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Abstract

Aim: To explore whether paediatricians in training can develop leadership skills through
participating in a specifically designed leadership development initiative.

Methods: A systematic review was conducted to explore the healthcare leadership literature
for empirical evidence of different approaches to leadership development. Informed by this
review, and conceptualised by key leadership theories, a work-based leadership development
initiative was established within a newly formed trainee committee in the London School of
Paediatrics. 32 paediatric trainee participants were recruited, and a comparator group came
from within the wider trainee population. The trainee group recruited to the leadership
initiative were also offered the opportunity to use a multi-source feedback tool to support their
learning. The impact of the leadership development initiative was evaluated using a mixed
methods approach. A web-based self-assessment questionnaire was designed, validated and
then used as a pre- and post-intervention (12-months) quantitative measure. In addition focus
groups were run pre- and post-intervention and framework analysis was used to explore the
qualitative data.

Results: The systematic review highlighted small areas of empirical evidence around
leadership development within medicine. The quantitative analysis demonstrated a significant
increase in the participants’ self-assessment scores between the pre-intervention questionnaire
and the post-intervention questionnaire. Additionally, paired t-tests demonstrated statistically
significant increases in scores relating to ‘developing networks and building & maintaining
relationships’ and ‘working within teams and encouraging contribution’. The qualitative
analysis highlighted the importance of personal development, team-working and understanding
the wider context of healthcare systems emerged as important themes.

Conclusions: This work helps to strengthen the understanding that clinical leadership skills
and capabilities can be learned by trainee paediatricians. The results are suggestive of the
positive impact of the intervention on many of the individuals involved, and despite some
methodological weaknesses, this thesis has generated new evidence that can be used to
influence the design and planning of other leadership development initiatives in the future.
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Chapter 1 – Background
Chapter Overview
This chapter explains the context and background to the thesis. It begins by describing the
theoretical perspectives of leadership on which this work is built. The chapter then describes
the background to clinical and medical leadership within the NHS, and introduces the
Medical Leadership Competency Framework (MLCF). It then details the aims and
objectives of the thesis and maps out each of the exploratory methods that are used within
the thesis on a flowchart.

1.1

Background to wider leadership literature and theories

This section provides a theoretical basis for the thesis, through a critique of some of the key
themes and arguments from the wider leadership literature.

1.1.1

Introduction to the evolution of theories of leadership

The study of leadership has existed for many years and has been consistently described and
documented since the 1920s, when it began to be an area of academic study. It can be argued
that the emergent leadership theories over the last 80-90 years have been influenced by the
society in which they are set (1), which makes the case for the importance of new leadership
development initiatives being relevant to the society in which they are being introduced.
Initially, the main emphasis of academic leadership theorists was on the individual, with focus
on describing the traits and personalities of great leaders. Their approach subsequently moved
to explore the behaviours of leaders, underpinned by the generation of empirical evidence
through observation of what leaders actually did. In recent years there has been a more explicit
emphasis on a leadership approach that works within a society where social hierarchies have
been broken down. This evolution through some of the more widely recognised leadership
theories, and how this has provided a theoretical framework for this thesis, is described below.

1.1.2

Trait theory

Much of the early leadership literature focused on trying to identify and describe the
characteristics of individuals, who by their status, power or reputation were considered to be
leaders. This approach, known as the trait theory, assumed that these individuals possessed
certain traits or characteristics that made them ‘natural’ leaders. If these traits, which were also
regarded by many academics as innate, could be identified in people, it could be argues that it
11

would enable them to be appointed to the appropriate leadership roles. Despite extensive
academic pursuit of the key characteristics only a few factors – intelligence, self-confidence,
drive, integrity and achievement – have emerged with any stability across different research
contexts (2)(3), and so many theories of leadership began to more towards a more behavioural
framework (4). Some of the difficulties with using trait theories to shape an approach to
leadership development are that, firstly, there needs to be consensus about which
characteristics should be considered the most important, and, secondly, the characteristics need
to be stable across different situations (1). Unfortunately, it can be argued that neither of these
really hold true (5)(4). Spurgeon, Clark and Ham suggest that the trait approach might have
some resonance with the medical profession because of the focus placed on key personal
characteristics in selection into medicine, and in recruitment to specialty training programmes.
However, they point out that while doctors may employ personal qualities in the patient-doctor
context, the same traits may not necessarily have the same weight or influence in the dynamic
group context of leadership (2).

Despite these difficulties with context and situation, interest in trait theory remains. AlimoMetcalfe and Alban-Metcalfe (6) have written widely around a new set of descriptors that they
have studied through questionnaire-based research – approachable, inspirational, genuine
concern, collaborative. They argue these should be more accommodating of a more modern
context. However, the issues around weighting and stability, described in the paragraph above,
remain. There are also difficulties in how one measures traits (7). With these concerns around
instability across different situations, trait theory has not been actively used to shape the
medical leadership intervention in this work. However, the nature of the focus groups used in
the research may allow for discussions around leadership traits to emerge within this
exploratory research.

1.1.3

Leadership styles and behaviours

In response to the criticisms of the failure of trait theories to recognise the impact of different
contexts or situations in which leadership occurs (8), leadership researchers began to describe
new leadership models that focused on leadership behaviours, or styles. Two broad sets of
behaviours emerged; task behaviours where there is priority on getting different aspects of the
job done, and relationship behaviours where the emphasis is on the way people work together
(9)(10)(11). The aspiration of this research was to link a specific style to a measurable
outcome. However, as with much of the trait theory work, it can be hard for a clear
relationship to be established (12). Whether or not task and relationship styles can be found in
one person, can play out simultaneously, can realistically adapt to the changing context and
12

can be the useful target of leadership development interventions are areas of debate (13)(14).
There is criticism that, as with trait theories, leadership-style theories fail to consider the
leadership setting (15)(16), and although they focus on behaviour, they do not directly address
the values that are relevant and effective in delivering outcomes. Derue et al (17) performed a
meta-analysis of 79 previously published studies in an attempt to explore the evidence behind
how traits and behaviours interact with each other, and to determine whether one approach is
better than the other. They conclude that overall leadership behaviours are a better predictor of
leadership effectiveness that traits, and that the most effective leaders are those who plan work,
support and enable their followers, and facilitate change.

Goffee and Jones have viewed the trait and behavioural theories through a different lens,
arguing that it is not the leadership style that makes a great leader, but the underlying authentic
personal qualities that make the style effective (18). This approach to the trait and behavioural
theories of leadership informs the first domain of the Medical Leadership Competency
Framework (MLCF) (19), which is described in the section below, and has an important
impact on the design of the leadership development intervention in this research.

1.1.4

Transactional and transformational leadership

The realisation that the external environments in which leadership challenges arise are variable
and unstable led to the emergence of a sizeable literature exploring the concepts around
transactional versus transformational leadership (20)(8)(21)(7). Transactional leadership can
be described as a series of exchanges between a leader and his or her followers, normally
based on a hierarchical organisational structure. By contrast transformational leaders release
potential through the empowerment and development of their followers, although some
commentators argue that the two can be viewed as a continuum (21). This relationship between
leaders and followers is crucial to these theoretical approaches (22). In transformational
leadership organisational vision and values are clearly stated and the work of each individual
within the team is aligned to the achievement of longer-term goals (23). Transformational
leadership has been a widely-adopted model, and has been incorporated into many public
sector leadership frameworks across the world. It has also strongly influenced the shape of the
Medical Leadership Competency Framework (MLCF) (19), which in itself has provided an
important framework for this thesis. It can be argued that the main disadvantage of this is the
focus is on the individual leader, rather than the organisation as a whole (7)(24).
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1.1.5

Healthcare organisations as professional bureaucracies

Another influential leadership theory comes from the work of the organisational theorist Henry
Mintzberg, who characterised healthcare organisations as ‘professional bureaucracies’ rather
than ‘machine bureaucracies’ (25). In professional bureaucracies, of which healthcare
organisations would be a key example, the front-line staff members, he argues, have a large
measure of control of the nature and content of their work. It is their education, training and
specialist expertise that gives them that influence. This means that compared to a machine
bureaucracy, such as a government department, directives passed down from the top of a
‘chain of command’ often have relatively little impact, and may at times be ignored or resisted
by frontline staff. Mintzberg highlights that, furthermore, professional bureaucracies have an
inverted power structure where staff members at the bottom of the organisation often have
greater influence over the day-to-day decision making than other staff in more senior positions.
From this emerges the important concept of ‘followership’ (26). The influence of frontline
staff within a professional bureaucracy provides both challenges and opportunities for leaders
in these organisations. While organisations can benefit from these ‘bottom-up’ influences,
Badrick and Preston’s (27) examination of the implementation of quality management systems
in a number of healthcare settings showed that it was the professional bureaucracies that
struggled the most to implement a consistent approach to quality. It can be argued that this
challenges our current approach of regulation and performance management within the health
system in the UK.

Spurgeon, Clark and Ham argue that three implications for leadership follow on from
Mintzberg's theories (2). Firstly, in professional bureaucracies, professionals and the networks
that they form play an important leadership and co-ordination role. Peer support, peer review
and, on occasions, peer pressure are all important horizontal processes that can hold great
influence. Secondly, they argue that professional bureaucracies are characterised by distributed
leadership where large numbers of clinical leaders from different backgrounds and at different
levels work together. Clinical microsystems are important systems where this distributed
leadership can sit (28). Thirdly, they highlight the importance of collective leadership in
healthcare organisations, where leadership comes from teams rather than necessarily just
charismatic individuals. These implications are highly relevant in terms of their support for a
work-based team-orientated approach to leadership development, where groups of clinical
leaders from different levels and backgrounds come together to lead improvements. The ideas
around peer-support and distributed team-based leadership are important influences on the
design of the leadership intervention in this research.
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1.1.6

Shared Leadership

One of the criticisms of the transformational leadership approach described in sub-section
1.1.4 above is that focusing on one individual is somewhat limited (7)(24). Within healthcare,
increasingly complex problems and sets of tasks facing organisations have led to the
emergence of the delivery of care by multiprofessional teams. Leadership tasks are shared
across teams, networks and organisational boundaries. Shared leadership is an approach that
can support and enable this (29), and is crucially much more focused on leadership, rather than
on a specific leader. Leadership is distributed amongst a group of individuals rather than being
held centrally by a single person who acts as the leader (30). The knowledge, capability,
experience and capacity of each individual member of a team are highly valued and together
are used to share, or distribute, the different leadership tasks across a team. There is a growing
body of evidence that suggests that a shared leadership approach can deliver success across a
range of different sectors (31)(32). Specifically, there is evidence that shared leadership can
increase risk taking, innovation and commitment, which should improve the performance of a
team, and result in improved care for patients (31)(33). Ulhoi and Muller (34) analysed 271
papers relating to shared, collective and distributed leadership. They concluded that if shared
leadership is to be seen as a genuinely collective phenomenon then the leader-follower
dichotomy of leadership needs to be replaced. They argue that with the right support and
development individuals are capable of playing both the leader and follower roles.

The Medical Leadership Competency Framework (MLCF) (19), which is described below in
sub-section 1.5.4, and is the leadership framework used in this thesis, is built on these
theoretical principles of professional bureaucracies and shared leadership.

1.2

Background to clinical leadership and medical leadership

This section builds on the leadership theories discussed above, to focus in on clinical
leadership and then more specifically medical leadership. It also introduces the Medical
Leadership Competency Framework (MLCF) (19), and describes the lead researcher’s (RK)
involvement in the national work to embed the framework within postgraduate medical
curricula across the UK. This experience, as explained in Section 1.2.4, had a significant
impact on the development of this thesis.

1.2.1

What is clinical leadership?

‘Clinical leadership’ is a concept that has emerged from these broader leadership theories (23).
It is a phrase that has become increasingly used within healthcare in the last 5-10 years, yet for
15

many of the 1.4 million employees of the NHS (35) there is the potential for uncertainty as to
what this actually means for them and the patients they look after. Mountford and Webb’s
illustration of a number of global examples of where clinical leadership has positively
impacted on clinical outcomes provides a pragmatic, case-based definition (36):
‘Clinical leadership is putting clinicians at the heart of shaping and running clinical
services, so as to deliver excellent outcomes for patients and populations, not as a oneoff task or project, but as a core part of clinicians’ professional identity (37).’

There is growing case-based recognition that strong clinical leadership, shared in a distributed
way across clinical teams, is an effective way to manage and improve services in order to
deliver the very best possible care to patients (2)(38)(39). Some of the strongest examples of
where clinical leadership is embedded throughout organisations come from the Mayo Clinic
(40) and Kaiser Permanente (41), in the United States. There are also UK examples emerging
where clinical leadership has been a key driver in improved clinical outcomes (39)(42). In each
of these examples, the conclusions of the authors are that it is the partnerships between doctors
and managers, the team-based approach where individuals can have roles that move between
followers and leaders, and the focus on quality that have led to improved outcomes.

1.2.2

Clinical leadership in the NHS

Within the NHS, clinical leadership has emerged in recent years as an important policy driver
to the organisation and delivery of safe and efficient healthcare. In the UK, Lord Darzi’s NHS
Next Stage Review in 2008 described clinical leadership as:
‘Central to our expectations of the healthcare professionals of tomorrow (43)’

by which I think he is demanding that clinical leadership will be something that is expected of
everyone working in the NHS. Prof Sir John Tooke, in ‘Aspiring to Excellence’, the inquiry
into the Modernising Medical Careers programme that sought to transform postgraduate
medical training in the UK, recognised the need to bring leadership into education and
training, although it could be argued that the word ‘commander’ gives an emphasis removed
from the theories around shared and collective leadership described above:
‘The doctor’s frequent role as head of the healthcare team and commander of
considerable clinical resource requires that greater attention is paid to management and
leadership skills regardless of specialism (44).’

Ham and Dickinson conducted two reviews in 2007 to explore what could be learned from the
international experience and research evidence in support of engaging doctors in clinical
leadership (45). The first was a survey where experts in different countries were asked to write
16

a paper on their experiences, and the second was a more systematic review of the role of
medical engagement in the leadership literature. In their paper they argue for a concerted focus
on developing the training and support for doctors in taking on leadership roles. Although
much of this work emerged from professional experience rather than empirical evidence, the
breadth of healthcare systems examined gives their analysis strength.

In their 2012 guidance, ‘Leadership and management for all doctors’, the GMC recognises that
while doctors have historically been trained to care for the patient who is in front of them,
there has been less emphasis on developing a knowledge of the wider system in which they
work (46). This guidance, which highlights the role of the doctor in leading system-wide
approaches (ie ones that reach beyond individual organisations, specialties or patient
pathways) to delivering safe and effective care, was established through the formation of a
working group and then a process of formal consultation. This is important as it provides a
base from which undergraduate and postgraduate curricula, as well as guidance around
appraisal and revalidation, can be influenced.

In his New England Journal of Medicine paper on clinical leadership (47) Richard Bohmer
highlights survey-based work that suggests clinicians want a greater leadership role but feel
unprepared or disempowered (48). He argues that healthcare leaders can encourage and
support clinical leadership by framing their organizational purpose as creating value, and
through giving local leaders the authority to make microsystem changes.

There are other researchers who argue that developing experience and capabilities in these
areas is important for all clinicians, as we all have a responsibility to constantly seek to
improve the system within which we work. In his paper based on interviews and site visits to
over 20 clinical microsystems in the United States Paul Batalden developed the argument as to
how ‘quality improvement’ can transform healthcare (49), concluding that:
‘everyone in healthcare really has two jobs when they come to work every day: to do
their work and to improve it.’

This is important as it sets out the importance of creating a culture of continuous improvement
amongst all staff within different healthcare organisations.

In 2013 Dickinson et al published a mixed method study to examine the current evidence for
the impact of clinical leadership in England (50). This involved a questionnaire survey of NHS
trusts in England, case studies of nine NHS trusts that responded to the survey; and the use of
17

the Medical Engagement Scale in these case studies to establish the extent to which doctors
feel engaged in the work of their organisations. They found many barriers to involving doctors
effectively in leadership roles, and concluded that in most organisations a significant change in
approach is needed to overcome these barriers. Their ideas included increasing the time
commitment of medical leaders, positioning more doctors in formal leadership roles and
developing a culture of engagement that was found in the most leading organisations. This is
important as it begins to provide an evidence-base to support policy makers and leadership
development leads to develop programmes with the best possible approach.

A challenge for the NHS, and for other healthcare systems across the world, is how to train,
enable and support their workforce to develop as clinical leaders and to be able to take on both
of these tasks. In the UK, the establishment of the Faculty of Medical Leadership and
Management (FMLM) in 2011 has been one national-level approach to tackling this challenge.
FMLM is a professional membership organisation which aims to promote the advancement of
medical leadership, management and quality improvement at all stages of the medical career
for the benefit of patients. Looking beyond doctors and medical leadership, the NHS
Leadership Academy was established in England in 2012 with the principal purpose of
developing outstanding leadership in health, with a continual focus on improving patients'
experiences and their health outcomes. Although very young, both of these organisations are
working hard to evidence the impact of their leadership development work. To date this has
been through the publication of case studies (51) and outputs such as the consultation for and
publication of professional standards (52), but as their influence and networks widen their
ability to influence policy, education and training curricula and service standards is likely to
strengthen.

1.2.3

Clinical leadership or medical leadership?

Most of the concepts discussed within the previous section have related to clinical leadership,
which has applicability to all clinicians or health professionals working together to improve
care for patients. The subjects involved in this thesis are postgraduate medical trainees in
paediatrics, ie doctors, so there is an argument that the term ‘medical leadership’ should be
used. Indeed, Spurgeon, Clark and Ham, in their highly informative text on medical leadership
and engagement (2), argue that too often commentators use the term ‘clinical leadership’,
when clearly meaning ‘medical leadership’. They point out that doctors have been involved in
the running of health services, locally, nationally and internationally since the very first
pioneers established and ran health services many centuries ago. They also highlight the
emergence of evidence of the relationship between the extent to which doctors are engaged in
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the planning, shaping and leading of services and the wider performance of their organisation
(53). They do acknowledge, though, that the majority of policy statements, papers and
directives prefer to use the term clinical leadership, despite their focus on doctors. Perhaps it is
the need to contextualise this leadership development within a modern health service, where
the delivery of care is a multiprofessional team activity, that leads to a preference to use
‘clinical leadership’. In this thesis, which is a study of leadership development in doctors,
using the term ‘clinical leadership’ is the approach that has been taken, although with the
introduction of the Medical Leadership Competency Framework (MLCF) in the next section it
must be acknowledged that the terminology is on reflection unfortunate.

1.2.4

Medical Leadership Competency Framework (MLCF)

The Medical Leadership Competency Framework (MLCF) was developed through
collaboration between the NHS Institute of Innovation and Improvement and the Academy of
Medical Royal Colleges (19). It was based on a detailed review of medical leadership
experience from across the world, and through a comparative analysis of medical curricula and
leadership competency frameworks including the NHS Leadership Qualities Framework
(LQF), which was introduced in 2006 to support the development of senior NHS leaders (54).
The project team who designed the MLCF also consulted with members of the medical and
wider NHS community and received input from a project steering group, a reference group and
focus groups. Since it was originally published in May 2008, the MLCF has been tested in a
range of medical education and service communities feedback has been received from many
individuals and groups including patient and lay groups, equality and diversity experts,
medical students and doctors, and from organisations implementing the framework. Many of
the suggested improvements have been incorporated in to the second edition and third editions.

Shaped by the input of this wide range of stakeholders, the MLCF aimed to describe the
‘competencies’ that doctors need to develop as clinical leaders. My interpretation of the word
competencies in this context are that these are the skills, approaches and behaviours that
underpin clinical leadership. These competencies, which were arranged into 5 domains, each
with 4 different elements, had a focus on developing personal qualities, working within teams,
and becoming actively involved in the planning, delivery and transformation of clinical
services.
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MLCF Domains:

MLCF Elements:

Demonstrating
Personal Qualities

Developing Self Awareness
Managing Yourself
Continuing Personal Development
Acting with Integrity

Working with
Others

Developing Networks
Building & Maintaining Relationships
Encouraging Contribution
Working within Teams

Managing Services

Planning
Managing People
Managing Resources
Managing Performance

Improving Services

Ensuring Patient Safety
Critically Evaluating
Facilitating Transformation
Encouraging Improvement & Innovation

Setting Direction

Identifying the Contexts for Change
Applying Knowledge and Evidence
Making Decisions
Evaluating Impact

Table 1.1

Domains and elements of the Medical Leadership Competency
Framework (19)

Reflecting back it is clear that the development of personal qualities relates back to the
discussions around leadership styles in sub-section 1.1.3 (18), and that elements within the
working with teams, managing and improving services domains are strongly underpinned by
the wider leadership research evidence discussed in the sub-sections on transformational
leadership, healthcare organisations and professional bureaucracies and shared leadership.
These theories have influenced the shape and tone of the MLCF, and the different
competencies detailed within it. It could be argued that the MLCF provides a language for
doctors in training, and those who train them, to access some of the learning and application of
these leadership theories.

During the period when I was designing and planning this research project I was asked to join
the ‘Enhancing Engagement in Medical Leadership’ project team who were responsible for the
development of the MLCF. At this time the 1st edition of the MLCF had been published so
much of the focus was on implementation, where there were two main challenges to address.
The first of these was to work to influence the key bodies involved in setting standards,
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curricula and managing the quality assurance processes (ie the General Medical Council, the
Postgraduate Medical Education Training Board and the Medical Royal Colleges) to increase
the presence of medical leadership and the MLCF within their work. The second, which
aligned directly to my work in this research project, was focused on enthusing and enabling
trainees and trainers to engage with the MLCF and to use it as a framework and stimulus to
make opportunities for work-based leadership learning.

My experiences while undertaking this work were of real significance to this thesis. During the
time I was working with the team the 2nd and 3rd editions of the MLCF were published (19).
We also succeeded in incorporating it into the GMC’s guidance for undergraduate doctors
Tomorrow’s Doctors (55), developed guidance for medical schools, and developed the
Medical Leadership Curriculum (56) which was incorporated into the 58 specialty curricula of
the Medical Royal Colleges and Faculties. Above all this work gave me a deep understanding
of what clinical leadership really means in practice. It allowed me to work through how written
competencies could be learned and assessed within the workplace, and to work with clinical
colleagues to explore which activities could best provide leadership learning. I also found the
space to reflect back on my understanding of the wider leadership literature and to work
through the possibilities around developing a work-based leadership development intervention
within this study.

In addition, the MLCF gave important content validity to the self-assessment questionnaire and
scale that were developed for this project, and provided a strong framework for much of the
content of the leadership development intervention. Chapter 4 describes the opportunities and
limitations of this in more detail.

1.2.5

Leadership learning within paediatrics

Paediatricians are the clinical group considered in this thesis, with the question around whether
they can learn clinical leadership skills. It therefore seems important to briefly describe the
context of their work and some of the current issues within the specialty. Paediatrics has a
number of important challenges that it is currently facing. These include increasing child
protection work, large-scale public health initiatives around immunisation and obesity, and the
development of adolescent-focused services to support the transition of the care for children
and young people from paediatric services and into adult services. With moves towards a
model of Consultant-delivered care there are complex workforce planning issues and concerns
around potential recruitment difficulties in the future (57)(58). While all of these issues
generate challenge and anxiety for paediatricians, they also provide opportunities for them to
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develop a greater understanding of some of the wider, systemic issues within healthcare, and to
develop as clinical leaders. These challenges may be different for other specialties although the
concept of a doctor learning to move on from just thinking about the single patient within a
consultation to also considering a more systemic approach applies in all cases.

It has been interesting to also reflect back on some of the leadership theories discussed earlier
in the chapter to consider their influence on the way in which paediatric services are led and
run. Paediatrics has a long and proud history of multi-professional working (59)(60), with
many departments running their services through the collaborative work of multi-disciplinary
teams (MDTs). This approach to running paediatric services strongly relates to the theories
around professional bureaucracies (25) and shared leadership (30). The nature of this work
provides opportunities to develop self-awareness, to encourage and acknowledge the
contribution of others and to learn team working skills, all of which are key leadership
competencies highlighted within the MLCF.

1.2.6

Definitions of leadership

Leadership has been described as a phenomenon that almost everyone has an opinion on, but
definitions of leadership are often strongly contested and tend to be context-bound (61). As
Bernard Bass observed, there are almost as many different definitions of leadership as there are
persons who have attempted to define it (8). The interpretation that Peter Spurgeon and I used
in our medical leadership book, aimed at tutors and trainees, was that:
‘contemporary leadership seems to be a matter of aligning people towards common
goals and empowering them to take the actions needed to reach them (12).’

Our rationale for the book was to use a simple, workable definition that would be accessible to
colleagues working within clinical settings, and this argument also applies to this research. It is
important that the paediatrician participants in this study have a definition of leadership that
resonates with them as they look to gain leadership learning.

The other confounder to briefly consider is the debate around the differences between
leadership and management. One school of thought has emphasised that leadership and
management are two completely different functions. Zaleznik (62), for example, has suggested
that leaders develop visions and drive changes while managers monitor progress and solve
problems. In their introduction to clinical leadership, Swanwick and McKimm highlight some
of the differences between leadership and management, before pointing out one of the pitfalls
of taking an approach that separates them out:
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‘....some unique features of both activities, namely leadership as being about setting
direction, influencing others and managing change: with management concerned with
the marshalling and organisation of resources and maintaining stability. This approach
tends to denigrate management as boring and unsatisfying: who would want to
‘manage’ when they can ‘lead’? (23)’

In reality, most significant tasks in organisations require aspects of leadership and
management. There are perhaps best thought of as processes which interact and support each
other. They are both essential for effective organisations, but at different times one might be
emphasised more than the other (63). For this reason this more integrated interpretation of
leadership and management is one that has been adopted within this research.
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1.3

Aims and objectives of the thesis

1.3.1

Overall aim of the thesis

The overall aim of this thesis was to explore whether paediatricians in training can develop
leadership skills through participating in a specifically designed leadership development
initiative.

1.3.2

Overall thesis objectives

The objectives of this thesis were to:
a) Perform a focused systematic review of the medical leadership literature, and to
analyse key learning and themes from these leadership development initiatives.
b) Design and implement an innovative leadership development initiative to support the
learning and development of a newly established postgraduate trainee committee, and
design a research strategy to evaluate it.
c) Develop a self-assessment tool to measure the leadership capabilities of the trainee
committee cohort prior to the implementation of the leadership development
intervention, and to compare these results with a comparator group of trainees.
d) Explore participants’ ideas around leadership to gain a deeper, qualitative
understanding of the baseline leadership learning of the trainee committee cohort,
prior to the implementation of the leadership development intervention.
e) Evaluate quantitatively the effectiveness of the leadership development intervention
experienced by the trainee committee cohort.
f) Analyse qualitatively the effectiveness of the leadership development intervention
experienced by the trainee committee cohort.
g) Summarise the findings from the project, highlighting areas of personal learning,
potential wider implications of the project and suggestions for future work.

These seven objectives are approached in turn by each of the chapters 2-8, an outline of which
is presented below.

1.3.3

Orientation of chapters

This sub-section aims to orientate the reader around the subsequent seven chapters, and to
illustrate how they come together as a thesis:

24

Chapter 2 – ‘Systematic Review of the Literature’ (page 30) details the systematic review of
the medical leadership literature. The purpose of this review was to explore the empirical
evidence around leadership development in medicine. It describes the search methodologies
used, discusses the results of these searches, and explores the themes and learning that can be
drawn from the review.

Chapter 3 – ‘Developing the Intervention and the Research Design’ (page 55) focuses on the
development of the leadership intervention and outlines the design of a mixed methods
research methodology used to evaluate it. The chapter describes the vision of a trainee
committee within the London Speciality School of Paediatrics and Child Health, and discusses
how their work, and the experiences gained, underpinned a work-based leadership
development programme. The chapter details the selection of the trainee committee cohort,
and discusses the design, refinement and implementation of the leadership intervention itself.
It also describes the trial of a leadership multi-source feedback tool which aimed to support the
learning and development of the participants who wanted to use it. The chapter also provides
an overview of the mixed methods research methodology used in this thesis, and describes the
rationale behind it.

Chapter 4 – ‘Quantitative Measurement of the Starting Point’ (page 88) describes the
quantitative methodologies used to measure the pre-intervention baseline (pre-test) or ‘starting
point’. It introduces the ‘comparator’ group of trainee paediatricians against which the trainee
committee cohort could be compared, and describes the development of a self-assessment tool
that was used for this measurement. The chapter explores the use of vignettes within the selfassessment tool, the attainment of content validity, the development of an ability scale and
summarises some important issues around self-assessment. The chapter details the results of
these ‘experiments’ and discusses the conclusions that can be drawn from them.

Chapter 5 – ‘Qualitative Analysis of the Starting Point’ (page 117) builds on the quantitative
assessment of the previous chapter. It introduces the principles of framework analysis as a
qualitative research methodology. It continues by describing the focus groups that were used to
explore participants’ ideas around leadership, and to gain a deeper, qualitative understanding
of the baseline leadership learning of the cohort of participants, prior to the implementation of
the intervention. The addition of this qualitative research ‘experiment’ gives the overall project
a strong mixed-methods approach. The chapter details the thematic analysis of this work and
explores the conclusions that can be drawn from it.
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Chapter 6 – ‘Measurement of the End Point’ (page 144) examines the quantitative
methodologies that were used to measure the post-intervention (post-test) ‘end point’ of the
study and hence evaluate the impact of the leadership development intervention. The chapter
details the comparative results of the pre-intervention and post-intervention self-assessment
scores, describes the rationale behind the different statistical analyses used in these
comparisons and explores the conclusions that can be drawn from them.

Chapter 7 – ‘Qualitative Analysis of the End Point’ (page 156) expands on the quantitative
methodologies that have been used to measure the post-intervention end point, by describing
the focus groups that were run at the end of the first year of the programme. These focus
groups were designed to capture a deeper understanding of the more qualitative aspects of the
leadership learning gained from being a participant on the programme. The chapter also
describes other themes and learning that emerged and includes a qualitative analysis of the use
of the leadership multi-source feedback tool described in chapter 3. The chapter details the
formal thematic analysis of this qualitative work and explores the conclusions that can be
drawn from it.

Chapter 8 – ‘Summary Discussions’ (page 174) focuses on summarising and analysing the
findings from the mixed method approaches described in the previous six chapters, and then
contextualising them within the wider healthcare leadership literature. It examines the impact
of the intervention, the strengths and weaknesses of the research, and synthesises the findings
whilst exploring the wider implications of the work. The chapter contains some reflections on
my personal learning from this project, before moving on to consider possibilities for longer
term follow-up and the applicability of the findings to other groups. The chapter concludes by
summarising the key conclusions and discussing how the learning from this project might be
implemented into other leadership development initiatives.

1.4

Introduction to the methodological design

This project aimed to explore whether trainee paediatricians could develop clinical leadership
capabilities through their participation in a specifically designed leadership development
programme. In order to explore this question in detail a mixed methods quasi-experimental
design was used. This over-arching approach, which is recognised as being valuable within
health services management (64) and medical education (65) is succinctly described by
Schifferdecker and Reed (66):
Mixed methods research involves the collection, analysis and integration of both
qualitative and quantitative data in a single study. The benefits of a mixed methods
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approach are particularly evident when studying new questions or complex initiatives
and interactions, which is often the case in medical education research.

Key to this description is the acknowledgement that mixed methods research is more than just
collecting and analysing data about a particular subject from more than one angle. The
important step of integration of the data (67) allows for more focused conclusions to be me
made. This is discussed in further detail later on in the thesis.

The methods used in this thesis were theoretically and empirically informed, and together
contribute to the mixed methods approach that was chosen:
1. Systematic review of the medical leadership literature – this is described in detail in
chapter 2.
2. Quantitative measurements using the self-assessment leadership capability surveys –
these are described in detail in chapters 4 and 6.
3. Qualitative analyses of the trainee committee cohort’s perceptions prior to, and after,
the implementation of the leadership development initiative – these are described in
chapters 5 and 7.

A more detailed critique of the design of and rationale for the mixed methods approach taken
in this research can be found in sub-section 3.3.8 and section 3.6 within chapter 3. The detail
of each of the steps involved in this overarching approach is described within chapters 4,5,6
and 7.

1.4.1

Project stages flowchart

Figure 1.1, on the following page, is a flowchart that highlights the key stages of the study.
Each of these stages is represented by a box, and each is referenced to the specific chapter
where the detail of that stage is described. Where boxes are adjacent to each other, the stages
were undertaken at the same time. The specific detail of this sequencing is important and is
discussed in chapters 4,6 and 8.
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Figure 1.1

Flowchart detailing the key steps within the overall study:

Background and context
Understanding leadership theories
Gaining ethical approval

Systematic review of the literature
relating to medical leadership

Introduction to the
trainee committee cohort

Design of the leadership
development intervention
Design of the mixed methods research
methodology to evaluate it

Quantitative measurement of the
leadership capabilities of the trainee
committee cohort at the ‘starting point’
Comparison with the comparator
group of paediatric trainees

Qualitative analysis to gain an
understanding of the baseline
leadership learning of the trainee
committee cohort, prior to the
implementation of the intervention

Implementation of the leadership
development intervention

Quantitative measurement of the
leadership capabilities of the trainee
committee cohort at the ‘end point’,
one year after the leadership
development intervention commenced

Qualitative analysis of leadership
learning of the trainee committee
cohort at the ‘end point’, one year after
the leadership development
intervention commenced

Summary and analysis of findings
Conclusions and recommendations
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1.4.2

Ethical approval

Whilst the risks of this educational research work were self-assessed as being small, and there
was no direct involvement with patients, it was determined that ethical approval should be
sought for this thesis for the following reasons:

a) The study involved NHS staff and there may be potential ethical issues that need
considering prior to their participation
b) Participating in the ethics application process would provide learning for the lead
researcher (RK) around the processes and rigor required when seeking approval
c) The study design would be strengthened by the peer-review of the ethics panel
d) Leading medical education journals suggest that medical education research should
have formal ethical approval

A favourable ethical opinion on the research was granted on 9th March 2009 and is reported in
Appendix 1.1.
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Chapter 2 – Systematic review of the literature

Chapter Overview
This chapter builds on the outline exploration of the theoretical frameworks from the wider
leadership literature in Chapter 1 to detail the systematic review of the medical leadership
literature. It describes the objectives of the systematic review, before going on to give a
detailed description of the search methodologies used. These include searches of medical,
education and social sciences databases as well as an exploration of the grey literature. The
results of these searches for empirical evidence are analysed and discussed in detail. The
chapter concludes by exploring the themes and learning that can be drawn from the review,
and discusses how these findings have influenced this work.

2.1

Introduction

This chapter builds on the theoretical discussions and introduction to clinical leadership from
chapter 1 to describe the systematic review of the literature looking for empirical evidence of
leadership development interventions in medicine.

2.1.1

Rationale behind the systematic review

As the aims and objectives of this thesis developed, the next stage was to re-visit the literature
more formally through undertaking a full systematic review of the subject area. This review
would systematically search across both the published and grey literature in order to find
evidence of the impact of other medical leadership development initiatives. The findings from
this review could then be used to shape the design, implementation and evaluation strategies of
this project.

2.1.2

Systematic searching for evidence in medical education

With the emergence of web-based databases over the last two decades, the exponential
increase in rapidly accessible data provides any researcher with a wealth of information within
which to search for relevant evidence. The complexity arises from the sheer breadth and depth
of this information; this can be very daunting when considering a search for evidence. Within
the medical arena, bibliographic databases, which index publications with descriptors (often
called subject headings), keywords and other identifiers, are the medium where the majority of
evidence is likely to be found. However, in the field of medical education, the situation is more
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complex as, although there are many databases dedicated to ‘medicine’ and others to
‘education’, there are very few comprehensive sources focused on ‘medical education’. Whilst
there are databases where one can search using keywords, these are reliant upon the accurate
submission and indexing of keywords by authors and editors and this is often not the case (73).
For this reason, the approach to a systematic review of a medical education focused research
question has to be somewhat different to the exploration of evidence behind a clinical question.
A helpful example of this type of approach can be found within a systematic review of factors
contributing to nursing leadership, that was published in the Journal of Health Services
Research and Policy in 2008 (74). This review includes an appendix which the authors used as
a checklist to note down and score whether key points regarding the design, sample,
measurement and statistical analysis were applicable to each retrieved paper. This enabled
papers to be ‘scored’ as being of low, medium or high potential using an ‘Overall Study
Validity Rating’. A second appendix from this review was a ‘Design Quality Assessment
Tool’ focused on assessing the quality of pre and post intervention studies. This tool generated
an overall validity rating by asking key questions to assess the quality of the study in question
in the following six areas:
a) Sampling
b) Design of the study
c) Control of confounders
d) Data collection and outcome measurement
e) Statistical analysis and conclusions
f) Drop-outs

The headings from this tool provided a helpful conceptual framework for this research, aiding
the process of assessing whether papers found in the searches should be included.

As well as involving a wider set of databases, there is also a greater emphasis on the ‘grey
literature’ within medical education and leadership reviews. Grey literature has been simply
defined as “material which is not issued through normal commercial publication channels”
(75) and can consist of a broad range of data. Examples would include reports, committee or
conference proceedings, theses, PowerPoint presentations, newsletters, best practice
documents and working group documents. Grey literature is often fairly succinct, which means
it can be relatively easy to extract the relevant evidence from it. At the same time it may have
been very heavily researched – this is often the case with government or technical reports
where the grey literature version can have significantly more information in it compared to
what is made available when the evidence is formally published (73). The grey literature was
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often historically very difficult to locate, but the open nature of the internet had transformed
researchers’ access to these sources of evidence – the difficulty, with many fewer of these
having had any peer-review, is knowing the provenance of the information (76). Sub-section
2.3.4 below details findings from the grey literature searches that were undertaken in this
project.

2.2

Objectives

The key objective of this chapter is to describe the systematic review of the medical leadership
literature that was undertaken in the early stages of this project, and to analyse the key learning
and themes that emerged around leadership development initiatives within medicine. It is these
themes that were used to shape the direction of this project and to develop the overall project
objectives.

2.3

Methods

This section details the different steps used in the methodology behind the systematic review.
In order to provide clarity of the processes undertaken, each stage is described under an
individual sub-heading. Prior to commencing the systematic review time was spent carefully
defining the research question, and after a number of iterations: “Do leadership development
interventions improve leadership skills in doctors” was settled upon as the broad overarching
question.

2.3.1

Development of search terms

Having defined the question, the next stage was to develop appropriate search terms that could
be used in a wide range of databases to explore the research question. Guidance for this was
taken from the Cochrane Handbook (77). The initial scoping considered possible search terms
under the broader themes of medical leadership development, intervention, training or
experience. This process was led by the lead researcher (RK) and supported by two junior
researchers (RH and AR). In order to explore a breadth or options the research question was
written in the centre of a large piece of paper and then each of the three researchers
independently noted down essential subjects they judged to be related to the question. This was
followed by noting down associated search terms. The three researchers then came together to
compare outputs and to decide on a consensus version, which was signed off by the lead
researcher RK.
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Looking at the processes involved in more specific detail, the development of the search terms
began by considering the participants. The scope of the question was around doctors, but it was
decided to broaden the search out to medical students, in case there were studies or
publications from medical schools with evidence of direct relevance to the postgraduate arena.
Exploration of the literature revealed that there were some differences between search results
when looking under ‘doctor’ compared with ‘physician’ so both were included as an ‘either /
or’. The word “consultant” was also considered, but with the breadth of the databases used, the
wider connotation of the word led to a huge number of irrelevant ‘hits’ from journals like the
Harvard Business Review. Other healthcare professionals were excluded from this search, as it
was anticipated that their response to leadership development interventions may be
significantly different to that of doctors. Therefore, for each of the searches, the initial set of
search terms was for “Doctor” OR “Physician” OR “Medical Student”. This in effect
restricted the search to the medical leadership literature. The rationale for this decision was to
ensure that any empirical evidence from the review could be relatively easily utilised within
the leadership development intervention for the paediatric trainees. It has to be acknowledged
that there may be evidence from other non-medical leadership development programmes that
will have been missed by this approach, and that could be an important methodological
weakness.

The second search term, which was focused on the intervention, and linked to the participant
terms by the Boolean command AND, was much more difficult to finalise. After considerable
experimentation with the organisation of essential subjects and associated terms by the three
researchers described above, as well as discussions with the project supervisor (JD), four
related search terms were settled on. Although there would be considerable overlap between
all four, this diversity offset some of the risks of missing key papers when searching in
databases where keywords and subject headings were not necessarily as tightly indexed as
would be ideal. The four search terms were “Leadership training”, “Leadership development”,
“Leadership intervention”, and “Leadership experience”. These two sets of search terms, each
with their OR Boolean term, were combined together with an AND; ie, for a paper to be
highlighted as a paper for further exploration it needed to be covered in both searches.
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The summary of the final search strategy employed is given below in Figure 2.1

“Leadership training”
“Doctor”

OR

OR

“Leadership development”

“Physician”

AND

OR

OR

“Leadership intervention”

“Medical Student”

OR
“Leadership experience”

Figure 2.1

2.3.2

Final search terms for systematic review

Inclusion / exclusion criteria

Having finalised the search terms, further work was undertaken to decide upon the scope and
strategy for sourcing articles. This work needed to ensure that the searches were as broad as
possible, but were also able to focus right down onto studies where there might be useful
learning and evidence for the overall project. Key to this was developing and implementing
effective inclusion / exclusion criteria. The main inclusion criteria placed emphasis on the
presence of:

A leadership-focused intervention - focusing back on the research question “do leadership
development interventions improve leadership skills in doctors?” it is clear that all selected
publications must have a described intervention related to leadership development. This can at
times be very ambiguous as definitions of leadership vary widely and many different broader
educational interventions may claim to have an impact on ‘leadership’. For this review, the
intention was to include studies where leadership was the primary focus of the intervention
alongside studies where leadership was a significant component of a wider educational
programme. It was decided not to restrict the setting of these leadership interventions, so
regardless of whether they were classroom-based or work-based they were included. Studies
that solely had a single focus on concepts such a change management, mentoring or quality
improvement, rather than a broader leadership approach, were excluded. Academic
programmes that exclusively focused on the development of educational leaders were also
excluded.
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A clear target population – this project was focused on leadership development within doctors
and medical students so programmes involving other healthcare professionals were excluded
from the mainstream review, although they were read through in case there was applicable
learning.

Clear outcomes – each study needed to have at least one well-defined outcome measurement,
even if in the end it may not have demonstrated any significant change. Across the different
studies this measure could take a number of different forms including use of self-assessment
tools, confidence scales or some kind of proxy marker of impact. Studies with no intervention
or outcome measure(s), or those where the only focus of an evaluation was on participants’
experience, were excluded from the search.

English language - unfortunately non-English citations were excluded due to the cost and
logistical implications of having them translated. It has to be acknowledged that although the
majority of the leadership development work across healthcare has been published in English,
this approach may have led to missing out on some important evidence.

Clear study design - one area where search ‘filters’ and restrictions were not applied tightly
was around the type of study described. Although many systematic medical searches have
extensive pre-defined search filters, designed to find the type of study design deemed most
suitable for the clinical research question, the aim of this systematic review was to be as
inclusive as possible. Medical education research tends to be broadly dispersed across many
different methodologies so any mechanism that focused too closely on one particular study
design would be likely to detrimentally affect the sensitivity of the search (78). It was
important, though, that the description of study design was clear so results could be taken in
appropriate context.

2.3.3

Database searches

A total of eight different databases from across the medical, education and social sciences
paradigms were interrogated in August 2009 using the search strategy illustrated in Figure 2.3.
The five databases:
EMBASE
HEALTH BUSINESS ELITE
HMIC
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PubMed (including MEDLINE)
PsycINFO
were explored on a combined search using the facilities available on the National Library for
Health (www.library.nhs.uk), which has since changed its name to NHS Evidence. This
advanced facility enabled effective management of duplicates and shortened the time that
would have been taken in running individual searches within each database. The output from
this combined search was independently reviewed by the lead researcher (RK) with assistance
from his two junior researchers (RH and AR). This process involved the lead researcher (RK)
and subsequently the two junior researchers independently reviewing the titles and abstracts of
each of the search ‘hits’. A ‘traffic light’ scoring system was used to assess the studies against
the inclusion / exclusion criteria outlined above. Studies with clearly described interventions
and outcomes were labelled as ‘green’ and the studies that clearly had neither were labelled as
‘red’ and were excluded. Those where it was not clear on a first review whether or not they
could be included were given an ‘amber’ label and were put forward for further review and
discussion once the three researchers came together.
At the first discussion stage, the combined ‘green’ and ‘amber’ studies were reviewed using
the concepts derived from the Cummings review (74), and a team decision was made to decide
whether they should be labelled ‘red’ and excluded, or be passed on to a further level of
review, using the full text version of the study (where available). In addition, a ‘blue’ category
was created for studies that clearly did not meet the inclusion criteria, but had a relevant
subject matter and might contribute to developing an understanding of the context of this work.
For the second discussion stage full text versions of all of the remaining ‘green’ and ‘amber’
papers were sourced; these were found in all except for 4 papers. These papers were rereviewed by the three researchers and after discussion any papers not using doctors or medical
students as subjects, or without clear interventions or outcomes were excluded. Data was
extracted using the framework published in the Cummings systematic review (74). The
different steps in this whole process are illustrated in Figure 2.4 in the results section.

Three further databases were searched individually by the lead researcher (RK), and any
additional studies found were scored using the same traffic light system described above. Due
to their other time commitments it was not possible for this search, nor the work described
below focused on the grey literature, to also be independently undertaken by the other two
researchers. As these databases were less likely to yield important studies than the 5 in the
original study this was not anticipated to be a significant problem. These three databases were:
Educational Research Information Centre (ERIC)
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Topics in Medical Education (TIMELITT) (79)
Research and Development Resource Base (RDRB)

2.3.4

Grey literature searches

The search of grey literature aimed to be as comprehensive and deep as possible (75), but
could not claim to be systematic, and is often described as a ‘hand search’. A search using a
single web-based search engine (Google) of the terms “leadership training” AND “doctor”,
which is only part of the search outlined above, generated over 3.3million results. Therefore
the work to explore the grey literature focused on six different angles:

a) Exploration of the references at the bottom of each of the selected studies to look for
papers that had not been picked up in the original database searches
b) ‘Google Scholar’ was used to repeat the database searches to look for associate
reports, books or papers not listed on the databases above
c) Searches within ‘Open Grey’, a European collaboration comprising of 700,000 openaccess documents across Science, Technology, Biomedical Science, Economics,
Social Science and Humanities.
d) Web-based searches of institutions, academic organisations and commercial
organisations with well-established credentials in the leadership arena, looking for
leadership articles and reports linked to healthcare. Related links sections of these
websites were explored where available
e) Searches of specific databases / libraries. With the support of their librarian, a search
was made of the King’s Fund databases to look for any supporting evidence
f) Over the 3 years in which this work was conducted and written up, articles and reports
were assimilated through personal contact and discussion with a wide range of experts
and stakeholders in leadership development within healthcare.

2.3.5

Search dates

One final factor in the methodology of this systematic review regarded the timing of it. The
database searches were undertaken in August 2009, with the grey literature searches conducted
on an on-going basis over the following 3 years. This meant that any papers published after
early 2009 were not included in the main search.

Although it was not possible to entirely re-do the full systematic review again during the
conclusion of the writing up phase, the database searches were each revisited for an overview
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scan of the literature that has been published between 2009 and 2012. Any papers deemed to
be of significant interest were obtained in full text format and were taken through the ‘traffic
light’ methodology to assess whether or not they should be included. For logistical reasons this
was only done by the lead researcher (RK). This review has not been re-run to include
literature published more recently than 2012.

2.4

Results

This section describes the results of the systematic review that was undertaken in August 2009.
The first sub-section outlines the numbers of papers found at each stage of the systematic
review, and the second sub-section presents a more detailed qualitative summary of the
learning from the key studies that were found. The subsequent sub-sections present the
findings from the other important sources and searches detailed in the methods section above.

2.4.1

Search results by stage

Having followed the systematic review search methodology described in the detailed sections
above, 1378 potential studies were found during the initial search of the five leading databases
EMBASE, HEALTH BUSINESS ELITE, HMIC, PubMed (including MEDLINE) and
PsycINFO.

Figure 2.2 details the numbers of studies found at each stage and illustrates how each
successive stage of the review reduced the number of applicable studies down to only those
with close relevance to the project.
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Combined search
All study designs included
English language only

“Doctor”

“Leadership training”

OR

OR

“Physician”

“Leadership development”

OR

OR

“Medical Student”

“Leadership intervention”
OR
“Leadership experience”
11984 results

678420 results

3 independent researchers

Combined search

Review of titles & abstracts

1378 results

Intervention and outcomes
‘Traffic light’ system labels
Duplicates excluded

Round 1 of face-to-face

Combined results

Excluded (Red)

116 studies

53 studies

discussions with abstracts
Further traffic light

Context only

categorization of studies

(Blue)

16 studies
Round 2 of face-to-face

For further review

discussions with full text

(Green or Amber)

available where possible

47 studies

Figure 2.2

Included (Green)

Excluded (Red)

10 studies

37 studies

Leadership intervention

No clear intervention

Doctors / students

OR non-medical

Outcome measures

OR no clear outcomes

Summary of numbers of papers found at each stage of the main search of
the databases EMBASE, HEALTH BUSINESS ELITE, HMIC, PubMed
(including MEDLINE) and PsycINFO.
39

The detailed descriptions and learning from these 10 included studies are described in subsection 2.4.2 below. Through careful review of the studies referenced and cited by these 10, a
systematic review of teamwork training interventions in medical student and resident
education (80) was identified. Scrutiny of the references of this review led on to a further 4
papers of potential interest; these are discussed in more detail in sub-section 2.4.3.

The searches conducted within the additional three databases, Educational Research
Information Centre (ERIC), Topics in Medical Education (TIMELITT) and Research and
Development Resource Base (RDRB) did not yield any new results. There were a significant
number of papers relating to leadership, and in particular focused on leadership development
of academic staff but, disappointingly, none met the inclusion criteria for the systematic
review.

The searches of the grey literature were more fruitful and, although they did not highlight any
further studies of leadership in doctors or medical students with described interventions and
outcomes, there were articles and reports retrieved that helped to provide important context to
the programme. Some of the most useful documents found are described in sub-section 2.4.6
below.

As described in the methods sub-section 2.3.5 the search of the main 5 databases was re-run in
August 2012 in order to gain an overview as to whether other significant studies had been
published in the intervening 3 years. Clearly at this stage these studies could not influence the
design of the leadership intervention in this research, but they may help to contextualise the
results. The depth of the review set out in Figure 2.2 was not repeated in this 2012 re-run so it
is acknowledged that some studies may have been missed.

Of relevance, in early 2012

Medical Teacher published Steinert et al’s BEME systematic review: Faculty development
initiatives designed to promote leadership in medical education (81). This comprehensive
systematic review took a very broad definition of leadership and explored the literature for
studies with interventions that promoted leadership within medical education. Whilst some of
the results illustrated studies in which leadership was the primary focus of the intervention,
many others involved leadership as a component of a wider educational or academic
development programme. Detailed examination of this review allowed for cross-referencing of
four of the studies that were found also found in the main database search of this study, and the
addition of two relevant studies that were not found in the database search (82) (83).
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One further paper that fulfilled the original inclusion criteria was found in the re-run of the
database search. Juriza et al’s 2011 study of outdoor camps for medical students from the
Universiti Kebangsaan in Malaysia (84) is described in more detail in sub-section 2.4.5.

2.4.2

Summary of studies that met inclusion criteria

Although there were many detailed descriptions of innovative medical leadership development
programmes found within the main database search, the vast majority did not have any
recorded evaluation strategy. Where there was an evaluation it tended to be focused on
participants’ perceptions around the quality of the teaching or facilitation. Most of the studies
were not aligned to any curricula or specific learning need and only a very small number had
made an attempt to measure any outcomes. Where there was an evaluation the focus was on
assessing changes in the confidence of the participants over time.

Ten studies found from the original database search, and a further two as references from
Steinert et al’s systematic review (81), were deemed to have met the inclusion criteria,
although as discussed below, the extent to which their focus was around leadership
competencies, was not always clear.

The majority of the included studies (7 out of 12) related to short courses, programmes or
workshops of between 1 and 5 days duration. Evans et al described an outdoor-based
leadership training intervention for family practice interns, which aimed to improve group
problem solving, team building and communication skills (85). This intervention was
incorporated into 2 out of 13 orientation (induction) programs within the University of
Washington Family Practice Residency Network, with the other 11 programs acting as
controls. A survey was developed to assess perceptions of trust, group awareness, effectiveness
and problem solving within the intern class one month after orientation. This demonstrated
some statistically significant improvements in the post-intervention survey results. Stoller et al
also focused on teambuilding and leadership in a 1-day retreat for first year residents in
internal medicine (86). Using a combination of taught content, discussions and experiential
exercises participants demonstrated increased self-assessment scores in a pre- and postintervention evaluation survey. Both of these interventions were brief in duration, and the postintervention evaluation taken shortly after, so it can be argued that it is difficult to
meaningfully assess the longer term effect of these interventions.
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Two of the studies describe ‘short courses’ which were conducted in the undergraduate arena.
One involved a week-long retreat for 23 students from across the USA, with the aim of
developing leadership through the execution of a medical education project as well as creating
a national community of student leaders in medical education (87). The second focused on a
student-selected component (SSC) at Hull York Medical School, UK involving 20 students
(88). Both studies showed self-perceived improvements in confidence and ability in the
students and coherently argue the case for leadership development starting at an early age.
All four of these studies illustrate ‘short courses’ that were evaluated using pre- and postintervention self-assessment surveys. The questions used were predominantly focused on
Kirkpatrick Level 1 (reaction / satisfaction) and Level 2 (self-reported learning / knowledge)
evaluation methodologies (89) and there was no longer term follow-up conducted. The short
term focus of both the intervention and the evaluation are significant barriers to using the
learning to shape this research.

Three further programmes, that were based around the ‘short course’ model of delivery, made
an attempt to follow-up attendees to see whether there were any measurable long term benefits
of participating in a particular leadership programme. In the first of these studies, Leslie et al
designed a 3-day programme to develop young paediatric leaders in the USA (90).
Participants, who were under 40 years of age, and who had less than 5 years in clinical
practice, were required to complete a detailed needs assessment, attend the 3-day training
programme, and commit to one leadership related behaviour change being implemented over
the subsequent six months. The quantitative evaluation strategy used pre-test, post-test and
delayed post-test questionnaires to self-assess across 20 leadership competencies and showed
improvement in many domains immediately following the programme, and that for the most
part it was sustained 6 months later. Although this study has introduced a delayed post-test
evaluation, which might describe any longer term learning, there was no measure made of any
more objective changes, nor their potential influence on the organisations in which the doctors
were working.

In the second study of a ‘short course’ programme with longer term follow up, Steinert et al
describe a 2-day workshop aimed at developing the leadership, management and
administrative skills of 20 members of the clinical faculty (91). The content of this initiative
was focused on self-management strategies, leadership styles and skills. In addition to an
immediate post-workshop evaluation questionnaire half of the candidates participated in a
semi-structured telephone interviews around 1 year later. These interviews revealed that over
the 12 months they had developed strategies around setting short-term goals, protecting time,
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setting agendas and handling paper more effectively. With other behaviours such as
delegating, saying “no” and adopting different leadership styles there had been much less
success. The authors concluded that if sustained improvement was to be achieved that these
areas would need follow-up and reinforcement. This introduces some interesting ideas that
might support the development of a work-based intervention where there is ongoing
reinforcement of learning at a number of stages through the programme.

In the third study of this type Duda et al describe a one-day course that was run to introduce
junior academics to concepts around leadership (82). This paper was found through scrutiny of
the references in the Steinert 2012 systematic review (81), and is of interest as it describes an
evaluation methodology that sought to use ‘motivation to seek a leadership position’, and
‘actual academic career progression 3-4 years after the course’ as outcome measures.
Respondents reported an increase in motivation to consider leadership positions, and to apply
the skills learned in the course. Despite the conclusions of the author, to what extent this
delayed finding can be attributed to a one-day course seems to be open for debate. Although
this study was only found in the 2012 re-run, the outcomes used in this study might be helpful
in shaping future long-term follow-up.

Five of the studies took a different approach to the leadership development intervention, and
describe programmes that were between 6 months and 2 years in length. Hemmer et al report
on 1-year long postgraduate study which was focused on developing leadership and
management skills in residents and fellows in laboratory medicine and pathology at Mayo
Clinic, Rochester (92). This formal programme used lectures, interactive sessions, casescenarios, team building exercises and team presentations to cover a well-defined curriculum.
Trainees were excused clinical duties at this time. Participants were assessed using a pre- and
post-course knowledge based assessment, and through their performance in a team-based
project presentation. These demonstrated an improved knowledge of leadership and
management issues immediately following the programme. It is of note that this was the only
study of those that met the inclusion criteria to use an outcome measurement tool that was not
based on the principles of self-assessment. This opens up some interesting critique that is
picked up in detail within the sub-section on self-assessment in Chapter 4.

Another programme, open to paediatric interns, that was closely aligned to a leadership
curriculum, was the 2-year long physician leadership programme for 28 physicians, established
by McAlearney et al at Columbus Children’s Hospital, Ohio (93). The programme consisted of
regular interactive presentations aimed at building organisational awareness and basic core
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knowledge around leadership. Evaluation once again was through a pre- and post-intervention
self-assessment focused on Kirkpatrick levels 1 and 2 (89). In addition participants were
surveyed one year after completion of the programme to ask about their perceptions of the
programme and of their opportunities to apply the skills they learned. Comments suggested
that participants’ perceived that the programme had changed their leadership behaviours,
particularly in the areas of decision making, conflict resolution, business planning and
managing people. This study, with its 2 year programme and paediatric setting, was influential
in supporting the development of the intervention in this study. From what can be gleaned
from the paper the focus was on improving physicians' leadership skills and increasing the
understanding of the strategic goals and direction of the organization in which it was set.

Osborn and DeWitt describe the development of a faculty development programme focused on
the development of leadership in medical education (83). As with the Leslie (90) and
McAlearney (93) studies this had paediatrician participants, although the emphasis here was on
developing academic paediatric leaders who could institute the changes needed for medical
schools. The intervention was workshop-focused with a number of events run over a 12 month
period. The evaluation methodology involved a retrospective pre-test and immediate post-test
survey that suggested gains in knowledge. The 2-year delayed post-test questionnaire pointed
towards an increase in leadership positions, promotions and grants, although it was
acknowledged that this was unlikely to be a directly attributable effect, and there was no
control group. There were also outcome measures in terms of the numbers of workshops the
original participants went on to deliver, and the number of attendees, which gives a crude
assessment of one aspect of ongoing impact of this intervention.

Morahan et al’s description of a 6-month part time fellowship also focused on developing the
leadership skills of academic medical faculty within the context of Academic Health Centres
(94). The programme was held off-site and consisted of around 10 days of learning from
lectures, assignments and small-group work over a 6-7 month period. The programme was
externally evaluated using a mixed methods approach. This consisted of pre- and postintervention surveys that explored participants’ perceptions of their knowledge and skills in
dealing with the wider system, and these findings were triangulated by qualitative in-depth
interviews with participants and organisers at the end of the programme. Some of the key
recommendations that came from this paper were to focus on specific skills that could be
learned, link learning to real work situations, involve senior leaders in the running of the
programme, encourage reflection and development of self-awareness and use the leadership
training to develop networks. This study provided helpful input, both into the thinking around
the design of the intervention, but also in developing an evaluation approach. One of the key
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stated lessons from the work was that time and expertise for evaluation needs to be provided
from the very beginning of planning a programme, which resonates strongly with the planning
and development of this project.

The final study to meet the inclusion criteria was Dannels et al’s work on the ‘Executive
Leadership in Academic Medicine (ELAM)’ programme (95). This study, which explored a
year-long leadership development programme for senior women faculty members in US and
Canadian medical schools, took a different approach to the evaluation methodology. As with
many of the other studies described above, a pre- and post-intervention methodology was
adopted. However, in addition to the study cohort, control groups were established. On one
occasion they came from women who applied, but were not accepted, into the ELAM
programme, and on a second occasion were women from the Association of American Medical
Colleges. The results showed significant improvements, compared to the controls, with 12
different indicators. The difficulty with this is that the comparison groups cannot be considered
to be a ‘case-controlled situation’ in the same way as is used in clinical studies, but the
authors’ conclusions that the “inherent limitations of leadership evaluation studies emphasises
the importance of using multiple sources of data to establish outcomes” provide useful advice
in shaping the design of this research (95).

2.4.3

Summary of studies found via citation and reference

One of the papers that was found during the searches was a systematic review of teamwork
training interventions in medical student and resident education (Chakraborti et al. 2008).
Although this review, which describes 13 studies of curricula designed to teach teamwork to
medical students, had a main focus on team-working, rather than leadership development, on
closer examination six of the programmes also incorporated some aspects of leadership
training.

Two of the six programmes, described by Stoller and Evans respectively, were also found
individually through the systematic search (85)(86). Of note none of the studies used a
particularly work-based strategy to develop leadership competencies, and instead used brief
classroom-based interventions. The two postgraduate programmes took doctors out of their
working environment for just a single day to develop leadership skills (96)(97). The concern
around this approach, and the reason that it has not been adopted for this study, is that the
intervention is unlikely to have enough depth to lead to a long-term impact. One of the
undergraduate studies took an approach that tried to align learning to a clerkship over an eight45

week period (98) whilst the other undergraduate programme used workshops and e-learning
materials over a one-year period (99).

In terms of evaluation methodology, although many of the studies described in the review used
validated instruments to assess teamwork, evaluation methodologies were generally weak, and
tended to be focused on reaction to the experience and self-assessments of knowledge. As
with the vast majority of work in this field no studies used randomisation and only a few had
any control group within the study design. There was also a lack of long-term follow-up of
learner outcomes that further limited the conclusions that could be drawn. The question around
a control group and thinking hard about the logistical possibilities around long-term follow up
were important considerations in the design of the methodology within the research. This is
discussed in more detail in Chapters 3,4 and 5.

2.4.4

Summary of studies which added context

As highlighted in Figure 2.4 there were a number of studies that did not meet the inclusion
criteria, as they did not have both a well-defined intervention and an evaluation strategy.
However, in reading through their full text, ideas and concepts that could help to develop a
deeper understanding of the context of this work were extracted.

In the first of these papers McAlearney (100) linked up a number of leadership development
programmes with quality improvement initiatives. A qualitative evaluation highlighted the
potential synergy between leadership learning and quality improvement, and indicated how
organisations could use a leadership development approach to drive definitive improvements
in quality and efficiency. With the NHS seeking to make between £15-20 billion of efficiency
savings between 2011 and 2014 (101), it is undoubtedly a strategic advantage for leadership
development programmes to have a secondary outcome of improving efficiency, so this is
something that it feels helpful to consider incorporating into the intervention design.

Beecham et al (102) describe a 6-month long leadership development intervention for general
practitioners (GPs) that was built around an e-mail and telephone coaching approach. Although
not formally evaluated the authors described how this intervention gave GPs a ‘safe place’
within which to explore their individual personal development. Another approach to leadership
development comes through ‘understanding oneself’, and a number of programmes describe
the use of the Myers-Briggs Type Indicator (MBTI) (103) as a way of introducing leadership
competencies to doctors in training (104). This tool was reported to have allowed participants
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to openly explore reactions, describe personal examples and gain a deep insight into
interpersonal interactions that have worked or not worked. This is a well validated and widely
used tool, and from experience is a very powerful way to explore some of the concepts around
self-awareness, managing yourself, building and maintaining relationships and managing
people, all of which can be found in the first 3 domains of the MLCF (19).

Wahlstrom and Sanden, working in the context of an orthopaedic department in Linkoping,
Sweden recognised that an increasing proportion of healthcare delivery involves teamwork and
cooperation between various occupational categories (105). They utilised a training ward to
develop a 2-week long simulated scenario-based programme that was attended by over 450
students from a number of different professional groups. Other studies focused on developing
the leadership capabilities of faculty in order to then more broadly build leadership capacity
across the system. Hill and Stephens describe a programme established at the School of
Medicine, University of Southampton that takes a whole-systems approach to leadership
development (106). The aim of the programme was to enhance and empower the course coordinators across the medical school, and through this to create an environment where
leadership learning was rich. Although neither of these reports had strong evaluation
approaches these ideas around team-working and systems leadership are important factors that
influenced the thinking around the leadership intervention in this study.

Two final papers placed their focus on how students and doctors could gain leadership
competencies through participation in postgraduate degree programmes. Crites et al (107)
describe the initial development of a five-year programme where an MD degree, leadership
curriculum and an MBA or MPH degree are delivered concurrently. The programme was
developed using a systematic qualitative inquiry approach, and this resulted in an innovative
curriculum and programme of learning. Unfortunately there is no published evaluation or
review of the impact of the programme, so it is not possible to critique the impact. Schwartz et
al (108) describe a number of similar programmes designed to support physicians to
matriculate through a series of educational steps, which may eventually culminate in a
masters-level degree in health administration (MHA) or business administration (MBA). They
conclude that physician leadership training should be local, offered as a long-term package and
be physician led, stating “the concept of physician leadership will not and should not be taken
seriously by non-physician health care executives until the physician community becomes as
serious about leadership and management training as it is about clinical training.” Although of
interest, neither of these papers had any direct influence on the design of the intervention in
this research.
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2.4.5

Summary of studies found in August 2012 update

As explained in sub-section 2.3.5, the original database searches within the systematic review
were each revisited in 2012 for an overview scan of the literature that has been published since
2009.The main paper that emerged, Steinert et al’s 2012 BEME systematic review, ‘Faculty
development initiatives designed to promote leadership in medical education’(81) is described
in sub-section 2.4.1 above, and in the discussion section 2.6 below. There was only one new
study that would have met the original search criteria that was picked up in the repeat searches.
In this paper, Juriza et al describe a series of three residential ‘camps’ for medical students,
placed throughout their 5 year course, and designed to bring on their team working and
leadership capabilities (84). As with many of the previously described studies, the evaluation
was undertaken by self-assessment with a mid- and post-intervention survey, which in this
case focused on participants’ perceptions as to whether they had achieved the programme’s
learning outcomes. The paper’s discussion focused on the reported value of ‘experiential
learning’ (109) and how the camps had provided a “relaxed and friendly ambience” within
which to learn and develop. Although there are some inherent weaknesses with this paper, with
no control group and a somewhat vague description of the leadership intervention, the
discussions around experiential learning have relevance to the discussions in the final chapter
of this thesis.

In one other study Gowan (110) reports on a pilot leadership development for postgraduate
trainees in a large UK teaching hospital. The programme consisted of 5 one-day modules held
over an eight month period and, although not formally evaluated, feedback from participants
was generated. Perhaps the most illuminating part of this, on the background of positivity
about their experiences, was that the 360-degree feedback tool was “particularly disliked by
participants, dismissed by many of the assessors and did not add any value to the process”. The
small size of this study means that even if it had been found in the original 2009 literature
search, it may not have influenced the thinking around 360-degree feedback tools, but it does
provide some strong scepticism that can be fed into discussions in Chapter 8.
One other important paper was found in the repeat search. Coltart and colleagues’ Lancet
paper describes the background to and basis of the UK’s Chief Medical Officer’s Clinical
Advisors Scheme (111), which takes a very strong work-place based experiential approach to
learning. In this scheme, clinical advisors, at the level of junior doctors, are seconded from
their clinical placements to work for one-year full-time within one of a number of high-level
health organisations. The advisors worked alongside senior colleagues to develop skills in
project management, research, policy development, team working, analytical evaluation and
leadership. The scheme has so far been able to place 50 junior doctors in these roles and from
the feedback and career pathways described in the paper appears to have had a significant
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impact on many of the individuals involved. Unfortunately no evaluation was undertaken, so it
can really only be taken as being the reflections of a cohort of the individuals involved in the
programme.

2.4.6

Summary of studies from the grey literature

In sub-section 2.3.4 the approach taken to searching the grey literature was described. A large
number of papers, articles, reports and websites were reviewed, and through this reading, and a
number of conversations with different experts in this field, further ideas about leadership
development interventions, and how they might be evaluated were gained. A small number of
the resources that were reviewed are described below in order to demonstrate some examples
of the different types of resources that were found.

Two well-written reports, by Mountford and Webb, and published within the healthcare
consultancy firm McKinsey & Company, provide strong case-study based evidence from
across the world to suggest that for health care systems to unlock high performance and to be
able to transform themselves, they need to harness the energy of their clinicians to be
organisational leaders (37) (36). The authors describe what clinical leadership is, explain why
it works and explore underlying barriers to clinical leadership within the healthcare system. A
significant proportion of the writing is devoted to describing practical steps to build stronger
clinical leadership. These steps, derived from the case-studies described, are based firstly
around the need to create an enabling organisational and external environment for clinical
leadership, where organisational performance matters and where any disincentives for
clinicians to lead are removed. The second component focuses on the need to develop
outstanding leadership development programmes – their suggestion that these should be
‘longitudinal’, work-based and experiential resonated strongly with the emerging ideas for the
shape of the leadership development intervention in this project. Finally, the authors suggest
that perhaps the toughest barrier to clinical leadership can be seen in “the historical habits and
beliefs of clinicians themselves”. They conclude that any successful programme must
explicitly address these mindsets. They suggest that this is best achieved through the bringing
together of clinical leaders “in a community of the like-minded where they can share
information and stories and realise they are not alone in the world.” It is the essence of this
‘community’ that is a concept that it feels important to try to create through this work.

Another excellent source of background reading came from the extensive work undertaken in
medical leadership by the NHS Institute for Innovation and Improvement, in conjunction with
the Academy of Medical Royal Colleges. This collaboration planned, designed and
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implemented the Medical Leadership Competency Framework (MLCF) (19) and through
participating as a clinical advisor to the team leading this work, the lead researcher (RK) was
able to gain some extremely valuable insights into the vision and strategies around the
development and spread of this work. Two important literature reviews, undertaken by Helen
Dickinson and Chris Ham from the University of Birmingham’s Health Services Management
Centre, provided the international evidence that underpinned much of this work (112) (45).
This evidence suggested that through engaging doctors with change processes, improvements
in performance may be achieved. Looking at the source materials described, amongst the
countries reviewed, Denmark seems to stand out for its efforts to engage clinicians in
leadership roles and to give them training and support. There are also interesting case studies
described, such as that of Kaiser Permanente (41), in the United States, where the close
alignment of the health plan and the medical teams contributes significantly to the high levels
of performance that characterise the organisation. The NHS has a good opportunity to learn
from these international experiences and become an exemplar in healthcare that is
characterised by strong clinical leadership.

Although the focus of the systematic review was around medical leadership, the searches of
the grey literature led to interesting resources and material from outside the healthcare sector.
One of the most helpful reports focused on the strategic principles around leadership learning
that were applied to the establishment of the National College for School Leadership in the
UK, which was founded to support the leadership development of school leaders and head
teachers (113). In this work, Stoll describes the importance of leadership learning being a
coherent experience, connected to work-based experiences where both learning and impact
will be at their highest. There is strong emphasis on leaders taking responsibility for their own
learning and displaying a commitment to life-long learning (114). The report also highlighted
the ‘distributed leadership’ or ‘shared leadership’ approach taken within schools, that with the
introduction of the MLCF (19), has become one of the key principles underpinning medical
leadership development in the UK. Although not medical in setting, these principles are
helpful in providing guidance to the sort of work-based approach that could be taken in the
study.

Perhaps the largest source of leadership literature comes from business and industry, so it was
difficult to gain anything more than an overview of what specific learning might apply to
leadership development within the NHS. Fitting in with the trait theories discussed in subsection 1.4.2 a significant proportion of this literature focuses on the leadership ‘traits’ seen in
the companies’ top leaders. However, there is increasingly a move towards thinking more
about establishing leadership development programmes for wider groups of employees. Many
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of the most successful FTSE 100 index companies in the UK (the 100 companies in the UK
with the highest market capitalisation, which together represent around 81% of the value of the
London Stock Exchange) have placed significant investment in their in-house leadership
development programmes. An example of this would be Diageo. Following up on background
reading, through personal contact with the Head of Leadership, the lead researcher (RK) was
able to meet with a number of individuals within Diageo (in 2012 the 12th largest company on
the London Stock Exchange) to explore their approach to leadership development within the
company. They had created a year-long experiential leadership programme, then in its second
year, that had been made available to 900 of the company’s top leaders across the world. The
key investment was in the external performance coaching that underpinned the programme.
These ‘coaching conversations’ allowed participants space and opportunities to explore their
personal values, to be challenged and to grow. The outcomes chosen to measure the success of
the programme were heavyweight; staff satisfaction, staff retention and ultimately overall
financial performance of the company. Although these are the sorts to outcomes that will be
extremely hard to attribute to a single programme, this does provide an important reminder that
the outcomes of leadership development programmes can be wide-reaching.

2.5

Conclusions

The opening objective of this study was to perform a focused systematic review of the medical
leadership literature, and to analyse key learning and themes around medical leadership
development initiatives. Despite a comprehensive search, involving a number of educational
sources and databases in addition to the more commonly used medical databases, only 12
studies were found that met the inclusion criteria. Most of these studies were shortprogrammes of face-to-face training, but there were some that had a more experiential workbased focus and that were run over many months. Almost all of the studies were underpinned
by an evaluation strategy that compared pre- and post-survey self-assessment data, although a
minority of studies adopted other strategies, such as the use of qualitative research
methodologies. Very few utilised control groups.

The themes and learning from the studies found have been helpful in the design and planning
of the methodology behind this project. In addition, there were also several opportunities to
gain learning from some of the studies that did not meet the inclusion criteria, and from the
grey literature. It must be acknowledged, however, that it is likely that the more recently
published Steinart review (81) would have further influenced the design of the intervention had
it been available during the planning phase.
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2.6

Discussion

This review of the published literature has provided many different useful inputs into the
design and direction of the leadership development programme in this project, which relates
back to the first and second objectives of the thesis. It has highlighted that there have been
relatively few leadership development programmes for doctors previously described in the
literature. A number of the studies reiterated the importance of aligning learning objectives to
a leadership curriculum, in our case the MLCF (19), and helped in the difficult process of
developing effective assessment tools or evaluation methodologies that would be able to
measure leadership outcomes.

In order to achieve both breadth and depth with this systematic review it was important that the
methodological design of the searches was as strong as possible. As described in sub-section
2.1.2 a specific approach had to be taken in order to be able maximise the chances of finding
applicable studies within the education, leadership or social sciences literature, as well as more
mainstream ‘medical’ databases. It is important to acknowledge that the use of ‘doctor /
physician / medical student’ as a search term in effect restricted the systematic review to the
studies focused on medical leadership, and this may have resulted in important evidence from
other non-medical clinical groups being missed.

The principles that the two BEME papers (73)(78) offered helped to enablee the development
of a methodological framework that could be closely followed. The efforts to review lists of
references, to explore studies that cited the retrieved papers, to revisit the searches with an
August 2012 update and to explore the grey literature all added to the strength of this work.
However, as with any search of this nature the difficulty in achieving full coverage has to be
acknowledged. Not all databases or possible search terms were covered and so despite the
rigorous approach taken in this review, there may have been key studies that were not found.

Of the papers that were found to meet the inclusion criteria, the majority described studies
where the leadership intervention was a form of short-course, usually held outside the context
of work. The five studies that had a longer-term experiential approach to the leadership
development intervention (83)(92)(93)(94)(95) were of particular relevance to this project, as
they helped shape the work-place based nature of the intervention. This was an important
aspect of the second objective of the overall project. The conclusions from these studies
around the importance of linking learning to real work situations, involving senior leaders in
the running of the programme and encouraging reflection and development of self-awareness
were extremely useful points that were built into the design of the intervention. There was also
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an emphasis on the value of using a leadership training programme to develop professional
networks. The difficulty with these studies is that the level of detail described in each of them
made it hard to gain anything more than some outline principles in terms of shaping the nature
of the intervention used in this research.

Perhaps the most helpful lesson from the published studies was that a comprehensive
evaluation strategy needs to be developed from the very beginning of planning a leadership
development programme. All of the included studies relied on self-assessment surveys of
participants. These were predominantly focused on exploring participants’ reactions, but in the
case of the Hemmer study (92) for example, the survey was a knowledge test. Most of the
studies ran these surveys pre- and immediately post-intervention, but in a minority of the
studies participants were asked to complete a post-intervention survey months, or even years,
after the leadership development intervention had been completed. Some of the studies took a
variety of approaches to augment this self-assessment data with some qualitative evaluation
data, obtained through a number of different methods. Within the discussion sections of some
of these papers the potential to evaluate the impact of the leadership development intervention
using a more objective assessment, based on actual performance rather than just selfassessment, was explored, but none of the papers actually did this. The idea of randomising
participants to a control or study group was also considered in one of the papers. However,
despite the recognition of the potential advantages of these potentially more robust
methodologies, the papers’ authors concluded that the logistical difficulties and inherent biases
of these approaches would outweigh any methodological advantage of the increased
objectivity. The learning from these studies and how it has been used to design the evaluation
methodology for this study is described in sub-section 3.3.7.

Steinert et al’s 2012 BEME systematic review (81) came too late to be able to influence the
design of the intervention – it was only picked up in the August 2012 search update – but has
been useful in some of the interpretation and contextualisation of the results. The key learning
from this review was around highlighting the potential impact of a work-based leadership
development intervention, and also in emphasising the potential value of a longer term
evaluation (3-4 years post intervention) that made some assessment of medium to long term
impact of the leadership development intervention. This longer term approach may have had
significant value in this study, a discussion that is picked up in the final chapter.

Finally, there were a number of other specific points that came from the different studies
mentioned above. Participants in many of the programmes recognised the value of being given
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some space, and the opportunity for self-directed learning, within their programme
(90)(91)(93). The development of self-awareness was a key component for many of the
leadership interventions, and in more than one study a framework for this had been created
through the use of MBTI assessments (104). This provides helpful evidence to support the
‘developing personal qualities’ domain of the MLCF. Interestingly, the idea of using a
specifically designed 360 degree multi-source feedback tool was not supported by the one
group of participants where it was trialled (110). Although these views are important, the
numbers in this single study are small, so this finding does not in itself need to rule out the use
of 360 feedback tools.
Further detail and discussion around the development of the intervention can be found in
Chapter 3.
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Chapter 3 – Developing the intervention and the research design

Chapter Overview
This chapter focuses on the development of the leadership intervention and outlines the
design of the research methodology used to evaluate it. The chapter describes the vision of
a trainee committee within the London Speciality School of Paediatrics and Child Health,
and discusses how their work, and the experiences gained, underpinned a work-based
leadership development programme. The chapter details the selection of the trainee
committee cohort, and discusses the design, refinement and implementation of the
leadership intervention itself. It also describes the trial of a leadership multi-source
feedback tool which aimed to support the learning and development of the participants who
wanted to use it. The chapter also provides an overview of the mixed methods research
methodology used in this thesis, and describes the technical aspects of this and the
rationale behind it.

3.1

Introduction

This chapter builds on the leadership theories described in chapter 1, and the empirical
evidence from the systematic review of the medical leadership literature in chapter 2, to
explore the selection of the trainee committee cohort, and the refinement of the leadership
development intervention. It highlights how this relates to the Medical Leadership
Competency Framework. It also provides an introduction to the mixed methods research
methodology used in this thesis.

3.1.1

Background to London Speciality School of Paediatrics

The London Specialty School of Paediatrics was established in 2008 as part of a significant
national change in the provision of postgraduate medical education in England. Since the
advent of 14 Deaneries within England, the responsibility for the organisation, delivery and
management of training had sat with these bodies, and there was concern that the relationship
between the Deaneries and the relevant Medical Royal Colleges was becoming increasingly
distant. In an attempt to address this, the Specialty Schools made joint Royal College and
Deanery appointments to their Head of School role and joint processes of governance and
accountability were established.
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In London, which has around 1000 paediatric trainees on training programmes at any one time,
many of the existing Training Programme Directors stayed on within the London Specialty
School of Paediatrics, and so in many ways the transition was very stable. However, the birth
of the Specialty School, and the appointment of a very innovative and dynamic leader as Head
of School, presented opportunities to look at certain key aspects of training in a very different
way. One of these areas was around trainee representation and their involvement in the
organisation and management of training.

3.1.2

Background to trainee representation in paediatrics

Prior to the establishment of the London Speciality School of Paediatrics, there were two
elected trainee representatives on the London Specialty Training Committee (STC) for
Paediatrics, and other specialties had very similar arrangements. These roles were taken up by
self-nomination and then election. However, with only ever somewhere between 5% and 10%
of trainees voting this role never carried any weight. More significant was that there was no
structured role of the trainees on the committee, and where the two appointed trainees were oncall or working nights, there would be no representation at all.

The establishment of the London Specialty School of Paediatrics opened up the opportunity to
take a new approach. The aim was to significantly expand the size, remit and influence of the
trainee committee, to encourage more junior trainees to become involved alongside more
experienced colleagues, and to support the development of this cohort with a bespoke
experiential leadership development programme.

3.1.3

Leadership learning in paediatrics and the rationale for work-based learning

As with most specialty training in the UK, the historic approach to leadership development
within paediatrics has been fairly minimalist. Postgraduate curricula and training programmes
have firmly focused on supporting the development of clinical competencies related to
delivering high quality care for each individual patient who presents to our paediatric services
(115). My personal observations are that focus on developing systems thinking, learning how
to improve services and developing as a leader have previously been considered as things to
learn only once a paediatrician has reached consultant level. The usual response to this has
been for trainees to attend a classroom-based leadership course in the weeks before their
consultant interview, so that the ‘leadership’ box is ticked, and for most trainees this has
almost always been good enough to get through a consultant interview.
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As described in section 1.2 of the opening chapter, and highlighted in the systematic review in
chapter 2, there is an increasing recognition within the NHS of the importance of clinical
leadership in developing and improving services. Although there are discussions about how
early in medical school these concepts should be introduced, it is increasingly acknowledged
that opportunities for leadership learning should be presented to all medical students and
doctors throughout their undergraduate and postgraduate training (55)(116). What is less clear
is how these learning opportunities should best be created, although a number of the studies
described in the systematic review in chapter 2 begin to give some helpful pointers.

The establishment of a trainee committee within the new Specialty School provided the
opportunity to design and evaluate a leadership development programme for this cohort of
trainees. In planning the establishment of the trainee committee I recognised that a significant
proportion of the potential learning and experience gained by the trainees would arise from the
work they undertake as part of this role, and that if allowed to involve themselves in all of the
work of the Specialty School, and if well supported and facilitated, would open up an
outstanding opportunity for high quality experiential learning (109). The theoretical
frameworks provided by the transformational models of leadership, where the focus is on
valuing actions that enable and empower others (21), and those described by Mintzberg (25)
where frontline staff have a strong influence on the direction of travel of the organisation, give
important guidance to how this committee, and the leadership development around it, could be
set up. As described later in this chapter the concepts of shared leadership (30)(117)(31),
described in sub-section 1.1.6, also gave important shape to the leadership development
design. This approach also ties in well with the logistical difficulties that many trainees would
have in taking time ‘out of programme’ (118) in order to pause their clinical training so that
they could participate a nearer full-time learning programme.

Reflecting back on the systematic review in chapter 2, there were relatively few medical
leadership initiatives with work-based components that were found, but those that did further
supported the idea of developing this type of leadership development initiative. Morahan’s
study made a specific recommendation to link learning to real work situations (94), while
Beecham et al’s study, that had a self-reported positive impact on the leadership development
of general practitioners (102), used an e-mail and telephone coaching approach to support
work-based learning and development. Hemmer et al’s study (92) reported on a 1-year long
study that gave residents and fellows in laboratory medicine and pathology the opportunity to
learn from a number of different activities, supported by an over-arching curriculum, alongside
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their existing work. McAlearney’s programme took a similar approach, this time over 2-years
and open to paediatric interns (93). Feedback from participants was that it gave them the space
and opportunity to learn about leadership and then to make changes to their approach and
behaviour in the workplace. Specifically they felt this helped in areas of decision making,
conflict resolution, business planning and managing people. These are some of the
competencies also found in the MCLF (19) that the leadership development initiative in this
study would need to cover.

At the time of developing this work-based leadership development initiative in 2008, this
approach could reasonably be described as being innovative. Since then a number of other
schemes have adopted this type of approach. The ‘Darzi Fellows in Clinical Leadership’
programme was introduced in London in 2009 (119), the Chief Medical Officer’s Clinical
Advisor Scheme widened access to more trainees and became the NHS Medical Director’s
Clinical Fellow Scheme in 2011 (111) and programmes such as Paired Learning were
established (120). These, and other similar regional programmes across different parts of the
UK, have given a larger number of medical trainees work-based leadership learning and
experience and continue to run and expand. With none of these schemes in place when this
project was launched, the aim of designing a comprehensive evaluation strategy was to assess
the value of this new approach to leadership development. If shown to be successful, this
would help inform further work to extend this type of work-based leadership learning more
widely across the NHS. This is discussed further in subsection 8.3.3.

3.2

Objectives

The key objective of this chapter of the thesis focuses on the second of the overall project
objectives detailed in sub-section 1.2.3, namely to:


Design and implement an innovative leadership development initiative to support the
learning and development of a newly established postgraduate trainee committee, and
design a mixed methods research strategy to evaluate it.

3.3

Methods

This methods section outlines the key principles of the leadership development intervention,
and describes the processes involved in the establishment of the trainee committee cohort. It
also details the planning and design of each of the four components of the leadership
development intervention. It concludes with a final sub-section (3.3.8) that explores the design

58

of and rationale for the mixed methods research methodology used to evaluate the impact of
the leadership intervention.

3.3.1

Outline of the leadership development intervention

The leadership development intervention in this project consisted of four different
components, which are illustrated in Figure 3.1. The first three of these could be considered
core components, with the fourth one, the leadership 360, as an optional extra. The five
domains of the Medical Leadership Competency Framework (MLCF) (19), and the Medical
Leadership Curriculum (56) that followed from it were used to ensure a broad coverage of
leadership learning was provided.

(1)
Participation
in the trainee
committee

(2)
Sub-group
project work

Leadership
Learning

(3)
Leadership
Workshops

(Optional)
Leadership
360

Figure 3.1

Outline of the 4 components of the leadership development intervention

Each of these four components of leadership learning, and the process by which trainees
applied to the trainee committee, is described in more detail in the following sub-sections
below:
-

Sub-section 3.3.3

Application to the trainee committee

-

Sub-section 3.3.4

Participation in the trainee committee

-

Sub-section 3.3.5

Sub-group project work

-

Sub-section 3.3.6

Leadership workshops

-

Sub-section 3.3.7

Leadership 360 assessment tool (optional)
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The design of this leadership development intervention, like the MLCF, was strongly
influenced by Pearce and Conger’s work on shared leadership (30), which provided a
theoretical framework for the intervention. The paediatricians who were on the trainee
committee were all working in environments, whether clinically in their hospitals, or
educationally within the School of Paediatrics, where a multiprofessional team approach to
leadership, shared across the wider team is prevalent. This strengthened the rationale for
developing a work-based leadership development. If trainees had daily exposure to working
environments where there was strong role-modelling of many of the leadership competencies
described in the MLCF, it could be argued that this would provide a positive learning
environment. For that reason participation in the trainee committee, and the opportunities this
brought in terms of working alongside Training Programme Directors and the Specialty School
Executive Team, became a significant part of the leadership intervention. It was hoped that
focusing on project work would also give trainees the opportunity to experience and develop
many of the competencies that underpin a shared leadership approach.

In a similar way, Mintzberg’s ideas around a healthcare delivery being a professional
bureaucracy (25) resonate with the ethos underpinning the trainee committee, and the
opportunities given to committee members by senior leaders within the Specialty School. It
was hoped that a leadership development intervention based around the work of the trainee
committee would give the participants the opportunity to experience and reflect on
followership, but also to recognise their important role as leaders within the healthcare system,
despite still being labelled as ‘junior’ doctors. As described below specific workshops were
offered in order to cover additional areas of learning need from within the MLCF (19). This
described in more detail in sub-section 3.3.6 below.

3.3.2

Key principles of the leadership development intervention

The processes behind the establishment of the trainee committee and the refinement of the
leadership development intervention were based around five key principles that were designed
from the outset of the establishment of the programme, and that were fully supported by the
Head of School (HC) and her executive team. These five principles, that were derived from the
theoretical frameworks in the leadership literature described in chapter 1, and in the section
above (19)(25)(30), were that:

a) The members of the trainee committee would not be solely observers / minor players
in existing change management projects which are mostly consultant-led, but would
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instead be allowed to develop and run their own structure. They would also be given
the administrative and operational support to allow them to develop as their own team.

b) The structure of the trainee committee would both parallel, and be integrated into, the
School management structure.

c) The role of the trainee committee would not be 'contrived' but would be essential to
the successful running of the School.

d) The trainees on the trainee committee would have a 'real' experience of the challenges
of sitting between senior management and their peers, in a position of responsibility,
where they have to make tough decisions.

e) The content and nature of the leadership development intervention would be tailored
to the learning needs of the participants. This would be achieved by feeding
information gained through the starting point focus groups (described in chapter 5)
into the plans, and through constantly evaluating impact and making adjustments to
the programme based on feedback from participants.

So, although also supported by seminars and group discussions, the main opportunities for
developing leadership skills would come in the form of experiential learning (109) gained
through participation in the activities described above. These principles were a vital base onto
which the leadership development intervention was built, so if this programme were to be
repeated or reproduced these would be important principles to adopt.

3.3.3

Application to the trainee committee

As described earlier in the chapter in sub-section 3.1.2, with the establishment of the London
Specialty School of Paediatrics there was an opportunity to significantly expand the size, remit
and influence of the trainee committee. A decision was made to use an application process,
rather than nominations and election, in order to try to open up the process to trainees of all
levels. An electronic advert was sent in September 2008, by preferred e-mail address, to all
992 trainees who were registered with the London Deanery as being current postgraduate
trainees in paediatrics at that time. This advert included a ‘Questions and Answers’ document
about the plans for the trainee committee (Appendix 3.1) and an application form. This form
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asked applicants to complete some basic demographic details, give the name of a Consultant
colleague (suggested, but not mandated, to be their educational supervisor) who was willing to
support their application and to answer the following three questions:

1. What do you think you could add to the School Trainee Committee?
2. What are your biggest concerns about paediatric training in London and what
are your ideas about how we could resolve them?
3. Are there any particular areas of work that you would like to get involved
with? Why?

Applicants had 19 days to respond to the advert by submitting their completed application to a
London School of Paediatrics administrative e-mail address. A reminder e-mail with the
advert, information sheet and application form was sent out 7 days before the closing date.

Once all of the applications had been collated they were initially independently scored and
shortlisted by the lead researcher (RK) and the Head of School (HC). Following this, all
shortlisted applications were discussed in a face to face meeting of the lead researcher (RK),
the Head of School (HC) and an experienced educationalist (FC) who was working on
secondment to support the establishment of the School. These discussions included deciding
on the placement of trainees into different sub-groups within the trainee committee. There was
insufficient time and resource available to be able to interview shortlisted applicants as occurs
with the majority of more formal job applications. The results of these processes are discussed
in Section 3.4 below.

All successful applicants were e-mailed to inform them of the outcome and to invite them to
take up a place on the trainee committee. All unsuccessful applicants were personally
contacted, and invited to engage with the School by volunteering to take on a local ‘Trust Rep’
role to help with the communication of information between local paediatric departments and
the School.

Once this process had been completed and acceptances had been received from all of the
successful applicants the trainee committee could be formed. The plans for the trainee
committee were finalised in December 2008. There were two London School of Paediatrics
stakeholder meetings in January and February 2009 to actively ‘launch’ the School, and the
trainee committee cohort first met in March 2009 and effectively became formally established
at that point. The outcomes of this process are detailed in the results sub-section 3.4.1 below.
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3.3.4

Participation in the trainee committee

Having established the trainee committee, the next phase was to provide the individuals on it
with the leadership intervention that had been specifically designed for them. As introduced in
sub-section 3.1.3, and following on from the discussions in chapters 1 and 2, the ethos of the
leadership learning was that, rather than solely using the traditional model of taking
participants out of work into a classroom setting, much of the learning would come from their
participation in work-based projects and other activities within the London School of
Paediatrics.
The trainees who accepted the invitation to join the inaugural trainee committee were given an
introductory talk during their day-long induction event. This gave the opportunity to discuss
and explore what was expected of them in the role, and to introduce the three core components
of the leadership development intervention. It was agreed that the trainee committee members
would do all that they could to attend all of the monthly centrally-held half-day sessions.
However, it was recognised that for many of them, in acute or emergency focused posts, an
attendance rate of 60-70% would be all that could be expected due to the need to participate in
on-calls and night shifts. The trainees were also told about the fourth optional component of
the leadership development opportunity – the leadership 360. The rationale behind this being
optional is discussed below.

The expectation that they contribute to the discussions and decision making within the trainee
committee meetings, and other School of Paediatrics meetings that they had the opportunity to
attend, was also made. It was reiterated that ‘representation of the views of colleagues’ was an
important role for all trainees on the committee. These experiences were designed to give the
trainees who participated in the trainee committee the opportunity to gain competences in
elements of the MLCF (see table 1.1) such as ‘building and maintaining relationships’,
‘encouraging the contribution of others’, ‘making decisions’, ‘evaluating impact’ and
‘developing networks’. The trainees were each given a copy of the MLCF in order to help
them to understand the context and terminology around each of the competencies.

3.3.5

Project-based leadership learning

In addition to being a member of the overall trainee committee each selected trainee was
allocated to a sub-group based on their preferences indicated on the application form. This subgroup would give each trainee the opportunity to focus on specific areas of project activity, but
also, with the much smaller numbers, would allow all of the trainees opportunities to
experience leading projects. The different sub-groups were:
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Supporting trainees



Curriculum delivery



Assessment



Communication & IT



Recruitment & Workforce Planning



Academic / Sub-specialty



Faculty Development

The focus of the different projects within each sub-group was very varied, and covered a
number of different elements of the Medical Leadership Competency Framework; examples of
these are illustrated in more detail in the results sub-section 3.4.3. A number of the ideas for
project-work emerged through discussions and reflections that took place during the focusgroup sessions described in chapter 5. All of the projects were focused on improving the
training experience for paediatric trainees in London, and hence aligning to the overall
objectives of the Specialty School. There were 1½ hours allocated for each of the sub-groups
to meet and discuss projects on a monthly basis, and each sub-group received informal support
and mentoring from a consultant paediatrician acting in a Training Programme Director (TPD)
role. Some trainees were able to involve themselves in 3 or more projects being run within
each sub-group, others focused on a single project that ran throughout the year.

For many of the trainees, whose previous learning had solely been around the development of
clinical competencies, this was their first experience of this type of work. The trainees were
encouraged to write up their proposals in the style of a business case and, with the support of
the sub-group Training Programme Director, to present them first to their sub-group and then
to the School’s Executive Board. This provided the opportunity for discussion, supportive
challenge and feedback. The aim was that these opportunities would be representative of the
sort of experiences, such as running improvement projects, redesigning their services or
pitching for resources, that these trainees would be likely to encounter when working as
consultants. Specifically, this work-based experience gave the trainees the opportunity to gain
competencies in key MLCFs elements such as ‘working within teams’ and ‘encouraging
improvement and innovation’.

3.3.6

Workshop-based leadership learning

The first formal team-meeting of the London School of Paediatrics trainee committee in March
2009 was a day-long induction event that focused on introductions, scene-setting and
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orientation. Two of the three focus groups described in section 5.3 were run during this event
(see discussions in chapter 5 for the methodological implications, in particular around
sequencing, of this). Following this induction, the School trainee committee was scheduled to
meet for half a day in central London on a monthly basis, with three of these meetings each
year superseded by a ‘School Forum’ event which was opened to all trainees and trainers
across London. This meant that in the 12-month study period there were 9 trainee committee
afternoons and 3 School Forum events, to which all trainee committee members were invited.
Each of the trainee committee afternoons consisted of three components:
1. Agenda-led discussion across the full trainee committee about a wide range of training
issues (90 minutes)
2. Small-group work within sub-groups to work on, and align, the project work described
in sub-section 3.3.5 (90 minutes)
3. An interactive workshop on a key leadership concept. The aim was that these
workshops had some alignment to one or more elements of the MLCF (75 minutes)

Some of the interactive workshops were facilitated in-house with others built around
presentations from invited speakers. The first three delivered sessions that the trainees on the
committee received were focused on understanding the importance of self-awareness and its
interface with successful team-working. This aligns with the ‘Demonstrating Personal
Qualities’ and ‘Working with Others’ domains of the MLCF. The content included an
introduction to personality type through the use of Myers Briggs Type Indicator (MBTI) (121)
assessments, work exploring Belbin’s team roles (122) and participation in a team-based
leadership simulation based around a management meeting scenario. The subsequent six
workshops each used the insights of senior invited guests to help participants to develop a
broader understanding of the wider healthcare system in England. Focusing on concepts
around (1) health policy, (2) commissioning, (3) quality and safety, (4) rationing of healthcare,
(5) understanding the context for change and (6) child public health they aimed to open minds
and stimulate further thinking and exploration of ideas. These learning opportunities align with
elements from the MLCF such as ‘identifying the contexts for change’, ‘facilitating
transformation’ and ‘managing resources’ and gave the trainees the opportunity to address key
competencies in these areas.

In summary the topics covered in these 75 minute long workshops were:
1. Self awareness, personality type and MBTI
2. Team roles and dynamics (including an introduction to Belbin’s work)
3. Team-based practical leadership simulation with peer-observation and feedback
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4. Introduction to the NHS and the wider healthcare system in England
5. Health policy and how it aims to lead to change
6. Commissioning – what it is, how it works, and what it hopes to achieve
7. Quality improvement and patient safety (highlighting Institute of Health Improvement)
8. Healthcare budgets, how money flows through the NHS and rationing
9. Public health and the preventative agenda; understanding the wider context for change

3.3.7

Designing a leadership 360 degree multi-source feedback tool

In addition to the learning from the workshops and the experiential learning gained from
attending the trainee committee meetings and participating in innovative projects, the
leadership development intervention had a fourth optional dimension. This was the opportunity
to participate in a leadership 360 degree multi-source feedback tool that was specifically
developed and built for this project.

Multi-source feedback (MSF) tools, which are sometimes called 360 degree feedback tools,
are increasingly being used across healthcare to assess the performance of doctors and other
healthcare professionals. There is a growing research literature around MSF, and this is well
summarised in Wood et al’s systematic review (123). In addition, the General Medical Council
(GMC) has given multi-source feedback tools a prominent part in the process of appraisal.
With appraisal emerging as the mainstay of the GMC’s approach to the revalidation of doctors
this is likely to widen considerably in the years ahead (124).

At the time of developing the project methodology there were no mainstream MSF tools
focused on leadership development in use within the NHS. Although a number of commercial
firms had developed leadership-based MSF tools they tended to be focused on senior leaders at
board level, were often not completely relevant to healthcare and were prohibitively expensive
to use. For these reasons, a decision was made to design and build a specific leadershipfocused MSF tool that any of the trainee committee cohort could use on a voluntary basis to
augment their leadership learning.

Wood et al’s systematic review (123) was a helpful starting point for the design and structure
of the 360, as based on their extensive review of the leadership literature, they proposed 10 key
ideas that had come from the most successful published tools. These were to:

1. Develop a positive culture around the use of the tool
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2. Be clear about the purpose of the tool
3. Clearly express any desired behaviours
4. Keep the number of items to be scored to a few
5. Keep the scale simple and fit-for-purpose
6. Use between six and ten raters
7. Compare the results with self-assessment
8. Train those giving feedback
9. Involve the assessees in the design and implementation
10. Use MSF to develop a shared understanding of the organisation

In addition to reviewing the leadership literature, the lead researcher (RK) had a number of
informal conversations with senior leaders within the NHS in an attempt to learn from their
experiences, and to input these into the design and planning. Non-healthcare avenues were also
explored, the most valuable of which was a study-visit to meet the Head of Leadership at
Diageo Ltd. Guidance was also sought from the team at the NHS Institute who developed the
Medical Leadership Competency Framework. The emphasis on the importance of developing a
tool that was simple, focused and fit-for-purpose was an important lesson learned from these
conversations and visits. There was also the opportunity to build on the personal experience of
using a broad, predominantly clinically focused, MSF tool called eSPRAT that was developed
by the Royal College of Paediatrics and Child Health for use in all paediatric trainees.

The 360 degree multi-source feedback tool, which was named the ‘Leadership 360’ was
designed by the lead researcher (RK), with the content validity of the tool achieved through
basing the questions on the domains of the Medical Leadership Competency Framework (19).
The questions were also influenced by some of the theoretical frameworks described in chapter
1, and in particular some of the ideas around followership and distributed leadership that came
up through my reading on transformational leadership (22) and shared leadership (30). The
questions in the Leadership 360 asked raters to report on the quality and frequency of different
leadership behaviours (using a 5-point scale going from ‘never’ to ‘always’, and with an
additional option not to comment) that they may or may not have observed in the individual
whose Leadership 360 they had been sent. A total of ten questions were asked within a domain
referring to ‘Personal Qualities and Working with Others’ and a further ten questions within a
domain about ‘Managing & Improving Services and Setting Direction’. There were also free
text areas which asked raters to describe the trainee’s leadership strengths and areas for
development. The self-assessment form, which participants were asked to complete about
themselves, followed the same structure.
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The Leadership 360 was constructed using a professional account on the widely used ‘Survey
Monkey’ web-based survey tool. This enabled sufficient functionality to be able to collate
multiple responses for each individual, and also provided secure encryption of data. An
information sheet for participants was developed (see Appendix 3.2) which was sent to the
trainee committee with an open invitation to participate (see Appendix 3.3). It was made clear
to the trainees on the committee that this was optional. The main rationale behind making this
optional was that in any particular year around half of the trainees would be needing to
complete a mandatory biannual workplace based multi-source feedback assessment that would
also require them to ask colleagues to rate them. To have made this compulsory would have
added to the burden of colleagues who were raters and may have led to unnecessary
duplication.

Figure 3.2, which details the content on the introductory page of the Leadership 360, gives a
useful summary of the ethos and processes behind it. The full version of the Leadership 360 (in
printed, rather than web format) can be found in Appendix 3.4.
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1. Instructions
Thank you for offering to complete this 360 degree appraisal form about your colleague's leadership skills.
It is based on the NHS Institute for Innovation and Improvement 'Medical Leadership Competency
Framework'.
They are taking part in a pilot leadership development scheme for paediatric trainees, and the results of this
multi-source feedback will help them to identify strengths they can build on as well as areas for future
development.
Your ratings and comments will be stored in an encrypted form on an external server, and will remain
anonymous. One of the project team will feedback the combined anonymous ratings and developmental
comments to the trainee. The reason the project team needs your name and e-mail address is to be able to
check which raters have responded and which are still to do so.
You are one of 12 colleagues who they are asking to do this. It should take you around 10 - 15 minutes to
complete, and incorporates 7 pages (you can move forward and back as you need to):
(1) This set of instructions
(2) Three basic questions about you
(3) Three basic questions about how you know the trainee
(4) A leadership qualities rating section (20 tick-box ratings)
(5) A section asking for examples of the trainee's strengths
(6) A section asking for suggested areas of development for the trainee to work on
(7) An opportunity to give feedback on this 360 form and the overall process
Please answer all of the questions. For each of the qualities listed think about any opportunities that may have
arisen, however small, for the trainee to have demonstrated their leadership skills. If there are any areas in
which you have not seen them perform, then please mark the U/C (unable to comment) column on the right
hand side of the page. Don't worry if you have to do this for a number of the qualities - the most important
thing is for the trainees to get honest feedback that can help them to develop and improve.

Figure 3.2

Introductory Page of ‘Leadership 360’ multi-source feedback tool

Members of the trainee committee cohort who opted to participate in the Leadership 360 were
given a weblink (URL), which they were asked to send out to 12 self-nominated colleagues
with whom they work. For comparison they were also asked to use a second web link to
complete a self-assessment version of the tool. Both were set-up so that it was not possible for
any single participant to give more than one set of results.

Once a 4-week collection period had expired and a minimum of 8 responses had been received
- the recommended level from an important national study (125) – participants were
encouraged to use the results as part of a developmental discussion with a senior colleague. It
was suggested that this might be their educational supervisor or a mentor, but the option was
also given to arrange an appointment with the lead researcher (RK) or the Head of School
(HC) to discuss results. The aim of this reflective discussion was to support their leadership
learning through widening insights and opening up new perspectives. As with the overall
participation in the Leadership 360, this meeting was encouraged but optional. This
opportunity to participate in the Leadership 360 covered many of the leadership competencies
within the first domain of the MLCF, ‘demonstrating personal qualities’, with particular focus
on developing self-awareness.
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3.3.8

Designing the evaluation strategy

This section gives an overview of the evaluation strategy designed to explore the impact of the
leadership development intervention. With this project involving only a small cohort of
participants, and run over a relatively short period of time (12 months in the phase covered by
this thesis), the evaluation methodology needed to be carefully designed to be in with a chance
of picking up any real impact of the leadership intervention.

3.3.8.1

Previous experiences of evaluating educational interventions

Prior to undertaking this thesis, the framework that I had previously used to guide the
evaluation planning of educational interventions I was developing was Kirkpatrick’s Learning
Evaluation Model (89), which was originally described by Donald Kirkpatrick in 1975. This
evaluation framework works at four levels: reaction, learning, behaviour and results. Table 3.1
provides a summary of the model.

Level What is
measured

Description

Evaluation methods

1

How the participants felt about
their learning experience

- Assess the level of participation in
the different elements of programme

Reaction

- Identify the challenges that
emerged from the programme
- Ask which elements of the
programme worked well and which
you would change or do differently
2

Learning

The measurement of the
increase in knowledge during
the programme

- Assess the knowledge and skills
learned during the programme

3

Behaviour

The extent to which the learning
applied to the workplace

- Identify attitudes and behaviours
towards other professional groups
and towards wider organisational
issues before and after participation
in the programme
- Evaluate how participation in the
programme has changed these
behaviours

4

Results

Table 3.1

The effect on the organisation or
environment as a result of the
learning experience

- Identify whether specific project
outcomes were achieved
- Identify the impact on department,
colleagues and organisation

Kirkpatrick’s four levels of training evaluation, adapted from Phillips
(1996).
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Whilst levels 1 and 2 are usually reasonably straightforward to achieve through traditional
evaluation methods involving the individual participants, exploring the extent to which a
programme has had impact at levels 3 and 4 is much more challenging. Looking at this project
through the ‘Kirkpatrick lens’, the quantitative aspects of the evaluation could be said to be
focused on an assessment of knowledge at level 2, whilst the qualitative work to explore
participants’ reactions was seeking to evaluate the impact of the programme on attitudes and
behaviours (level 3). There might also be the hope that any perceived impact at organisational
level (level 4) would be picked up through the focus groups, but a more comprehensive
evaluation of the wider impact was beyond the remit of this thesis.

Despite its very widespread use as a framework for evaluation of training initiatives, there are
a number of limitations to this model. Yardley and Dornan argue that Kirkpatrick's levels,
which they highlight were introduced to evaluate training in industry, involve so many implicit
assumptions that they are suitable for use only in relatively simple instructional designs, shortterm endpoints and for beneficiaries other than learners (126). It can also be argued that this
four-level model presents an oversimplified view that does not consider individual or
contextual influences that may come into play. It can be criticised for over-focusing on training
as an event, where instead learning is perhaps better thought of as a process that is connected,
collaborative and continuous (127). The model also assumes that there is a causal linkage
between the four levels inferring that a better student reaction leads to greater learning and thus
more organisational impact. Two meta-analyses of training evaluation studies using
Kirkpatrick’s framework (128)(129) have found little evidence that this is the case. Finally,
there is an assumption that the information gained from within the higher levels of the model is
more important that the information from Levels 1 or 2. However, it can be argued that the
weak conceptual linkages inherent in the model do not provide an adequate basis for this
assumption (130).

There are a number of other models that have emerged since Kirkpatrick’s model that can be
used to evaluation educational interventions. Many of these move towards evaluating against
the intervention’s outcomes and processes (131)(132). Kaufman, Keller and Watkins (133)
reframed Kirkpatrick’s four levels and also included a 5th dimension, societal contributions.
They also make a shift towards evaluating the organisational factors that underpin learner
reaction, experience and learning, and an attempt to better connect performance to
expectations. However, in many ways the criticism about the causal linkages described with
reference to Kirkpatrick apply here as well. Other researchers have moved towards an
approach that builds a logic model around the educational initiative (134)(135). This aims to
capture emergent outcomes and to then investigate why and how the intervention actually gets
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to these outcomes. This can then inform the development and evaluation of future versions of
the initiative. One of the most commonly cited criticisms is that, if oversimplified, the logic
model can underplay the nonlinear complexity of most educational contexts (136). The
decision making around the design of the research methodology in this study is described in
detail below.

3.3.8.2

Evaluation or research?

Reflecting on my previous use of Kirkpatrick’s model, the question as to the differences
between evaluation and research arises. This question continues to be widely debated and there
are many diverse and at times conflicting perspectives (137) (138).

There are those who argue that evaluation and research are fundamentally different. They cite
the importance of 'valuing' to evaluation - this is the focused application of evaluation findings
(ie local and specific, rather than being more generalizable). They also highlight the important
role of theory in research compared with a much lesser role within evaluation. In effect
evaluation determines the merit, worth, or value of things. It has been argued that the
evaluation process identifies relevant values or standards that apply to what is being evaluated,
performs empirical investigation, often utilising different techniques from the social sciences,
and then integrates conclusions with the standards. The result is an evaluation plan (139).
Contrasting this, research can be defined as the search for knowledge, or as any systematic
investigation, to establish facts, solve problems, prove new ideas and develop new theories.
Research usually follows a scientific method.

The alternative perspective comes from those who view evaluation as a form of research,
where research methods are used to answer practical focused questions in a timely fashion.
They argue that the commonly cited differences between evaluation and research only apply to
some types of research. There is suggestion that one might want to think of evaluation as an
applied social science (140). Patton describes evaluation as the systematic collection of
information about the activities, or outcomes, of programs in order to make judgements about
the program, improve program effectiveness and/or inform decisions about future
programming (141).

The open nature of the thesis title ‘Clinical leadership: can the skills be learned by trainee
paediatricians?’ is perhaps suggestive of this work being research, and as described in the subsection that follows, this question can be repositioned as a research hypothesis. However, it
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can also be argued that this thesis fits well into Patton’s definition – it describes the evaluation
of a specific leadership development programme, to determine its value. On balance this work
is probably best described as an evaluation, but one that is underpinned by a thoughtful focus
on research methodology. Key to this is developing a methodological approach that evaluates
against the project’s objectives.

3.3.8.3

The rationale for a mixed methods approach

At this stage it is worth reflecting back on the overall aim of this project - namely to explore
whether paediatricians in training can develop leadership skills through participating in a
specifically designed leadership development initiative. Within this aim, it could be argued
that there is a hypothesis, or maybe a theory, that suggests that “paediatricians in training can
develop leadership skills through participating in a leadership development initiative”. The
research question effectively needs to test, or explore, this hypothesis. With the nature of this
question, the subjects involved, and the type of intervention developed, a research approach
that combines aspects from both qualitative and quantitative methodologies feels likely to be
the most appropriate direction to take.

Lingard et al’s introduction to grounded theory, mixed methods and action research was a
helpful place to start in considering the potential role of each of these different research
modalities. This paper describes mixed methods research as:
‘…combining elements from both qualitative and quantitative paradigms to produce
convergent findings in the context of complex research questions. There are tensions
between these methods in terms of their values and processes, but these very tensions
can generate new insights. (142)’

At this explorative stage grounded theory (143) was also considered as a potential
methodology for this study. As explained in the Lingard paper, grounded theory takes a
different approach, in that it has an iterative design that involves cycles of simultaneous data
collection and analysis. These initial sequences of data analysis lead on to further adaption of
the data collection proceed. Indeed, the sample used in this design is not set at the beginning,
but is selected as the process unfolds. Participants are chosen for their ability to confirm or
challenge the theory as it emerges. In many ways, compared to traditional research methods,
this is like a hypothesis that has been engineered in reverse. This method of grounded theory
was first described by two sociologists, Glaser and Strauss in 1967 (143), and emerged at a
time when qualitative research was generally considered to be ‘unscientific’. Grounded theory
is perhaps best defined as a systematic approach to generating theories or hypotheses from
data, using thinking and questioning techniques that are both deductive and inductive. It is
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important to recognise that this is different from narrative or ethnographic approaches, which
are also increasingly recognised methods of qualitative research. How formally and rigorously
the mechanisms and methods of grounded theory are applied to data is a subject of significant
academic debate, which even led to a significant divergence of views between Glaser and
Strauss themselves. Whilst Glaser continued to promote an approach that was interpretive, set
in the wider context and self-developing (144), Strauss proposed an even more thorough,
systematic analysis (145). In his method every piece of data would be coded, all possible
meanings for each piece of data would be considered and only then would a conditional matrix
be constructed, from which a theory could be described.

Lingard et al argue that grounded theory is appropriate when the study of social interactions or
experiences aims to explain a process (142). They suggest that it is not appropriate as a
methodology to test or verify a theory. For this reason it can be argued that it is not the right
methodology for the research within this thesis.

3.3.8.4

Introduction to experimental design

Having explored the case for a mixed methods approach the next stage was to determine the
exact experimental design for this thesis. My learning and understanding of the different
methodological designs that could be used came from Campbell and Stanley’s Experimental
and Quasi-Experimental Designs for Research (146), Creswell’s text on research design (147)
and Greene et al’s conceptual framework for mixed-method evaluation designs (148).

The starting point of exploration in this area was to consider the value and limitations of a
cohort (in this case the trainee committee) having some sort of pre-intervention test and then
also a post-intervention test. Campbell and Stanley call this ‘Design 2 – the One-Group pretest - post-test design’ (146). While this design is very widely used in educational research, and
can have some value where there are not alternatives, it is described as a ‘bad example’ in
Campbell and Stanley’s original paper. This is due to the significant number of confounding
variables that can jeopardize the internal validity of the results. These include potential
concerns with:
a) History – other change over time producing events in addition to the intervention
b) Maturation – changes in the cohort group with the passage of time, independent of the
impact of the intervention
c) Testing – the effect of the pre-test itself. In this project it can be argued that the pretest self-assessment and focus group participation are in effect part of the intervention.
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d) Instrumentation – where there are autonomous changes in the measuring instrument or
tool between the pre-intervention test and the post-intervention test
This design also creates issues with external validity due to what could be described as
‘interaction effects’. These are interactions between the intervention and the selection process
used to select the cohort group, and between the intervention and the testing process. These
factors that are jeopardizing external validity lead to difficulties with generalisation.

As introduced in chapter 1, and described in more detail in chapters 4-7, this study looked to
use a comparator group to strengthen the research methodology. Campbell and Stanley detail a
number of true experimental designs where the use of a comparator, or control group, reduces
the issues around internal sources of invalidity, but also what they describe as ‘quasiexperimental designs’. These are situations where the researcher has control over when the
data collection procedures take place, but much less control over the timing and nature of
exposure to the experimental stimuli itself. These quasi-experimental designs are deemed
worthy of use where better designs are not possible or feasible.

In considering the potential use of a control group, the pragmatic difficulties of whether a true
control group would be able to be randomly selected, and then put through pre-test and / or
post-test testing became a dominant factor. Although this approach weakens the research
design, and can thus limit the conclusions made, provided due considerations are made to the
recognised jeopardising factors, it is still a legitimate approach to take. The main difficulty in
this research was the practical difficulty of finding a true control group, and then putting them
through a post-test alongside the trainee committee cohort. For this reason a comparator group
approach was chosen.

In their main chapter on quasi-experimental designs, Campbell and Stanley state:
“it is in the spirit of this chapter to encourage ‘patched-up’ designs, in which features
are added to control specific factors, more or less one at a time (in contrast with the
neater ‘true’ experiments, in which a single control group controls for all of the threats
to internal validity.(146) ”

Within this chapter, their Design 12 - the separate sample pre-test - post-test design and Design
13 - the separate sample pre-test - post-test Control Group Design both have features that
helped to influence the final design of this study, and interpret the results within the context of
the methodology used. In effect the study became a one-group pre-test – post-test design, but
also utilised a comparator group. This comparator group consisted of trainees from a range of
year groups, who were also tested at the time of the trainee committee cohort’s pre-test. The
75

aim of this was to eliminate or reduce some of the four main jeopardising factors that threaten
internal validity listed on the page above. The detail of this is discussed in Chapters 4 to 7.

Figure 3.3

Flowchart summarising the overall study design:

PRE-TEST
Qualitative and quantitative
measurement of the trainee committee
cohort (concurrent approach)
‘Measurement of the starting point’

PRE-TEST
Quantitative measurement of the
different year groups within the
comparator group

Implementation of the leadership
development intervention

POST-TEST
Qualitative and quantitative
measurement of the trainee committee
cohort (concurrent triangulation
approach)
‘Measurement of the end point’

Summary and analysis of findings
Conclusions and discussion
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So, in summary, three research methodologies were designed to answer the main research
question:

1. Systematic review of the literature for medical leadership development interventions –
this search for empirical evidence was described in detail in chapter 2, and was
designed to give the project context, as well as informing the design of the intervention
in this project. This systematic review was also contextualised in the wider leadership
literature outlined in chapter 1. This approach allows for comparison of the research
findings from this project with learning and research from across the international
literature, and thus helps with generating meaningful conclusions from the research
results.
2. Quantitative measurements using the self-assessment leadership capability surveys –
these are described in detail in chapters 4 and 6. The aim of this part of the evaluation
strategy was to provide the pre-test ‘before’ and post-test ‘after’ measurements of
leadership capability of the trainee committee cohort, and also to compare their
baseline pre-test assessment scores with those of a wider cohort of peers; the
comparator group. Unfortunately it was not possible to do a post-test assessment of the
comparator group.
3. Qualitative analyses of the trainee committee cohort’s perceptions prior to, and after,
the implementation of the leadership development initiative – these are described in
chapters 5 and 7. The aim of this qualitative analysis, with data gained through focus
groups, was to learn more about the attitudes, perceptions, feelings and behaviours of
the participants. Once themes emerged this information could then be used to gain a
deeper understanding of the ‘pre-test’ and ‘post-test’ quantitative data.

A further important discussion point with regards to the study design is the sequencing of the
data collection and data analysis, and the different methods that can be used to integrate data.
These issues are also addressed in chapters 5, 7 and 8. There is an extensive literature
describing different strategies and approaches to mixed-methods research (147)(149)(148)(64)
involving the timing, weighting, mixing and theorizing of the qualitative and quantitative data
collection. These four factors help to shape the procedural aspects of a mixed methods study,
and lead to a number of different possible designs. In this study the concurrent triangulation
approach, which is probably the most familiar mixed methods approach, has been adopted.
The aim was to collect data concurrently so that the two databases could be compared to see if
there is convergence, differences or some combination of the two. Some of the practicalities of
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this are discussed in chapter 5. Although this approach can lead to well-validated and
substantiated findings, Creswell notes that there are limitations to this approach (147). He
argues that it requires significant effort and expertise to study a single phenomenon with two
separate methods, and it can be difficult to compare the results of the two analyses using data
of different formats. It can also be difficult to work out how to deal with discrepancies in the
data collected by the two methods.

Finally, there are different possibilities in terms of how mixed methods data is integrated. The
word ‘triangulate’ is often used with range of meanings, far wider than its original definition.
Greene et al (148) suggest a number of different methods through which data can be
integrated. The approach taken in this study is discussed in the subsequent chapters.

3.3.8.5

Consideration of an action research approach

One other possibility that was considered, and ultimately rejected, was whether or not an
action research approach could have been taken within this thesis. Action research, which is
sometimes also called community based research, participatory action research or collaborative
enquiry, is research that is designed, implemented and run by the participants in partnership
with the researcher. It is an iterative approach where the participants and researchers act
together within the context of a problem to explore and implement change. The work and
research is set within a set of mutually agreed ground rules (142). Although the involvement of
the lead researcher (RK) in the trainee committee was fundamental to its successful launch and
ongoing development, his role within the trainee committee and that of the participants was
sufficiently different that it would have been difficult to argue that the research agenda and
activities were shared by researchers and partners. It could also be argued that the content of
the intervention was not necessarily as strong an issue as the sorts of community-based,
collaborative action research projects that have had success within healthcare (150).

3.4

Results

Whilst chapters 4 to 7 each describe a different section of exploratory research, the story of
which fairly naturally fits into the traditional ‘methods, results, conclusions and discussion’
framework, this chapter has brought together a number of related strands to describe the
establishment of the trainee committee and the development of the leadership intervention.
Therefore this section has been used to describe results and outcomes of the applications to the
trainee committee, the participation in the trainee committee and uptake of project work, the
participation in workshops and the uptake in the Leadership 360.
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3.4.1

Applications to the trainee committee

This first sub-section describes the results of the application process to the trainee committee.
992 trainees, who were registered with the London Deanery as being current postgraduate
trainees in paediatrics at that time, were sent the advert detailing how to apply to the trainee
committee. 65 completed applications were received prior to the deadline, along with 2 forms
that were incomplete and which were therefore rejected at this stage. It had been expected that
around 20-25 applications would be received, so this response was three times more than
expected. As a result of the strength of the applications and energy they exuded, the planned
structure of the trainee committee was adapted at this stage so that it could increase its
membership from 20 to 32. The initial shortlisting process reduced the number of potential
trainees down from 65 to 52. These applications were then reviewed, using the processes
detailed in sub-section 3.3.1 above, and 32 successful applicants were chosen to be members
of the trainee committee. All 32 trainees who were invited to become members of the
inaugural trainee committee accepted the offer. Of note there was a strong distribution of
trainees across the different levels of training, which was one of the main aims of choosing an
application form as the selection methodology. These levels of training, the spread across
different hospitals / Trusts and the allocation of sub-groups are summarised in Table 3.2. Each
trainee was given a unique ‘participant code’ in order to maintain their anonymity.

Work Area
Supporting Trainees
Curriculum Delivery
Communications + IT
Selection, Recruitment + W Planning
Curriculum Delivery
Assessment
Academic / Research / Sub-spec
Communications + IT
Assessment
Supporting Trainees
Communications + IT
Supporting Trainees
Academic / Research / Sub-spec
Communications + IT
Assessment
Curriculum Delivery
Curriculum Delivery
Selection, Recruitment + W Planning
Selection, Recruitment + W Planning
Selection, Recruitment + W Planning
Curriculum Delivery
Supporting Trainees
Curriculum Delivery
Faculty Development

Participant
Code
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

Level
ST1 (N)
ST1 (N)
ST1 (S)
ST1 (S)
ST2 (KSS)
ST2 (N)
ST2 (N)
ST2 (S)
ST2 (S)
ST2 (S)
ST3 (N)
ST3 (N)
ST3 (N)
ST4 (N)
ST4 (N)
ST4 (N)
ST4 (N)
ST4 (S)
ST5 (N)
ST5 (N)
ST5 (S)
SpR Y2 (N)
SpR Y2 (S)
SpR Y2 (S)

Hospital / Trust
Hillingdon
Whipps Cross
Mayday
Lewisham
Royal Surrey
Royal Brompton
Barts + The London
Kings
Guys + St Thomas
Guys + St Thomas
Whittington
Barts + The London
Barts / ICH
Homerton
Ealing
NWP
Whipps Cross
Farnborough, Kent
Barnet
Whittington
Kingston
North Middlesex
Ashford
East Kent
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Assessment
Supporting Trainees
Academic / Research / Sub-spec
Faculty Development
Audit + Research Trainee Lead
Supporting Trainees
Assessment
Academic / Research / Sub-spec

Table 3.2

25
26
27
28
29
30
31
32

SpR Y3 (N)
SpR Y3 (N)
SpR Y3 (N)
SpR Y3 (N)
SpR Y3 (N)
SpR Y3 (S)
SpR Y4 (N)
SpR Y4 (S)

GOSH
St Mary's
Barts + The London
Chelsea + West
Chelsea + West
St George's
UCL / UCLH
GOSH

Categorisation of successful applicants to the trainee committee by level
of training, hospital where they were based and sub-group placement

As described in the introduction to this chapter, a key principle of the trainee committee was
that the ideas and vision of the committee were integral to the strategic direction of the School.
In order to follow this principle from the very outset, a thematic analysis of the free text
answers to the ‘What are your biggest concerns about paediatric training in London and what
are your ideas about how we could resolve them?’ questions within the trainee committee
application forms was undertaken. This work, which was led by the two educational fellows
(AR and RH) with support from the lead researcher (RK), the Head of School (HC) and an
educationalist (FC) is not directly related to this research and so has been summarised in
Appendix 3.5 rather than being presented within the main chapters of the thesis. The analysis
was presented to the School Executive Committee and back to the Trainee Committee to be
used as evidence of areas of opportunity and concern that could be focused on.

3.4.2

Participation in the trainee committee

Each of the 32 trainee committee members participated in the trainee committee to varying
extents. Formal attendance lists were not maintained contemporaneously, but on
retrospectively reviewing of the e-mail apology lists it can be estimated that attendance ranged
from 3/12 (25%) to 10/12 (83%) of sessions. The majority of trainees on the committee were
able to attend 7 or 8 (58% – 67%) of the sessions in total. There was no formal measure of the
specific level of participation of each individual, but all 32 trainees on the committee had the
opportunity to discuss training issues and represent their colleagues with the senior training
leads (Training Programme Directors) and the Head of School.

3.4.3

Project work uptake

All 32 trainee committee members participated in one or more projects or workstreams within
the different sub-groups. The origin of the project work was very varied. Some work was
passed downwards from the Head of School or School Board, but the majority was generated
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from the energy and imagination of the trainees involved. In either situation the projects were
trainee led, with senior advice and guidance available from a consultant level Training
Programme Director. Their role was around enabling and facilitating the trainees to make
progress with their work and to get the best possible learning from those experiences.

Each of the projects had an emphasis on improving the quality of training within paediatrics in
London, but in all cases was contextualised by the acknowledgement of the relationship
between high quality training and safer, more efficient patient care. Trainees were encouraged
to innovate and take risks with projects, but to have a strong evaluation strategy in order to
remain focused on project outcomes, and to be able to learn from any mistakes. Project work
was undertaken flexibly, with the majority of the work done in the trainees’ own time. As a
basic illustration of the areas explored, some examples of initial projects that were undertaken
include the:

-

Establishment of a web-based curriculum-linked resource tool

-

Design and implementation of trainee led training guide

-

Improvement of recruitment processes and careers guidance to increase the number
and quality of applicants to paediatric training

-

Development of systems for more collaborative trainee-led research and audit between
Trusts

-

Redesign of the processes involved in application for ‘Out of Programme Experience’

-

Development of a curriculum delivery strategy for the School

The aim was that the experience of participating in and leading these projects would provide
the trainees with a very pragmatic, experiential form of leadership learning, linked to a number
of the different elements of the Medical Leadership Competency Framework (19). The extent
to which this was successful or not is explored in chapters 6 and 7.

3.4.4

Workshop uptake

Despite the potential learning from the workshop topics outlined in sub-section 3.3.6, it is
important to re-emphasise that, as described in the introduction to this section, and the early
sub-sections within the chapter, it was the work-based experience and project work that were
envisaged to be the mainstay of the leadership development intervention. In addition to the
evidence from the MLCF, and the learning from some of the papers found in the literature
review (100)(111), one very significant reason for this was a strong realisation of the
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difficulties that the members of the trainee committee had in attending the trainee committee
meetings on each occasion they were held. With the exception of two trainees who were on
academic placements, all other trainees on the committee were part of on-call rotas within their
Trusts. This meant that when these trainees were on-call, or preparing to do the night shift,
they were not able to attend the trainee committee afternoons.

Formal attendance lists were not maintained contemporaneously, but on retrospectively
reviewing the e-mail apology lists it can be estimated that attendance at the 9 workshops
ranged from 3/9 (33%) to 9/9 (100%) of the sessions. The majority of trainees on the
committee were able to attend between 5 and 7 (56% – 78%) of the workshops in total.
Summary notes were made from each session so that trainees who were not able to attend
could review the key points and potentially gain deeper learning through exploration of
accompanying reading lists, or through discussions with their peers.

As with the sub-section above relating to project work, the extent to which these workshops
were of value or not is explored in chapters 6 and 7.

3.4.5

Leadership 360 degree multi-source feedback tool uptake

As highlighted in sub-section 3.3.7, participation in the Leadership 360 was entirely voluntary.
In total the opportunity to trial the Leadership 360 was taken up by 17 of the 32 trainees who
were selected onto the trainee committee. This equates to a 53% uptake rate. Many of the
trainees also had to undertake a compulsory generic multi-source feedback assessment, called
eSPRAT, as part of the annual assessment process for their training programme. All of the
trainees who declined the opportunity to participate in the Leadership 360 cited this as the
reason why they did not participate. Their main concern was that they would not get enough
rater feedback across the two surveys if they took them both on.

Of the 17 trainees who were sent individualised Leadership 360 web-links, 11 received
between 10 and 12 responses, 4 received between 6 and 8 responses and 2 trainees only
received 2 and 4 responses respectively. Once completed trainees were sent an electronic
summary of all of the responses received from their colleagues. This was available for them to
read and reflect on, but in addition the majority of the trainees incorporated discussions about
their feedback into supervisions with their educational supervisor. Four trainees arranged for
feedback meetings with the lead researcher (RK) and these were held through face-to-face
discussions in the weeks that followed the completion of the collection of responses.
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As the use of multi-source feedback tools within medicine continues to expand there is a
growing medical education literature exploring the reliability, validity and feasibility of their
use as workplace-based assessments (151)(152)(153)(154)(155)(156). Overall the use of multisource feedback tools employing medical colleagues, other healthcare colleagues, and patients
as a method to assess doctors in practice can be argued to show high reliability, validity, and
feasibility. There are arguments about the merits of self-nominating raters or having them
selected externally. In this study, with such small numbers of participants, formal critique and
review around the validity, reliability and generalizability of the Leadership 360 was not
undertaken. As an optional resource for the individual trainees within the trainee committee
cohort to utilise, it was important to describe the processes undertaken with the Leadership
360, but it was never intended to be a core component of the leadership development
intervention. As with the sub-sections above relating to project work and workshop attendance,
the question as to whether or not participation in the Leadership 360 was of value to the 17
trainees who enrolled on it is explored in chapters 6 and 7.

3.5

Conclusions

This chapter has explored the processes involved in the planning and implementation of an
innovative leadership development initiative, which was specifically designed to support the
learning and development of the newly established London School of Paediatrics trainee
committee. This leadership development intervention consisted of:
(1) involvement in the work of the trainee committee
(2) project-based work run through the sub-groups
(3) attendance at specifically designed leadership workshops
(4) the opportunity to participate in a Leadership 360
Trainees were not able to participate in every aspect of each of these opportunities due to other
work commitments, although the programme was left as flexible as possible to accommodate
this reality of a work-based programme. A mixed methods methodology was designed to
evaluate the impact of this leadership development initiative on the trainees who participated
in it. This has been outlined in sub-section 3.3.8 above and is illustrated in detail in chapters 6
and 7.

3.6

Discussion

The essence of this project was to design and implement a leadership development programme
that, underpinned by the concepts within the Medical Leadership Competency Framework,
supported the leadership learning of a cohort of paediatric trainees who had been selected to
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form the inaugural London School of Paediatrics trainee committee. As described in section
3.1 these developments were initiated at a time of significant change within postgraduate
medical training. Although this change generated some turbulence in the system, creating new
structures and processes, and a significant degree of uncertainty, it also provided an
opportunity for new initiatives. The establishment of the trainee committee and the associated
leadership development programme came out of this opportunity.

The selection of the trainee committee was carried out through well managed processes that
are detailed in sub-section 3.3.3, but due to the surprisingly large number of applicants some
adjustments had to be made to the structure of the trainee committee in order to gain the most
from this opportunity. The scoring and the shortlisting processes aimed to explore commitment
to the programme alongside rewarding trainees who had a strong track record of designing and
implementing projects. As with any selection process, aspects of this were imperfect and if run
again, with additional resource available, it may be worth relooking at this process to
incorporate interviews as an additional selection step. Above all, an interview might be a
helpful way of exploring commitment to the programme, discussing specific individual
learning needs, and orientating the trainee applicant to the ethos of the role. A second
dimension was the role of ‘application’ to the trainee committee rather than ‘election’ which is
the traditional format taken, for example, by many of the Medical Royal Colleges. As
described in sub-section 3.1.3 the aim of this approach was to broaden the representation to
include a strong balance of dynamic junior trainees who were only just starting out in their
programmes. To this end, as illustrated in Table 3.2, this was extremely successful.

As highlighted in chapter 1, most trainees in the UK have had little or no leadership
development training. Where individuals have had opportunities these have tended to be
classroom based and focused on the more senior trainees. Having successfully recruited a very
dynamic and heterogeneous cohort of 32 trainees to form the inaugural trainee committee, it
was important to design and implement a leadership development intervention that would
provide opportunities for leadership learning for them all. The aim was to develop an initiative
that reflected some of the thinking from the wider leadership literature and the medical
leadership systematic review (100)(94)(102)(106). Particularly important was to build this
initiative around the principles described by Pearce, Conger and other authors writing about
shared leadership (30)(117)(31). Based on the rationale described in sub-section 3.1.3 this was
work-based and also highly flexible and pragmatic in acknowledging that there would never be
occasions when all 32 individuals could come together. The intervention was also very lowcost and therefore, if shown to be of value, would have a good chance of long-term
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sustainability and spread. Early opportunities for this would be spread to other paediatric
Specialty Schools across the UK, or to non-paediatric Specialty Schools within London.

The main difficulty of this approach was from a research perspective, where the ‘blurring
around the edges’ of which experiences were inside the defined leadership development
intervention and which were not was complex. The risks with this were three-fold. Firstly,
there was the potential that any improvements or change following the leadership development
intervention may not be clearly picked out by the research methodologies chosen. Secondly,
any changes picked up by the evaluation may actually be attributable to some other factor
outside the influence of the leadership development intervention; without a control group this
may be difficult to detect. Thirdly, although the intervention had a degree of flexibility and
bespoke approach for trainee committee cohort, when thinking about sustainability and spread,
reproducing exactly the same experience for other cohorts would be extremely difficult. These
issues, hazards and jeopardizing factors are explored in chapters 4, 6 and 8.

With regards to the optional Leadership 360 it was noted at the time of developing the project
methodology that there were no mainstream MSF tools focused on leadership development in
use within the NHS. Since developing this tool this situation has changed, and in addition to
the marketing of further commercial leadership tools, two different healthcare leadership
resources have been developed and made available to NHS staff. The first of these, the NHS
Leadership Framework self-assessment tool (157) (initially launched in 2011), is not actually a
multi-source feedback tool, as it only focuses on self-assessment. However, in a similar way to
the self-assessment component of the Leadership 360 designed for use in this project, the tool
is based on the domains and elements of the NHS Leadership Framework (158), the difference
being that it is pitched at all healthcare professionals and not just doctors. The second resource
was developed on behalf of the NHS Leadership Academy by the talent and career
management company Right Management. This resource is a multi-source feedback tool built
around the content of the NHS Leadership Framework and designed to provide a practical way
of assessing leadership behaviours. Unlike the self-assessment tool there is a reasonably
significant charge to using this feedback tool.

It remains to be seen whether there will be wholesale uptake of leadership-focused multisource feedback tools such as the Leadership 360 designed and used in this project. In this
project, as noted in sub-section 3.4.5 above, uptake of this optional tool was only 53% and in
effect only just over one third of the cohort group had enough respondents for it to be
worthwhile. Within chapter 7 there is some trainee-led discussion of this issue during the post85

intervention focus groups. The concern for trainees is that in most specialities they are already
mandated to undertake annual multi-source feedback assessments and there are significant
issues in some areas of trainees struggling to get enough responses. The more common and
widespread their use becomes there is a risk of ‘rater fatigue’ and that insufficient people
respond, and some of those that do spend less time on their feedback than perhaps they
previously did.

Sub-section 3.3.8 describes in detail the thinking and considerations made in designing the
overall evaluation strategy for the project. It highlights the conclusion that, on balance, this
work is probably best described as an evaluation rather than research, but one that is
underpinned by learning from research methodologies and techniques. This sub-section also
describes the thinking and rationale behind the evaluation design, which is illustrated in Figure
3.3. The use of a comparator group, who only undertook the pre-test, to attempt to strengthen
the research methodology is not without controversy. As highlighted in sub-section 3.3.8.3,
Campbell and Stanley (146) describe a number of true experimental designs where the use of a
comparator, or control group, reduces the issues around internal sources of invalidity, but they
also illustrate what they call ‘quasi-experimental designs’. These designs are utilised when the
researcher has control over when the data collection procedures take place, but has much less
control over the timing and nature of exposure to the experimental stimuli itself.

Although the use of a control group, who would also be subjected to both a pre-test and posttest assessment, was considered in this project, the pragmatics of randomly selecting a true
control group, and then putting them through pre-test and post-test assessments proved to be
logistically impossible. While this unfortunate practicality weakens the research design, and
therefore limits the conclusions that can be made, significant effort was made to recognise and
consider jeopardising factors (146)(149)(147). The impact of history, maturation, testing, and
the effect of autonomous changes in the measuring instrument or tool between the preintervention test and the post-intervention test may have all had an effect on the results and so
these jeopardizing factors need to be considered in the conclusions. Chapter 4 describes these
in the context of the pre-test quantitative assessment and also picks up the rationale behind
using a comparator group of trainees from multiple year groups in an attempt to offset some of
these problems.

This type of experimental design also creates issues with external validity due to what could be
described as ‘interaction effects’. These are interactions between the intervention and the
selection process used to select the cohort group, and between the intervention and the testing
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processes. This was a consequence of attempting to use the initial focus groups as a way of
feeding in the trainees’ views into developing the intervention itself. Although this brings in
important principles of co-design (159)(160) it does have the effect of compromising
interpretation of the evaluation. These factors that jeopardize external validity can lead to
difficulties with generalisation of the results to other settings.

Having summarised some of the main discussion areas around the establishment of the trainee
committee, detailed the implementation of the leadership development intervention and
described the thinking behind the evaluation methodology, the next chapter describes the work
to develop a quantitative measurement of the baseline (pre-test or ‘starting point’) leadership
capabilities of the trainee committee cohort.
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Chapter 4 – Quantitative measurement of the starting point

Chapter Overview
This chapter describes the quantitative methodologies used to measure the preintervention baseline (pre-test), or ‘starting point’. It introduces the ‘comparator’ group of
trainee paediatricians against which the trainee committee cohort could be compared, and
describes the development of a self-assessment tool that was used for this measurement.
The chapter explores the use of vignettes within the self-assessment tool, the attainment of
content validity, the development of an ability scale and summarises some important
issues around self-assessment. The chapter details the results of these measurements and
discusses the conclusions that can be drawn from them.

4.1

Introduction

The previous chapter described the trainee committee cohort and the processes involved in
refining and delivering the leadership development intervention. It also described, as an
overview, the development of an overall evaluation strategy for the programme, and the
rationale for the evaluation methodologies chosen. This chapter looks at one aspect of this
strategy, the quantitative measurement of the pre-test baseline, or ‘starting point’, using a
specifically designed self-assessment tool, in much greater detail.

Medical education is dominated by research that explores different methods of assessing
performance or competence. A significant amount of this work describes objective
assessments or examinations that relate to learning outcomes, carefully blue-printed and
standard set and implemented in formal reproducible settings. Within this thesis an assessment
was needed that could detect any post-test changes that might be present.

4.1.1

Finding an objective measure

Careful consideration was given to the possibility of developing an objective assessment that
the cohort of trainees could sit both prior to and following the intervention. The work
described in Chapter 2, which had explored the evaluation methodologies of the papers that
had been included within the systematic review of the medical leadership literature, was an
important source of direction. I also tried to contextualise this thinking in my learning from the
leadership theories described in chapter 1. Logistically the simplest approach would have been
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to have set a knowledge test that could have been implemented, perhaps even online, before
and after the intervention. This was the approach taken by many of the studies found in the
literature review (85)(86)(87); it was also considered in this research, but ultimately rejected.
Looking at many of the competencies in the Medical Leadership Competency Framework
(MLCF) (19), and reflecting on the discussions around transformational (21), distributed (28)
and shared (30) leadership, the focus of this research was around development of leadership
qualities, behaviours and competencies. With these intended outcomes it can be argued that a
knowledge-based assessment would have relatively little meaning (56). While there is value in
individuals being able to understand leadership theory, which can then go on to inform their
practice, the MLCF itself uses leadership evidence-base as a framework from which to outline
leadership behaviours and competencies.

As discussed in Chapter 3 the leadership

development intervention in this study was therefore not designed to specifically deliver
knowledge, but to open up perspectives and encourage opportunities to get involved with
projects and work that it was hoped would lead to learning and development. If levels of
knowledge in the trainee cohort were shown to have increased in the post-intervention
assessment, my opinion is that it would be difficult to interpret what that actually means.

Concepts around the assessment of competence are perhaps best presented by Miller, a
psychologist, who in 1990 described four levels of competence that could be assessed in
different ways (see Figure 4.1)(161). In every step up the pyramid the underlying level is a
building block up to the next level. At the base of the pyramid is ‘knows’, then ‘knows how’,
then ‘shows how’, and finally ‘does’:
- Workplace-based assessments
- 360 degree multi-source feedback
- Logbooks

Does
Shows How

- Portfolios

- OSCEs
- Clinical short and long cases
- Simulation assessments

Knows How
- MCQs / SBAs / EMQs
- Essay questions

Knows

- Structured oral exams
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Figure 4.1

Miller’s framework of clinical assessment (161)

Miller argues that examination papers, that rely on essay questions or multiple choice
questions (MCQs), single-best answer questions (SBAs) or extended matching questions
(EMQs) assess competence at the level of knowledge, so with the rationale described above
would not be appropriate for this study. Another possibility that was considered was to develop
a specific Objective Structured Clinical Examination (OSCE) (162)(163), focused on
objectively scoring performance in leadership related tasks.

Where OSCE questions are

carefully crafted they are able to assess what the candidate shows they can do, but this may not
correlate to what the candidate actually does in their everyday practice. Although there is some
potential gain here, it was felt in the context of this study, that the complex logistics, in terms
of design and operational implementation (expense, staff, examiners, multiple circuits, roleplayers), of a ‘before’ and ‘after’ OSCE out-weigh the potential benefits.

The top of Miller’s pyramid is all about assessing exactly what people do, for real, in their
everyday practice. In essence it is about assessing performance; how the actions and
behaviours of an individual match up against expected standards. The really difficult aspect of
this is coming up with metrics and tools that objectively observe and measure this. Whilst 360
degree multi-source feedback gives some summary views on performance and competence,
unless one is permanently followed and watched by an objective observer, measures are reliant
on self-assessment (such as portfolios, log-books and self-assessment components of multisource feedback). This is an area, described in the sub-section below, that has considerable
complexity.

4.1.2

Self-assessment

Whilst using a self-assessment strategy is very appealing in terms of logistics, there is good
evidence of limitations when this process is used to assess, or score, the abilities or
performance of medical professionals (164)(165)(166). The suggestion is that doctors are
likely to over-estimate their self-assessment scores when compared to existing objective,
externally generated markers of performance. There is also evidence to suggest that the least
competent are also the least able to self-assess accurately, often significantly over-estimating
their own level of performance (167).

There is, however, evidence that the accuracy of self-assessment tools can be enhanced by
feedback, and also by providing explicit assessment criteria and guidance on what level of
performance should score what mark (ie benchmarking) (168). There is also an argument that
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self-assessment can enhance a culture of feedback and strong reflective practice (164)(168).
Many successful leadership development programmes use self-assessment tools and
instruments, such as the Myers-Briggs Type Indicator (MBTI) psychometric tool (121)(104),
to support participants in developing further insights into their individual strengths and areas
for development.

As detailed in Chapter 2, although many of the studies that had been exploring leadership
development initiatives used pre- and post-intervention self-assessments, there were no
useable, previously validated leadership self-assessment tools described in the literature. Of the
included studies Osborn et al (83) had used a 1-5 abilities scale where 1 indicated
unsatisfactory, 3 good and 5 excellent, although there appeared to have been little attempt
made to validate the scale. Kouzes and Posner’s Leadership Practices Inventory (LPI)(169),
which was developed through mixed-methods studies across a broad range of businesses and
enterprises, is an example of a validated tool. Interviews, case studies and observations of
exceptional leadership were used to define the five practices of exemplary leadership. These
practices formed a framework against which the LPI could be based. Broadly applicable to
healthcare it has previously been used in a study on leadership in nursing (170), but because of
the language used in the tool was judged to not be sufficiently applicable to this work.

Therefore, there was a need to develop an original tool for use in this project. Building on the
concepts described above, where the importance of providing explicit criteria within the
context of the self-assessment tool was highlighted, led to exploratory thinking about:
a) the use of vignettes to provide specific examples against which to self-assess abilities;
this is explained in more detail in sub-section 4.1.3 immediately below.
b) achieving high content validity for the tool; content validity refers to the extent to
which a specific measure represents all of the wider aspects of a particular social
construct. The description as to how this was achieved, and the relationship back to the
Medical Leadership Competency Framework, is presented in sub-section 4.3.1 below.
c) looking into triangulating self-assessment scores against a log of previous experiences.
Triangulation comes from the military, or navigation, description of using multiple
reference points, from different angles, to identify the exact location of an object. In
this situation, it refers to using more than one methodology to explore the same
phenomenon (147). The supposition in this example was that evidence of a significant
number of other leadership experiences might justify a particularly high selfassessment score of ability in that particular domain. The methods used to achieve this
are described in detail in sub-section 4.3.3.
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4.1.3

Vignettes

There is a social sciences literature from the last 30 years describing the use of vignettes to
support robust data collection within qualitative research (171)(172)(173). Vignettes have been
described in many different ways, but are in essence brief scenarios on which participants can
be asked to comment, and from which researchers can explore the subjective belief systems of
those who have participated. Although the methodologies employed are very varied, much of
the research to date using vignettes has focused on exploration of the attitudes and beliefs of
participants in surveys, interviews or focus groups. The opportunity to depersonalise stories
and increase both context and reproducibility of the scenario are of great value in these
situations.

There are also a few examples where vignettes have been used as anchoring statements,
alongside Likert-scales or other self-assessment measures, with the aim of trying to ensure
answers given are more objective. This approach was demonstrated very neatly by some
statistical modelling undertaken by van Soest et al who developed a model in which objective
measurements were used to validate a series of vignette-based responses (174). This particular
model was illustrated with reference to objective and subjective self-assessments of drinking
behaviour by students in the Republic of Ireland, and the results clearly demonstrated the value
of vignettes in increasing objectivity.

Within the medical literature, vignettes have been used much less, although there are
increasing examples of the use of clinical vignettes to measure the competence of physicians
(175) and to characterise the variations in practice between different clinicians (176). In this
study the aim was to build on this work by using two brief vignettes alongside an opening
descriptive statement, for each of the 11 dimensions of the self-assessment survey. An example
of this, for the ninth dimension ‘Planning / Applying Knowledge & Evidence’, is given below:
Doctors show leadership by actively contributing to plans to achieve service goals.
They gather information to produce an evidence-based challenge to systems and
processes in order to identify opportunities for service improvements. For example:
(Vignette 1) imagine a situation where your consultant asks you to think about ways in
which you could gather feedback from patients to help develop plans for improved
adolescent services within your department.
(Vignette 2) reflect on situations where you have used your knowledge of the latest
evidence to challenge existing practices and processes within your department.

These pairs of vignettes are then followed by a question that asks participants:
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Reflecting on your own practice, and thinking about the two examples given above,
please rate your own ability in planning and applying knowledge & evidence from 1 to
5 on the scale below:

As with the research highlighted in the literature, the aim is for the vignettes to help
respondents to better understand the context of the question, to reflect on and explore previous
experiences and to increase objectivity. Further description of how the vignettes were created
and piloted can be found in sub-section 4.3.1 below.

4.2

Objectives

The main objective of this chapter is to describe a self-assessment tool to measure the
leadership capabilities of the trainee committee cohort prior to the implementation of the
leadership development intervention (pre-test), and to compare these results with a comparator
group of trainees. Splitting this core project objective into smaller steps results in there being
five chapter-level objectives, which are to:


Describe the design and development of a self-assessment tool to assess trainees’
leadership abilities



Describe the methodologies used to implement this assessment with the trainee cohort
and also the comparator group



Explore whether there were any significant differences in self-assessment results
between the trainee cohort group and the larger comparator group



Explore whether the recording of previous experiences has any predictive value of
self-assessed ‘ability scores’



Test whether there is any historical evidence of progression of learning as trainees
moved through their clinical postgraduate training and became more senior

4.3

Methods

This section details the development and implementation of the self-assessment tool used to
measure the starting point, or baseline of leadership ability, of the trainee committee cohort,
prior to them commencing on the leadership programme. In addition this tool allowed for
comparison of the trainee committee cohort with their paediatric trainee peers.
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4.3.1

Development of the self-assessment tool

With no previously validated and published self-assessment tool available, the tool used in this
study had to be developed.. This involved a number of important stages which are outlined in
this sub-section.

4.3.1.1

Content validity

Content validity refers to the extent to which a specific measure represents all of the wider
aspects of a particular social construct, in this case ‘clinical leadership’. In order to establish
content validity the self-assessment tool developed for this project was based on the five
domains of the Academy of Medical Royal Colleges and NHS Institute of Innovation and
Improvement’s Medical Leadership Competency Framework (MLCF) (19) – see Figure 4.2.
The MLCF was developed specifically for doctors within the NHS, and is underpinned by
international evidence around leadership competency and capability in healthcare (177)(112).

Figure 4.2

Domains of the Medical Leadership Competency Framework (19)

Each of the five domains of the MLCF has four elements, making a total of 20 elements.
MLCF Domains:

MLCF Elements:

Project ‘Dimensions’:

Demonstrating
Personal Qualities

Developing Self Awareness

(A) Developing self awareness

Managing Yourself

(B) Managing yourself

Continuing Personal Development

(C) Continuing personal development

Acting with Integrity

(D) Acting with integrity & managing people

Developing Networks

(E) Developing networks and building &

Working with
Others

Building & Maintaining Relationships
Encouraging Contribution
Working within Teams

Managing Services

maintaining relationships
(F) Working within teams and encouraging
contribution

Planning

(G) Planning & applying knowledge/evidence

Managing People

(D) Acting with Integrity & Managing People

Managing Resources

(H) Managing resources and performance

Managing Performance
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Improving Services

Ensuring Patient Safety
Critically Evaluating

(I) Critically evaluating, ensuring patient
safety and facilitating transformation

Facilitating Transformation
Encouraging Improvement & Innovation

Setting Direction

Identifying the Contexts for Change

encouraging improvement & innovation

Applying Knowledge and Evidence

(G) Planning & applying knowledge/evidence

Making Decisions

(K) Making decisions and evaluating

Evaluating Impact

Table 4.1

(J) Identifying the contexts for change and

their impact

Domains and elements of the Medical Leadership Competency
Framework (MLCF) (19) and their relationship with project
‘Dimensions’

The initial version of the self-assessment tool was based on individual questions relating to
each of the 20 elements of the MLCF. However, piloting with 7 paediatrician colleagues
demonstrated that 20 questions were perceived by the users to be too many to be able to
complete. Therefore, for the development of this self-assessment tool, these elements, which
are outlined in Table 4.1, were combined into a series of 11 descriptive statements, or
dimensions. This process was led by the lead researcher (RK) but was also discussed with
three other senior members of the Enhancing Engagement in Medical Leadership project team,
who developed the original Medical Leadership Competency Framework. These discussions
reviewed the content of the 11 collapsed dimensions, and concluded that although there may
be a loss of coverage and therefore content validity, the practicalities of ensuring that users felt
comfortable to complete the self-assessment tool outweighed this. Each of these 11 dimensions
were placed alongside pairs of examples, as described in sub-section 4.1.3 above on
‘vignettes’, to help contextualise them.

The vignettes were created by the lead researcher (RK) by adapting the case studies within the
main MLCF (19) text as a framework for writing paediatric-specific vignettes that would
resonate with the trainee committee cohort and paediatric trainee comparator groups. Relating
this directly back to the MLCF was an important way of ensuring that the full breadth of each
of the competencies (eg self-awareness) was incorporated. Feedback on the readability and
applicability of the vignettes was obtained during the piloting phase and adaptations were
made before a final version was confirmed.

Within the self-assessment tool these combinations of statements and examples were used as a
stimulus to ask participants about their self-perceived ability in each area. All of the statements
and examples can be found within the final version of the self-assessment tool in Appendix
4.1.
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The MLCF and the wider NHS ‘Leadership Framework’ which followed from it in 2011(158)
are increasingly widely used across the NHS and internationally. Interestingly, since
completing my work in this area, a Leadership Framework Self Assessment tool has been
published by the NHS Institute of Innovation and Improvement. The aim of this tool, which
although similar in content has a different scale and approach to the tool developed for this
project, is to support NHS workers to manage their own leadership learning and development
(157).

4.3.1.2

Developing an ‘ability scale’

Having designed and piloted the 11 descriptive statements and pairs of examples for the selfassessment tool, a measurement scale, consisting of a number of clear criteria against which an
individual could assess themselves, was developed. This process took into account a number of
key considerations including whether or not to use pure Likert scales, or Likert-type scales
such as semantic differential scales (178)(179), the number of options, the words and/or
numbers used in the scale and the nature of the data produced.

There is significant debate within the medical education and social sciences literature as to
whether Likert scales, ‘Likert’-type scales, or semantic differential scales (178), should have
an odd or even number of points, and indeed how many points there should be (180)(181). The
concern about an odd number of points is that a disproportionate number of respondents head
for the neutrality of the middle option. However, with an even number there is no possibility of
a ‘middle option’, which is perhaps unrealistic, and for that reason a 5-point scale was adopted
in this study.

Another much argued issue is whether Likert scales, and Likert-type scales produce interval or
ordinal data (182)(180). This, along with other factors around the assumed normal distribution
of the data, has important implications as to whether parametric tests, such as a t-test (likely to
be more statistically powerful than its non-parametric equivalent) can be used in analysing the
data. To strengthen the case for the data being interval, a number scale from 1 to 5 was evenly
transcribed between the two descriptors used in the scale. The assumptions around this data
and the choice of statistical methods used are discussed in sub-section 4.3.4.

Options were explored about adapting the widely used Strongly Disagree – Disagree – Neither
Agree nor Disagree – Agree – Strongly Agree scale often seen in traditional 5-point Likert
scales, or in adapting a previously published ‘confidence scale’. Neither of these would have
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achieved the desired assessment of ‘readiness’ or ‘preparedness’ so after trialling a number of
drafts, it was decided to use a semantic differential scale, with bipolar descriptors at either end
of a five-point scale. This adapted five-point ‘skills scale’ was used as follows:

(1) I find this difficult
and I have to consciously
work at it

(2)

-

(3)

-

(4)

-

(5) This is so inherent
in my practice that I find
it easy and instinctive

This scale, based on the principles of Dreyfus model of skills acquisition (183), was adapted
from one used in a small qualitative study exploring confidence and competence (184). The
two statements describing skills levels were aligned to the numbers 1 and 5, with the numbers
2,3 and 4 spaced evenly between them, in order to bolster the argument of this being an
interval scale. This scale was pre-piloted with a group of 8 trainees from a different specialty
to check that it could be quickly read and clearly understood. This gave a further opportunity
to pilot the format and readability of the vignettes. One improvement to the layout of the scale
was made following this pre-pilot. The content and formatting of the final scale used can be
seen within the first three sections of the Portable Document Format (PDF) of the final version
of the self-assessment tool in Figure 4.3 below, or in full at the end of the thesis in Appendix
4.1.
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Figure 4.3

First 3 sections of pre-intervention self-assessment questionnaire
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4.3.1.3

Evidencing self-assessment scores

As described in sub-section 4.1.2, there is good evidence of the limitations of using a selfassessment approach in isolation (164)(166), so a strategy was developed to correlate selfassessment scores against a log of previous experiences. The aim was to strengthen the design
by using a second methodology to explore the same phenomenon. The questionnaire was
designed such that after making their self-assessment of leadership ability, for each of the 11
leadership areas, participants were also asked to illustrate which previous experiences they had
used to help gain relevant knowledge, skills, attitudes and behaviours. They did this by
checking the boxes of each of a long list of possibilities (which included an ‘Other’ option
with a free text box) to record which ones they had previously experienced.

The aim of this process was to add to the validity of the self-assessment by seeing whether
there were areas of knowledge, or groups of participants, where the level of self-perceived
ability was not underpinned by any significant and relevant experiences (168). This would
potentially cast doubt on the validity of the self-assessment scores as logic would suggest that
a position where one “finds something easy and instinctive” would be underpinned by
significant prior experience. In addition, it was decided to use a process of multivariate
analysis of variance, to explore whether any of the experiences that people may have had were
predictive of significantly higher scores compared to people who had not had those
experiences, in one or more of the eleven dimensions of leadership assessed. The results of this
analysis are discussed in sub-section 4.4.5, and critique of some of the inherent assumptions
around this are detailed in section 4.6.

4.3.2

Piloting

The self-assessment questionnaire was piloted, initially in paper form, and then subsequently
using the web-based format in which it was finally distributed. Feedback from 7 doctors
(mixture of trainees and consultants) was received, and an additional 8 doctors from a different
specialty commented on the five-point scale. This feedback informed adaptations to the format
and language used in order to improve the clarity and flow of the questionnaire. This included
feedback on the terminology used, which helped to simplify and clarify the descriptions of the
context and the assessment instructions. One significant concern, despite the decision to reduce
the number of dimensions down from 20 to 11, was around the length of the questionnaire.
There are a number of studies that demonstrate a falling response rate, and increased numbers
of incomplete questionnaires, the longer the survey is, although much of the work on this has
been done on postal questionnaires (185)(186)(187). There are also potential concerns about
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answer fatigue reducing the quality of responses, although this is not borne out in the literature
(185).

As highlighted above, it was for these reasons that the original design of the questionnaire was
reduced from 20 questions (corresponding to the 20 elements within the MLCF) to 11
questions, with elements being condensed and combined together to form 11 dimensions (see
Table 4.1). It was recognised that this has some potential impact on the content validity and
discussion around this is picked up in section 4.6. Even with these improvements, piloting
demonstrated that the average time of completion was just over 18 minutes, which it was
acknowledged was on the longer side of completion time for the breadth of surveys commonly
received by doctors. The risk here is that respondents may become fatigued or bored and either
rush their answers, or leave the survey without completing it.

4.3.3

Implementation

The self-assessment questionnaire was designed and formatted on a widely used,
internationally available, web-based survey platform (www.surveymonkey.com). A postal
survey was considered, as there is some evidence that response rates through this method are
higher than via web-based surveys (eg 21% v 11% in a survey of 6000 US dentists (188)), but
for economic, implementation and data analysis reasons the web-based approach was chosen.

The self-assessment questionnaire, once designed and piloted, was sent out to the trainee
committee cohort, and the full group of comparators (every other paediatric trainee within the
London School of Paediatrics and Child Health) via individual e-mails. This technique, where
the main introductory message and survey URL link was pasted into the body of each e-mail to
each individual potential participant, allowed for personalisation of the request to complete the
survey. Although difficult to know whether this had any impact, within the context of a group
of recipients who receive anywhere between 5 and 20 web-based surveys per annum, and
despite being labour intensive without the support of mail-merge technology, this seemed to be
a worthwhile approach to personalise the request with the aim of improving the response rate.

A single, individual e-mail reminder was sent to potential participants between 21 and 28 days
after the original request. The survey remained open for a further 6 weeks although the
majority of the responses came within 48 hours of sending the requests.
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4.3.4

Statistical analysis and rationale

Having designed a methodology where a questionnaire asked participants to illustrate previous
experiences that had supported the development of their self-assessed leadership abilities, a
number of different approaches were explored as means of analysing potential correlations,
and in determining any significant underlying factors.

The data from the web-based self-assessment questionnaires was initially downloaded into
Microsoft Excel format, before being manually cleaned in preparation for being converted to
SPSS format. The analysis was performed within SPSS; support and guidance for this and
input into the choice and running of statistical tests came from an experienced medical
statistician, Henry Potts, who is an academic colleague within University College London.

The approach to the statistical analysis of the self-assessment data aimed to begin by exploring
whether there was evidence of global changes or differences between data (eg using an
ANOVA test). There is then an argument that only if these global differences are found does
the analysis move to a more specific level of detail, for what are often called ‘post-hoc’ tests
(eg in this case using T-tests to explore each of the different dimensions). As this project has a
mixed methods approach, relating this analysis back to the original questions and the data
gathered from the qualitative work also helped to give the findings important context and
interpretation.

As described above in sub-section 4.3.1.2 there is some contention as to whether the data from
Likert-type scales, or semantic differential scales, is interval or not. This has important
implications as to whether or not parametric tests can be used. For this project histograms of
the data were generated and reviewed within SPSS. In all cases they looked to be normally
distributed, with no evidence of a long tail (this would be unlikely with only 5 data points) or
skewing of the data. As a result it was concluded that it was possible to use parametric
statistical tests on this self-assessment score data as they were judged to be sufficiently robust.
Where the data was much more likely to be skewed (eg with the experience log data) nonparametric tests were used. The sub-sections below describe the different tests used.

4.3.4.1

Analysis of variance

This ‘global’ test explores whether there is any change or difference between the two sets (ie
cohort and comparator, or in the case of Chapter 6 pre- and post-) of data. Even if none of the
11 questions were to show any significant difference as individual questions, there remains the
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hypothesis that there might have been a ‘small amount of change across all 11 dimensions’,
and collected together this might amount to a significant difference, so this was the rationale
for running this test. This concept was analysed on SPSS using a global analysis of variance
(ANOVA) test. It is worth noting that this is a parametric test, and there is no non-parametric
equivalent, so the assumptions and conclusions about interval data that are made in the
paragraph above are important.

4.3.4.2

T-tests

If there was a suggestion from the global analysis that there might be some changes or
differences to try to explain, the self-assessment scores of the different groups, and the scores
for each of the 11 different dimensions were compared using unpaired ‘independent samples’
t-tests to look for any significant differences. The pre- and post-intervention scores of the
trainee committee cohort were analysed using a paired t-test (see Chapter 6). T-tests are a
parametric test, but there is a non-parametric equivalent test that could be used if the
assumptions about the interval nature of the semantic differential scales, discussed in subsection 4.3.1.2 above, were ruled to be invalid.

4.3.4.3

Bonferroni correction

Bonferroni corrections (189) can be applied to account for the relatively small samples sizes.
This adjustment entails reducing the critical level of ‘significance’ from 0.05 by dividing it by
the number of tests being run. With the 11 different questions within the self-assessment
questionnaire, and the data arising from each, this would lead to a revised cut off for
‘significant’ of 0.05 divided by 11, which is 0.0045. This correction, which is widely viewed
as being quite conservative, means that there have to be fairly large differences in scores
between groups, or between the pre- and post-intervention results, to attain significance. There
is an argument that in the case of post-hoc tests, being run after obtaining positive global test
results, results can legitimately be displayed without applying the Bonferroni correction. The
implications of whether or not the correction is applied are described in the results section.

4.3.4.4

Factor analysis & dimension reduction

A process of factor analysis, using SPSS, was applied to explore whether or not the 11
different questions in the self-assessment could be statistically grouped together into a
significantly fewer number of larger dimensions.
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The rationale behind this choice was to take a more analytical approach to collapsing down the
full breadth of the MLCF elements, to see if a small number of interpretable factors emerge.
The hope was that this might further inform understanding about the areas of learning need for
trainees of different levels, and hence help to shape leadership development interventions in
this area. This process of factor analysis is also known as dimension reduction and is a wellrecognised method of combining multiple strands of observed data into a fewer number of
non-observed dimensions which can then be used to describe results (190).

4.3.4.5

Pearson’s product-moment correlation coefficient

Pearson’s product-moment correlation coefficient is a parametric test that can be used to
compare the statistical dependence of two variables. It has a non-parametric equivalent test
called Spearman’s rank correlation coefficient, but because of the arguments around the
interval nature of the semantic differential, or Likert-type, data, a decision was made to use
Pearson’s test. In this study it was used on the pre-intervention data (for both the trainee
committee cohort and the wider comparator group) to see if there was any association between
the numbers of years of training an individual had received and the self-assessment scores in
each of the 11 domains. The rationale for this test was to explore, in the absence of a post-test
assessment of the comparator groups, whether or not there was evidence that trainees naturally
developed leadership skills and behaviours as they went through the years of the standard
postgraduate paediatric training programme. The value of this additional experiment, and what
can be concluded from it, is discussed in section 4.6. An assessment as to whether these results
were any different using ‘grade of training’ rather than the number of years in training was
also made.
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4.4

Results

This section describes the quantitative results of the work to measure the starting point (pretest), generated by the self-assessment tool described above.

4.4.1

Response rates

The URL link to the self-assessment tool was sent by e-mail to 919 paediatric trainees as
described in sub-section 4.3.3. Responses were received by 336 trainees (37% response rate);
of these 336 trainees, 289 fully completed the assessment (86% completion rate). This gives an
amended response rate for fully completed self-assessment questionnaires of 31%. In addition
to these numbers, of the 32 doctors in the trainee committee cohort, 27 (84% response rate)
fully completed the pre-intervention self-assessment questionnaire. Table 4.2 shows the
respondents from each group according to their training grade:

Training Grade

Comparator Group
(pre-test)

Trainee Committee Cohort
(pre-test)

ST1

35

3

ST2

41

6

ST3

32

2

ST4

54

4

ST5

42

3

ST6

36

5

SpR (ST7)

47

4

SpR (ST8)

47

1

Post CCT

2

0

336

28

Total

Table 4.2

Number of self-assessment questionnaire respondents by training grade

The comparator group had between 1 and 8 years of specialty training in paediatrics, with a
median of 5 years (IQR 3-7). The trainee committee cohort also had between 1 and 8 years of
specialty training in paediatrics, with a median of 4 years (IQR 2-6). The self-assessment
scores for each individual within the trainee committee cohort and the comparator group are
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illustrated in Appendix 4.2. Due to the size of spreadsheet, the raw ‘experiences’ data has not
been included.

4.4.2

Comparison of trainee cohort and comparator group

For the comparator group to add any value to the experimental methodology it was necessary
to determine that there were no significant differences in terms of demographics and selfassessed leadership ability between them and the paediatricians in the cohort group. With the
trainee committee cohort being a self-nominated group there was the possibility that their selfassessed leadership ability may have been above average.

In order to test for these differences, a repeated measures ANOVA was performed with a
within-subjects factor of the 11 dimensions and a between-subjects factors comparing the
cohort group and the comparator group. This ‘global test’ showed no significant difference
when comparing the self-assessment scores of the two groups (F1,314 = 0.4, p = 0.5) and no
significant interaction between group and dimension (F10,305 = 0.6, p = 0.8).

Although the ‘global test’ described above was able to reassure that there was no statistical
difference between the self-assessment scores of the cohort and comparator groups, this
concept was explored in greater detail by looking at each of the 11 dimensions individually.
The possibility of there being significant differences between the mean scores of the cohort
and comparator groups for each of the 11 dimensions were calculated for both groups and
compared using unpaired t-tests. The rationale for this choice of statistical analysis is described
in sub-section 4.3.4.1.

The results, which have been collated in Table 4.3, clearly show no significant difference
between the self-assessment questionnaire scores of the two groups across all 11 dimensions.
There is therefore no evidence that, prior to the introduction of the intervention, the study
group differed significantly from the comparator group on any of the 11 dimensions. This
correlates with the findings of the repeated measures ANOVA global test described above.
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Dimensions

(A) Developing self awareness
(B) Managing yourself
(C) Continuing personal development
(D) Acting with integrity and
managing people
(E) Developing networks and
building & maintaining relationships
(F) Working within teams and
encouraging contribution
(G) Planning and applying knowledge
& evidence
(H) Managing resources &
performance
(I) Critically evaluating, ensuring
patient safety and facilitating
transformation
(J) Identifying the contexts for change
and encouraging improvement &
innovation
(K) Making decisions and evaluating
their impact

Table 4.3

Comparator
group:
mean

N

Comparison of
comparator group with
trainee committee cohort

336
328
317
314

Trainee
committee
cohort: mean
(N = 27)
3.5
3.7
3.7
3.4

3.4
3.6
3.6
3.4
3.3

310

3.3

t335 = -0.5, p = 0.6

3.7

306

3.6

t331 = 0.8, p = 0.4

3.1

303

3.3

t328 = -1.0, p = 0.3

3.3

302

3.2

t327 = 0.2, p = 0.8

3.2

299

3.1

t324 = 0.5, p = 0.6

3.2

294

3.3

t319 = -0.9, p = 0.4

3.0

289

3.2

t314 = -1.1, p = 0.3

t361 = -0.3,
t353 = -1.1,
t342 = -0.7,
t339 = 0.1,

p = 0.8
p = 0.3
p = 0.5
p = 0.9

Comparison of pre-intervention self-assessment scores between the
comparator and trainee committee groups.

Table 4.3 also illustrates the drop-off in numbers of answers throughout the 11 dimensions of
the self-assessment questionnaire. After an initial drop-off where 8 respondents only answered
the first question, and a further 11 only got as far as the second question, the drop-off remained
fairly even throughout the questionnaire. The calculations were made independently for each
dimension using the total number of respondents to that specific dimension. This meant that
for this analysis the partial respondents were fully included. All 27 of the trainee committee
cohort who started the questionnaire completed it.

Finally, in order to examine potential differences in answers from female and male
participants, another repeated measures ANOVA, this time with a between-subjects factor of
gender, was performed. This showed that there is no main effect of gender (F
0.2) and no interaction with dimension (F

10,305

1,314

= 1.4, p =

= 1.4, p = 0.2), meaning that the effect of

gender was not particularly significant in this work.
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4.4.3

Using factor analysis to determine summary themes

As described in sub-section 4.3.4.4 an exploratory factor analysis was performed to explore
whether there were any factors that could encompass more than one of the 11 dimensions set
out in the original self-assessment tool. This was done using SPSS.

The factor analysis demonstrated a reduction from the 11 observed leadership dimensions
down to 2 significant factors. The first factor was able to explain 27% of the variance, and the
second factor, an additional 20%, reaching almost 50% between these first two factors. In the
analysis, weights over 0.3 were considered to be significant, and all of these are illustrated in
Table 4.4. Where weights were under 0.3 they have not been displayed in order to avoid
distracting ‘statistical noise’.

Dimensions

Factor 1

Factor 2

(weight)

(weight)

(A) Developing self awareness

0.73

(B) Managing yourself

0.58

(C) Continuing your personal development

0.60

(D) Acting with integrity and managing people

0.58

(E) Developing networks and building & maintaining relationships

0.67

(F) Working within teams and encouraging contribution

0.46

(G) Planning and applying knowledge & evidence

0.65

(H) Managing resources & performance

0.52

0.36

0.43

(I) Critically evaluating, ensuring patient safety and facilitating 0.63
transformation
(J) Identifying the contexts for change and encouraging improvement

0.81

& innovation
(K) Making decisions and evaluating their impact

Table 4.4

0.67

Results of dimension reduction using factor analysis
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4.4.4

Progression through training

The relationship between the self-assessment scores within each of the 11 dimensions and the
number of years each of the respondents had spent in specialty training was also explored. In
case (usually due to time out of programme or flexible working) it was any different from
‘number of years in training’, the relationship was also looked at per ‘grade of training’. These
analyses used the data from all 363 (336 comparator group and 27 trainee committee cohort)
respondents. Determining this relationship was important as it would help to explore if there
were increases in scores with seniority. If this was the case, this would suggest that trainees,
without the benefit of the leadership development initiative, increase their scores over time.
Conversely, if there was no significant increase in scores as trainees became more senior, this
could suggest that there would have been no ‘natural’ increase in scores over time in training
within the comparator group. As described previously this was potentially important as a way
of partially offsetting the lack of a post-test assessment in the comparator group in the
evaluation methodology.

Pearson’s product-moment correlation coefficient was used to explore whether there was any
significant correlation. The rationale behind this choice is outlined in the methods sub-section
in 4.3.4.5. The correlation between ‘years of training’ and ‘grade of training’ was shown to be
r = 0.99 (p < 0.001) so there was no need to do the calculations for both; the actual numbers in
this sub-section refer to ‘years of training’. The initial results showed that there was a
significant correlation across dimensions B, C and K, and this is illustrated in Table 4.5.
However, if the Bonferroni correction (as described in sub-section 4.3.4.2) was applied it was
only dimension (B) ‘Managing yourself’ (p=0.011) where significant correlation remained.

Dimension

Pearson’s correlation (r)

(A) Developing self awareness

r = 0.037, p = 0.469

(B) Managing yourself

r = 0.169, p = 0.001

(C) Continuing your personal development

r = 0.124, p = 0.017

(D) Acting with integrity and managing people

r = -0.004, p = 0.941

(E) Developing networks and building & maintaining r = 0.091, p = 0.085
relationships
(F) Working within teams and encouraging contribution

r = 0.006, p = 0.914

(G) Planning and applying knowledge & evidence

r = 0.061, p = 0.254

(H) Managing resources & performance

r = 0.067, p = 0.211

(I) Critically evaluating, ensuring patient safety and facilitating r = 0.083, p = 0.121
transformation
(J) Identifying the contexts for change and encouraging r = -0.009, p = 0.869
improvement & innovation
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(K) Making decisions and evaluating their impact
Table 4.5

r = 0.153, p = 0.005

Pearson’s product-moment correlation coefficient analysis of correlation
between self-assessment questionnaire scores and number of years in
specialty training

With the significant result for dimension (B) the question arises as to whether there are
significant periods within the duration of the paediatric training programme where the increase
in scores occurs, or whether the increases are relatively evenly spaced throughout training. A
regression plot was attempted with the data for this dimension, but there were insufficient
numbers of data to be able make any meaningful conclusions from the plot.

4.4.5

Does the experience log correlate with self-assessment scores?

Sub-section 4.3.1.3 describes the process of triangulation, where for a specific dimension the
average self-assessment scores were correlated with the average number of ‘experiences’
boxes that were ticked for that particular dimension. It would be expected that a position where
one “finds something easy and instinctive” would be backed up by significant prior
experience.

This analysis was performed for dimension (A) “Developing self awareness”. Using a sample
size of 263 people, who fully completed this section, the numbers of experiences counted were
compared with the score for that dimension. On this occasion, because of the skewed
distribution of the bimodal experiences data Spearman’s rank correlation coefficient, a nonparametric test, was used to explore whether there was any significant correlation. The results
showed a statistically significant correlation where rs = 0.26 (p < 0.001). This finding offers
some support to the suggestion that the 5-point self-assessment scale used in this study is a
valid measure.

Having demonstrated this significant correlation the question emerges as to whether any of the
previous experiences that respondents may have had were predictive of significantly higher
scores compared to people who had not had those experiences. This phenomenon was explored
using a multivariate ANOVA across all eleven dimensions of leadership assessed.

Table 4.6 details the summary results of this ANOVA through documenting the F-statistic (a
value that arises from the statistical test that explores differences between means within an
ANOVA) and p-values for each dimension. It also illustrates the ‘Adjusted R squared’
percentage, which gives a conservative estimate of how much of the variance in scores across
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that dimension can be explained by whether or not certain previous experiences had been selfrecorded as having occurred. In all 11 dimensions the ANOVA suggested that there was a
significant relationship between the semantic differential scale self-assessment scores and
documented previous experiences.
Dimension

F-statistic

p-value

Adjusted R
squared

(A) Developing self awareness

F(19,369) = 3.110

0.000

9.4%

(B) Managing yourself

F(19,360) = 2.013

0.008

4.8%

F(19,348) = 2.362

0.001

6.6%

and

F(19,345) = 3.376

0.000

11.0%

(E) Developing networks and building
& maintaining relationships

F(19,341) = 5.536

0.000

19.3%

(F) Working within teams
encouraging contribution

and

F(19,337) = 2.565

0.000

7.7%

(G) Planning and applying knowledge
& evidence

F(19,334) = 4.201

0.000

14.7%

(H)
Managing
performance

&

F(19,333) = 3.496

0.000

11.9%

(I) Critically evaluating, ensuring
patient
safety and facilitating
transformation

F(19,330) = 4.084

0.000

14.4%

(J) Identifying the contexts for change
and encouraging improvement &
innovation

F(19,325) = 3.616

0.000

12.6%

(K) Making decisions and evaluating
their impact

F(19,320) = 4.655

0.000

17.0%

(C) Continuing
development
(D) Acting with
managing people

Table 4.6

your

personal

integrity

resources

Multivariate ANOVA detailing the relationship between semantic
differential self-assessment scores and documented previous experiences

In a further stage of analysis, the potential influence of each specific individual experience on
the self-assessment scores was ascertained.

Table 4.7 illustrates which particular individual experiences had a significant (p < 0.05)
influence on increasing self-assessment scores for each of the 11 dimensions. Of note,
experiences at university, learning from role-models, experiences with patients, ‘improvement’
projects, teaching/supervising colleagues and ‘other’ experiences all had a significant influence
in at least 3 different dimensions. The only experience that was found to have had no
significant influence on any of the dimensions was participating in a clinical audit project.
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(K) Making decisions / evaluating impact

(J) Context / innovation & improvement

(I) Critically evaluating / transformation

(H) Managing resources & performance

(G) Planning & applying evidence

(F) Working within teams

(E) Developing networks / relationships

(D) Acting with integrity / manage people

(C) Continuing personal development

Experience ↓

(B) Managing yourself

(A) Self awareness

Dimension →

Experiences at school
Experiences at university
Learning from role-models
Experiences with patients
Educational supervision
Multi-source feedback
Trust-based teaching sessions
Reading books / journals
Scenario-based teaching (eg APLS)
Courses / conferences
Multi-disciplinary meetings
Clinical audit projects
Attending management meetings
‘Improvement’ projects
Contributing to national working groups
Contributing to patient safety initiatives
Teaching / supervising colleagues
Experiences from undertaking research
Other experiences

Table 4.7

4.5

Experiences (marked in grey) that had a significant (p < 0.05) influence
on increasing self-assessment scores for each of the 11 dimensions

Conclusions

This section summarises the conclusions that can be drawn from the results of the starting
point survey described above. In summary these are that:
a. prior to the introduction of the intervention, the study group were not significantly
different from the comparator group in terms of their self-assessed leadership abilities
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b. through a process of factor analysis, the 11 different leadership dimensions could be
reduced down to two significant factors. The first factor could explain 27% of the
variance, and the second factor, an additional 20%
c. there is little evidence to suggest that the majority of trainees, who have not had the
benefit of any specific leadership development experiences, increase their leadership
abilities over time. The more senior trainees only self-assessed themselves
significantly higher than more junior colleagues in one leadership dimension (B)
‘Managing yourself’. This is an important conclusion in the context of there being no
post-test assessment of the comparator group.
d. there is a significant correlation between the occurrence of previous experiences and
the self-assessment score, which supports the validity of the self-assessment scale
measure
e. certain specific previous experiences are more likely to influence the development of
self-assessed leadership abilities than others

4.6

Discussion

The essence of this chapter has been to describe the work that has been done to meaningfully
assess the leadership abilities of the trainee committee cohort, prior to them starting on the
programme (pre-test).

As discussed in sub-section 4.3.1 a number of different approaches were taken to ensure the
validity of the self-assessment measure used in this study. Basing the content and language on
the domains and elements of the Medical Leadership Competency Framework, around which
the lead researcher (RK) had experienced a significant amount of development and
implementation work on behalf of the NHS Institute of Innovation and Improvement, gave
strong content validity. There is an argument that in reducing the 20 elements down to 11
dimensions some of this strong content validity may have been diluted. As noted in the
methods section, this had to be balanced against the pragmatics of using a survey that was so
long that it was at risk of not being completed. With a number of mitigating steps put in place,
it was hoped that the effect of this reduction would not significantly affect the results.

The use of vignettes helped to strengthen the self-assessment tool further. Their origin from
within the Medical Leadership Competency Framework materials, followed by a process of
piloting with a small group of paediatricians, gave them a sense of content validity as well as
practical applicability. Had more time been available it may have been advantageous to have
subjected these vignettes to more discussion and piloting before they were finalised.
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Although it was not possible to use a previously validated scale, the detailed approach to the
design of the scale, focusing on getting the structure and presentation as strong as possible, and
the reference to the Dreyfus work on expertise (183) led to a measure that was likely to work
reasonably well. It was also concluded that it would enable the desired assessment of
‘readiness’ or ‘preparedness’ better than a traditional Likert scale (181). There are however, on
reflection, some inherent weaknesses in the scale design that might have been avoided had a
Likert scale been adapted, or a different approach to creating a semantic differential scale
taken (179). It can be argued that the two ends of the scale are not technically bipolar
opposites, and, perhaps more critically, that the two extremes contain more than one concept
(how I find it, and how I have to approach it). The scale could also be criticised for not having
a clearly defined neutral mid-point:

(1) I find this difficult
and I have to consciously
work at it

(2)

-

(3)

-

(4)

-

(5) This is so inherent
in my practice that I find
it easy and instinctive

There is therefore a risk that different participants may interpret the scale in different ways,
and that the data is perhaps not truly parametric in nature. This might have an impact on some
of the assumptions made and discussed earlier in the methods section of this chapter, and on
the results discussed in chapter 6.

The piloting process allowed for an early assessment of the functionality of the scale and the
work to show that the experience log correlates with the self-assessment scoring along the
interval scale offered further evidence for construct validity. The efforts, with individualised
communication and follow-up e-mails, to achieve a high response rate to the surveys were also
an important factor in achieving meaningful results. The impact of non-respondents, and the
potential that they might have answered very differently to the respondents, is always an
important consideration in survey based studies. Achieving response rates of 37% in the
comparator group (with 86% of these fully completing the survey) and 84% in the trainee
committee group was an important part of mitigating against this. However, almost two-thirds
of the trainees in London did not respond which leads one to conclude that there is a possibility
that the ‘comparator’ group was to an extent itself ‘self-selected’ in that they were all people in
the one-third of trainees who felt motivated enough to participate in the survey. This
discussion around non-respondents highlights another important point that was mentioned in
chapter 3, namely that this self-assessment tool, which was used as one part of the pre-test
assessment, is also in effect part of the intervention. This important concept, and potential
jeopardising factor, could have a significant impact on the results (146)(147). Without there
being a post-test comparison between the cohort and comparator groups at the end of the study
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period it is difficult to properly mitigate against interference from this testing process. The pretest focus groups described in chapter 5 generate the same issue. It may be that if this
leadership intervention were to be reproduced that the self-assessment tool could also be used
by individual participants to help them to reflect on their strengths and areas needing focused
development (168).

Although helpful to be able to conclude that at the ‘starting point’, or pre-test stage, the study
group were not significantly different from the comparator group in terms of their self-assessed
leadership abilities, it is important to consider the possibility that no significant difference was
found due to the weakness of the measurement tool. In other words, there is a possibility that
there were differences between the comparator and cohort groups, but that the self-assessment
measurement scale used in this study was not sufficiently sophisticated to detect them. The
finding that the more senior trainees only self-assessed themselves significantly higher than
more junior colleagues in one leadership dimension perhaps also backs up this suggestion,
although there are two potential challenges to this assertion. Firstly, this result comes after
applying a Bonferroni correction, which as described in sub-section 4.3.4.3 is widely regarded
as being very conservative, and so may have ‘over-corrected’ any observed differences in
other dimensions (two other dimensions did show some significant increase across the years
prior to applying Bonferroni correction). Secondly, it is worth challenging the assumption that
more senior trainees necessarily have significantly more leadership experience than their junior
colleagues. Prior to 2009, when this part of the study was performed, there were relatively few
leadership learning opportunities available to trainees and so most reached the end of their
final year as a trainee without any specific experiences.

This data indicates that in 2009 there was little evidence to suggest that the majority of
trainees, who had not had the benefit of any specific leadership development experiences,
increased their leadership abilities over time. In the absence of any post-test assessment of the
comparator group, as described and accounted for in chapter 3, this conclusion is an important
point, and helps mitigate, to some extent, against the important jeopardising factors of history
and maturation (146). Over the last 3-4 years there has been a large amount of work
undertaken to embed leadership learning in postgraduate medical curricula and to increase
opportunities for work-based leadership learning. So, if this part of the study was to be
repeated in the future, more significant differences between the different grades of trainee
might be expected to be seen.
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The factor analysis that was undertaken on the self-assessment questions demonstrated the
possibility of a dimension reduction down to two significant factors. These two factors, one
focused on personal leadership development (‘Factor 2’) and the other on systems learning
(‘Factor 1’), align extremely well with what is known to be important from the leadership
literature reviews described in chapters 1 and 2, and with the qualitative work undertaken
around the time of application with the trainee committee (see chapter 3). This provides further
content validity to the use of the 11 dimensions, but also opens up the idea that future work
might be able to use shorter, more effective self-assessment tools, potentially with fewer
dimensions that duplicate less of the same content.

Another important aspect of the self-assessment pre-test survey was the work to use
documentation of previous experiences as a way of validating the answers given on the ability
scale. This was based on the inference that would suggest that a position where one “finds
something easy and instinctive” would be underpinned by significant prior experience. This
approach was also supported by positive feedback from the individuals who participated in
piloting. As described in sub-section 4.4.5 this correlation was demonstrated in a number of
ways. This was initially done through using the first dimension (A) “Developing self
awareness” to demonstrate a significant correlation between the number of experiences ticked
and the self-assessed leadership ability score. While a helpful start, it is important to
acknowledge that this result does not account for any variability in the depth, frequency,
timings or quality of the experiences. Looking at the correlation from the other direction an
ANOVA was used to explore whether any of the previous experiences that respondents may
have had were predictive of significantly higher scores compared to people who had not had
those experiences. These results, as illustrated in table 4.6, show that in all 11 dimensions there
was a significant relationship between the semantic differential scale self-assessment scores
and documented previous experiences. The adjusted R squared scores give an estimate (which
is thought of as being conservative) of the overall influence the experiences themselves had on
the scores. This varies from just under 5% to almost 20% in dimension (E). Although this
influence is not calculated to be particularly strong, it does support the approach that was taken
to strengthen the self-assessment questionnaire with the ‘experiences’ log.

For each of the 11 dimensions the influence of each specific experience was determined, and
where there was a significant influence this was noted by a grey square in table 4.7. Whilst one
cannot make sweeping conclusions about the significance of having a particular number of
specific experiences influencing a dimension, it does give an indication of which experiences
have the most potential to lead to the development of certain leadership capabilities. The
importance of gaining a grounding in leadership learning from university / medical school and
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the value of role-modelling was highlighted on more than one occasion. In addition workbased learning through experiences with patients, teaching and supervising colleagues and
involvement in ‘improvement’ projects were important influences on a number of dimensions.
This provides important backing for some of the work-based learning concepts that emerged
from the literature review in chapter 2.

Conversely, more traditional methods of knowledge-focused ‘classroom’ learning such as
lectures, teaching sessions, scenario-based learning and reading books / journals were
perceived to be less influential experiences. The finding that participation in clinical audit was
not found to be a significant influence in any of the dimensions leads to the suggestion that
trainees have become much broader and more diverse in their approach to leadership learning.
This pushes up against the fact that many postgraduate training programmes in the UK still use
compulsory participation in a clinical audit in every 6-month long placement as the single way
to involve trainees in the broader aspects of patient care. It is worth noting that there were
some, perhaps slightly surprising, areas where some of the leadership dimensions did not
significantly correlate to experiences that one might have intuitively thought would have had
an impact on that learning. An example of this might be the ‘managing yourself’ dimension
which was only significantly influenced by participation in improvement projects and teaching
and supervising colleagues. That said, as illustrated in table 4.6, there was an overall influence
of previous experiences on the managing yourself dimension, and with the relatively small
numbers in the cohort, it is perhaps not unexpected that some areas of correlation will not be
strong enough to be statistically significant.

The conclusions from this work on experiences have potential important use for postgraduate
trainees and their trainers, as when looking to develop learning plans to address specific
leadership learning needs, this information could lead to the delivery of slightly more targeted
advice.
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Chapter 5 – Qualitative analysis of the starting point

Chapter Overview
This chapter builds on the quantitative assessment of the previous chapter. It introduces
the principles of framework analysis as a qualitative research methodology. It continues
by describing the focus groups that were used to explore participants’ ideas around
leadership, and to gain a deeper, qualitative understanding of the baseline leadership
learning of the cohort of participants, prior to the implementation of the intervention. The
addition of this qualitative element is a key part of the mixed-methods approach. The
chapter details the thematic analysis of this work and explores the conclusions that can be
drawn from it.

5.1

Introduction

The previous chapter explored the quantitative self-assessment tool that was used to measure
the pre-intervention starting point. This chapter builds on this to explore some basic theoretical
concepts around the use of qualitative data in educational research, before describing the
specific use of focus groups in this study. The aim of using these qualitative methods was to
gain a deeper, more comprehensive understanding of the starting point (pre-test) of the cohort
of participants. In addition this gave an opportunity to capture their ideas and learning needs
and then to use these to shape the intervention accordingly.

5.1.1

Introduction to focus groups

The choice of focus groups (where a small number of participants come together in person to
discuss their views on a particular topic) as a research methodology arose from the need to get
underneath the straightforward quantitative answers from the self-assessment survey. The aim
was to explore in greater depth the ideas that the paediatricians involved in this initiative had
expressed. The value of focus groups in understanding the why questions was eloquently
expressed by David Morgan twenty-five years ago (191):
Focus groups are useful when it comes to investigating what participants think, but
they excel at uncovering why participants think as they do.
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Whilst there would have been a significant logistical advantage in either extending the selfassessment questionnaire to incorporate questions in this area, or designing and sending out a
separate questionnaire to explore these issues, this was considered to be an inferior
methodology in this situation. Had this option been taken, the likelihood was that the answers
would have been more superficial and the respondents’ perspectives more difficult to
genuinely understand.

In her review of qualitative research, Rosaline Barbour highlights the different arenas in which
focus groups can be applied. These include their use as an exploratory method, in seeking the
student perspective, in studying change, in accessing the hidden curriculum and in
understanding problematic areas of clinical practice (192). In this project the emphasis was on
exploring perceptions and previous experiences, whilst strongly capturing the participants’
voice, in order to then incorporate these ideas back into the intervention.

A crucial feature of a focus group interview is the group dynamics that underpin the
discussions. If successfully captured, this means that the range and type of qualitative data
generated through the social interaction of the group can be particularly deep and rich. The
sections below describe the objectives and the data collection and analytical methods used, and
the discussion section picks up on some of the rationale, advantages and disadvantages of this
approach.

5.2

Objectives

The main objectives of this chapter, which link back to the overall project objective (d), and
relate to the running of focus groups prior to the introduction of the intervention, were to:


Explore the participants’ perceptions as to what makes a doctor a good leader



Consider which potential learning opportunities participants felt might help them to
develop as leaders



Relate these findings back to the quantitative data of the trainee committee cohort
obtained from the self-assessment questionnaire described in chapter 4

5.3

Methods

This section describes the focus group methodology and thematic analysis used in the study.
The methodology of the data collection and the analysis were chosen specifically to meet the
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objectives described above. Each of the steps taken, and the rationale behind them are
summarised in the sub-sections below.

5.3.1

Data collection

Each of the focus groups was run by the same pair of research assistants who had agreed a
facilitation strategy with the lead researcher (RK) beforehand. One research assistant
moderated the discussions (RH) whilst the other acted as a note taker (AR). Their role was to
observe group dynamics and non-verbal interactions as well as noting down which statement
was made by which individual. A digital audio recording was made for subsequent
transcription and then analysis. As discussed in Chapter 1, participants were given an
information sheet (see Appendix 5.1) and were consented for their involvement and use of the
data produced (see Appendix 5.2).

Participants for the focus groups came from the trainee committee cohort, who were invited by
e-mail to contribute on one of two different days. Three pre-intervention focus groups were
run. They had 8, 7, and 6 participants respectively and lasted for between 35-45 minutes.
Clinical duties for some trainees made it impossible to get all participants together at the same
time so the first two focus groups were run on the same day (during the Trainee Committee
induction day), whilst the third was run four weeks later. Both the timing of these focus
groups, and their content, would justify them being labelled as part of the intervention. As
noted in chapters 3 and 4, this ‘testing’ factor is a potential jeopardizing issue. Of note, the
self-assessment web-based questionnaire was sent out to participants in the cohort group, and
the comparator group, concurrently with the third focus group. This is relevant to discussions
around ‘sequencing’ which are picked up in section 5.6 below.

Each of the focus groups was facilitated around the following three questions, which were
designed by the lead researcher (RK):



What makes a doctor a good leader?



What opportunities would help you to develop as a leader?



Thinking more broadly....what opportunities could the School of Paediatrics provide to
develop (all) trainees as leaders?
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The audio recordings were professionally transcribed into a digital typed document by an
educational transcribing service. They were then independently checked by each of the three
researchers (RK, AR and RH) against contemporaneous notes made by the assistant
researchers (RH and AR) during the focus groups. The main transcription error that occurred
was in the incorrect attribution of quotes to particular speakers. This was corrected as soon as
the transcripts were returned, by each of the researchers independently re-listening to the
digital audio recordings.

5.3.2

Data analysis

For this study, the methodology followed to analyse the focus group data was ‘framework
analysis’, which was described by Krueger in 1994 (193), and was been chosen primarily
because of the thorough step-wise approach that it entails. These clear, sequential steps are
helpful when managing the complexity of large amounts of data.
Framework analysis is an analytical process which involves a number of distinct,
though highly interconnected stages (194).
The five key stages within the process of ‘framework analysis’ are: familiarization; identifying
a thematic framework; indexing; charting; mapping and interpretation. Another important
feature of framework analysis is that although it takes a structured thematic approach, it allows
themes to emerge, both from the research questions asked, and from the personal narratives of
each of the focus group participants.

5.3.3

Familiarisation & emergence of themes

Each of the three researchers (RK, AR and RH) familiarised themselves with the data by
listening to the audio recordings and reading the full typed transcripts several times. The aim
of this stage is to immerse oneself in the details of the data, whilst retaining the overall sense
of the discussions, such that major themes start to emerge (193). It became clear from this
process that by the third focus group very few new themes were emerging. The literature
suggests (193)(195) that with fairly homogeneous groups only 3 or 4 focus groups are usually
necessary to reach this stage, often called ‘theoretical saturation’. This describes the point
where the rate of appearance of new ideas and themes has slowed down to almost nil. Whilst it
is possible to keep repeating focus groups with new participants (although in this study this
would have been restricted by a fixed number in the cohort group), methodologically, when
‘theoretical saturation’ is reached this is an appropriate time to stop.
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5.3.4

Identifying a thematic framework

This stage began by each of the three researchers individually annotating their versions of the
transcripts with comments, phrases and ideas that emerge from the data. As this process
continued throughout the full duration of each of the focus groups, key categories and headings
emerged to form a numerically coded index. The three researchers then worked through the
transcripts together comparing notes, categories and headings to reach consensus on the
thematic framework that had emerged.

5.3.5

Indexing

The next stage, called indexing, involved sifting through the data, to highlight and sort out the
quotes. This was done by systematically reading through the transcripts and applying the index
to each of the individual quotes so that they could then be categorised alongside those which
illustrated similar ideas and arguments – these are usually referred to as ‘themes’. Following
this the transcripts were annotated with numerical codes from the index, alongside brief
descriptors to help expand on the index heading. Comparisons between different viewpoints
could then be made. Single passages of text at times contained a number of different themes;
where this occurred these quotes were recorded separately against each theme.

5.3.6

Charting

Once the quotes taken from the transcripts had been indexed they could be moved from their
original context and placed into the thematic framework. This process, which used the ‘cut and
paste’ editing functions of Microsoft Word, entailed organisation of the data as well as the
combination of similar quotes to achieve data reduction. In addition to rearranging and
grouping quotes, this process of charting also incorporated a significant amount of synthesis of
ideas. The outcome at the end of this stage is that the charts contained distilled summaries of
views and experiences of the participants as well as quotes of verbatim text.

5.3.7

Mapping & interpretation

This final stage of the framework analysis involves considering the relationship between the
different quotes and ensuring that the data is linked together to provide a coherent ‘big
picture’. This is about using the data more broadly to define concepts, map the range and
nature of the phenomena that have emerged, and find associations between themes, with a
view to providing explanations for the findings (196). Krueger’s original guidance (193)
suggests the interpretation of data should include consideration of the actual words used, their
context, their frequency and whether they are used by a number of participants, their internal
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consistency, the intensity to which they were used, whether they referred to specific personal
experience and whether they were part of a ‘big picture’. More recent papers, including an
update from Krueger, suggest a similar approach, but where some of the detail from the
original guidance is excluded (197)(198), leaving frequency, specificity, emotions,
extensiveness and ‘big picture’ as the five aspects of the data to consider. This was the
approach taken in this work.

In this study, the process of mapping and interpretation was conducted by the lead researcher
(RK) and then was subsequently reviewed by the other members of the research team (AR and
RH). Any further comments and reflections from these discussions were built into the final
version of the analysis, which is presented in the results section below.

Findings were integrated with some of the major concepts derived from the leadership
literature review in chapter 1, from learning from the medical leadership development
interventions described in the systematic review in chapter 2 and with the quantitative data
described in chapter 4. Three different approaches to integrating data, including the use of a
triangulation protocol and a mixed methods matrix were considered (67)(191). In the end the
‘following a thread’ technique, described by Moran-Ellis and colleagues, was adopted (199).
In essence this is where a question or theme is selected from one dataset and then followed
across another dataset – this is the ‘thread’. This has the advantage of being fairly intuitive in
its approach, but as with all integration methods a degree of expertise is needed to ensure
consistency of approach (67).

5.4

Results

This section describes the results and analysis of the focus group work. As described in the
objectives section, and expanded on in the methods section above, the focus groups were
designed to:


Explore the participants’ perceptions to generate a hypothesis as to what makes a
doctor a good leader



Consider which potential learning opportunities participants felt might help them to
develop as leaders



Triangulate the trainee committee cohort’s quantitative data obtained from the selfassessment survey
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The 21 participants who were available to contribute to this part of the study were split into
three focus groups as detailed in table 5.1. A count of the number of quotes from each
participant that were adopted into the thematic framework was also made. Although a
simplistic marker, this does give a broad indication of the relative contribution of each of the
participants across the three focus groups.

Group A

Group A

Group B

Group B

Group C

Group C

Participant
Code

Number of
Quotes

Participant
Code

Number of
Quotes

Participant
Code

Number of
Quotes

3

9

4

9

1

2

8

5

9

8

6

2

12

4

10

15

14

8

13

6

11

4

21

4

17

1

15

9

27

12

19

7

18

13

28

6

24

10

20

11

30

6

Table 5.1

Allocation of pre-intervention focus group participants with illustration
of the number of each participant’s quotes used in the thematic analysis

The process of the lead researcher (RK) and the two junior researchers (RH and AR) working
through the transcripts of the three focus groups and comparing notes, categories and headings
led to consensus on the thematic framework that had emerged. Four broad themes (sometimes
called ‘categories’ within the framework nomenclature) emerged from this framework
analysis. These were:
1. The importance of leadership qualities in doctors as leaders
2. The importance of leadership behaviours in doctors as leaders
3. Specific opportunities that would help the participants develop as leaders
4. Considerations about the broader aspects of leadership training and learning

Underpinning these four themes, two underpinning dimensions emerged, which were also
demonstrated within the factor analysis described in Chapter 4. The first of these dimensions
was around the personal aspects of leadership development, including developing insight,
managing oneself, acting with integrity and ongoing personal development. The second
dimension was where participants described leadership behaviours and experiences that had a
much more systems-based approach; these were around developing networks, understanding
contexts for change and encouraging improvement and innovation. These dimensions fit
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closely to the domains and elements of the Medical Leadership Competency Framework, and
also reflect back strongly to the theories and concepts around transformational (22) and shared
leadership (30) presented in chapter 1.
The four themes were ‘evidenced’ by the processes of indexing, charting and mapping
described in section 5.3. This exercise mapped the participants’ quotes to each theme, where
together they provide cohesive emphasis. Quotes are attributed to individuals within each
focus group and labelled with a 2-part code (eg GA; 24 or GB; 20) where the first two letters
indicate which of the 3 focus groups they came from, and the number that follows being the
individual’s unique participant code.

5.4.1

Leadership qualities in doctors as leaders

Participants in the focus groups were quick to explain and discuss their views as to what
qualities make a doctor a good leader. It is of interest that this links back strongly to some of
the principles developed within leadership theories such as the trait theory, as described in subsection 1.4.2. From the focus groups there was a strong emphasis on the importance of a good
leader being inspirational to those around them:
GB; 10

“someone who can inspire other people”

GB; 9

“I am extremely happy working for this person and I would do
anything they ask at a moment’s notice”

GC; 27

“if you’re an inspirational role model for people then they would be
happy to agree with your decisions and follow you as a leader”

Personal values such as honesty, integrity and humility were also perceived to be crucial
qualities of a leader:
GB; 10

“you would recognise them as very principled or, what’s the word,
with a lot of integrity and values”

GA; 24
GB; 9

“they’re just exceptional leaders because they’re very truthful”
“humility rather than arrogance is absolutely vital.”

There were also interesting discussions about credibility, and exploration of what this really
means and why it might be an important factor for doctors as leaders. The value of being a
good, experienced clinician shone through in this argument; participants felt that as a leader
you were more likely to be supported by colleagues if their perception of you was of someone
with strong clinical credibility:
GA; 19

“when you think …if I was sick, or my child was sick, I would want
to be looked after by them”

GA; 19

“respecting their clinical judgement”

GA; 8

“to be seen to be hard working themselves”
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GC; 27

“people tend to look towards people who have got experience as well
and will naturally engender respect through having been there and
done it”

Participants also described the selfless motivation and self sacrifice that they saw in successful
leaders:
GB; 9

great leaders as “the ones who really do put themselves out”

GC; 27

“it’s often the people who are just there to care about other people and
want to make things better that put the effort into doing those sort of
things..... rather than the emphasis being to further their career”
“a degree of sort of self sacrifice, I don’t know you could compare it
to sort of leading your troops out into battle and being the one at the
front who puts themselves most at risk”

GB; 9

They acknowledged that this was quite daunting, and reflected that this was a very challenging
area for individuals interested in developing themselves for the future:
GB; 9

“I am not sure I really want to be doing this for the rest of my life.”

Personal drive and ambition to take on leadership roles as a doctor were also important
concepts that came up in discussion. There was debate as to whether the role of a leader was
something only some doctors willingly took on, or whether it was something that was
inherently part of being a Consultant.
GB; 4

“the desire to want to be in a leadership role... it is a matter of wanting
to put yourself ahead as well which is something that doctors tend to
do”

GC; 28
GB; 9

“a genuine desire to be a leader, as a doctor”
“I think in the role of Consultant….you take the flack for the things
you make the decisions for and it ultimately rests on your head, and
you run a team. It is clear that some people don’t want to do that but
that is what you have to do. That is what the inexorable path leads
Consultants to.”

Vision was another important quality that participants felt as being integral to a leader; this
was both vision around the wider context and bigger picture of healthcare, as well as a
personal vision that was constantly looking forward in a developmental fashion.
GB; 4

“somebody out there has to have the bigger picture in mind and a goal
or objective”

GB; 20

“able to have innovative ideas and practical solutions to problems”

GB; 11

“they have this overall management plan which sort of takes you into
account”

GC; 10

“[he] really looks ahead and moves the whole career forward”
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The importance of courage as a leadership quality emerged from the focus groups, with
particular emphasis on not being afraid to make difficult and unpopular decisions, and on
giving honest and open feedback.
GA; 24

“they are very truthful; they might talk about things that other people
wouldn’t talk about and bring things up that perhaps everybody thinks
about but won’t mention”

GB; 18

“being a good leader also comprises being able to make the difficult
decision or the unpopular decision that nobody else wants to make…
you have got to have the humility to say ‘this is a difficult situation…
if nobody has a view, we are going to have to come down on one side
or the other”

GC; 27

“it takes a very brave registrar to do that [give difficult feedback] and
they’ve got to, I think, develop the experience of knowing their
SHOs”

In summary, participants described a wide range of leadership qualities that they felt were
important for doctors as leaders. Leaders needed to be inspirational, with drive, vision and
courage to make the difficult decisions, but at the same time had to be credible, humble and
selfless in their actions (6). The recognition of these values from within the trainee group
emphasises perhaps the most important feature of all. Leaders are role-models, and through
their behaviours and the example they set, the values described above are mirrored and copied
by individuals within, and even beyond, their teams.

5.4.2

Leadership behaviours in doctors as leaders

Building on the discussions around important leadership values, the trainees in the focus
groups explored a number of different behaviours that they believed were integral to
successfully being a clinical leader. One of the most prominent concepts was around working
and learning together in teams. It is interesting to reflect on how this fits in with some of the
leadership frameworks that introduce ideas of shared (30) and distributed (28) leadership, and
of followership (26). The trainees demonstrated the importance of understanding the
perspective and values of others, embracing diversity and nurturing and supporting everyone
within their team:
GB; 20

a great leader is “able to bring out the best in the team and making
them work together well and realise that it does not matter if they have
different strengths and powers, it matters if they can work together to
make the team better.”

GA; 30

“able to recognise people’s strengths and weaknesses within the team”

GA; 3

“bringing the most out of people”

GB; 10

“[empowers] their trainees or their superiors to achieve their
potential”

GC; 28

“being a bit of a mentor maybe, a motivator and a mentor..”
126

GB; 20

“making you feel, or their team feel that you are all in it together for a
shared outcome”

An important aspect of the behaviours relating to successful team working is around being
supportive. The trainees felt that this needed leaders to be trusting, easily approachable and
readily available:
GA; 3

“giving advice and support when needed”

GB; 18

“I think being a good leader also is trusting the people you are
working with to be able to do their part of the job”

GA; 12

“quick to respond and always approachable as well ....so someone can
go to them”

GB; 4

“it makes a difference when they muck in.... willing to do all the crap
as well as do all the stuff that they should be doing right at the top and
it just makes you identify with them”

Trainees also felt it was important that a clinical leader was able to motivate their team to
achieve success. The emphasis on these behaviours was around being able to take a
facilitative, enabling approach that hoped to get the very best out of people:
GA; 8

“someone who can make their team actually perform to complete the
objective that they are there for”

GB; 20

“they make you feel that all of you are working towards the same
goal”

GC; 28

“what I think makes a good leader are those people that can motivate
other people to either do similar things... a motivator”
“someone who can bring out the best in their team”

GA; 3
GB; 10

“I think someone who can inspire other people, empower I suppose,
other people whether they are colleagues, their trainees or their
superiors, to achieve their potential”

In order to be able to motivate and support others, leaders need to be outstanding
communicators:
GA; 24

“being able to communicate to every member of the team effectively”

GB; 18

“somebody who can communicate that to the rest of the people they
are working with”

GC; 21

“I think as a doctor, you’re generally used to talking to other people..
so you should ideally have good communication skills which would
be essential in leadership”

Participants in the focus groups recognised that effective communication as a leader is not just
about issuing orders and commands, but is underpinned by having a facilitative, open approach
where the views of others, wherever they are in the hierarchy of the system, are valued:
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GB; 20

“listening and making people feel that their voices are heard but also
making everybody feel that they have a good contribution to make
even if it is quite different”

GA; 13
GB; 18

“for a leader to seek the opinions from anybody else they’re working
with”
“someone who is able to listen to the other people they are working
with and make them feel that they have been part of the decisionmaking process”

GC; 10

“listen to what other people have to say and to respect the opinions
and views of other people”

GC; 14

“being able to actually take in that information from various parties to
be able to make a final decision”

GC; 21

“he always listened to the nurses’ point of view and takes it in and
he’s also very good at listening to parents and their ideas and their
expectations and so he commands a lot of respect through that which
makes him a good leader”

An extension of these ideas around communication arose through discussions about the
importance of leaders valuing their team, being kind and courteous and being openly
appreciative of the efforts of others:
GA; 30

“I have always been impressed by bosses that have had a really
horrible day at work and been very busy..... and said everyone’s
worked really hard today and that’s really important”

GA; 3

“Just saying thank you is a huge thing that doesn’t happen enough”

GB; 20
GB; 4

“making them [the team] feel very important and feel very valued”
“I think being valued and having been part of a team”

GC; 10

“he was still bothered about me as an individual and my career and
my problems and I thought that was an excellent thing in a leader”

The trainees felt that an important mechanism for leaders to enable their teams to feel valued
and appreciated was through promoting an atmosphere, or even culture, of learning and
development within their teams.
GB; 18

“the good leaders I have worked for know when to just hang back;
they are not unsupportive but they know when to hang back and let
you try to do maybe more than you were expecting them to let you
do”

GA; 8

“they recognise that you’re doing quite well and either let you carry
on or let you take that extra bit of responsibility”

GB; 15

leaders “create opportunities for development”

GB; 18

“you find at the end of time working for them, they have pushed you
to actually do what you are able to do that you didn’t realise you could
do”
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In addition to the different behaviours that allow a team to thrive and perform, there are a
number of other leadership behaviours that were considered to be important during the focus
group discussions. Perhaps unsurprisingly, the trainees recognised the value of experience, and
the confidence that can come with this, as being important:
GB; 4

“something if you have been doing it for years… you feel you have
the confidence to take the lead role”

GC; 27

“people tend to look towards people who have got experience as well
and will naturally engender respect through having been there and
done it”

GB; 11

“confidence. Somebody who knows what they are doing…”

GA; 19

“seem able to prioritise and keep everybody else calm... keep it all
under control”

Making calm, transparent decisions was also recognised as being a vital leadership behaviour.
Discussions recognised that clear decision making had to be underpinned by the ability to
weigh up evidence, include the views of others and to be transparent in thought processes.
Underpinning all of this is an important sense of responsibility:
GA; 13
GA; 8
GA; 12

“the ability to be able to explain the different pros and cons and
different options”
“it’s important the rest of the team can see the thought making process
and how that decision was arrived at”
“communicating their ideas and thought processes”

GB; 9

“I think if you are working with somebody who can make a decision,
and then explain to you exactly why they have done that, in both a
teaching role and a leadership role, then that inspires confidence”

GC; 10

“I think a lot of doctors have to take charge of a situation...they are
used to being authoritative and decisive which can be important
qualities to have in a leader at times”

As highlighted in the introductory paragraphs of this results section, the trainees who
contributed to the focus groups recognised that whilst one dimension around leadership
development was around developing as an individual, there is a second dimension that is much
more about the wider system. This understanding has a potential impact a leader’s ability to
successfully effect change:
GB; 15

“you know when they do make a decision they can follow it through
and actually have got the aptitude to turn something either into
something that will work… or actually create another opportunity”

GB; 20

“be able to have innovative ideas and practical solutions to problems.”

GB; 11

“when you contact them or ask them something, you know it will get
done.”

GB; 15

“some of the most effective leaders I know understand the key people
in other bodies really well”
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In summary, participants described a wide range of leadership behaviours that they felt were
important for doctors as leaders. Leaders need to recognise the importance of teams. They
needed to be supportive and nurturing of colleagues, using facilitative approaches to get the
very best out of people. They need to be able to motivate their teams, and to achieve this
through open and enabling communication. Leaders need to have experience and confidence in
their abilities so that they can make clear decisions. In order to be able to successfully lead
their team through change, they need to be able to contextualise this decision-making within
the wider system in which they work. Crucially they need to be appreciative of the efforts of
their colleagues, value the opinions and ideas of other people and create a culture of learning
within the workplace.

5.4.3

Opportunities to support leadership development in the workplace

Having heard the trainees’ views on the values and behaviours that they perceive as being
integral to clinical leadership, the discussions within the focus groups moved on to explore
their opinions on how they thought they themselves might develop as leaders. The aim was for
them to consider different ways and opportunities through which they might learn and develop.
Much of the discussion was around the development of appropriate knowledge and behaviours
alongside all of the clinical learning that takes place in the workplace.

Interestingly, these discussions were contextualised within a series of comments underpinned
by anxieties around self-awareness and that feeling about stepping up to Consultant level that
‘I will never be ready’. This makes a strong case for the value of learning from role-modelling,
and the importance of supporting doctors to develop a strong ethos of reflective practice from
the very beginning of their careers:

GB; 18

“some people feel ‘I don’t want to be a Consultant because I won’t be
a good leader’ and actually they might just be limiting themselves by
their own perception of what it is”
“need to make them think about the things that may be innate to them,
that maybe they don’t appreciate in themselves, that they could
develop over time...these will help them to fulfil the role when they
reach it”

GC; 27

“when I watch a consultant I try and see what’s good and what’s bad,
what would I want to pick up and what do I not want to do”

GA; 30

“so hopefully, if you take the good things from good leaders that you
see, that will make you a good leader as well”

GB; 10

Many of the trainees were clear that the levels of understanding as to what ‘leadership’ means
(and also does not mean) were generally poor amongst doctors, and that this was a fairly
prohibitive factor in achieving a strong leadership development culture across all healthcare
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institutions. The demands of all of the clinical learning, with no time of focus on anything else,
can often mean that there is no space or priority given to leadership learning. This is often
reinforced by the attitudes of clinical and educational supervisors who demand that the sole
focus of trainees is on their clinical learning. Raising awareness of what leadership actually
means, and making the link to high quality patient care, were emphasised as important
strategies going forward:
GA; 3

“this is about improving reputation of leadership away from those
awful away days and stuff like that”

GB; 10

“you don’t want [leadership and management learning] to be an
imposed sort of chore… if you can foster it on a small scale early then
people can have a positive experience of it and actually believe in the
process but if you kind of say ‘everyone has to do management and
it’s going to be defined like this and everyone has to do this’, then it is
just another thing to add to the millions of other things that we have to
do.”

GA; 19

“I think making it clear that leadership is really important because it’s
quite easy to get sidelined with all the other things…”

GC; 1

“they should start really early on… that it becomes such a fabric of
what you do as part of medicine.”

GC; 10

“I’ll bet there are things that I will think about now which would be
useful ... which are probably obvious once you’ve heard them.”

There were also a number of discussions around what people thought might be the best timing
of leadership development for trainees. Historically, this has almost always been learning that
has only begun in the weeks before a consultant interview; discussion around compulsory
versus voluntary, course-based versus work-based had proponents on both sides of the
argument. There was clarity that in order to be successful trainees need some space and
exposure to these ideas in addition to their clinical learning
GB; 11

“I think key is giving people exposure to what leadership is.”

GB; 4

“to recognise the time put aside, the sacrifice of time for this, you
have to have recognition from up on top saying ‘yes we will carry the
can for a short while and let our juniors go away, we will do the work
whilst they go off and do this, because it is worth doing because it will
be of benefit to us in the future.”

GB; 9

“you either have to have an element of compulsion I think in order to
get people to do it or you wait a bit later to when people are worried
about not having the leadership skills they are much more imminent
about needing.”

GB; 18

“it does need to be something that is not sidelined as a voluntary ‘oh
well I’ll do it when I’ve got time and I can get study leave’”

GC; 21

“there was a definite difference looking back now about how I acted
with my SHOs in the first year [as a registrar] and how I did with the
second year as a reg and I think it’s just something that you perhaps
can’t teach and just comes with experience”
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There was also recognition that doctors needed to be challenged and given leadership roles, but
in a graded and supported way so that they did not feel immediately out of their depth.
GA; 30

“we need to be able to be given that leadership role, even if we’re not
quite ready for it at that stage and that leaders actually need to take a
step back and watch you do the leading things”

GA; 13

“it’s usually through something else in addition to your usual stuff that
you meet other people who are leaders”

GC; 27

“giving people at particular levels graded opportunities to get used to
what essentially I think are leadership roles. I think giving somebody
the chance to be in charge of the rota is different from dropping
someone in it.”

The discussions that explored how deep this learning should be were also very varied. It
seemed that the main concept to come out of these discussions was that a degree of leadership
learning was necessary for everyone, but that greater depth of leadership development may
only become relevant if taking on specific leadership roles in the future:
GA; 24

“it’s not about everybody being a great leader, and that they want to
become a chief executive ....it is just the sense that you can be the
leader in your department or just your group, or your team ..you need
to know how to go about making changes in services for the benefit of
patients”

GB; 4

“not necessarily about teaching you to be an absolutely fantastic
leader but it’s just about the strategies for coping and improving your
basic management… so everybody who pops out of the system has the
competencies to be a competent manager or a competent leader.”

GC; 28

“I’m almost beginning to think that there are two levels of leadership
here, that there’s a baseline level that all doctors need to know to cope
with their working day, and then there’s a good leader that you want
in charge.”

In terms of where the biggest gaps in learning and prior experience were, the trainees generally
felt least knowledgeable around many of the concepts relating to systems and the wider
context of healthcare. This correlates well with the findings from the quantitative work
discussed in Chapter 4:
GA; 24

“alongside all of this would have to be some training about the system
we work in… how the NHS functions, how the Trust functions, what
a Trust board is”

GA; 12

“I think it’s important to know about that [understanding Trust
structures and decision making process] so you respect your leader
and their decisions …as it affects your clinical work as well”.

GA; 24

“all of us, if we understood the way that our services worked, could
make a small improvement and that in itself is leadership quality.”

GC; 27

“we don’t get a real sense of their strategic input into services... often
you’re quite hidden away from those management aspects”
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Interestingly, there was strong recognition of the value of looking outside paediatrics, and even
outside healthcare, for insight and guidance around how one best organise leadership
development:
GB; 4

“if you look at the corporate sector, if they are training anyone in
management or a higher management role….they invest huge amounts
of time and money into doing that.”

GC; 14

“the reason why these big corporate, big companies pay so much
money for them [corporate away days] is because it is value,”

GA; 13

“to think about leadership, not just in medicine, but also the links with
other types of business….”

GC; 14

“GPs as we’ve heard do run the whole system a little bit more like a
business and obviously from that point of view they are slightly
further forward looking than most other specialties ...and I think we
should try to learn from these things.”

The trainees were clear that in order to develop clinical leadership competencies they needed
sufficient space and independence to learn and reflect; they highlighted a number of different
barriers to this learning within the current system, and also put forward some potential
solutions:
GB; 20

“I think however motivated and intelligent people are, sometimes they
just don’t find the time to devote to everything that they want..... if
they are petrified at the thought of a child fitting in resus and they
don’t know what to do, they might feel that they want to spend their
time developing those clinical skills first.”

GA; 12

“they’ve also got to find time to take a day off for annual leave, study
leave… to go and do a leadership course”

GB; 20

“they just feel that they can’t or don’t have the brain space for it.

GB; 4

“it is very hard for people, particularly in the NHS when you have got
a strained work environment, to take people off the on-take system,
off the ward, to go and do this. But I think that is the only way it will
actually happen.”

GC; 27

“I think a good leader is someone who will look for that responsibility
and then look to reflect on how they do it when they take it”

Acknowledging that dedicated time out of clinical work is difficult to achieve, certainly for the
majority, the focus of the discussion moved to considering maximising on-the-job leadership
learning. Ideas around shadowing, and learning from role-modelling were strongly
represented:
GA; 13

“you learn from bad leaders. You watch them do things badly and you
think I’m never going to do it that way”

GB; 15

“a placement or taster where you work alongside a more senior
colleague in a different hospital because you have heard that they are
particularly good at ‘X’”
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GB; 15

“there are some consultants they think are better role models than
others.”

GC; 27

GC; 14

“often Consultants lead outside of the clinical sphere but we don’t get
a real sense of their strategic input into services... often you’re quite
hidden away from those management aspects”
“we also shouldn’t forget the importance of learning by example, I
think a lot of us will probably become slightly better leaders because
we have seen people in leadership roles do them well and but actually
the other way around as well, people who have not done them so well
and learnt from their mistakes”

GC; 27

“when I watch a consultant I try and see what’s good and what’s bad,
what would I want to pick up and what do I not want to do”

In addition to the more passive aspects of watching consultants’ behaviours and looking up at
role-models, there was enthusiasm for a more active model of leadership learning through
coaching and mentoring:
GB; 15

“you sort of pick your own supervisors that you hang in contact with
longer and you can work under them and develop your own projects.”

GC; 28

“mentorship, that’s the cornerstone of it all, I think people need to be
mentored into being good leaders”

GA; 24

“I think if all of us recognised that actually if you approach people and
give them an idea in a certain way, most people are responsive to it”

GB; 15

“I think that we can also learn from different institutions that we are
at.”

Feedback was another well-discussed area within the focus groups. The trainees highlighted
that that vast majority of opportunities for feedback are missed, and that addressing this would
be significant progress. They talked about the need for clinicians to learn to give, seek out and
accept meaningful and developmental feedback, and recognised some of the barriers to this
around time, opportunity, hierarchies and above all culture:
GA; 6

“if someone feeds back.....when things maybe have gone a bit wrong,
or you’ve had a very busy shift, and someone more senior... sits down
to go through how we could make it better if you were in that situation
again”

GA; 13

“so I suppose actually it ought to be a more formal training on how to
give good feedback… how to give it in a more positive way…”

GC; 28

“Often you sit in committees and you may or may not have a say, but
you still feel like you’re just a junior…there’s got to be some positive
feedback within those systems to make you feel like you’re a valued
member and therefore that you will process”

GA; 3

“there isn’t the pathway up to feedback up to other people leading
you. I don’t know, it still feels slightly difficult about that”
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Perhaps unsurprisingly, amongst what were self-selected groups, the trainees put a strong onus
on personal initiative and self-motivation in identifying and making the most of leadership
learning opportunities:
GA; 19

“I think it’s actually making an effort to reflect on something you’ve
done, that could be quite a useful way as well of improving those
skills”

GB; 20

“I think that if one wants to develop leadership skills and qualities,
there are opportunities to do it, if you take them, within the job that
you are doing”

GB; 10

“people want to have someone come to them with ideas… yet I think
possibly as juniors, we don’t feel that we can take the reins on certain
issues so we just limit ourselves to traditional management duties”

GB; 15

“you have control over what you want to do for your future and you
can take samples from different places with all your different
experiences.”

They recognised that for this type of leadership learning to become more widespread across
postgraduate training and beyond, this culture of learning from opportunities and experiences
that are going on in work on a weekly basis, would have to be developed at a more systematic
level:
GA; 19
GA; 17

“it’s something you should be trying to include in your work”
“that’s definitely on the job training for leadership that I think I found
very useful”

GA: 24

“it may be something that’s going to be put into the curriculum at
medical school”

GB; 18

“I think if you kind of chipped away at it, maybe even from the very
beginning, through having management and leadership skills sort of
integrated into the curriculum, the way we teach everything else, it
doesn’t then become about box ticking.”

GB; 4
GC; 14

suggests “embedding learning in simulation”
“I think something like that should be properly built into the system as
well”

GC; 1

“that it’s really easy to put on a two day leadership course and make it
part of a training programme but you’ve got to be careful that it’s not
just that. You might take something away from it but on it’s own it
probably doesn’t really mean very much.”

In order to achieve this it was highlighted that trainers, and those in supervisory positions, have
very important roles to play in facilitating and enabling this learning to happen:
GA; 30

“in some ways, you’re going to have to train the trainer first of all”

GA; 24

“it’s really important to have an enthusiastic lead already in situ, in
your workplace”
“Absolutely and once again that’s something we can learn from GPs
because GP trainers have allocated free time to actually do these
things.”
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GC; 14

The trainees went on to explore ideas around how one might assess and ensure the quality of
leadership learning. It was acknowledged that this is an important area, although there was
concern that the more prescriptive nature of learning outcomes and assessment, with an overfocus on knowledge, rather than attitudes and behaviours, might actually stifle learning. The
trainees thought that multi-source (360 degree) feedback was likely to be the most useful
assessment tool in this area:
GA; 30

“you have to think about assessing it at some point to prove that that
person has met the level”

GA; 3

“once it’s been integrated, you’ve got to find a way of assessing it”

GA; 8

“you could have a section in 360 degree appraisal where people could
assess how they perceive your leadership”

GA; 6

“There’s a formal assessment on that 360 degree appraisal where
everyone says they can communicate or they can’t”

GB; 10

“I don’t think you gain a lot from being too prescriptive. I think
definitely exposure for sure, but not necessarily directed outcome
measures. I don’t think you need that. I don’t think it adds value.”
“I think it is something which is very difficult to assess and to say
‘this makes you a good leader, this makes you a bad leader’. I think
assessment would almost be counterproductive if you are talking
about teaching people leadership skills.”

GB; 18

In summary, having explored ideas around leadership qualities and behaviours, the trainees in
the focus groups looked in depth at different opportunities that have given them leadership
experience and learning. They acknowledged the importance of role-modelling, coaching and
mentoring, both to help reflect on learning, but also in helping them to get over that feeling of
‘I will never be ready....’. They recognised the importance of being really clear with potential
learners as to what leadership actually means; this was not to be left to assumption. They
advocated early exposure to leadership opportunities, but emphasised that this needed both
support and space and should be introduced in a graduated way. They thought that there was a
particular need to learn about and understand the wider healthcare system, and that rather than
solely relying on the self-motivation of individuals a more embedded, systematic approach to
leadership development should be established. Trainers, through highlighting opportunities and
learning how to give honest, open, developmental feedback, would be crucial to achieving this.
Whilst acknowledging that assessment might be an important lever for learning, they were
concerned that if done too formally, it might suppress learning around the development of
leadership behaviours.

5.4.4

The broader aspects of leadership training and learning

In addition to the exploration of ideas around leadership qualities, behaviours and
opportunities for learning, there was a concluding category that emerged, looking at some of
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the broader aspects of leadership training and learning. In particular these discussions
considered who should be receiving leadership training. There was a predominant voice from
the trainees that some sort of leadership role is inevitable for all doctors, and that therefore
leadership development programmes should become an integral part of training for everyone:
GB; 18

“I think there is a certain inevitability to having to do some form of
leadership, in whatever form that takes.”

GC; 10

“as a registrar you have a position of leadership and as a consultant
you’re going to have a position of leadership.... everybody leads
whether you’re a natural leader or not”

GA; 19

“you can probably, certainly to an extent, learn leadership skills and I
think that at the moment, we’re not taught enough”

GA; 24

“You don’t have to aspire to be some great leader… just all of us, if
we understood the way that our services worked, could make a small
improvement and that in itself is leadership quality.”

GB; 20

“I think some people have natural leadership qualities that they
obviously exhibit and then having formal training in leadership can
maybe bring those to the surface.”
“if you start early on with people and just sit down as part of a
teaching thing in small groups and just say ‘this is what leadership is,
as a consultant and as a doctor; it is an inevitability - part of your job
is a leadership role’. I don’t think people necessarily think about it
like that, but it is.”

GB; 18

However, there were a few opinions cautioning against making everyone participate in
leadership development activities, with suggestions of leaving this as an area where doctors
could self-select themselves to get involved. Interestingly these goes somewhat against the
direction of travel set by proponents of shared leadership approaches (30)(117), and that of the
Medical Leadership Competency Framework itself (19). It was highlighted that for selfselection to be successful potential participants need to have good levels of self-awareness:

GC; 14

“I think the original premise that basically people who are more
interested in doing certain things should be allowed to develop their
interest in those fields rather than trying to make everybody do
everything”

GC; 27

“Give them the route to identify how they can self-select themselves
[for leadership training]”

GC; 21

“[to] go onto that true leadership role you have to be self-selecting to
want to do it.....there’s nothing worse than having someone that
doesn’t want to be a leader and it’s forced upon them”

GB; 18

“there are certain people who do have good leadership skills but aren’t
aware of it… and if you make it a very voluntary process you are
automatically going to select the people who think they have great
leadership skills… and you maybe are going to miss those people who
are a gem in a cupboard somewhere.”

137

Overall, the feeling was that the key was to offer work-based learning opportunities from early
on, and that in small steps, simple projects to improve a small aspect of care, and graduated
levels of responsibility, were likely to make the biggest difference going forwards. This builds
on some of the theories of experiential learning (109), learning from other leadership
development interventions (100)(111) and on the findings from the experience log and selfassessment scores described in sub-section 4.4.5.
GA; 3

“I think it’s at a very simple level where you need to give the
opportunities to the juniors to make sure that they are given
responsibility”

GB; 10

“when they then started their jobs, their first jobs, they just had that
background understanding of what their seniors were taking on board
and the decisions they made”

GC; 14

“early exposure to these issues, management type issues, leadership
issues because… at a lower level we don’t get exposed to these things,
and often most of us don’t really know what’s happening behind the
lines.”

GB; 15

“learning the practicalities of how you actually do it on the job rather
than learning leadership principles which are quite difficult to actually
put into practice.”

In summary, despite some caution from a few of the trainees, there was an overall feeling that
leadership learning should be for everyone. Regardless of whether or not an individual had any
aspirations to become a senior medical leader, all doctors need to demonstrate leadership
capabilities within different aspects of their work. The trainees felt that this should start early
in their careers and be built upon in small steps throughout their training.

5.5

Conclusions

This section describes the conclusions that can be drawn from the focus group analysis which
was documented in the results section above. The analysis showed four broad themes to have
emerged, all of which relate back to the main objective of the chapter which was to explore
participants’ ideas around leadership as well as gaining a deeper, qualitative understanding of
the baseline leadership learning of the trainee committee cohort.

These four emergent themes were:
1. The importance of leadership qualities in doctors as leaders - leaders needed to be
inspirational role-models, with drive, vision and courage to make the difficult
decisions, but at the same time had to be credible, humble and selfless in their actions.
2. The importance of leadership behaviours in doctors as leaders - leaders needed to
recognise the importance of teams, be supportive and nurturing of colleagues and use
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facilitative approaches to get the very best out of people. They also needed to be able
to make decisions, and to do this within the context of the wider system.
3. Specific opportunities that would help the participants develop as leaders – doctors
needed to be challenged and given leadership roles, but in a graded and supported way
so that they did not feel immediately out of their depth. They needed work-based
opportunities for leadership learning, alongside the space to reflect on their
experiences. Role-modelling, mentoring and coaching are crucial for this.
4. The value of broader aspects of leadership training and learning – underpinned by the
thinking that all doctors should have opportunities to develop as leaders, and that this
process should start early in their careers.

As outlined in the overall project objectives, in addition to providing triangulation to the
baseline quantitative analysis outlined in Chapter 4, these four themes could be used to shape
the content and learning outcomes of this and other leadership development interventions.

5.6

Discussion

The adoption of the mixed methods approach outlined in the latter part of chapter 3 is key to
the exploration of the research question. At the same time as capturing some baseline
quantitative data, as described in chapter 4, focus groups were used to gather more qualitative
data from the trainee committee cohort. The decision to use focus groups, as opposed to
relying solely on questionnaire derived data, was based on the need to both explore what
participants were thinking and also why they had those views (191). There was also the
advantage of using the relatively similar backgrounds of the participants (ie all had studied
medicine, had chosen to be paediatricians, had applied to be involved in the trainee committee)
to present ideas to each other for challenge and refinement (198) (197). The synergy gained
from these group interactions, each with between 6 and 8 participants, is a well recognised
benefit of focus groups (200).

Interviews are another important method for capturing this type of qualitative data and are
particularly strong in terms of exploring why individual participants hold specific views. They
hold some advantages over focus groups in terms of being able to achieve greater depth of
conversation, be more targeted, and give more time to each individual to explain their views
(201). There are also advantages that interviews can reduce the possibilities of crosscontamination of data, and avoid the risk where one person dominates a focus group (192).
This one-to-one environment can also be more conducive to discussion of issues that are
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sensitive or personal. However, in this study, due to the nature of the topic being explored, it
was not expected that there would have been difficult discussions about personal issues that
were then not surfaced due to the nature of the group.

While these potential gains from interviewing were considered, it was decided, on balance,
that firstly there was not sufficient resource of time for the lead researcher (RK) to conduct
somewhere between 20 and 25 individual interviews. Secondly, the potential advantage of
capturing data from synergistic discussions within each of the groups was felt likely to be
particularly helpful in bringing depth to this qualitative work (191)(197).

Having made the decision to use focus groups to capture data, a method of analysis needed to
be chosen. There is a huge amount of literature, particularly in the social sciences arena, where
the use of different data analysis methodologies available to focus group researchers is hotly
debated. The underlying principles are less controversial; in order to minimise the potential
bias introduced in analysing and interpreting focus group data the analysis needs to be
systematic, sequential, verifiable, and continuous (197). In reality, most researchers end up
using some sort of locally adapted hybrid method of analysis that incorporates a combination
of approaches (200). For this study, the methodology used was ‘framework analysis’ (193).
This was chosen primarily because of the thorough step-wise approach that it entails. These
clear, sequential steps, which are detailed in full in section 5.3, are helpful when managing the
complexity of large amounts of data. This method also adopts an approach of continual data
analysis, which occurs concurrently with data collection, as well as after it. It can be argued
that with this method the analysis does not take place in a linear form and that one part of the
process overlaps the next.

These processes of coding and retrieving described in the methods section of this chapter were
very time consuming and laborious, and in many other circumstances are now being
undertaken by software packages specifically designed for the purpose. In addition to
searching for data some packages are underpinned by more complex algorithms which can
identify co-occurring codes that may have been missed through other methods. However, there
are potential problems with these packages and none are capable of making the link between
theory and data, nor are they able to determine the structure of the analysis. Pope et al (196)
recognise the value of software helping with the more laborious aspects of analysis, but
suggest caution is needed:
The prospect of computer assisted analysis may persuade researchers (or those who
fund them) that they can manage much larger amounts of data and increase the
apparent “power” of their study. However, qualitative studies are not designed to be
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representative in terms of statistical generalisability, and they may gain little from an
expanded sample size except a more cumbersome dataset. The sample size should be
directed by the research question and analytical requirements, such as data saturation,
rather than by the available software.
Despite the potential availability of an analytical software package for use in this study, the
importance of systematically working through and understanding each of the methodological
steps in generating theory was highly valued.

Looking back on the systematic review described in chapter 2, there were only two included
studies that attempted to combine pre- and post-intervention quantitative comparisons with
qualitative data gained from semi-structured interviews (91) (94). None of the included studies
used focus groups in this situation. The rationale of running focus groups at this stage of the
study was to hear from the participants about their views and ideas and to understand some of
the thinking behind them. These results could then be reviewed alongside the quantitative data
in order to help make sense of them and to draw out any resonant themes. This process
generated some interpretation of the quantitative results as well as being able to use the ideas
and themes that arose from the focus groups iteratively to influence the design of the
programme. In addition the focus groups allowed for a more ‘narrative’ documentation of
where the different participants were in their thinking and their personal reflections of their
own leadership learning.

As highlighted in the methods section above, the first two focus groups were held shortly
before the self-assessment web-based survey was sent out, and the third focus group at the
same time. Alongside the order in which the different components of mixed methods research
are analysed and the way in which data is integrated, this ‘sequencing’ of the data collection is
important to consider in analysis of the results (202)(203). As described in Creswell’s
comprehensive text (147), mixed methods research comes in many different shapes and sizes;
these factors are key considerations when interpreting the data. This study attempted to use the
concurrent triangulation approach. As detailed in sub-section 3.3.8, for both the pre-test and
post-test evaluation, the aim was to collect data concurrently so that the two qualitative and
quantitative data sets could be compared to see whether there were any differences,
convergence or some combination of the two. Although this approach can lead to wellvalidated and substantiated findings, as noted in chapter 3, there are limitations to this
methodology (147). It requires significant effort and expertise to study a single phenomenon
with two separate methods, and it can be difficult to compare the results of the two analyses
using data of different formats. It can also be difficult to work out how to deal with
discrepancies in the data collected by the two methods.
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Thinking about the sequencing in this study, the pragmatics of organising three focus groups
for a defined cohort of participants meant that the first two focus groups were run 4 weeks
before the third focus group and the issuing of the self-assessment survey. It is important to
acknowledge, therefore, that the discussions within the focus groups may have influenced how
individuals then went on to answer the web-based self-assessment survey when it was sent out
to them. It could be hypothesised that their thinking may have been deeper, and more
comprehensive than a peer who had not already participated in the focus groups. This is by no
means a ‘fatal’ error in the methodological design, but needs to be considered when
interpreting results. It is also important to acknowledge that, much like the discussion about
the self-assessment questionnaire in chapter 4, the focus groups themselves should be
considered as part of the leadership intervention, and in that role are a potentially jeopardising
‘testing’ factor. This is particularly important when interpreting the results and thinking about
how the intervention might be re-run elsewhere.

The themes that arose from the qualitative analysis focused on the importance of leadership
qualities and behaviours, with the trainees suggesting that the development of leadership
competencies requires work-based space, time and opportunities for leadership learning. These
ideas around needing the space and time within the workplace for leadership learning give
some interpretation to the finding from chapter 4 that demonstrated a significant correlation
between the number of previous experiences a participant had gained and their self-assessment
score. Whilst the qualitative work highlighted a real breadth of different suggested learning
opportunities the emphasis on the importance of support, mentoring, enabling and rolemodelling from senior colleagues was consistent throughout the data. This correlates well with
the conclusions of many of the medical leadership studies described in chapter 2, where the
success of many of the leadership development programmes was underpinned by a culture of
support and mentoring.

Although by this stage, the broad framework of the leadership development intervention was
in place, these ‘user-views’ were able to be fed back into the final design of the intervention. I
have acknowledged earlier in the thesis (chapter 3) that this is an approach that creates some
contamination issues which might impact on the interpretation of the results. The positive side
of this was the addition of some really helpful inputs from the trainees that enabled their
leadership development programme to have a significant bespoke component. A specific
example of this would be the organisation of workshops with focus and learning outcomes
designed to address trainee anxieties about concepts around systems and the wider context of
healthcare.
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Having completed the ‘starting point’ (pre-test), or baseline, quantitative and qualitative
measures the leadership development programme, described in detail in chapter 3, could be
introduced. The following two chapters explore the impact of the leadership development
intervention, through describing the evaluation methods, results and analysis from the end of
the study.
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Chapter 6 – Quantitative measurement of the end point

Chapter Overview
This chapter examines the quantitative methodologies that were used to measure the postintervention (post-test) ‘end point’ of the study and hence evaluate the impact of the
leadership development intervention. The chapter details the comparative results of the
pre-intervention (pre-test) and post-intervention (post-test) self-assessment scores,
describes the rationale behind the different statistical analyses used in these comparisons
and explores the conclusions that can be drawn from them.

6.1

Introduction

The previous three chapters have described the development of the intervention in this study
and the mixed methods evaluation strategy (chapter 3), the quantitative measurement of the
starting point using a self-assessment tool (chapter 4) and the use of focus groups to gain a
qualitative understanding of where participants felt they were prior to the introduction of the
intervention (chapter 5). This chapter moves the study forward to 12 months later, and
addresses the quantitative methodologies that were used to measure the post-intervention
(post-test) ‘end point’ of the study. In doing so, through a comparison of the pre-intervention
and post-intervention data, it aims to evaluate the impact of the leadership development
intervention.

6.2

Objectives

The objectives of this chapter relate tightly back to the fifth overall project objective that is
outlined in sub-section 1.3.2, namely to evaluate quantitatively the effectiveness of the
leadership development intervention experienced by the trainee committee cohort.

6.3

Methods

This section outlines the quantitative methodologies used in the measuring of the postintervention ‘end point’. It details the design and implementation of the self-assessment tool,
and describes and critiques the statistical methods used to analyse the results.
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6.3.1

Use and implementation of self-assessment tool

Sub-section 4.3.1 within chapter 4 described in detail the development of the pre-intervention
self-assessment tool. This included a description of how content validity was gained, the
development of an ‘ability scale’ for use within the tool, and an introduction to a
methodological approach to ‘evidence’ self-assessment scores. The methods and discussion
sections of chapter 4 describe some of the opportunities and difficulties with the design and
methodology used.

The post-intervention self-assessment tool was adapted directly from this pre-intervention selfassessment tool (see Appendix 4.1). The introduction was changed so that it acknowledged
that participants had completed an identical survey 12 months previously, but it used the same
set of 11 questions, each with two short vignette examples, the identical tick-box ability scale
and the same section in which supporting experiences could be noted. This consistency was
important in order to be able to make meaningful pre- and post-intervention comparisons,
although the re-use of questions and experience in themselves may lead to some issues with
internal validity (146).

This post-intervention self-assessment questionnaire was also designed and built on the
www.surveymonkey.com web-based survey platform. 12 months after the pre-intervention
survey had been distributed it was sent out to the trainee committee cohort via individual emails. In terms of considering the impact of sequencing, this happened concurrently to the first
two post-test focus groups described in chapter 7. As previously, the technique where the main
introductory message and survey URL link was pasted into the body of each e-mail to each
individual potential participant, allowed for personalisation of the request to complete the
survey.

A single, individual e-mail reminder was sent to potential participants between 14 and 21 days
after the original request. The survey remained open for a further 8 weeks although the
majority of the responses came within 72 hours of sending the requests.

6.3.2

Statistical analysis and rationale

As with the pre-intervention data described in chapter 4, the data from the web-based postintervention self-assessment questionnaires was initially downloaded into Microsoft Excel
format, before being manually cleaned in preparation for being converted to SPSS format. The
analysis was performed within SPSS; as with the pre-intervention data support and guidance
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for this, the choice and running of statistical tests arose from discussions with Henry Potts, an
experienced medical statistician within University College London.

6.3.2.1

Analysis of variance

As with the initial tests to compare the self-assessment scores of the trainee committee cohort
and the comparator group in chapter 4, the analysis of the post-intervention results should
begin with a ‘global test’ to determine whether there was an overall effect of the intervention.
Even if only a few, or even none of the 11 questions showed any significant difference as
individual questions, there remains the hypothesis that there might have been a ‘small amount
of overall change over the 12 months of the leadership development intervention across the 11
dimensions’, and collected together this might amount to a significant difference. This concept
was analysed on SPSS using a global analysis of variance (ANOVA) test. Should this ANOVA
test demonstrate a positive result then the next step would be to move on to post-hoc tests,
such as paired t-tests, that could be used to examine each individual dimension.

6.3.2.2

Paired t-tests

Within sub-section 4.3.1.2 the debate as to whether the data from Likert scales is interval or
not is outlined. As with the pre-intervention data, histograms of the new data were generated
and reviewed. As previously, they looked to be normally distributed, with no evidence of a
long tail (this would be very unlikely with only 5 data points) or skewing of the data. This
meant that it was possible to use parametric statistical tests on this data, so the pre- and postintervention scores of the trainee committee cohort for each individual dimension were
analysed using a paired t-test. The ‘paired’ component of the t-test arises as it is a comparison
of data points from the same group across two different points in time (ie pre-intervention and
post-intervention). The rationale for chosing this parametric test is discussed in detail in
chapter 4.

6.3.2.3

Bonferroni correction

As with the pre-intervention data analysis in chapter 4, the use of Bonferroni corrections (189)
to account for the relatively small samples sizes was considered. This adjustment, which is
widely viewed as being quite conservative, reduces the critical level of ‘significance’ from
0.05 by dividing it by the number of tests being run. With the 11 different questions within the
self-assessment questionnaire, and the data arising from each, this would lead to a revised cut
off for ‘significance’ of 0.05 divided by 11, which is 0.0045. This means that there would have
to be fairly large differences in scores between the pre- and post-intervention results, to attain
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significance. As explained in chapter 4 there is an argument that in the case of post-hoc tests,
being run after obtaining a positive global test analysis, results can legitimately be displayed
without applying the Bonferroni correction, and this is discussed further below.
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6.4

Results

This section describes the quantitative results of the work to measure the ‘end point’, 12
months after the implementation of the leadership development intervention. The data
described in this section were generated from the post-intervention self-assessment tool
outlined above.

6.4.1

Response rates

The URL link to the self-assessment tool was sent by e-mail to the 30 of the 32 trainee
committee members who were still involved and who had completed the full 12 months within
the committee. One trainee had moved overseas for a research fellowship and another had
moved out of London and so was no longer able to participate. 24 of these 30 trainees (80%
response rate) fully completed the post-intervention self-assessment questionnaire, which
compares with the 27 out of 32 (84% response rate) who fully completed the pre-intervention
self-assessment questionnaire. However, the trainees who did not complete the preintervention questionnaire were not, with one exception, the same trainees who did not
complete the post-intervention questionnaire. Therefore, in total, 22 out of the original cohort
of 32 trainees fully completed the pre-intervention questionnaire, participated in the full 12
months of the leadership development programme and fully completed the post-intervention
questionnaire. This gives an overall combined completion/response rate of 69%.

As explained in chapter 4 there was no post-intervention assessment of the comparator-group.
This was not needed as the exploration of the differences between the scores of individuals of
different levels of seniority (in sub-section 4.4.4) had shown that there was very little ‘natural’
increase in scores as the trainees went on through their years of training.

6.4.2

Comparison of pre- and post-intervention scores

Mean scores were calculated from the 11 self-assessed ‘ability scales’ on the pre- and postintervention self-assessment questionnaires completed by the trainee committee cohort. The
results are illustrated in Table 6.1 and detailed in full in Appendix 4.1.

It is important to note that in the post-intervention scores the means have been calculated from
the number of participants who completed that particular question.
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TC cohort
(pre-); mean

TC cohort
(post-); mean

N = 27

N = 24 unless
stated

(A) Developing self awareness

3.5

3.5 (N=26)

(B) Managing yourself

3.7

3.7 (N=25)

(C) Continuing your personal development

3.7

3.8

(D) Acting with integrity and managing people

3.4

3.4

(E) Developing networks and building & maintaining
relationships

3.3

3.9

(F) Working within teams and encouraging contribution

3.6

4.0

(G) Planning and applying knowledge & evidence

3.3

3.2

(H) Managing resources & performance

3.2

3.5

(I) Critically evaluating, ensuring patient safety and facilitating
transformation

3.1

3.4

(J) Identifying the contexts for change and encouraging
improvement & innovation

3.3

3.6

(K) Making decisions and evaluating their impact

3.2

3.3

Dimensions

Table 6.1

Comparison of pre-intervention and post-intervention self-assessment
mean scores in the trainee committee group.

This demonstrates that the mean trainee committee cohort scores (displayed to one decimal
point) did not change in time over the 12 months in 3 of the 11 dimensions, reduced in 1
dimension and increased in 7 dimensions.

A repeated measures ANOVA was performed with one within-subjects factor for the preintervention/post-intervention scores and another within-subjects factor for the 11 dimensions.
This showed a significant effect of time (F1,21 = 13.4, p = 0.001), but no time by dimension
interaction (F10,12 = 0.7, p = 0.7). This means that overall, there is a significant increase in the
self-assessment scores between the pre-intervention questionnaire and the post-intervention
questionnaire, with an average increase of 0.2 units over all the dimensions. There is no
evidence from this ANOVA that this increase statistically significantly varies between
dimensions.

In order to explore the results further, post-hoc tests were performed on the data from each of
the dimensions. This was done using paired t-tests to compare the pre- and post-intervention
results. The rationale for this choice of statistical analysis is described in sub-section 6.3.2. In
this case data was only used for each dimension where the individual participant had
completed both the pre-intervention questionnaire and the post-intervention questionnaire.
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This meant that the comparisons involved 24 pairs of data for dimensions (A) and (B) and 23
pairs of data for the other 9 dimensions, which explains why there is a small amount of
variation from the data shown in Table 6.1.

The results of these paired t-tests, which are illustrated in Table 6.2, demonstrate that in all but
one of the dimensions there is an increase in score over time. (The negative number in
dimension (B) ‘Managing yourself’ indicates a decrease in the score). However, this increase
is only statistically significant for (E) ‘Developing networks and building & maintaining
relationships’ (average increase is 0.5 units with a 95% confidence interval of 0.2-0.9) and (F)
‘Working within teams and encouraging contribution’ (average increase is 0.5 with a 95%
confidence interval of 0.1-0.9). If a Bonferroni correction were to be applied to the numbers
then neither of these increases would remain statistically significant, but as highlighted above
there is a reasonable justification for not using the correction in this context of post-hoc tests.

Dimensions

Paired t-test

N

(A) Developing self awareness

t22 = 0.6, p = 0.5

23

(B) Managing yourself

t22 = -0.4, p = 0.7

23

(C) Continuing your personal development

t21 = 0.5, p = 0.6

22

(D) Acting with integrity and managing people

t21 = 0.5, p = 0.6

22

(E) Developing networks and building & maintaining relationships

t21 = 3.0, p = 0.007

22

(F) Working within teams and encouraging contribution

t21 = 2.3, p = 0.029

22

(G) Planning and applying knowledge & evidence

t21 = 0.2, p = 0.8

22

(H) Managing resources & performance

t21 = 1.6, p = 0.13

22

(I) Critically evaluating, ensuring patient safety and facilitating

t21 = 1.8, p = 0.088

22

t21 = 1.1, p = 0.3

22

t21 = 0.6, p = 0.6

22

transformation
(J)

Identifying the

contexts

for

change

and encouraging

improvement & innovation
(K) Making decisions and evaluating their impact
Table 6.2

Comparison of pre-intervention and post-intervention self-assessment
mean scores in the trainee committee group using paired t-tests
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6.5

Conclusions

This chapter has described the quantitative comparison of the trainee committee cohort selfassessment questionnaire scores between the pre-intervention and post-intervention (12 months
later) stages. 22 out of the original cohort of 32 (69%) participants fully completed the pre- and
post-intervention questionnaires so the analysis covers these responses.

Comparison of before and after mean scores, using a global ANOVA, demonstrated a
significant increase in the self-assessment scores between the pre-intervention questionnaire
and the post-intervention questionnaire.

Additionally, paired t-tests demonstrated that in 10 out of 11 of the dimensions there was an
increase in the mean score over time. However, this increase was only statistically significant
for two of the dimensions:
(E) ‘Developing networks and building & maintaining relationships’
(F) ‘Working within teams and encouraging contribution’

It is important that any conclusion about the impact of the intervention is appropriately
balanced. Although for 9 of the 11 dimensions there was no significant increase in the postintervention scores there was a significant global increase, and also individual increases across
10 of the 11 dimensions. Overall, one has to conclude that there is a high probability that the
first 12 months of the programme has led to some significant improvements in participants’
leadership abilities.

6.6

Discussion

This discussion section is an opportunity to reflect back on, and scrutinise, the methodology
used for the quantitative arm of the study. It also provides the chance to explore the
comparative results and to review the conclusions that have been drawn from them.

Fundamental to this discussion is the choice of the methodology used in this study, and that is
a theme that has been drawn out in different ways throughout the thesis. The systematic review
of the medical leadership literature in chapter 2 illustrated a number of studies that had sought
to evaluate the impact of leadership development interventions. All had in some way tried to
measure the effectiveness of their intervention using pre- and post-intervention self-assessment
surveys. The questions used were predominantly focused on Kirkpatrick Level 1 (reaction /
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satisfaction) and Level 2 (self-reported learning / knowledge) evaluation methodologies (89)
and in most studies there was no longer term follow-up conducted.

As detailed in sub-section 3.3.8.4, this study looked to use a comparator group within a ‘quasiexperimental design’. The potential use of a control group, exposed to pre-test and post-test
assessment was considered, but the pragmatic difficulties of whether a true control group
would be able to be randomly selected, and then put through pre-test and post-test assessment,
became a dominant factor. Although, as acknowledged in detail in chapter 3, this approach
weakens the research design, provided due considerations are made to the recognised
jeopardising factors, I believe that it is still an approach that can lead to some meaningful
conclusions.

In sub-section 4.1.1 there is a detailed description of the thinking and exploration that was
undertaken to attempt to find a more objective measure than solely a self-assessment survey
used at the starting point and then end point of the study. Classic medical teaching suggests
that a randomised controlled trial (RCT) would be the most effective way to understand the
true impact of an intervention (204). However, in this situation the complexities and
heterogeneity of the work-based intervention, the inability to ‘blind’ participants to which arm
of the trial they were in, the inadequacy of a ‘knowledge-based’ assessment (as discussed in
sub-section 4.1.1) and the logistics of managing a strict control arm mean that there was no
prospect of this happening in this case. It is important to note that there are examples in the
medical education literature where education-based interventions have been evaluated using a
randomised controlled trial, and so it should come into consideration at the methodology
planning stage of any educational research (205), even if ultimately other approaches are
taken. As the medical education community develops a greater understanding around nonclinical learning this is undoubtedly an area that will benefit from further research. It seems
likely that experimental designs with their origins in the social sciences (146)(149)(203) will
continue to grow in their usage in this arena.

The debate around the appropriateness of self-assessment methodologies was explored in
detail in chapter 4. As with the pre-intervention questionnaire it was hoped that the significant
thought and time that went in to developing the content validity of the tool, the use of vignettes
to help achieve context, the exploration of a relationship with the ‘experiences log’ and the
extensive piloting would mean that the tool was as robust and effective as possible. Despite
this, it was not a surprise that despite the global increases the results did not demonstrate
statistically significant increases across all of the self-assessment scores. With relatively small
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numbers of participants (only 22 fully completing both the pre- and post-intervention
questionnaires) the study was under-powered. The constraints around the timings within this
study meant that the post-intervention self-assessment was undertaken only 12 months after
the intervention was introduced. With the intervention being much more focused on
developing the leadership attitudes and behaviours that underpin many of the competencies
within the MLCF (19), rather than just leadership-related knowledge, this was likely to be
much too short a time frame within which to demonstrate widespread significant gains. The
vast majority of the participants in the study have continued to be part of the trainee committee
and so in theory it would be perfectly feasible to repeat the self-assessment questionnaire
longitudinally at say 3 and 5 years post-intervention. The difficulty with interpreting these
results would be the confounding effect of all of the different experiences (eg for some it
would be starting as a consultant) that each individual may have encountered during that time
period. This is an area where the weakness of the overarching study design, with no post-test
assessment of the comparator / control group, is particularly problematic, although if a 5 year
post-intervention assessment was made, this could potentially be rectified.

Despite the under powering of the study, the small sample size and the relatively short
timescale for the leadership learning benefits to be realised, there were increases shown across
10 of the 11 dimensions, and a statistically significant increase when these were combined
together using an ANOVA. Two of the dimensions did achieve statistically significant
increases in their mean score in their own right; (E) ‘Developing networks and building &
maintaining relationships’ and (F) ‘Working within teams and encouraging contribution’.
There is a clear justification, explained in sub-section 6.3.2.3, as to why the Bonferroni
correction was not applied in this case. It is interesting that these two dimensions, which
together represent all of the four elements from the ‘Working with others’ domain of the
MLCF (19), were where the greatest gains were seen. Although the potential for learning
across all of the domains was there, the majority of opportunities for experiential work-based
learning from within the trainee committee were about working as a team, building
relationships and developing networks – all hugely important competencies for doctors to be
constantly looking to develop as they progress through their careers. Through the analysis of
the experiences log described in sub-section 4.4.5 in chapter 4, the trainees who scored more
highly on these cited experiences with patients, multi-source feedback, attendance at
management meetings, participation in improvement projects, contribution to national working
groups and patient safety groups and the teaching and supervision of colleagues as being
important influences on developing leadership capabilities within these two areas. This is
important as it gives some guidance to future programmes around the sorts of activities that
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could be promoted and supported to give participants opportunities for meaningful leadership
learning.

One other explanation for these increases in mean scores in these two dimensions could be that
these are competencies that trainees will naturally develop over a year-long period though their
normal clinical placements within the training programme. This would explain the ‘one year
on’ increases in these areas. Without a post-test assessment of the comparator group, it is
difficult to tell whether these increases might have been influenced by the history, testing,
maturation and instrumentation jeopardizing factors described in chapter 3. However,
reflecting back to sub-section 4.4.4, which explored the development of competencies as
trainees progressed through training, there was no change in the dimension (F) ‘Working
within teams and encouraging contribution’ over the different grades / years of training and no
significant improvement over the dimension (E) ‘Developing networks and building &
maintaining relationships’. This suggests that the leadership development intervention
described in this thesis may have had an impact of accelerating the learning in these two
important areas.

As highlighted throughout the thesis, and in particular detail in sub-section 3.3.8, the key
methodological design of this work was to take a mixed methods approach. Whilst the
majority of the studies included within the systematic review relied only on pre- and postintervention self-assessments there were two examples that sought to triangulate quantitative
pre- and post-intervention self-assessment scores with qualitative data obtained through postprogramme semi-structured interviews (91)(94). The methodological approach of running
focus groups at the beginning of the leadership development intervention, and again after the
12-month ‘end-point’ sought to generate a deeper understanding and contextualisation of the
quantitative results. The post-intervention qualitative data analysis is discussed in chapter 7.

Although the response rates to the self-assessment questionnaires compare very favourably to
most other web-based surveys or questionnaires, almost one-third of the original participants
(n=9; 31%) did not fully complete both the pre- and post-intervention self-assessment
questionnaires. For two participants this was due to circumstances that led them to retire from
the trainee committee mid-way through the 12-months. As with any consideration of the
impact of non-respondents the concern is that their self-assessment answers, had they been
captured, would have painted a different picture to the answers from the 69% of the group who
did fully respond. Through the adoption of a mixed methods approach some of this concern is
offset as all of the non-respondents participated in the pre-intervention focus groups (described
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in chapter 5) and three of them also participated in the post-intervention focus groups (which
are described in chapter 7). This meant that although there may be some responder bias within
the quantitative data, this will have been significantly offset by the qualitative methodology,
which gave the space for alternate viewpoints to develop.

155

Chapter 7 – Qualitative analysis of the end point

Chapter Overview
This chapter expands on the quantitative methodologies that have been used to measure
the post-intervention (post-test) end point, by describing the focus groups that were run at
the end of the first year of the programme. These focus groups were designed to capture a
deeper understanding of the more qualitative aspects of the leadership learning gained
from being a participant on the programme. The chapter also describes other themes and
learning that emerged and includes a qualitative analysis of the use of the leadership
multi-source feedback tool described in chapter 3.

7.1

Introduction

The previous chapter described the quantitative measurement of the ‘end-point’ (post-test) of
the study, 12 months after the leadership development initiative had been introduced. This
chapter takes a more qualitative approach by using focus groups to explore participants’
perceptions and to build on the quantitative findings to assess the overall impact of the
intervention.

7.2

Objectives

The main objective of this chapter relates back to the sixth overall objective of the thesis,
namely to analyse qualitatively the effectiveness of the leadership development intervention
experienced by the trainee committee cohort. There were also secondary objectives to
qualitatively explore the use of the Leadership 360 (described in chapter 3) by the trainees who
opted to use it, and to determine whether there were any aspects of leadership learning that
were not well supported by the trainee committee.

7.3

Methods

This section details the qualitative methodologies used to assess the effectiveness of the
leadership development intervention. The approach taken was for the most part very similar to
the one used in the pre-intervention qualitative analysis. Where the methodology is identical,
in order to avoid duplication the detailed illustrations of the background, context and rationale
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of the methods outlined in chapter 5 have not been re-stated in this chapter. Where there are
differences, their detail, and the rationale behind them, are described.

7.3.1

Data collection

Each of the focus groups was facilitated by the same pair of research assistants who had run
the pre-intervention focus groups. As previously, a facilitation strategy was agreed with the
lead researcher (RK) beforehand and an outline framework was developed. The research
assistant (AR) moderated the discussions whilst the lead researcher acted as a non-speaking
note taker (RK). As previously this role was to observe group dynamics and non-verbal
interactions as well as noting down which statement was made by which individual. A digital
audio recording was made for subsequent transcription. As before, and as discussed in chapter
1, participants were given an information sheet and gave their consent for their involvement
and use of the data produced.

Focus group participants came from the trainee committee cohort, who were invited by e-mail
to contribute on one of two different days. Three post-intervention focus groups were run.
They had 6, 7 and 4 participants respectively (ie a total of 17) and lasted for between 35-50
minutes. This corresponded with the pre-intervention focus groups where there were 8, 7, and
6 participants respectively (ie a total of 21). Clinical duties for some trainees made it
impossible to get all participants who wanted to contribute together at the same time so the
first two focus groups were run on the same day (during a Trainee Committee update day),
whilst the third was run just over 2 months later. The post-test self-assessment quantitative
survey described in chapter 6 was sent out on the same day as the first two focus groups were
run.

Each focus group was facilitated around the following four questions:



Has working within the trainee committee influenced the development of your
leadership and team-working skills? If so, how?



Can you think about how this learning and development might influence your broader
work within your clinical department in the hospital?



Did you participate in the Leadership 360; if yes...did it help? If no....why not?



Are there aspects of leadership learning that participating in the trainee committee has
not supported?
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The audio recordings were professionally transcribed into a digital typed document by an
educational transcribing service, and as previously were independently checked before data
analysis commenced. Any errors, in particular due to incorrect attribution of quotes, were
corrected at this stage.

7.3.2

Data analysis

As with the pre-intervention focus groups, the methodology used to analyse the focus group
data was ‘framework analysis’. The same five key stages of familiarization, identifying a
thematic framework, indexing, charting, mapping and interpretation were undertaken (see
chapter 5 for detailed descriptions), with the aim of allowing themes to emerge, both from the
research questions asked, and from the narratives of each of the participants.

The only differences in methodology were that, due to the lack of availability of researcher
support at this stage of the study, these stages of familiarization were undertaken by the lead
researcher (RK) on his own. This meant that the ‘comparing of notes, categories and headings
to reach consensus on the thematic framework’ that had occurred in the pre-intervention
framework analysis (see sub-section 5.3.4) could not happen in this post-intervention work.
Although the same methodical step-wise approach was taken, the lack of discussion and debate
could potentially lead to bias in the development of the thematic framework from this set of
focus groups.

7.4

Results

This section describes the results and analysis of the focus group work. As outlined in the
objectives section, and expanded on in the methods section above, the focus groups were
designed to:


Explore whether, and how, working within the trainee committee influenced the
development of participants’ leadership and team-working skills



Consider whether this learning and development might influence the trainee
committee participants’ broader work within their clinical department in the hospital



Explore the role of the Leadership 360 in supporting leadership learning



Determine whether participants felt if there were any there aspects of leadership
learning that participating in the trainee committee had not supported?



Triangulate the quantitative data obtained from the post-intervention self-assessment
survey
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The 17 participants who were available to contribute to this part of the study were split into
three focus groups as detailed in table 7.1. As with the pre-intervention focus groups, a count
of the number of quotes from each participant that were adopted into the thematic framework
was also made.

Group A

Group A

Group B

Group B

Group C

Group C

Participant
Code

Number of
Quotes

Participant
Code

Number of
Quotes

Participant
Code

Number of
Quotes

4

5

8

1

6

4

5

3

13

1

17

3

10

6

15

7

27

10

12

6

19

3

28

7

26

6

20

10

30

5

23

4

25

5

Table 7.1

Allocation of post-intervention focus group participants with illustration
of the number of each participant’s quotes used in the thematic analysis

Through the processes described in the methods section above three broad themes around
leadership learning (usually called ‘categories’ within the framework nomenclature) arose
from the framework analysis of the post-intervention focus groups. These suggested influence
of the leadership intervention on:
1. Developing team-working, networking and collaborative skills and behaviours
2. Establishing new approaches to personal development and reflective practice
3. Understanding the importance of the wider context, change and the system within
which healthcare is delivered

In addition, ideas emerged about the potential role for multi-source feedback tools in
supporting leadership development, and finally, there were a collection of suggestions that
focused on improvements that could be made to the design of this programme. As within
chapter 5, quotes are attributed to individuals within each focus group and labelled with a 2part code (eg GA; 12 or GB; 20) where the first two letters indicate which of the 3 focus
groups they came from, and the number that follows being the individual’s unique participant
code.
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7.4.1

Developing team-working, networking and collaborative skills and behaviours

The dominant theme that emerged from the post-intervention focus groups related to the
experiences gained by almost all participants around team-working and the development of
networks. This reinforces one of the main threads (199) of the quantitative findings described
in chapter 6, where a statistically significant increase in self-assessed leadership capability was
shown for the two dimensions ‘Developing networks and building & maintaining
relationships’ and ‘Working within teams and encouraging contribution’. These findings also
fit in well with the theoretical frameworks on distributed (28) and shared (30)(31) leadership
that were explored in chapter 1.

The trainees who participated in these focus groups highlighted how much they had learned
from working with each other, and appreciating the value of each other’s different approaches
and leadership styles:
GA; 4

“It has been really interesting to meet a very dynamic group of people
who have all approached a series of problems in a very, very different
way; learning more about team working styles has had an impact on
how I deal with everybody on all levels now”

GA; 30

“You learn from the other people in your group about different ways
of going about doing things”

GC; 17

“I hadn’t previously considered what I could learn from looking at
other people”
“I think apart from the obvious networking, it is also knowing that you
are not alone. Whatever problem I am having in my hospital, everyone
else is having the same problem. I think what I have learnt is to listen
to other people’s ideas instead of banging my own head on the wall”
“Through talking to everyone and see what everyone is doing has
really affected me and has made me a very different person; I realise
now that I could change anything”

GA; 12

GB; 25

An important aspect of this learning came through the small-group exercises that explored the
breadth of learning styles, personality types and approaches to team-working:
GC; 6

“Some people are quiet and effective...I still remember that from the
first meeting”

GA; 5

“Talking about the Myers Briggs types is directly transferrable to the
work place, as you can now try and work out what everyone else is
and adapt to that”

GC; 27

“Respecting other people’s way of leading, even if it is different from
yours – I definitely got that out of the programme. I was very much of
the opinion that if you were a quiet person it was because you did not
have much worthwhile to say, but actually I have learned that this is
absolutely not the case.”
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The trainees acknowledged that establishing effective team-working, especially with everyone
committed in a number of different directions, was not necessarily straightforward, and
required energy and focus to get the most out of it. For some it had been a surprise that this
was such a key area of learning:
GA; 26

“the opportunity to work with people that you are not seeing all the
time has highlighted quite a few challenges.....how we try to overcome
these challenges have been perhaps part of our development”

GC; 28

“It has given me more of an appreciation of the give and take of team
working”

GA; 26

“I think the opportunity to work alongside senior trainees or
consultants in a non-clinical setting has been a really useful
experience....and perhaps one that was not necessarily formalised at
the start.”

There was a strong sense of pride in everything that the trainee committee had achieved in its
first year, and that had contributed towards a strong team focus that some participants felt
would remain in the long-run. This was particularly eloquently explained in Group B:
GB; 15

“I think that the breadth of initiatives from all of us as a whole has
been really impressive – the impact some of these have had as been
amazing; the ability to recognise the need, initiate it and vault it into
arenas far beyond what I had imagined...seeing that happen has given
confidence and is empowering”

GB; 25

“I think empowering is the word for me; you just realise they have
been waiting for people like us to step up to the mark and to just do it,
and that is what has made so many things happen.

GB; 20

“I really like the idea that I have encountered a group of enthusiastic,
dynamic, motivated people who I hope that through the rest of my
professional life I will have a relationship with...and that makes me
feel really inspired and excited as I think we can make a real
difference in the years to come, even if this structure does not exist”

A number of the discussions illustrated a new found determination within the participants to
act as catalysts for change. The focus was around empowering and motivating colleagues to
believe that through working together to make small changes significant improvements could
be achieved:
GB; 25

“I think that it has made me motivate everybody around me that small
things can make a big difference; with lots of people putting things
together you can change things”

GB; 19

“It has definitely motivated me to try to motivate my colleagues –
before I would have been likely to have joined in with negative
comments, but now I would be much more like to agree that it is
rubbish but say ‘lets all see if we can work together to improve it’...”

GC; 28

“Having seen how the trainee committee has developed, people are
taking on projects and becoming leaders within their own small
spheres of influence....and leadership roles.”
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GC; 17

“I think as you become more senior you have to stand back, be there,
be supportive and work out how to give people that confidence and
encourage that person so that you get the best out of them”

GC; 27

“It has made me better at getting my SHOs to really think about
things, and to focus hard on giving positive feedback

Alongside this focus on motivating colleagues there was an acknowledgement of how valuable
a learning experience being a participant on this programme had been, and that there was a
moral responsibility and great value in ensuring that the leadership learning was taken back to
the workplace to share with colleagues who had not had the same opportunity:
GA; 26

“We need to think about how a lot of these benefits and attributes that
we are learning can also be passed onto other trainees.”

GB; 13

“Also the importance of getting other people involved; Trust reps and
roadshows were so important. It is not just about us having great ideas
but taking them out to where we work, and bringing ideas back to here
[the School] and I think that has happened quite nicely”

GA; 30

“It is taking back what we are learning to the people that we work
with as well that is really important. We could just all be really selfish
and go we have learnt all this stuff and just keep it all to ourselves but
sharing it with others is good.”

GC; 28

“I feel more confident about taking some of these ideas out to multidisciplinary teams to try to make change happen”

Finally, the trainees highlighted specific areas of learning that were gained through their
experiences on the trainee committee:
GC; 17

“Taking this onto the next step, I can see how this would help with
managing conflicting ideas with a consultant colleague”

GC; 6

“I don’t know how I would have managed to help facilitate people
below me to learn stuff if I had not had a think about how to achieve
this”

GB; 23

“I have definitely learned about being strategic about influence; who
you speak to, how you approach individuals and how you find the
right buttons to press”

In summary, participants described a wide range of learning relating to the development of
team-working, networking and collaborative skills and behaviours. They acknowledged that
this was both developmental for them as individuals, and would also influence the different
teams within which they worked. There was also a widespread determination to spread their
learning and experiences to a wider group of professional colleagues.
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7.4.2

Establishing new approaches to personal development and reflective practice

In addition to the development of team-working, networking and collaborative approaches, it
was clear that the experiences on the trainee committee led to significant personal
development. One important area was the improved reflective practice of many of the
participants:
GA; 12

“Dare I say it has broadened my horizons...has been a chance to sit
and listen and learn something that is not clinical and I really enjoyed
that”

GC; 27

“It has given me a clearer idea about my own leadership style, and has
encouraged me to become more reflective”

GC; 6

“It is important to think about how we can use this [leadership]
learning across other parts of our training and clinical practice. Doing
the programme has made me more reflective”

Many of the trainees reflected on how their experiences over the preceding 12 months had
allowed them to develop their own leadership styles and approaches.
GC; 27

GC; 28
GB; 20

“The course has also allowed me to learn how to not be a leader, but
how to allow others to lead; rather than taking over....how to assist
while still allowing them to lead”
“The trainee committee has allowed me to develop my own personal
leadership style within the place in which I work”
“It has given me more appreciation of what there is to learn about
being a consultant and manager and leader of a department; through
the trainee committee it has made me appreciate that fact that when
you become a consultant there are a whole load of other skills and
knowledge that I need to take on board to be a good consultant. I have
now taken on more of a personal responsibility to learn these things
myself”

Another area that came up in all three focus groups was around the development of key
personal qualities, such as self-awareness, a concept that, as described in chapter 1, is at the
heart of the Medical Leadership Competency Framework (19) and many other leadership texts:
GC; 27

“I have started to consider much more about how I am viewed by
other people; how I do I want to be seen by other colleagues and am I
being seen in that way, and how can I act so that I am seen in the way
I want to be seen?”

GC; 28

“I am less sensitive to changes and am more flexible about trying to
do things differently”

GB; 19

“I agree that it has been really empowering. Now I am much more
understanding that different issues are everybody’s problem and I will
do much more to improve things. As someone more junior I have
realised that you can contribute, and you can make differences”

GA; 12

“I have definitely developed my listening skills; I have taken that back
to the workplace and have developed that skill further”
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In addition to the development of self-awareness, it is clear that enhancing trainees’ confidence
to take on projects and lead change was a positive outcome of the programme for some of the
participants:
GA; 12
GA; 10

GB; 20

“I think that knowing all the stuff we are saying gave me more
confidence”
“I took on, started and am still doing a piece of service development
work at one of the hospitals I worked in - I think some of the skills we
have learned, and taking the long view and really committing yourself
to something that is beyond your clinical duties, has been really
valuable”
“It has given me more confidence to know that I can make a real
difference when I am a consultant, because I feel that the people who
do the things that make a difference are the people who started off like
we are now”

In summary, the focus groups highlighted three areas of significant personal development for a
number of the participants. These related to becoming more reflective, developing more selfawareness and growing in confidence to take on projects outside direct clinical work.

7.4.3

Understanding the importance of the wider context, change and the system
within which healthcare is delivered

The third area in which the focus groups illustrated significant learning arose through many of
the participants developing a greater understanding of the wider system. This is another
important leadership dimension covered by the Medical Leadership Competency Framework.
It is also something that came up as a concern in the pre-test focus groups, meaning that it was
something that could be added in to the leadership development itself. As acknowledged in
chapter 3 this creates some significant methodological issues around contamination of the
intervention (ie the focus groups in effect became part of the intervention), but it is positive to
see from the post-test focus group that this addition was a positive one for the trainees. In
addition there was an acknowledgement that change was more likely to be successful where
the clinicians leading it had a broader understand of the context for change.
GA; 5

“Just understanding the broader context of where you are working so
you can make sense of some of the things that actually happen to you
at work and understand why they are happening”

GB; 20

“It has made me a lot more aware of what goes on behind the scenes,
and how to influence, and who I need to know to make things happen”

GB; 15

“It has helped to broaden my horizons”

GA; 10

“I think it will equip us to be clinicians who take a wider view, and
who as consultants will hit the ground running because we have been
doing some of these things along the way. We will not feel so bogged
down in day-to-day work but be able to see the bigger picture.... I
think that is very valuable”
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The trainees discussed ideas around change in all three focus groups. There was much
enthusiasm to just get on and try to improve things, with the understanding that even small
changes could be important. There was also the acknowledgement that this can be challenging
and is a therefore an area that needs ongoing learning.

GA; 30

“I have got a much better understanding of how the system works, and
the role of managers, and I have gone back to my department and
changed things”

GB; 19

“It has made me more aware of the opportunities to make small
changes – before I had not realised how important this could be”

GA; 10

“I think as an individual within the group there is still a lot for us to
learn. I think navigating the bureaucracy of dealing with an institution
such as the deanery, you become more aware of the actual challenges
of effecting change. I am hoping I will just continue maturing in that
sometimes it is easy to go in with lots of ideas but actually sometimes
taking the long view is important”

Building on this theme of having a ‘lot to learn’, a number of the trainees also acknowledged
how difficult change can be, citing limits, politics and hierarchies as significant barriers to
effecting change:
GB; 23

“I have learned that in spite of all of that goodwill and enthusiasm, the
NHS is a huge beast, and change is difficult ...and you have to work
within certain limits, and that is a good lesson for many doctors”

GA; 4

“Learnt a lot more about the politics of the deaneries and the politics
of the hierarchies of medicine which plays a major role in how we go
about getting what we want done. ... with trying to effect and carry
through and continue with change, it has been a real insight”

GB; 20

“With the example we have learned about Working Time Directive,
even though we can’t change it, there are ways in which we can use it
to our advantage....and I think that is part of the learning experience;
we have learned how to deal with it”

From the trainee’s perspective, an important barrier to this broader learning arises from the
frequent changes in posts that occur in most training programmes. This affects continuity and
means that with trainees moving on every few months there is significant risk that trainees feel
little ownership over work, projects are left incomplete and opportunities to learn from
following things through are missed.
GA; 4

“I think continuity is something that we underestimate, especially on
the junior level where you change Trusts almost every 6 months and
you have no sense of the greater picture and the greater continuity. We
have met lots of different people on the course; we came across
medical directors, we came across NHS London people and got a
picture of the greater strategic view. Having an awareness of what is
outside the bubble and in what you do in a day to day basis and how
you can direct your patients and help your patients - that has made a
difference”
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GC; 27

“Being on the trainee committee has given me lots of skills; what is
difficult is putting them into practice when you are moving jobs so
frequently. I can see so much I want to change, but more many things
6 months is not long enough”

GA; 26

“It has been a very useful lesson to know that if you are trying to set
up something new in your hospital or in the community to actually
engage people in it that are going to be involved in the longer term
and give them some sort of ownership over problem solving and
resolving whatever issues they have to resolve, is a much more
effective way of getting things done”

In summary, this sub-section has described how the leadership development programme
allowed a number of trainees to realise the importance of developing an understanding about
change, and through doing so gaining a deeper understanding of the wider context of the
system within which healthcare is delivered.

7.4.4

Multi-source feedback tools in supporting leadership development

The rationale, construction and results of the pilot Leadership 360 multi-source feedback tool,
which was designed as part of this work, are described in detail in chapter 3. This subsection,
which builds on sub-sections 3.3.7 and 3.4.5 details the focus groups discussions about
participants’ experiences of using the Leadership 360. The majority of those who used the tool
found it very helpful in terms of generating feedback and helping them to further develop their
self-awareness, although for some the feedback was not necessarily something they did not
know already:
GC; 27

“I found it useful; I got a variety of people to do it...three people put
down the same point that I had not considered before, which was
something that I could work on. It was interesting to hear how the
wider team perceived you”

GA; 10

“I got really useful feedback for that and I think it is on areas that as
we have sort of said today that you don’t normally get feedback on”

GA; 26

“The actual process of filling out the answers as well makes you think
about leadership and was very useful as well”

GA; 30

“It would be useful to do it again because I have tried to change things
about myself and what people wrote about me, so it would be useful
to redo it and see”

GB; 20

“No-one said anything that I could use as point for development. I
think when people sit down and write things, even though it is
anonymous, they tend to just write nice things, and I can think of
anything I read that made me think that is an area I am going to
develop now...and that is why I didn’t find it useful”

The discussions within all three focus groups identified that sitting down with a supervisor,
mentor or senior colleague to go through all of the electronic feedback in the report was crucial
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to the whole process. Where participants had not been able to do that the perceived value of
the tool was much less:
GA; 26

“The actual feedback meeting with your supervisor ...and having some
goals to achieve or ways of acting on whatever feedback you had is
probably the most important bit”

GC; 28

“I liked the way that you could meet up with someone to go through
the points....it gave me more focus. The feedback was informative”

GA; 30

“I think it is only a valuable tool, if you have got someone you can sit
down with and talk about it and who will give you honest feedback.
But if you are with someone who is just going to read through it who
is just going to say ‘oh haven’t you done well’ or whatever, is not
helpful at all. Maybe there needs to be more structure about who is
going to give feedback?”

GB; 15

“Without talking through the feedback with anyone....taking home
suggested changes from the Leadership 360 was difficult and
challenging”

GB; 25

“One person said “sometimes she can be abrupt”.....or something like
that, and that is all I can remember from my Leadership 360. I realise
that if I had sat down and discussed it ...then something much more
useful would have come out, and then there would have been
something to work on”

GB; 15

“The stumbling block was finding the time and the right role-model to
go through it”

GB; 23

“To draw out positive themes with any kind of clarity or distance is
difficult to do when it is really personal, and so I didn’t find it that
helpful because I kind of left it alone and did not go through it with
anyone”

One unexpected source of feedback on the value and quality of this Leadership 360 tool, that
arose during two of the focus groups, came from colleagues of the participants who had been
asked to contribute. The breadth of areas covered by the tool seemed to be the key theme that
provoked comment:
GA; 10

“I did get some feedback from the people who filled it in that was
very positive as well. One of the PICU consultants said it was very
good survey. They have done a lot of these things and they were quite
surprised and found it particularly useful because it dealt with issues
that you do not normally get to talk about”

GB; 15

“The feedback I got was that the people who filled it in said that they
really enjoyed it because they felt that it was a challenge to think and
reflect in a way that we don’t normally do; they as assessors found it
more useful than the normal 360”

In addition to the importance of ensuring that participants go through the feedback with a
colleague afterwards, a number of other comments and suggestions were made that might
improve future iterations of this or similar leadership multi-source feedback tools. Some of
these related to the timing of when the tool was available, others with technical aspects of the
tool, and others to the difficulties in getting enough people to give feedback:
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GB; 20

“Not being able to print it made it difficult”

GC; 27

“I think it was not all that well anonymised; you could see when
someone had responded even though you could not see their name and
that might mean you could work out who they were”

GB; 8

“It was quite a laborious questionnaire”

GB; 23

“It was too close to the other assessments which meant I had to
persuade people to complete it for me”

GA; 4

“I think timing is the big issue as a lot of these things tend to happen
around changeover time which is the worst possible time to get people
to assess you - yes you can get hold of people from previous jobs to
do so but this is not easy”

GC; 17

“I was somewhere where it was difficult to get anyone to do anything
at all, even the compulsory stuff, so to do anything extra was too
difficult”

GC; 6

“I was an ST2 in a tertiary neonatal unit, bottom of the pile, so didn’t
really want to send around a ‘do you think I am a good leader?’
questionnaire”

In summary, participants used the focus groups to give considerable consideration to the value
of the Leadership 360 multi-source feedback tool. For everyone who managed to participate,
the crucial determinate as to the value of the experience was whether or not they were able to
go through the feedback with a supervisor, mentor or senior colleague. Where this had
occurred the tool provided helpful developmental feedback. This crucial point about feedback
fits in with much of what is known about multi-source feedback tools in the healthcare
literature (151)(154). The need for trainees to complete other compulsory multi-source
feedback assessments at a similar time was the key barrier to using the Leadership 360 for a
number of participants.

7.4.5

Suggested improvements to the design of this programme

Throughout the three focus groups a number of discussions generated ideas that could be used
to improve the design and running of the programme. One important dimension that arose
from the Group A focus group was the recognition that participating in this leadership
development initiative had been very valuable, and that there was a responsibility to share
ideas and resources with those who had not been able to participate:
GA; 4

“I feel that we have been privileged to get what we have had out of it
and kind of feel for all my colleagues that did not jump on the
bandwagon and be in it as well”

GA; 10

“I think maybe there is room for doing a bit more of sharing of
resources…..maybe online or something”

GA; 12

“At the end of a session to have a few minutes to write some reflective
notes….just so that the people who have missed out will know what
they have missed out on and will be able to go onto that website and
have a look at it”
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The opportunity to receive some face-to-face teaching on leadership-related topics during the
programme was well received, and a number of other suggestions for specific sessions were
put forward:
GB; 25

“Having a couple of hours of leadership teaching, where we had a
speaker and discussions, was totally brilliant”

GA; 12

“I do not think we have actually touched on how to deal with a like a
difficult situation, like conflict resolution, apart from learning it in our
teams.... something formal would be good”

GA; 5

“When you are back in your own Trust and you’re trying to facilitate a
session or lead some teaching or something, some of those skills
might be really, really useful....so maybe some teaching on teaching
styles and how to encourage participation would be really useful”

GA; 10

“It would be nice to have some support about managing your
juniors.... and knowing yourself; they are common skills but maybe
doing it in a sort of transparent way with clinical scenarios”

Another useful learning activity that was suggested was that of ‘shadowing’ or finding the
opportunity to sit in on the School of Paediatrics executive committee:
GA; 10

“One thing I would like to do sometime is to be able to sit in on the
executive committee and see what happens there.... I know there is a
probably representation from us which is fine but I think as a learning
opportunity that would be really useful”

One of the problems highlighted was the difficulty of being able to attend all of the meetings.
For some this led to a feeling of anxiety that they were not contributing a much as they would
have liked, whilst others explained that they were concerned that participating in trainee
committee would not be well perceived by colleagues back at the hospital. Others
acknowledged that they were not able to attend everything but used the strength of the
communication within the sub-groups, and the trainee committee network, to offset this:
GB; 20

GC; 27

“I found it hard to find the time to come to as many meetings as I
would have liked, and I know that I am not contributing as much as I
would like. I suppose there will be different times for everyone where
we are able to contribute more or less”
“I could only go to the meetings sporadically, so I don’t know what I
missed”

GC; 6

“I erred on the side of caution because I did not want to be perceived
as someone who was ‘swanning off’ to things that were not thought to
be that important”

GB; 15

“In the way in which it runs, isn’t that almost accounted for? We do
operate as a network who know each other....and that is the power of it
that means it can be much more flexible in these manageable subgroups”
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The trainees highlighted the role of consultant support and leadership within the sub-groups,
and explained some specific aspects of this that they perceived to be particularly important.
The experience of the trainees around this had been variable:
GB; 15

“The only disappointing thing has been the consultant that has led one
of the groups….in terms of knowing current topics and agendas – we
needed to be pointed in the right direction with some of these agendas
and that has been sorely lacking in our group”

GB; 20

“He has been amazingly supportive and proactive; he has been
amazingly involved and has not left all the work to us. I think a lot of
what we have achieved is down to his leadership”

GB; 20

“He is very good at allocating roles and setting deadlines, and being
realistic about what we can achieve. He is also very good at including
us, he asks what we think. He is very much a model of a consultant
who wants to have trainees involved”

As a footnote, the trainees in the third focus group described how they had found participating
the focus groups a helpful way to pick up new ideas and reflect on where they needed to take
their learning next. This evidences the thinking that these focus groups need to be thought of as
part of the intervention:
GC; 28

“I have found these focus-groups useful in terms of getting ideas off
other people. I remember the first focus group, and the discussions
about what makes a leader certainly changed my views on that”

GC; 27

“I think that what is also important is to have ongoing training, even if
it is similar to what you have had before..... today has been a reminder
to go and put some of the skills I have learned back into practice”

In summary, participants described a number of ideas that could be fed back into the design of
a future iteration of this programme. These included considerations as to how they could better
share learning resources within the trainee committee and with colleagues outside it, other
ideas for face-to-face teaching topics, and the role of shadowing in supporting leadership
learning. The trainees also discussed the difficulties in attending all of the sessions, and the
importance of consultant leadership and enabling of the subgroups. Finally there was an
acknowledgement by one group that taking part in these focus groups had been a valuable way
to further progress their learning.

7.5

Conclusions

It is clear that overall the trainees found their participation in this leadership development
initiative to have been extremely rewarding, both in terms of their personal learning and
development, but also with regards to everything that they achieved as a trainee committee.
The trainees’ main areas of learning were around establishing new approaches to personal
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development, in team-working, networking and encouraging the contribution of others, and in
broadening their understanding of the wider healthcare system.

Those that had managed to complete the Leadership 360 and have a face-to-face discussion
about it with a supervisor or mentor, described how much they gained from it. In addition, the
trainees also had a number of ideas around how future iterations of the programme could be
improved.

7.6

Discussion

The methodology used in this chapter followed that of chapter 5, and was underpinned by the
methodical steps of ‘framework analysis’. It is important to acknowledge that in this postintervention work, although the same steps were taken, only the lead researcher was involved.
This meant that the advantages of discussion and challenge between 3 different researchers,
that had added richness to the pre-intervention work, were absent here. There is a risk that this
could introduce bias into the analysis. A second concern could relate to the reducing number of
participants. Although one year on the numbers of participants in the three focus groups had
fallen from 21 to 17, which might lead to an increasing impact of non-participation bias, they
covered a wide range of ideas and opinions that met all of the objectives of this chapter. It was
clear that many of the participants felt a good deal of pride in everything that they had
achieved, in what was a relatively short period of time. In addition, as a result of their
experiences on the trainee committee, many of them felt very energised and ready to drive
forward improvements and change in their place of work.

Importantly, the focus group analysis follows on from the threads within the quantitative
results from chapter 6 which demonstrated that in 10 out of 11 of the dimensions there was an
increase in the mean score over time, with statistically significant increases for two of the
dimensions, (E) ‘Developing networks and building & maintaining relationships’ and (F)
‘Working within teams and encouraging contribution’. Many trainees described how much
they had learned from each other and the dominant theme that emerged related to the
experiences gained by the majority of participants around team-working and the development
of networks. This is an important finding and although impossible to put a definitive
‘weighting’ onto it, strengthens the opinion that the increases in the self-assessment scores for
dimensions (E) and (F) demonstrated in chapter 6 represent genuine improvements in
leadership abilities of the participants. The qualitative analysis also described what appeared to
be a fundamental shift in some participants in terms of an improved understanding of the
perspectives of others. These are important areas that also relate back to the theories around
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transformational leadership, and shared leadership, discussed in chapter 1, as well as a number
of the team-based leadership development programmes, such as those highlighted in the Evans
(85) and Stoller (86) papers described in chapter 2.

Many of the trainees talked about how this learning would be invaluable to them as they
moved forward with their careers in the years ahead. As well as developing new, more
reflective approaches to their own personal development, for many trainees this programme
was an opportunity to learn about the wider healthcare system. As with the ‘end-point’
quantitative survey described in chapter 6, this focus-group work, which took place 12 months
after the programme was initiated, will by definition have only asked about relatively early
changes in knowledge, understanding and perspective. For any sort of formal analysis of
longer term impact on individuals and groups of trainees in terms of behaviours, attitudes and
achievements, the cohort would have to be revisited with further measurements a number of
years down the line.

With the opportunity to undertake the Leadership 360 only being taken up by a minority of the
trainee committee, it is difficult to make too many conclusions from its design and use. It is
important to remember that it was entirely optional for the reasons discussed in chapter 3.
However, this qualitative analysis highlighted that those who had used it as it had been
designed gained a significant amount of learning and insight from the experience. The
spontaneous feedback from consultant assessors as to how impressed they were with the depth
of questions covered by the Leadership 360 was a very welcome benchmarking against other,
predominantly commercial, multi-source feedback tools that they had come across. They also
commented on how the vignettes were helpful in contextualising the question being asked. The
trainees were clear in their recommendation that participating in this type of multi-source
feedback was only worthwhile if there was a focused debrief of the results with an experienced
supervisor or senior colleague, and this is important learning that can be adopted by other
leadership development programmes using these methodologies. At a time when the medical
profession in the UK is developing its processes of ‘revalidation’, the General Medical
Council’s mechanism for regulating licensed doctors, this also offers an important lesson in
terms of getting real value out of appraisal. The experience of the trainees with the Leadership
360 also highlighted a key issue where there are a number of different assessments and
feedback tools, some of which are compulsory components of trainee schemes, competing for
the time of trainees and consultant assessors. When it came to it, even for trainees who could
see great value in participating in a leadership-focused multi-source feedback tool, the
mandatory Royal College assessments took precedence. This learning could have significance
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for the widespread use of the multi-source feedback tools made available to NHS workers
alongside the launch of the NHS Leadership Framework in 2011 (158).

The trainees also made a number of comments and suggestions which could be used to
improve future iterations of this programme. Throughout the reading of the wider leadership
literature, the systematic review of the medical leadership literature and the self-assessment
results the value of using real work-based opportunities to drive learning has been an important
thread. However, as discussed in two of the focus groups, a number of the trainees were
worried about not being able to attend some of the trainee committee meetings and events.
Even in designing a work-based programme of learning, where it was acknowledged from the
outset that not everyone would be able to attend everything, this caused anxiety amongst
participants. The suggestion of using IT solutions such as a web-based forum or social media
to support communication between the group may help to offset these concerns. The
discussions around the importance of consultant leadership in enabling and supporting the
trainees as they set their vision for their subgroups aligned with the value of role-modelling
ascertained from the quantitative work in chapters 4 and 6. Finally, there was also a brief
discussion about the value of shadowing senior colleagues and having the opportunity to sit in
on executive-level meetings (in this case the School of Paediatrics executive). This idea, which
is expanded on in the ‘next steps’ sub-sections of chapter 8, went on to strongly influence my
work in the development of the shadowing component of the ‘Paired Learning’ leadership
development initiative (206)(207)(120).
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Chapter 8 – Summary discussions

Chapter Overview
This chapter focuses on summarising and analysing the findings from the quasiexperimental mixed method approach to evaluation described in the previous six chapters,
and then contextualising them within the wider leadership literature from chapter 1 and
the medical leadership systematic review in chapter 2. It examines the strengths and
weaknesses of the research, and synthesises the findings whilst exploring the wider
implications of the work. The chapter contains some reflections on my personal learning
from this project, before moving on to consider possibilities for longer term follow-up and
the applicability of the findings to other groups. The chapter concludes by summarising
the key conclusions and discussing how the learning from this project might be
implemented within other leadership development initiatives.

8.1

Summary of findings

In order to synthesise the work that is described in each of the preceding chapters it is worth
reflecting on each of the objectives of the project that were set in the planning phase. These
objectives were to:
a) Perform a focused systematic review of the medical leadership literature, and to
analyse key learning and themes around medical leadership development initiatives.
b) Design and implement a leadership development initiative to support the learning and
development of a newly established postgraduate trainee committee, and design a
mixed methods research strategy to evaluate it.
c) Develop a self-assessment tool to measure the leadership capabilities of the trainee
committee cohort prior to the implementation of the leadership development
intervention, and to compare these results with a comparator group of trainees.
d) Explore participants’ ideas around leadership to gain a deeper, qualitative
understanding of the baseline leadership learning of the trainee committee cohort,
prior to the implementation of the leadership development intervention.
e) Evaluate quantitatively the effectiveness of the leadership development intervention
experienced by the trainee committee cohort.
f) Analyse qualitatively the effectiveness of the leadership development intervention
experienced by the trainee committee cohort.
g) Summarise the findings from the project, highlighting areas of personal learning,
potential wider implications of the project and suggestions for future work.
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The systematic review of the medical leadership literature described in chapter 2 confirmed
that at the time of the review there had not been any other studies of evaluated work-based
leadership development programmes for doctors previously described in the literature. There
were papers that provided ideas about work-based learning in other settings, and these were
used as empirical evidence to help shape the intervention. The review highlighted the fact that
amongst the huge number of leadership related papers that have been published only a very
small number have included a well-defined intervention and some sort of evaluation of the
impact on the learners. Of the published work with well-defined interventions, the majority
were evaluated by pre- and post-intervention self-assessment surveys alone; the use of
qualitative methodologies and long term follow-up was only seen in a handful of studies. The
included studies emphasised the value of linking leadership learning to real work and the
importance of programmes having the input of senior leaders. They also tended to focus on
supporting the development of self-awareness and team-working competencies. This learning
helped to inform the evaluation strategy of this study; the inadequacies of most studies to be
able to draw any meaningful conclusions from their stand-alone self-assessment metrics reiterated the potential value of taking a mixed methods approach to the evaluation in this
project.

The focus of the leadership development initiative was to support the learning and
development of the newly established postgraduate trainee committee, and chapter 3 details the
design, planning and implementation of this initiative. The application process to the trainee
committee led to the formation of strong cohort of 32 trainees. Ethical approval was
successfully gained for the implementation of the proposed leadership development initiative
and underpinning evaluation strategy and all participants were given information sheets and
consented to participate in the key areas of the research (eg the focus groups). A leadership
self-assessment tool was developed to quantitatively measure the pre-intervention leadership
capabilities of the trainee committee cohort. This tool gained content validity and an
understanding of its feasibility from its relationship to the Medical Leadership Competency
Framework (MLCF) (19), from the embedding of case vignettes with each question and
through detailed piloting. Within the tool, an interval 5-point semantic differential scale was
designed, based on published scales of ability and expertise (183), and then piloted. On
reflection there were some methodological weaknesses with the design of this scale, which are
explored in more detail in sub-section 4.3.1.3 and in the extended discussion section 4.6. The
validity of this self-assessment tool was somewhat strengthened by the demonstration of a
correlation between the scoring and the number of experiences that the participant had
encountered to develop those capabilities. Analysis of the data also showed that certain
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specific previous experiences were more likely to influence the development of self-assessed
leadership abilities than others.

Prior to the commencement of the programme this self-assessment tool was completed by the
trainee committee cohort and almost 300 other paediatric trainees, who were acting as the
comparator group. Statistical analysis showed that at this stage (prior to the introduction of the
leadership intervention) there was no significant difference in leadership ability between the
cohort and comparator groups. Importantly, more detailed analysis of the data demonstrated
that the more senior trainees only self-assessed themselves significantly higher than more
junior colleagues in one leadership dimension (B) ‘Managing yourself’. This suggests that
within the standard training programme it should not be expected that the leadership
capabilities of trainees will necessarily develop in time as trainees move up through the grades.
With an inherent methodological weakness of the overall project in having no post-test of the
comparator group (as discussed in sub-section 3.3.8.4 and section 3.6), this helped support the
suggestion that any post-intervention increases in the trainee committee cohort identified with
this tool could potentially be attributed to the impact of the programme.

Chapter 5 described the framework analysis of three focus groups to explore the trainee
committee participants’ ideas around leadership. This provided a deeper, qualitative
understanding of the baseline leadership learning of the trainee committee cohort, prior to the
implementation of the leadership development intervention. This allowed for integration with
the baseline (pre-test) quantitative analysis outlined in chapter 4. Four themes emerged: the
importance of leadership qualities and leadership behaviours in doctors as leaders, ideas
around opportunities that would help the participants develop as leaders and an understanding
of the value of broader aspects of leadership training and learning. These themes were used as
a further input to shape the content and learning outcomes of the leadership development
intervention.

After 12 months of the leadership development intervention ‘end point’ (post-test), or postintervention, measurements of the trainee committee were made. The quantitative evaluation,
which used an adapted version of the pre-intervention leadership self-assessment, allowed for a
comparison of before and after mean scores of the trainee committee cohort using a global
ANOVA test. This demonstrated a significant increase in the self-assessment scores between
the pre-intervention questionnaire and the post-intervention questionnaire. In addition, paired
t-tests demonstrated that in 10 out of 11 of the dimensions there was an increase in the mean
score over time. However, this increase was only statistically significant (pre-Bonferroni
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correction) for two of the dimensions: (E) ‘Developing networks and building & maintaining
relationships’ and (F) ‘Working within teams and encouraging contribution’. Overall, this
leads to the conclusion that there is a high probability that the first 12 months of the
programme led to some significant improvements in participants’ leadership abilities.

The impact of the intervention was also assessed with the focus group-based qualitative
analysis described in chapter 7. The trainees who participated in these focus groups were clear
that their participation in this leadership development initiative had been extremely rewarding,
both in terms of their personal learning and development, but also with regards to everything
that they and their colleagues had achieved as a trainee committee. They described their main
areas of learning as being around establishing new approaches to personal development, teamworking, networking and encouraging the contribution of others, and through broadening their
understanding of the wider healthcare system. In addition the trainees who had managed to
complete the Leadership 360, and have a face-to-face discussion about it with a supervisor or
mentor, described how much they gained from it. The trainees also had a number of ideas and
reflections about ways in which the programme could be improved – these included comments
about the sharing of learning both within the cohort (for those who could not attend specific
sessions or meetings) and with colleagues who were not formally part of the trainee
committee. They emphasised the need for consultant leadership, support and enabling of workbased learning, and also suggested the potential to learn from shadowing or sitting on activities
and meetings that they would not normally be exposed to.

From these findings, and despite some of the methodological weaknesses of the study, it can
be concluded that clinical leadership skills and capabilities can be learned by trainee
paediatricians. In addition to the clearly demonstrated impact on many of the individuals
involved, and the personal learning and development for me as an educational researcher, this
thesis has generated new evidence that can be used to influence and drive the design of other
leadership development initiatives in the future. The remainder of this chapter is devoted to
exploring this in more detail.

8.2

Analysis of findings

Throughout the thesis, in the methodology and discussion sections of each chapter, there has
been a detailed on-going analysis of the strengths and weaknesses of the research. This has
included the rationale behind each of the chosen methods, detail as to why others were rejected
and an open narrative around how different problems and inherent weaknesses could be
mitigated against or needed to be acknowledged. This has been contextualised in the
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theoretical frameworks of the leadership literature review described in chapter 1 and in the
empirical evidence gained from the medical leadership systematic review detailed in chapter 2.
The key strengths and weaknesses are summarised below:

8.2.1

Strengths of the research

The section above describes some valuable gains for the trainees who participated in the
programme. The hope was that the leadership development intervention, based around the
work of the trainee committee, would give the participants the opportunity to experience and
reflect on followership, but also to recognise their important role as leaders within the
healthcare system, despite still being labelled as ‘junior’ doctors. The findings suggested
specific influence of the leadership intervention on three key areas:
1. Developing team-working, networking and collaborative skills and behaviours
2. Establishing new approaches to personal development and reflective practice
3. Understanding the importance of the wider context, change and the system within
which healthcare is delivered

In addition, ideas emerged from the trainees for the potential role of multi-source feedback
tools in supporting leadership development. The programme was not designed to be modular,
but instead was built around the idea that being an active participant in the trainee committee,
and contributing to specific project work, would together lead to leadership learning. The
workshops and opportunity to participate in the Leadership 360 were put in place to support
this. Perhaps unsurprisingly, trainees were not particularly specific about which aspects of the
programme contributed to particular areas of learning. Therefore, as with all of the multicomponent interventions considered in the medical leadership systematic review in chapter 2,
it would be difficult to value the impact of one component of the intervention over another.
One important reflection is that the opportunity to work and learn as a team, be it the
committee work, the sub-group project work, or indeed the involvement in the focus groups,
was highlighted by many trainees as being important.

The research was underpinned by a grounding in key leadership theories (outlined in chapter
1), the use of the Medical Leadership Competency Framework (MLCF) as a guiding structure,
and a comprehensive systematic review of the medical leadership literature (outlined in
chapter 2). The principles that the two BEME papers (73)(78) offered were extremely helpful
and enabled the development of a methodological framework that could be closely followed.
The efforts to review lists of references, to explore studies that cited the retrieved papers, to
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revisit the searches with an August 2012 update and to explore the grey literature all added to
the strength of this work. This gave important context to the research and provided ideas for
the development of the intervention and the evaluation methodologies. It also confirmed that
there were no other healthcare-related work-based leadership development initiatives,
underpinned by a comprehensive evaluation strategy, in the published literature. This meant
that both the intervention and the evaluation methodology (with the development of the selfassessment leadership ability scale) were novel and of potential interest to other educators,
clinicians and researchers working in this area.

The decision to proceed with a work-based intervention was an important aspect of the study,
in terms of the practicalities of the programme, applying learning and developing an
understanding of the wider system. This also played into supporting participants in having the
opportunity to gain many of the competencies described in the Medical Leadership
Competency Framework (1). Whilst there may be value in classroom-based leadership
programmes clinicians of all levels find it increasingly difficult to free-up blocks of time from
their clinical duties and so attendance can be difficult. The flexibility of this programme and
the ability to dip in to the different opportunities at different times meant that this was less of a
problem. In addition, the ability to apply the leadership learning to real situations within the
work-place gave greater context and a deeper understanding and perspective. The postintervention focus groups alluded to the achievements of the trainee committee – a work-based
leadership learning approach that also has specific outcomes related to better efficiency,
patient safety, improved quality of care or patient experience is much more likely to gain
executive support within healthcare organisations for implementation and spread.

Although not without compromises and practical difficulties the mixed methods approach to
the evaluation was a significant strength of the study. As detailed in the systematic review in
chapter 2 there is a huge amount published around leadership development, but relatively little
of it has been evaluated in any great detail. Chapter 4 describes the different steps that were
undertaken, through the content validity gained from the MLCF and other sources, the use of
case vignettes, the piloting, the development of the semantic differential ability scale and its
correlation with previous experiences, to make the quantitative assessment as strong as
possible. The use of a comparator group to establish the baseline ‘starting point’ and the
generally high response rates across all of the different ‘experiments’ were also helpful.
Perhaps most important of all, and unique amongst the previously published research in this
area, was the use of the two sets of focus groups as a qualitative mechanism to make sense of
the self-assessment results. Chapters 5 and 7 describe in detail the methodology used in the
analysis of the focus group data, and the subsequent results. Although sometimes criticised as
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being somewhat cumbersome, the method used, framework analysis, gave both depth and
structure to the analysis. In addition to providing evidence that aligned with the quantitative
results, the different analyses from the focus groups generated ideas and reflections that could
be used to shape future research.

Although there were no particularly contentious ethical dilemmas within this study, the
decision to go through the process of application for ethical approval ensured that all potential
ethical issues were considered and also provided the study with some early peer-review.

8.2.2

Weaknesses of the research

As described above, an overall aim of the study was to develop an initiative that was highly
flexible and pragmatic in acknowledging that there would never be occasions when all 32
individuals on the programme could come together in formal leadership learning sessions. The
intervention was also very low-cost and therefore, if shown to be of value, would have a good
chance of long-term sustainability and spread. The main difficulty of this approach was from a
research perspective, where the ‘blurring around the edges’ of which experiences were inside
the defined leadership development intervention and which were not, was complex. The
problems with this were four-fold. Firstly, there was a risk that any improvements or change
following the leadership development intervention may not be clearly picked out by the
research methodologies. Secondly, any changes picked up by the evaluation may actually be
attributable to some other factor outside the influence of the leadership development
intervention. Thirdly, aspects of the evaluation methodology (eg the pre-test focus groups)
may have had an impact on the results because of interaction and sequencing issues, and so in
essence it can be argued that they became part of the intervention. Fourthly, when thinking
about sustainability and spread, reproducing exactly the same experience for other cohorts
would be extremely difficult. Managing these concerns, whilst ensuring that the leadership
learning available to the trainees was highly flexible and iterative, was a major challenge for
this study.

Although the systematic review described in chapter 2 was comprehensive, and was designed
to take a broader approach than most medical systematic reviews, as with any search of this
nature, the difficulty in achieving full coverage has to be acknowledged. Not all databases or
possible search terms were covered and so there may have been key studies that were not
found. The efforts to explore the grey literature, described in sub-section 2.3.4, are likely to
have only found a small proportion of the information available. It must also be acknowledged
that the decision to stick to leadership development interventions in doctors and medical
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students may have restricted this search for empirical evidence. It was therefore important to
ensure that all possible learning was gained from the papers and information that were found in
the review, and so efforts were made to incorporate any relevant findings or learning into each
of the other chapters.

As described in detail in chapter 3, and also mentioned in chapters 6 and 7, the use of a
comparator group within a quasi-experimental mixed methods evaluation design is not without
controversy. Although the use of a control group, who would also be subjected to both a pretest and post-test assessment, was considered in this project, the pragmatics of selecting a true
control group, and then putting them through pre-test and post-test assessments proved to be
impossible. It has to be acknowledged that this important practicality weakens the research
design, and therefore limits the conclusions that can be made from the findings. It means that
the potential impact of a number of different jeopardizing factors (146), including history,
maturation, testing, and the effect of autonomous changes in the measuring instruments
between the pre-intervention test and the post-intervention test need to be considered.
Although the attempt to use a comparator group of trainees from multiple year groups, as a
way of offsetting some of these problems, had partial impact in mitigating some of these
factors, this remains an inherent weakness of the project.

As discussed in sub-section 3.3.8 this approach also creates interaction effects that lead to
potential issues with external validity. These are interactions that occur between the
intervention and the selection process used to select the cohort group, and between the
intervention and the testing processes. These factors can lead to difficulties with generalisation
of the results to other settings, which could have an important effect on how conclusions from
this study are interpreted.

The choice of using a self-assessment tool to collect data for the pre- and post-intervention
quantitative analysis is another controversial area. The key concerns and reasons for the
decision-making around this part of the study are detailed in chapter 4. Sub-section 4.1.2
highlights that although there are strong proponents of their use within leadership development
there is good evidence of the limitations of self-assessment when used to assess the abilities or
performance of medical professionals(164)(165)(166). The suggestion is that doctors are likely
to over-estimate their self-assessment scores when compared to existing objective, externally
generated markers of performance. There is also evidence to suggest that the least competent
are also the least able to self-assess accurately, often significantly over-estimating their own
level of performance (167). Other evidence however, identified that the accuracy of self181

assessment tools can be enhanced by feedback, and also by providing explicit assessment
criteria and guidance on what level of performance should score what mark (168). The
comprehensive approaches to mitigate against this, through the careful design and piloting of
the self-assessment tool, which are explained in detail in chapter 4, were therefore very
important. The discussion in chapter 4 also highlighted a methodological issue with the
semantic differential ability scale that was developed for the self-assessment tool. It is possible
that because the extremes in the 5-point scale were not strict opposites, there was no defined
neutral mid-point and there was more than one concept within the scale may have skewed
different participant’s perceptions of the questions being asked.

Another potential weakness of the study relates to the relatively small number of participants,
although compared to many of the studies in the published literature a study cohort of 32 is
reasonably large. With the quantitative analyses this did mean that the study was relatively
under-powered. ‘Drop-off’ in terms of people starting to answer the questionnaires and then
not completing them was not a big issue within the cohort group, although it did reduce the
comparator group from 336 to 289 participants. A significant effort was made through testing
of functionality, individual messaging, reminders and ease of participation to keep response
rates and completion rates as high as possible. Overall this approach was successful with the
response rates to the two self-assessment surveys and both sets of focus groups, each of which
are detailed in chapters 4, 5, 6 and 7, remaining high when compared to equivalent studies.
There remains, however, the concern that the non-respondents to the survey and nonparticipants in the focus groups would have given different responses to the participants who
did contribute. Response rates and the issue around non-respondents were perhaps most
significant an issue with the post-intervention ‘end-point’ focus groups, where effectively only
17 out of the original cohort of 32 trainees were able to participate. Although many of the nonparticipants had continued to contribute very fully to the trainee committee, and had sent
apologies for the focus groups due to clinical commitments, it would have been interesting and
important to have explored their views and perspectives too. Due to logistics and constraints of
time this study did not seek to investigate this further, but this might be an important, if
difficult, area to explore with future research.

A further related problem was that of ‘self-selection’. Although the trainee committee cohort
were shown to have no significant differences in their pre-intervention self-assessment scores
to the group of almost 300 paediatric trainees who acted as the ‘comparator’ group, there is a
weakness to this argument. By nature of the fact that they were the individuals who responded
to and completed the leadership capability survey, this ‘comparator’ group, although coming
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from the same paediatric trainee population as the trainee committee cohort, were in some
ways ‘self-selected’ and were not strictly randomised to be comparators or indeed controls.

Despite the strengths of the structured, ‘framework’ approach (193) to the analysis of the focus
groups there are some inherent weaknesses in this methodology and how it was used in this
research. Although the analysis of the data was both step-wise and rigorous it is still
susceptible to inherent biases of interpretation and emphasis that are held by the researchers.
Although the pre-intervention focus groups were able to use a combination of three researchers
to help protect against these issues, the post-intervention focus groups did not have the same
breadth of independent analysis followed by discussion, and so may have been more subjected
to these biases. The fact that the lead researcher (RK) was intrinsically involved in the
development, co-ordination and running of all aspects of this research, and in particular the
evaluation, could also mean that intrinsic biases could affect the way participants answered
and the way in which the data was analysed. The only way to completely avoid this would for
the programme of evaluation to have been independently run by a team of external researchers,
and as with the majority of health-related development programmes this was not logistically
possible.

Finally, with the nature of the work-based learning and development that this programme
hoped to achieve, it was perhaps unrealistic to expect wholesale significant development over
a 12 month period. Almost 90% of the trainee committee remained in their roles beyond 12
months, and in the context of a paediatric training programme that runs for at least 8 years, this
type of learning seems most likely to need to have the space and opportunity to develop over a
longer period of time. The constraints around the timings of this thesis were the factors that set
this time scale, and if it were possible it would be of great interest to go back to the trainee
committee cohort to look at the longer-term impact of the intervention. As stated earlier in the
thesis, despite the inherent logistical difficulties, this might also open up the opportunity to
take a different methodological approach, by undertaking post-test self-assessment surveys in
both the trainee committee cohort group and the comparator group, which would then in effect
become a control.

8.3

Next steps

This section explores some of the potential next steps with regards to longer term follow-up of
the trainee committee cohort, examines the wider implications of this work and considers an
example of where the learning from this project has already successfully influenced the
development of an award-winning leadership development programme.
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8.3.1

Next steps – longer term follow-up

As highlighted in the sub-section above, a significant weakness of this study was that the ‘endpoint’ (post-test) quantitative questionnaire detailed in chapter 6, and the post-intervention
focus groups described in chapter 7, only took place around 12 months after the programme
was initiated. These will therefore have only explored relatively early changes in knowledge,
understanding and perspective of the participants. For any sort of formal analysis of longer
term impact on individuals and groups of trainees in terms of behaviours, attitudes and
achievements, the cohort, and ideally some of the participants who dropped out, would have to
be revisited with further assessments a number of years down the line.

Whilst re-issuing the leadership self-assessment questionnaire to the trainee committee cohort
for a third time would be fairly straightforward, in itself the conclusions that could be drawn
from the results would be relatively limited as the breadth of confounding factors would have
increased yet further, and there may be some questionnaire fatigue. The most interesting data
would come from a qualitative approach, either through repeating the focus groups, or perhaps
through conducting some semi-structured interviews with the original participants. This would
enable the researchers to explore whether the leadership development intervention had any
long-term influence on the participants in terms of their attitudes, perspectives and behaviours.
A potential further source of data, which could be obtained through a number of different
methods, could come from the observations and views of professional colleagues who are
working alongside them. Although the logistics would be very difficult, as described in the
sub-section above, it may also be possible to go back and re-assess the original comparator
group.

8.3.2

Next steps – wider implications of this work

This study, which has focused on exploring whether trainee paediatricians can learn clinical
leadership skills and capabilities, has a number of wider implications. Within the context of an
extensive leadership literature that is relatively sparse on evidence for the value of specific
interventions, it provides a mixed methods evaluation model that despite weaknesses could be
adapted, improved and utilised in other studies. The combination and underlying rationale of
the different statistical methods that were chosen to analyse the self-assessment data, and the
use of focus groups to generate qualitative data, could also provide a useful framework for
other researchers to adapt and use. In addition, with logistics often dictating the limitations of
evaluative approaches to these sorts of leadership initiatives (to the extent that most are not
evaluated at all) the potential for other studies to adapt and utilise the leadership abilities scale
that was developed for this project could be of value.
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Looking more broadly at the learning from the study, this work provides evidence to
educational commissioners, training programme directors and other educational leaders of the
value of a work-based team-focused approach to leadership learning. Although postgraduate
paediatric trainees in London may not be representative of doctors, medical students and
indeed other clinicians across all of the different levels of training and geographical locations,
there are a number of ideas that have emerged from this study that might be applicable more
widely. The need to focus learning both on the personal development of self-awareness and
gaining perspectives of others, the building of team-working skills and finding opportunities
for broader learning about the wider healthcare system are important areas of emphasis. These
areas of learning align well with many of the competences described in the Medical
Leadership Competency Framework (19) and associated Medical Leadership Curriculum (56).
Gaining this learning through working together on a number of different improvement projects
and initiatives as a trainee-led team, with consultant support and enabling where needed,
appear to also be important factors.

Since 2010, in the UK, there has been increasing work by the Medical Royal Colleges, the
General Medical Council and Postgraduate Deaneries to embed the leadership competencies
illustrated within the Medical Leadership Competency Framework (MLCF) (19) into all
postgraduate medical curricula and training programmes. Whilst this is an important step, the
key challenge is in successfully creating a supportive learning environment and a strong
network of dynamic trainers who can both support and enable trainees to develop their
leadership capabilities through experiential learning. This project puts forward the argument
that this development needs to happen throughout a trainee’s journey within a training
programme, rather than encouraging the historically accepted norm that attending a course in
the weeks before a consultant interview will ‘tick the leadership and management box’. It has
also shown that the Medical Leadership Competency Framework (1) can provide a strong
structure onto which a series of different leadership learning opportunities can hang.

In addition to offering a valuable opportunity to gain feedback and peer-review, the
presentation and publication of this work is a key method of sharing the learning with the
academic and education communities. An overview of the project, with the basic
methodologies and results used in the pre-intervention phase, was published in a leading
leadership journal (208) and the qualitative data from chapter 5 was presented as a poster at a
regional conference (209). This generated feedback and reflection that was used to refine the
analysis and discussion of the work. Many of the ideas and principles generated from this
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thesis were built upon by the lead researcher (RK) in his co-authoring of the leadership book
‘Medical Leadership – a practical guide for trainees and trainers’ which was published in
November 2011 (12). The project was highlighted in a leading leadership textbook (2), and the
work has also stimulated a number of other different publications focused on different models
of work-based leadership learning (207)(210)(211).

There is also some important learning that has been generated within this thesis that the lead
researcher proposes submitting to peer-reviewed journals. One paper describes the overall
mixed-methods approach to analysing the impact of the work-based leadership development
programme detailed in this thesis. A second paper focuses on a wider analysis of the preintervention quantitative data described in chapter 4, using both the trainee committee cohort
and comparator group data to draw conclusions around the learning needs of different levels of
trainee. Finally, a third paper is being prepared which describes the different steps in the
validation of the leadership abilities scale in the hope that it might be of value in other
research.

8.3.3

Next steps – implementation of learning from this project into other initiatives

An important outcome of this project has been how the learning from it has already been
directly used to develop other leadership initiatives. The most compelling example of this is
with the development of ‘Paired Learning’, which is summarised in this sub-section. During
the latter phases of this study it had occurred to the lead researcher (RK) that whilst
participating in team-based leadership learning workshops and working together on
meaningful projects (in this case to improve training, but in other examples may be about
improving patient care) are effective ways to develop leadership capabilities, the addition of
two other components could reap further benefits. At around the same time, the postintervention ‘end-point’ focus groups had highlighted a fundamental shift in some participants
in terms of an improved understanding of the perspectives of others, and there had also been a
brief mention of the value of shadowing, or sitting-in on different experiences.

This emphasis on the impact of developing a perspective of others, led to reflection on the
often toxic “them and us” relationships between managers and clinicians in the NHS. The vast
majority of trainees in UK training programmes have never even said ‘hello’ to the managers
in their department, let alone worked alongside them or sought to learn from them. There is
increasing evidence that organisations who engender a strong culture of engagement between
managers and clinicians provide safer, better quality care for patients (53)(212). This evidence,
alongside the learning about principles of work-based leadership development from this study,
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led to the design and implementation of a peer-learning leadership development programme
called ‘Paired Learning’. This programme was led by the lead researcher (RK) alongside a
senior management colleague. In the pilot year of this project (2010-11) seventeen pairs of
managers and Specialist Registrar (SpR)-level clinicians participated in a 9-month long
programme. The pairs used conversation, and in many cases shadowing (eg managers doing an
on-call with the SpR, or the SpR attending a finance meeting), to learn about each other’s
roles, responsibilities and perspectives. The pairs also worked together on a quality
improvement project and were supported in their learning by five workshops which focused on
the development of self-awareness, team-working, understanding the system, tools for change
and patient safety. The four components of ‘Paired Learning’ are illustrated in Figure 8.1.

Shadowing

Conversation

Paired
Learning

Leadership
Workshops

Improvement
Project

Figure 8.1

Outline of the four components of ‘Paired Learning’

Based on the lead researcher’s experiences and learning from this thesis, a mixed methods
approach to the evaluation of ‘Paired Learning’ was taken. This consisted of pre- and postintervention self-assessment questionnaires (which used the abilities scale validated in this
project) alongside semi-structured interviews of the participants at the end of the programme.
The evaluation demonstrated that the programme significantly increased participants’
preparedness for leadership across a wide range of dimensions. The qualitative analysis
demonstrated that the co-development of managers and doctors had a powerful impact on the
personal learning, attitudes and behaviour of participants. In addition there were a number of
demonstrable wider organisational benefits, which resulted in improvements to patient care
through the collaborative work done within the programme (206)(120). The pilot project won a
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major regional education award, was runner-up in a national competition and continues to be
adopted by increasing numbers of organisations from across the NHS.

8.4

Personal learning from this work

Undertaking this work alongside developing my clinical and educational career has been
challenging but extremely rewarding, and has provided me with some valuable experiences
and a huge amount of personal learning.

The project has allowed me to develop my interest in work-based learning, and in particular
how doctors and other professionals can develop leadership and team-working capabilities.
This has given me the skills and confidence to design and implement other leadership
programmes and learning opportunities which have now benefited a large number of different
participants from across the health service.

My medical education training and experience prior to this thesis had provided me with a
broad comprehension of different evaluative methodologies. However, this project has given
me a much deeper understanding of mixed methods research. The detailed discussions that
took place during the oral viva of this thesis, and the reading undertaken since, have
strengthened this understanding significantly. Most revealing has been to see how a
combination of different research methods, when sitting within a well designed experiment,
can overcome the classic difficulties of educational research with small numbers of
participants and multiple variables that are near impossible to measure. The development of
skills in methodological design, data collection, framework analysis and statistical analysis has
been extremely useful. These have already been utilised in designing and implementing the
evaluation of the ‘Paired Learning’ programme described in sub-section 8.3.3 above.

In addition to learning new research skills the experiences from this work have allowed me to
reflect on two important concepts that underpin any learning and development. The first of
these concepts is around the value of seeking many different ideas and opinions in order to
shape an intervention accordingly. The opportunity to share and discuss ideas with colleagues
who have different perspectives and experiences is extremely valuable and can hugely
influence the development of different projects or initiatives. The second concept is of the
value of synergy; where different projects have similar or over-lapping aims, processes or
outcomes there is great potential for cross-over, combining of resources and sharing of
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learning. Both of these approaches encourage the output of high quality initiatives that have
the best possible chance of making a significant impact.

8.5

Future research

In this final section, three key areas for future work need to be emphasised. The main area for
research directly linked to this work would be to establish a longitudinal study that followed up
the original trainee committee participants over a 3,5 and perhaps 10 year period. The aim
would be to explore whether participants’ experiences of the trainee committee and the workbased leadership development initiative that was built around it had any long term impact on
their development and career progress. It would be particularly interesting to use qualitative
methodologies to explore some of the behavioural and organisational areas of change
highlighted by different evaluation methodologies (89)(133)(64).

The ‘Paired Learning’ work, described in subsection 8.3.3 above, has been an exciting
development which has arisen from this project. Publishing the longer term follow-up data
from this work is a key priority, with focus on exploring both personal learning and also any
organisational and patient outcomes that have arisen from within the programme. Any further
evidence of benefits here would significantly help with the sustainability and spread of the
initiative across a number of different organisations.

Perhaps, above all, is the importance that the education and organisational development (OD)
communities recognise that in order to understand the impact and value of different leadership
development approaches, programmes need to be underpinned by methodologically strong,
well-planned and resourced evaluation strategies. Only when meaningful evaluation is
embedded into the culture of all leadership development work within healthcare will we be
able to develop programmes that are truly fit for purpose.
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Appendix 3.1

Trainee Committee Application Information Sheet

What is the purpose of having a trainee committee?
Under the old system of Specialist Training Committees (STCs) there was a single
trainee representative from North and South Thames who attended meetings. Despite
the best efforts of the individuals involved, broad representation of the full crosssection of trainees from throughout the region was impossible. This new committee,
which will consist of around 20 trainees, will help considerably with this. The trainee
committee will be asked to consider a wide range of issues affecting paediatric
training, and to feed back thoughts and ideas to the School Executive Team and
School Board. This will be a two-way process with members of the Executive Team
attending trainee committee meetings and two trainees attending the School Board. It
is hoped that these experiences will help individuals within the trainee committee to
develop important skills in leadership, management and medical education.

What are the different roles within the trainee committee?
The proposed make-up of the trainee committee (see Figure 1) has been built around
the management structure of the School so that there is trainee input in every key
area. The idea is that trainees can involve themselves in a particular area of work for
a 2-3 year period, giving assistance to and learning from their senior colleagues within
a particular work-stream group. The key areas requiring trainee input are detailed
below:

1.
2.
3.
4.
5.
6.
7.
8.
9.

Selection & recruitment
Workforce planning
Service safety / Working Time Directive / Rotas
Curriculum delivery
Assessment Strategy
Communication & Website & IT
Supporting trainees
Supporting sub-specialists (inc Grid / Academic / OOPE trainees)
Supporting audit and regional research (ie co-ordinated cross-Trust approach
to audit / questionnaires etc )
10. Managing the training programmes [ST1-3, ST4-5, ST6-8]
What will be the time commitment of being part of the trainee committee?
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It is planned that the trainee committee will meet every 3 months so that ideas and
feedback can be taken to the Executive Team meeting that follows. There are likely to
be other wide ranging opportunities to get involved with projects and ideas within your
particular working area, and in addition there will be some formal leadership
development training sessions for all trainee committee members. Clearly finding the
time to do all of this might be problematic, but there is plenty of flexibility about when
activities and meetings take place in order to minimise the disruption to clinical
commitments.

It is hoped that individual trainees will stay on the committee for up to 3 years (or to
CCT date if sooner) in order to have a longitudinal view of the work they are involved
in.

If all of this sounds like too big a commitment but you still want to get involved with
trainee representation within the School then why not consider volunteering to be the
‘School Trust Rep’ for your current department?
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‘School Trust Reps’ – Questions & Answers:
In addition to the ideas for the Trainee Committee detailed above it is
proposed that there is a trainee at every Trust who agrees to be the
‘School Trust Rep’.
What is the role of the School Trust Reps?
The value of having a trainee in each trust who is the School’s ‘Trust Rep’ has been
brought up at each trainee consultation to date. The thought is that this role would
‘mirror’ that of the College Tutor, but at a trainee level. These trainees will provide a
vital conduit for information to and from the School and the main body of trainees
working in each individual trust.

How would this person be chosen?
The proposal is that each trust should have a ‘School Trust Rep’ who is a trainee
nominated / elected / asked to participate by the College Tutor in each trust. The
decision of how this person is chosen rests with the College Tutor. (Clearly it is
important that this is not automatically the most senior SpR as a range of levels of
trainee is clearly beneficial).

What happens when a trainee moves on to a new Trust?
Once a trainee acting as ‘School Trust Rep’ moves on to a new trust, it is the
responsibility of the College Tutor to find a trainee willing to be the new ‘School Trust
Rep’, to brief them about what is involved and to inform the School of this change.

How would the School Trust Reps feedback ideas to the School?
This group of ‘School Trust Reps’ will be in close (predominantly e-mail) contact with
the Trainee Committee and hence the School Executive Team, thus providing a really
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strong alternative route of communication in both directions. In addition ‘School Trust
Reps’ will be invited (alongside all of the College Tutors) to a School Forum every 3
months. This will give them an opportunity to meet with other trainee reps and College
Tutors, learn more about the major issues within the School and give ideas and input
into future plans. ‘School Trust Reps’ will be expected to feedback the news and
discussions from the School Forums to all of their fellow trainees at their trust.

If I am a ‘School Trust Rep’ can I also apply to be on the Trainee Committee?
It is fine for a ‘School Trust Rep’ to also be someone who has a role within the Trainee
Committee, though ideally this would be someone else as it would be great to get as
many different trainees involved as possible.

How do I apply to be a ‘School Trust Rep’?
There is no application form for this role as arrangements will be made locally by the
College Tutor for each trust, so they are the people to talk to if you are interested in
becoming the ‘School Trust Rep’ for your trust.

What will I gain by being a member of the trainee committee?
As well as being in a fantastic position to represent your colleagues and help shape
the future direction of paediatric training within London, there will be wide ranging
opportunities to develop your leadership and management skills. In addition to the
experiential learning of working with senior colleagues on different projects the whole
trainee committee will be part of a pilot study where the group is given a programme
of leadership and management training. This will be based on the ‘doc-reps’ work
previously run at GOSH and other research models for leadership development.

Who can apply to be part of the trainee committee?
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Any paediatric trainee (ST 1-8 or SpR) who has a London training number, and those
with a KSS number who are ST 4-8 or SpRs.
It is vital that we get a broad range of representation on the committee, so please do
not think that this only open to ‘senior’ trainees. Selection will be based on application
forms – the two main aims of the selection process will be to (a) get as many
enthusiastic and committed trainees involved as possible and (b) ensure there is a
broad representation across the region and different levels of training.

How do I apply to be part of the trainee committee?
You need to complete the attached application form and e-mail it to:

paediatrics@londondeanery.ac.uk
(keeping ‘Opportunities for Trainee Involvement’ in the subject title)

How can I get further information about the trainee committee?
For more information you can contact:

Bob Klaber at

bobklaber@doctors.org.uk
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School of Paediatrics Trainee Committee – Proposed Make-up

School Board
(North)
Trainee Rep
School Board
(South)

- Attend School Board
- Involved with School Executive Team
- Co-chair School Trainee Committee

Trainee Rep

Selection

Workforce

Service Safety

& Recruitment

Planning

& WTD

1-2 trainees

1-2 trainees

1-2 trainees

Curriculum

Assessment

Communications

Delivery

Strategy

website & IT

1-2 trainees

1-2 trainees

1-2 trainees

Planning the
Programme:

Supporting
Delivery:

Supporting
Trainees:

Programme
Management

Supporting

Supporting

Trainees

Subspecialists

Supporting Audit and
Regional Research
2-3 trainees covering:

3 trainees covering:

1-2 trainees covering:

- Flexible working

- Grid training

- Overseas doctors

- Academic training

regional audit

- ST trainees & SpRs

- Trainees on OOPE

- Other research ideas

ST 1-3 Reps
- Getting
trainee views

- Questionnaire panel
- Co-ordination of

ST 4-5 Reps

SpR / ST 6-8 Reps

1-2 trainees

1-2 trainees

1-2 trainees

? N / S balance

? N / S balance

? N / S balance

Groups Reps:

NOTES:
- No representation has been included in ‘Faculty Development’ – there is likely to be
trainee involvement here from trainees working in medical education posts
- Additional areas of ‘Communication, Website & IT’ and ‘Supporting Audit and Regional
Research’ have been added – both are key areas for trainee involvement
- The Programme Management trainee representation will have to evolve on either
geographical (N/S) or grade (ST1-3 / ST4-5 / ST6-8) terms depending on the detail of how
the programme groups run
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