LEADERSHIP IN PRACTICE

Developing clinical leadership capacity
among UK foundation trainees

This article provides a guide to how junior doctors can act as leaders within their workplace using various
leadership and management tools, and discusses a novel academic foundation programme in clinical leadership

and management.

ctive leadership and management

is being called for from all profes-

sionals working in the NHS.
Doctors are required to ‘lead change as
well as manage it’, and it is proposed that
medical leadership should be developed at
all levels across the organization
(Department of Health, 2002; Darzi,
2008).

The Medical Leadership Competency
Framework (NHS Institute for Innovation
and Improvement and Academy of
Medical Royal Colleges, 2010) sets out
leadership competencies needed for doc-
tors to become more involved in trans-
forming health services supported by a
growing body of evidence that indicates
that doctors’ appropriate involvement in
clinical leadership and management has a
positive effect on organizational perform-
ance and health improvements (Hamilton
et al, 2008).

At the foundation stage, the Medical
Leadership Competency Framework
competencies have been developed into
the academic foundation programme
competencies, a subset of which refer
specifically to clinical leadership and
management (UK Foundation
Programme Office, 2010). Together,
these documents provide a framework for
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training junior doctors in leadership and
management. This framework informed
the design of an academic programme in
clinical leadership and management, a
collaboration between the University of
Leicester, East Midlands Foundation
School and University Hospitals of
Leicester NHS Trust emergency depart-
ment. The programme is described in this
article.

The Leicester academic
foundation programme in clinical
leadership and ' management

The 1-year academic foundation pro-
gramme commenced in 2009, providing a
cohort of twelve second year foundation
trainees with the opportunity to develop
management and leadership practice
alongside workplace-based learning (with
two-thirds of time spent in the emergency
department) and masters’ level study
(comprising one third of the time). All
trainees are expected to achieve clinical
competences as laid out in the foundation
curriculum in addition to studying for a
Postgraduate Certificate in Clinical
Leadership and Management. The
Postgraduate Certificate curriculum is
mapped onto the Medical Leadership
Competency Framework and was devel-
oped from an existing, successful
Postgraduate  Certificate in Higher
Education Leadership offered by the
University of Leicester. Successful partici-
pants can go on to study at masters’ level if
they choose.

Throughout the year, trainees attend
eight contact days at the University which
include aspects of leadership and man-
agement theory, health policy and organ-
izational systems, self development,
group activities, case studies and action
learning sets. Topics covered are set out in
Figure 1.

The philosophy of the programme is

that learners need to understand and

engage with relevant underpinning theory
which is applied to a wide range of clinical
contexts to deepen awareness and recogni-
tion of how their own and others’ leader-
ship and management approaches affect
clinical practice and health outcomes. Self
development and insight is fundamental
to effective leadership and the programme
participants engage in a variety of self-
development activities, at an both indi-
vidual and group level. Written assess-
ments are closely aligned to workplace-
based learning and reflect contemporary
best practice in leadership and manage-
ment development:

B An essay applying theory to workplace-
based clinical practice

B A workplace-based project manage-
ment report

B A reflective and evaluative portfolio.

The workplace-based project is a vital part

of the programme, requiring the develop-

ment and application of leadership and
management skills in a real-life situation.

This takes place through engagement in

supervised projects, pre-determined by the

Trust, carried out across a range of hospital

departments. The project is carried out

over 6-8 months, supervised by a named
supervisor in the Trust who works with the
trainee to identify and agree project aims,
assist with access to people and depart-
ments, and provide support when things
get tough.

Health improvement projects in the first
year of the programme included:

B Responding to the European Working
Time Directive by reallocating roles in
the trauma unit

B Improving the content, utility and
timeliness of discharges in the emer-
gency department to allow electronic
delivery

B Improving practice in blood transfu-
sion in a hospital medical directorate

B Lean working in the emergency depart-
ment
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B Exploring delayed discharges in the
intensive therapy unit
B Improving theatre efficiency through
establishing a ‘day of surgical arrivals’
unit.
The academic components of the pro-
gramme aim to provide trainees with the
knowledge, skills, interpersonal approach-
es and support to take on leadership roles
in the Trust and successfully engage in
change management and health innova-
tion projects. Here, one of the trainees
shares her experience of how the pro-
gramme worked in practice using her work
on implementing change at the Trusts
transient ischaemic attack clinic. She iden-
tifies issues and strategies for junior doc-
tors taking on leadership roles within their
workplace and how application of relevant
theory and models enables more effective
junior doctor leadership.

The transient ischaemic

attack clinic project:

a junior doctor’s experience

This project was carried out over 7 months
in parallel with clinical work in the emer-
gency department and academic study for

the Postgraduate Certificate. A perform-
ance audit had established that a limited
proportion of patients were seen within
national time targets, partly as a result of
triaging patients.
Meetings with the project supervisor dis-

doctors’ delay in
cussed results of analyses and suggested
changes. An automatic nursing triage sys-
tem was introduced and re-audit found
this was successful in improving the pro-
portion of transient ischaemic attack
patients assessed in accordance with
national guidelines.

Project initiation

Identifying a good project supervisor who
can provide high level support and facili-
tate the progress of your project is vital.
Support from the clinical lead within the
Department of Stroke Medicine was inval-
uable in empowering me to introduce
changes to the transient ischaemic attack
clinic. Drawing up a project initiation
document which incorporates the ‘who,
why and what” of your project and discuss-
ing it with your supervisor allows you to
establish a clear understanding of the
project’s aim and scope. It also acts as a

Figure 1. The Leicester Postgraduate Certificate in Clinical Leadership and Management.

Leading and burlding
teanm

Managing and
leading pecple

NHE curlture
Critical appraisal 27 CONEXt Managing and
ang evaluation feadling Mwrowvation
Leadership and Managhng complex
managemend skills environments

of leadership F¥z Clinical % I||
Leadarship and
Project Management
ikl i Postgraduate
Applying Certificate
knowledpe and
ewidence
Resouroe
management ;
Strategic management
and leading change

reference point throughout the project,
preventing you from sidetracking from
objectives or activities identified at the
outset.

Effective leaders need to understand
the working environment and identify
why change is necessary. When planning
for change, a SWOT analysis (listing
internal strengths and weaknesses and
external opportunities and threats) helps
identify key issues, encouraging you to
strategize your actions to exploit strengths
and opportunities while minimizing
weaknesses and threats. Identifying exter-
nal forces (which included national tar-
gets) coupled with internal audit (dem-
onstrating lack of conformance with
national guidelines) supported suggested
changes in the transient ischaemic attack
clinic.

Working with complex adaptive
systems

Even small-scale health-care systems such
as the transient ischaemic attack clinic
can be complex. The large number of
stakeholders (including doctors, nurses,
patients) involved in running the clinic
and the existing connections between
them can result in constant and discon-
tinuous change, i.e. reflecting a complex
adaptive system (Marion and Bacon,
2000). Within such systems, there is a
tendency to maintain generally bounded
behaviour, or attractor patterns in
response to change. Stakeholders may be
attracted to some elements of the change
and resistant to others, evaluating change
from their individual perspective. As
such, junior doctors need to recognize
that implementing change in health-care
systems can be extremely slow and, as
even relatively small changes may impinge
on many systems, multiple adjustments
may need to be made to the original
project plan.

Understanding and introducing
change

Change can be viewed in four ways: psy-
chologically, structurally, culturally and
politically (Bolman and Deal, 2003). This
‘framing’ helps you consider multiple
dimensions of change. Psychological
aspects include personal feelings involved
during a change process, e.g. uncertainty
among nurses having to triage patients.
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Thinking structurally enables a considera-
tion of formal roles and relationships.
Cultural aspects include existing organiza-
tional values, beliefs and routines. Finally,
when thinking politically, the arenas of
competing interests and how to influence
and negotiate change have to be consid-
ered. The junior doctor’s (with little affilia-
tion to the department) attempt to imple-
ment change may intrude on the political
and cultural context of change.

To plan, introduce and monitor the
impact of change, Kotters (1995) change
model is helpful, particularly in helping to
identify where things might be going
wrong (Table 1).

Good leaders need to make sense of the
work environment by understanding the
issues, communicating these to colleagues
and actively moulding their responses
(McKimm and Phillips, 2009). This can be
achieved by actively collaborating with
others and building relationships to secure
commitment and involvement to deliver
sustainable change and improvement.

Challenges and opportunities

Until recently, leadership and manage-
ment were not necessarily seen as essen-
tial components of undergraduate medi-
cal programmes and there was little train-
ing in these areas at postgraduate level.
The move to (re)engage doctors in clini-
cal leadership has stimulated a wide range
of initiatives, including doctors being
involved in change management projects
supported by e-learning (e.g. LeAD,
www.e-1th.org.uk/projects/lead/index.
html) and local training programmes. All
foundation trainees are required to par-
ticipate in short workshops and e-learn-

ing on management and leadership as
well as carry out a clinical audit, and aca-
demic foundation programmes provide
an opportunity for those with a particular
interest in leadership and management to
progress.

Academic foundation
programmes

A number of deaneries have introduced
more comprehensive leadership develop-
ment programmes as part of the academic
foundation programmes, including that
of Leicestershire, Northamptonshire and
Rutland Healthcare Workforce Deanery,
one of the early proponents of clinical
leadership and management programmes
(Gallen et al, 2007). This programme was
originally an interprofessional programme
which enabled the participants to learn
from other health professionals on an
accredited programme while engaging in
two 6-month rotations in general medi-
cine and general practice. Following eval-
uation, the programme is now more tar-
geted towards the specific needs of the
trainees and attracts a large number of
applicants.

The Leicestershire, Northamptonshire
and Rutland approach echoes that of the
Leicester academic programme described
above. It is vital to ensure that there is
some stability in the clinical environment
(either a year-long placement or two
6-month placements would seem ideal) so
that trainees can have the best opportunity
to achieve the foundation competencies
while undertaking an academic award-
bearing programme.

Evaluation of the Leicester programme
indicates that the workplace-based project

Table 1. Actions for leading change

Kotter’s change model
(reating urgency

Forming a powerful coalition
Communicating the vision
Empowering others

(reating short-term wins
put in place

Building on change
Anchoring changes

What was done

Conducted an audit against national targets

Worked with dinical lead of the department and other key stakeholders
Created a proposal and presented to stakeholders

Introduced changes beneficial fo stakeholders which they carried out
Implemented small changes instead of big changes which could be quickly

Re-audit and proposing new changes
Proving to key personnel that changes worked and making these

‘the way we do things round here’

From Kotter (1995)

is vitally important to the trainees” success
on the leadership programme. Good
supervision is required so that the trainees
are fully supported in what is often a dif-
ficult task. The project and the trainee’s
specific role within it needs to be clearly
identified and communicated to all stake-
holders. Trainees agree that the most effec-
tive role for them is as ‘project champion’
and for that they need to learn specific
project management skills, how the organ-
ization is structured and functions, and
how people within it work and relate to
one another. This is a key area of learning
for the trainees and one which has not
typically been learned at medical school.
The other learning gain of participating in
the project is that of developing their own
personal leadership style and approaches as
they learn to navigate complex systems.
Action learning sets, tutor and supervisor
support and personal management skills
are vital pieces of the jigsaw that enable
achievement.

Challenges remain in applying the
Medical ~ Leadership =~ Competency
Framework to the large number of founda-
tion doctors and enabling them to develop
appropriate leadership skills. Current foun-
dation assessments do not specifically
measure clinical leadership and manage-
ment relating to health systems or organi-
zations or intra- and inter-personal leader-
ship skills (McKimm and Petersen, 2010).
While the current understanding of clinical
management and leadership among some
junior doctors may be poor, many already
participate in leadership activities, e.g.
team leadership, management meetings or
audits but without a theoretical or practical
underpinning.

Palmer and colleagues (2008) investigat-
ed 196 second year foundation trainee
doctors studying a team work and leader-
ship module as part of the West Midlands
foundation programme and found that the
three competencies that were felt to be
most important for the development of
clinical leadership in the NHS were ‘drive
for improvement’, ‘collaborative working’
and ‘personal integrity’. They felt that the
‘personal qualities domain from the
Medical ~ Leadership =~ Competency
Framework was the most important and,
strikingly, did not mention ‘self manage-
ment, ‘political astuteness’ or ‘holding to
account’ at all.
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Junior doctors tend to work within a
transactional, or power and reward con-
cept of leadership, associating leadership
with the structure of the medical hierar-
chy (Barrow et al, 2011) and Palmer et al
(2008) suggest that ‘the majority of them
[second year foundation trainees] accept
the system as it is at the moment, and are
probably more concerned about the
acquisition of clinical skills and the care of
patients than about looking for improve-
ments and change’. This perspective prob-
ably reflects their duties at the time and
the demands of the foundation pro-
gramme and, as Palmer et al acknowledge,
the views of doctors about leadership will
change with experience, maturity and
senijority. This is very apparent when con-
sidering the changing perspectives and
growth of trainees on academic leadership
programmes as they learn and reflect
more about leadership in both theory and
practice.

Conclusions: engaging junior
doctors in leadership

The vast majority of trainees will not
engage in an intensive, supported exposure
to leadership and management theory and
practice as have the Leicester and other
academic second year foundation trainees.
For many junior doctors therefore, effec-
tive leadership may more closely reflect
Kelley’s concept of active or exemplary fol-
lowership which emphasizes self-directed
leadership in the absence of the power of a
job title, encouraging the exploitation of
the ‘power of expertise, influence and per-
suasion’ so that, through active participa-
tion and team-working, they become lead-
ers at their workplace (Kelley, 1992; Fullan,
2004).

As the Medical Leadership Competency
Framework suggests, all junior doctors
should be able to manage themselves, rec-
ognize their impact on others and work
collaboratively in teams, while facilitating
improvement and provision of high quali-
ty, safe health service delivery. This
requires:

B A much greater awareness of leadership

concepts
approaches from supervisors

B Robust and meaningful leadership
development activities locked into

and management and

organizational and health system needs
and improvement

B Specific assessments of clinical leader-
ship and management skills and behav-
iours which are not just tick box exer-
cises or rather superficial multi-source
feedback assessments

B A clearer definition of what junior doc-
tors are expected to lead and manage

B The provision of supported opportuni-
ties for engagement in management
activities

B Management training geared to improv-
ing services within trainees’” micro-envi-
ronment.

Full engagement of doctors in leadership
and management must include effective
leadership and management being mod-
elled ‘at all levels’ and leadership develop-
ment which includes all students, trainees
and practising clinicians across the NHS.
Through a coordinated approach to such
initiatives involving health-care and aca-
demic partners, doctors at all levels can
take appropriate leadership roles in improv-
ing organizational performance and devel-
oping and sustaining wider health improve-
ments and innovations. BJHM
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support and resources.

KEY POINTS

®  (urrent foundation programmes provide limited opportunities for trainees to develop leadership and
management skills with a theorefical underpinning.

®  (linical leadership and management are not assessed fully in the foundation programme.

®  Academic foundation programmes provide those with an interest in clinical leadership and
management with opportunity o develop skills and gain an award.

®  Foundation doctors can make effective contributions to health improvements if given the right

B More work needs to be done to determine the most effective ways of developing leadership and
management competencies in all foundation trainees.

British Journal of Hospital Medicine, July 2011, Vol 72, No 7

409



