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[bookmark: _Toc530418962]Assessment Component 1
[bookmark: _Toc530418963]Critical Analysis of Personal Leadership Style 
[bookmark: _GoBack]Although I have never considered myself to be a leader, leadership roles seem to be choosing me as I journey from a newly qualified doctor to a consultant physician. Last year I decided to formalise my leadership experience by completing a Welsh Clinical Leadership Fellowship, which I spent working entirely outside of clinical medicine. I had many opportunities for ongoing learning during this time, as detailed in my learning log (see Appendix 1, Learning Log). In this reflective study, I will review how the experiences during the last year have helped to shape my leadership style, and how this has influenced my interactions with others in a professional context. I will consider how the use of personality diagnostics, the development of close working relationships and the acquisition of new skills has shaped my approach to leadership tasks. Finally, I will outline my goals for future development, considering how I can enhance my leadership ability going forward. 

[bookmark: _Toc530418964]Personality Diagnostics
This year I had the opportunity to complete two personality diagnostics, and found that these shone some light on various character traits and how they shape the way I prefer to deal with the world. 

The Myers-Briggs type indicator gives an indication of preferences across four domains. These traits are said to be ‘inborn’ and fixed, showing little variation over time. Preferences indicate how a person prefers to focus their attention (introversion vs. extraversion), interact with the outside world (judging or perceiving), deal with information (sensing/intuition) and make decisions (thinking vs. feeling preference) (Myers, 1998). My diagnostic suggested that I have a strong introversion preference, a moderate preference for intuition over sensing, and strong preferences for the thinking and judging domains, making my type INTJ.  

I was not initially surprised at any of these findings; I have known for a long time that I have introvert preferences: whilst I can perform well in a group, it is not my favourite way to work and I find interacting with people for a long time mentally exhausting. My thinking preference matches my evidence-based way of making decisions rather than following hunches, and my judging preference is evident in my need to be everywhere on time, planning where I am going and not enjoying working in a time-pressured fashion. The intuition/sensing preference is less marked, and I recognise aspects of myself in both. I like solving complex problems (typically an intuition preference), but recognise that I will often draw on experience and pattern matching to achieve goals (typically a sensing preference). 

The other diagnostic I completed was designed to find my preferred Belbin team role. This test assigns people to one of  nine clusters of behaviour, and suggests that a mix of all roles is required for an effective team (Belbin, 2010). My diagnostic suggested a primary preference for plant role, which is associated with a high level of creativity, being an idea generator who can come up with unconventional solutions to problems (which fits well with the innovative aspect of the INTJ type). My secondary preference role was that of a specialist; someone who is able to provide specialised knowledge that often works in a self-directed and self-starting fashion. Both traits come with associated ‘allowed weaknesses’: plants are often too involved in something interesting to communicate effectively with the rest of the team, and specialists might overload people with too much information or dwell on technicalities (Belbin, 2010): I recognise both tendencies in myself. 

I took the results of the diagnostics as a cue to set myself some positive challenges, the most important of which was ensuring that I accommodate other people’s preferences and working styles in my plans. Although I may be happy working on a project and have a clear pathway from conception to implementation, I recognise that others in my team will need these set out as goals. I now appreciate that I need to be able to provide more than enthusiasm and must back up initiative with a logical pathway for more reluctant team members to follow. 

[bookmark: _Toc530418965]The role of mentorship in my development
One of the most valuable experiences was the close working relationship I enjoyed with senior individuals in my team. I received excellent mentorship from these colleagues, and had the chance to explore what happened if I put their advice into practice. 

I aspire to be a ‘creative visionary’, trying infect people with my excitement about new ideas or new ways of solving problems as a way of motivating them rather than setting targets or deadlines (Westley and Mintzberg, 1989), however, an important piece of advice offered to those with the plant preference I to never evaluate your own ideas (Belbin, 2010) as you are likely to be blinded to some of the pitfalls and considerations that need to be make in a professional environment. One of my mentors was an excellent sounding board in this regard, as he constantly asked the question ‘so what?’. This made me slow down and really think about the direction I was trying to take and ask myself ‘why is this important?’. I noticed that gradually I was starting to present the ‘so what’ as a part of my initial presentation of the idea, and that this made my communication more effective, especially with the rest of the team, making my plans more successful. 

A second mentor encouraged me to take part in the Leading People programme (see Learning Log, Appendix 1). This course is designed for leaders who have a role in interpersonal management, and is designed to improve communication and working within groups. Although I was concerned about the ‘touchy-feely’ nature of the course, I realised that the emphasis on taking care of myself and learning why I behave and react in the way I do was central to developing my emotional intelligence. In recognising my reactions to situations, I am more able to explore with other people why they are feeling and behaving in the way that they are and less likely to dismiss them as ‘just being difficult’. I  find now that taking pause to notice how I am feeling and ask to myself how this is influencing my behaviour is good way of dealing with unfamiliar or stressful situations, making me more effectively able to process immediate events. 

I was incredibly lucky as an introvert to have the chance to work with a successful senior executive board member who also had strong introvert traits. I had gotten into a cycle of seeing introversion as a negative thing in a leadership position, particularly as I believe much of leadership in healthcare depends on your ability to quickly form a connection and relate to people. We discussed this in depth and I was surprised that he regarded his introversion as a strength, allowing him to take a considered view of a situation without being influenced by personal relationships, and listen to arguments with clarity. It remains hard for me to adopt this same viewpoint, but I feel I am shifting to bring my introversion into a positive light. 

[bookmark: _Toc530418966]New skills and new people  
Both INTJs and plants love to learn, and I really appreciated the opportunity this year to gain proficiency in new skills. I have always been data-driven, so the chance to take part in Aneurin Bevan Continuous Improvement’s silver modelling course (see Learning Log, Appendix 1) was one I could not pass up, as the ability to understand and process data is one I feel is essential to be able to effectively lead in the modern health service. My abilities in this domain were reflected in my ‘strong’ scores in the ‘evaluating information’ domain of my 360 assessment. 

I took the opportunity to attend conferences and networking events such as One Team Gov , GovCamp Cymru and the Welsh Health Hack (see Learning Log, Appendix 1) that would allow me to make contacts with people working in local government services and the technology industry that could be useful to me as I progress in my career. I really enjoyed sharing ideas about different ways of working, and how these could be adapted to the healthcare environment, as well as gaining a valuable outside view of our practices within the National Health Service (NHS) and where these could be improved. Having this outside experience allowed me to consider how to incorporate new ways of working into my leadership style, and made me less afraid to try new things. 

[bookmark: _Toc530418967]Personal leadership development plan
My personal development plan (see Appendix 2) for the next three years contains a mixture of comfort and challenges to stretch myself, and is very much based on my experiences and development this year. I have discovered that I am naturally a creative, visionary leader, who functions best when trying something new, but throughout the last 12 months have I started to appreciate the importance of remaining grounded and ‘in the moment’, working within the constraints imposed by the organisation. I need to recognise that my approach is often too ‘off the wall’ for some people, and that I need to make an effort to introduce things slowly, taking small steps so I do not leave my team behind. 

I need to make an effort to embrace introversion, appreciating it as a strength rather than an inconvenience. This has led to my goal of being ‘more organisationally visible’: meaning that I should be prepared to take a step forward and bring my skills into the leadership arena. I know this will be one of the hardest to achieve, as there is a large part of me that does not want to do it, but I think it will be rewarding in the long term and will allow me to use my strengths for the benefit of the health service. 


[bookmark: _Toc530418968]Assessment Component 2
[bookmark: _Toc530418969]Team Working and 360 Assessment
As a part of assessing my leadership skills this year, I completed a Healthcare Leadership Model 360 degree (HLM 360) feedback exercise with my team. This invites team members to rate an individual’s leadership abilities across 9 key domains such as inspiring shared purpose, influencing for results, sharing vision and engaging the team. Raters are also able to leave positive and ‘what could be better’ comments, and to offer advice to the individual for their future career (NHS Leadership Academy, 2018). I had previously completed 360 degree assessments during clinical placements, so was familiar with the procedure, but I had not ever received feedback on the domains contained in this report. I was also completing this assessment in a new context, outside of my clinical role. The team I was working with comprised specialists in improvement science, mathematical modelling, people with clinical expertise and administration staff, so it was quite a different group to my normal working mix of doctors, nurses and allied healthcare professionals. 

I have decided to reflect holistically on this experience, using the six thinking hats approach (de Bono, 1995) to ensure that I cover all aspects and think deeply regarding how I can use the findings. The thinking hats method ensures that we gather information on the events, consider positive and negative aspects, review the emotional impact of the event and think about new ideas or solutions to the issues that have been raised by ‘wearing’ different colour hats to represent each of the points of view (Wolff et al., 2015). A sixth hat ensures that an overview is taken; in this case, this summary of my experience and the action points I have generated from my reflection. 

Using the white hat to think about the process used and the findings, I feel that the 360 does reflect honestly my standing in the workplace. I had sent an invitation to complete and assessment to all of my team, including my two line managers, and most had completed the report. I had made an effort to include both team members that I had a good working relationship with and those who I had not associated with as much to get a full picture of my behaviour. My report highlighted that I had been performing well as a member of the team, and that my leadership skills were rated as strong in most areas, by both line managers and peers. It was noted that I was using creative and innovative skills to good effect to progress the work of the team, had focus and vision which I communicated well to other team members and that I had contributed to the success of ongoing projects with my individual skills. I was able to ‘lead and follow, moving effortlessly between the two’. Areas for improvement that were highlighted were a need to share more of my thinking with the team, particularly around my individual projects, to make sure that I did not seem dismissive toward other people’s ideas and contributions, and a need to be more confident in my abilities. 

Negativity bias, the tendency present in humans to focus more on the negative aspects of a thing than the positive, has been widely recognised (Rozin and Royzman, 2001), and with that in mind I reach for the black hat to consider the practical, realistic and less positive comments before moving on to the other aspects of the reflective process. It was interesting how many of the areas for improvement highlighted by my team could be related to my various personality traits as categorised by the diagnostics I had undertaken during the year (see Assessment Component 1 for my reflection on these). I especially recognised that my preferred Belbin team role of plant (Belbin, 2010) was relevant here: whilst the drive for creativity and innovation in my personality is absolutely acceptable to me, my enthusiasm needs to be handled carefully when dealing with other people so that they do not feel overwhelmed or dismissed. I think also the specialist team role preference contributed to some of the areas for improvement: I need to make sure I do not assume that other people know as much about a subject as I do, and that I explain my thinking more clearly before accepting it as the most logical solution. 

Thinking about the optimistic and positive aspects of this feedback (using the yellow hat), I was pleased that my creativity had been construed in a positive manner by the team, and that I had made a useful contribution. I was astonished by how good the comments were regarding my leadership skills, and especially pleased with the ratings from both of my line managers as they are people who I have come to respect highly as mentors. It was commented that I use challenge in a positive way to encourage creative thinking in the people I am working with; I had consciously been trying to do this as a part of work we were doing on redesigning our hospital flow, so was delighted that it had been recognised and paid off.  Reflecting forward from this assessment of my abilities, my highest ratings were in the ‘evaluating information’ and ‘inspiring shared purpose’ domains, which represent the type of leader I aspire to be: grounded in evidence but working with my team toward a shared vision of possibilities. With my yellow hat on, it seems that the people I work with think that I have made a good start toward achieving this goal. 

With my red hat on, I reflect on my emotional response to the exercise. I had previously been worried about how I was fitting into the team. I have a tendency toward introversion and a lack of self-confidence which means that I take time to warm up to a group, and I find that there is an anxiety in joining an already established team where I am not aware of the existing relationships and dynamics. I was also concerned that I was being assessed in conjunction with the other new starters on the team, one of whom was another clinical fellow. Personality-wise, we are completely different; he is outgoing, personable and affable whereas I see myself as pretty much the opposite. This was clearly not the case, and it was overwhelming for me to receive such positive comments from people I had come to respect as colleagues. 

Interestingly I did not dwell too much emotionally on any of the negative points that had been raised. I think the benefit of having completed the personality diagnostics (see Assessment Component 1 for more detailed reflection on this topic) was evident here, as I was able to rationalise them as people seeing aspects of my preferred behaviour and not construe them as personal insults. I actually found it harder to accept that people saw me as being as excellent a colleague as their feedback implied, as I am not used to considering myself in this light. 

I noticed that I had given myself a much lower rating (‘proficient’ in most domains) in comparison to those given by my team (‘strong’ in most domains), and I decided to follow this thought to its conclusion using the free-thinking green hat. I recognise that I have a tendency to under-estimate my abilities, and have found research suggesting that this is not uncommon in women, particularly those in the earlier stages of professional careers (Fleenor et al., 2010). This was also the first time that I had completed this assessment and additionally was working in an unfamiliar professional environment. Contextually, I feel like I had no real idea where on the scale I should put myself. Interestingly, studies have demonstrated that in repeated assessment, individual and rater scores are likely to converge as individuals gain a true picture of their abilities (Bailey and Fletcher, 2002), and I suspect that this would be the case if I were to complete the assessment again. 

Taking a step back and generating an overview using the blue hat, my 360 degree feedback provided me with a point for pause in my career that I can place action points around. The first of these is to make an effort to recognise myself as a capable leader, and to challenge myself  to take on responsibility equal to the ability that I have. This feedback has shown me that others regard me as having the skills necessary to excel in the workplace, I need to incorporate this into my self-belief to  take things further. The second challenge is to recognise how my personality traits influence my interaction with people. I need to slow down and make the effort to effectively communicate with my team, and help them to grow by actively considering their suggestions, regardless of how I initially evaluate them. Finally, this exercise provided me with yet another reminded that I need to be kinder to myself. Other people really think I am doing a good job, that I’m a good person and that I’m worth working with. I need to ensure I do not lose sight of this affirmation and that I do not judge myself too harshly in the future. 

[bookmark: _Toc530418970]Fixing my fixed mindset
When I think of myself and my abilities, I find that I am defined by the things which I am good at (knitting, being a doctor, problem solving) and the things which I am really not (running, mathematics, acting). I know I started to construct these narratives starts early in my development, and they are surprisingly hard to shift, even if contrary evidence is gathered.  I had never really seen this sharp definition as a holding me back, until I encountered the ‘mindset’ concept at an improvement leadership conference last year. Developed by Carol Dweck, an educationalist, the theory suggests that people fall into two broad categories of thinking. The ‘fixed’ mindset, where things such as ability and intelligence are innate, cannot be changed and are determined from birth, and the ‘growth’ mindset, where people are a product of their experiences and learning, and ability can be developed with practice (Dweck, 2017). I was fascinated by this, as I recognised immediately exactly how I had developed to be a person with a very fixed mindset. I had all of the characteristics: being very uncomfortable with failure, using my previous experience as a rigid guide to my current abilities and the tendency to quickly give something up as ‘too hard’ if I did not succeed immediately (Hochanadel and Finamore, 2015). 

Following the conference, I discussed this talk with a group of past and present leadership fellows. We realised that we mostly had a fixed mindset, and felt that this was largely linked to our childhood experiences: we were generally easily able to deal with school work, excelled in our chosen hobbies, and were accepted to medical schools with varying degrees of success. What we all named though, was a ‘first point of failure’  in out adult lives that we had found very difficult to deal with. These had common themes of being a non-optional task that we couldn’t quit easily:  for me it was my driving test, which took three attempts to pass over several years. For another fellow, it was his final anaesthetics exam. Over the next few days, I started to recognise that I would shy away from new experiences because of the worry that I would publicly not be very good at them. For example, whilst I am not afraid to experiment creatively in the privacy of my own home, I don’t like going bowling with my friends because I might lose in front of everyone. The fact that this doesn’t matter is irrelevant: my self-esteem is built on my ability to succeed, and I view my failure at something as trivial as bowling a reflection on me as a person. 

People with a growth mindset are happier, more resilient, more likely to explore and be curious, and ultimately, more likely to succeed (Chan, 2012). Dweck argues that nobody has an entirely fixed mindset, and that everyone exhibits aspects of growth in their ability to maintain lifelong passions or commitments (Dweck, 2016). I see this in myself through my lifelong commitment to playing the violin, and my continued development in my medical career. In both I have had significant setbacks, but retain the drive to continue to improve. Taking this as my starting point, I wanted to ‘grow my growth mindset’ and start to learn how to embrace learning instead of dismissing failure. To think about how I have made efforts to change my fixed mindset, and open myself up to new experiences, I have decided to reflect on an experience where I pushed myself to do things I did not feel I would immediately be good at using Kolb’s experiential model (Kolb, 1984). This tool allows use of a concrete experience as a starting point for reflection and learning, before testing the learning by applying it in an ‘active experimentation’ phase. 

The example is from my time at the Elan Valley residential. During this, we were placed into teams with the challenge of earning ‘money’ to buy clues and find treasure. The money was earned by completing various challenges, both physical and puzzle-based, and there was an unspoken degree of competition between the groups. At the start of the residential, we had been asked to write one of our worries about the time we would spend there down. Mine had been that I would ‘let my team down’. I was concerned about the prospect of physical challenges that I would not be able to complete. There were three main challenges I was worried about. One was driving a Land Rover blindfolded, one was riding mountain bikes around obstacles, the other was the ‘leap of faith’: loosely described as climbing to the top of a rope ladder and jumping off. The first concerned me because of my previously mentioned lack of enjoyment in learning to drive. The others required a level of physical skill that I was not sure I possessed. The team had noticed that I was being quiet during the selection of tasks. I had said I wasn’t too keen, but would go along with what the group wanted. We did the Land Rover first. 

Introducing the new concrete experience of driving around an obstacle course in an unfamiliar vehicle without being to see is not something that happens every day. I was one of the first to go and had a very supportive team member navigating for me in the calmest manner. I was surprised to find by the time I was half way round that I was enjoying the experience and felt that I trusted my navigator completely. We squashed a few cones, but reflecting on the experience as a whole, I realised that I didn’t care about this: the main learning that I gathered from the event was how I could put myself entirely in someone else’s hands and feel at ease. This grew my confidence in my team members, making me less wary about trusting them in other circumstances. We moved to the next challenge; riding ridiculously large mountain bikes around an obstacle course. The bike was too big for me, I kept falling off, and my fixed mindset came to the fore. I had almost decided not to ride the course and accept the penalty, when another team arrived with a sheet of word puzzles. This was soothing to my frazzled muscles (and brain), and I whizzed through it quickly. I think this recognition of my other skills gave me the confidence boost I needed, and I went back to the bike. The active experimentation phase started here, as I asked my team members for their advice on how I could best tackle the obstacles. To my surprise, I improved on following their advice, and although I got through my round with a few penalties (another concrete experience), I reflected again that my achievement had been to open myself up to learning from others and to accept failure. By the time we got to the final active experiment, the leap of faith, I had stopped worrying about what everyone else thought and had taken pressure off of myself to be good at what we were doing. I surprised myself again by volunteering to be one of the first to tackle the ladder, climbing up it, and standing on the platform at the top before jumping off. 

Taking the leap of faith as another concrete experience, in which I achieved more than I thought I was physically capable of, I reflected on my worries both with the group and during one of the subsequent action learning sets. I opened up about how I didn’t want to do it, not because of a fear of heights, but because I was concerned that I wouldn’t be any good at it and that I would let them down. We reasoned that it wouldn’t have mattered if I didn’t reach the top, because everybody was equally rewarded for trying the task: this hadn’t actually occurred to me before taking it on, as my fixed mindset only expects to be rewarded for success and not effort. Taking my learning on board and reflecting forwards, I recognise that although I have many fixed mindset traits, I am beginning to be more open to experimenting with trying. It will be some time before I can start accepting that I cannot excel at everything, but learning to reward myself for trying, building on previous experience in small steps and analysing my failures will be an essential part of my development as a leader and as a professional. 
[bookmark: _Toc530418971]Running a high stakes session
During the year I found myself exploring the culture prevalent in the parts of the health service that I had worked in, and became interested in the impact of interpersonal relationships on the services offered. There is evidence that a culture of good teamworking, learning and effectiveness is an essential component of patient safety (Kaufman and McCaughan, 2013), and the potential disastrous outcomes of a poor safety culture were only too tragically evident in the report of the inquiry into patient safety in the Mid-Staffordshire NHS trust (Francis, 2013). An opportunity to make a difference in this regard happened when I became involved in trying to manage a dysfunctional working relationship between two halves of what was nominally the same team. Two members of senior leadership had fallen out with the other, and the two sides were currently disagreeing on best practice and trying to work as two individual units, giving frontline staff conflicting instructions, which was impacting on patient care. They had several recognisable aspects of being a ‘pseudo-team’, with no obvious cohesion, and were shifting responsibility for poor communication between the opposing sides, another aspect shown to be associated with a breakdown in culture worse care outcomes (Campling, 2015). 

I have decided to use the Gibbs reflective cycle (Gibbs, 1988) to take a step-by-step overview of my learning from this experience as it allows me to thoroughly analyse alternative choices that I could have made and think through how I could do things differently. This model encourages reflection through considering a description of events, how I felt at the time, what outcomes could be drawn from evaluation and analysis and what my conclusions are, allowing me to formulate an action plan for what would happen if I was put in the same situation again. 

My description of the event is as follows: the executive team had asked my organisation to hold a learning session with the aim of bringing the two sides to an agreement about protocol, workflow and standard procedures, decreasing the confusion and hopefully defusing the conflict, but It was difficult to see how the two sides could be brought to co-operate. I had recently been experimenting with using Lego® Serious Play® (Lego, 2010) methodology in the workplace as a way of expressing abstract thinking, and was asked (with only an hour’s notice!) to run a session on the theme of leadership, in the hope that this would demonstrate common ground to both sides, giving them a base to build on. Lego® Serious Play® involves giving each member of a small group an identical set of Lego® bricks, and asking them to quickly build a model to meet conceptual challenges: for example ‘what does leadership mean to you’? or ‘what are the barriers to effective teamworking’. The group members then take it in turns to share the story of their model with the rest of the group. Because models are physically present on the table representing an individual’s thinking, their ideas cannot be ignored, which equalises the conversation (Frick, Tardini and Cantoni, 2013). 

I ran the session exactly as I had previous test sessions for my team, working through the builds in sequence. I deliberately kept to using first names for everyone, did not mention titles and emphasised the positive points that came out of everyone’s models. We shared ideas, collected thoughts on the theme of good leadership and at the end, I asked everyone without conferring to place a red brick on the single most important word that we had generated: everyone put their brick on the word ‘teamwork’. 

I was initially feeling apprehensive about the task that I had been set. I had not had sufficient time to prepare, and was exceptionally aware that these were high-ranking individuals in the organisation and that getting them to work together well was vitally important. I was conscious that a lot of trust was being put in me by my supervisor, who was taking a risk on presenting a new and unconventional tool to senior health board workers, who may not construe ‘playing with Lego®’ as a constructive use of their time. I was worried about how my status would be perceived and thought that they would not be interested in listening to a junior doctor, and therefore would not engage in the exercise. This was one of the first applications of the Serious Play® method (SP method) that we had tried outside of a ‘friendly’ group, so I was anxious for it to be successful and prove its worth. On entering the room, I could tell that the atmosphere was very tense, and this made more nervous. During the session, I was aware that the mood was changing from hostile to engaged, with the participants seeming to enjoy the various activities and challenges. At the end I was mainly feeling relieved that the session was over and seemed to have gone down well. My supervisor was delighted with the work and the outcome, and I felt proud to have been a part of it. He told me that I had ‘become a real clinical leader’ after the session, which was a moment of affirmation for me. 

Evaluating the session, and thinking about what had gone well, I was pleased that I had managed to create a level playing field for the participants, and that using the Lego® had created some rich descriptions of everyone’s abstract thinking. I had also managed to gain the attention and hold engagement of some very senior individuals within the health board, and had contributed to bringing the teams together to work more effectively, despite my junior status. On the other hand, I would have liked to have had more time to prepare the session. I am not sure whether running the session blinded to everybody’s job title and status was a good idea or not. I think for my nerves it was a great plan, but knowing this information may have helped me to understand the relationship dynamics and facilitate the session more effectively. I also would have liked to know what the group thought about using such an unconventional method of generating ideas and gathered feedback on this. 

In analysing the session, I wanted to think about whether the Lego® Serious Play® methodology was an appropriate tool to use in this context. Although the method is used widely in the private sector, literature indicates that use within the NHS has been so far limited to some small scale studies using it as a way of modelling pathways (Swann, 2011). However, there is an evidence base to support the use of the SP method as a reflective tool with professionals to improve self-awareness and emotional intelligence (Cavaliero, 2017): the latter of which is felt to be essential to enabling collaborative conflict resolution (Jordan and Troth, 2002). Using the SP method also allowed introduction of a novel process for sharing thinking to the group, with the unusual use of the Lego® in a formal setting creating curiosity, which has been shown to enhance motivation to participate in tasks (Snyder and Lopez, 2009, chap. 34). 

My conclusions are that at short notice,  I successfully ran a session of exploration around an abstract concept for some very senior individuals, did not embarrass myself or my team and demonstrated that the SP method had a place in the work of my group. I think this is as much as I could have hoped for, particularly when using a tool that was new to us as a time. I do question whether I was actually the right person to run the session, but as I was the only person in the team at the time using the SP methodology, this is a moot point. I would also have liked to formally evaluate the outcomes of the session, which could have been achieved by myself or a colleague interviewing the individuals involved to get their feedback. 

As an action plan, should I find myself in the same situation again, I now have the confidence that I can run sessions similar to this successfully. I would make sure that I gathered as much information about the participants involved in the group beforehand as possible, to try and gain some insight into their relationships and behaviours toward one another. I would, however, keep the same informal atmosphere in running the session, as I felt that this emphasised the equality of ideas and importance of everyone’s participation in the tasks and sharing. Finally, recognising the need to achieve sustainability, I have helped other members of the team to run SP method sessions, as it is unlikely that I will be able to be present every time people would like to use the tool to enhance abstract thinking. 

[bookmark: _Toc530418972]Leadership when things go wrong.
I had been asked to run a workshop session at a Welsh national conference. Although I had not worked with the group organising the conference previously, they had a good reputation within Wales and the list of speakers signed up to present looked interesting. I was keen to represent my organisation, who were already making a large contribution to the event in terms of presentations, running a stand and chairing a session. The workshop had been scheduled for the final session of the day, which was less likely to attract a big audience, but there was little I could do about this, except to ask that they reminded everyone about the closing workshops in the preceding plenary session, and I did not expect a full house. On the day, the conference organisation appeared to descend into chaos. One of the speakers from the first session could not attend, so her slot was moved to the later plenary. Then the Chief Executive of NHS Wales was announced as an extra speaker, again in the later plenary. These unexpected additions, the over-running of lunch and the decision from two other plenary speakers to extend their talks beyond the allotted ten minutes meant that my workshop session and the session chaired by my colleagues ended up starting 45 minutes late. Unsurprisingly, most people left the conference and instead of delivering my content to 50 people, I ended up with 10: four of whom were from my own team.  My colleague’s session had five in the audience. 

My team held a debrief on the day at the close of the workshop, which is common practice for us. Holding a debrief close to events allows for the immediate processing of information and constructing learning/action points in real time to consolidate experiences, share opinions and process any adverse outcomes (Boud, Keogh and Walker, 2013, chap. 4). I will use this debrief to construct a reflective account around the method suggested by Rolfe et al. (2001). This encourages the use of three simple questions to think through a problem, extract learning and decide what actions need to be taken next to move on from the events in question (Rolfe, Freshwater and Jasper M, 2001). 

In thinking about what could have gone better, we decided that we could have felt less rushed in delivering our content. I had to cut two exercises from my workshop, which I thought would have reduced people’s learning and reduced the consolidation of the concepts we were teaching. We discussed what had gone well, and decided that we were right to still run our sessions for the very small audiences, even though the impact would be greatly diminished. The workshop, although shorter than intended, had actually gone across very well and feedback for the session was excellent. This was encouraging. We agreed that we had performed well under pressure, and had not let our anxieties about timings or lack of interest get the better of ourselves. We talked about what we were feeling at the time: I explained how I had become very frustrated. Working through this from a distance, I realise that my frustration was an expression of my nervousness at running the workshop, which would’ve been the first time we had completed this out of the organisation, and my disappointment that I was unable to deliver the content I had worked so hard on to a larger audience. Naturally, we discussed how we had found ourselves in that situation: we decided that the main failing was in the leadership needed to take decisions that could have made events progress more smoothly. 

Extrapolating the so what step from this final thought, I explored how leadership needs to be able to deal with adverse events. Although something like a conference running over time is an inconvenience, as a leader in the modern NHS it is probable that in the future I will be involved in dealing with very serious consequences of the actions taken by myself or other people. The General Medical Council is very clear that as a professional, I have a duty to be open and honest with patients when things go wrong (General Medical Council, 2015), but I am aware that this can be very hard, especially when harm has occurred to a patient. However, the importance of stepping up and taking responsibility for actions cannot be understated, particularly in light of reports such as that into the Winterbourne View  care home which highlight how bad things can get when attempts at cover-ups or obfuscation are made (Department of Health, 2012). I also need to consider the role of any other healthcare professionals involved in the incident: it is widely recognised that most adverse healthcare events have a ‘second victim’, the individual involved in making the error. This person is likely to be suffering emotional distress, which can be long-lasting and debilitating, but for reasons of professional pride and an expectation that they will just ‘get on with it’, this person is less likely to talk about it with their peers and generally receives a lower level of support from the organisation than the patient or family involved  (Ullström et al., 2014). 

Moving on to consider now what, I think about what I learnt from this event and how I can put the lessons into practice. Although the situation was difficult for the conference organisers, leadership requires tough decisions to be made. As a leader, I need to be willing to put myself forward and do what is right for the people around me, and to develop my personal resilience to be prepared for when things do not go as planned. 

[bookmark: _Toc530418973]Reversing Roles: When a plant has to be a realist.

During my time with ABCi, I was encouraged to take part in developing the courses that we run as a group. I had noticed that the basic statistics course was receiving lower feedback than the other courses run by the modelling unit, and wondered how it could be made better. Feedback had shown us that the course was felt to be very ‘heavy’ on the theory side of things, and inaccessible to people that did not consider themselves to have a mathematical background. I had joked with the innovation lead that we should redesign the course as ‘stats with cats’, drawing attention to various terrible puns (hiss-tograms and s-cat-terplots should provide enough of a flavour) that could be used to lighten up the topic and improve engagement. The innovation lead took me seriously and requested my help to redesign the course entirely around the theme of cats. Our director, on the other hand, was anxious about keeping the professional image of the team intact, and was worried that we might open ourselves up to criticism. 

In thinking about how we dealt with this situation and came to a compromise, I have decided to reflect on our roles using the method developed by Walt Disney to promote creative thinking and described in the book Strategies of Genius (Dilts, 1994). This takes three reflective viewpoints to give a 360 degree view of events and how they could be interpreted from different aspects. 

The dreamer believes that anything is possible, and is focussed on the ultimate outcome. In this case it was the head of innovation. It was really strange for me not to be the dreamer on a project, as this is the role that I naturally and comfortably fall into. I am all about the possibilities, and quite often forget to be about the practicalities. Her emphasis on entirely redesigning the course to allow learning through fun, bringing creativity and a bit of interest into the room, and hiding the mathematical concepts inside the seemingly irrelevant parts like pills in jam seemed absolutely perfect to her, and she could not see a downside of taking this approach. I suspect her judgement on this issue was related to her familiarity of the content of the course and her background as an economist. I felt that she had not correctly understood the problem here, and that the issue with the course was not that it was a dull topic in need of added interest, but that it was pitched at too technical a level for the average participant. Understanding the problem is an essential starting component of any quality improvement project (Shojania and Grimshaw, 2005), and I felt that through her enthusiasm for trying something new we had skipped past it to applying what we thought would work, without clearly defining what was wrong in the first place. 

So it transpired that, unusually for me, my role in this situation was the realist, which is not a comfortable place for someone with a Belbin team role preference of plant to occupy. My preference is to be an innovative idea generator and problem solver, not a logistical moderating voice (Belbin, 2010). However, I think my Myers-Briggs preference for judging came to the fore (Myers, 1962), as I recognised the importance of making the course more accessible, but also that the concepts contained within it had to be robust and convey learning. I recognised that due to time constraints, a complete re-write of the course would not be possible. I also had to get my point across that the problem with the course was not the lack of interesting content, but the highly technical nature of some of it. I found it difficult to assert myself on this point, as I was coming up against her fixed perceptions and my perception of her as a specialist in the subject. I was also a little worried about revealing my own lack of understanding of some statistical concepts, as I was aware that her perception of my ability to help out with the course could be altered if she decided I didn’t know what I was talking about. I gradually worked through the slides with her, and together we came up with a solution that toned down most of the wildest ideas to a level of acceptability, but still kept some of the creative elements and simplified the statistical concepts. 

The critic role was taken by our director, who had expressed initial anxiety about the concept and its delivery. His concern was the reputation of the team, and the need for us to project a professional image. I think also he was concerned that the course would be too innovative for the overly traditional working style of the NHS, and that this might put people off. It is known in quality improvement that there is a significant gap between early adopters of an innovative method or technique and widespread acceptance of it in the workplace, and that moving across this process can risk losing people in the ‘chasm’ between the two (Moore, 1991). My role extended here to demonstrate to him that the content of the course was still intact, that the learning themes were present and that the message was robust, even though some of the delivery method was different to standard. I was conscious that I was trying to ‘upwardly influence’ a senior individual within the organisation during this time, but surprisingly did not find this stressful. Our team had a very inclusive style, and a very non-hierarchical team structure which meant I felt at ease putting my point across. 

Thinking about this experience, I realise that my role as the mediator is one that I will often find myself in when working in clinical leadership positions. I can expect to be between the executive managers and the frontline staff, and very likely receiving different visions from both. Being receptive to upwards influence will be important to me in my ongoing career in terms of my effectiveness as a leader and the happiness of my team, as this has been shown to be associated with job satisfaction and team functioning in several studies and remains important in the experience of team members in feeling valued  (Deluga, 1991; Geertshuis, Morrison and Cooper-Thomas, 2015). It was hard working outside of my preferred team role, but in having to engage in such detail with a visionary/creative idea that was potentially over the top, I came to appreciate how exhausting my colleagues might find me to work with when I am excited about a project. I noticed how blinkered she was to outside influences, and how difficult it was to talk her around to a toned down point of view, and I recognise that I need to be careful in the future so that I am not putting my colleagues in the position I found myself in. 
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[bookmark: _Toc530418975]Appendix 1: Learning Log 

	Opportunity 
	Organisation/Notable Speakers
	Topics Covered
	Date

	Clinical Futures Event 
	Judith Paget: Chief Executive ABUHB
	Developing the new working model for healthcare in Aneurin Bevan Health Board, engagement event with workshops element.
	
16/08/2017

	Leading People 
	Dr Liz Waters
	Mindfulness for Leadership
	05/09/2017

	Wales Induction: Deanery
	Quentin Sandifer: Medical Director Public Health Wales
	Practical aspects of being a medical director
	06/09/2017

	Wales Induction: Welsh Government
	CMO and DCMO, Chief Pharmaceutical Officer, Director General Health and Social Services
	Introduction to healthcare system in Wales, individual job roles and responsibilities within Welsh Government.
	07/09/2017

	National Induction London
	Faculty of Medical Leadership and Management
	Thinking about personal branding. 
Introduction to Westminster and health policy development
	11-13/9/2017

	Bevan Commission Conference, Swansea
	Sir Michael Marmot
Vaughan Gething
	Achieving the vision of prudent healthcare, thinking about equality of access. 
Leadership for Innovation, predicting happiness and its effects on health. 
	14/09/2017

	Academi Wales Health and Care Leadership Conference, Cardiff
	Linda Aspey
	Creating thinking environments, compassionate conversations. 
	21/09/2017

	Enhanced Leadership and Management (Day 1)
	Ann Lloyd, Chair ABUHB
Alan Willson, ABCi Associate
	Overview of course, preparing for assignments.
	26/09/2017

	ABCi Modelling Fellow Showcase Event
	Dr John Boulton, Director ABCi
Prof. Paul Harper, Cardiff University 
	Review of healthcare computer modelling projects, their design and impact.
	29/09/2017

	Process Mapping: Paediatrics
	ABCi
	Workshop with paediatric MDT mapping admission pathway and plan for new system. Linked to Clinical Futures. 
	04/10/2017

	Leading People
	Adrian Neal, lead for employee wellbeing
	Personal, team and systems resilience.
	10/11/2017

	ABCi Gold Network Event
	Dr Julie Reed, National Institute Health Research 
	‘A year in an hour’ workshop exercise, mapping the progress of a quality improvement project across multiple phases.
	13/10/2017

	GovCamp Cymru, Cardiff
	Satori Lab
	Unconference aimed at public sector employees to discuss services, needs and inspire conversations.
	14/10/2017

	Enhanced Leadership and Management (Day 2)
	Prof Marcus Longley
	Health policy development, getting the basics right and thinking about patient choice. 
Understanding systems and developing measurement strategies.
	17/10/2017

	Medical Leadership Programme (Session 1)
	Academi Wales
	Introduction to the course and academic study.
Action learning introduction.
	18-19/10/2017

	Welsh Health Hack planning meetings
	Welsh Government, Bevan Commission, Wales Deanery, 1000 Lives, ABCi 
	Multiple sessions to plan the 2018 Welsh Health Hack; multi-organisation event overseen by Welsh Government. Involved in communications, event planning and publicity. 
	Oct 2017-March 2018

	Bevan Exemplar Communication Workshop
	Andrew Cooper
Doris Behrens
Sara Long
	Workshop developed and delivered in conjunction with Andrew Cooper and Doris Behrens. Focus on communications to influence change processes and enhance project success. Delivered sessions on sketchnotes and social media. 
	25/10/2017

	Public Health Wales Conference, Newport
	Public Health Wales
	Designing for the future; how we influence environment to improve health. 
Lego Serious Play session: building resilient communities. 
	26-27/10/2017

	Leaders in Healthcare Conference, Liverpool
	Faculty of Medical Leadership and Management, ‘Happy Henry’!
	Breakout sessions attended: joy at work, growing resilience. Thinking traps and catastrophisation.
	31/10 – 01/11/2017

	Process Mapping: Maternity 
	ABCi
	Workshop with maternity MDT mapping admission pathway and plan for new system. Linked to Clinical Futures.
	08/11/2017

	Medical Leadership Programme (Session 2)
	Academi Wales
Patricia Oakley
	Political context for healthcare, how government decisions influence locally. 
	09/11/2017

	Enhanced Leadership and Management (Day 3)
	Dr John Boulton, Director ABCi
Alan Willson, ABCi Associate
	Introduction to quality planning, levels of participation for co-production.
	21/11/2017

	British Geriatrics Society Autumn Conference, London
	British Geriatrics Society
Poster presenter
	Presented work (poster) on frailty scoring in older adults, sessions on ageism and leadership for service improvement. 
	23-24/11/2017

	Medical Leadership Programme (Session 3)
	Academi Wales, 1000 Lives
	Leading Improvement: QI techniques, human factors. Patient impact project presentations.
	5-6/12/2017

	Enhanced Leadership and Management (Day 4) 
	Alan Willson, ABCi Associate
	Working styles, high reliability systems
	12/12/2018

	Twitter for Beginners Workshop
	Bevan Commission, Andrew Cooper, Sara Long
	Session facilitated by Andrew and I based on patient impact project work, improving communications for projects and tweeting for engagement. 
	09/01/2018

	Junior Doctor’s Forum
	Nevill Hall Hospital
	Working with junior doctors to develop their QI projects. 
	12/01/2018

	Leading People
	Benna Waites
Daniel Madge
	Psychological safety, creating a psychological safety culture. 
Teamworking and collaboration. 
	15/01/2018

	Medical Leadership Programme (Session 4)
	Academi Wales
	Understanding self and others: Myers-Briggs personality type indicator. 
Action Learning Set 
	16/01/2018

	ABCi Silver Modelling: Geographical Modelling
	Dr Doris Behrens
	Introduction to using Excel to model healthcare needs across populations.
	17/01/2018

	One Team Gov Unconference
	N/A
	Unconference aimed at public sector workers. Sessions attended: discovery, understanding user needs. Holding effective meetings. 
	22/01/2018

	NHS Hack Day
	N/A
	Mixing up technology/computer specialists with healthcare professionals for a weekend hackathon to see what happens!
	27-28/01/2018

	ABCi Silver Modelling: Forecasting
	Dr Tracey England
	Learning how to deconstruct healthcare data to make predictions about the future.
	30/01/2018

	Medical Leadership Programme (Session 5)
	Academi Wales
	‘Reality Check’ regarding accountability, risk management and Healthcare Inspectorate Wales.
	31/01/2018

	Leading People 
	Benna Waites
Ian McDonald
	Mapping our leadership journeys, discussions about personal growth. 
Systems leadership, behaviour, values and thinking about how organisations are organised 
	01-02/02/2018

	ABCi Silver Modelling: Systems Thinking
	Dr Doris Behrens
	Recognition that processes in healthcare are not isolated; system dynamics.
	07/02/2018

	Enhanced Leadership and Management (Day 6) 
	Alan Willson, ABCi Associate
	Developing measures, driver diagrams and quality plans.
	13/02/2018

	Medical Leadership Programme (Session 6)

	Academi Wales
Andrew Scocroft
Nita Clarke
	Influencing different kinds of organisations. 
	15/02/2018

	ABCi Silver Modelling: Queuing and Simulation
	Dr John Boulton
	Using discrete event simulation software to model healthcare systems queuing. 
	20/02/2018

	ABCi Silver Modelling: Statistics
	Dr Doris Behrens
	Introduction to statistics for healthcare data analysis. 
	07/03/2018

	Enhanced Leadership and Management (Day 7)
	ABCi
Ian MacDonald
	Systems Leadership
	13/03/2018

	ABCi Silver Modelling: Rostering
	Dr Daniel Gartner
	Using mathematical algorithms to provide best solutions to healthcare rostering problems.
	16/03/2018

	Medical Leadership Programme: Residential Learning Community, Elan Valley Lodge
	Academi Wales
	Team building: Belbin team roles. Effective working. 
	21-23/03/2018

	Applied Neuroscience, MIT Sloane Business School, Boston, USA
	Dr Tara Swart
	Techniques for self-care to maximise cognitive ability, creative problem solving. Opportunity for networking with leaders from a diverse range of backgrounds. 
	27-28/03/2018

	Enhanced Leadership and Management (Day 8)
	Alan Willson, ABCi Associate
Dr Pippa Anderson, Swansea University
	Health economics; cost effectiveness, cost utility analysis. Thinking about patient’s perceptions of healthcare spending. 
	10/04/2018

	ABCi Silver Modelling: Visual Basic for Applications
	Dr Izabella Spernaes
	Coding in VBA to enhance Excel use
	16/04/2018

	QI Hubs Day, Swansea
	1000 Lives
	Meeting and networking with individuals from healthcare improvement hubs across Wales. Facilitated session on communications for improvement. 
	18/04/2018

	Junior Doctor’s Forum
	Nevill Hall Hospital
	Reviewing progress with QI projects, thinking about baseline data collection. 
	20/04/2018

	IBM Watson/Velindre Hospital Workshop, Cardiff
	IBM
Dr Phillip Webb
	Working with the team producing a chat bot facility for Velindre Hospital. Experienced logic flow coding and construction of dialogue structures. 
	24-25/04/2018

	International Forum, Amsterdam
	Institute for Healthcare Improvement: poster presenter
	Presented work around measuring engagement in the junior doctor workforce. Keynote sessions on growth mindset, joy at work. 
	03-04/05/2018

	Medical Leadership Programme (Session 9)
	Academi Wales 
	Leading to influence; push and pull approaches to leading. Considering ‘mental toughness’.
	10/05/2018

	Enhanced Leadership and Management (Day 9)
	Alan Willson, ABCi Associate
	Measurement strategies, PDSA cycles.
	15/05/2018

	Bristol Patient Safety Conference, Bristol 
	Professor Tim Draycott
Dr Kevin Stewart, Jo Pendray
	Learning from healthcare error, thinking about how we can take learning from high reliability models into the workplace. Improving safety culture.
	16/05/2018

	Medical Leadership Programme (Session 10)
	Academi Wales
Worth Consulting
	Introduction to the OSCAR method for coaching conversations, practical session involving trying coaching methods to enhance performance.
	23/05/2018

	Trainee Engagement Forum
	Faculty leads for education from health boards; Cardiff and Vale, ABUHB, Betsi Cadwallader
	Discussion forum examining how to involve trainees in medical leadership and engage in decision making. How to improve culture of QI. 
	25/05/2018

	Medical Leadership Programme (Session 11)
	Academi Wales
	Review of academic course requirements, action learning sets. 
	05/06/2018

	One Health Tech launch event
	
	Evening event featuring female representatives across sectors talking about how we can use data and technology to impact patients and their families. 
	06/06/2018

	“Stats with Cats”
	ABCi session delivered with Dr Doris Behrens
	Basic statistics course designed and developed with Dr Behrens to make concepts accessible to healthcare professionals. 
	13/06/2018

	PyData Meetup, Cardiff
	Presentation from Kdb+
	Looking at timeseries analytics for big data; novel processing methods and database use for fast computation.
	13/06/2018

	Enhanced Leadership and Management (Day 10)
	Alan Willson
	“Year in a Day” demonstration of QI principles in action. Review of Bristol maternity improvement project; importance of engagement.
	19/06/2018

	MediWales Connects conference, Swansea
	Andrew Goodall. 
Workshop session delivered: modelling collaboration with Lego
	Sessions highlighting collaboration between Welsh healthcare systems and technology companies. Delivered interactive workshop session using Lego to facilitate conversations about collaboration and innovation.
	20/06/2018

	Unscheduled Care Collaborative Learning Session 8
	Heads of patient flow, discharge lounge, medical hub
	Delivered interactive Lego Serious Play workshop discussing teamworking and collaboration. 
	21/06/2018

	Advance Improvement: Systems Thinking
	ABCi; Doris Behrens, Rachel Fletcher
	Delivered interactive Lego Serious Play workshop: thinking about safe care culture and systemic issues preventing this.
	22/06/2018

	SatRDay Conference, Cardiff
	Stephanie Locke
	Introductory workshop: using R programming language with tidyverse package to perform fast and insightful data analystics. 
	23/06/2018

	Junior Doctor Forum Celebration Day
	Yvette Cloite
	Presentations from Junior Doctors reporting on the outcomes of their projects. 
	28/06/2018

	Bevan Commission International Conference
	Bevan Commission
	Thinking about the future of healthcare in Wales. Do local services need bringing even closer to home? 
	03-04/07/2018

	Medical Leadership Programme (Session 13)
	Academi Wales
	Positive Psychology and action learning sets. 
	05/07/2018

	Manchester Patient Safety Conference, Manchester
	Health Safety Journal 
	Mostly attended the human factors stream, challenge of achieving individual responsibility and drive for improvement in a busy healthcare setting. 
	09-10/07/2018

	Enhanced Leadership and Management (Session 11)
	Alan Willson
	Combining learning into measurement strategy for projects, thinking about presenting final project
	17/07/2018

	Medical Leadership Programme presentation day
	Academi Wales
	Final project presentations and assessment by UWTSD
	18/07/2018











[bookmark: _Toc530418976]Appendix 2: Personal Leadership Development Plan

	Goal
	How will this be achieved?
	When would I like to achieve it by?
	How will I know I have achieved it? Is there a set end point?

	Embed creative methods of thinking into the workplace
	· Take Lego® workshops into ‘regular’ and not just special sessions
· Develop new ways of using creativity to spark reflection and  shared thinking on abstract topics
· Improve the team’s confidence to run their own sessions
· Take the challenge of bringing creative working to frontline NHS staff
	By Sept 2019: run a workshop in a ‘regular session’

By Sept 2020: run a workshop outside ABCi
	· Meet the achievement steps
· Have trained other staff in using Serious Play® methodology to the point where my presence is not needed

	Become more organisationally visible
	· Start taking more of a liaison role between junior doctors and management
· Step up to be a representative for the trainees 
· Ensure that people in the organisation know who I am and the skills that I have
	By Sept 2020
	· Deliver a project at a high level within the health board 
· Take up a management liaison/leadership role amongst my peers

	Formalise my skills in data analysis
	· Continue to gain skills in programming languages and statistical techniques
· Start work towards data science MSc (3 years part time course at Swansea University)
· Demonstrate practical application of the MSc learning by completing projects using new skills 
	By Sept 2021
	· Successful achievement of data science MSc
· Delivery of appropriate data analysis projects making an impact on our patients

	Continue to work toward CCT in geriatric medicine/general internal medicine 
	· Complete workplace based assessments
· Complete curriculum areas
· Continue ‘apprentice’ style of working with consultant specialists
	August 2020
	· Achieve CCT and join the GMC specialist register
· Successful interview for consultant posts 

	Improve my communication with team members 
	· Focus on communication of ideas and generating a movement amongst my team
· Learn how to motivate without alienation
· Be aware of my personality traits and how they can be negatively construed
	July 2020
	· Complete further HLM 360 and review my progress compared to previous







