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Healthcare is currently facing one of the most challenging times in its history. An increasing number of patients seek to take advantage of the spectacular advancements in care that the NHS now provides. Consequently, patients are surviving longer and with more chronic conditions (multimorbidity). People with multimorbidity require care from multiple medical teams and are “higher users of ambulatory and inpatient care” (Barnett 2012). This has led to ever increasing demands on the individuals that deliver healthcare both in the Primary (GP) and Secondary (Hospital) settings. Furthermore, pressure at all levels of the system leaves doctors over-stretched and at risk of illness and burn-out (British Medical Association 2018).

Whilst the economic burden is increasing, the NHS budget has stayed relatively static through a period of austerity, not reaching the minimum 4% increase it requires (British Medical Association 2018) to meet the demands. Combine these patient and economic challenges with staff shortages and low morale, and this “wicked problem” (Rivett 2012) becomes an even higher priority. 

Though there are no quick fixes, medical engagement can prove an important step in the right direction.  Medical engagement is defined as “the active and positive contribution of doctors within their normal working roles, to maintain and enhance the performance of the organisation, which itself recognises this commitment in supporting and encouraging high-quality care” (Spurgeon 2008). An increasing body of evidence is demonstrating that increases in the medical engagement of healthcare staff brings significant improvements in financial performance, workforce efficiency and patient outcomes (Dawson and West 2018)

Whilst the engagement of the entire workforce is essential, Junior Doctors provide a significant proportion of frontline care. The term “Junior Doctor” includes those in Foundation year 1 (first year after medical school) all the way up to Speciality Training year 8 (last year before consultancy). Efforts to engage this group have historically been unsuccessful, so much so that they have long been described as “the lost tribe” (Dillner 1993). As a disparate group, they are likely to require a multi-faceted approach to engagement.

Junior Doctors are typically a “migrant workforce” (Dillner 1993), rotating through different health organisations as frequently as every four months. This is a barrier to forging important relationships with other medical staff as well as the service managers and leaders. Heavy service demands with limited colleague support, leads to isolation and a lack of time for training and personal development. This leaves Junior Doctors feeling under-valued and disengaged.
In the words of one Junior Doctor, “at present we are an entire workforce who come to work, fulfil service requirements and achieve CCT (Certificate of Completion of Training), as an almost entirely separate entity to what is actually happening within the healthcare arena or even within the hospital itself” (Wathes 2016)
Disengaged trainees inevitably develop into disengaged consultants. The recent NHS staff survey shows that just over one in five consultants reported that they are able to suggest and implement changes to services, and under half reported that senior managers seek to involve staff in decision making. (NHS Employers 2012)
It is clear that when Health Boards enable Junior Doctors to develop their leadership skills, they are more likely to feel valued by their colleagues and equipped to implement change (Gilbert 2012). Most leadership courses are expensive and run externally. Locally delivered (free) sessions will demonstrate that a health organisation values Junior Doctors and is committed to using its resources to improve their professional development. Furthermore, by engaging and integrating doctors with the local organisation we hope it will have the added benefits of improving recruitment and retention issues.
Transitions within medicine are recognised as particularly stressful, and the progression from a highly structured, supervised and supported training programme to autonomous practice as a consultant is reported as being one of the most challenging (Houghton 2002). One brave Consultant (Shiu 2018), articulated her anxieties by declaring, “I was very unsure of myself and of the system. I didn’t know how to navigate a whole new world of people talking languages I didn’t understand; operational management, finance, administration.”

I will study the current landscape of courses offered nationally and contact their organisers for any tips on making successful courses. The CAV  “Transition to Consultant” course that we will develop and deliver should provide Junior Doctors with relevant and valuable skills. Short interviews and a questionnaire with Consultants who have experienced the challenges and recognise these essential gaps in knowledge and skills will help establish the course content. 

I will then engage with local networks and establish the best possible faculty to deliver the course. Where local faculty cannot be found, external companies will need to be sourced. It is also important that we consider the optimal learning environment for each of the sessions, for example location, access, parking and access to the hospital. We will endeavour to make sure that both the participants and faculty represent a diverse set of cultures, genders and races. Formal feedback will also help drive iterative improvement of the course after each session.

For the course to be a success, it will need engagement from multiple individuals and teams across all specialities, as well as backing by the organisation’s senior leaders. The sessions will need to give an overview of the healthcare organisation’s structure. Therefore, we will need co-operation and input from representatives of the Workforce, Finance, Nursing, Patient Safety as well as the Medical teams. The Health Board Comms (Communication) team will be vital for advertising, whilst the Medical Education Department will be crucial in the logistics of room booking, refreshments, lunches and correspondence with Junior Doctors.

Qualitative feedback will form the bulk of the information we receive back from the trainees. There will be a pre and post course survey to demonstrate improvements in the trainee’s confidence in using and applying these non-clinical skills in anticipation of their Consultant posts. We will also hope to see an improvement in the Medical Engagement Index (a quantitative measure of engagement) when the survey is repeated in a couple of year’s time. Secondary outcomes would also include reductions in recruitment and retention problems.

No ethical approval was required for this intervention. (see Figure.1)
Figure 1: NHS Health Research Authority decision tool. (REC = Research Ethics Committee)
[image: ]









Write Up - Word Count: 5,680

Introduction:

The development of my project over the past year has given me the opportunity to discover a number of different leadership models and techniques. The application of these into my work for the Health Board has enabled me to have a better understanding of my particular style, reinforcing my strengths and shining a light on any weaknesses. Consequently, I have seen my self-confidence increase dramatically. Objective feedback from my 360 demonstrates that colleagues and supervisors are able to see some of those skills as well. 

Background:

Medical engagement is defined as “the active and positive contribution of doctors within their normal working roles to maintaining and enhancing the performance of the organisation which itself recognises this commitment in supporting and encouraging high quality care” (Spurgeon 2008). Medical engagement is measurable and has a consistent correlation with a number of positive organisational attributes.

Medical engagement and leadership need to be seen as part of wider cultural change, where it is embedded into the organisation and system (Clark and Nath 2014). Often it is the organisational culture, rather than the strategy which influences employee behaviour. An idea proposed by management consultant Peter Drucker who coined the phrase "Culture eats strategy for breakfast" (Teasdale 2002). This is used to explain how visionary ideas and strategy are good on paper, but culture is more important and determines how things get done in reality. Cultural change takes time and needs to evolve in a sustainable way (Clark and Nath 2014). 

Collective leadership – planned, designed, developed and delivered – is the key to creating NHS cultures that deliver high-quality, compassionate and improved care for patients and communities (West 2014). It is therefore vital that we take active steps in developing clinicians and other healthcare professionals with superb leadership skills who can fulfil their potential as excellent clinicians and managers.

Changing employee’s behaviour is a test for every organisation (DiDonato 2015), but changing organisational culture is one of the most difficult leadership challenges (Denning 2011). This is because an organisation’s culture comprises an interlocking set of goals, roles, processes, values, communications practices, attitudes and assumptions 

These challenges have existed across complex organisations for many years and have resulted in several different change theories being developed. In 1951, Kurt Lewin initially pioneered these with his three-stage model of change with "unfreezing-change-refreezing" (Hussain 2018). Most of the subsequent models have built on and modified Lewin's model, when in 1958 Lippitt, Watson, and Westley focused on the role and responsibility of the change agent and emphasised the need for those affected by the change to participate in the planning phase (Kritsonis 2005). 

The methods of change theory have altered slightly over time, with John Kotter introducing his well-recognised 8-Step Change Model (Figure 1) in his book, ‘Leading Change’ (Kotter 1995). These eight steps focus on three key principals. First is creating a climate for change; second is to engage and enable the whole organisation and finally; third is to implement and sustain the change. It is imperative that each of the steps are carried out to ensure maximal effect. Kotter's is a well-recognised change management tool (Appelbaum 2012) and formed the backbone of our improvement strategy for junior doctor engagement.
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Figure. 1. Adapted from Kotter’s book Leading Change.
Boston: Harvard Business Review Press

[image: ]Without the structure that Kotter’s eight steps change model provides, organisations can fall into the trap of turning their focus immediately to the “How” and “What” of their desired intervention. Culture changes, like the one required to improve the medical engagement of junior doctors are slow processes, which take many years to develop (Clark and Nath 2014). Without performing the groundwork of creating a sense of urgency, gathering a guiding coalition and developing a strategic vision, the implementation phase becomes much less likely to succeed. Consequently, I spent a substantial proportion of my time on this phase and highlighting the reasons for change. Simon Sinek describes this as "The Why" (Figure.2) and it is critical in priming the organisation and its individuals for change (Sinek 2011). 

Figure 2. The ‘Golden Circle’ adapted from Sinek, S. (2011) Start with Why: How Great Leaders Inspire Everyone To Take Action.  London: Penguin Books

Create a Climate for Change: 1. Create urgency 2. Form an alliance 3. Strategic vision

Create urgency
The case for creating urgency for change in healthcare should be rather simple. The National Health Service is working from a design that was established over seventy years ago and is now struggling to keep pace with the huge difference in challenges it faces today. Fantastic improvements in health and social care have resulted in an ever-aging population which then requires medical assistance more frequently, with higher acuity (more unwell) and more chronic diseases. This has made their care not only more complex but more expensive and a huge strain on the NHS.

M Weiner first coined the phrase “don’t waste a crisis” in his Medical Economics journal article in 1976. The recent Cwm Taf Health Board Maternity Services scandal (Figure 3) reached the International media and resulted in a significant multi-agency investigation (BBC 2019). The assessors found “sub-optimal clinical and managerial leadership” and “little evidence that the maternity services are well led or that the culture supports learning and improvement” (Evans 2019). Poor leadership and negative cultures are common to this and similar scandals. We were able to use the momentum from this crisis to highlight the importance of developing engaged clinicians with clinical leadership skills.
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Figure 3: Review of Maternity Services at Cwm Taf Health Board Report. Conducted by Royal College of Obstetricians and Gynaecologists (RCoG) and Royal College of Midwives.

The Griffiths Report (The BMJ 1983) suggested that significant and lasting change in the NHS was possible only with management techniques found in industry and that doctors would need to take on these roles. Though some politicians have called this the “Management Mistake”, the Kings Fund (Lewis 2016) stated that “the creation of general managers has brought valuable skills and expertise to the NHS. The error has been in failing to address the issues that prevent clinicians from maximising the value of their management roles”. Creating an engaged junior doctor workforce and providing trainees with these skills will go a long way to developing consultant physicians who can create positive cultures through strong leadership resulting excellent and safe patient care.

Though the recommendations coming from these Local and National crises were clear, we also needed to establish some information specific to the health board which could be a catalyst to changing thoughts and behaviours. The General Medical Council’s (GMC) National Training Survey (NTS) asks trainees and trainers across the whole of the United Kingdom annually about their experiences. Their report (GMC 2018) matched the initial findings of the Trainee Engagement Survey which was being conducted in Cardiff and Vale Health Board, stating only 12% of trainers strongly agreed that ‘the working environment in my trust/board is one that fully supports the confidence building of doctors’. All this evidence helped us build a case for action locally.

Form an Alliance

Once the case for change and its need for urgency is clear, a guiding coalition must then be formed. This is a volunteer army of effective and influential people within the organisation, who have bought into the change and can, therefore, help "guide it, coordinate it, and communicate its activities" (Kotter 1996). However, with such large organisations, it can be difficult to negotiate the various structures and networks of multiple agencies, and really get to grips with the political landscape and its influencers. Charles Handy developed a tool to assist in establishing an understanding of the type of management cultures or "Gods" which exist in your organisation, breaking them down into Zeus, Apollo, Athena, and Dionysus. (Handy, 1978)

[image: Related image]
Figure 4: Adapted from The Gods of Management by Charles Handy. (Clayton 2016)

Though organisations rarely fit one exclusively, our healthcare organisation matches most closely with the Apollo Structure (Figure. 4) being more centralised and formal. Ascertaining this information is a key enabler in finalising our approach during initial phases of generating the climate for change. Apollo structures value papers and evidence, preferring to avoid or manage risk and have a reliance on committees and board meetings to establish safe change. Their principle currency is strategies and values. Organisations such as these are relatively inflexible, resulting in cultures which are slow to respond. 

The effectiveness of the Groundwork phase can also be improved by using project management tools. Organisational Charts are visual representations of the leadership hierarchy, though unfortunately in large organisations, these are typically out of date from the moment they are printed. I therefore updated the current chart from 2016 (Figure 5), enabling me to visualise the possible stakeholders that may need to be influenced in the organisation to establish ‘buy-in’.
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Figure 5: The Organisation Chart I created for the Management Day of the Transition to Consultant Course. The hierarchical structure matching the resemblance of an Apollo organisation (outlined in yellow) with authority in silos leading to the organisations CEO.

Once the stakeholders were identified, I combined a Mendelow’s Power:Interest Matrix (Mendelow, 1991) with another stakeholder mapping tool I learned at the 2018 Leaders in Healthcare Conference (Figure 6) called the “political influencing strategy” (Aspden and Davies 2018). This clarified the strength of the networks I initially had, identified individuals I needed to develop relationships with, and helped establish the level at which their support was required.

 [image: ]

Figure 6: Personal Political Influencing Network
Green – Medical Teams. Red – Corporate Teams. Orange – Other Services
Score/10 represents the strength of the relationships
Coloured arrows pointing towards me represent relationships I need to strengthen
Coloured arrows pointing away from me represent established relationships
White arrows represent networks between other individuals which may need to be considered if any influening is required.

I formed relationships through introductions and networking to build up loyalty, as this is often rewarded in Apollo structures. As a new individual to this group of leaders in the organisation, I recognised that a lack of credibility and authority may be a barrier to my personal influencing power during the project. However, the ability to influence people without applying authority has been described in the “Influence Model” (Cohen and Bradford 2011), represented in Figure 7. In fact, in my experience, the leaders which I most respect are those who have influence even with the absence of authority.
[image: Image result for cohen and bradford influence model]
Figure 7: Adapted from Cohen and Bradford’s book Influence without Authority
(Cohen and Bradford, 2011)

Though these leadership tools are extremely important in making projects successful, many of the actions and techniques can sound and feel manipulative to employ. Personally, I believe that integrity is an integral attribute to strong leadership and that manipulative behaviour is contrary to that. Consequently, I found some of the tools difficult to action as I felt they were in conflict with my intrinsic values. This was particularly true when identifying relevant currencies and trying to establish individuals’ principles to make sure any proposals are better received. However, after personal reflections and discussions with my professional coach I was able to look objectively at what was required for the success of the project and that these actions can always be done in a professional and ethical way.

Strategic Vision

As Apollonian organisations value evidence-based information, it was necessary to complete a systematic review of the current literature on medical engagement of all medical staff, but in particular junior doctors. Organisations such as the Kings Fund (KF) and the Faculty of Medical Leadership and Management (FMLM) have produced a multitude of validated literature over the past ten years, since Professor Peter Spurgeon first introduced the idea of Medical Engagement in 2008 (Spurgeon 2009). He confirmed through robust evidence that improving the medical engagement of any individual depends on a perception of feeling valued by the organisation, having a voice to highlight concerns and a mechanism where that voice is listened to. In this way, any strategy and its engagement interventions must continually be focussing upon these three key principals.

I used the Improving Quality Together (1000 Lives, 2014) improvement model to establish how and what the key interventions in our strategy were likely to be. The IQT methodology (Figure. 8) is the quality improvement tool that has been adopted by NHS Wales' improvement arm 1,000 Lives. This tool uses a combination of outcome and process measures to establish key drivers and barriers to facilitate a measurable improvement in a system. I researched the current literature regarding the medical engagement of trainee doctors and interventions that have proved successful in other healthcare organisations. This allowed me to determine some of the likely issues within our organisation, however, it was important that we understood the key barriers which were specific to Cardiff and Vale's junior doctors by asking them directly.

[image: Image result for IQT methodology]
Figure 8: The Model for Improvement (Adapted from the Institute of Healthcare Improvement)

An adapted Medical Engagement Survey we created was completed by thirty five percent (35%) of trainee doctors and successfully highlighted many of these organisational barriers. A collaborative working group of key stakeholders included trainees, consultants, and medical education staff then looked over the survey and the collated evidence. We initially used divergent thinking to come up with several potential interventions. I then used a PACE Prioritisation Matrix (The Karen Martin Group 2011), which builds on the traditional ‘Ease: Benefit’ matrix to establish which interventions should be a ‘Priority’ and those which can be ‘Eliminated’ for another time. As you can see in Figure 9, this helped converge the groups focus onto a single intervention, No.7 – a Trainee Professional Development Course. This would be realistic and achievable in the time constraints (nine months) whilst ensuring that trainees felt valued, with the Health Board investing its resources and finances into developing them professionally.
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Figure 9: Trainee Engagement project’s PACE Prioritisation Matrix
(adapted from the Karen Martin Group Lean Engineering tool)

The working group decided on a "Transition to Consultant" Course. Transitions between positions of responsibility in any job are stressful, but the move from trainee to consultant is widely regarded as the one that provokes most anxiety (The MDU 2019). The course would give trainees the opportunity to develop the necessary skills to be confident and effective in their future leadership roles. This, of course, would have direct impact to the trainees themselves with improved leadership ability, wellbeing and self-awareness.

Acquiring these vital leadership skills will also directly affect the multi-disciplinary teams and departments which these individuals will be a part of, increasing morale, efficiency and competency. As healthcare staff become more engaged and teams become more successful, there are significant implications for patients with better satisfaction and, most importantly, improved outcomes (Clark 2012). The organisation would also benefit from departments focussing on quality improvement, improving safety and reducing costs. Improved engagement has additionally been shown to reduce absenteeism, saving organisations money by using less on bank and agency staff. Consequently, patients should feel a greater continuity of care, meaning they get better quicker (Department of Health, 2013)

We know that Apollonian structures rely heavily on hierarchy, values and strategy (Handy 1978). Therefore, it is important to try to align new initiatives with the Health Board’s current strategic aims. Cardiff and Vale have a new ten-year strategy called the “Shape of Our Future Wellbeing” (Cardiff and Vale University Health Board, 2015) with a clear set of values and strategies, one of which relates to culture (Figure 10). It states that CAV will “be a great place to work and learn” and will “Work better together with partners to deliver care and support across care sectors making best use of our people and technology”. It was clear that both our medical engagement strategy and any subsequent interventions aligned with “the Cardiff and Vale way”.
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Figure 10: Cardiff and Vale’s Shaping Our Future Wellbeing Strategy (Left and Upper Right), Proposed Culture and Strategic Objectives (Lower Right).
(Cardiff and Vale University Health Board, 2015)

Having thoroughly researched this relatively new field of medical engagement, I became very passionate about its benefits and the pace at which we as a healthcare community needed to embrace the change. I spoke with a large number of senior leaders across the organisation, all of whom had different priorities. Having to ‘sell’ a new concept to these influential individuals was a completely new experience for me. Most reactions to my proposed strategy were positive, yet there were others at the opposite end of the spectrum whom I found difficult to understand at times. In this way, it was helpful to refer to the distribution curve seen in Rogers' innovation diffusion theory (Rogers, 1995) as seen in Figure 11.
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Figure 11: Adapted from Rogers’ Diffusion of Innovation Model 1962. (Hanlon 2013)

As an ‘Innovator’ and ‘Early Adopter’, I have always been one to embrace new ideas and thrive on change. By recognising that a significant proportion (fifty percent) of people must be in the ‘Late Majority’ and ‘Laggards’, I was then realistic about the responses and actions displayed by different individuals, and their scepticism or aversion to adopting change. I was also able to target those who were more likely to embrace innovative ideas about medical engagement first. Once I had gained the critical mass of support, there would hopefully be a tipping point at which the rest of the organisation would eventually follow.

Though Rogers’ model explains the spectrum of reactions from individuals, I found the reality of receiving less than positive feedback from some senior leaders regarding ‘my strategy’ hard at times. I again worked with my professional coach, using the results of my Myers Briggs Team Indicator (Myers 1998) to understand the physical and emotional changes I had during these interactions, my preferences and how to adapt my approach in different situations. For example, I tend to have high energy and be extremely enthusiastic, which some individuals of opposite personality types can find over the top and tiring. This stark difference can create conflict and act as a barrier to building valuable relationships that may be necessary for the development of the project. Having emotional intelligence and self-awareness can help to combat these potential hurdles.

I used Gibbs Reflective Cycle (Figure 12) to first describe the experience and the associated feelings. I then evaluated and analysed the experience to draw out any key learning points of what went well and what could be improved upon. The new element of this cycle to me was the ‘Action’ phase where one uses critical thinking to see how a particular experience can be applied to a variety of situations and change behaviours in the future. For example, I recognied the benefits of self-awareness and recognising my non-verbal communication in confrontational situations. I was then able to adapt these skills and emotional regulation to other situations making many future interactions much more effective.

This approach of frequent reflective practice has been one of the key paradigm shifts in both my professional and personal life.
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Figure 12: 

Engage and Enable the Whole Organisation:
4. Communicate the Vision 5. Enlist Volunteer Army 6. Generate Short Term Wins

Much on the next phase of Kotter’s change model was through the development of the Transition to Consultant Course. Though the Medication Education Department in the Health Board runs many other courses, this was a completely new venture. The course had a number of elements or ‘deliverables’, that were crucial to deliver a fit-for-purpose and well-attended programme which had the desired outcomes. These deliverables included Logistics, Marketing/Advertising, Measurable data, Content, Presenters, Delegates, and Feedback.

Given that time was limited and usually these courses would be organised over a year in advance, I recognised that I needed to assemble an effective team to construct and implement the course at pace. I used a Gantt chart to have an organised visual representation of the various tasks which needed to be completed, with deadlines and names of specific delegated responsibilities. Cardiff and Vale Health Board is an extremely large organisation with over 15,000 employees. This brings fantastic diversity and experience but also makes choosing a highly effective team sometimes more difficult.

I used my Belbin Team Roles report (Figure 13) to ascertain my personal strengths which included Co-ordinator, Team-worker and Shaper. These skills would facilitate co-operation, identifying talent and adding clarity in a time-sensitive and stressful environment. Having highlighted these as areas of strength I was able to be more confident in continuing as the leader of the project. Furthermore, the whole experience this year has improved my confidence as a person and as a doctor, enabling me to have the conviction and skills to function as a clinical leader when I return to Paediatric practice.
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Figure 13: Thomas Cromarty - Belbin Team Roles Report

Perhaps more importantly, the report revealed my areas of weakness which other team members would need to bring to compliment the group with roles such as Implementors, Plants, Specialists and Monitor Evaluators. Ideally, I needed practical individuals who could generate ideas, solve problems and turn ideas into action. It was also clear that the individuals needed to be well connected with the senior leaders who would be potentially delivering the course material. Consequently, the team we established with members from the Medical Education Department, Quality Improvement Department and Clinicians were able to function effectively together, without negative conflict, delivering ideas and results quickly.

Logistics:

It was important that we chose the right number of days to deliver the course over, as time is a precious resource in the NHS. We felt that one day a month would not impact too heavily on trainees’ service requirements, however it was still essential to choose days which both trainees and faculty members would likely be able to attend. This one task showed the importance of having a diverse and well-connected team as potential dates needed to consider bank holidays, school holidays, health board events, trainee teaching sessions and the schedules of LTFT workers. It would have been impossible to consider all of these variables alone and needed team members with implicit knowledge of the organisation and its employees.

The venue needed to create the correct learning environment for the faculty and delegates, with appropriate equipment and space. The location needed to be close enough so that trainees were able to return to their clinical work if required, but far enough away that they were not bothered with non-emergency tasks. Refreshments and catering services for lunch were also important aspects to consider when planning sessions which involve human beings with needs.

Locations on the hospital site are cheaper, but there are always costs associated and it helps to have team members who can access small pots of money if required. By developing a good network of influential leaders in the organisation, such as the Medical Director and CEO, I was able to access a funds when required. Usually, access to funds is a major barrier in projects moving forwards.

Advertising:

Junior doctors have historically been a challenging group to reach when attempting to successfully communicate important information. The nature of their work often leaves a heavy reliance on service delivery, leaving little time to check work emails and admire the various advertising mechanisms which are used around the hospital. 


I was able to use the networks I had developed during the engagement phase of the project to reach as many of the target audience as possible. The hospital communication team was able to advertise on LCD screens around the hospital, on the intranet and via social media platforms. Workforce Resources cascaded emails to trainees whilst the Medical Director and Chief Executive highlighted the course in their monthly bulletins and re-tweeted information on Twitter. Medical Education uploaded the poster onto their Medical Education App, using push notifications to reach specific trainee groups. Though all of the above methods were important, human contact and subsequent peer to peer word of mouth proved the most effective tool for engagement.

Explaining the thoughts and intentions of the course through face to face contact resonated with trainees and improved the course uptake significantly. Visiting different departments and individuals across the organisation also allowed me to have many conversations regarding the course and the junior doctor engagement context more generally. This was an extremely rewarding exercise where I was again able to apply learning from evaluating my Myers-Briggs Type of ENFJ (Figure 14) into conversations and interactions to make them more successful. 

[image: ]Figure 14: Thomas Cromarty’s MBTI
For example, as an ENFJ (Extroversion, Intuition, Feeling, Judging) I can be overly positive and do not respond to negativity very well. Visiting busy wards unannounced meant that a number of staff didn’t give me much of their time initially. However, by using a more compassionate and ‘Feeling’ approach and simply asking “how are you doing”, trainees were more receptive to my conversation and interested in the opportunity I wanted to discuss.


This understanding of my personality and its likely interpretation by others, allowed me to adapt my actions and language depending on the individual and their response. Having visited more than 50 departments across both Cardiff and Vale University Health Board sites, this enabled my approach to the conversations and interactions to go through many small cycles of improvement similar to that of PDSA (Plan, Do, Act, Study) cycles in the IQT (1000 Lives, 2014). This leadership skill has helped me to understand interactions of individuals and teams in a more comprehensive way. Allowing me to plan for and react to many different personalities to make the outcomes of meetings, conversations and conflict much more positive.

Measurable:

When constructing the course, it was vital to regularly consider the sustainability of the project moving forward. To demonstrate changes in trainees’ knowledge and confidence, we developed a questionnaire that was completed before and after the course. By proving a statistical improvement in trainees' knowledge or confidence in applying these skills and learnings after completing the course, the medical education department would be more likely to run the course themselves in subsequent years.

Feedback:

As a new course, we were clear from the outset that each daily programme was a fantastic opportunity for trainee feedback and to improve the learning experience. Written and online comments were sought after each session. This feedback was invaluable in developing my course facilitation and design skills but also facilitated another paradigm shift in my self-awareness more generally.

This specifically relates to a piece of feedback after the "Clinical Management" day in which many clinical directors spoke with trainees about their experiences and challenges in their current roles. One trainee commented that “More consideration should be made as to the diversity of gender and ethnicity of the speakers". There was no intent on my part for the speakers to be mostly White and Male, I became acutely aware of the unconscious bias which exists in healthcare and society. The comments highlighted the issues of both gender equality and BME (Black Minority and Ethnic) representation in both the faculty as well as the delegates. Following this feedback, these potential biases were brought consciously into my thoughts and enabled me to make improvements to the processes when selecting speakers on subsequent programmes.  By asking a more diverse group of consultants for speaker recommendations, I was able to have more options to choose from and be certain that the faculty represented the values of the organisation and the delegates attending.



Content:

Deciding on course content was a particularly intimidating but extremely important task to make sure the programmes were relevant and useful for trainees. With such a vast number of topics to cover, it is key to refine those that would have the biggest effect. Trainees will only be aware of some of the leadership skills they need to develop, so it is imperative to gather information from a variety of sources. I spoke with a selection of trainees, consultants and organisers of similar courses across the United Kingdom. I then put together a comprehensive list of common topics which a diverse group of thirty consultants (with varying experience) subjectively ranked depending on perceived value to a new consultant. 

Faculty:

Upon finalising the content, it was important to enlist the right speakers to deliver the programme. As a team, we decided to use internal speakers (those working for the Health Board), which would benefit the course in several ways. There would be no fee for the staff members' time, keeping outlays down and facilitating no cost for any of the delegates. It would also demonstrate the depth and breadth of expertise within the health board and start to build relationships between trainees and the senior leaders in the organisation. These relationships can be strengthened by ‘paired learning’, an intervention that can further improve trainee engagement (Wathes 2016).

Delegates:

The course, as part of the strategy to improve junior doctor engagement, would only be effective if it was well attended. However, there were a number of barriers to maximising trainee turnout. Study leave requests required a minimum of six weeks’ notice, which caused an issue with the first two course dates being delivered within that window. Leave could not be guaranteed if service delivery might be compromised, and with many rotas staffing issues and gaps, trainees were unable to commit their attendance to the sessions. These challenges highlight the importance for organisations valuing trainee engagement and their need to create cultures and structures which facilitate trainees taking advantage of opportunities as much as possible.

Overall, there were at least 45 different delegates that attended one or more of the seven days (Figure.15). The spread of grades and departments was extremely varied, from Emergency trainees to Palliative care doctors. The communication day was also open to multiple disciplines, with a number of ward and theatre nurses in attendance. With most individuals attending a maximum of 2 or 3 sessions, it will be difficult to demonstrate a measurable change in their confidence and skills working as a consultant. Though we are still awaiting the final questionnaire results for confirmation.
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Figure 15: A Clinical Directors explaining the clinical hierarchy and structure on Day 3

Success Criteria:

The qualitative and quantitative feedback throughout the course from both delegates and faculty members was overwhelmingly positive. Each of the days received its own feedback with the overall scores between 8.86 to 9.17 out of 10 (Figure 16). Consultants involved with delivering presentations were also keen to sit in for other sessions, as it became apparent that the Transition to Consultant course sessions occasionally went into more detail than the Health Boards own “Consultant Induction”.
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Figure 16: Trainee Feedback on Days 1 to 6, out of 10.

Although the course was only advertised internally, it seemed that its popularity spread further afield with trainees in other Health Boards asking to attend the sessions. It was fantastic to see Consultants from other Health Boards contacting me and wanting to set up similar courses in their respective organisations. Health Education and Improvement Wales (the National Body for Medical and Dental training in Wales) was also interested in the course, discussing the possibly of running the course nationally in the future.

A number of the metrics for deciding success of the course will only be apparent in years to come. These include the numbers of trainees involved in quality improvement work, taking up leadership opportunities and attending other development courses hosted by the Health Board. There were also numerous other great initiatives which grew organically from the course. The Royal College of Physicians contacted me the intention of creating a “Transition to Consultant Toolkit” of learning points from the course. Personally, I have made strong relationships with a number of influential individuals within and outside of this organisation. This will enable me to continue to learn, develop more leadership experience and implement further interventions to improve trainee engagement, such as trainee forums and mentoring schemes.

Conclusion & Future Plans:

Though the qualitative and quantitative feedback is hugely rewarding in itself, the course is a small piece of the junior doctor engagement puzzle. Long term change in the overall culture and increased junior doctor engagement will be an on-going process, but hopefully visible in the form of improved recruitment and retention and better scores on future Trainee Medical Engagement Surveys. The ultimate test of the course and other interventions will be on the behaviours and actions demonstrated by junior doctors and consultants in the future.

With the success of the course, Cardiff and Vale’s Medical Education department will be running all the sessions again in the next academic year (2019-2020). There are also ongoing discussions with other Health Boards and Health Education and Improvement Wales (HEIW) regarding similar courses being delivered in other organisations.

The course is only one part of a trainee engagement strategy in Cardiff and Vale which ultimately aims to improve patient satisfaction and outcomes. It is clear that engagement is too important to be left to chance and can offer the biggest return on investment in terms of improvements in quality, safety, clinical outcomes and value (Clark 2012).

Overall Personal Reflections:

I have been extremely proud to work with such a kind and professional group of individuals during the project. I personally delivered a number of topics within the course, such as the structures of the clinical and managerial systems within healthcare organisations. The background work for these sessions aided me in understanding the structures of the corporate, governance and medical arms of the organisation. It also forged relationships with a number of influential individuals who will be instrumental in further improvement projects throughout my career.

I believe the most important behaviour I have developed this year has been that of reflective practice and the understanding the importance of the “experiential learning” cycle (Kolb 2016).
Many of the skills such as reflective practice, self-awareness and improving emotional intelligence have now become embedded in my normal daily behaviours, as I see them as the cornerstone of continually developing myself as an individual human being as well as a medical leader. I have learned a number of theories, methodologies and tools which I look forward to applying to challenges throughout my leadership journey in the future
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