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	AL
	Action Learning

	ALS
	Action Learning Set

	CD
	Clinical Director

	CIP
	Cost Improvement Programme

	IMTP
	Intermediate and Medium-Term Plan

	IQT
	Improving Quality Together

	MBTI
	Myers-Briggs Indicator Type

	MLP6 
	Medical Leadership Programme – 6th Cohort

	OMFS
	Oral and Maxillofacial Surgery

	PDP
	Personal Development Plan

	RCA
	Root Cause Analysis

	UHB
	University Health Board





[bookmark: _Toc530494869]PART 1 LEARNING LOG, CRITICAL APPRAISAL OF LEADERSHIP STYLE AND PERSONAL DEVELOPMENT PLAN.
[bookmark: _Toc530494870]Introduction
[bookmark: _Toc530494871]My roles and background
I am the Clinical Director of the Univeristy Dental Hospital in Cardiff, a role I have held for two years. I am responsible for the leadership and management of 42 consultant colleagues and over 50 other clinicians in teaching, career or training grade positions. These clinicians are responsible for around 100,000 patient attendances per annum.

I have 15 years previous experience in leading and managing teams in academia, but until two years ago had limited experience of direct NHS management. For many years the clinical and academic leadership of the University Dental Hospital and School was vested in a single joint post.  When, in 2016, the University decided to end this long-standing arrangement, I had the choice of applying to be Head of School or being the Clinical Director (effectively Head of Hospital). I opted to take on the Clinical Director’s role to provide a new personal challenge as I thought managing the NHS side of our business was preferable to the academic side. The former I believe enabled me to utilise a greater range of skills and is financially more rewarding than managing the School.  However, as a university employee, in conjunction with my role of Clinical Director, I retain two academic functions, namely leading the Department of Dental Public Health, where I have held the Chair since 2006 and also acting as the Director of Postgraduate Studies in the School of Dentistry. 

I opted to undertake the Medical Leadership Programme (MLP6) as I felt that this would broaden my general leadership and management skills, give me some time for reflection and provide reassurance that I was on an equitable footing with other clinical leaders with whom I would interact in my University Health Board (UHB) roles.


[bookmark: _Toc530494872]Learning log
My learning log is in two parts – Part 1 describes the formal learning opportunities that I attended as part of MLP6. I failed to maintain a contemporaneous record of learning opportunities during the year, having only become aware of the necessity of this in the later part of the course.  As a result, Part 2 of my learning log has been completed retrospectively from my diary and recollection of a number of leadership issues that I have faced and reflected on during the past 12 months.
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	Date
	Learning 
	Notes

	Part 1 Didactic teaching sessions via Medical Leadership Programme Cohort 6. MLP6

	18/19 Oct 17
	Introductory Workshop
	This session provided an opportunity to meet fellow participants on the course, to learn of the structure of the course, and the academic requirements of the programme. We learned about setting objectives, and the PDSA cycle and also the Quad of Aims.  I had encountered some of the ideas introduced before but others, like the Quad of Aims was new. This session also constituted my first introduction to action Learning, and I had the opportunity to practice in a group of three.

The concepts of mentoring and coaching were also introduced. I particularly liked the concept of “Unconscious – Incompetence” and the journey to Unconscious Competence”. Thankfully I do not have to many unconsciously-incompetent people to lead. The concept of Johari’s window was also introduced, in the context of planning for the 360-degree appraisal exercise.  

The session by Andrew Scowcroft was particularly stimulating and in particular his take on managing and leading. His review of the key steps and influencers in management and leadership in the past 150 years was enlightening and engendered my enthusiasm for the course I had embarked on.

	9 Nov 17
	Understanding the political and strategic context
	The presentations in this session set out the context in which leadership in NHS Wales takes place.  As a Consultant in Dental Public Health, I need a good understanding of these areas in my “day job” and so I learned less from these sessions that if I were form a solely clinical background. It was however useful to learn about the issues facing a Medical Director. Clearly in any NHS leadership role, it is necessary to think about strategy and influencing.

	5/6 Dec 2017
	Leading Improvement
	Improvement is a key goal in any healthcare setting and gaining knowledge of tools and technique to achieve that end should be obvious. In this session I learned about concepts such as Kotter’s 8 Step Change Model which helped me in my project reported in DSAW7058.  Other interesting concepts introduced but which I have not had the opportunity to actively employ were the “Change Journey for Groups” and the Kubler Ross emotional response to change at an individual level.

It was in this session that I learned about the mechanics of Improving Quality Together (IQT) (NHS Wales, 2018).

	16 Jan 18
	Understanding self and others
	This session focused on the Myers-Briggs Personality Type Indicator and provided the background to understanding the personal profile document received.

The afternoon session was devoted to action learning activities.

	31 Jan 18
	Leading the Quality and Safety Agenda
	This was an interesting session which set the scene for understanding how quality and safety are managed and improved in NHS Wales.  I gained a further understanding of how the risk pool worked, about learning from the claims cycle and about strategic quality improvement. I also learned more about the role of Health Inspectorate Wales.

	15 Feb 18
	Leading Engagement – leading across Boundaries
	I found this a very useful session which explained organisational culture, and managing a workforce. The choice between inspiring, respecting, trust and squeeze, control and monitoring as methods of managing and getting the most from the workforce was interesting. “Culture eats strategy for breakfast” was a useful take away point. 

	21/23 Mar 18
	Residential Learning Community
	This was a highlight of the course. The focus was on teamwork and leadership styles. Feedback via a Belbin team role analysis was very useful in confirming my preferred team roles. The opportunity to think about various types of leadership style, directive/visionary/affiliative and how often I use these styles was a useful learning experience

	25 April 18
	Presentations and Action Learning Set
	This day was spent rehearsing our presentations and working in Action Learning Sets. The benefits of working in action learning sets I have described in detail in part two of this dissertation.

	10 May 18
	Leading and influencing and mental toughness
	In this session I learned about push-pull strategies for influencing. I guess the most important lesson from this session was the importance of involving those you are trying to influence in a positive joint problem-solving approach.

	23 May 18
	Coaching for performance
	Lead by Andrew Gilbert, this was a very useful day in which we were introduced to the OSCAR coaching model. Being in a role where I have a lot of responsibility for either delivering or overseeing the personal development of many others, I found this session very useful. It reassured me in my approach to coaching and mentoring others. “The art of great coaching is the ability to ask great questions” was my take home message from this session.

	5 June 18
	Academic study session
	This day was usefully devoted to explaining what was required in relation to the academic assessments. There was also a helpful presentation on reflective writing.
The afternoon session was devoted to an action learning set. I have reflected in detail on Action Learning Sets below.

	20 June
	Leading and Communicating with impact
	This session focused on communication with the outside world. It provided some very useful tips on undertaking media interviews.

	5 July
	Applying positive psychology
	This session probably worked least well for me of all those that I attended. I think all on the course were fatigued by this stage. The session was limited by the main speaker being taken unwell and unable to deliver her lecture. What teaching we had was all a bit “American” in its outlook.

	Part 2 Ad Hoc learning events and opportunities in the workplace.  
The elements below record a selection of the events, issues and encounters in my Clinical Leadership role in the past year, which I have selected retrospectively from my diary as learning events (though every day is a learning event in my job – and it is never clear at the beginning of the day what will appear on my desk needing an answer).

“A puzzle or a problem” – In one of the didactic teaching sessions we were asked about the difference between a puzzle and a problem. A puzzle has a solution – one answer. A problem has more than one possible solution – more than one answer.  I have tried to keep this in mind. Below is a selection of the problems – large and small that I have had to lead and manage in the past year

	2 Nov 17
	Development of IMTP
	This meeting involved the development of the Intermediate and Medium-Term Plan for the Dental Clinical Board. It provided me with the opportunity to start to think about some of the strategy development issues I was learning about in MLP6.

	Nov 17 -June 18
	Job Planning sessions
	Throughout the year I have been undertaking job planning meetings with all of the 42 Consultants that I manage. This is a very time-consuming task. In these meetings I have to use negotiation and influencing strategies to come to an agreed work plan for the Consultants in our Board.  This has provided me with an opportunity to utilise some of the theory and skills picked up on the course.

	17 Nov 17
	Human Resources
	This task involved working with colleagues to mange a salary dispute raised by a member of clinical staff.

	20 Nov 17
	Interview panel
	This is one of several interview panels that I have served on throughout the year to appoint clinicians into Consultant or other senior Academic posts. This requires the selection of staff that I think will be able to help us improve the quality of what we deliver and develop the Dental Hospital and School.

	7 Dec 17
	Consultant in Paediatric Dentistry 
	This involved a strategic discussion on replacement of a vacant post in paediatric dentistry

	12 Dec 17
	Oral Pathology Services
	This meeting involved staff from my directorate and general pathology services on the transfer of services in light of the inability of in-house services to meet external ISO requirements.

	13 Dec 17
	Major Trauma Centre
	This meeting was in the form of a discussion with OMFS consultants on their requirements in the development of a major trauma centre in Cardiff.

	19 Jan 18
	Development of Tissue Bank
	This work involved the negotiation of a contract for the management of human tissue for research. It required considerable negotiation skills because of the number of parties involved and the relatively high-risk nature in terms of failure to comply with the Human Tissue Act if we got it wrong.

	Jan-Feb 18
	On-call OMFS
	This protracted issue related to how we were going to provide cover for the OMFS rota following a retirement and non-replacement of an academic consultant. It was one of the most difficult issues I have had to deal with in the past year and is still not fully resolved.

	25 Jan 18
	Grievance hearing
	This involved hearing a case in which a member of staff had raised a grievance which I heard as part of the Boards formal grievance handling procedures.

	7 March 18
	Feedback on 360-degree appraisal
	Meeting with external adviser who provided very helpful feedback in my 360-degree appraisal

	16 March 18
	Flexible working request
	This incident required me to make a decision about a request from a member of staff to work in a fashion that was incompatible with service needs. 

	20 March 18
	Oral Surgery Junior Staff
	This meeting with Specialty Doctor Grade staff was designed to involve a group of staff, who had been managerially neglected. 

	10 April 18
	Finance meeting MClinDent programme
	In this meeting it was necessary to negotiate between the University Health Board on agreed budgets to support clinical masters programmes.

	19 April 18
	CIP meeting
	This meeting with the Chief Executive of the Health Board involved an exploration of how the Dental Clinical Board was going to achieve the targets set as part of the Boards Cost Improvement Programme (CIP).

	April 18 - present
	Never Events
	The topic here is Never Events of which we have had five in the University Dental Hospital – three wrong tooth extractions and two wrong site surgeries. This has resulted in considerable issues around conducting root cause analyses and the implementation of local safety standards for invasive surgical procedures. 

	7 June 18
	Sickness Interview
	In this meeting I had to manage a situation where a member of staff with a very poor sickness record had to be counselled on their work attendance patterns.

	19 June 18 - present
	Review of Dental Clinical Board
	This review, initiated by the Chief Executive has been designed to look at the future management arrangements of the University Dental Hospital and where this will sit in a revised Board structure. I have led this review in collaboration with the Board’s Chief Operating Officer. We are currently in the midst of an internal formal consultation on the proposed new structures.



Table 1 Learning log





[bookmark: _Toc530494873]What kind of leader am I?
Now that a few months have passed since the end of the formal and didactic elements of the MLP6 course ended, it is an interesting challenge to have to reflect on “What kind of a leader am I?”  In class we were introduced to different leadership styles, including: Directive; Visionary; Affiliative; Participative; Pacesetting; Coaching, (Goleman, 2000).  I like the definitions of leadership style described by the Executive Collection (2015) and shown in Table 2.

	· Transformational
· Transactional
· Servant
· Autocratic
· Laissez-faire
· Democratic
· Bureaucratic
· Charismatic
· Situational


Table 2 Leadership styles (The Executive Connection, 2015)

I connected with these definitions because I recognised then and could instantly think of previous heads of department or line managers to whom I had worked who predominantly displayed one or other of these styles.

In thinking about my leadership style, I have given thought to two of the self-analysis tools that were used in the MLP6 course, the Myers-Briggs Type Indicator and the Belbin Team role analysis.

My preferences in the Myers-Briggs Analysis are illustrated in Figure 1.

[image: ]

Figure 1 Clarify of preferences in the Myers-Briggs Type Indicator

This is the third time in my career that I have undertaken a Myers-Briggs analysis (MBTI).  For me the interesting thing is that I have on all three occasions been identified as ISTJ as my preferences. I am comfortable with this classification and clearly recognise that the characteristic applied to an individual who is ISTJ is me.  I recognise my tendencies to introversion, for decision making based on facts and to be a logical thinker and to be organised and orderly based on facts – I suppose that it is some of these characterises that make me good at my day job and have led me to have a successful career in dental public health.

In terms of leadership, the basic element of being a good leader is to recognise that not everyone is like you in their preferred way of thinking and working.  That is something that came home to me forcefully the first time I did the MBTI. This was in the context of a Departmental away day for a team that I had worked in for about three years. I was amazed just how the MBTI categorised teammates into categories that I would have predicted knowing the individuals.

For me, it is important to recognise that not every one is as organised as I like to think myself to be. I accept that others can be inveterate “last minuters”, in a perpetual state of disorganisation, they like to be that way.  Full of bright ideas, they never finish anything. These are all the things I am not. It is important in leading, working with and trying to get the best out of others, I recognise these differences.

Looking at my own profile (Figure 1) I am not surprised that the clarity of my expressed preferences for sensing and judging.  It is also interesting to me that Introversion is the least strongly expressed of my preferences – I am sure that a younger me would have scored more highly on that front.  While I can now easily reverse my introversion tendencies in workplace settings, I still at formal events and social gatherings can find myself as “Johnny no mates” at the wine reception.

As a leader to recognise however, that MBTI are preferred states, and not the only states in which an individual can operate is very important. My boss at the time when we first did MBTI, made a note of everyone’s preferred mode and forever after categorised them in that “pigeon-hole” – a dreadful situation when any shortcoming was ascribed to your J-ness or your P-ness!

As an ISTJ type, I think that a younger me would have fallen into the category of Autocratic leader. I have to say that the “ideas people”, the “non-completer finishers”, the “future livers” amongst those that I manage can more easily irk me that the rational types. However, age, experience and whatever wisdom that comes with those have taught me that “it takes all sorts” and everyone has their part to play and contribute (well nearly everyone). The importance of a transactional style in getting the best out of your team has been formally brought home to me during the MLP6 course. I now and will in the future be more mindful of involving others in decisions. I used this to good effect in my reorganisation of oral surgery services described in the previous module on this course.


[image: ]

Figure 2 Team Role Overview – as determined by my Belbin Team Role report


The second analysis undertaken as part of the course was the Belbin Team role analysis.  My personal profile is shown in Figure 2.  Like the MBTI, this also was not the first time that I have undertaken a Belbin analysis, having undertaken this about 10 years ago, again as part of a Departmental away day. To me the most interesting thing here was that in contrast to MBTI my perceived team role has changed somewhat in terms of the relative ranking of certain components.  My top preferences were implementer and shaper, and I guess these are characteristics that you would want in a clinical leader. The drive and courage to overcome obstacles (attributed to a Shaper) is certainly something that I recognise I need to have. Being practical, reliant and efficient, with the ability to turn ideas into actions and to organise work that needs to be done (the attributes of am Implementer), are I think, desirable characteristics in a leader.  Of course, it is also important to look at the other end of the scale and see the attributes that I have scored least on to see where I will need to rely on others to get the job done.  I scored low as a resource investigator – which I don’t see as a problem – I can delegate that. I guess what I need to watch out for, is my low scores on the teamworker and plant dimensions. To listen to others, to not automatically dismiss off-the-wall ideas is something that I need to keep at the forefront of my leadership development.

That links to the concept of transactional leadership, whereby getting the job done is a team effort, whereby others are empowered to have autonomy to get on with things.  To not be overly controlling, while still keeping the ship on course, is the skill of a good clinical leader, and working on these aspects of leadership are an important component in my personal development plan as set out in Table 3.
[bookmark: _Toc530494874]Personal Development Plan (PDP)

To be honest, after the intensity of MLP6, I think it is going to be a challenge to devote a great deal more time to leadership and management development over the next 12 months. The development that I will do will have to fit into the category of putting what I have learned into practice (Table 3).

	Area for Development
	Means to develop
	Time scale

	Involve others when making decisions
	When facing new challenges and projects I will think about whom to involve from the outset.
	On-going

	Visibility in the building
	I will make a point of visiting every Department in the hospital at least once a fortnight.
	On-going

	Listening
	I will make an effort to listen better, particularly to “of-the-wall” ideas.

I will listen to others ideas and be less ready to come up with a solution to their problems – give them an opportunity to solve their own problems. 

I will try to resist telling anecdotes!

	On-going

	Delegation
	I must always think – do I need to be doing this task or could I delegate to someone else, would it genuinely be a development opportunity for someone?
	On-going

	Mindfulness
	I will at all times be aware of my own wellbeing and that of those that I manage.

I will try to have a break a lunchtime.

I will try and reduce the number of weekends that I work
	On-going


Table 3 Personal Development Plan

[bookmark: _Toc530494875]PART 2 REFLECTION
[bookmark: _Toc521316873][bookmark: _Toc530494876]REFLECTION
[bookmark: _Toc530494877]My experience of reflective writing
I thought I should begin this Part of the dissertation by an admission and reflection on reflective writing. I trained and undertook all of my formal education in an era before reflective writing was as widely recognised as an effective learning tool as it is in contemporary education. I am from an era when writing in the first person was an activity reserved for social scientists and frowned upon in medical circles. However, the value of reflective writing in developing a reflective practitioner is now widely recognised (Wald and Reis, 2010). I am now somewhat accustomed to the process and concept of reflection via my annual appraisal and validation procedures. To date that has related primarily to my “clinical work” and so to do this formally and in the context of clinical leadership is novel.

In updating my knowledge of reflective writing, I have found guides from University of Portsmouth (Hampton, 2017) and the Faculty of Public Health (Syed, 2012) particularly helpful, as was the guide by Williams et al. (2012). In reading about reflective writing, I have come to understand the place of reflection in the Learning Cycle espoused by Kolb (1984). I have encountered a number of different models for reflection – searching the Internet reveals a number of models for reflection often proposed by Universities as examples for students as to how they might structure their writing.  Examples of such models are: 

· Kolb The Learning Cycle (1984)
· Schön’s Reflection in Action (1987)
· Trip’s critical Incidents (1993)
· Brookfield’s Critical Lenses (1995)
· Johns’ Model of Structured Reflection (Johns 1995, Johns 2017)
· Gibb’s Reflective Cycle (1998)

Cleary the origins of reflective writing are in the teaching and nursing professions so medicine is coming late to the party (at least the part of medicine that I inhabit).

A little further reading on reflective writing revealed an expanse of different approaches to promoting this as a learning and development tool, for example Donohoe (2015) suggested that the hierarchal approach taken by many to reflective writing could equally be achieved by a domains approach.  Realising that I was in danger of straying into territory beyond the scope of what was being asked in this module and the time I have to get immersed in reflective writing and practice, I have opted to stick with the approach to reflective writing proposed by Gibbs (1988).

Gibbs (1988) proposed 6 stages in his cycle namely:
1. Description: Describe what happened
2. Feelings: What were you thinking and feeling
3. Evaluation: What was good and bad about the experience
4. Analysis: What sense can you make of the situation
5. Conclusion: What else could you have done

These to me are intuitive and of the models I have read about best fit the bill for thinking about my role as a clinical leader.

I have chosen five elements of my experience of the MLP6 programme and of incidents at work whilst engaged with the MLP6 programme to reflect on my clinical leadership.  I will reflect on the following:

· 360-degree appraisal – how am I doing?
· Action learning – what did I learn?
· Organisational Structure – where do I work?
· Resilience – when the going gets tough, what will I do?
· Managing Never Events -my role in the quality improvement Agenda

[bookmark: _Toc530494878]360-degree appraisal – how am I doing?

[bookmark: _Toc530494879]Description

“O wad some Pow’r the giftie gie us,
To see oursels as ithers see us
It wad frae mony a blunder free us
An’foolish notion
What airs in dress an’gait wad lea’e us
An’ev’m devotion”

Robert Burns 1786

The above is the final verse in a poem, penned over 300 years ago by the National Bard of Scotland (Burns, 1786), who via observations on a louse, in the bonnet of a fine lady attending church, concludes that the ability to see ourselves as other see us would be a decided advantage. It was therefore a great bonus to have the opportunity to undertake and have very detailed analysis and feedback on a 360-degree appraisal as part of the MLP6 programme.

Nowadays clinicians are very familiar with the concept of 360-degree appraisal. Regulatory bodies, for revalidation purposes, require the conduct of such feedback and reflection once every five years. However, this exercise is very much focused on clinical acumen, where the feedback asks about clinical skills and the perceptions of patients treated by the clinician (Equiniti, 2018).  The facility offered by the MLP6 programme had the tremendous advantage of focusing on leadership skills. The timing of this exercise could not have been better for me. Having taken on the role of clinical director some 18 months previously, I viewed the exercise as an opportunity to have feedback on how others thought that I was doing in the role.

Given that there was no specified limit on the number of individuals that I could ask to act as appraisers I invited 27 colleagues to give me feedback. I chose from 3 specific cohorts as below plus my line manager:
· clinical leads (direct reports) – these are the head of clinical departments whom I manage directly and other clinical staff I manage either directly (in the case of consultants), or indirectly via the clinical leads in the case of junior and specialty doctor grade staff
· other clinical staff (peers)– this cohort were consultant colleagues, both NHS consultants and clinical academics whom I also manage directly
· administrative and managerial staff (others) – these are the non-clinical staff with whom I work to manage the hospital and also professional service staff on the University side of the business whom I interact with. I do not directly manage any of these staff.

Of the 27 staff I asked to complete the appraisal 24 did so. Figure 3 compares my self-rating, with the average rating of my appraisers across the nine domains measured in the appraisal. This suggests that averaged across all raters, I am viewed as Strong in all domains. The domains where the greatest divergence between self-rating and that of peers were “influencing for results” where I scored myself more highly (Exemplary) than the average by the appraisers (Strong) and “engaging the team” where I scored myself less highly (Proficient) than the appraiser average (Strong).

A breakdown of the scores comparing self with that of my Line manager, direct reports, peers and others (as defined above) is shown in Figure 4. 
[image: ]


Figure 3 Summary of 360-degree appraisal self-rating vs average rating of appraisers.
[image: ]

Figure 4 Comparison of self-rating compared with that provided by line-manager, peers, direct report and others.


In addition to the qualitative aspects of the appraisal summaries in Figures 3 and 4, appraisers were given the opportunity to respond to open questions.  The detailed comments that colleagues took time to write in response to what I did well as leader and what I did less well were extremely helpful. The great majority of these were very positive and comments such as “Ivor is a great leader”, “very strong leadership skills, efficient in responding to issues, well respected leader”.

Many positive comments related to my communication skills and my open-door easy access policy. Many staff also recognised the difficulty of my job in the current financial circumstances in which the NHS is operating.  

Comments which I have taken on board for areas of development related to being “more visible about the building”, “listening reflectively to staff”, “giving praise and positive feedback to teams”; “Do not accumulate too much responsibility for a range of tasks/areas”.  I have incorporated these and other findings from my 360-degree appraisal into my personal development plan for the coming year (Table 3).


[bookmark: _Toc530494880]Feelings
As already stated, I was anxious to have the opportunity to have feedback on how I was performing in my relatively new role of Clinical Director. Having participated in 360-degree exercises before, I did not have any reservations about the process. I know that it was important to ask as broad a range of individuals to appraise me as was possible and not to avoid anyone who might give less than favourable feedback. The biggest unknown in the process was meeting with an assessor who was a stranger to me, who would provide the personal feedback on the process. In the eventuality, this turned out to be a very informative two hours.

[bookmark: _Toc530494881]Evaluation
So, what was good and bad about this process? My reflection is that it was all good and positive. The process has reassured me that the majority view of those that I work with and manage is that I am doing well in my role of clinical director – this exercise was one of the most positive outcomes I have had from participation in MLP6.  There were no negative experiences in the process.

I found it very helpful to talk with the facilitator whom I didn’t know, who in fact worked for a different organisation and who was well-placed to take me through the feedback, in particular the open comments. I found this helpful in identifying areas for development, areas to which I will give greater attention in the future.


[bookmark: _Toc530494882]Analysis
The confidence in my abilities shown by my line manager is encouraging. I have via this process identified a number of areas for further development. All of the comments and feedback were clear although there were, as might be expected, a couple of “off-the-wall” comments in the feedback.  I haven’t until this point thought about the effect of completing the appraisal on the staff I manage or who are part of the team that I rely on to run the hospital. I believe that it is good that staff have been given the opportunity to feedback to me anonymously. I feel that it is not appropriate to provide feedback to appraisers if the format of a “You Said, We Did” type scenario, like might be done in the evaluation of something less personal.  Instead, I will rely on the fact that I have identified development opportunities from this 360 appraisal and hope that for example, the individual who commented that I should be “more visible around the building” will notice that I have enacted a plan to deliberately make a visit to each Department at least once a fortnight.

[bookmark: _Toc530494883]Conclusion
I am reassured by the feedback from my 360-degree appraisal. I have gained confidence that I am doing a good job. I have listened to the person who when through the feedback with me and I will be sure to act on the issues identified.


[bookmark: _Toc530494884]Action learning – what did I learn?

[bookmark: _Toc530494885]Description

Although I have been involved in higher education since 1981, prior to investigating MLP6 and what it had to offer, I had not previously encountered Action Learning (AL) (Academi Wales, 2012). I was therefore surprised to read that this model of development dates back to the 1940s and the work of Reg Revans for the National Coal Board (Public Service Management Wales, 2018).  

I was allocated to an Action Learning Set (ALS) of eight individuals a mixture of experienced clinical directors and training fellows. We met on five occasions over the course of the MLP6 programme.

I brought one significant issue to the ALS, namely a difficulty I was experiencing in managing an on-call rota, following the retiral of a consultant and the decision not to replace the post. There were three distinctive elements that I experienced during the ALSs: the introductory session when we worked in a triad; a sitting out exercise in which I was the participant who “sat-out”; the walking and talking exercise.

[bookmark: _Toc530494886]Feelings
I came to the ALS with an open mind, not knowing what was involved, uncertain whether this would be something useful, something that I would relate to or not. It has been my experience during MLP6 that some of the concepts, models and tools that we were introduced to, I immediately could see me using, things I though clever and helpful. Others I thought, there is too much work in that to make it practicable, perhaps to “artificial”, too theory bound to see me using it to lead the staff for which I am responsible. I guess the upside of this is that we were introduced to so many tools, there would be things for everyone and in fact it would be impossible to utilise all of the tools and techniques introduced.

It quickly became apparent that AL was not tremendously different from peer review (accepting the formal rules in AL are different), or at least, that was how I interpreted it. 

Within a short period of time I had the feeling that our group had “gelled.” We had no problems establishing the “ground rules” and I had the feeling that I was with a group of individuals who were determined to take the exercise seriously and to fully participate. In short, I liked the people in my set. I felt comfortable that I could discuss issues in a setting where confidentiality would be respected.


[bookmark: _Toc530494887]Evaluation
So, what was good and bad about action learning? The good certainly far outweighed any bad in my AL experience. Learning to listen and not to talk and offer immediate advice, tell anecdotes etc. (as is a frequent modus operandi for me) was a very useful experience for me.  The commonality of the issues brought to the group was reassuring – managing up and managing down (the essence of being a clinical director), dealing with difficult colleagues, getting the wayward 10% on board, featured heavily in our discussions.

Having the opportunity to be the “sit-out-ee” was not something I had experienced before – in this technique you describe your problem to the ALS and then withdraw from the circle whilst the other members of the ALS discuss your problem in your physical absence from the immediate group but seated so that you can hear you and your issue being discussed. This certainly gave me an interesting perspective on how colleagues perceived the problem. It was reassuring to know that I had more or less been able to describe a complex issue in a way that they understood, and had identified the key issues as I saw them. In the time available though, they did not come up with a magic solution to my problem of how to manage difficult surgical colleagues!

A further interesting concept that we were introduced to, was one of “walking and talking”. In this technique, working in pairs, rather than discussing issues indoors around a table, participants went for a walk around the park.  This didn’t work for me nearly as well as the sitting out exercise.  I did though have a nice time chatting with my partner and we ended up in the café eating ice-cream.

My only criticism of the ALS experience was that the facilitator, while very good, in the latter stages of the programme spent way too much time at the beginning of each set with “ice-breaker” type exercises. By that time, we as a group just wanted to get on with the meat of the exercise, we were comfortable in each other’s company, and were ready to immediately pick-up from where we had left of previously. I and others in the group felt that we lost quite a lot of valuable time in that way.

[bookmark: _Toc530494888]Analysis
The dynamics in the ALS were interesting, it being composed of a mixture of experienced consultants and training fellows.  This manifested itself in two ways.  At times the issues and problems brought up by the trainees and how they had or were dealing with fell into the category – “that’s not how I would have done it, or when you have been around the block a few more times you’ll know to watch out for that” – and it was tempting to interrupt and say so!  On the other hand, listening to a younger generation of medical professionals gave me an insight into some of the issues they are facing today that weren’t an issue in my day as a junior (- social media can be a terrible thing).

As to what I took away from the ALS experience,
· I have tried since them not to immediately come up with the obvious solution to others problems and issues
· I can see the benefits of the “walking and talking” technique, because it takes you away from the pressures of the formal office setting.  However, I have found it difficult to engineer the circumstances – to say to colleagues can we go for a walk around the park to discuss this – they would think I am losing it.
· The “sitting-out” I found very useful, but this is much to artificial an approach to use in the everyday world of leading a busy NHS hospital – I could only see it working on a dedicated away day or the like.


[bookmark: _Toc530494889]Conclusion
One of the guiding principles of action learning is that “set members do not give advice, tell anecdotes, pass judgement or talk about how it compares to their own situation” (Public Service Management Wales, 2018).  I think this is the single most important thing that I took away from being involved in an Action Learning Set (ALS) (Revans, 2011). I say that because it made me realise that in interacting with the staff I lead and manage, I have a tendency to frequently resort too soon to providing a solution, making comparison with previous situations, telling an anecdote. This isn’t in the context of an Action Learning set, but rather in everyday problem solving. Participation in the ALS has I believe made me a better listener.

I would really value the opportunity to take part in ALSs in future, but how this will get fitted into the hectic schedule of everyday work-life is a challenge.


[bookmark: _Toc530494890]Organisational Structure – where do I work?

[bookmark: _Toc530494891]Description
Above I have reflected on my 360-degree appraisal. That dealt with those with whom I work managerially, above, below and around me. I had been the subject of 360-degree appraisals before and their role in management and leadership was familiar to me.  Thus, the people around me are something with which I am very conscious.

I am also aware of the structure in which we all work. However, this isn’t something that I have given as much attention to as I perhaps should have. I therefore wanted to include in my reflections this short piece on organisational structure. I have to say that the two sessions presented by Andrew Scowcroft (who taught this topic) were amongst those that I most enjoyed in MLP6.

Further reading of Scowcroft’s work (Price and Scowcroft, 2011; Price and Scowcroft 2012) and his concept of an organisation or department having an identity or personality (just like people) rang bells with me. His description of “that’s the way it has always been done here” was familiar. Scowcroft refers to Harrison (1972) and Handy’s (1991) work on the characterisation of organisational culture and character. I have found the metaphors of referring to the four basic organisational cultures as Greek Gods very helpful. I recognise these in my immediate place of work, but also in other organisations and departments with whom I regularly interact.

A particular reason for reflecting on culture is that in the summer just past, as I was completing MLP6, Cardiff and Vale UHB announced a major change in which the future management of the Dental Clinical Board is to be restructured.  This has involved me working with the management executive to prepare for and conduct a consultation exercise.  Constraints of space preclude a detailed description of what the change involves, but it has seen me moving from Clinical Director to Director of the Dental Clinical Board – with responsibility not only for the Dental Hospital but for Community Dental Services as well.

[bookmark: _Toc530494892]Feelings

This change was not unexpected and was something that I had foreseen and had been anticipating. It has given me the chance to work directly with the Chief Operating Officer and his Deputy and for the first time to have direct dealings with the Chief Executive Officer of the Health Board.  Having completed MLP6, I feel somewhat more at home dealing with professional managers.  However, I always try to keep in mind, they are the professional managers, I am the clinical manager and we each have a role to play in the reorganisation process.  Nonetheless it is somewhat adrenaline invoking to attend some of the related meetings where I am sometimes less sure of the brief than would be the case in some other aspects of my job i.e. my public health and research roles.

[bookmark: _Toc530494893]Evaluation
I have found it helpful to spend some time thinking about the work environment, not only in relation to how people behave, but also in terms of how their behaviour is shaped by organisational culture. The rigidity that so frustrates me around dealing with certain departments, totally reflects Handy’s Apollo structure (Handy, 1991).  Perhaps the word “jobs-worth” will come into my mind less frequently in my interactions with the staff in such departments.

[bookmark: _Toc530494894]Analysis
Of course, having taken a further step up the management ladder, I have to think about how I am going to shape the departments that I am responsible for. I suspect that a younger me might have had a tendency to be somewhat Zeus like in how I ran things.  The number of laps that I have put in around the block, means that I can see the benefits of different approaches to organisational character and ideology and that a mixed approach has its advantages.


[bookmark: _Toc530494895]Conclusion

I have concluded that organisational culture and an awareness of how departments work is an important element of management.  I have become aware, perhaps more than in the past, that the behaviour displayed by an individual may reflect the culture of the organisation in which they are operating rather than the individual themselves.

I need to think about what type of organizational culture I want for my hospital, what I can do to influence it.
 

[bookmark: _Toc530494896]Mental Toughness and Resilience – when the going gets tough, what will I do?

[bookmark: _Toc530494897]Description
According to Health and Safety Executive, over 11 million work-days are lost each year because of work related stress (Health and Safety Executive, 2018). One of the inclusions in MLP6 which attracted me to the programme was the session on Mental Toughness. The role of Clinical Director (CD) is a difficult one for two reasons. The CD manages downwards, but is managing peers. The direction of this management is influenced by directions from the Senior Executive Team above.  As CD I therefore frequently find myself in a position where I cannot accede to the expectations of the Consultants that I lead, because of constrains from above. In the current climate this most frequently arises due to financial constraints and the cost improvement programme being implemented by the Health Board.

Resilience impacts on the role of a clinical leader in three dimensions:
· Personal resilience to cope and manage in one’s own role
· Being aware of the resilience and health of those whom you are leading
· Ensuring that you do not overly burden those you are responsible for and being constantly aware of the mental health needs of others.


[bookmark: _Toc530494898]Feelings
Safeguarding my own mental well-being is something that I am acutely aware of and try to take time to think about each day. In an early part of my career I suffered from not being sufficiently aware or taking care of my resilience. At that time, I didn’t really think about my mental health. I worked too long hours – in fact my wife is of the view that I still do. I was therefore keen to take participation in MLP6 as a time to reflect on how I manage stress in myself and in others.


[bookmark: _Toc530494899]Evaluation
On reflection, given the impact on mental health of being a clinical leader, I think that more than one session should have been devoted to the topic in MLP 6. The interesting thing for me was that in the “small-talk” that went with the programme, at lunchtimes, in coffee breaks, much of the conversation related to working with difficult colleagues; how life would be so much easier if …, the disruption to plans caused by one obstreperous individual, and so forth. In fact, many of the issues that we discussed in the Action Learning set related to dealing with difficult people.

Given that I was particularly interested in resilience, I have taken time to read more around this topic than some of the other topics encountered in MLP6.

[bookmark: _Toc530494900]Analysis
In their book on developing mental toughness, Strycharczyk and Clough (2015) stated that the three greatest stress-inducing factors in the workplace are; aspects of workload, time pressure and control. More specifically, Markar (2012) cites bullying, harassment, unrealistic targets, patient complaints, serious adverse clinical incidents and litigation, or fear of litigation, as factors of specific relevance in a medical setting. He further observes that medical managers receive little or no training in these matters (Markar, 2012)

While I was previously well aware of stress, the concept of mental toughness was one that I had not encountered before, at least formally. Strycharczyk and Clough (2015) define mental toughness as “The personality trait which determines in large part how people deal effectively with challenge, stressors and pressure …. irrespective of circumstances”. 

Completing the MTQ48 and subsequent reading has given me a greater insight into the pillars of mental toughness namely: seeing challenges as opportunities; having a high level of self-belief; being able to stick to tasks; and, believing that I control my own destiny.  I think that the last two of these complements of mental toughness (commitment and control) come to me more naturally that the former (challenges and confidence).

Further reading on Resilience (Webb, 2013) stimulated by MLP6 has reminded me of some of the practical steps that I should be taking to ensure resilience while maintaining a high level of performance.  I have noted some of the tips that Webb offers as a means of relaxing and have incorporated these into my PDP.  These include, 
· controlling thoughts (reinforced by practicing the principles of mindfulness (even if that only involves a few deep breaths on occasion!)
· have a definite break at lunchtime (can be difficult with so many lunchtime meetings)
· make time for exercise
· avoid caffeine – Webb (2013) advocates avoiding caffeine on the basis that it increases the secretion of stress hormones like adrenaline – I think I am going to need to do some more research before taking up this advice!
· managing mobile technology
· being assertive 


[bookmark: _Toc530494901]Conclusion

Managing stress in self, avoiding putting stress on, and recognizing stress in others is an important part of being a good manager and clinical leader.  Everyone is much more aware of stress in the workplace than was the case in the past – or at least it is much more commonly talked about and acknowledged. I have resolved to not only be aware of stress but to take more positive steps to manage and avoid it, to maintain resilience.  The Goodreads web site (Goodreads 2018) cites a quote from the Richie Norton,” Overwork is the Black Plague of the 21st Century”. Avoiding the long hours culture is good advice and one which I will endeavor to follow.


[bookmark: _Toc527911923][bookmark: _Toc530494902]Managing Never Events – my role in improving the safety agenda


[bookmark: _Toc527911924][bookmark: _Toc530494903]Description

During the year in which I was enrolled on the MLP6 programme we experienced two Never Events in the University Dental Hospital, and have had a total of five in the past three years.  A never event is defined as, “a serious, largely preventable patient safety incident that should not occur if the available preventative measures have been implemented.” (Welsh Government, 2018).   Clinical mishaps in dentistry which are defined as Never Events include extraction of the wrong tooth and operating on the wrong tooth.  We experienced both of these events in the past year. On one occasion a junior member of staff extracted a wrong tooth and on another, a student operated on a wrong tooth midway through an endodontic procedure.

Never Events need to be immediately escalated via the Health Board’s Governance procedures and also reported to Welsh Government.  As a result, these incidents are identified in the public domain and indeed, in the instances to which I refer, attracted adverse comment in the local press (Wales OnLine, 2018).

A Never Event triggers a full and formal root cause analysis (RCA), and the need to develop an action plan, which includes the development of safeguarding measures to prevent a recurrence of the incident. It is also necessary to facilitate redress / compensation of the patient involved. These events consume an enormous amount of time and energy to sort out.

In the months after these incidents we have introduced two Local Safety Standards for Invasive Procedures (LocSSIPs) (NHS Improvement, 2016).

[bookmark: _Toc527911925][bookmark: _Toc530494904]Feelings

Clearly anyone managing a clinical service would want at all costs to avoid an adverse event involving a patient.  However, clinical incidents are a part of care. Our duty is to minimise the chances of these happening.  I have been in and around dental schools for thirty-seven years now.  Wrong tooth extraction is a feature of dental care and has happened in all hospitals in which I have worked. As sure as the sun will come up tomorrow, someone will at some stage in the future, take out the wrong tooth.  Usually investigation reveals an understandable reason why this has occurred, misinterpretation of nomenclature, two similarly decayed teeth adjacent to one another and so on.

Given we have had a total of five Never Events in the past three years, my immediate thinking and feelings are not reproducible in an academic dissertation, but inside my head I had words beginning with “s” and “f” going around. I was thinking how has this happened again – but knowing that wrong tooth extraction happens. In some ways I was thinking, taking out the wrong tooth is undesirable, but should it be categorised in the same league as taking out the wrong kidney?

I was aware not to express these feelings, to avoid someone saying or thinking, what if it was one of your relatives or you who had the wrong tooth taken out? However, I am supported by an excellent clinical governance manager, to whom I could delegate the RCA. She has played a crucial role in helping us subsequently develop the LocSSIPs.

[bookmark: _Toc527911926][bookmark: _Toc530494905]Evaluation

What was good and bad about the experience?  The worst thing was of course that they happened at all.  Personally, I guess the main issue was the number of these incidents that we had experienced in a short period of time. The fact that the incidents made headlines in the local press wasn’t great either!

I guess the good is that we were spurred on to develop and implement the LocSSIPs. These are standardised operating procedures that are designed to minimise variation and reduce the chance of an adverse incident during surgery.

[bookmark: _Toc527911927][bookmark: _Toc530494906]Analysis
It was easy to make sense of the situation. The explanation provided by the staff and student involved were plausible and honest. They were mistakes. I personally think that wrong tooth extraction should be classified as a serious clinical incident, and not a never event, but am unlikely to win that argument.

I am happy that the RCA was through and well conducted and that suitable recompense / reparative actions have been put in place to recompense the patients affected. In both instances the patients were accepting of the situation and managing them and their expectations was well done by me and the staff involved. 

[bookmark: _Toc527911928][bookmark: _Toc530494907]Conclusion

As to what else I could have done? On reflection I think that I we have managed the situation well and now have more robust systems in place, to reduce the chances of recurrence. I do however believe that such is the nature of what we do, that at some stage in the future this is likely to be something that I will have to face in the future. I am however prepared to face that should the situation arise.
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This report is based upon your Self-Perception only.
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Team Role

The graph above shows your Team Roles in order of preference. Some people have an even spread of
Team Roles whilst others may have one or two very high and very low Team Roles. An individual does
not necessarily show all nine Team Role behaviours.

This graph is based solely on your views. In addition to analysing your own views, you can ask others to
complete Observer Assessments to provide feedback about the Team Role behaviours they observe in
you. This s useful because Team Role contributions are about the way others see us and work with us,
as well as the way we perceive ourselves.
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Your 360° overview

The diagram below displays the average rating from all of your raters and from yourself
on the nine leadership dimensions of the Healthcare Leadership Model. This diagram
enables you 1o see any gaps in perception between yourself and your raters.

Feedback has been collected from up o five perspectives; Self, Line Manager, Peers,
Direct Reports and Others. All 360° behaviours are rated against the five levels
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$ - Strong X — Exemplary

— Selfrating = - - Average rating (excludes sel rating)
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Your rater groups

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