784614]Introduction
I am presenting five reflections. 
The first four use different reflective models: Atkins (Atkins & Murphy, 1994), Driscoll (Driscoll, 2007), De Bono (De Bono, 1985) and Gibbs (Gibbs, 1988). I selected these reflective models based on the nature, the language and the order of their questions, and how well these seemed aligned with the topic of my reflection. Every reflection is followed by a short meta-reflection, where I briefly discuss my experience applying the model.
The fifth reflection uses De Bono again, as this is a summary of a longer reflection done after an Action Learning Set where this model was introduced.

1. [bookmark: _Toc530784615]Reflection 1: From a linear programme to a complex system
I am using the Atkins reflective model (Atkins & Murphy, 1994). 
[image: ]
Figure 1: Atkins and Murphy reflective model. 
(From: https://latrobe.libguides.com/reflectivepractice/models)

1.1. [bookmark: _Toc530784616]Context
From August 2017 until January 2017, I led the project team that ran a social prescribing pilot in the Cardiff South West cluster.[footnoteRef:1] We did this in cooperation with a social enterprise. [1:  I refer to my assignment for module DSAW7058 for a factual explanation.] 

The whole team received innovation management training from Nesta. We planned to go through a process of monthly cycles of rapid experimentation.

1.2. [bookmark: _Toc530784617]Reflection

1. Awareness of uncomfortable feelings and thoughts
A few weeks into the project, I started to feel we were not quite hitting the nail on the head. I felt we needed to rethink our project on a much more profound level than examining assumptions and changing the “how” – we needed to revisit the “why”.

2. Describe the situation, including thoughts and feelings
During the second rapid experimentation cycle, I investigated the lack of engagement in one particular primary care practice. I discovered that we were one of three different social prescribing projects that staff could refer to, causing confusion about referral pathways and criteria. 
I noticed a similar wildgrowth of social prescribing programmes across Wales, with no coordination between them, often dependent on short term funding; a multitude of community providers we could refer into, mostly dependent on similar short term funding and competing with each other; a fragmented offer with both elements of duplication and service gaps; a total lack of feedback loops and quality assurance. Existing service directories were incomplete and I soon experienced that an individual mapping exercise was a labour intensive and sheer impossible job. (personal observations, 2017) As one community worker put it: “I worked six months on mapping neighbourhood activities and the moment my schedule rolled out of the printer, it was outdated.” (personal communication, December 2017)
This situation unsettled me a lot. I am an intensive care doctor. I like linear, clear, well-defined pathways. The idea that there were three community gardens in one neighbourhood but no walking group, and that one community hub had a completely different number and range of activities than the next one, frustrated me endlessly. I felt overwhelmed and out of control.

3. Analyse feelings and knowledge relevant to the situation

a. Identify knowledge
I started where every good intensive are doctor starts: with the evidence. Around that time, Public Health Wales published a very timely evidence review of social prescribing in Wales (Price, Hookway, & King, 2017). 
The conclusions could not have been more disappointing: we don’t know whether social prescribing works, and if yes, for whom, how and why.
I remember telling  colleague in complete exasperation: “Well, that’s it then, we may as well pack our bags and go home now.”

b. Challenge assumptions
My patients have incredibly complex lives. The first assumption I had to challenge, is that it was possible or even desirable to create a “one size fits all” linear programme for a complex process like behavioural change.
On a higher level, I had to challenge my assumption that one person or even a policy would be able to know, leave alone govern community activities. People’s lives don’t fix into a box. I had to accept that social prescribing is one of those “wicked issues”. These are complex problems, that as Grint says, have “clumsy solutions” that are internally inconsistent (Grint, 2008).

c. Imagine and explore alternatives
I had a fundamental shift in thinking when I learned about complex adaptive systems (Kannampallil, Schauer, Cohen, & Patel, 2011).
Complex adaptive systems can be defined as “a collection of individual agents with freedom to act in ways that are not always totally predictable, and whose actions are interconnected so that one agent's actions changes the context for other agents” (Plsek & Greenhalgh, 2001). Table 1 lists the characteristics of these systems.

	Fuzzy, rather than rigid, boundaries
Agents’ actions are based on internalised rules
The agents and the system are adaptive
Systems are embedded within other systems and co-evolve
Tension and paradox are natural phenomena, not necessarily to be resolved
Interaction leads to continually emerging, novel behaviour
Inherent non-linearity
Inherent unpredictability
Inherent pattern
Attractor behaviour
Inherent self-organisation through simple locally applied rules

	Table 1: Characteristics of complex adapative systems 
(Plsek & Greenhalgh, 2001)



I started to view the Cardiff South West cluster as a complex adaptive system, with social prescribing being one of the many relations in the system, instead of a component. 
This is a complete shift away from the traditional view of social prescribing as a medically driven onward referral to a selected range of programmes (Polley, Fleming, Anfilogoff, & Carpenter, 2017). 

4. Evaluate the relevance of knowledge
Viewing the Cardiff South West cluster as a complex adaptive system and social prescribing as one of the relations, meant that I would have to change my leadership and management style, as shown in table 2.






	Simple (linear) system
	Complex adaptive system

	System as a machine
	Relationships between parts are more important than parts themselves

	Considering parts in isolation
Specifying changes in detail
Battling resistance to change
Reducing variation
	Managing generative relationships
Setting minimum specifications
Understanding attraction for change
Valuing he positive dimension of variation

	Table 2: Leadership and management style in simple and complex adaptive systems (Plsek & Wilson, 2001)



5. Does it help to explain / solve problems?
This shift in thinking helped me on a cognitive level, to understand the complexity of the landscape and the multiple issues explained in point 2.
It also helped me on an emotional level. Understanding the phenomenon and having a framework for it, reduced my own anxiety. I still felt a loss of control, but I understood this was normal for the field I was working in.

6. How complete was your use of knowledge?
This new knowledge gave me a framework to understand social prescribing and the origin of the issues I was battling with. It also shifted my thinking with regards to my own role as a leader and manager. However, I was still a long way away from building a social prescribing model for the Cardiff South West cluster. That would require more reflection.

7. Identify any learning which has occurred
I moved away from linear to complex thinking. I stopped seeing social prescribing as a programme, and started thinking of the cluster as a system, with social prescribing being one of its many relationships.

1.3. [bookmark: _Toc530784618]Meta-reflection
Although simple at first sight, it was very time-consuming to write this reflection. This model does not align with my natural “flow” of reflective thinking, and ordering my thoughts in it often felt like fitting a square peg in a round hole. I also found that the questions steered me towards citing evidence and rationalising my choices, rather than focusing on my internal state and my shift in attitudes and skill development. 
This model was developed for reflection in nursing (Atkins & Murphy, 1994), and I feel it is indeed much better suited to reflect on behaviour in a clinical setting, than to reflect on ideas and leadership. I will not be using this model again for this purpose.



2. [bookmark: _Toc530784619]Reflection 2: From a complex system to a level 4 tribe
I am using the Driscoll model (Driscoll, 2007).
[image: ]
Figure 2: The Driscoll reflective model.
(From: https://lifelonglearningwithot.wordpress.com/2016/05/02/different-models-of-reflection-using-them-to-help-me-reflect)

2.1. [bookmark: _Toc530784620]Context
This reflection builds on reflection 1.
 



2.2. [bookmark: _Toc530784621]Reflection

1. What?
Having decided I was going to explore the concept of the Cardiff South West cluster as a complex system and focus on interdependent relationships, I needed a framework to describe and nurture those relationships.
Among a number of other books about leadership, I also read Tribal Leadership (Logan, Fischer-Wright, & King, 2008). 
This book is based on research into company culture. The authors describe five different levels (“stages”) of culture, whereby the higher stages perform better than the lower stages (in equal circumstances). Figure 3 shows the different stages.

[image: https://technologybubbles.files.wordpress.com/2012/06/screen-shot-2012-06-28-at-12-21-22-pm.png?w=529]
Figure 3: The 5 stages of tribal culture.
(From: https://emergentbydesign.com/2012/06/28/a-step-by-step-guide-to-tribal-leadership-part-1-the-five-stages-of-tribal-culture)

The crucial transition is between stage 3 and stage 4, when a collection of individuals transforms into a “tribe” in the strict sense (Logan et al., 2008). Table 3 gives the characteristics of stage 3 and stage 4 tribes.

	Stage 3
	Stage 4

	“I am great”
	“We are great”

	Focus on person
	Focus on partnership

	Knowledge is power
	Knowledge is shared resource

	Dyadic relationships
	Triadic relationships

	Personal merit
	Synergy

	Competition within tribe
	Competition with other tribes

	Continually disappointed in others
	People are fully themselves, happy, inspired and genuine

	Seeking agreement
	Seeking alignment

	Table 3: summary of characteristics of stage 3 and stage 4 tribes 
(Logan et al., 2008) 



The book also gives a framework to make the transition from stage 3 to stage 4 by articulating a noble cause and common values, and focusing on shared outcomes, assets and behaviours (Logan et al., 2008).
This framework looked like the ideal framework to describe and nurture relationships in a complex system, and I decided to test it out.

2. So what?
My first reflection was that the current culture in the Cardiff South West cluster was characteristic of a stage 3 tribe. Individual organisations and projects competed for the same short term funding and the same patients in the same primary care practices. There was little appetite for collaboration – one charity director called joint bids “a waste of time” (personal communication, 2018). Knowledge and relationships were seen as important competitive assets and hidden from others. Learning was not shared. One of the most remarkable examples of this was the social enterprise with whom we were collaborating to deliver our social prescribing project. They had taken the learning from our joint project and developed their own “social prescribing toolkit” that they were planning to commercialise, without sharing the content with us. (Personal observations, 2017-2018) 
I planned to use the Tribal Leadership framework described above to drive transition from a stage 3 to a stage 4 tribe.
My second reflection was that this stage 3 culture was partly driven by ourselves as leaders and managers. If we treat social prescribing as a linear programme with detailed specifications, key deliverables and targets (Polley et al., 2017), our own behaviour and expectations will drive the behaviour of the providers. This leads to a whole industry of organisations who develop and market the most performant linear solution to our simple problem, and who will compete against each other for the same funding and the same patient pool – in other words, a stage 3 culture. 
I realised that if we wanted to drive a stage 4 culture among providers, we had to set different expectations, and we had to make them explicit. In other words, it would not be enough to just guide people through the Tribal Leadership framework, I had to explain the rationale and make it clear that our own expectations and behaviour had changed. We would no longer take providers through a competitive process and reward the winner with funding. The expectation was that all of them would collaborate and share resources.
I organised a first meeting in February 2018 with 8 local “agents” in the cluster: people from community hubs, housing associations, third and private sector, whom I had identified as people open to change. I explained the theory of complex systems and interdependency, and the importance of relationships. 
The reaction was a lot better than I had hoped for. It felt like I had addressed the elephant in the room, and there was a sudden outpouring of frustration with the current system and the way it forces them to act. The attendees were enthusiastic about the prospect of setting up a collaborative and equal partnership.
I then explained the Tribal Leaderhip framework. We spent the rest of the meeting articulating our noble cause: “We want to build an inclusive and integrated social prescribing model that empowers individuals and communities”.
On reflection, I had successfully applied the first three steps of Kotter’s change management model (Goleman et al., 2000): I had created a sense of urgency (by referring to the unsustainable nature of the current situation, which resonated with the attendees, who are under a lot of pressure in the current competitive system) and built a coalition by formulating a strategic vision that offered a way out of their current predicament.
I asked the attendees to reach out to likeminded relations and invite them to our next meeting. This meeting had 15 attendees. I explained the concept of complex systems and our vision on collaboration instead of competition, and facilitated a workshop around our core values. Attendees produced the following list: empowerment, be the change that we want to see, community and patient focus, value for money, efficiency.
My reflection here is how hard it is for people to articulate values. We talk a lot about values in healthcare and value based leadership. Yet people find it hard to articulate what their values are. The list above is a list of principles, not values. I reflected on whether I should re-run the workshop in a different way to produce a list with true core values. I decided against that. In true tribal spirit, the core values are owned by the tribe, not by one individual. Dismissing the output of the tribe would damage the relationships and kill the tribe. I decided to keep the list but plan an annual reflection on our core values and how our outcomes and behaviour align with them. This offers an opportunity for the tribe to debate the list and over time, rearticulate it as a set of core values rather than a set of principles.
I asked the attendees again to reach out to likeminded relations and invite them to our next meeting, a three hour workshop around tribal culture. This meeting was held in May 2018. 85 people had asked to be invited, of which 38 attended. I explained the concept of complex systems and set a clear expectation of collaboration in an equal partnership. The workshop comprised of several exercises that led into discussions about interdependent relationships, the enablers and barriers of transitioning from a stage 3 to a stage 4 tribe, and the implications for providers in terms of outcomes, assets and behaviours.
I have never attended a workshop were people were so enthusiastic about proposed change, especially as most of what was discussed were theories and frameworks, and we had not yet worked out the specifics of the model, or asked for concrete commitments. The exercises were lively and the discussions full of energy, there was a strong positive “buzz” in the room during the workshop and during breaks, attendees exchanged contact details and stayed behind talking for a long time after the workshop had ended, and they all left with a sparkle in their eye.
I have been reflecting a lot about what happened during that workshop. It felt like a transformative experience that changed a collection of individuals into a tribe, exactly as the framework predicted, without much effort from my part. And on reflection, I think that that is what made it so powerful – I gave up control and gifted it to the tribe.
On deeper reflection, the content of the workshop aligned with four different theories.
As referred to in Reflection 1, a complex system is managed well by nurturing relationships, setting minimal specifications, making change the attractive option, and valuing variation. By not discussing a specific model or demanding certain commitments, but focusing on interdependent relationships, we did exactly that.
The Tribal Leadership model predicts that articulating a noble cause and common values, and focusing on outcomes, assets and behaviour, will support the transition from a stage 3 to a stage 4 tribe (Logan et al., 2008), and that is indeed what we witnessed.
Without realising, I had applied the next three steps of Kotter’s change management model (Goleman et al., 2000): I had enlisted an army of volunteers – or more exactly, enlisted the help of the initial coalition to recruit an army of volunteers. I had removed the barrier of competition by setting a clear expectation of collaboration. I had also created the short-term win of a networking opportunity in the cluster that allowed many smaller organisations to form relationships that would otherwise have been very difficult and time-consuming to initiate and build.
Lastly, I had also, without realising, applied Kotter’s dual operating mode (Kotter & Cohen, 2002). This model states that in an organisation, the formal management structures enable stability, and the informal networks behind the hierarchy enable creativity and innovation. The tribe attracted people with many different job titles, from practitioners to directors. Part of its power is in the cross-pollination between those roles, and people having instant access to decision makers who they would find very hard to approach in daily practice.
Over the past six months, there have been some predictable but also some surprising results. As expected and hoped for, attendees used their new relationships to cross-refer patients to each other, procure each other services and submit joint bids – the most original and remarkable of which is a proposal to evaluate social prescribing into immersive drama for patients who do not respond to talking therapies. Rather unexpectedly, the tribe created such a “vibe” that it came on the radar of the Regional Partnership Board. They proposed to research, develop and refine the tribal model with a view to replicating it in all clusters across the Health Board footprint, as part of their bid for the NHS Transformation Fund.

3. Now what?
Reflecting back, setting up this tribe was, in fact, a mini-experiment in organisational development. I took a lot of learning away from it that is of huge benefit to me in my current job: understanding and managing complexity, nurturing interdependent relationships, making change attractive, transforming a collection of individuals into a tribe, and Kotter’s change management principles and dual operating mode.
Reflecting forward, there are three big challenges. If the tribe grows faster than people can make connections, it defeats its own purpose. We need a system or platform that will support communication and enable connections on a human level.
The second challenge is around impact. The short-term wins are useful, but unless the tribe drives long-term change, it is just another nice thing to have done. In the words of Kotter: the next challenge is to sustain acceleration and institute change (Goleman et al., 2000).
The third challenge is around the political context. We can see ourselves as a complex system and organise ourselves in a stage 4 tribe, but that is not how the rest of the world thinks. The wider context in which we operate is still very much one of linear programmes and competition, and favours organisations with a stage 3 culture. If our tribe wants to survive, we will have to start influencing upwards.

2.3. [bookmark: _Toc530784622]Meta-reflection
Although easier to use than the Atkins model in Reflection 1, it was still a challenge to apply the model to a developing idea, and to incorporate the narrative. This model is probably better suited to reflect on a single event or a single idea, than on a story that develops over time.
I found that although this model leaves me the choice what to discuss, because of my analytical mind and medical habit to report facts and rationalise choices, I naturally swayed towards reflecting on the cognitive process and the higher level thinking behind my actions, and less on my internal state or development of specific leadership skills. The ideal reflective model for me would force me to reflect on these by having specific triggering questions.



3. [bookmark: _Toc530784623]Reflection 3: From a level 4 tribe to a community of practice

I am using De Bono’s Six Thinking Hats (De Bono, 1985).
[image: https://lh4.googleusercontent.com/TCEDQ_bX-ykkMrNPfeAMsc9y0YcZvqsrcGKgJ6Dpf3akcbAa0s5s1Gkkl4GPK7JS2QDS6Qm-G_Dxe_3_lZy9owtqp45crJaJp4w_mNKmv7983TLMYipgXeboaFcrZlL5KA]
Figure 4: De Bono’s Six Thinking Hats.
(From: http://tbsstaffdevelopment.blogspot.com/2014/09/edward-de-bonos-six-thinking-hats.html)
3.1. [bookmark: _Toc530784624]Context
This reflection builds on Reflection 2.
 
3.2. [bookmark: _Toc530784625]Reflection

1. Blue hat: process.
In Reflection 2, I identified the challenge of operating in a system that focuses on linear programme management and drives competition. I identified the need to influence upwards.
Looking at the wider social prescribing landscape at the time, there was no national organisation to represent social prescribers. A community of practice was emerging in North Wales and in West and Mid Wales, but not in South East Wales. 
This was my opportunity to set up a South East Wales community of practice for social prescribers, and use it to start influencing upwards.
The question is – do I want to?

2. White hat: facts.
Through my previous work in Cardiff South West, simultaneously being a social prescriber, doing research into social prescribing and developing a social prescribing model, I had a wide and deep understanding of the role of social prescribers and the context in which they operate.
I had a wide network of social prescribers and various stakeholders across South East Wales, but also the rest of Wales.
I knew the people behind the North Wales and Mid and West Wales communities of practice personally, and had collaborated with them before. It would be easy to link in on a national level and collaborate with them, because of these previous personal connections.
I was a member of the steering committee of the National Social Prescribing Research Network. The research network had an interest in involving practitioners, and were supportive of the development of the communities of practice. 
I knew the academic lead of the research network personally and had collaborated closely with her before. I had personal connections within Public Health Wales and 1000 Lives, with a professional interest in social prescribing. I knew the person who had done evidence mapping for Welsh Government personally, and she knew all the go-to persons for social prescribing within Welsh Government. They would all be very supportive of me setting up the South East Wales Community of Practice.
It was June 2018, and I had less than two months left before the end of my leadership fellowship. My next job was starting in September 2018, giving me an extra month. With the social prescribing pilot in Cardiff South West finished, my time was more flexible and I was able to commit to setting up a community of practice in the short term. However, I was unsure how much time I would be able to dedicate to it after September 2018.

3. Red hat: feelings.
Over the previous 10 months, I had become passionate about social prescribing and supporting wellbeing in general. I felt that I had found my true vocation in life, and I had even decided to put my medical career on hold and enter a two year All Wales Public Service management training programme, implementing the principles of the Wellbeing of Future Generations Act. The complex systems, tribal leadership and change management theories had sparked a fierce intellectual interest, and I thoroughly enjoyed the steep learning curve I was on. More than anything else, I simply loved my job and the work I was doing, and I wanted nothing more than the opportunity to work at a larger scale, involve more people and create a movement of change.

4. Yellow hat: benefits.
The members of the community of practice would benefit most through its activities. I had no strong view on what these activities should be, other than that the practitioners themselves should decide which activities they find most useful, and they should be co-created between the practitioners and the facilitators of the community of practice, with a strong emphasis on peer support and peer-to-peer learning. The community of practice would also give a face and a voice to a non-unionised workforce.
Managers, policy makers and researchers would also benefit by having a vehicle to engage with social prescribers and gather their views.
If we succeeded in improving the quality of social prescribing, by developing the workforce and influencing management, policy and research, patients would indirectly benefit.
There would also be benefits for me. I would reinforce and expand my existing network. This would be a new challenge at a larger scale than Cardiff South West, which would stretch and enhance my leadership skills. And I would raise my profile and expand my portfolio, increasing my chances to find a job in the field of social prescribing.

5. Black hat: caution.
Sustainability is a major issue. I have enough time to organise a launch event. But the crucial factor will be the follow-up. There is no shortage of people who are interested and supportive, but no one else than me is willing to commit to leading it. If I can’t find anyone willing to take over by September 2018, the whole thing will fall apart. That would be a giant waste of time and resources, but also potentially damaging to my own reputation, decreasing rather than increasing my chances to find a job related to social prescribing.

At this point, Blue Hat summarises the internal dialogue thus far. All arguments seem to be in favour of grasping the opportunity to set up the community of practice, but there is one major issue that stands in the way: medium term sustainability. This must be addressed before I can go ahead, as wilfully ignoring this would be bad practice (Well-being of Future Generations (Wales) Act 2015, 2015).
Blue Hat is now counting on Green Hat to break the impasse.

6. Green hat: creativity.
My anxiety about sustainability is based on the assumption that leading the community of practice will be time consuming and hard work, and that I will have to be able to pass that parcel in its entirety, to someone else.
When I started the tribe in Cardiff South West, I anticipated the same. Much to my surprise, it turned the other way, and the tribe is more or less taking care of itself with minimal input from me – and it is doing it better than I could. With a traditional programme and project management approach, it would have been impossible to set up a cross-referral and a mutual procurement system, submit joint bids, get on the radar of the Regional Partnership Board, secure funding for research and development and be nominated as a good practice example for the rest of the Health Board. And yet, that is what happened. Using the management principles of complex adaptive systems (Plsek & Wilson, 2001), tribal leadership (Logan et al., 2008) and Kotter’s dual operating mode (Kotter & Cohen, 2002), I effectively achieved distributed leadership. I did not have to deliver directly; I just had to create the right conditions for others to deliver. This is something that I have started calling “the Ant Farm principle” of leadership. Nobody knows better than an ant what is like to be an ant and what an ant’s job is. The farmer holder should not interfere with their day job – she should create the optimal climate for the ants to prosper.
Taking this back to the community of practice, much of my hesitation about sustainability has to do with control. I have to challenge myself to hand control back to the members. I know how to do this – I have done it before. I have to trust the process. If I achieve the same level of distributed leadership as in the tribe, the job of administering the community of practice will be very light, and it will become easier to find someone who wants to take over. If not, chances are the work can be done in my free time.
Blue Hat reflects on Green Hat’s argument and it satisfied that it counters the concern about medium term sustainability.
Blue Hat decides that I can go ahead and set up the South East Wales community of practice for social prescribers.

3.3. [bookmark: _Toc530784626]Meta-reflection

The triggering questions in De Bono’s Six Thinking Hats work well to work out a balanced argument, that includes my internal state and considerations about my leadership style and skills (development).
However, part of why it worked so well in this setting, is because I applied it to a binary question. Like the Atkins and Driscoll model used above, it would have been challenging to use it to reflect on a narrative, e.g. the process of setting up the community of practice and the outcomes.


4. [bookmark: _Toc530784627]Reflection 4: A bad meeting

I am using Gibbs’ reflective cycle (Gibbs, 1988).

[image: ]
Figure 5: Gibbs’ reflective cyle.
(From: https://latrobe.libguides.com/reflectivepractice/models)

4.1. [bookmark: _Toc530784628]Context

Towards the end of my fellowship year, I became interested in the use of virtual conversational agents in social prescribing. These are pieces of software, also called chatbots, that allow users to navigate a database with information, or follow a certain predefined algorithm, by having a structured conversation with them, like a person would.
I reached out to a few people I thought would be interested: the academic lead of a national research network, a primary care cluster lead, a local authority manager, a Regional Partnership Board manager and a development manager with a national mental health charity. I also invited a manager with NHS Horizons who had expertise in this field. The Bevan commission had put me in touch with a startup that was aiming to disrupt the market of virtual conversational agents with an innovative business model that meant they could develop a chatbot much cheaper than going industry rates. 

4.2. [bookmark: _Toc530784629]Reflection

1. Description
I invited everyone with a group e-mail. They all responded with curiosity and agreed to meet. I emailed all of them a short brief explaining the concept of a chatbot, with some YouTube clips of different types of chatbots.
I phoned the CEO of the startup. He was very excited at the prospect of meeting a number of key decision makers in various organisations. Realising how young he was (mid-twenties), I wanted to give him a chance to shine in front of this public and to build professional credibility with them, so I asked him to prepare a short presentation. I said most people had never seen a chatbot before, and could he explain the concept to them, and maybe run a demonstration. He agreed.
The start of the meeting was rather chaotic with some people arriving early, others on their way, and me distracted by the mental health development manager who had technical difficulties with the videolink. I introduced the CEO in one sentence and asked him to start his presentation. This was not what I had asked for at all. It was a commercial pitch aimed at selling their product, filled with jargon that no one else than him and I understood. It also turned out that their “innovative” business model meant that they got the price down by only building the chatbot, leaving it for the customer to carry out research and development and to deliver the data to them in the format they need for programming, and offering no customer support or follow-up.
The first person to ask a question was extremely critical, saying he could not see any value in this technology at all in the context of social prescribing. This sparked a cascade of negative comments and questions, about chatbots in general but also about the business model. The young CEO took this very badly, snapping at someone at a certain point that “GDPR is the customer’s problem and not his.”
In the end the young CEO left so we could continue the discussion between us, and it took me considerable effort to turn the meeting around and get across what I thought the added value of a chatbot could be in the context of social prescribing. Everyone left the meeting grumpy and sceptical, and after coming home I was on the phone for an hour to calm down the young CEO who was upset with all the negative comments and said “he would never work for public service, ever again.”

2. Feelings
I felt bad about this meeting for several weeks, for several reasons.
I felt disappointed with the group that they had obviously not read my carefully designed brief and watched the YouTube clips. 
I felt disappointed with the CEO that his presentation had been a commercial pitch, instead of the general introduction I had asked for.
But most of all, I was disappointed with myself. I felt guilty and embarrassed that I had let this meeting get so out of control, witnessed by people who were professional relations and stakeholders of other projects I was involved in. I felt this meeting had damaged my professional reputation. This quickly spiralled into self-doubt. I started asking myself what the point of my leadership fellowship had been, if I was not even able to run a decent meeting at the end of it.

3. Evaluation
I was surprised to learn a few weeks after this meeting that it had led to positive results. The mental health development officer, who was the most critical person present and who had initiated and reinforced the cascade of negative comments, had been in touch with a specialist in artificial intelligence to discuss the use of chatbots in mental health triage. And the Local Authority and Regional Partnership Board managers had discussed the potential of a chatbot as a single point of access for community referrals, and had approached a software company to develop a research proposal.
It was only when I heard this, that I was able to put my emotions on the side and reflect back on the meeting in a rational way.

4. Analysis
It is easy to be disappointed with others for not reading the brief and with the CEO for not taking my instructions. But it is not exactly new to me that most people don’t read briefs and turn up to meetings unprepared, and that it is a bad idea to have a random person deliver a key presentation that lays the foundation of the rest of the meeting.
Chatbots are new, but meetings aren’t, and best practice for meetings is not either. I found references dating back to 1976, that sound surprisingly contemporary and relevant (Bradford, 1976; Jay, 1976).
Going through this guidance, my reflection is that most of the behaviour during the meeting was a consequence of not properly setting the scene. The chaotic start transmitted my nervousness and anxiety onto the attendees. The lack of an introductory round meant that the negativity could escalate more rapidly than if I had created a team spirit at the start. The lack of purpose and objectives at the start of the meeting meant that the meeting had a lack of focus, and unproductive behaviour could escalate more rapidly. Not separating the CEO’s presentation from my own message, meant that the negative reactions to his sales pitch were transferred onto the whole agenda.

5. Conclusion
This experience reinforced to me how important it is to use the start of the meeting to “set the scene” for the attendees. I should have stepped back from the technical problems at the start. I should have started with a round of introductions, to make connections between attendees. I should have given an explanation about chatbots myself, and explained the potential value I saw in it. This would have set the scene for a much more respectful and productive discussion. 
It also reinforced how important it is to separate one own’s message from that of a guest speaker. If I wanted the CEO to deliver a demo, I should have sat down with him to review his presentation before the meeting. During the meeting, I should have introduced the meeting myself as described above, and introduced him separately, making it clear that his presentation was a discrete agenda item and for illustration purposes only.

6. Action plan
When chairing a meeting, setting the scene is important. Create a productive climate, introduce people to each other, explain purpose and objectives, and have a clear agenda. Only have external speakers if they will add value. Make their talk a discrete agenda item and separate it from the rest of the agenda.



4.3. [bookmark: _Toc530784630]Meta-reflection

The triggering questions in Gibbs’ model allow to work out a good balance between cognitive, emotional and developmental aspects of reflection. Although I used it for a relatively simple reflection, it would lend itself well to reflect on more complex processes.



5. [bookmark: _Toc530784631]Reflection 5: Career change

I am again using De Bono’s Six Thinking Hats (De Bono, 1985). This tool was introduced to us as part of an Academi Wales Action Learning Set. At the time I had been agonising for a long time about whether or not to change career, and I used the Six Thinking Hats as a framework to summarise the thinking I had done to that date. 
This is only a very brief summary of a long and painful reflective process, that went right to the core of my being.

5.1. [bookmark: _Toc530784632]Context
During my fellowship year, I became passionate about social prescribing and intrigued by organisational development. I started contemplating a change of career.

5.2. [bookmark: _Toc530784633]Reflection

1. Blue hat: process.
The question to be considered is whether to go back into clinical practice after the end of the fellowship year, or to start a new career in leadership and management.

2. White hat: data.
The key piece of information here would be: where do I want to end up in 5-10 years’ time? If I knew that, I would not be writing this reflection. The road to follow would follow logically from the destination.
Other information I have:
I only have two years of training to complete before qualifying as an intensive care doctor.
A graduate training programme in leadership and management would also take two years to complete.
If I start the graduate training programme, I have to give up my medical training number, and I am unable to go back into intensive care training if I change my mind.
I already have a medical specialist qualification as an anaesthetist, although I obtained that in Belgium, and I have not practiced as an anaesthetist for many years, which limits my employability in that field.
If I go back into medical training in Oxford, I will be unable to follow up on any work I have started this year, because of shift patterns and exams.
If I start the graduate training programme, it is uncertain how much time I will have to follow up, but I am likely to have at least some spare time to commit to this, and if not, at least to stay in touch.
Over the next two years, I will earn three times more as a medical trainee than as a management trainee.
After these two years, salaries are likely to be similar.
Although a graduate training programme would require a lot of study out of hours, it does not have night shifts.

3. Red hat: feelings.
I love my job in social prescribing. I feel like I have found my vocation in life. I am passionate about wellbeing and intellectually intrigued by complexity, organisational development and large scale impact. I have been the happiest in this job that I have been for a very long time.
I miss my patients. I miss the adrenaline rush of an emergency call. I miss the job satisfaction. I miss going home after every shift knowing I have saved at least one life. I miss the conversations with families, knowing that I was able to make a positive difference in one of the worst moments in their lives. I miss having a direct and tangible impact.

Blue hat notices that thus far, White Hat and Red Hat are internally conflicted.

4. Yellow hat: benefits.
This is very much a first world problem I am struggling with. Both jobs are decent and well respected, and I love both of them. Both jobs lead to a formal qualification and offer good career prospects.
Job certainty is probably higher as a medical specialist than as a manager in the long term.
Work-life balance would be better as a manager than as an intensive care doctor, and I would be able to better look after my physical and mental health, which is an important consideration as I am getting older, and a full shift pattern and night shifts will become more difficult with age.
Having said that, if I go back into medical training, I do have the option to move into a managerial post in healthcare.

5. Black hat: caution
I started medical school when I was 17. I have been in the medical profession my entire adult life. Being a clinician is part of my core identity. If I am not a doctor, I don’t know who I am.
My parents spent a lot of money on my education. How can I go back and tell them I have changed my mind?
I have sacrified a lot for my medical career, but my partner has too. How can I tell him that I decided to give up the reward?

Blue Hat notices that Yellow Hat’s benefits balance evenly, and that Black Hat suffers from an existential crisis and struggles with feelings of guilt. Can Green Hat unblock the situation yet again?

6. Green hat: creativity.
Two years ago, I was faced with another professional dilemma. Both options had significant advantages, but in very different ways, and I found it impossible to choose. After several sessions with my professional coach discussing the impasse, she suddenly said: “Let’s flip the question on its head. Let’s say your judgement is wrong and the advantages never materialise. What is the worst that can happen in both options?” As soon as I considered that question, I knew which option to choose.
Applying that same counterfactual position to this dilemma:
If I don’t enjoy the graduate programme, I will have lost my training number. But if I want to return to intensive care, I can do this immediately via the fellowship route. This would also allow me to take my exams and obtain my intensive care qualification. I will be on a lower salary than as a medical trainee, but that difference will disappear after qualification. I still have the option to move into medical management.
If I return to intensive care and find that I regret that choice, the opportunity of the graduate programme has gone. I may find a similar opportunity, or not. I may also create an equivalent opportunity via a standalone job and a self-funded degree, but i twill be a lot harder to organise myself.
Blue hat notices that the consequences of the counterfactual position seem a lot easier to manage, but realises a definitive decision needs more time and reflection.

5.3. [bookmark: _Toc530784634]Meta-reflection
Like in Reflection 3 I found the Six Thinking Hats beneficial to organise my thoughts when confronted with a binary decision with a large number of different arguments. At the time of using it for this particular decision, I remember feeling less overwhelmed, calmer and less anxious afterwards.



6. [bookmark: _Toc530784635]Conclusion

I found that the Atkins (Atkins & Murphy, 1994) and Driscoll (Driscoll, 2007) models made me focus on the cognitive process and did not trigger me to consider my emotional state and reflect on my leadership style. De Bono’s Six Thinking Hats (De Bono, 1985) and the Gibbs (Gibbs, 1988) model stimulated me to work out a more balanced reflection. Of those two, I find the Gibbs model most useful to reflect on complex processes, whereas the Six Thinking Hats is useful to organise my thoughts when confronted with a difficult binary decision.
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Continuing Professional Development											
Personal Development Record (PDR) for Liesbeth Beeckman						           For the period 02/08/2017 to 31/07/2018
This report has two objectives
1. To describe a range of development actions intended to meet your personal development objectives
2. To demonstrate that you have evaluated the learning outcomes achieved through completing these actions
	
	Title of the CPD activity
Give the 
activity you undertook a name
	Description of the activity
Describe the event, structured learning, informal learning, volunteering or other activity you undertook 
	Learning Outcome
What have you learnt through completing this activity? How have your skills and knowledge improved or developed?
	Impact at work
How has this learning made a difference to your capability and performance in your role?

	2 May 2017



	Coproduction seminar
	One day workshop by CoProNet
	What is coproduction and how to implement it
	I put the service user at the heart of project design. I involve service users in the project design from the start.

	11 May 2017

	Y Lab workshop
	One day workshop by Y Lab for prospective Innovate to Save applicants
	Theory of change and Logic models. Prepare our bid with Innovate to Save and create a Logic model for it.
	I am proficient in creating a Logic model, which is a requirement for more and more funders and evaluations. I tend to develop a Logic model for all my projects now even when not required, as I find it beneficial to structure my thought process when setting up complex projects.

	June 2017
	Asana training
	Online training provided by Asana, a company providing free project management software
	Learning about project management and how to use the Asana software. This includes training on how to conduct effective meetings.
	This software and the training helped me a lot to plan, map out, structure and coordinate projects. I don’t think I could have achieved all the outcomes of this fellowship year without this training. Even today I am still using Asana to manage various projects.

	July 2017
	Productivity training
	Various books and online resources and tools
	Learning about different approaches to productivity and different digital tools
	As a self-confessed procrastinator, I knew I had to change my behaviour if I wanted this year to be successful. Although a work in progress (and I suspect it will always be), I have managed to keep this behaviour largely under control over the past year, and I have made significant progress compared to the 12 months before.

	19-20 July 2017


	Innovate to Save Bootcamp
	Two day workshop by Y Lab for successful Innovate to Save applicants
	Limiting assumptions. Testing assumptions early. Rapid experimentation cycles. Permission to fail. Refining the Logic model. Building a prototype. Premortem. Defining research questions.
	This workshop and the MIT courses (March 2018) have been the most influential of all professional development I have undertaken the entire year. The concepts of always asking why, actively looking for assumptions and querying how real they are, not theorising but testing early, not waiting until everything is in place but diving in at the deep end, learning that it is impossible to have everything in place and how to deal with the anxiety and uncertainty of not feeling ready, accepting that one can never feel ready to deal with Volatility, Uncertainty, Complexity and Ambiguity (VUCA), testing in rapid cycles, being responsive, quickly implementing changes and retesting, and especially the importance of having permission to fail and pull the plug if something does not work, have caused a major paradigm shift in my thinking and led to a drastic change in my behaviour. I now use and implement those principles in every project I design, I role model them and articulate them explicitly to others, and I educate others on their importance. 

	3 August 2017



	Research and Development workshop
	Half day workshop by Y Lab for successful Innovate to Save applicants
	Refining the Logic model.
Skills mapping within the team.
Developing research questions.
	This workshop helped a lot to build my confidence. It turned out that from the team, I was the one who had the most insight into the Logic model and could contribute most to refining it. Although I was the team member with the least (no) experience with social prescribing, based on my skills in data collection, auditing, quality improvement and research in a hospital setting, I was the team member who was by far the most able and competent to define the research questions and write the data collection plan. It was a real eye opener to see how many transferable skills I brought to the table. At this workshop I emerged as the natural leader of the operational team, and I stayed in that position for the duration of the project and beyond.

	11-13 September 2017



	UK induction for leadership fellows
	3 day induction, organised by FMLM
	We covered a wide variety of topics, including:
Meyer Briggs typology.
Non-technical skills.
Motivation.
Value based leadership.
Political context.
	One thing that left a lasting impression on me, was the “push and pull” theory of motivation. When all efforts to change behaviour or incentivise people seem to fail, I still refer to this theory to ask: are we pulling where we should be pushing, and approach the incentives in a different way.

	14 September 2017
	Bevan Commission conference
	One day conference organised by the Bevan commission
	Innovation in healthcare.
Social determinants of health.
	The main lesson from this conference is that networking does not need to be painful. Normally, during breaks at conferences, I sit in a corner feeling bored and can’t wait for the next session to start. At this conference, I wanted to speak to as many people as possible who could be useful contacts for my project. The breaks were too short and I barely got any food because I was too busy talking. I went home with 5 contacts to follow up with. This was a radical break with the past and one that I have sustained over the entire year, always making sure I made at least one new meaningful connection at every event I attended.

	20 September 2017
	CPET
	Half day meeting for primary care staff in Cardiff South West
	Transgender training.
Introducing the social prescribing project to the clinical staff.
	This was again a confidence boosting event. I was nervous about lacking credibility with GPs to run a social prescribing project for their cluster. This turned out to be unfounded. The GPs were far more interested in the extra capacity for the cluster and the skills I was bringing to the table than in my background.

	28 September 2017
	Social prescribing seminar
	One day seminar organised by the Bromley by Bow centre, London
	What is social prescribing
Models for social prescribing
Identifying funding opportunities
Measuring outcomes
	This was a real eye opener. I went to this seminar thinking I was going to the fountain of all knowledge and would return home with a recipe for social prescribing in Cardiff South West. In reality I had to discover that even after 20 years, Bromley by Bow do not have any more answers than the rest of us – they continue because they can see the benefit it brings to the community, even though they struggle to capture it. I went home with more questions than answers, but with the reassurance that what we are doing in Cardiff South West, is aligned with best practice.
I made five new contacts at this meeting, two of whom would turn out to be absolutely essential to the development of Social Prescribing Cymru and the South East Wales Social Prescribing Community of Practice. One of these contacts invited me to the launch of their social prescribing network in North Wales, which I attended and was key to my leadership journey.

	29 September 2017
	Financial modelling workshop
	Workshop organised by Y Lab, conducted by two business consultants from London
	How to turn an idea into a business model
	This workshop was so disappointing that it turned into a key moment in my leadership development. These two posh London business consultants conducted a 2 hour workshop during which they filled our whiteboard with difficult words and countless acronyms, to then finally generate a list of action points, all of which we were already doing. In fact, we were more advanced in our thinking and designing process than they were – without any expensive qualifications, but purely based on common sense, experience and rapid cycle experimentation. This led to a firm belief that I still have today – that there is no substitute for common sense.

	26 October 2017
	Made in North Wales conference
	Made in North Wales conference
	Social prescribing models in North Wales
North Wales social prescribing network launch
	This conference was announced with bells and whistles as the launch of the North Wales social prescribing network. Once there, it turned out that this network actually did not yet exist. By announcing its launch, the organisers got a wide variety of social prescribing stakeholders together in one room, and the conference was the actual start of the network. This was very important learning for me, in line with the learning from the Innovate to Save Bootcamp: if you want something to happen, you have to take risk and dive in at the deep end. If you want to form a network, you can spend a lifetime at your desk mapping all stakeholders. Or you can act as if the network already exists, announce a conference, get all those who are interested in one room, and launch the network there and then. This is the basis of another belief that I still hold today: you can spend a lifetime mapping and still not know what is going on. It is much more productive to create a brand and raise your profile, and let others find you. If you offer something of true value, word will travel and those that you want to find, will find you.

	27 October 2017
	Public Health Wales conference
	1 day of the 2 day annual conference of Public Health Wales
	A variety of topics, including:
Behaviour change
Social prescribing
Social determinants of health
	Of all topics covered, the main take home message was that of the behaviour change session: “motivate, don’t educate”. I find this very relevant in leadership and management. For people to change their behaviour, it’s not enough to explain the rationale – they have to be fully engaged and they have to want it in order to make it happen.

	31 October – 1 November 2017
	Leaders in Healthcare
	Annual conference of FMLM in England
	A variety of topics, including:
Leadership styles
Careers in clinical leadership
	Of all topics covered, the main take home messages were two messages by the keynote speaker. The first one is about performance management: as a leader, use inclusive language. Make it clear that the only criterium by which team members will be judged, is their contribution to the team, and all other characteristics are irrelevant. The second one is about information governance. Decide which information is truly important, and focus on that. Give your staff permission to bin information that is not important or relevant, to delete irrelevant emails without replying, to refuse to attend and to leave irrelevant meetings.

	14 November 2017
	Innovate to Save 2 Bootcamp
	One day workshop organised by Y Lab
	Learning from all 8 projects
Levels of evidence
Preparing for the final report and the loan application
	Going forward, it was useful to go through the levels of evidence, and reflect on where we are and which level of evidence is needed for different funders.

	16 November 2017
	Primary Care Conference
	One day conference organised by the Primary Care Hub
	A variety of topics, including:
Improving access to primary care
Social prescribing
Networking 
	At this conference, I was approached by a reader in integrated care at the University of South Wales. She was working on a bid to establish a social prescribing research network in Wales, and was looking for someone to represent the practitioners in the steering committee. She had been asking around for suggestions, and she said my name came up several times. We had a very good conversation about social prescribing, the challenges faced by the practitioners, and the disconnect between practitioners on one hand and the policy and research level on the other hand, with a multitude of pilots that all seem to repeat each other’s mistakes, and there being no platform to share learning. She said she was keen for the research network to offer this platform. I accepted a place on the steering committee. This was a major confidence boost for me, that only 4 months in, word seemed to be travelling about my work, and that I received this level of recognition for it. But going forward, this person turned out to be a crucial person in setting up a collaborative proposal for the Social prescribing in mental health bid, Y Llwyth and the South East Wales Community of Practice. We are still in touch to date, are still working together and she has become an informal mentor to me. It is said that behind strong man is a strong woman, and behind every strong woman is a group of stronger women. She is definitely one of the stronger women in my inner circle of professional support.  

	21 November 2017
	Shadowing Chris Jones, deputy CMO of NHS Wales
	Shadowing at various meetings
	
	The most revealing moment of the day was when I asked him about funding opportunities for social prescribing. He told me that the whole point of social prescribing is that it does not need funding, because it makes use of existing resources. I challenged that and said that the infrastructure building and governance still needs support and funding, and explained his vision to me about having a common community and primary care currency whereby people could “buy” health and wellbeing interventions in return for volunteering in their GP practice or community. I found it revealing how policy makers think about social prescribing, and how little they understand about our population. This was another key moment, as I decided there and then I would take up the challenge and prove him wrong. I decided I could sit there and argue with him on a theoretical level until the cows come home, or demonstrate the flaws in his thinking. My idea was I would test his idea out, log the whole process, all the challenges along the way and how we overcome them, to demonstrate at which point extra funding is needed and why. The learning from this in the context of leadership development is that frustration does not have to be something negative or destructive – with the right mindset, it can be the start of something positive and productive.

	28 November 2017
	Evaluating social prescribing
	One day conference by the Institute for Policy Research, Bath
	Different views on how to evaluate social prescribing
	I went to this day with very high expectations, thinking I would finally find out how to evaluate our project. It turned out to be a full day of very clever people giving presentations to only say that they don’t know it either. The measures we have are inadequate and don’t capture the essence, but we don’t know which other measures to use, was the central message of the day. The main learning point of the day came from the Bromley by Bow centre. Their speaker said: we are unable to capture the outcomes of social prescribing, therefore we believe we should be measuring the quality of the process. It made me think of process measures versus outcome measures in a completely different context, and which of the two are better suited for social prescribing. I still haven’t found the answer – having been trained in evidence based medicine, part of me continues to believe that we should aim to measure impact in order to justify investment of public money in times of austerity and to ensure that the taxpayer gets value for money, and to separate wheat from chaff when it comes to selecting providers.

	13 December 2017
	Meeting C3SC
	Meeting with the management team and CEO of C3SC
	
	This was one of those big lightbulb moments of the year. When discussing social prescribing, my focus was solely on the service user and the benefits for them. The C3SC team commented that it is not just about the service user, it is equally about community development. Suddenly the penny dropped, my model of social prescribing for the cluster instantly changed and since then, I believe leadership is as much about creating value for communities as for individuals.

	December 2017 – January 2018
	Leading on collaborative bid
	Developing a proposal for the Social prescribing in mental health bid, as a large collaborative of 15 GP clusters, 3 voluntary councils and a large number of third sector organisations
	Developing a proposal
Engaging stakeholders
Promoting a shared vision
Developing a social prescribing model
Seeking alignment
	I learnt a lot from developing this proposal with regards to leadership, as outlined in the previous column. But it was also interesting (and equally frustrating) to see how the lead partner derailed the proposal just a few days before the deadline, and thus forced us to submit a proposal that conformed to their way of thinking and was fundamentally different from what we had agreed within the collaborative. I learnt from this that current governance processes are not set up for collaborative bids, and also that collaboration between organisations is a sophisticated skill set that is not part of most people’s professional development, even at a leadership level.

	22 January 2018
	One Team Gov unconference
	An unconference by a network of civil servants who want to improve collaboration in civil service
	A variety of topics, including:
Innovation
Dealing with procrastination
Procurement 
	The main take home message came from the lead of the innovation workshop. He said that funding based on indices of deprivement can have the perverse effect that the system sustains the deprivation, in order to be able to continue the funding. He gave the example of Communities First, and asked: “If Communities First was such a successful and transformational programme as everyone says it is, why is it that none of the Community First areas has stopped being a Community First area?” That made me think, as a lot of people in the social prescribing world refer to Communities First as the gold standard and resent Welsh Government for stopping it – and I was one of them. It made me think about the role of leadership in making unpopular decisions that align with the vision and the purpose, and how that is communicated to the operational levels, and how to support these operational levels in managing the consequences of the decision.

	13-14 March 2018
	The Innovator’s DNA
	Course at the MIT Sloan Leadership Centre in Boston, USA.
	A variety of topics, including:
What is innovation
Core innovation skills: Q-ONE-A
Catalytic questioning
Disruptive innovation
Innovation premium
	The first take home message was the definition of innovation. Innovation is not defined by the qualities of the solution, e.g. the newest or most advanced technology. Innovation lies in the match between the solution and the problem. Both the solution and the problem can be old or new, what defines the innovation is that they have never been matched before. I found this opened up my thinking as a leader in a setting with restricted resources, not feeling we can’t achieve anything or can’t be innovative because we don’t have the money, but think how we can match problems and solutions in ways that have not been tried before.
The main take home message was to always assume you are wrong, as that is the position that is going to make you question things and think outside the box. The advice was: as you get up in the morning, ask yourself every day: “what am I dead wrong about today?” I have been following this advice and it has helped me a lot in my leadership journey. I thought it would be tiring and would drive me mad to start questioning everything, but it did not – instead it made me a more original and creative thinker, and free my mind. Always asking yourself: “What if I am wrong?”, “What if they are wrong?”, “Which beliefs or assumptions underly this statement and what if they are wrong?”, helps to identify assumptions and limiting beliefs and question them more effectively, and come up with less obvious solutions and new ways of working.

	15-16 March 2018
	Innovation Ecosystems
	Course at the MIT Sloan Leadership Centre in Boston, USA.
	A variety of topics, including:
The components of the innovation ecosystem
MIT innovation ecosystems around the world
Startups and innovation driven enterprises
Types of investments
Rapid cycle experimentation
Engaging effectively with the innovation ecosystem
Building and consolidating an innovation ecosystem
	A surprise here was that Wales is signed up to the MIT innovation ecosystem programme. I looked up the details and after returning home I have been looking for opportunities to link in with the innovation ecosystem, which, for health, is the digital health ecosystem, although I did feel slightly disappointed that Welsh Government had decided to focus on digital innovation and excluded social innovation, which is in contradiction with the idea that innovation is a quality of the match and not of the solution.
With regards to leadership in social prescribing, it led me to critically examine my own projects and question what a healthy social prescribing ecosystem looks like and which components we are missing in Cardiff South West. It led me to invite academics and the managers of two big stores to the next meeting of Y Llwyth – my reasoning being that they, as employers and service providers in Cardiff South West, are also part of our wellbeing ecosystem.

	26 April 2018
	Visiting social prescribing projects in North Wales
	I put together a programme for the Cardiff South West cluster lead and project support officer to visit five stakeholders of social prescribing in North Wales
	We learned about the vision and actions of the following stakeholders with regards to social prescribing in North Wales:
· Glynne Roberts, Well North Wales programme manager
· Margaret Hanson, chair of Betsi Health Board
· Ffion Williams, GP at Healthy Prestatyn
· The Artisans, who run a community centre in Prestatyn
· Nina Ruddle, head of public policy engagement at University of Wrexham
	From a leadership perspective, it was interesting to hear how three people talking about Healthy Prestatyn, gave a completely different picture. At executive level it was presented as a best practice example, while at operational level it was said that it is a good model on paper but does not work as intended because of staff shortages. It made me think about how challenges and pressures are communicated upwards and the willingness of leaders to accept operational reality. It is not clear to me whether the executives don’t know what is really going on because the managerial levels filter the news that reaches them, or whether they do not want to discuss reality with visitors, but I think neither are helpful attitudes in order to share learning and disseminate best practice.

	27 April 2018
	Movement 2025 Annual Conference
	One day conference organised by Movement 2025
	A variety of topics, including:
Systems leadership
Wicked problems, clumsy solutions
Developing an educational programme in systems leadership
	This was a very important event for my leadership development. The concepts of systems leadership was new to me, but resonated a lot with how my thinking around leadership and complex systems had developed, how I envisaged a social prescribing model and how I acted in practice. Once home I read the recommended resources and systems leadership has become my favourite leadership theory, together with tribal leadership.

	15-16 May 2018
	e-Health conference
	2 day conference in London around digital solutions in healthcare
	A variety of topics, including:
Social prescribing
Behaviour change 
Chatbots 
	I made two very important contacts here. I had follow-up meetings with both of them after the conference and both of them became part of the Cardiff South West social prescribing ecosystem.
Another point of interest was the demonstration by a big tech company of their social prescribing platform. This is a technical monstrosity that is designed based on the commissioning process in NHS England. It took me only one look to realise that it is completely unworkable for social prescribers and would take all of their time and attention away from the client towards administrative tasks – and thereby take all value out of the social prescribing consultations. I was told this system was used “successfully” in several CCG areas in England, and my instantaneous reaction was to question whose “success” that was: the commissioners or the service users. For me it highlighted the importance of leaders, commissioners and policy makers to fully understand the operational level and what practitioners need to be productive.

	21 May 2018
	All Wales Social Prescribing Research Network Launch Event
	One day conference by the All Wales Social Prescribing Research Network
	Priority setting exercise for social prescribing research in Wales
	I learned effective techniques for priority setting, that I applied myself at the launch event of the social prescribing community of practice (see below).
I had an interesting discussion with one of the academics about the value of time in behaviour change, allowing people time to gain insight when moving through the behavioural change cycle. Although this applied to social prescribing, it is also applicable to change management, where often there is too much of a focus on restructuring the organisation, the processes and the governance, and too little on the cognitive and emotional process that staff go through when adapting to the new structures.

	22 May 2018
	Digital Festival
	One day event on digital innovation
	A variety of topics, including:
Building a business model
Chatbots 
	Main take home message was the message from the keynote speaker: “Think big, act small”. It made me reflect on my circle of influence and the small changes I can implement now. He also said: “It is just as much effort to do work on a big thing than to work on a small thing. So you may as well work on the big thing.” This is a message that resonates with me and my bigger picture thinking (intuitive preference on the Meyers-Brigss personality type indicator).

	31 May 2018
	Y Llwyth meeting
	Half day workshop of the Cardiff South West Tribe, organised, prepared and facilitated by myself.
	The theory of tribal leadership and tribal culture
Enablers and barriers to moving from stage 3 to stage 4
Next steps
	The attendance at this workshop was a big surprise for me. Around 40 people attended this third tribe event, from 8 the first time and 15 the second time. My first reaction was surprise, as I felt I had not done anything “special” to do this – it almost felt undeserved. But on reflection, I think it demonstrates that I had been able to successfully apply a number of important change management principles. e.g. as described by Kotter in his 8 step change model, and I had managed to create a coalition of the willing that was turning into a movement.

	3-4 July 2018
	Bevan international conference
	Two day conference by the Bevan Commission.
	A variety of topics, including:
Social determinants of health
Digital health solutions
Innovation in health
	A key moment here was a conversation I had with a clinical leader about the digital health solution he has been leading on for several years. He had been unsuccessful in convincing his board to integrate the solution with the patient health records. As I asked what this meant for the usability of the solution, as the accuracy of the customised information given by the application was made entirely dependent on the patient inputting detailed clinical information about their condition, while in my experience most patients do not have access to or are aware of that information, he said this was an opportunity to launch a patient education campaign about the importance of being aware of certain clinical information. It made me think that somehow, somewhere along the line, this person had lost his permission to fail, as providing easy access to clinical information for patients who are unable to remember or process all information given to them, was exactly the problem that this application was supposed to solve. It made me reflect how easily solutions start to lead a life of their own, long after they lost the added value they are supposed to deliver, and how much resources are lost because of that. It made me reflect how important it is as a leader and funder to always keep the service user and the purpose in mind, and always ask yourself what added value your actions are creating.

	9-10 July 2018
	Patient safety conference
	Two day conference by the Health Services Journal, Manchester
	A variety of topics, including:
Behaviour change
Human factors 
Patient advocacy
	The key moment at this conference was when the keynote speaker had to cancel his slot. 12 hours before his appearance, Jeremy Hunt was no longer the health secretary. Although in principle nothing to do with NHS Wales, I found it quite shocking that the longest serving health secretary ever, and the symbol of stability and consistency for NHS England (whatever one thinks about man’s political views) could just disappear overnight and leave it to someone else to lead one of the largest employers in the world, with unprecedented pressures on health and social care, for such a mundane reason as a reshuffle in a national government. It made me reflect on the importance of having NHS leaders whose highest loyalty lies with the NHS, not with other departments, personal career planning, their party or the prime minister.

	18 July 2018
	Digital Health Ecosystem Wales event
	One day workshop by Welsh Government, in the context of the Digital Health Innovation Ecosystem
	Funding opportunities for digital health solutions
	I made two important contacts. I communicated intensely with one of them after the event and he became part of the social prescribing ecosystem.

	26 July 2018
	South East Wales Social Prescribing Community of Practice Launch Event
	Half day workshop organised, prepared and facilitated by myself on behalf of Social Prescribing Cymru, with support of the Primary Care hub and 1000 Lives
	Identifying top priorities of practitioners, managers and policy makers for the social prescribing community of practice
	We had 75 people attending this event and were heavily oversubscribed. Again, I think I succeeded in promoting a shared vision and mobilising a coalition of the willing. 
The output of this workshop was very useful in further developing the community of practice.
On a personal level, the most important learning came from observing my energy levels whilst preparing for and running this workshop. I felt highly energetic and enthusiastic, and I think that delegates being able to see how passionate I was on giving a voice to practitioners and enabling them to help shape pathways and influence policy, was part of why they felt empowered to contribute and the event was so successful. For me, it was important to realise that empowering people and advocacy, whether that is for service users of staff, is something that I genuinely love, feel passionate about, and something that gives me joy in work and in life.







Continuing Professional Development 											
Development Action Plan (DAP) for Liesbeth Beeckman			          For the period 02/08/2017 to 31/07/2018
This report has two objectives
1. To demonstrate that you have reflected on the ways in which you may need to develop your professional skills, knowledge and experience over the next 12 months to meet the needs of your role.
2. To outline a plan of specific actions that you intend to take to meet these development objectives
	Development Objective
Describe the specific skill or competence that you intend to improve or develop 
	Start Date
When do you intend to start addressing this objective?
	 Target Date
When do you intend to complete or review progress in achieving this objective?
	Development Outcome
Describe how you expect that achieving this objective will improve your performance
	Planned CPD Actions
Describe the specific activities you intend to undertake in order to meet this objective

	Coaching skills



	3 September 2018 (*)
	January 2019 (**)
	Coaching is the style of leadership that I have developed least well. 
In order to be an effective leader, I need to learn to lead a team over a longer time and to line manage individuals.
	I will be facilitating the enabling programmes for the Torfaen PSB, and also be the liaison in the team for cultural and behavioural change. As such, I will develop coaching skills over time.

	Challenging

	3 September 2018 (*)
	January 2019 (**)
	I have worked in anaesthetics and intensive care for 15 years, were there is a strong safety culture. There are standardised ways of communication to speak up and challenge, and it is part of the culture that this is accepted and even expected. I find it hard to function in a setting that does not have this standardised communication and culture, and to find ways to effectively challenge colleagues and superiors when I disagree, taking into account different personalities and the possibility my behaviour may be seen as disrespectful of the hierarchy. 
In order to be an effective leader, I need to learn to challenge other views.
	Many members of the Torfaen PSB describe my job as “being a critical friend to the PSB and challenging them when their behaviour is not aligned with their plans and their intended outcomes”. This expectation makes it easier for me to challenge, but I still need to develop the social skills to be able to challenge different personalities in different ways without disengaging or offending them.

	Conflict management

	3 September 2018 (*)
	January 2019 (**)
	I am, by nature, very conflict avoidant. In my previous job as a clinical fellow leader, I got around that by working outside formal structures, forming a coalition of the willing and inspiring a shared vision that each of them could take back to the workplace. 
In order to be an effective leader, I need to learn to work within formal structures, and learn to deal with conflicting views.
	As the Torfaen PSB is a new structure and its role is being developed, it is anticipated this will lead to conflict between members (form-storm-norm-perform). I will be working closely with PSB members and I will be able to observe the different strategies that they employ to deal with conflict, and their impact on other members and the functioning of the PSB. 

	Performance management

	3 September 2018 (*)
	January 2019 (**)
	Although I have several years of experience in leading teams, these were ad hoc short term teams, and I have never line managed an employee. 
In order to be an effective leader, I have to learn how to (line) manage teams and employees long-term. 
	Part of my role in Torfaen PSB is to support and facilitate cultural and behavioural change. It is only natural that some individuals and teams within organisations will perform better and be more engaged and willing than others. I will be working closely with PSB members and I will be able to observe the different performance management strategies that they employ, and their impact on the individuals and teams and the functioning of the PSB.

	Governance

	3 September 2018 (*)
	January 2019 (**)
	Although I am familiar with NHS governance, I have no experience designing, creating or writing it. 
In order to be an effective leader, I have to learn to develop governance and governance structures.
	Part of my role is to advise on a governance framework for Torfaen PSB. Part of this is research into existing governance frameworks. I am also working closely with people in- and outside the PSB with experience in governance, and I will be learning from them.

	Collaborative leadership
	3 September 2018 (*)
	January 2019 (**)
	Working on the boundaries of and between organisations, requires a sophisticated skill set that is not part of usual professional development.
In order to be an effective leader of strategic partnerships, I have to acquire this skill set.
	Part of my role in Torfaen PSB is to research models of collaborative working and collaborative leadership, based on a place based approach as advocated by the Future Generations Commissioner. I will also be able to observe different styles of collaborative leadership in the Torfaen PSB, and observe their impact on the functioning of the PSB.

	Transformation management
	3 September 2018 (*)
	January 2019 (**)
	Project, programme and service management have their own challenges but are relatively easy compared to redesigning and transforming services. The complexity of this is intellectually difficult but also comes with difficult choices about what to continue and what to stop doing.
In order to be an effective leader of strategic partnerships, I have to learn to deal with this complexity and the difficult choices. 
	My first placement within Torfaen PSB is with Torfaen County Council. I have linked in with their transformation manager who has signposted me to a number of resources, and I will be taking advice and informal training from him on how to apply transformation management frameworks to the work of the PSB.
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