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Abstract

Clinical leadership, along with other means such as whole system working and multi-
disciplinary teams, has been promoted as an important method of engaging clinicians in
reform and improving the efficiency and effectiveness of healthcare. Consequently, a key
human resource strategy within NHS Scotland has been to invest in training and
development to build clinical leadership capacity across the organisation. However,
clinical leadership is a contested concept, with no readily accepted definition and is subject
to debate between competing professional and managerial logics and identities. As such
there has been little investigation into how clinical leaders’ identities are developed at an
individual, relational and collective level, how such identity construction affects the
development of clinical leaders, and how learning from such development can be
transferred back into healthcare organisations. Thus, this thesis investigates the impact that
development programmes can have on participants’ identities, through their human capital
and social capital, and the organisational factors that influence the degree of learning
transfer.

Focusing on a phenomenological case study of an eighteen-month ‘flagship’ leadership
development programme for senior clinical leaders across NHS Scotland, the thesis
explores the notion of development programmes as ‘identity workspaces’ (Petriglieri,
2011) where participants can step back from their daily routines to reflect and work on
their identities and examines whether such workspaces are seen as useful by participants
and their managers. Data were gathered through semi-structured interviews, observation
of key events and analysis of relevant policy, programme and participant documents. The
longitudinal study, undertaken between December 2008 and May 2011, examines the
processes, practices, and tensions underpinning leader and leadership identity
development. It highlights the importance of studying not only how identities are
constructed, maintained and regulated, but also how past identities are deconstructed and
unlearned, and the emotional and psychological effects that these processes can have on
clinicians.

These data supported the view that identities are formed within social and discursive
contexts and evolve and change over time in relation to an individual’s experiences and
changes in the wider environment. They also provided support for the claim that leadership
programmes can play an important role in the social construction of a leader’s identity as
they initiate bonding, brokering, bridging, and legitimising activities which enhance their
social capital and reaffirm their identity at a relational and collective level. However, for
this identity to be embedded and sustained over time, individuals require a degree of
autonomy to implement change as this both reinforces their own sense of self as a leader
and encourages others to act reciprocally. Furthermore, developmental support was seen
as necessary by participants to encourage a common understanding of leadership which
enables the construction of leadership identities at a relational and collective level. Lastly,
by examining how clinicians participating on the programme understood and enacted their
dual-role, the thesis explores the diverse meaning attributed to the notion of clinical
leadership. It considers the internal and external challenges facing clinical leaders and
proposes that it is important for clinical leaders to assume a dual-professional identity that
allows them to move from being a clinician to a professional clinical leader who combines
clinical and leadership expertise. Thus, the thesis provides a contribution to the relatively
limited academic literature on clinical leadership and professional leadership development
more generally and adds to research on identity work, social identity theory and intellectual
capital. In particular, it emphasises that working on and changing ones’ professional



identity is not an easy process as it involvest fitsconstructing and unlearning past
notions, beliefs and behaviours before a new sehselves can be reconstructed.

The research took place within a dynamic policyterhthat encompasses recent work on
engaging clinicians in leadership, embedding stronfjnical governance and
accountability, and overcoming the economic chagkésnfacing public services both in
Scotland and the UK. The thesis makes a contaohui practice by informing ongoing
policy relevant debates on leadership developmedttiae value of clinical leadership as
well as other dual-professional identities in thet8sh National Health Service and the
Scottish Government.
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Chapter 1: Introduction and Background

1.1: Introduction

The development of leaders who can drive forwafdrne and engage others in change is
a key priority for healthcare systems across theldveHam and Dickinson, 2008;
Swanwick and McKimm, 2011). Particular emphasis haen placed upon developing
clinical leaders who can lead in areas such ascgechange, quality improvement, patient
safety, and clinical research; as without the eagemt of clinicians in these topics
initiatives can face resistance and delays (Berwi®®4; Dickinson and Ham, 2008). The
National Health Service (NHS) in the UK is a googmple of this trend as its size and
complexity has led many to suggest that effectiire, particular transformational,
leadership is required not only at the top, bub alsross professions and at multiple levels
of the organisation (Dickinson and Ham, 2008; Theng& Fund, 2011; Scottish
Government, 2009). However, clinicians who take strategic leadership roles face a
number of challenges due to the ambiguity surraumpdhe dual-role, the need to balance
their time between clinical and leadership respuliges, and the potential for peer
resistance (Llewellyn, 2001; Kippist and Fitzger&@09; NHS Confederation, 2007).

Professionals such as doctors, nurses, lawyersaetulntants have strong occupational
identities underpinned by shared norms, logicsiebalystems and associated practices
(Gunz and Gunz, 2007; Greenwoetlal, 2011). These identities are firmly embedded
within the profession’s community of practice; midiuals define themselves in relation to
their membership and non-membership of particulaugs (Wenger, 1998). At any given
time individuals may be members of more than onmroanity of practice and have
multiple identities that they activate in differesituations (e.g. doctor, parent, patient etc).
However, in terms of professional identities, cmt$l may arise when an individual plays
two different roles within an organisation (Roberts2011). For example, in a healthcare
setting it has been suggested that a clinicianddepsional values may sometimes be at
odds with the organisation’s managerial objectii@ppist and Fitzgerald, 2009). Thus,
those who take on hybrid professional-leadershigsroan find it difficult to move outside
their professional community to construct a cohtederal-identity that is authentic to both



the individual and others (Fitzgeradtial, 2006; Hanet al, 2011; Watson, 2009; Witman
et al, 2011).

Relevant to this is the current focus on self-patioa and social identity construction
within the leadership development literature (Chmad Levy, 2010; Day and Harrison,
2007; Petriglieri, 2011). It is proposed that leati@ identities are dynamically co-

constructed at three levels: individual (i.e. leatigp becomes part of their self-concept),
relational (i.e. leader is relationally recognidgsdimportant others), and collective (leader
works for collective good and are collectively ermiml) (DeRue and Ashford, 2010).
However, despite significant investment in varideadership training and development
initiatives there remains uncertainty as to hovirdcal leader’s identity is developed at an
individual, relational and collective level and hdgarning from training is transferred

back into the organisation (Cheng and Hampson, ;20@% and Harrison, 2007; Day,

2011). Thus, drawing on both leadership and irtall@ capital theory, this thesis
examines accounts of the individual and organisationpacts of leadership development.
It explores how development programmes can actidestity workspaces’ (Petriglieri,

2011) where participants can co-construct theisqeal and social leadership identities
and considers the individual and organisationabfacthat influence the degree of learning

transfer and identity development.

Funded by a joint ESRC Scottish Government stutigntthis phenomenological research
used an embedded case study design to examineatlieadership development in the
context of the Scottish NHS. Data was collectethiee phases between December 2008
and May 2011. The longitudinal design incorporadedange of methods, including in-
depth interviewing, document analysis and obsewudaid explore the views and accounts
of a range of stakeholders at an organisational dawlopment programme level. The
research took place within a dynamic political teait, both in Scotland and the UK as a
whole, that emphasises the importance of engagingcians in management and
leadership, the need for strong clinical governaamg accountability, and the challenges
involved in delivering quality services with limdeesources (Giordano, 2011; Hamilin
al., 2008; Plochg and Klazinga, 2005). Clinical leatig is a relatively new discourse
within academic research; however theorists hamsidered the interdisciplinary nature of
leadership in a healthcare setting (McCallin, 20d@8iward and Bryan, 2005), the issues



around engaging clinicians in leadership (Foréeal, 2004; Dickinson and Ham, 2008;
Martin et al, 2011), the dilemmas and developmental needfadet who hold hybrid
professional-leadership roles (e.g. Edmonstone9260@rbeset al, 2004; Hamet al,
2011), and the advantages and disadvantages osifgcwn ‘soft bureaucracy’ and
‘leaderism’ in the public sector (Brookes and Grz010; Martin and. Learmonth, 2010;
O'Reilly and Reed, 2010; Sheadt al, 2003). The thesis also draws on a rich body of
knowledge surrounding leadership in a professis®tting (Gordon, 2010; Gosling,
Bolden and Petrov, 2009; Mulec, 2006; Spillane,6)00~urthermore, underpinning this is
a vast multidisciplinary literature on leadershijagkson and Perry, 2008) and a growing
academic interest in how leadership is developatithe effects of development (Day,
2011; Grint, 2010).

Nonetheless, there remains conceptual confusiopaiticular, there is uncertainty as to
how individual and organisational factors influedeadership development effectiveness
(Day, 2011; Grint, 2010; Ladshewsky and Flavell,120 An individual’'s prior
orientations, experiences, and work identity asl agltheir motivations and dispositions
towards learning may influence the way they processke sense of and re-contextualise
learning (Combs, Luthans and Griffith, 2009; Dayartison and Halpin, 2009; Evans,
Guile and Harris, 2011; Weick, 1995). Moreovaganisational factors such as culture,
hierarchical structures, political frameworks, rot®mplexity, competing demands,
workload strain, managerial support and sense ofnoonity have been found to shape
leadership behaviour and impact learning applicatiod the benefits that can arise from
development (Costley, 2011; Currie, Lockett and dulmovg2009; Ladshewsky and
Flavell, 2011; Mumford et al, 2002; Porter and McLaughlin, 2006). Thus, as
recommended by Hilleet al (2011), this thesis brings together areas of aniereso, and
macro research on leadership to explore both treopal and organisational outcomes of
development. This complements and builds on previacademic literature relating to
leadership development and the co-constructioneafldrship identity at an individual,

relational and organisational level.

This opening chapter outlines the context in whith research for the thesis has taken
place. It begins by describing how the empiricatlg was developed and designed. The
focal research question and objectives are thelmedt This is followed by a discussion



of the existing literature and the conceptual frevmik that guided the empirical study.
The research context is then introduced. The chaptecludes by providing an overview

of the structure and content of the thesis.

1.2: Developing the Empirical Study

The current research originated from a policy regdem the Scottish Government to
investigate the role of human capital investmerpublic sector reform. This was a fairly
broad and open request, which allowed me to devatwpdesign a research study with
implications for both practice and theory. Follagithe advice of Blaikie (2009), | began
by asking myself a number of conceptual questionkiding: what was the purpose of the
study; what were the primary questions or issud¥) were the key stakeholders; what
approach, model, or framework will be used to pievdirection for the study; what
political considerations should be taken into actpand what resources were available
for the study? The answers to these questiongti¢fpfocus the research and formed the
basis for the conceptual framework that guided shely (Blaikie, 2009; Hart, 1998;
Patton, 1987). This section provides a brief ov@wif this study’'s development. The

research purpose and the conceptual frameworkarediscussed.

Combining inductive and deductive approaches, thdysevolved as it progressed rather
than following a deliberate plan. To situate th&dg within existing theory, | began by
completing a comprehensive review of the humantahgind public value literature
(Bushfield, 2008; see appendix A for a mind-maphef key themes from this review).
This revealed that the relationship between hunagital and organisational value creation
Is mediated by an organization’s stock and flowntéllectual capital, and so is subject to
a number of other causal variables, including d$ocapital and organisational capital
(Bontis and Fitz-Enz, 2002; Lepak, Smith and TayRf)07). In addition, it showed that
although there exists a plethora of measuremenbapbes that aim, to a greater or lesser
extent, to synthesise the financial and non-fin@nespects of an organisation (e.g. Bontis
2001; Rooset al 1997) there are several difficulties involvedr@porting and measuring
intangible resources as they are context spetigs; worth differs for different people and
value is created in relation to the organisatiowigler strategy and other assets (e.g.
Bennington, 2011; Cincat al, 2003; Marr and Moustaghfir, 2005; Nunmaledr al,



2001). Much of the existing work has been compleétethe private sector and has been
positivistic in nature, often using large scale gjiomnaires and structural equation
modelling or regression techniques to show than fapecific intellectual capital factors
lead to value creation (e.g. Bontis and Fitz-Ef@)20or Subramaniam and Youndt, 2005).
Although such research has enhanced the discighperevealing specific causal
connections between different dimensions of intélial capital and various performance
outcomes, there remains terminological confusimumad the concept and its antecedents
as authors have used different terms to denotdasiknowledge resources and processes
(Schiuma, Carlucci and Lerro, 2012). Moreover, thaerlying mechanisms through
which humansocial, and organisational capital combine to ereatellectual capital are
by no means clear (Bowman and Swart, 2007; Legakl, 2007; Prajogo and Ahmed,
2006).

Due to the context-bound meaning of value (e.gntGR005b; Groysbergt al, 2008) it
was felt that basing the research across the e8tigdtish public sector would be too
broad. Thus, the focus of the research was narrawethe Scottish National Health
Service (NHS). An embedded qualitative case stegign that centred on one strategic
development investment in the Scottish NHS wascssle A full discussion of the
rationale for the design and sampling procedurgsasided in chapter five. Adopting a
case-study approach allowed the role of contexdenelopment outcomes to be examined
and facilitated the inclusion of multiple stakereidiews. During the first phase of data
collection key policy documents were sourced anuaatory interviews were completed
with twelve HR Directors (or managers) from ninaltie boards across Scotland. These
interviews provided insight into the complex worgnof the Scottish NHS, its political
and economic environment, and the organisation'seoti HR priorities (see chapter six).
An overarching theme to emerge from these intersiemas a strong emphasis on
developing the organisation’s leadership capagdifin particular those of clinical leaders)
as a means of engaging employees in change andiragony collaborative working.
Consequently, a second more focused review ofedhdelrship, leadership development,
and training evaluation literature was completex (shapter two). In additiobelivering
the Future(DTF), a development programme targeted at sefifucal leaders from across

NHS Scotland, was identified and selected as thegoy research context. The



evolutionary nature of the study ensured that ésearch focus was relevant to policy and

practice. The research purpose, questions andtgie@re now discussed.

1.3: Research Purpose, Focal Questions and Objectiv  es

Drawing on the enduring debate over whether lehgemsutcomes can be measured, the
purpose of the study was to explore leadership Idpueent in NHS Scotland from the
perspective of programme providers, clinical pgaots as well as selected colleagues
and managers. By examining experiences of leageddvelopment, identity change,
learning application and re-contextualisation thelg sought to understand how different
individual and organisational factors contributetie creation of collective knowledge
resources in health sector organisations. The madsegas guided by the following focal

guestion:

In a healthcare context, how do clinicians who fgipate in a leadership programme
account for the programme’s impact on their idgntihrough their human and social
capital, and what organisational factors influertbeir accounts?

This question gave the study direction and coherdnt was sufficiently open to allow
participants to explain their ideas. However, #gtedy evolved as it progressed (see
chapter five). The initial interviews highlightedat identity change is a complex process
and that clinical leadership can take many forifisus, after reflecting on these interviews
and revisiting the literature two further researghestions relating to the role of
development programmes as identity workspaces anthé special case of clinical
leadership were developed:

(a) What role can leadership development programmeg iplashaping participants’
leadership identities at an individual, relatioaad collective level?
(b) What do we mean by clinical leadership and how ldocal leaders construct this

concept in action?

Together the focal question and sub-questions geavihe basis for the research design
and led to the formation of the six specific obijges$ that guided the study:



» To critically evaluate the literature on leadersimarticularly focusing on social
constructionist approaches, with a view to enhahedeadership development
literature.

* To explore participants’ accounts of the leaderslgpelopment programme in
terms of learning content, applicability and hunsapital development.

* To examine how leadership development programmesgpavide a forum for
social capital creation through group-based legr@ind the establishment and
maintenance of networks.

* To investigate the perceived role of policy and amigational context on
accounts of learning effectiveness, transfer, andellectual capital
development.

» To evaluate how leadership development programnaes act as identity
workspaces, connected to, yet removed from, ppdids’ organisational
contexts and daily routines, which facilitate tlewision and consolidation of
individual and collective identities.

* To assess the special case of clinical leadersttipt makes it different from
other forms of management and leadership in heakhand what are the
unique challenges involved in occupying such a-tdoig!.

1.4: The Study’s Theoretical Foundations

The first objective of the study involved reviewitige relevant leadership, leadership
development and intellectual capital literatureheTollowing discussion provides a brief
introduction to the review’s focus and the key tleenthat emerged. Section 1.5 then

introduces the conceptual framework underpinniregetmpirical study.

1.4.1: Focusing the Review

Over the last twenty years leadership has becomeobrihe most popular and rapidly
growing fields of organisational research (Cohed aitchy, 1997; Coswill and Grint,
2008; Jackson and Perry, 2008; Morrell, 2010; Wrigihal, 2001a). Academics from a

wide range of business, economics, politics, psigdyy sociology and other social



science disciplines have explored leadership within various contexts resulting in a
substantial and interdisciplinary body of literature relating to the phenomena (Kellerman
and Webster, 2001). When embarking upon a literature review it is necessary to find a
balance between breadth and depth (Saunders et al., 2003). Reviewing the leadership
literature in its entirety is beyond the scope of this research, so following the advice of Hart
(1998) the review focused on literature relating to the research question. Specifically, 1
sought to critically evaluate literature relating to leadership development and intellectual
capital. Preliminary scoping searches were completed to establish the size and range of the
literature. This allowed me to map the main areas of literature (see figure 1.1), set the
parameters for the review, and identify potential keywords for further searches. Following
this a comprehensive and explicit methodology was developed to locate, select and

synthesise relevant literature. This methodology is discussed in chapter 2.

Figure 1.1: Initial Guide to Research Areas Relating to Clinical Leadership
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1.4.2: Situating the Current Study in Existing Thep

Figure 1.1 demonstrates that the research wasmefibby multiple overlapping strands of
literature. The development of clinical leadersd deadership is a growing area of
academic research. Literature in the field has lief@nmed primarily by three established
fields of research relating to: healthcare managgemkadership, and training and
development. Since the public management refornthefl980s and 1990s (see section
1.6.3) there has been academic interest in howthheare is managed and the power
relations between clinicians and general manadeegélinget al, 2006; Speed, 2011).
Under these ‘managerialism’ reforms clinicians we@wn into the structure not as
representatives of the wider collective communigs (in the previous professional
bureaucracy), but as clinical managers placed isitipas of authority over that
community (Walshe and Chambers, 2010). This tagettith a focus on performance
management and market reforms created strong tenbietween clinical and managerial
paradigms and led to conflicting loyalties betwede clinical profession and the
organisation ipid). Past research has suggested that these histosmns have led to a
lack of enthusiasm for dual-roles; with cliniciaoiéen regarding them as a necessary but
unwelcome add on (Kirkpatriclet al, 2009) and peers viewing them as disloyal

practitioners who have gone over to the oppositidewellyn, 2001).

Yet, in recent years there has been a renewed foougngaging clinicians in the
management and leadership as a means of transfptmealth care systems and creating
public value (Bennington, 2011; Dickinson and H&008). This is supported by a new
discourse of ‘leaderism’ which has been promotadsacthe public sector (O’'Reilly and
Reed, 2010). Within a clinical setting this empbes the application of ‘soft power’
through incorporating powerful clinical professibrgoups, especially doctors, into the
decision-making process to help overcome cliniesistance (Sheat al, 2003). The
concept of ‘soft power’, which first emerged in pick literature (Nye, 1990; 2004), refers
to the process of co-opting and influencing othersachieve the outcomes you desire
rather than coercing them through threats or induthem through payments. Thus, soft
power in leadership rests on the ability of leadershape the preferences of others and
emphasises the importance of the legitimacy andilmigy of the leader in the eyes of

others, in particular followersh{d).



10

The concept ‘soft power’ is closely related to Guasson’s (2000) notion of ‘soft-
bureaucracy’ which refers to organisations in whichprocesses of flexibility and
decentralization co-exist with more rigid consttaiand structures of domination’ (p.157).
Under this paradigm, it is proposed that incorpogakey professionals into decision-
making, through for example hybrid professionadiship roles, enhances the legitimacy
and credibility of managerial initiatives and heligsengage and empower professional
employees (Courpasson and Clegg, 2006). Nonethetesspite political support for
hybrid roles, there is no accepted definition afhichl leadership in either the policy or
academic literature and questions remain as to wia&es it different from other forms of
management and leadership in healthcare (HowiesdT hiagarjah, 2011; Mackintog
al., 2011). To some extent this is due to the compdtigics underpinning the concept in
practice (Robertson, 2011). However, it is alsdlpalue to the array conceptualisations
and contested nature of leadership in general {G205b; Thorpe, Gold and Lawler,
2011).

Leadership research and practice has its foundationpsychology and traditionally
focused on traits, styles and behaviours of indizldeaders (Yukl, 1999; Bass, 1997).
However, recent social constructionist approachage hcriticised these leader-centric
theories and have positioned leadership as coftmistl between leaders and followers
(e.g. Fairhurst, 2009; Grint, 2010; Kellerman, 2088amir, 2007; Schyns and Shilling,
2011). In addition, there has been a growth incalitparadigms which advocate more
collective, distributed, and ethical forms of leegdep (e.g. Gardneet al, 2011; Gronn,
2002; Grint, 2009; 2011). Distributed and hybra@nfis of leadership which promote
leadership at multiple levels of the organisati@venbeen advocated as an alternative to
previous ‘heroic’ theories focused the skills afmdites of the select few (Gronn, 2002;
2009). The clinical leadership literature has eedl in a similar pattern with recent
approaches advocating the need for more inclusidecallective forms of leadership as
means of engaging staff in change and achievirex®e healthcare (Bolden and Gosling,
2006; Buchanast al, 2007).

For the most part, leadership development theodymactice has focused on individual
leaders and the delineation of desirable traitd)abeurs and qualities (Day, 2011;
Edmonstone, 2005; Hartley and Hinksman, 2003). élew, there has been a call in the
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literature for more inclusive integrative perspees and there is evidence to suggest that
leadership practice is gradually moving beyond suleader-centred approaches to
incorporate wider social constructionist and caitiperspectives (Carroll and Levy, 2010;
Day, 2011; Dviret al, 2002; DeRue and Wellman, 2009; Petriglieri, 20Ihough,
guestions remain as to how leadership developméigtives are informed by the plethora
of leadership theories available. One perspethiae has gained increasingly importance
within the social constructionist leadership litera relates to the dynamic co-construction
of leadership identity at an individual, relatioradd collective level (DeRue and Ashford,
2010).

There has been a growth of literature around the tleat development efforts play in
identity construction, maintenance and regulati©ar(oll and Levy, 2010). For instance,
Petriglieri (2011) conceptualises leadership dgwalent programmes as ‘identity
workspaces’ where participants can step back frbeir tdaily routines and revise and
consolidate their leadership identity. He suggei$tat programmes that provide
opportunities for practice-based learning, reftacti and peer identification help to
personalise and contextualise participants’ legrnitdowever, there is debate over how
training and development initiatives contribute l&aders’ identity construction, the
relationship between leaders and leadership, amdnthividual and organisational effects
of off-the-job development (Day, 2011; Dwtal., 2002; Grint, 2010; Lord and Shondrick,
2011). An individual's identity is multifaceted @nfluid; it is a product of their
experiences and interactions therefore shifts latiom to the social and temporal context
(Beech, 2008; Carroll and Levy, 2010; Cunliffe &fdksen, 2011). Consequently, some
authors have questioned the value of episodic dpustnt programmes that are removed
from the relational processes in which their icksedi and acts as leaders are constructed
(Day, Harrison and Halpin, 2009; Duguid, 2005; Gr2007; Hosking, 2002). Moreover,
there is a lack of consensus as to how individealrling is transferred into organisational
learning (Tourish, 2012; Watkins, Lsyg and deMa&raD11).

Nonetheless, others have proposed that leaderskigiapment initiatives can and should
be designed to include activities that enhanceamby participants’ human capital (i.e.
their personal capabilities, knowledge, skills, aititudes), but also their social capital
(i.e. their positive relationships and networkshagther individuals and organisations)
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(Day, 2000; 2011; Shamir 2007). Thus, programmes lilze potential to contribute to the
co-construction of participants relational and ective leadership identities (DeRue and
Ashford, 2010). However, as noted in section b&h the leadership and intellectual
capital literature acknowledge that knowledge timnsand the creation of value is
dependent on a supportive organisational contexd #re development of strong
organisational capital (i.e. institutionalised krnedge and codified experiences).
Moreover, in knowledge-based organisations as a®llpublic services like education,
health and policing, it is important to take acdooh the complex processes of ‘co-
creation’ between producers and users of the sewiihin which value is created (Moore,
1995; Bennington, 2011; Prahalad and Ramaswamyi)200

1.5: Conceptual Framework

A key outcome of the literature review was the d@wment of a conceptual framework
linking leadership development to personal and miggdional value (see figure 1.2). This
conceptual framework contextualises the researchpmavides an overview of the key
factors relevant to the study and the presumedioekhips among them (Miles and
Huberman, 1994). The notes in blue highlight treemstakeholders involved within the
research. The framework acts like a map that gomterence to the empirical study
(Stake, 1995). Figure 1.2 shows that leadersh@prihtogether with the organisational and
industrial context will inform and influence theattership development approach. It
theorises that a well-designed, effective leaderdevelopment programme will build and
enhance participants’ human capital (their persaaglabilities, knowledge, skills, and

attitudes) and social capital (positive relatiopshitight and loose coupled networks with
other individuals and organisations) (Day, 2011lowever, learning application and

transfer as well as the establishment of intell@ciapital (organisational knowledge
resources and capabilities) will be influenced bg brganisational context (the culture,
support systems, existing networks and forums ablEl for applying and sharing

knowledge) (Bontis and Fit-enz, 2002; Garnett,22(etty and Guthrie, 2000). Thus, it is
proposed that human capital, social capital andthanisational context complement and
enable each other, interacting to create intelctapital which in turn drives value

creating processes such as dynamic capabilitiesyation, efficiency and collaborative

working (Subramaniam and Youndt, 2005).
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Figure 1.2: Conceptual Framework lllustrating Key Elements of PhD Research
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Wallace (1971) argues that research should be kcalyprocess, that is, the logics of
induction and deduction should be combined in agoorg cycle. Thus, while the
conceptual framework guided the research it wasirnaally refined to provide an explicit
like between theory and research (Blaikie, 200Bhis study is primarily concerned with
the participants’ views of how the programme hapaated their own human and social
capital, but also begins to explore accounts ofnieg transfer and application and
subsequent value creating processes within thecipants’ teams and organisations. The
conceptual framework allows us to consider thiglgtun relation to existing theory. It
highlights the key concepts to be studied, recagntee complexity of the process under
examination, and informs the choices made with émpirical study (Bryman, 2008;
Miles and Huberman, 1994). Nonetheless, as theemw@ds grounded in prior, largely
positivistic, research, | followed Mintzberg's (Z)0Oadvice on developing theory. He
recommends that it is important for researcheréirgb get close to the phenomena by
inductively unearthing data, stories, and accobefsre stepping back and relating these
findings to existing theory. Thus, semi-structurederviews were used to collect
participants’ accounts and the initial analysi®owbid findings to emerge from the data
before they were then linked back to the conceptsralationships proposed within the
conceptual framework. A further important aspdgbleenomenological research is taking
account of the context in which the phenomena @&cand how this may impact people’s
socially constructed worlds and views (Bogdan aagldr, 1975), which is the subject of

the next section.
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1.6: The Research Context

When conducting case study research it is impottanhderstand the context in which the
research is situated as it can impact the phenomender study (Yin, 2003). In the
leadership literature social constructionist thetsremphasise that leadership identities are
context specific and shift over time and acrossasibns. Consequently, they recommend
that researchers delve deep into the context amdagaunderstanding of the historic and
social factors that explain how local knowledgdoismed within the context (DeRue and
Ashford, 2010; Fairhurst, 2009). In this case, $luettish NHS and the DTF development
programme form the settings where participants tcoo®d and enacted their clinical
leadership identity. An overview of health serviedorm and leadership development in
Scotland and the UK is now provided. This is foléml by a brief discussion on leadership
in NHS Scotland and the role of DTF.

1.6.1: NHS Scotland - A Diverse Workforce

Figure 1.4: NHSScotland Workforce by Staff Groupingas at 30" September 2009
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The National Health Service (NHS) was set up in8l%4 provide healthcare for all
citizens - based on need, not ability to pay. Thisonale still exists today; however the

rising cost of care and the expanding scope ofrtreats available have caused healthcare
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expenditure to rise. To cope with this rise sussesgovernments have looked towards
new approaches to service provision, managemedtjreethods of funding (Ham, 2003;
Hebsoret al, 2003; Richardson and Cullen, 2000). Consequeiig NHS has undergone
numerous reforms since its inception. In 1999 thezdre became a devolved issue which
led to some important differences between NHS &ndtland NHS England with each
adopting different systems of governance and meatodgrovision (Connolly, Bevan and
Mays, 2010). NHS Scotland is a multidisciplinarganisation that operates in a multitude
of contexts and locations across Scotland. It isarge and complex organisation;
comprising of 14 regional Health Boards, 8 Spedsmards, the Mental Welfare
Commission and Mental Health Tribunal. In 200820e net operating expenditure for
these bodies amounted to £9.96 billion (ISD Scaotlé&©10). NHS Scotland has around
169,000 staff in post (headcount) with the largasiportion of those being nursing and
midwifery staff {(bid). Figure 1.4 illustrates the diversity of occupas within the health

service.

NHS Scotland was identified as a suitable casenmsgaon for the current research as it
employs a variety of human resources (includingctal®, nurses, allied health
professionals, managers, administrators, and anxitaff, such as cleaners and porters)
who must use their own knowledge and skills to nepetcific objectives while working
together to achieve overall success. There isaa elmphasis on delivering quality through
partnership and leadership within the service @apttish Executive, 2003; 2005; Scottish
Government, 2007; 2009; 2010). The particular irfgpwe of leadership was
demonstrated by the establishment of a nationaelship strategic framework in 2005
and the launch of a flagship national clinical lesthip programme in 2006 (see section
1.6.7). Positive outcomes depend on the commuaicaind collaboration between those
working in primary, community, and acute serviceswall as partnerships with external
bodies such as local authorities and the volunsagtor (Scottish Government, 2007
Moreover, recent strategy documents have argudaddehaeloping leadership capability
and capacity is central to engaging professiorthenwider change agenda and improving
the quality of care and services provided by NH®&tl@od (Scottish Government, 2009;
2010). However, leadership in a healthcare corfeeds deep-seated challenges due to the

both professional environment and bureaucraticgira (Donaldson, 2001; Kirkpatriek
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al., 2009). To understand these contextual chalketige chapter now considers four eras

of reform within the NHS more broadly, which alqupdy to Scotland.

1.6.2: An Overview of Reform: Post-war to Present

Despite a forty year history of attempting to refiothe NHS some commentators query if
there has been any significant change in the iateng years (Grint, 2008). Nonetheless,
most researchers refer to at least four eras afypotform, all of which have influenced
the current leadership agenda (Walshe and Chan2@&t8). From its establishment until
the mid-1970s, the NHS could accurately be desdrine a classical professional
bureaucracy (Mintzberg, 1980), in which governmgrtvided funding for the NHS but
the main operating core of the NHS, especially alsctwere granted substantial control
over decision making and clinical priorities. T$econd phase, which began in the 1970s
and lasted until the early 1980s, saw the intradonobf hospital administrators to form a
tripartite structure with doctors and nurses to NHS organisations on a consensus and
inclusivity basis. Although administrators in sosigiations were first among equals, they
nevertheless recognised that leadership was basednming consent of medical staff.
The tripartite form of governance fell down, howevkecause it resulted in slow and
bureaucratic decision-making. This led to two Hert phases of reform: phase three
developed following the Griffiths Report (DHSS, B)8and encompasses the post-
Griffiths reforms in the 1980s-1990s, while phaserftakes account of the diversity that
resulted from devolution in 1999 as well as the enoecent post-devolution quality
reforms evidenced by Scotland®etter Health, Better CaréScottish Government, 2007)
and the Next Stage Review report in England (DobD&). As both these periods of
reform have been particularly important to the entragenda on clinical leadership they

are now discussed in detail.

1.6.3: The Management Reforms of the 1980s and 1990

The story of health care reform over the last thdeeades is well documented by
healthcare management researchers (e.g. Speed, 2H. move away from traditional

public administration the Conservative governmdrthe 1980s and 1990s introduced the
concept of ‘New Public Management’ (NPM); they be&d that management principles
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from the private sector could be used to improve éfficiency and quality of public

services (Brookes and Grint, 2010; Cutler and Wai@0). This agenda followed a
government inquiry in 1983 into NHS management bgdSir Roy Griffiths, Deputy

Chairman and CEO of Sainsbury’s. Griffiths and tdam took the view that that the
previous consensus approach lacked coherent maeagamd leadership as ‘no-one was
in charge’, thus the report recommended the inttdo of new NHS management
structures and new management accounting practaegtional, regional and local levels.
Most significantly, it also recommended an intraitut of general managers, who could
focus on levels of service, quality of service, getihg, cost improvements, productivity

and motivating and rewarding staff (Speed, 2011).

A second Giriffiths report (DHSS, 1988) led to étlfer piece of legislation, the NHS and
Community Care Act 1990, which introduced the idé&uasi-markets’ within the NHS.
Health authorities became purchasers of healthicesrvand those providing services
became sellers. It was thought that combining caitipre, devolved decision-making and
performance measurement would create an efficrahigaality service (Cutler and Waine,
2000; Fischbacher and Francis, 1998). NHS hospitedditionally owned and directly
managed by government were granted corporate statd®91 as NHS trusts. This
process led to hospitals, like private businedsaging their own institutional identity and
accounting systems (Pollock and Price, 2011); thaagpractice government regulation
was still significant. Financial incentives werasa@lintroduced so that GPs could use any
budgetary savings they made to invest in their pvactices, thus creating the foundations
for GPs to see themselves as businesses as walinaary care clinicians, so creating a

division between themselves and their acute secitagues (Speed, 2011).

In 1997, the election of a ‘New Labour’ governméambught further reforms. They
supported the general objectives of public sectanamgerialism (Clarke and Lapsley,
2004), though they saw the internal market as ffragting’ the service and initiated a
more collaborative and flexible approach (Bradsh2003; Flynn, 2002; McMaster, 2002).
The emphasis moved away from fiscal metrics toituateasures and various structural
and management reforms ensued. The District HeAlithorities in England were
assigned a quality role and a number of new quhbityies were established, including the
National Institute for Clinical Excellent (NICE) dnthe Commission for Health
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Improvement (CHI). Speed (2011) contends that fdws of these reforms was to
standardise clinical practice using guidelines eaththan financial control; thus
representing a further intervention into clinicalagtice and a reduction of clinical

autonomy.

1.6.4: Diversity Following Political Devolution

Perhaps the most notable policy change for thidystame with Scottish devolution in
1999. This resulted in the National Health Sewvida Scotland becoming the
responsibility of the Scottish Government. For fingt eight years after devolution, the
Labour party remained in government (either indejpatly or in coalition) in Scotland,
England, Ireland and Wales. However, as a conseguenf geographical and
demographical circumstances there has always lmeea gariation in the organisation and
administration of health policy in different pam$ the UK and these differences were
sharpened by devolution with different countriddrg contrasting approaches to both the
structure and governance of the NHS (Sullivan, 208®o0ds 2002; Winchester and
Storey, 2007). This was evidenced in a receruartdyy the Nuffield Trust, ‘Funding and
Performance of Healthcare Systems in the Four Cesnof the UK Before and After
Devolution’, which examined the impact of differempproaches in England, Scotland,

Wales and Northern Ireland (Connolly, Bevan and $)2910).

The report highlighted that there are now fouridetive National Health Services. Over
the last decade, England has placed further engplwsiprovider competition through
patient choice and the establishment of multipleviglers (Trusts, Foundation Trusts,
private providers, etc.). In contrast Scotland Wwales abandoned the purchaser / provider
split that previously existed under the unified NBEI®I re-established organisations more
focused on regional population and service nedd®ffect, this re-organisation privileged
the virtues of large-scale integration and coortitimaof care and patient pathways over
patient choice and markets. For example, regibnakds were established in Scotland,
which have a ‘dotted line’ responsibility to a St Government Health Department
based in Edinburgh, while Wales established a sysit regional boards supported by
three national trusts. Northern Ireland Health &odial Care (HSC) is organised on the
basis of five regional Trusts and a Health and &dcare Board (Connollgt al, 2010).
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Governance and policy differences were further ritzged when, in May 2007, the
Scottish National Party (SNP) came into power intnd leading to a renewed focus on
collaboration and collectivism (Kerr and FeeleyD2D The action plan for health, ‘Better
Health, Better Care’ (2007) set out a vision foe tNHS in Scotland calling for an
integrated health system that supports partneratipss acute, primary and community
services and promotes a high level of engagement both the workforce and citizens in
the development of services (Scottish Governmdli/2 This is in contrast to the model
pursued in England where health reforms focusingairent choice have been designed to
combine competition in some areas of care and lwmiéion in others (Blacker, 2006;
Ham, 2007). Nonetheless, recent policy documesutsh as the 2010 Healthcare Quality
Strategy for NHS Scotland and Lord Darzi's (200&xNStage Review for NHS England,
have illustrated the common aspiration to delivghhguality healthcare and to evaluate
service quality in relation to indicators of patiesafety, clinical effectiveness and patient
experience. So while the broad aims (such as ¢éasiiine the acute sector, provide more
care in community settings, and make more preveetaiterventions) for health services
across the UK are similar, these aims are beinguear within different political contexts

and policy communities (Smith and Babbington, 2006)

1.6.5: The Future of the NHS

The current economic situation together with thanging political environment, namely
the election of a new UK coalition government inl@and the re-election of a majority
SNP government in Scotland in 2011, means thalth® will continue to face a spectrum
of change and reform in the future. Being open addptive to change is vital to
organisational performance. However, if an orgatios is in a state of perpetual change it
can lead to a loss of direction and a sense ofnghdatigue’ amongst its employees
(Bamford and Daniel, 2005; Garside 2004). It ha&erb suggested that successive
organisationatestructuring within the NHS has had a negativeatfbn the psychological
contract of NHS staff (Cortvriend, 2004). Pastagigointments alongside a lack of
communication and managerial support have led &ptgism amongst employees, in
particular, clinicians of the value of further refes (Edwards, 2003; Ham, 2003;
Worthington, 2004). Therefore, it is important tlature change is communicated and
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managed sensitively to overcome potential changgua (Bamford and Daniel, 2005;
Edmonstone, 1995).

1.6.6: Leadership in the Scottish NHS

Recent practitioner and policy documents have ettt that effective leadership can
help overcome change fatigue and encourage codiiberworking to provide efficient
and effective healthcare (e.g. DoH, 2001; 2008; Kiegs Fund, 2011; NLC, 2010).
Consequently, the Scottish Government and Scolilsls have launched a number of
leadership development programmes that are designeegnhance the leadership
capabilities of both managers and clinicians ($slottExecutive, 2005; Scottish
Government, 2009). These represent a significargsiment in the organisations human
capital. Audit Scotland (2005) estimated that ¢bentry’s public sector spends roughly
£5m a year on identifying and training leaders #rat the NHS spends £1.5m per year
across the service on identifying and training é&gad Notwithstanding this investment
Government ministers, health service managers argllestantial number of senior
clinicians themselves still talk in terms of a leeghip deficit in the NHS (Walshe and
Chambers, 2010).

Within NHS Scotland leadership development has begiated at an individual, local,
regional and national level. As part of their sidfvelopment many clinicians have
completed external courses (such as an MSc in ltealt Management or Clinical
Leadership) to enhance their own managerial andetship skills. Local and regional
training initiatives have also been developed wilaich to promote team cohesiveness and
provide targeted and work-based learning. At @nat level, development programmes
have been established to provide senior cliniciaitt a more holistic grounding in
management and leadership. Such programmes aime#&becnetworks of strategically-
minded clinical leaders who work together to fostéeadership ‘mind-set’ throughout the
organisation (Edmonstone and Western, 2002). Bathese approaches to development
has their own merits; however it has been arguatlithis important for this activity to be

coordinated so that there is mutual reinforcemetwben levels and professiorisid).
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Despite the political support for clinical leadepsioles, as mentioned above, leadership
development within the Scottish NHS faces a nunabénherent challenges not least due
to the historic power relations between managerd @micians and across different
clinical professions (Kippist and Fitzgerald, 200885cIntoshet al, 2011). There is debate
over whether leadership development should beltwith each profession addressing its
own perceived needs or whether it is better to suppint education and multi-
professional training (open to nurses, doctors, agars and allied healthcare
professionals) to help professionals understandaandmmodate the diverse interests and
concerns of those involved in healthcare (Edmorestond Western, 2002; Prosser, 2010).
Existing programmes have also been criticised f@indp inadequately evaluated (Audit
Scotland, 2005; Day, 2011; Tourish, 2012). Howgwghers have highlighted that it is
particularly difficult to ascribe cause-and-effeaelationships between specific
development experiences and organisational chadget(2008; Lee, 1995). Although it
may be easier to attribute individual benefits gmample, Edmonstone and Western found
that the opportunity to stop, take stock, reflent gplan ahead was highly valued by
programme participants), there is a view that gtemg to quantify such personal
development may be inappropriate in the short-tasnibenefits of a course, for example,
can become visible later in a different contexsitwation, sometimes long after the course
has been completed (Day, 2000; Hanretral, 2007; Lee, 1995).

1.6.7: Delivering the Future: The Case Programme

In 2005, NHS Scotland published its first leadgvstievelopment frameworlDelivery
through LeadershigScottish Executive, 2005). This framework posiéd leadership as
central to improving performance, redesigning ss&wiand securing better delivery. It set
out the national priorities for action in leadepsbevelopment and the qualities required of

NHS Scotland leaders (an updated version is sursgthim figure 1.5).
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Figure 1.5: Summary of Leadership Qualities
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Figure 1.5 emphasises the value placed upon dauglgmositive’ leadership qualities and

behaviours within the Scottish NHS. Personal dqesliare at the heart of the framework
and encompass personal governance, personal masatgamd seeking understanding.
These reflect theories of ethical and authentiddeship (e.g. Avolio and Gardner, 2005).
Working in a political environment, NHS leaders i@ manage upwards as well as
across the organisation, manage uncertainty, andrdygared to take difficult decisions
(Mintzberg, 2009). Alongside personal factors Hreee qualities aimed at delivering
service excellence and four qualities aimed at mguduture focus. Leaders in the NHS
are deemed to be required to balance long-termsfacuhealth improvement with the
short-term imperative of meeting HEAT (Health impement, Efficiency, Access to

services and Treatment) targets and manage thenebstween innovation and risk

(Scottish Government, 2009). Paradoxically, howethee policy literature supporting the
framework also stresses the importance of colldlveravorking and distributed forms of

leadership, which do not sit easy with individuadideadership frameworks.

In tandem with the framework, NHS Scotland launcbBedivering the Futurea flagship
national programme focused on the development opfoseclinical leaders across the
Scottish Health Service (NES, 2006; Scottish Gowemt, 2008). Built on the principles



23

set out inDelivery through Leadershipnd in the subsequent stratddglivering Quality
through Leadership(Scottish Government, 2009) it has adopted a rdid@iplinary
approach to learning. The programme runs over mg@f eighteen months and takes a
blended approach to learning that encompasses pheulélements including: master
classes, action learning, coaching, 3@@praisal feedback, and a final individual praject
DTF is now in its sixth year, recruiting 24 sendhinical leaders annually from across the
NHS boards in Scotland. The programme attractdelsafrom different levels and

professional backgrounds including nurses, doctord,allied health professionals.

This section has outlined the specific context iniok the central research question,
relating to how development programmes can impagtasticipants’ leadership identities
and the organisational factors that influence auie® and the degree of learning transfer,
is explored. The chapter now concludes by providingverview of the thesis and how it
addresses this question.

1.7: Structure of Thesis

This thesis is divided into eleven chapters. Thigpter has introduced the main issues that
the research addressed, provided some backgrouriietaase organisation and has
outlined the methodology employed to review andisgsise relevant literature. The next
three chapters then consider the various literabases that inform the research. These
chapters situate the research within the existiveprty and provide clarification of the
different elements that constitute the conceptuaméwork. Chapter two begins by
critically reviewing the leadership literature. @her three then considers theories and
debates that surround leadership development aetlectual capital. It observes that
although there are encouraging signs that the feeldhoving beyond a ‘best practice’
approach there is scope for further developmentdnsidering more fully the dynamic
interplay between leaders and followers as weltakéng more fully into account the
context in which these interactions occur. Morepiteexplores the personal and social
aspects of leadership identity construction atralvidual, relational and collective level.
Finally, chapter four considers literature relatinghe special case of clinical leadership.
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Chapter five then outlines the methodology of thepkical study. A phenomenological
case study design with multiple levels of analydiewed the collection of in-depth data
from a range of stakeholders within the case arigedethe researcher explore how
organisational context influences participants’ casds of individual and organisational
impact. This chapter covers the philosophicalamderpinning the study and addresses
the methods employed to collect data. It explémesanalytical strategy and finishes by
exploring the ethical issues surrounding the reteaThe subsequent four chapters then
present the most significant findings of the stualyelation to the research question and

objectives.

Examining the key themes that emerged during sémnitsired interviews with twelve HR
Directors, chapter six explores the policy and niggtional context within the Scottish
National Health Service. Chapter seven, eight,rand then present the findings from the
in-depth case analysis of the DTF programme. Ghapeven explores participants’
experiences of the programme as an identity wodesp@hapter eight then builds on this
to consider participants’ accounts of the individimpact of DTF in relation to their
human, psychological, and social capital. Nextaptar nine explores the role of
organisational context on these accounts. Moredlvexamines how individual, relational

and organisational factors influence learning ti@nand leadership effectiveness.

Chapter ten subsequently provides a discussiomwfthese findings relate to the existing
literature. Drawing upon the data presented inréiselts chapters and critically reflecting
on the interpretation process it examines the itagibbns of the research on current
theoretical thinking on clinical leadership and deeship development. Moreover, it
considers the contributions of the study to thegyotontext of the Scottish Government
and National Health Service. The thesis endshapter eleven, by briefly summing up
and drawing together conclusions that reinforce uhderstanding of clinical leadership
development. It reflects on my professional leagrand the experience of conducting the

study and points towards future possibilities fseaarch, practice and policy making.
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Chapter 2: Leadership in Theory and Practice

Chapter one set out the policy background, reseapuobstions and objectives, and
conceptual framework underpinning this study. titessed that developing clinical
leadership is a key area of investment within tbett8&sh health service and proposed that
there is a need for greater understanding of the aob context on perceived leadership
development effectiveness and learning transfére gurpose of this chapter together with
chapter three and four is to situate this researttin existing theory. Reviewing relevant
literature this chapter explores the traditionsgoties and debates that surround the
concept of ‘leadership’. Chapter three then carsidiow this examination of leadership
relates to the practice and theory concerning destup development’. Chapter four then

focuses on the literature on the specific caselofical leadership’.

2. 1: Reviewing the Literature

Figure 1.1 in the previous chapter mapped the atteaditerature which informed the
study. Following initial scoping searches a rewvgrotocol was developed, this outlined
the search strategy and inclusion and exclusiaer@ifor the focused literature review
(Petticrew and Roberts, 2006; Tranfiedtl al. 2003). The search and selection criteria

which guided the review are now discussed.

2.1.1: Search Criteria

The first stage of the review was to identify relew literature. Principally, keyword
searches of six relevant academic databases wedetosdentify articles (see box 2.1).
Searches were limited to articles published in Bhgand in the last fifteen years. This
was not an arbitrary boundary as it allowed thei$oto be on contemporary research, yet
key papers outside this timescale were include@xXamining the top cited references of
the papers selected for review. Supplementary Beanwere also performed pertaining to
management, policy and human resource theoriesosimgyp the research (see chapter 3
and 4).
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To ensure thorough coverage, manual reviewy Box 2.1— Summary of Search Terms

four additional sources were conducted. Firs{ Databases: EBSCO; Emerald Fulltext;
ISI Web of Science; SAGE Journals;

the 1995-2011 volumes of thé&cademy of| wiley-Blackwell; and Science Direct.

. Where: Title, Keywords, & Abstract
Management ReviewAcademy of Managemer| keywords/ phrases:

1  Leader*

Journal International Journal of Managemer > 41 AND #2or #3 or #4 or #5 or #6 o
Reviews Strategic Management Journahd the | 3 ﬁz‘;ﬁfp*

Journal of Management Studiegere reviewed ;‘ #f;rnn

as these journals are often cited as high qug 7 jnangpier

within management literature (see, e.g. Serel o g'g‘:;‘};”c;gf;g?'

and BOI’]tiS, 2004)' Secondly’ SpeCia“S i(l) fleg'ii'%l; or #4 or #5 or #6 or #70r #8 0

. . # 9 or #10 AND #12 or #13 or #14 O
journals such as thélnternational Journal of #15 or #16 or #170r #18 or #19

. . . . . 12 Intellectual capital
Clinical Leadership, ‘Social Science & 13 context* P

. . 14  Situation*
Medicine’, ‘The Leadership Quarterly*"Human | 15 Network’

16 Relationshin

Relations; and ‘Leadership’ were reviewed.| 17 Skil*
Knowledae

18 Abilitv*

=

Thirdly, key texts, including, for exampl&he | 20 #1 or #3 or #4 or #5 or #18 AND #21 df
_ #22
SAGE Handbook of Leadershigvere located 21 Evaluatior

. . .. . 2 T i
and examined. Finally, principal policy 23 Hoalthcare

24 Clinician*

25 Medic*
documents and government reports wq 52 Docior*

. .| 27 Nurse’
gathered from local and national poliq 28 #1 or #3 or #4 or #5 or #10 AND#21 of

. . . o #2Z or #23 or #24 or £25 or #26 or 27
organisations. Following these initial searchq * denotes that that wildcard and truncatior,
symbols were used to allow for multiple
the references of key papers were examineq spellings and various endings

identify major authors and theories within tH

field. To decrease the risk of publication biag gersonal websites of key authors of the
research were examined for additional materialr@es were repeated periodically (every
six months) over the course of the PhD to enswakthe review reflected current thinking.

2.1.2: Selection Criteria

The product of these searches was a large volunaeticfes which were subsequently
categorised and condensed according to relevandegaality (Saundergt al. 2003).
This review focused on literature relating to leati@ development within organisations
rather than the wider concept of leadership. Dmgwon intellectual capital theory, it
considered the role of context on leader identitystruction and learning transfer. Thus,
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at a general level, studies eligible for review evétose explicitly integrating theory and
concepts from botlheadership developmemind intellectual capital At a more specific
level, some studies were explicitly positionedHhe provision and evaluation of leadership
development programmes, while others focused onsth®@al construction of leader
identity. Further articles discussed the broadsion of intellectual capital and its impact

on innovation and organisational performance.

In accord with the focus on organisational contetjcles excluded from the review
included those pertaining to the effects of pddtibteadership on a country’s culture,
economy, and political situation as well as thds# tonsidered the impact of a country’s
education system on its national human capitalmil8ily, leadership has been studied
within a number of disciplines and is influenced dywumber of theoretical paradigms.
However, in keeping with the studies phenomenokdgiapproach this review is

particularly interested on how leadership is sdgiebnstructed and distributed throughout
the organisation. To compensate for the mechanapproach of the review several

additional articles were manually included basedemommendations from colleagues.

As this research adopts a ‘realist synthesis’ agpgrpwhich acknowledges the complexity
of social research and the many forms in whichare$ecan be conducted and reported, it
was not possible to review articles based on defenguality criteria before the synthesis
started. Instead, in line with Pawsenh al. (2004), quality (rigour) was considered in
relation to synthesised elements of the reviewédles. Articles selected for full review
were examined in relation to their contribution tiwe field, strength of argument,
theoretical basis and methodological rigor. Thupaper with a highly original conceptual
contribution may be included in the review evernthié empirical work suffered from
quality problems. One particular issue evidenpast reviews of management literature
(Marr and Moustaghfir, 2005; Petty and Guthrie, @00 deciding what literature
constitutes academic research. This review has thsee factors in discriminating against
what literature to use revolving around the jounmaivhich the work was published, the
nature of the empirical research, if any, and thegived quality of the Journal. Another
guide used was the Journal Quality List (Harzif@l D). Selection was made by looking
at the journal remit and intended audience. Jdsiraxad books intended for practitioner-
based audiences as opposed to an academic foces examined and referenced as
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appropriate, although they were not subject todptd critical assessment and therefore do

not form part of the main discussion.

2.1.3: Strengths and Weaknesses of Review

Leadership development is multidimensional fieldregearch, attracting authors from
different disciplines that introduce different thetical frameworks, different levels of
analysis and different methodological tradition®ii3 et al, 2011; Grint, 2011; Jing and
Avery, 2008; Morrell, 2010). By using a number dtabases, key journals and
established references the review considers thosi@ors that have published across
disciplines in recognised ‘leadingdurnals as well as those who have been cited éseth
authors. However, the comprehensive nature ofrélieew - despite the relatively large
numbers included - can be questioned. In conwé#bta Cochrane or Campbell review
that follows very specific (often positivistic) predures to select and analyse relevant
studies, the quality assurance in a realist syighesiew is dependent on the reflexivity
and explicitness of the researcher. By reviewiispatate bodies of literature | attempted
to synthesise a range of insights into leadersk@peldpment and intellectual capital
creation. However, the considerable size of ttexdture meant that parameters became
more focused as the research progressed and cemsigqinere is scope for human error
or oversight. To minimise the risk of omitting eeant papers prevalent references within

existing papers were also examined.

2.2: Introducing Leadership

Although the focus of the current research is acadégship development and not on
leadership per se, it is evident from the literattmat the approach to development is
influenced by the model (explicit or implicit) afddership which underpins it (Hartley and
Hinksman, 2003). Therefore, the review begins vaithintroduction to key perspectives
within the leadership literature.
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2.2.1: So what is Leadership?

Leadership itself is an age-old concept which Bsspnt in all cultures regardless of their
economic or social makeup (Bass, 1990; 1997)s tifien cited as both the problem and
solution to a wide range of contemporary issue$ sasc ending world poverty, addressing
global warming; creating scientific breakthroughmpducing efficient hospitals, and
engaging local communities in service delivery ([bebn and Grint, 2005; Jackson and
Parry, 2008). There is a plethora of academic aadtipioner literature which proposes a
link between strategic leadership, employee perdmice and organisational effectiveness
(Avolio, 1999; Bass, 1998; Carmetdit al, 2010; Finkelsteiret al, 2009; Judge and
Piccolo, 2004; McGrath and MacMillan, 2000; Purcelal, 2003; Roweet al, 2005;
Yukl, 2008). Yet, the academic literature ofteipegrs vague and contradictory; there is
confusion as to what the field of leadership atyuahcompasses, how it should be studied
and what can be done to improve it in practicefftiG2005b; 2010; Jing and Avery, 2008;
Morrell, 2010; PIU, 2001Western, 2008).

Throughout the literature, leadership has beenemnealised in a multitude of ways and
there is no single, universally accepted definitidxs Bass (1990) pithily stateshére are
almost as many definitions of leadership as theegpgrsons who have attempted to define
the concept(p. 11). Some researchers have gone so fav aay that it is impossible to
define leadership in words, but people know it wileay see it (Pye, 2005; Western,
2008). Leadership is inherently complex and canmuiierent things to different people
depending on their experience, background, andld@wvental level (Dayet al. 2004;
Grint, 2005b). This elusiveness can presents sssoes for leadership development as if
there is no clear and agreed approach to the corufeleadership then development
practices may be inappropriate for the type of éesavhich the organisation is aiming for
or old and out-dated practices may be relabelledleslership’ to suit the current

organisational rhetoric (Alimo-Metcalfe and Lawl2001).
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2.2.2: Making Sense of Leadership

Despite myriad interpretations, there are shareanmgs of leadership within the
literature. For example, Grint (2005a) suggestd tbhadership has traditionally been

understood in four different ways:

» Leadership as person: it is who ‘leaders’ are iiates them leaders.
» Leadership as position: it is where leaders opéhatemakes them leaders.
» Leadership as process: it is how leaders get thshs that make them leaders.

» Leadership as results: it is what ‘leaders’ achitnat makes them leaders.

The term leadership is commonly taken to descnibmdividual’s traits and behaviours as
in ‘he or she demonstrated leadership through engamnd motivating staff’ (Bass, 1990;
Western, 2008; Yukl, 1989). A second view is ttlaise in a formal position may be
described as leaders by virtue of their recognmadagerial role, for example, in the NHS
this might be chief executives, medical directorg,se managers etc. The implications for
leadership development are important. If leadersfipefined solely by role, then the
focus is on leadership development for those r@isstley and Hinksman, 2003). Alimo-
Metcalfe and Lawler (2001) note that there are dein seeing leadership development
as related solely to particular roles as opposedeaaership ‘cascaded’ through the
organisation (distributed leadership) or buildingtical mass across the organisation
through leadership development. This relates tcthieal theory assertion that leadership
should be distributed across multiple organisatidegels (Gronn, 2002; 2009; Grint,
2011). Moreover, some commentators (e.g. Rostb)198ggest that formal positions
provide authority but not necessarily leadershipadership requires more than simply
holding a particular office or role (Jing and AveB008). Heifetz (1994) distinguishes
between formal and informal leadership and arghasdach may tackle leadership issues
through different processes, for instance inforhealders may work through influence

rather than through authority or direct control.

A third approach considers leadership as a sentefgersonal processes or dynamics
occurring between leaders and followers within @ugrsetting (Barker, 2001; Bass, 1990;

Shamiret al, 2007). In this approach, leadership involvesaay of activities concerned
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with motivating and influencing people to shape actiieve outcomes. The distinction
between leaders and followers is somewhat arbitaryn a given situation, an individual
may adopt both a leader and a follower role depgndn whether he or she is influencing
others or being influenced, setting direction dlolwing direction, or providing support or
receiving support at a particular moment (Day, 20Réllerman, 2008). Leadership
development programmes influenced by this appr@mehconcerned with building social

capital as well as human capital (Day, 2000)

The fourth view explores the leadership-performanegationship, debating the
effectiveness of different leadership styles antdab@®urs on organisation performance
and value creation (Analoui, 1999; Avery, 2004; Haws and Dulewicz, 2009; Hilleet
al., 2011; Shamir and Howell, 1999; Yukl, 1999). Ystveral authors acknowledge that
there is no panacea and different styles of le&geneflect social and historical roots
(Bryman, 1992; Finkelsteiat al., 2009; Hilleret al, 2011; Jing and Avery, 2008; Shamir
and Howell, 1999; Yukl, 1999). This implies thaffelient leadership approaches could
affect performance differently, depending on thentemt. Thus, when researching
leadership development both the underpinning pgnadind context needs to be taken into

account.

2.3: Leadership: Organising the Literature

To appropriately situate this study it is important compare and contrast previous
leadership theories and paradigms (Grint, 2005atléyaand Hinksman, 2003; Martiet

al., 2011; Munshet al, 2005; Storey, 2005; Yukl, 2010). Figure 2.1 s to divide a
vast interdisciplinary body of literature into snain ‘paradigms’: leader centred, follower
centred, critical, higher purpose, cultural andtegtual. This is not a definitive typology
and the boundaries between categories are fuzzyaeidiapping (see appendix B for a
mind-map illustrating the full spread of the litenee). However, the figure and subsequent
discussion shows how each of the different paradgigmpact leadership development

theory and practice.
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Figure 2.1: Perspectives on Leadership
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Source: Adapted from Grint, 2000; 2005; Jackson and Parry, 2008; Yukl, 201

2.3.1: The LeadeftSentred Paradigr

Since the early 1900’s leadership research has tearnated by an interest in leade
initially focusing on leader ‘traits and, then after the Second World War leadership
‘styles’ (Yukl, 1989 199¢). This literature tends to focus on the skills anditeds, the
personality, the styles of engagement (e.g. Fiedl@87, Avolioet al, 1999; Judget al,

2002; Lewin et al 1939), gender differences (Ali-Metcalfe, 1999; Gardiner ar
Tiggemann, 1999), and the behaviours (e.g. Bu®@i&: cited in Bass, 19¢) of individual

leaders. The style of leadership adopted is considered byes@searchers (e.g. Awaml
1999; Conger, 1999; Yammariret al, 1993) to beparticularly important in achievin
organisational goals, and in stimulating subordinaerformance (Barlinet al, 1996;
Bersonet al, 2001;Zacharatos, Barling and Kelloway, 200@ne particularly influentia
model of leadership comes from the w of Bass (1985, 1990) who, building on Bu
(1978) conceptualisation, compared ‘transactiotedders, exercising contingent rew:
and management by exception, wittransformational’ leaders, exercising ideali
influence and inspirational motivationin a ‘charismati—inspirational’ style.

Transformational leadership theory is one amongraber of conceptualisations referi
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to as ‘new leadership’ (Bass, 1997; Bryman 1992)ictv advocate the need for visionary
or charismatic leaders, but also account for tHe od followers and leaders’ ethical
obligations (Alimo-Metcalfe and Alban-Metcalfe, Z@Brown and Trevino, 2006; Deat
al. 2005).

Kotter (1999) and others have argued that transftbamal leadership should be
distinguished from management as it is aimed ataadather than incremental change or
stability. It does so by (a) developing continsimovel, credible and compelling visions,
ideas and approaches (Parry and Hansen, 2007),irartde process, engages staff by
generating pride, respect and trust in their oggtions, (b) motivating and inspiring
people through raising expectations, modelling etga behaviours and using symbolic
rather than material resources and rewards tostafpfocus on what is important, and (c)
giving staff personal attention, respect and chagke (Martin et al, 2010).
Transformational leadership is generally measursmhguthe 360 degree Multifactor
Leadership Questionnaire (MLQ) instrument (Avol®ass and Jung, 1999; Kirkbride,
2006).

The MLQ instrument has been used to study leadeasviariety of organisational settings
such as manufacturing, the military, financial $&#8 and educational institutions and at
various levels in the organisation including fitste supervisors, middle manager and
senior managers (Antonakis, Avolio and Sivasubraaman 2003; Loweet al, 1996).
Empirical studies have found transformational |lesklg@ to be more highly correlated with
the exertion of extra effort, satisfaction with theader, and perceptions of leader
effectiveness (Avolieet al, 1999; Densteet al, 2010; Loweet al, 1996). However, the
generalisability and validity of the instrument hlasen questioned, in particular it is
suggested that the concepts identified as transfitomal behaviours are overlapping and
vague and that the theoretical rationale for déffieiating among the behaviours is not
delineated by theory (Tejedat al, 2001; Van der Weide and Wilderom, 2004; Yukl,
1999). Moreover, some of the measures have bednisgd for being subjective, for
example, what may be inspirational for one needb®inspirational for someone else
(ibid).
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A further perspective relates to what has beenddrthe ‘narcissistic leader’ (Maccoby,
2000). Narcissistic leaders are often represebyethe larger-than-life personalities who
we observe running organisations and figuring pramnily in society. They have an
exaggerated sense of self-importance and engaggoirdefensive behaviours to protect
their self-esteem; however narcissism has both tagisre (healthy) and destructive
(reactive) forms (Brown, 1997; Kets de Vries, 208&ts de Vries and Balazs, 2011).
Maccoby (2000) discussed the ‘incredible pros’ #mel ‘inevitable cons’ of narcissistic
leaders. A key strength of narcissistic leadershat they can engage followers with
impressive and compelling vision. However, they sensitive to criticism, poor listeners,
lack empathy and have distaste for mentoring atthdbey have intense desire to compete
(ibid). This together with their expectation of blind oletie distinguishes them from
transformational leaders who promote attainableeshgoals based on moral foundations
(Bass and Steidlmeier, 1999). Support for an dira, anti-narcissistic form of
leadership has emerged in the literature. Co(R@5) refers to the ‘level 5 leader’ as ‘an
individual who blends extreme personal humility lwihtense professional will' (p136).
In his large scale, five-year study he (and collesy found that in the leaders who possess
this paradoxical combination of traits are catayst transforming a good company into a

great oneibid).

Past work has also stressed the importance of ienaitintelligence’ to leadership,
especially transformational leadership (Rossete @atochi, 2005). Salovey and Mayer
(1990) have argued that people vary in their cdpaddb process emotional
information/relate to wider cognition, and Golem@®96) and others (e.g. Hawkins and
Dulewicz, 2007) have taken this further by assawpgtability in this area, called
‘emotional intelligence’ (El), with leadership eftereness and business successes. In a
recent critical review of the El leadership litenat Walteret al (2011) conclude that there
is encouraging evidence that El is a useful consfar understanding leadership, but warn
that: ‘the pattern of findings reported in the psiéd literature suggests that El does not
unequivocally benefit leadership across all wortkiaions. Hence, incorporating EIl in
leadership education, training, and developmentiishproceed on strictly evidence-based
grounds, and it should not come at the expenseahafr @qually or even more important

leadership antecedents’ (p.55).
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Walter et al.’s (2011) review demonstrates that emotional intefice is one of many
factors that influence leadership outcomes. Thighlights the disadvantage of most
leader-centred approaches, namely that they cah teathe idolisation of particular
individuals (assuming that they have superior céyaand power) while ignoring
‘followers’” and organisational and community coasits (Kellerman, 2008).
Subsequently, too much emphasis is placed on parsmvelopment at the expense of
leadership development as collective capacity (eyarand Hinksman, 2003). Alimo-
Metcalfe and Lawler (2001) note that a number gfaarsations are still taking a ‘strong
leader’ approach to their leadership developmdatipg the focus on the individual and
his/her personality. Grint (2010) suggests that mreson for this is that society often
socially constructs events as crises and is adtictestrong, commanding leaders. Thus,

collective forms of leadership are often regardedifficult and dangerous.

2.3.2: Follower-centric Perspectives.

Although transformational leadership theory attesmiat specify a relationship between
leaders and followers, it is still regarded as &ackntric, at least in its policy and practical
applications (Martiret al, 2010). Both trait and transformational theotese received
criticism as they assume that followers are passegients of leadership influence and
that leadership occurs in a vacuum away from sdnat influences (Barker, 2001; Currie
and Lockett, 2007). Thus, several alternative gesves have emerged to re-balance the
debate by emphasisirige role of followersn the leadership process (Meiratlal., 1985;
1995). At modest level theorists have tried to dtgvemore contingent theories of
leadership which acknowledge that the leaders enite on followers’ attitudes and
performance is moderated by the individual followecharacteristics such as their
maturity, emotional intelligence and values (FiedlE967; Hersey and Blanchard, 1977;
Vroom and Yetton, 1973; Wong and Law, 2002). Howeirepractice followers are made
up of multiple voices (Schyns and Schilling, 20Tdurish and Pinnington, 2002), thus it
is proposed that the effectiveness of leadershippdepend on the quality of relationships
between leaders and followers (Kellerman, 2008YhWiiccessful leaders building rapport
and helping individuals and teams to coordinate iatefjrate their differing approaches to

drive change through a process of applied cregtantd innovation (Basadur, 2004).
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Kellerman (2007; 2008) developed a typology of dalership based on their level of

engagement. These included:

» Isolates (totally detached and uninterested)

» Bystanders (observe but do not participate)

» Participants (care about the organisation andtmdke an impact)

» Activists (feel strongly about the organisation éadders and act accordingly)

» Diehards (passionate about an idea, a person tio@od will give all for them).

Kellerman proposes that good followers will invéste and energy in making informed
judgments about their leaders and causes, actsugigorting effective and ethical leaders
and responding appropriately to bad leaders, wkdvad followers are seen as making no
contribution and supporting the wrong types of &xad

Followers have also been conceptualised in moieeattfluencing roles. Some theorists
go as far as suggesting that followers can be gutest for leaders (Dionnet al, 2005,
Buchananet al, 2007). This is thought to be particularly appiilea in professional
organisations like the National Health Service whehange requires the consent of
powerful occupational groups (Ferke¢ al, 2005; Powelkt al, 1999). Consequently, there
has been a drive to engage influential cliniciamsnianagerial and leadership roles in a
healthcare context (Buchanat al, 2007; Edmonstone, 2008; Kippist and Fitzgerald,
2009). Similarly, some authors argue that the jpalitand bureaucratic nature of public
organisations means that it is politicians ratheant public managers that lead change
(Blackler, 2006). Alternatively others, referring tthe recent focus on networked
governance, have proposed that a combination ofageral and political leadership is
required to overcome public sector challenges aigai@e support in organisational change
(Hartley, 2010). This view relates to notions léed and distributed leadership discussed

in the following section.

Researchers have also become interested in fokbwerceptions of leadership (Chong
and Wolf, 2010; Jackson and Parry, 200Bnr example, Meindét al (1985) refer to the
Romance of Leadership. In this approach, leadershi understood from a social

constructivist perspective and is defined as ‘apeerence undergone by followers’
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(Meindl, 1993, p.97). Therefore, individuals aretieely involved in constructing
leadership rather than leadership being simply veh&ader does (Schymd al, 2007;
Shyns and Schilling, 2011). It is proposed thalofeérs socially construct the leadership
process by engaging in a ‘romance with leaderstrang (and often mistaken) belief by
followers in leaders’ abilities to influence or ¢osl organisational outcomes (Meinet

al., 1985; Meindl, 1995; Pye, 2005). As a followenired approach, thRomance of
Leadershiphas been criticised for neglecting the role of leer in the process and for
not recognising the effect of leadership on perfamoe (Day and Lord, 1988). Others have
argued that the conceptualisation is too narrow @ses not take into account the different
styles of leadership or the situation in whichdulers’ act which can bring about different
social constructions (e.g. Giessmtral, 2009; Schyns, 2007; Tourish and Barge, 2010).
In a response to this critique, Meindl (1998b) stes that this approach focuses on
processes not directly connected to actual leaddravoour and characteristics. He
underlines thatRomance of Leadershis simply an alternative way of looking at
leadership (cited in Schyms al, 2007).

To address these criticisms, contemporary reselashmoved towards notions of co-
constructed leadership where both leaders andwel® contribute to its formation, nature
and consequences (DeRue and Ashford, 2010; Gia@Q;2Shamir 2007). Researchers
have begun to explore the interrelationships andadycs of individual and social
processes (Lord and Brown, 2001, Giessteaal. 2009; Haslam and Platow, 2001; Hogg,
2001). Leadership takes place within the contéxi shared group membership, where
leaders, as group members, ask followers, as gnoaimbers, to apply themselves on
behalf of the collective (van Knippenberg and Hag@)3). Thus, follower evaluations and
endorsement of a leader also depend on charaergdtthe leader as a group member
(Chong and Wolfe, 2010; Haslam and Platow, 2001g9d;1@001, Reicher, Haslam and
Hopkins, 2005). Similarly, followers’ attitudes cacharacteristics will shape the group’s
identity and will moderate the leaders influencesl{&rman, 2008; Schyns and Shilling,
2011; Shamir 2007).

This links to leader-member exchange (LMX) theotlyich focuses on the quality of the
dyadic exchange that develops between leadersoiiod/iérs (Graen and Uhl-Bien, 1995).
Research has shown that strong inter-personalaeddtips between leaders and followers
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are associated with positive work-related outcom&sch as follower satisfaction,
commitment, performance and retention (Gerstnerlzang 1997; Lokt al., 2009) as well
as citizenship behaviour (llies, Nahrgang and Msoge 2007). Although one focus is on
the reciprocal exchange between a leader andawel] the theory also acknowledges that
both parties contribute to the development and teaance of the ongoing relationship
quality (Schyns and Day, 2010). Much of the redeafecus has concentrated on
antecedents and outcomes of LMX at the individualdgadic level, but recently has
advanced to the team level (Graen, Hui and Tay2006; Naidoo, Scherbaum, and
Goldstein, 2008). However, the socially construatature of the world means that there
are possible differences between leader and meparspectives on the same relationship
as well as lack of consensus among followers ok#ree leader regarding their LMX with
this leader (Schyns and Day, 2010).

One further influential approach to understandirng tinfluence of shared group
membership on perceptions, evaluations, and betavwsothe social identity approach
(Tajfel and Turner, 1986; Turnet al, 1987). The key assumption of this approach is tha
individuals define themselves not only on the basigheir individual characteristics and
their interpersonal relations (i.e., personal idgndr personal self), but also in terms of
characteristics of an ‘in-group’ to which they b&o(i.e., social identity or collective self)
in comparison to an ‘out-group’. Hence, group mership can shape people's cognitions,
feelings, and behaviour. Recently, the social idgmpproach has been used to explain
leadership processes (DeRue and Ashford, 2010ahteetl al, 2001; Hogg, 2001; Hogg
and van Knippenberg, 2003; Lord and Brown, 200&td et al, 2003; Reicher, Haslam
and Hopkins, 2005). It is proposed that followesastruct leaders based on their ability to
represent or ‘prototypicalise’ the groups’ simiteas and differences with others in respect
of beliefs, values, attitudes and behaviours (Gieiset al. 2009; Hogg, 2001; van

Knippenberg and Hogg, 2003).

Leaders that are perceived to be more group prutlare perceived to be more effective
and receive stronger leadership endorsement (&esgnal, 2009; Hogg and van
Knippenberg, 2003). Furthermore, Haslatral. (2001) have revealed that social identity
theory has relevance for the ‘romance of leadetslmptheir experimental study they
found that leaders who demonstrate behavioursatbeg in line with the norms and values
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of the group received less negative attributiorteradn organisational crisis than leaders
whose behaviour differed from the group's valued aorms. Thus, followers' negative
attribution of organisational failure was moderabgdthe degree to which leaders showed
identity-affirming behaviour.

A key theme within this literature relates to thgnamic co-construction of leadership
identity at three levels: individual, relationaldaorganisational (Brewer and Gardiner,
1996; Lord and Brown, 2001; Carroll and Levy, 2018} an individual level, individuals
come to incorporate the identity of a leader olofeer as part of their self-concept (DeRue
and Ashford, 2010). In other words, they mustéaadithat they are leaders (or followers)
and demonstrate the appropriate skills and atgg@.g. ‘| am a leader because | engage
followers in the organisation’s vision’). Relatedror interpersonal identities are based on
relationships between the individual and importatiters (Brewer and Gardiner, 1996;
Lord and Brown, 2001). Leadership identity is thouto be stronger when it is
relationally recognised by important others throuiie adoption of reciprocal role
identities as leader and follower (DeRue and Ashf@010). Leadership occurs through
the positive relationships forged with followersthre organisation (e.g. followers believe
in an individual’'s identity as leader and work topport them) (Cunliffe and Eriksen,
2011).

Finally, collective identity refers to an individisa membership of an organisations or
important group. At this level, an individual’scigs is on working for the collective good
and they will be collectively endorsed as part foaial group — for example leaders or
followers (Brewer and Gardiner, 1996; Lord and Bnow®001). It is argued that the more
an individual is collectively endorsed as part bk tgroup ‘leaders’ or the group
‘followers’, the more those related identities Wik reinforced and the stronger and more
stable that particular identity construction wi#t kDeRue and Ashford, 2010). Collective
endorsement might come from other individuals (eg.upper-level manager addressing
one member of the group as the leader) or the Isooi@ext more broadly (such as

creditability through hierarchical authority or anbmy).

Lord and Hall (2005) have suggested that as leatbuslop their identities widen in focus
from individual to include relational and then eallive levels. Thus, leader identity is
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thought to change in terms of its underlying legélinclusiveness, ranging from least
inclusive (individual) to most inclusive (collecty as a function of the developmental
process. They suggest that shifts in level of itiest occur in parallel with the

development of leadership knowledge structures sowlal processes. Yet, Carroll and
Levy (2010) caution that developing leadership mseangaging with the complex and
shifting processes of identity construction andretruction, identity changes over time in

relation to contextual factors.

2.3.3: Critical Theory

Strongly linked to followership theory, a third pdigm ofcritical leadership theornjhas
emerged This has sought to reveal and evaluate the miclbgal agendas and
hegemonic influence of leaders and conventionabmisational studies (Alvesson and
Sveningsson, 2008). Conventional theory is preedicaon the arguably questionable
assumptions that top-level leaders are, and shbeldin control, and have significant
claims to expertise or rights to lead, while folens are there to be influenced, motivated
or engaged and essentially obligated to followhd# tonditions are right (see Khurana,
2007). These critical views have important rootsfalower-centric theories and have
advanced the case of (i) co-leadership or sharadetship (Heenan and Bennis, 1999),
which emphasises sharing of the leadership functorcollaborating among the leader,
and, more recently, (ii) distributed leadership ethipromotes leadership as occurring
different levels within the organisational throutte establishment of team structures and
employee empowerment (Gronn, 2000; 2002; Spilleinal. 2001). These perspectives
argue that instead of focusing on the personalitiggbf leaders, researchers need to focus
on the leadership challenges faced by commungiesgties and organisations in a more
collective way (Boydellet al. 2004; Grint, 2005b; Yukl 1999). Thus, the developtne
focus within this perspective is on establishingrsd theories of leadership and on

developing leadership rather than leaders (Day)20€s and Preece, 2006).

Shared leadership has been studied in variousgumeexample researchers have studied
the role of individual and team self-leadership improving work attitudes and
performance (Stewart, Courtright and, Manz, 201Others have compared the

effectiveness of leaderless workgroups or self-gadaeams with that of vertically led
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teams (Bankeet al 1996; Cohen and Ledford, 1994; Pearce and Sims)20@s and
Wilhemson (2003) studied shared leadership in fwedish organisations: the national
football team, a product development company, aagament consulting firm and a
communications company. In their analysis, leadprshas seen in terms of ‘co-
leadership’, as a specific form of shared leaderstiere the two leaders worked side by
side, not in tandem with each other, with each @sirg equal responsibility and
influence. This process was seen as contributingsustainability and enhanced
competence, and the authors highlight that ‘leaynigrounded in interaction and
communication’ (p. 1) is key to its success, wille tactors as active constructors of
knowledge. We can therefore conceptualise leadsrsnambers of a community of
practice (Drath and Palus, 1994; Gronn, 2009;dles Preece, 2006; Wenger, 1998). Both
shared and distributed leadership is characteribgd interdependence and the
complementary overlapping of responsibilities andrdination, and the management of
interdependencies (Gronn, 2008; lles and Pree@8)20

A key driver of distributed leadership is the natwf problems faced by post-Fordist
organisations. These are claimed to be ‘wickedigathan ‘tame’ in nature (Grint, 2008;
Heifetz, 1994; van Buereret al, 2003). Wicked problems have a number of
characteristics, but, unlike tame ones, have ngiesior obvious solutions. On the contrary,
they are typically complicated and complex and caroe solved through the application
of technical knowledge rather they must be resothedugh discussion and reflecting on
the pros and cons of alternative solutions (Bdiae2009; Grint 2008). Such resolution is
typically accomplished by distributing ownershipg Buch problems to those people in an
organisation who are more knowledgeable aboutdsges involved rather than assuming
senior figureheads at the apex of organisationg tia® necessary expertise (Cueteal,
2009). Although wicked problems are a feature ofhmodern organisations, they are
particularly evident among professional bureauesdn the public sector operating in
complicated stakeholder environments (Grint, 20@8ytin et al, 2010). They are also
typically found in organisations in the creativaddmowledge-intensive industries, which

operate in dynamic market environments (Teece, 2007

The need to deal with wicked problems has alsdadesbme authors proposing a network
approach to leadership that compels leaders toedgtmanage network relations that
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connect people within and between organisationsk(Bdi and Kilduff, 2005; Carsoet

al. 2007;van Buerenet al, 2003). Some authors relate this to ‘the henodividual who
instigates change and generate followers’ commitnh@rchange initiatives by fostering
social capital through relationships, networksstrand co-operation (Carmeii al, 2009;
Ferlie and Pettigrew, 1996; Sheatffal, 2004). However, others propose that leveraging
social capital through internal networks can pramoollective ‘innovative’ leadership
across the team (Basadur, 2004; Day, 2000; Broaket Grint, 2010). External
relationships are also important to leadershigs important to note that stakeholders not
only interact with the organisation, but also wehch other (Rowley, 1997). Hence,
network theory stresses the need for managers derstand the relationships between
individual stakeholders and to recognise that thgamisation has direct and indirect
stakeholders (Lawton, 1999; McVea and Freeman, 2005

Enthusiasm for distributed leadership as a kindast-heroic alternative has translated into
an accumulating body of literature which encompaigsmceptual discussions, empirical
investigations and a handful of studies that measue impact of distributed leadership
(Gronn, 2002; 2009). It has been studied in a tyaré contexts for example: school
education (Curriet al, 2009; Spillane, 2006), further education (Colhinsand Collinson,
2009), higher education (Boldet al, 2008), police service (Gordon, 2010), health care
(Buchanaret al, 2007) and business (Heenan and Bennis, 199%r&ewuthors advocate
the use of distributed or collective leadershiphwitthe public sector as a means of
building organisational capability, encouragingrieéag and developing better ways of
working (Buchanaret al, 2007; Grint, 2005b; Lawler, 2008). However, otheaution
that distributed leadership cannot be divorced fras institutional context; its
effectiveness can be hindered by pre-existing povedations and expectations of
individual accountability (Curriet al, 2009; Gordon, 2010; Grint 2009). Moreover, based
on a discursive study looking at distributed leatligr within an NHS context, Martin and
Learmonth (2012) argue that the discourse of ledger masks a process of
subjectivisation that persuades individuals tokhoh themselves as leaders but in reality
aligns their sense-of-self with the objectives bé torganisation (i.e. regulating their
identity) . Thus, given the realities of organigaal life for those within ‘distributed’ roles

the authors suggest that over time leadership osgyits positive associations.
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In his more recent work Gronn (2008; 2009) has rdaay from the aggregated sharing
of influence in organisations to a mixed or hykaproach whereby a hypothetical pattern
of leadership in an organisation may comprise st@aens, networks and a series of
individuals whose influence stems from their presdncharismatic inspiration — that is,
leadership is required at different levels withive torganisation. This is supported by
Stewartet al. (2011) who conclude that self-leadership shout lme considered as a
complete substitute for external leadership as seatimately require guidance and
support from individual leaders. Equally, Shami0@2) argues that leadership is not a
function that can be wholly shared or substitutadbiut rather a social relationship which
is characterised by disproportionate influence.otlmer words, leadership can only occur

when there are both leaders and followers.

Social network theory also highlights that widetwmrks can also impact leadership
effectiveness and organisational performance (Balkiand Kilduff, 2005). Rowley
(1997) contends that managers should pay attemdidhe density of their network and
centrality of their organisation within their netiko Network density is a term used to
denote the environment’s interconnectedness - laehigetwork density results in more-
efficient communication across the network and pineduction of shared behavioural
expectations. Network centrality refers to an wdlial actor’'s power in a network
deriving from their position relative to othershélgreater the centrality of an organisation,
the more the organisation will be able to resigkesholder pressures. It is proposed that a
leader must strategically identify and engage witikeholders in such a way to promote a
high centrality of the organisation within an opaily dense network (Balkundi and
Kilduff, 2005). Networks provide the means by whiteaders can discover new
opportunities and access skills, knowledge, anduregs (Batrol and Zhang, 2007; Inkpen
and Tseng, 2005). Thus, investing in social capigworking activities is particularly
important for public sector organisations, whichvéalimited resources and place
importance on co-operation and collaboration witheo organisations to create ‘public
value’ (Goss and Tarplett, 2010; Moore, 1995).



44

2.3.4: Higher Purpose / Post-transformational Pargn

Responding to the high-profile corporate governasuandals at the beginning of the'21
century and the more recent global financial seragsis, a fourthpost-charismatiand
post-transformational paradigms emerging (Parry and Bryman, 2006; Grint. 20@8,13.

It is argued that traditional theories of leadgrspiomote unhealthy power relationships
and lead to corruption (Hardy and Clegg, 1996).ngeguently, leadership critics have
returned their attention to re-constructing leagard leadership with a moral purpose and
a (re)turn to higher values (Khurana, 2007; Grifil®), originally promised by
transformational leadership theory in its earlyslaut rarely delivered by the policy and
practice it spawned (Currie and Lockett, 2007). Seh@ew attempts have sometimes
invoked spirituality (Denkt al, 2005; Tourish and Pinnington, 2002) and ethia®{®
and Trevino, 2006; Ciulla and Forsyth, 2011) toldeih the dark side of leaders and
charisma (Kets de Vries, 2006; Judgel, 2009), and to advocate a post-transformational

leadership.

The dangers of narcissism and the associated misnseeven abuse, of power were
recognised even at the height of the period whearigtmatic and transformational
leadership were being celebrated (e.g. Conger aamblikgo, 1998; Howel and Avolio,
1992; Maccoby, 2000; Sankowsky, 1995). Howevehag only been in the last ten years
that a more developed argument has been establigfmdexample, following a study of
CEO successions in the US, Khurana (2002) foundtheawidespread faith in power of
charismatic leaders had resulted in a number dilpnes. There was an exaggerated belief
in the impact of CEOs on companies because resuitere pursuing the chimera of a
special type of individual. There was also a furttendency for companies to neglect
suitable candidates while entertaining unsuitaloleso In addition, appointed charismatic
leaders were found to be problematic as they ‘cestadbilise organisations in dangerous
ways’ (ibid: 4) by deliberately fracturing their organisatiaias effect change.  Similar
themes have emerged in investigations of the caokéise global financial crisis (e.g.
Stiglitz, 2010). Consequently, commentators haesgnted alternative leadership theories
that stress the need for leaders to balance irdrievith humility and create a learning
culture throughout the organisation (Collins, 20B8llan, 2001; Western, 2008).
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Key characteristics of these developments to rejateleaders and leadership are: (a) a
need for senior figures in organisations to embtagaility, (b) to learn from experience,
and (c) to acknowledge their mistakes and limitegion dealing with complicated and
complex wicked problems (Grint, 2005a,b; Heifet294). They typically also involve the
need for leaders to be authentic (Yammaratcal, 2008), requiring them to focus on
universal values and developing trust, integritg amnsparency in organisations, leader
self-awareness, self-regulation and readiness bdgally admit to mistakes, transforming
followers into leaders, and generally bringing the best (rather than the worst) in people
(Avolio and Gardner, 2005Tourish and Pinnington, 20R2 Various metaphors have
emerged within the literature to assist in the sansaking of this new ‘moral’ leadership
(Parry, 2008). For example, Hatehal. (2006) have proposed that there are three faces of
leadership — manager, artist, and priest. Leagersisimultaneously rational, disciplined,
organising and strategic; curious, imagining, ew®tiand artistic; and empathetic,

inspiring, comforting and transcendent.

Several theories within the higher purpose paradije those discussed above, place
emphasis on the leader. However, others acknowldlg importance of the social
context, observing that followers and other stak#dgrs should not be passive observers,
but have a positive and active role to play in tdgimg and ending unethical practice®y(

et al, 2012; Tourish and Pinnington, 20027 key argument within this school is that
leadership should be considered an art rather @hatience as it provides an alternative
way to both understand and respond to complextgns(Grint 2001; 2005a; Ladkin and
Taylor, 2010). By taking a step back to reflecttbe environment, think outside the box
and accept contradictions it is proposed that lesadan engage followers and overcome
ambiguity (bid). Interestingly, in his critique of leadership, S%rn (2008) discusses the
emerging paradigm of eco-leadership based on eicalotheory, this perspective views
the organisation as a social system comprised ridwainter-dependent parts which make
up the whole. Leadership is not the territory opaticular position rather it emerges
within the system and for sustainability to be agbkd leaders must understand how the
solutions in one area of business may create prabla anotherilfid). Eco-leadership is
underpinned by an ethical and socially responstdace that asks leaders to consider the
wider environment in decision making and acknowésdthe influential role of elements

beyond the organisation’s control (Wielkiewicz adtelzner, 2005). Thus, although the
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arts and ecological perspectives stem from dispatatains they both emphasise the need

to consider the inconsistencies and complexitiberent within the wider environment.

2.3.5: Cultural Theories

As highlighted in the previous section, leadersthgq@s not occur in a vacuum rather it
emerges in the context of social structures andgases (Porter and McLaughlin, 2006).
Consequently, there are extensive literatures exyjothe importance of international

cultural differences, industrial sector differencesganisational structural differences and
other contextual variables (Storey, 2004). The aflorganisational context on leadership
behaviours and outcomes is often taken to be gmecasf cultural influence (e.g. Jackson
and Parry, 2008); however both are discussed depanaithin this review as a key

objective of the current research is to understaedcontextual influences at the level of

the organisation.

Developments in globalisation and the rise of méional management have led several
authors to explore the influence of national cdétan leadership styles and outcomes
(Martin and Hetrick, 2009; Storey, 2004). The auitlyan national culture and leadership
is Hofstede (1998; 2001) whose work on the colMectiprogramming of the mind by
different dimensions of national culture has spaivae industry of replicators and critics.
His cultural characteristics of individualism vallectivism, power distance, uncertainty
avoidance, masculinity vs. feminism and time oaéonh (short vs. long-term) have been
used to describe prototypical organisational stmeés in nation states and the type of
leadership expected within them. However, this whds been criticised for its poor
methodology and its focus on nation states as mlltconstructs (Ailon, 2008). For
example Osland and Bird (2000) have argued thastddé’s framework can be described
as sophisticated stereotyping as it is based oordhieal concepts and encourages us,
among other things, to commit the ‘fundamentalilaitional error’ of attributing our
behaviour to situational variables but others’ bédar to their (national) character (Kanter
and Corn, 1994; Martinket al, 2007).

Building on these shortcomings, the GLOBE (Globaadtlership and Organisational
behaviour Effectiveness) project has attempteddémtify prototypical attitudes, values,
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personality characteristics and behaviours of antlihg leaders by followers specific to
national cultures (Brodbeckt al, 2000; Chhokaret al, 2007). In essence these are
implicit theories of leadership (Schyns and Meir2D05) held by followers in different
countries. Uncovering these implicit theories asmoational cultures has formed the basis
of a large multi-phase, multi-method research mogne to test the universality of
transformational leadership models among middleagars in sixty-two cultures (House
et al, 2004). Although they found some variations in licip theories of effective and
ineffective leader behaviours across cultures -dheichanagers in cultures differed in their
implicit theories of leadership were in expectasionf autonomy (independence from
superiors) and self-protection (status consciousnsslf-centredness and narcissism) -
there were commonly held perceptions in nearly slidies that team working,
communication of a vision and values, and confideaad respect for staff were the
hallmarks of effective leaders. Like Hofstede’s 2D work which preceded it, the
GLOBE studies have engendered criticism and refpicgPeterson and Castro, 2006), but
represent an important step forward in highlightimgversalist values in leadership theory
and in proving partial support for transformatiotia¢ory. However, other research still
signals that national culture shapes the emergeht@nsformational leadership (Walter
and Bruch, 2009), thus indicating that there remalebate on this important line of

research.

In addition to national context differences, otkardies have emphasised the importance
of industry sector as a factor influencing recaptito types of leadership. For example
the leading authors in transformational and chaatgrieadership (Antonakist al, 2003;
Bass, 1990; 1999) have noted that the sector bomds to the way these roles are
performed, how effective they are and how theypmreeived. There are numerous other
studies which explore the idiosyncrasies of leddpri different sectors such as education
(e.g. Blandford and Squire, 2000) and health carg. Edmonstone and Western, 2002).
A key argument within this literature is that thectr context becomes of critical

importance when implementing leadership development
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2.3.6: Organisational Context Theories.

2.3.6a: The importance of organisational context

Research into the potential effects of both natiaudture and industry setting provide
useful insights into the implicit theories and nerof leadership and how the environment
can influence leadership practice and developni@me. further area of theorising relates to
the role of the locabrganisationalcontextin shaping leadership behaviour and outcomes
(Antonakiset al, 2003, Cardinal and Hatfield, 2001; Pawar and Eastih@97; Zaccaret

al., 2004). The organisational milieu is considei@tde particularly influential as it forms
the immediate situation in which leaders and fodosvinteract, thus has the potential to
affect organisational outcomes such as innovatnmhedfectiveness (Mumforet al, 2002;
Porter and McLaughlin, 2006). Moreover, social ¢nrgionist theory emphasises that
leadership is not the property of an individual kather is embedded in its context, thus a
change in the context will change leaders, leadgraind leadership effectiveness (Osborn
et al, 2002; Tourish and Barge, 2010).

Contextual approaches have been important in lshgetheory and practice for many
years. Even the early leader-centric theories,efaample Lewin’'s (1939) style theory,
Fiedler's (1967) contingency theory and House anttiMll’'s (1974) situational work
took context into account when discussing the pesswvironment relationship. However,
it was almost considered as an afterthought ahastonly been in the last decade or so
that researchers have adopted more sophisticapgdamies to explore the role of context
on individual and group behaviour (Liden and Antasik, 2009; Osboret al, 2002;
Pawar and Eastman, 1997). Such context-based moiatisations complement rather
than substitute alternative leadership theoriest@Pand McLaughlin, 2006). As such, Fry
and Kriger (2009) propose a theory of leadershijiciwtemphasisebaving and doing —
either having appropriate traits and competenciedomg appropriate actions depending
on the situation. The organisational context enuasses both the physical and social
environment within the organisation. In their ewi of leadership and organisational
context literature Porter and McLaughlin (2006)ntily seven important components of
organisational context: (1) culture/climate; (2adpurposes; (3) people/composition; (4)
processes; (5) state/condition; (6) structure [dedign]; and (7) time. Each of these
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components has have been studied in relation wefship to varying degrees and the

associated literature is now briefly discussed.

2.3.6b: Organisational culture

Organisational culture is generally seen as a detkey values, assumptions,
understandings, and norms that are shared by menobem organisation and taught to
new members as correct (Daft, 2005). It has beggesied that the type of culture or
climate prevalent within an organisation (e.g. bueratic, adaptive) and the behavioural
norms and values of a given culture or climate. (@gemphasis on ethical behaviour) can
affect both leadership style and leader-followdatrenships (Bess and Goldman, 2001;
Davis and Gardner, 200Ehrhart, 2004; Liden and Atonakis, 2009; Yiiegal, 2009).
Several authors have examined the receptivity ér@nt cultures to transformational or
charismatic leadership (e.g. Pawar and Eastmary; Maldman and Yammarino, 1999).
Shamir and Howell (1999) proposed that an adaptiveclan culture can lead to
charismatic leadership. Likewise, Yagil (1998),his empirical study of soldiers in the
Israeli military, found that the effects of charistic leadership, particularly at the dyadic
level, were enhanced by an organisational cultiaé éndorsed close social relationships.
However, culture can also have a negative influemckadership, for example it has been
suggested that cultures characterised by highdesestress affect the strategic decisions
made by executives (Hambriek al, 2005)

Much of the work around organisational culture f@asused on the notion of person-
organisation fit, that is when leaders and follesvengage in behaviours that correspond
with the values espoused by their workgroups agdrosations, they are viewed as more
effective (O’'Reilly et al, 1991; Liden and Atonkin, 2009). Nonetheless,adarnative
body of work contemplates the influence of leadsrsorganisational culture. Trice and
Beyer (1991) described two types of leaders, thosaesed on changing an organisation's
culture and those focused on maintaining it. THegssed that there is a need for both and
that while their focus is different the underlyitoparismatic’ behaviours remain the same.
However, it is the former that appears to haveivedemost of the attention with several
articles examining the relationships between lestdpr organisational culture and
innovation or change (e.g. Howell and Avolio, 1998inget al, 2003; Morrison and
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Phelps, 1999; Mumfordt al, 2002; Sarrogt al, 2008, Yiinget al, 2009). In a study of
275 employees in different organisations, Morrisomd Phelps (1999) found that an
employee's willingness to lead, to ‘take chargeiswdirectly related to top management's
openness to change and to an overall climate stipp@f innovation and change.

2.3.6¢: Goals and purposes

As an organisational context component, goals anggses have received only limited
attention, with most of what there is appearinghi@ empirical rather than the conceptual
literature (Porter and McLaughlin, 2006). None#issl a small number of theorists have
considered the effect of individual, group and oigational goals and strategies on
leadership behaviour and outcomes (e.g. CurrieLa#tet, 2007; de Hooght al, 2005;
Pastor, Meindl and Mayo, 2002). In their discusstd different organisational context
components which could affect the emergence amtt@feEness of charismatic leadership,
Shamir and Howell (1999) stressed the importancgesformance goals, specifically
whether they were clear or ambiguous. The authgggested that ambiguous performance
goals, particularly when combined with challengitasks, contribute to both the
emergence and the effectiveness of charismati@tehgh. At an individual levelZolbert

et al. (2008) asserted that it important for membershefsenior leadership team to hold
congruent notions of goal importance. Maner an@dd/@010) reiterated this point when
they highlighted the issues that arise when leadetdor their own interest rather than
work the goals of the group. Conversely, othengehexplored how different leadership
behaviours can facilitate the achievement of orggtional goals (e.g. Colbert and Witt,
2009; Waldman and Yammarino, 1999). Yet, Hilled aolleagues (2011) caution that
there are multiple goals and sub-goals within oigations and as such there is often some
degree of goal conflict. Consequently, the refefop between leadership, goals and
outcomes is complex. In addition, the effects edders and leadership are not always
absolute; some effects of a given leadership styléeadership behaviours in a given
situation may be positive and others may be negatieven at the same time. Moreover
some tangible outcomes related to leadership masuaauickly, while others may be

more beneficially understood over months or years.
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2.3.6d: People and composition

The people (composition) element relates to disted leadership theory (discussed in
section 2.2.4) and encompasses the demographabitayi within the organisation and the
capabilities of individuals and groups.  Studiathin this area often consider the role of
gender dynamics (e.g. Cliét al, 2005; Reuverst al, 2008; Rowleyet al, 2010 or team
heterogeneity in perceived leadership effectiverfess Hooijberg and DiTomaso, 1996;
Scandura and Lankau, 1996). Some advocate div@sia means of developing positive
leader-follower relationships and encouraging iratmn (Mumford et al, 2002).
Alternatively others suggest that too much divgrgian lower leaders’ perceptions of
effectiveness (e.g. Mayat al., 1996).

2.3.6e: Processes

Organisational processes incorporate a wide rahgerdextual aspects such as the mode
of governance, strategic policies (e.g. HRM sthnag®g and task factors (e.g.
differentiation, complexity, ambiguity). Thus stesl that concentrate on the link between
leadership and organisational processes eithesfonuhe connection between a specific
process, such as governance on leadership appf@achAvolioet al, 2000; Whittington

et al, 2004), or explore the interrelationships betwd#ferent processes, leadership and
organisational outcomes (e.g. McClusky, 2002; Waind Gregory, 2009). For example,
Pawar and Eastman (1997) argue that organisatidhsanclan mode of governance will
be most receptive to transformational leadership.the public and non-profit sectors
theorists have noted that leaders’ attempts atviwmn and collaboration are often
constrained by pre-existing governance structugasrie et al, 2009; 2010; McClusky,
2002; Wallis and Gregory, 2009)

2.3.6f: State / Condition

Porter and McLaughlin (2006) suggest that the sihthe organisation will be determined
by elements such as the availability of resourdbg, organisation’s financial and
reputational health and whether it is in a statstability or crisis. The effects of state or
condition as a contextual variable have so far liBgerussed and tested almost exclusively
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at the top levels of organisations and have focusedarge scale changes and crises
involving top management teams, CEOs and Board3irettors {bid). A key theme of
this literature is the relationship between leakigrsand organisational change and/or
crisis. Some articles propose that more resporeide supportive leadership styles are
appropriate to periods of change (Choi and Mai-@glt.998; Hunet al, 1999). Denist

al. (2001) studied five health care organisations agtérchined that collective leadership
iIs most likely to be exhibited and be effectivepariods of substantive organisational
change. Similarly, Alexander, Fennell and Halpet®93) examined archival data on
health care organisations and found, not surptiginthat unstable and/or declining

organisations were most likely to experience topagament instability.

2.3.69: Structure

An organisations structure encompasses variouc@speluding its size, shape, or type;
its degree of formalisation and/or centralisatioierarchical levels of positions; and spatial
distances between leaders and followers. Thus,estudithin this domain are wide-
ranging; some consider the relationship betweeteleship style and type of organisations
(Shamir and Howell, 1999), while others examine d#fiects of hierarchical level on
implicit theories of leadership, followers’ percepis and leader behaviour (e.g. Hunt and
Ropo, 1995; Mumforcet al, 2000; Walter and Bruch, 2009). For example Brcasal
Gioia’s (2002) qualitative study of Fortune 500 Guany launching a web-based business
found that adopting distributive leadership primegphelp organisations to respond to the
complexity, ambiguity, and need for rapid respornsagynamic business environments. A
further theme within the literature considers thHeeas of physical distance between
leaders and followers and of a leader's positiahiwia network (Balkundi and Kilduff,
2005; Howellet al. 2005). For example, in a year-long study invavBiL7 participants,
Howell and Hall-Merenda (1999) tested whether sgpatlistance moderates the
relationship between the type of leadership anaslibate performance. They found that
transformational leadership significantly improvedbordinate performance when the

leaders and followers were in close physical prayim
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2.3.6h: Design

Closely related to structure is organisational giesi Mintzberg (1980) developed a
typology of five basic organisational configuratsomcluding: Simple Structure, Machine
Bureaucracy, Professional Bureaucracy, DivisioedliBorm, and Adhocracy. Théngple
Structurerefers to organisations with a relatively flatustures consisting of one large unit
with one or a few top managers. The organisatiomeletively unstructured and informal
compared with other types of organisation, anddhk of standardised systems allows the
organisation to be flexible. THdachine Bureaucracys defined its standardisation. Work
is formalised, there are many routines and pro@sjudecision-making and power is
centralised, and tasks are grouped by functiongaidments. Jobs will be clearly defined;
there will be a formal planning process with budgahd audits; and procedures will
regularly be analysed for efficiency. THerofessional Bureaucracys also very
bureaucratic. The key difference between theseaamdchine bureaucracy is that they rely
on highly trained professionals who demand corafdheir own work. So, while there's a

high degree of specialisation, decision makingeisethtralisedilid).

In the Divisionalised Form a central headquarters supports a number of aotons
divisions that make their own decisions, and h#er town unique structures key benefit
of a divisional structure is that it allows line ngers to maintain more control and
accountability than in a machine structure. Alsathwday-to-day decision-making
decentralized, the central team can focus on osleray strategic plans. Finally,
Adhocracycoordinates primarily by mutual adjustment amonigoélits parts, calling
especially for the collaboration of its supportfistgobs are specialised, involving
extensive training but little formalisation, uniése small and combine functional and
market bases in matrix structures, liaison devaresused extensively, and the structure is
decentralised selectively in both the vertical ahdrizontal dimensions. These
organisations are less impacted by bureaucracycandsucceed in complex, dynamic
environments. However, there can be lots of etnfvhen authority and power are

ambiguousibid).

These categories are not discrete forms as sonamiegegions will inevitably be driven to
hybrid structures as they react to contradictogspures or while they effect a transition
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from one configuration to another. Nonethelesss isuggested that the design of the
organisation will impact its receptiveness to ddéf@ forms of leadership and the
subsequent impacts of leadership (Cuetial, 2009; Gordon, 2010; Sheadt al, 2003)

2.3.6i: Time

The ‘time’ organisational context component refeershe durational aspects of leadership
effects or effects that vary according to orgamnisetl life cycle stage, team developmental
stage, or any other time dependent phenomenon. [itateture in this area is concerned
with whether or not leadership is constant oveetand how leadership adapts to different
life cycle stages. In their examination of colieetleadership in organisations, Depisal.
(2001) found that change in organisations is cgtlamnd sequential and that leadership is
not constant across time. Rather it is a dynarhenpmenon in which participants (i.e.
those involved), their roles (i.e. individuals dymaally switch between follower and
leader roles), and influences (i.e. the perceiwaint organisational and societal impacts
will vary) evolve over time. In other words, leasleip group members may promote
change through their actions, but where these ressamultaneously alter the future form
and viability of the leadership group because thegitimacy is constantly being re-
evaluated by powerful stakeholdeibid). Similarly, others note that a leader's current
behaviour and the associated outcomes will impeectdader's future choice and behaviour
(Hunt and Ropo, 1995; Finkelstedt al., 2009). In terms of life-cycle effects, it hasen
suggested that charismatic or transformationaldesddp is most likely to be present early
in an organisation's life cycle (Pawar and Eastmi&®97; Shamir and Howell, 1999).
Moreover, examining executive turnover and sucoess$tinkelsteiret al (2009) note that
new leaders cannot directly create organizationatfopmance, but must influence

performance through the changes they initiate hadcttions they take.

2.3.6j: Leaders as organisational architects

Early work on context tended to adopt a somewhathau@stic approach, characterised by
the simplistic assumption that different types aintexts could be matched with
appropriate types of leadership (Osboet al, 2002; Storey, 2004). However,
contemporary approaches are more open to the nivtadrcontext is socially constructed,;
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and is to some extent multi-layered, co-createdhtexstable, and locally achieved
(Fairshurst, 2009; Grint, 2000, 2005). Thus, wliiile focus of the current research is to
examine contextual influences on leadership it khba noted that leaders (and followers)
can play a key role in determining the organisati@nvironment (Munshet al, 2005;
Tsui et al, 2006). Several authors have sought to explorealiiidy of senior leaders to
influence different aspects of organisational censeich as governance, strategy, culture
and structure (Munshgt al, 2005; Tsuiet al, 2006; Yukl, 2008). Similarly, others have
drawn on ‘upper echelon’ theory to revisit the rplayed by top executives and senior
leaders, in relation to context, on organisati@fdctiveness (Hambrick, 2007; Patzelt,
al., 2008).

It is proposed that senior leaders’ experienceljegaand personalities influence their
interpretations of the situations they face andtumn, affect their choices (Hambrick,
2007). This relates to the social network apprdacleadership (see section 3.1.4) which
draws attention to the fundamental importance ghdorse structures, such as schemas, in
shaping a leader’s network relationships and ergldvow network relationships, through
social capital, affect leadership effectivenesshbatithin and across organisations
(Balkundi and Kilduff, 2005). The extent to whickader characteristics are reflected in
organisational outcomes and performance is moderhte the degree of managerial
discretion and job demands placed on executivemfidak, 2007). Moreover, in a recent
study of 50 leader-follower groups, Caeal (2009) considered how hierarchical leader-
distance moderates the effects of transformatideadership and individual-leader
outcomes. They found that high social distanceiced or neutralised transformational
leadership association with followers’ emulatioriedder behaviour. However, in contrast,
high levels of social distance between leaders fafildwers enhanced the effects of
transformational leadership on individuals’ peroamps of their units’ positive emotional

climate and individuals’ sense of collective eftigdibid).

Taken together this literature highlights the intpoce for leaders to understand and
manage stakeholder perceptions as the organisht@maronment is co-created and
influences leadership effectiveness (Hambrick, 2@&Xérey, 2004; Yukl, 2008). In his

review of strategic leadership, Storey (2005) asgthet, at the senior executive level,
leadership research needs to address three iateddkssues. The first is concerned with
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the link with corporate governance and is termsedctural/relational Leadership teams
can influence governance, but are also constitbgdhese governance arrangements,
which, from time to time, are also shaped by gomemts and institutional investors’
interventions. The second set of issues concerrfuhetional priorities and challenges
which face leaders of whole organisations. Gehgratrategic leaders are expected to
pursue wealth creation through innovation and onéat and wealth protection through
appropriate risk management (Martin and McGoldr2809). Such a function requires
senior leadership teams to be active in identif\angentral purpose and clarity on values
for their organisations, which relate to the théet of issues surrounding the legitimacy
function of top teams. Legitimacy here refers wmwhsenior (public) leaders build
authority for themselves and their organisatiorisalso refers to how they use this
legitimacy to buildreputational capital- especially among clients, funders, analysts, and
the media - to influence perceptions of public ealMoore, 1995; Storey, 2005).

2.3.7: Taking Stock: Socially Constructed Leaderghi

The purpose of bringing these six overlapping kit separate bodies of knowledge
together was to clarify the frameworks underpinnimpntemporary leadership
development and situate this study within existlegdership theory. This study is
interested in how participants of a leadership Wgraent programme account for the
impact on their human capital (their personal lesitip knowledge and skills) and social
capital (relationships, networks, and knowledgehexge opportunities) and the role of
organisational context on these accounts. It linksthe growing body of social
constructionist literature, alluded to throughdw teview, which positions leadership as a
co-constructed reality. This perspective drawssogial constructionist theory which
argues that people construct their social and @lliworlds and at the same time these
worlds construct them (Berger and Luckmann, 19661,B2003; Crotty, 1998 Gioia, 2003;
Hacking, 1999). Realities are subjective and exobwer time through interactions
between and among social agents (Gioia, 2003; iHgck©999).

Social constructionist approaches to leadership nconty exhibit two interrelated
characteristics. First, they criticise leader-centapproaches in which the leader’'s

personality, style, and/or behaviour are the prinfactors shaping follower’s thoughts and
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actions (Fairhurst and Grant 2010; Tourish and 8ai2010). Most constructionist
leadership approaches highlight the ability of delers to ‘make sense of and evaluate
their organisational experiences’ (Meindl, 1995,382). Second, emphasis is given to
leadership as a co-constructed reality, in pamiguthe processes and outcomes of
interaction between and among social actors (FesthB009; Grint, 2010; Shamir, 2007).
It emphasises that leadership is a complex proitegscannot be explained by a single
account thus researchers should explore what keytgweans to the people involved and
acknowledge contested social constructions (Touast Barge, 2010). A key theme
within the literature relates to the dynamic costamction of leadership identity at an
individual, relational and collective level (seetsen 2.2.2). Moreover, it highlights that
the situation or context in which leadership ocdaralso subjective and co-constructed by

leaders and followers (see section 2.2.6j).

Grint and Jackson (2010) and others argue thae tisea need for leadership theory to
become more integrated with practice. Othersiwithe constructionist paradigm have
taken a more critical stance contending that bpsétnise of leadership is flawed and
require radical transformation (Martin and Learnpn2012). For example, some, like
Hardy and Clegg (1996), cast leadership as a mexrhaof domination that can legitimise
corruption. This has led theorists to explore akérve ‘collective’ and ‘ethical

approaches to leadership (see section 2.1.5 am).2.Both the general and critical styles
of constructionist theory are worthy of note asytheave the potential to influence
approaches to and perceptions of development. Thwisding on this review of the

leadership literature, chapter 3 now considers ttieory and practice of leadership

development.
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Chapter 3: Leadership Development

3.1: An Overview

The previous chapter noted that new themes havegechen the leadership literature.

There are now a variety of approaches that go lkybe traditional leader-centred

perspectives to emphasise the importance of thalsoantext and followers in the co-

construction of leadership. There have beenssimftunderstanding of what constitutes
appropriate modes of leadership with authors adutgaalternative schemas such as
shared or distributed leadership. Moreover, doud®ut the transformational and
charismatic models of leadership have led to afoalleader integrity and more ‘ethical’

forms of leadership. These changes in focus msstions for the set of competencies
associated with leadership and how they should eaeldped. The following sections

review the leadership development literature andmeme the influence of different

perspectives on theory and practice.

3.1.1: A Global Industry — Why?

In the introduction it was observed that leaderdifigwelopment is a substantial global
industry; with an estimated £34 billion speahnually in the field throughout the world
(Reade and Thomas, 2004). Yet, surprisingly litfiehe money invested has been spent
on evaluating the impact that this investment fasdn organisational performance (Audit
Scotland, 2005; Burgoyret al, 2004; Dviret al, 2002). Much of the investment appears
to be based on a leap of faith that leadership Idpm@ent improves organisational
effectiveness. Storey (2004) has suggested fderrelated explanations for this faith.
The conventional explanation associates the ineckasmplexity and dynamic pace of
contemporary society with a need for higher anderwmeative levels of leadership. The
institutional explanation refers to the pressurattis placed on individuals and

' Within the literature global estimates are oftéreg in US dollars and range between US$15 and50S$
billion (Grint, 2007)
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organisations to emulate others to maintain crégitwr as pithily stated by Jackson and
Parry (2008), ‘if everyone is doing leadership depment, we better do it too’ (p.9). The
sociological explanation emphasises the role tbatlérship can play in legitimising the
authority, power and privileges of elites. It prde®s a socially acceptable means of
justifying the status quo. Finally, the strategivantage explanation argues that leadership
is an intangible asset that must be cultivated@®ioto gain a rare and invaluable source of

competitive advantage (Storey, 2004).

3.1.2: The State of the Field

Over a decade ago, in his seminal review of thddeship development literature, Day
(2000) concluded that interest in the field ‘apgetar be at its zenith’ (p.581) especially
among those with more applied interests (e.g. HRtgioners, consultants); however he
found less scholarly interest in the topic, citendack of published research in the field.
This and other critiques led to a call for moreystsmatic and evidenced-based approach
to research in the field (Day and Zacarro, 2004udReatet al, 2008). In the last ten
years the argument that: ‘leaders who keep learmiay be the ultimate source of
sustainable competitive advantage’ (Fulreeral, 2000:49) has filtered through into the
academic domain resulting in a substantial bodghebretical, conceptual and, to a lesser
extent, empirical literature focusing on the methagsed for developing leaders and
leadership (Alimo -Metcalfe and Lawler, 2001; Detyal, 2004; Dviret al, 2002; lles and
Preece, 2006; Lord and Hall, 2006; McAlearngly al, 2006; Wrightet al, 2001a).
Leadership development is also a strong part oegouent agenda for the delivery of
public services. Consequently, several specialisadership research centres have been
established and various White Papers, reviews &uiigsion papers have been published
on the importance of leadership to public servi@eg. PIU, 2001; OPM, 2003; Hartley
and Hinksman, 2003).

Even with the recent growth in academic attentiond @he sustained investment in
leadership development in both the private andipuddctor there remains debate in the
field as to how leaders are developed, the relatignbetween leaders and leadership and
the effects of development (Day, 2011; Grint, 201@rd and Shondrick, 2011).
Moreover, recent global survey data for the 20080l Global Leadership Forecast
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(Howard and Wellins, 2008), suggested that leade¥sncreasingly dissatisfied with their
organisation’s development offerings and that gmfoas of programme quality have
declined. This together with the revelation thatfadence in leaders has steadily declined
in the last eight years led the authors to pessically state that despite its perceived
criticality to long-term organisation sustainalyit‘leadership development is going
nowhere fast’ ipid, p.4). The survey respondents’ critical assessmmeyt be in part due
to, as Day (2011) suggests, a rise in expectaasndevelopment initiatives have become
more widely used. However, it may also be thatdeship development is a complex
social process rather than an individual eventtaat ‘learning’ leadership requires more
than studying a body of theoretical knowledge qtaged by replicable skills (Doh, 2003;
Grint, 2007; Lave and Wenger, 1991). This perspedtighlights the importance of the
practical wisdom that leaders gain through on-tiedparning (Day, 2011; Grint, 2007,
Kodish, 2006; McCauley, 2006).

Section 2.2 highlighted that leadership theoryastimually evolving and there are now
many different leadership paradigms and framewtwkhoose from. The transformational
leadership model (e.g. Avolio, 1999; Kelloway andrlig, 2000; Alimo-Metcalfe and
Alban-Metcalfe, 2005) and the charismatic modef.(e€Conger and Kanungo, 1988)
remain popular within leadership development. Nihadess, development studies are
gradually considering alternative perspectives sashco-constructed realities and the
influence of development on followers (e.g. Deiral, 2002); shared (team) leadership
(e.g. Carsonet al, 2007), and multiple levels of leadership iden#yg. Dayet al, 2009;
DeRue and Wellman, 2009; Lord and Hall, 2005).sltanticipated that the (implicit)
leadership perspective adopted within an orgawisatvill impact its approach to
leadership development (Hartley and Hinksman, 2003pwever, questions remain with
regard to how contemporary leadership developmsninformed by the plethora of
leadership theories available. The current revésplores the key theoretical debates in

the field before considering the practice of leatlgr development and evaluation.
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3.2: Key Theoretical Perspectives

3.2.1: Leader vs. Leadership Development

The leader-centric/follower centric debate, disedss section 2.3.1 and 2.3.2, has led to a
fundamental distinction being made in the literatloetween leader development and
leadership development, the former focuses on #weldpment of individuals (leaders)
while the latter aims to build supporting socialistures and processes (Day, 2000, 2011;
Hartley and Allison, 2000; lles and Preece, 2006lpespite this distinction leader
development and leadership development are ofteatel as synonymous (Alimo-
Metcalfe and Lawler, 2001; Day 2000; 2011; lles &ndece, 2006; Shamir 2007). Day
(2011) explains that often what researchers, thepriand practitioners call leadership
development focuses on developing individual lesdéhus he suggests might more
accurately be called leader development. Most dgweént programs and practices ignore
the social context (including the roles that foleow play in the leadership process) in
which leadership occurs. Instead, the focus of npwegrams is typically on helping
individual leaders acquire or enhance knowledgdlsskand abilities in ways that are
expected to improve their overall ability to leadid). In other words, the aim is to
develop individuals’ human capital. However, asswaentioned earlier, leadership
emerges through social interaction and is dependentthe pattern and quality of
networked relationships (social capital) in an orgation (Balkundi and Kilduff, 2005;
Day, 2000; McCallum and O’Connell, 2009).

Although the conceptual distinction between leadbvelopment and leadership
development is useful, effective leadership reguattention to both human capital (HC)
and social capital (SC) (Day 2000; 2011). As agaorsational concept, HC refers to the
individual capabilities, knowledge, skills, attiesl and experience of an organisation’s
employees and managers, relevant to the task at (@armeli, 2004; Dess and Picken,
1999; Subramaniam and Youndt, 2005). It incormzralements such as creativity and
entrepreneurial spirit as well as expertise and tamwledge (Bontis and Fit-enz, 2002;
Rooset al, 1997; Stewart, 1998). Alternatively, SC has bdefined as the goodwill
displayed by stakeholders towards an organisattwhthe trust they place in it through

internal,bondingties to produce a strong sense of corporate ormpgisentity and external
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bridging social capitgl in which individuals and organisations benefinfr wide and
dense networks of relations with other individuaigl external organisations (Adler and
Kwon 2002; Burt, 2001; Paynet al, 2011). SC is thought to promote organisational
learning, innovation and improved performance behas (Kulvisaechana, 2006; Perry-
Smith and Shalley, 2003; Wu, 2008). Moreover,as been found to enhance both the
personal and organisational impacts of human daf@hapiet and Ghoshal, 1998; Lay,
2006; Subramaniam and Youndt, 2005).

Developing HC without attention to SC ignores tlaetfthat leadership is based on
interactions among leaders, followers, and the atoenvironment (Shamir 2007).

Likewise, attempting to develop the relational a&speof leadership without preparing
individuals with the necessary skills to commurecahfluence, inspire, and otherwise
effectively participate in leadership is imprachta (Grint, 2007; Popper and Mayseless,
2007). Consequently, it is recommended that orgéiniss coordinate their leader
development and leadership development initiatiresest in follower development, and

coordinate development with the wider organisatietrategy and context (Shamir 2007).
Leadership has been traditionally conceptualisedirasndividual-level skill and, as a

result, much more is known about leader developrienrt leadership development (Day,
2011).

Successful leader development is thought to devalgividual self-management
capabilities (such as: self-awareness and leagersdiues), social capabilities (e.g. the
ability to build and maintain relationships and anted communication skills), and work
facilitation capabilities, such as: managementIskdnd the ability to initiate and
implement change (Van Velsor and McCauley 2004dcih Day, 2011). Such personal
leader development is characterised by severalrestincluding that it unfolds over time,
is maximised by a variety of experiences that mteveedback, challenge and support; and
it is also based on an individual's ability andliwgness to learn from experienaid).
The relationship between leader development araklship development is less clear cut;
however it is generally assumed that developingddea at all levels within the
organisation (distributed) is an effective meangrafsforming organisations (Dagy al,
2004; Hernez-Broome and Hughes, 2004). Severdloeuthave explored the role of

networks and social capital in facilitating suchansformations, often advocating
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development initiatives that leverage relationshipilding and knowledge exchange
(McCallum and O’Connell, 2009). The social anatieinal aspects of leadership are also

emphasised within theories that promote distribated collective forms of leadership.

3.2.2: Fostering Shared and Distributed Leadership

Section 2.2.3 acknowledged the increasing recagnitif the importance of distributed
leadership (e.g. Bolden, 2011; Buchareral, 2007; Currieet al, 2009; Gronn, 2000;
2002; Thorpeet al, 2011). At its most basic this approach attenptyeate the conditions
that enable shared and dispersed leadership whask mew innovations to emerge from
all parts of the organisation. Leadership is nposition in the hierarchy but a process that
occurs throughout the organisation and beyond (Gr2002). Advocators of the concept
argue that leadership development should be embedderganisational culture and
suggest that it may be in part most appropriatethieved through team-wide or
organisation-wide initiatives, rather than indivadistic programmes (Edwards, 2011,
Hartley and Hinksman, 2003; Western, 2008). Nagletts, Bolden (2011) suggests that
distributed leadership poses some important chgdlento traditional development
processes and requires greater investment in thelafment of interpersonal networks
and shared understandings both within and beyogangsations. It is proposed that more
systemic approaches to leadership developmentsitinate development activities within a
wider change process are required (e.g. Jahed, 2007; Ros®t al, 2005a,b). Thus,
authors have attempted to conceptualise how digétb leadership is developed, for
example, Dat al, (2004) present a model of developing team-basadiership capacity,
understood as the amount of shared, distributedl,cannected ways of working together
to collectively address leadership challenges. Tirepose that team leadership is shaped
by individual members’ skills, the extent of team amllaborative working, and formal
developmental interventions. This can be linkedthe idea that human, social and

organisational capital interact to produce intéllat capital (see section 3.4.4).

Carsonet al (2007) examined both internal and external awteats to the emergence of
leadership influence across team members (i.eedhaadership). Interestingly, rather
than asking team members or their manager aboulette® of shared leadership in the
team (e.g. Hilleret al, 2006; Pearce and Sims, 2002) they adopted alsoetaork
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approach involving a measure of density or the gieedd amount of leadership as
perceived by all other members. The study fouad Itloth the internal team environment,
consisting of shared purpose, social support, avidey and external coaching were
important predictors of shared leadership emergdnceirn, shared leadership was found
to predict team performance as rated by clientst, Pearce and Sims (2002) found both
vertical and shared leadership to be significardlgted to team effectiveness. This links
to Gronn’s (2008; 2009) notion of ‘hybrid configtims’ which asserts that leadership is
required at different levels (individual, team aretwork) within the organisation.

The notion of shared or distributed leadershipadipularly important to this study as it
sits comfortably with the recent campaign to engaopcians within healthcare leadership
(Currie and Lockett, 2011; Dickinson and Ham, 2088monstone and Western, 2002;
The Kings Fund, 2011; Sheef al, 2003). Moreover, it corresponds with the Berwick
Ham and Smith’s (2003) recommendation that collatiee leadership is key within
complex organisations like the NHS which are subjeca complex web of regulation,
legislation, and codes of conduct: ‘The complexfythe NHS will make it true that
‘leadership’ will have to be a system, involvingethoordinated energies of a number of
top level people who should act as a team — ifimatnison, at least in coordination — to
get aims accomplished’ (p1422). This also relaébeSittell’'s (2009) theory of relational
coordination which focuses is the ‘coordinationvadrk through relationships of shared
goals, shared knowledge and mutual respect’ (p13his theory is built upon the
proposition that when doctors, nurses, therapisdse managers, social workers, other
clinical staff, and administrative staff are conteeicby shared goals, shared knowledge and
mutual respect, their communication tends to beenfoequent, timely, accurate, and
focused on problem solving, enabling them to prewdst-effective, high quality patient
care. However, it notes that it can take timentdoed shared goals, shared knowledge and

mutual respect across different professions.

More recently there has also been support for ksage across all levels of the

organisation with the introduction of self-manageams and policy advocating leadership
as everyone’s responsibility (Hewison and Griffjtd@04). Despite this rhetoric, when the
content of many clinical leadership and other leslip programmes are examined, the
continued emphasis on individual competencies &idies is regarded by some as being
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in conflict or at least at odds with this ‘new’ teaship (Brookes and Grint, 2010; Thorpe
et al, 2011). A number of tensions underpin the devalemt of distributed leadership in
healthcare. For example, individuals and groupsallg constructed their interests in
accordance to their own professional logics whicdy e contradictory to those of senior
leadership. In addition many professionals rensirbivalent about being incorporated
into leadershipibid). Thus, Hewison and Griffiths (2004) argue that $NBrganisations
must create conditions, which support and enhaseemodels of leadership to avoid staff
frustration with the lack of progress and chan@#hers have emphasised the importance
of collective sense-making (Weick, 1995) and th&adshment of trust in developing
effective distributed leadership (Louss al, 2009; Simkins, 2005). One further way that
development has been considered is through thedesscial identity theory (Busher,
2005; Loder and Spillane 2005).

3.2.3: Identity and Psychological Capital

Theorists have recently begun to explore the rdélsedi-perception and social identity
construction in leadership development (Carroll &ady, 2010; Day and Harrison, 2007;
Petriglieri, 2011; Shamir and Eilam, 2005). Oneaanof potential relevance to this
discussion is psychological capital, encompassimg individual’'s self-efficacy
(confidence), optimism, hope (goal-orientated regtuand resiliency (Luthanst al,
2007). Each of these four components has considerabtay and research. Snyadral
(1991) defined hope as a ‘positive motivationaltestdhat is based on an interactively
derived sense of successful (a) agency (goal édeebergy) and (b) pathways (planning
to meet goals)’ (quoted in Luthams al, 2007, p.545). In this way, as a psychological
construct, hope consists of three major conceptuahdations: agency, pathways, and
goals. The agency component of hope can be thaigg having the will to accomplish
the intended or desired effect (Snyder, 2000). €hlaigh in hope utilise contingency
planning as they forecast obstacles to achieviradsgar sub-goals and proactively identify
multiple pathways to attain the targeted gdab).

In positive psychology, resilience is characteribggositive coping and adaptation in the
face of significant risk or adversity (Masten andeR, 2002). Applied to the workplace,
resilience refers to the positive psychological amdy to rebound and recover from
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adversity, uncertainty, conflict, failure, or evensitive change, progress and increased
responsibility’ (Luthanset al, 2007). Like hope, optimism is commonly used \nergday
language, but also like hope, in positive psychpladghas a very specific meaning with
theory and research addressing this positive aactstDrawing on attribution theory,
Seligman (1998) defines optimists as those who miakernal, stable, and global
attributions regarding positive events (e.g., taskomplishment) and those who attribute
external, unstable, and specific reasons for negatvents (e.g., a missed deadline).
Finally, discussing the importance of self- effigaBandura (1998) notes that: ‘evidence
shows that human accomplishments and positive vetlg require an optimistic sense of
personal efficacy to override the numerous impediséo success’ (quoted in Luthagts
al., 2007, p.546).

Organisational learning theory proposes that pdggical capital is a key determinant of
an individual's motivation to learn and this, inrmyis an important factor in training
success (Combst al, 2009). The importance of self-efficacy has alserbeeiterated in
the leadership literature with prior research sstgg that seeing oneself as a leader and
having confidence in one’s abilities not only entesione’s motivation to lead (Chan and
Drasgow, 2001) and ones engagement in the leagepsicess (Kempster, 2006), but also
promotes the seeking out of leadership respons#siliand opportunities to develop
leadership skills (Day and Harrison, 2007; Cyal, 2009). Moreover a recent study by
Day and Sin (2011) found that leadership effectssn(independently rated by team

coach) was positively related to the self-ratedrgith of a leader’s identity.

3.2.4: Leadership Development and Identity

Within the organisational domain identity has besmndied at various levels (e.g.
organisational, professional, social and indivijluahd from three main theoretical
approaches: social identity, identity work, andnitity control (Alvesson, Ashcraft and

Thomas, 2008). Social identity theory examines hmeople understand and position
themselves and others in terms of social groupgoaies, i.e. in-group vs. out-group
(Tajfel and Turner, 1986). Group memberships cdluence how we see ourselves and
others, thus it is proposed that leaders are mffeetiee in mobilising and influencing

followers when they are seen as group prototypiealgg, 2001; van Knippenberg and



67

Hogg, 2003; van Knippenberg, 2011). The secomageh, identity work refers to the
processes of identity construction, revision andnteaance. It emphasises social and
discursive contexts in which identities are fornsed the dynamic nature and on-going
struggles around creating a sense of self (Be€t®8;2Sveningsson and Alvesson, 2003).
Finally, a key topic within the identity controtdrature is managerial interest in regulating
employees through appeals to develop self-images \mark orientations that are

congruent with the organisation’s strategy and esl{Alvesson and Willmot, 2002).

Lord and Hall's (2005) model of leadership skilve®pment (section 2.2.2) proposes that
as a leader proactively acquires additional donspecific expertise their leadership
identities shift from individual to relational and collective levels. At each skill level, the
emphasis is on qualitatively different knowledge arformation processing capabilities. It
is thought that expert leaders (with a collectigader identity) can develop unigue skills
by grounding their identities and leadership atiggiin coherent, self-relevant, authentic
values. Building on this model, Day and Harris@@(Q7) postulate that as leaders move up
an organisation’s hierarchy, there is a need toerfoem an individual to relational and
then collective identity. They advocate incorpm@iprocesses that involve participants in
engaging across boundaries (functional, hierarthi@ad geographical) as a way to
develop collective leader identities and engadeanership development. An implication
of these approaches is that leader developmehbigyht to occur over an extended period
of time and the needs of leader development changelation to the leaders experience

and responsibilities.

The notion that leadership develops over time argbiply across an individual’s lifespan
has led several authors to suggest that leadedghiglopment should be understood within
an adult development framework (Day al, 2009; Komiveset al, 2005; Mumford and
Manley, 2003). Adult development theories assuna ttevelopment is a qualitative,
transformative, progressive and internally direatbdnge that transforms an individual’s
structural characteristics and his or her patteofisinteraction with the external
environment, producing a shift in the meaning tidiviidual given to events (Bartunek

al., 1983; Moshman, 2003; Stevens-Long and Michau@3R0 A central assumption of
some adult development theories is that individaa¢scapable of understanding concepts
and thoughts that are at their own level of develept or below, but cannot comprehend
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aspects that are considered at higher levels (Daly @Connor, 2003). Thus, leader
development becomes orientated at identifying whstdge of an individual functions
from, to provide a personalised pathway to the rlexél or stage (Carroll and Levy,
2010).

Social constructionist approaches to leadershiptifemove beyond conceptualisation of
identity as either a tool or a personalised journestead they perceive identity formation
to be ‘an exercise of social power’ (Thomas andstaad, 2002, p75). An individual’s

identity is multifaceted and fluid and there arkatienal and social processes involved in
coming to see one’s self and being seen by otleeslaader or a follower (Beech, 2008;
Cunliffe and Eriksen, 2011; DeRue and Ashford, 3010onsequently, Carroll and Levy

(2010) propose that identity should be recognised aroject as well as a product in the
context of leadership development. Leadership ilers co-constructed in organisations
when individuals claim and grant leader and follovigentities through their social

interactions. Through this claiming-granting pregendividuals internalise an identity as
a leader or follower, and those identities becoeh&tionally recognised through reciprocal
role adoption and collectively endorsed within thrganisational context. Identities are
context specific and shift over time and acrossasions {pid). This relates to Wenger’s

(1998, p.5) social theory of learning which promoskeat learning occurs through four

interconnected components:

community (learning as belonging);
practice (learning as doing);

identity (learning as becoming); and

A

meaning (learning as experience)

This suggests that as practitioners come togethérase involved with one another in
action (in the workplace and beyond) they becorft®@munity of practice’ wherein they

learn to construct a shared identity underpinnedbyual understanding amidst confusing
and conflicting data (Cunliffe, 2008; Lave and Wendl991; Raelin, 2000). In keeping
with the notion that identity is a project and pwotof development, Petriglieri (2011) has
conceptualised leadership development programmeéslesity workspaces’ which can

promote not only the attainment of knowledge antlsskut also facilitate the revision and
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consolidation of individual and collective idengi It is proposed that off-the-job
development programmes can provide participants thié opportunity to step back from
the rush and familiarity of their daily contextsreflect on their experiences and explore
how their inner and social worlds affect the walyeyt make sense of and act on those
experiences (Day, 2010; Ibarra, 2003; Petrigldfgod and Petriglieri, 2011). Moreover,
participants are thought to form a new ‘communityi@ctice’ within the programme that
encourages knowledge sharing and collective idemanstruction (Carroll and Levy,
2010; Siebertet al, 2009). Thus, participants are thought to engageaadtivities that
promote both individual and social ‘sensemakingefik, 1995). However, there is still a
lack of clarity over how training and developmenitiatives contribute to participants
identity construction and how such practices intemith experiences gained within the
‘real world’ to foster relational and collectiveeidtities and more inclusive world views
(DeRue, Sitkin and Podolny, 2011; Watkatsal, 2011). The following section considers

some of the methods currently being used in le&dedevelopment practice.

3.3: Leadership Development in Practice

3.3.1: An Applied Subject

Due to the applied nature of the field, a fundamkenheme within the leadership
development literature relates to the practicallem@ntation of different types of training
and development methods. There are various pradtiet are used to promote leader and
leadership development including both formal progres (e.g. training courses,
development programmes, and educational programamnelsinformal supportive activities
(e.g. on-the-job experiences chosen to createtchtréor the job incumbent, mentoring
etc). Interventions vary with regard to their fodusdividual, group, or organisation) and
level of intensity (from postgraduate educatiotitegsseveral years to focused courses of a
few days). Although the most common developmeptagch is still the formal classroom
programme, there is a growing trend to embed dewedmt in the context of ongoing work
(Day, 2000; 2011; DeRue and Wellman, 2009; McCawép6; McRoy and Gibbs, 2009;
Raelin, 2000; 2006). Appendix C provides an ovewof popular methods. Each of these
methods may be used as a stand-alone activity pa®f a multifaceted programme that
combines embedded elements such as action leaB60gjegree feedback, and coaching
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alongside more traditional forms of learning inchgl lectures and assignments (Day,
2000; Hartley and Hinksman, 2003). This review &®sion the first six practices as these
are popular throughout the field and are integrahe case programme discussed within
the empirical chapters. Each practice is consténeturn in sections 3.3.2 to 3.3.7.

Section 3.3.9 then discusses some of the problathdeadership development.

3.3.2: 360 degree feedback

Constructive feedback is regarded as essentiabroing as it provides direction and helps
to boost confidence, increase motivation and sslam (Atkins and Williams, 1995;
Begley and White, 2003; Day, 2011; DeRue and Welln2809). 360 degree feedback is
where the multiple ratings of subordinates as wsllcolleagues, superiors and in some
cases clients are fed back to the candidate. Sgiothes suggest that such feedback,
where well handled, can improve participants’ se¥fareness, provide the required
feedback to embed learning and inspire behavioanghd (DeRue and Wellman, 2009;
Drew, 2009). However, others have cautioned thariganisations try to do too much with
the same instrument (e.g., learning feedback ad a®lperformance appraisal) or
overemphasise its quantitative aspects and netjleaualitative ones, the tools worth is
diminished (Conger and Toegel, 2003). A basic fpiecin both goal setting and learning
theories is that actions devoid of feedback areasopotent as actions with feedback in
terms of learning (Day, 2011). It is proposed B&0 degree feedback is especially useful
if combined with other efforts (such as coachingnantoring) that are directed at helping
an individual change in ways suggested by the feddiDay, 2000; Hurd, 2009).
Moreover, reporting findings from a recent quattatstudy, Drew (2009) emphasises that
the feedback process should be supported by sagilitation and, if possible, active

organisational endorsement.

3.3.3: Mentoring

Mentoring refers to both formal and informal sugpoglationships in organisations.
Formal mentoring programmes are run by the orgaarsawhereas informal mentoring,
while typically encouraged by the organisationn@ initiated or administered through
official channels (Raginet al, 2000). Mentoring is believed to assist leadersh
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development as it gives individuals the opportutatyearn about leadership challenges in
strategic contexts (especially where mentoring mceuth senior managers as mentors),
and in building cognitive complexity and mental neegentations of leadership challenges
and opportunities (Baranikt al, 2010; Scandura and Williams, 2004). However, the
impact of mentoring appears to be differential. &2eshers have found gender differences
(Ragins and Cotton, 1999) and in general it is repoto be more effective when it occurs

informally than formally (Raginst al, 2000). Day (2000) also raises the potentialassu

over-dependence on the mentor.

Scandura and Schriesheim (1994) and Hartley ankisiian (2003) link mentoring to the
wider concept of leader-member exchange (LMX) (Bgnsereawet al, 1975; Graeret
al., 1982: both cited in Graen and Uhl-Bien, 1995)akhidraws attention to the increased
performance of the leader and his/her subordinthtesigh building strong inter-personal
relationships between leader and ‘followers’, résglin mutual benefit (Graeet al,
2006; Scandura and Schriesheim, 1994). Studies $laa@n that newcomers who form
high LMX with their new superior develop higher jdatisfaction, commitment and
retention (Loiet al, 2009). Seers (2004) points out that such suppsationships
between co-workers become increasingly importarilainorganisational structures where
leadership is shared or distributed. Leadershieldpment initiatives based on LMX
focus on building team leadership by encouragiagiées and followers to develop high-
guality trust, respect, and commitment relationshigth each other, but not get too
friendly (Graenret al, 2006).

3.3.4: Leadership coaching

Coaching is a form of goal-focused, personal, am@e learning. It involves a
professional coach supporting an individual, refdrito as a coachee, through the
development process by helping them identify arathetheir leadership development
goals (Douglas and Morley, 2000; Dunn, 2009; &lal, 2010; Kilburg, 1996). Coaching
is now a key part of many leadership developmeitibtives and the number of coaches,
coaching programs, and coaching publications haceeased dramatically in the last
twenty years (Bolch, 2001; Ebt al, 2010; Kampa-Kokesch and Anderson, 2001; Quick
and Macik-Frey, 2004). Coaching tends to be aiuelgt short-term intervention aimed at
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improving specific leadership competencies or asking specific challenges (e.g. Smither
et al, 2003; Oliveroet al, 1997). It is proposed that coaching can rarséndividual’s
self-awareness, help them build strong and weak (metworks) in and outside the
organisation and encourage reflection and ‘outieHtox’ thinking (Day, 2000; Dunn,
2009; Hurd, 2009; Oliveret al, 1997). A number of evaluation studies have lzeried
out in the area; however they have been criticisedelying on post-coaching surveys and
presenting descriptive statistics of findings (Ey al, 2010; Kampa-Kokesch and
Anderson, 2001). Commentators have suggesteditbadiscipline would benefit from
further empirical research which examines some hef wider factors that influence
coaching relationships including: who makes a gooach (and why), what sort of leader
most benefits from coaching, what happens duringcleimg that supports leadership
development, when it is successful and why it ceasful in some settings (and possibly
not in others) (Elyet al, 2010; Hartley and Hinksman, 2003). One difficuisy that
organisations sometimes adopt coaching for padicekecutives where there is a clear
problem (e.g. interpersonal insensitivity, remediation) and this can attract a sense of
stigma (Day, 2000).

3.3.5: Action learning

Action Learning is increasingly being used in leatigp development (Conger and Xin,
2000; Dotlich and Noel, 1998; Leonard and Lang,@®aelin, 2006). In its current form
action learningdates back to the work of Revans (1982; 1998) promoted the method
as a means of generating learning from peer-intierac It is a process that encourages a
group of learners to work together to address vealkplace issues or problems, in
complex situations and conditions (Raelin, 20000680 Learning occurs through group
discussion, trial and error, reflection, and fell@arners’ questions (Zuber-Skerritt, 2002;
Yorks, O’'Neil, and Marsick, 1999). The rationaler fthis type of learning relates to
situated learning theory which proposes that kndgdeis in part a product of the activity,
context and culture in which it is developed anddu@rown, Collins, and Duguid, 1989).
It implies that the learning of knowledge in a sla®m or training situation is sometimes
of limited value, as the transfer of training t@ twork situation can be limited due to the
limits of memory and difficulties involved in chang attitudes and behaviour (Ardichvili,
2003; Raelin, 2000). Action learning can also prtencollaborative discussion prior to
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action; this has potential benefits for networkiagd joint-working within and across
organisations (Hartley and Hinksman, 2003; Leoranrd Lang, 2010). With regard to
leadership, several authors have examined optinumdittons for development to occur
including the importance of selecting the most appate peers for the action learning set,
and also ensuring that the action learning grouprem$es the most appropriate
organisational issues (e.g. Newman and Fitzge2001; Smith, 2001; Zuber-Skerritt,

2002; Leonard and Lang, 2010). Others have expltv@d action learning can help
generate more collaborative forms of leadershig. (Baelin, 2006). Despite vast support
for the method, Conger and Toegel (2003) conteatl ltmited opportunity to reflect on

learning, poor facilitation and a failure to follewyp on project outcomes impede the

intervention’s potential to develop leadership dalitzes.

3.3.6: Job-related assignments

As mentioned above, supporters of situated learhang long argued that a great deal of
learning and development takes place away from dhssroom through on the job
experiences (Ardichvili, 2003; Browet al, 1989; Keys and Wolfe, 1988; McCall, 2004;
Mumford, 1995). Job assignments usually take tihe fof organisational projects that aim
to challenge leaders and help them link learningkbep their work (McCall, 2004;
McCauleyet al. 1995; Yukl, 2010). It is believed that workirngaugh these challenging
experiences can help leaders to build individualssland capabilities as well as assist
team-building skills and influencing skillsb{d). Moreover, they are thought to assist
knowledge transfer and produce organisational lsnébm the value of work-based
project itself, the creation of collective knowledgresources, and subsequent
organisational changes (Costley, 2011; Garnett,1R08Ithough there is widespread
support for the use of job assignments within lestiip development some authors raise
concerns over the strength of the approach. dtgsed that for job assignments to provide
optimum results three elements must be presenssaseat, challenge and support (DeRue
and Wellman, 2009; McCauleat al 1994; McCauley, 2006).

Assessment can include self-reflection and feedihek others, for example colleagues
or a coach. Challenge comes from being stretcatidoassignment due to encountering

new tasks, new responsibilities, increased demarmds,more complex situations.
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Experience can impede learning if activities becorapetitive, rather than adaptive
(Rashmaret al 2009). However, Day (2011) cautions against alallenging people
such that the ability to learn from the experiercceompromised. Organisational support
will help people deal with the struggles of a chiafling assignment and the underpinning
culture must sponsor not only performance but #soning from mistakes (DeRue and
Wellman, 2009). As people learn differently iaiso important to match the job challenge
to the individual and ensure they have the autondamyry-out different leadership
approaches during the assignment (Day, 2000; Haghe Hinksman, 2003; McCall,
2004; Rousseau and Tijoriwala, 1999). The liteeatisr still evolving and there remain
questions with regard to the developmental compisnaijobs, how learning is related to
job experience and how leaders can make the mdkeaéxperiences they have (McCall,
2004; McCauley, 2006; DeRue and Wellman, 2009).

3.3.7: Networking

In section 2.3.3 it was noted that actively manggietwork relationships (as a source of
social capital) is considered fundamental to efecteadership (Balkundi and Kilduff,
2005; van Buereret al, 2003). Networks between individuals and groupsit upon
reciprocity, trust and face-to-face interaction éawalso been found to support
organisational learning (Addicoét al, 2006; Inkpen and Tsang, 2005; Rashmearl,
2009). Consequently, a number of commentators baggested that networking and can
play an important role in leadership developmerg.(Bartol and Zhang, 2007; Day, 2000;
lles and Preece, 2006; McCallum and O’Connell, 2000 is proposed that while
mentoring is beneficial to individuals early in theareers, networking provides support to
leaders as they progress through their careerscéyrand Nicholl, 2006). Networks
provide a wider range of contacts, both inside antside the organisation, enabling the
leader access to a greater range of knowledgenafiton, perspectives and views (Day,
2000; Inkpen and Tsang, 2005). They can facilitagesharing of tacit as well as explicit
knowledge. However, the extent to which knowledgshared and developed is influenced
by the quality of relationships and organisatiac@itext - e.g. structure, values and culture
(Hartley and Benington, 2006; Rashnedral, 2009; Tsai and Ghoshal, 1998).
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The level of a person’s ‘emotional intelligence’ interpersonal skills has been found to
influence their ability to take advantage of theoygtunities of networks (Riggo and Lee,
2007). Hartley and Hinksmd@003) caution that this can present a potentsaldsas those
who are most proactive in using networks are likelytake advantage of a range of
development opportunities, while those most in nektkadership development may be
less confident or strategic in their use of networlResearch has suggested that optimum
results occur when there is diversity within netwgoi(Inkpen and Tsang, 2005; Burt,
2001). It is argued that network ties that sparutdural holes’ and bridge disparate
groups provide a source of feedback, comparisorsapgort for leaders and can challenge
existing assumptions and views (Adler and Kwon 208artol and Zhang, 2007; Burt,
1992; 2001; lles and Preece, 2006). However, taohndiversity can lead to a lack of
understanding and confusion across parties (B®12Mayoet al. 1996). Moreover,
closed networks can also be useful as they protnagé and strong bonding network ties
which encourage knowledge sharing and collaborgidramset al, 2003). Evaluating
the impact of networks is particularly challengiag the impacts tend to be both diffuse,
indirect, and take place over an extended peridthd (Inkpen and Tsang, 2005; Hartley
and Benington, 2006; Tsai and Ghoshal, 1998).

3.3.8: The Problems with Leadership Development

The above discussion of the six practices of dgrakmt illustrates that attempts are being
made to embed learning within ongoing work. Yeithim the training literature more
generally there is a tendency to take an episodiw \of development whereby it is
(implicitly) assumed that development occurs ordypart of a discrete programme or a
challenging job experience. However, Day (201leadhat this view fails to capture the
more important aspect of what was learned fromptiogramme or experience and how it
influences future behaviour or decision-making @adership situations: ‘It is not the
experience but the learning from experience thamast important for development’
(p.44). A key finding from the previously mention&DI report (Howard and Wellins,
2008) is that participants reported that thererexeenough opportunities to learn on the
job. This is problematic as learning and developm&hould be an ongoing process
occurring every day (Vicere and Flumer, 1998). nirithe supporting comments provided
in the DDI report, it appears that respondents kmwning as closely tied to having a
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mentor or having access to interesting and chahlgn@b assignments. Day (2011) notes
that while this perception is not wrong it is lieit Referring to the expert performance
literature, he suggests that developing the expader will require a minimum of 10,000
hours of intensive, dedicated practice supported obgoing positive and negative
feedback. This perspective sees leadership as embrydeveloping within a dynamic

social context.

When considering leadership from a social constyoidt perspective a further drawback
is that the development methods of the sort outlimay remove participants too far from
the relational processes in which their identiteesd acts, as leaders, are constructed
(Hosking, 2007). Social constructionists acknowkeddpat multiple realities coexist
therefore argue that workplace training and devekut should grow directly out of the
needs of the workplace situation and should be ddéxe in workplace interactions
(Ardichvilli, 2003; Raz and Fadlon, 2006). The dscmoves from individual to the
organisation. There is a lack of consensus asx#wtly how individual learning is
transformed into organisation-level learning; hoerew is thought to be embedded within
the organisational culture and occur among andutiircother people in the organisation
(ibid). Almost all leadership development activities ammed at those who occupy formal
leadership roles. However, if leadership and legy@ire co-produced then it is argued that
leadership development should include followersvadl as leaders (Jackson and Parry,
2008)

In contrast to the traditional orientation towarlsader-follower relations from the
standpoint of individuals, the ‘relational’ view ééadership starts with processes, and
views persons and leadership as things that ares rimdugh these processes (Hosking,
2007; Cunliffe and Eriksen, 2011). Under this perdive ‘leadership development and
training should not only include both leaders aalibivers, but should actively blur the
divide, generate collective understanding, andstdesie temptation to impose top-down
predefined models of leadership in favour of bottgmlocally generated content’ (Jackson
and Parry, 2008, p122). This again connects torghational and collective levels of

leadership identity co-construction.
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Drawing on the work of Aristotle, Grint (2007) swags that knowledge can be taught in
lectures, but skills must be honed through practitéde wisdom can only be secured
through experiencing leadership itself. He recomasethat the first step for those
involved in the education of leaders is to: ‘acqumore humility concerning the limits of
their experience’ (p.18), encouraging participaiasengage in reflective learning. This
relates to the need to make leadership developsustainable and not to rely exclusively
on an episodic or programme-focused approach teldement (Day, 2011). However, as
mentioned earlier, others emphasise that leaderdéyelopment programmes provide
opportunities for participants to work on their fadentify and can affect others
perceptions of them as a leader (Carroll and L@®1,0; Petriglieri, 2011). Nonetheless,
organisations must have mechanisms in place toosupprticipants once the programme
is complete. On-going leader development has beandfto be particularly important
when succession planning for senior leadershiptipasi (Berke, 2005). It is argued that
the most effective leader development initiative® dhose that integrate various
experiences and embed them in their organisaticorgext, in other words organisations
must allow and indeed enable leaders to lead (Hewasd Griffiths, 2004; McCall, 2004;
McCauley, 2006).

3.4: Learning Transfer and Evaluation

An area that is often neglected within leadershepetbpment practice is evaluating the
results of such initiatives. Despite a range abteomies and frameworks designed for
evaluating training at different levels (e.g. Kidtpck, 1959; Phillips, 2003) most
evaluation efforts are focused on participantstctieas to the development programme
(i.e. smile sheets) with little attention to undargling whether the leader’s developmental
experience has an impact on his behaviour or tganisation (Day, 2011; Jackson and
Parry, 2008; Tourish, 2012). This may be in part do the time-scale and complexity
involved in distinguishing causal connections. dt widely recognised that leadership
development is a relatively long-term investmenthe human and social capital of an
organisation (Day, 2000; Hannuet al, 2007). Additional factors may mediate the
development-performance relationship and effecgégemay be assessed from a variety of
perspectives including peers, self, subordinategersors, or subject matter experts, each
with their own idiosyncrasies and preconceptiongléHet al, 2011; Raz and Fadlon,
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2006). The following sections 3.4.1 to 3.4.4 aélifour interrelated themes relating to

learning transfer and evaluation.

3.4.1: Evaluating Learning and Development

The organisational learning and training evaluatibarature is well established (see
Blume et al, 2010 or Collins and Holton, 2004 for useful revsg. It is argued that the
effectiveness of training depends ultimately on thbethe learned outcomes are used in
the workplace (Benson and Dresdow, 1998; Olsen8;1$alas and Cannon-Bowers,
2001). Thus, a key theme within the literature tedato how individual learning from
training and development is transferred into pgoréicts’ organisations. Several authors
have sought to conceptualise this transfer proaedghere are now a range of approaches
for evaluating training at different levels. Pogulmeasures of effectiveness include:
successful learning, improved on-the-job perfornearahianges in key business measures
and return on investment (Phillips and Phillips,020 The Kirkpatrick evaluation
framework is the most commonly used framework @ning evaluation (Tamkiet al,
2002). The taxonomy describes four stages of etiatuaparticipant reactions, learning,
behaviour, and organisational outcomes. Reactiarsiders participants’ reaction to the
programme and stakeholder satisfaction with thgnamme and planned implementation.
Learning includes skills, knowledge, or attitudeaicpes related to the programme and
implementation. Behaviour refers to changes inabmlur on the job and specific
application and implementation of programme. bagitganisational outcomes consist of

changes to business outcomes and processes teldbedprogramme (Kirkpatrick, 1994).

Although the Kirkpatrick model is widely used adasis for evaluating management and
leadership development programmes (e.g. Hechantasapay and Morgan, 2000;
Broaden, 2005; Edmonstone, 2009), the model has dréecised for implying a hierarchy

of power related to the different levels, with angational performance measures being
seen as more important than reactions. More fuedégatly, there have been criticisms of
the assumption that levels are each associatedpnethious and subsequent levels as this
implies linear level progression and a causal iglahip that has not always been
established by research (Tamlahal, 2002). Others have argued that the model is too
simplistic, failing to take account of the varioidervening variables affecting learning
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and performance (Collins and Holton, 2004). Counsat]y, theorists have developed

alternative methods that purport to resolve sontbege difficulties.

Several of these may be thought of as Kirkpatrigkfspring, in that they take much that
was inherent in the original model and extendeitlter at the front end, with the inclusion
of training design or needs analysis, or back eriith an evaluation of societal outcomes -
and sometimes both (Tamkat al, 2002). For example Phillips (1994) (see alsollip
and Phillips, 2005) proposes a five level framewenkcompassing: reaction and planned
action, learning, job application, business resalt&l return on investment (ROI). The first
four are similar to Kirkpatrick’s, however the fiftevel, ROI, goes beyond to measure the
monetary value of the business impact in relationthie investment (cost of the
programme). Alternatively, Kaufmaet al’s (1996) Organisational Elements Model
extends the original model at both ends incorpoegasix elements: input, process, micro
(acquisition), micro (performance), macro and meg@ais implies that evaluating should
begin prior to the training intervention at therpiang stage and include outcome measures

at the level of the individual, organisation andncounity.

All of these models tacitly base themselves onabksumption that there is a chain of
impact from a developmental process to individusriing, change behaviour and
resulting organisational and social impact. Howetley rarely make such a model
explicit, and therefore they are open to criticidrat they ignore some of the key variables
that impact on this chain of events (Tamétral, 2002). For example, research has shown
that there is relatively little correlation betweearticipant reactions and measures of
learning or subsequent measures of changed belma@au Holton, 1996; Waret al,
1999). Likewise there are issues with linking heag to application (Benson and
Dresdow, 1998). There are wealth of studies thatnaent on the failure of training to
transfer into the workplace and which have idesdifa range of organisational factors
including organisational culture, job autonomy, geer and superior support (Cole, 2009;
Holton, 1996; Waret al, 1999; Schilling and Kluge, 2006). Similarly, theare a number
of individual factors that influence transfer anpplcation of learning; self-efficacy,
motivation to learn, and general intelligence dfthe associated (Combet al, 2009;
Chan and Drasgow, 2001; Kemster, 2006; Salas amthd@aBowers, 2001). Whilst
organisational results are probably the most diffito evaluate, many commentators take
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the view that training must be evaluated using hamtcome data (e.g. Cascio and
Boudreau, 2008; Leven, 1983; Phillips and Phillip805). The difficulties of doing so
tend to be dismissed by these researchers. Ot@ngver, express caution, pointing out
the many assumptions that are made (Bee and B&d) b9 the inherent difficulties in
linking soft skills training to hard results (Abathy, 1999; Laker and Powell, 2011) the
time delays that are rarely taken into account riBdrand Ceci, 2002), and that hard

measures miss much that is of value (Kaplan antioNp1996).

3.4.2: On-the-job vs. Off-the-job learning

Many of the above criticisms can be linked to d#f@ approaches to organisational
learning such as incidental or informal (i.e. umplad) learning (Marsick and Watkins
1990), the acquisition of work process knowledger@@amet al, 2002) and situated
learning theory (Browret al, 1989; Brown and Duguid, 1991). The situated ey
approach, in particular, stresses the importandearhing as identity formation through
participation in ‘communities of practice’ and thraportance of knowledge that is tacit
and collectively held (Browret al. 1989; Duguid, 2005; Lave and Wenger, 1991;
Sandberg, 2000). It places emphasis on learnirgudin practice in context. This raises
questions in terms of the worth of off-the-job miag and suggests that conventional
training transfer research may be inadequate t@mstehd the dynamics of performance
improvement through training (Cheng and Hampsof820ennant, 1999).

According to Becker (1993), there are three typetraning or knowledge investment,

which are directly related to human capital acciatioh. These three types of training or
knowledge are:

1) On-the-Job Training: ‘learning new skills and peting old ones while on the
job’ (p. 31). This concept can be broken dowroitwo types of training;
general training (those skills which are usefulnmany firms); and specific
training (training that relates only to the currenganisation and would not be

useful in other firms);
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2) Schooling (off-the-job): ‘an institution specialig in the production of training,
as distinct from a firm that offers training in gonction with the production of
goods’ (p. 51); and

3) Other Knowledge: any other information that a persbtains to increase their

command of their economic situation.

Accordingly, a central theme within human capiedearch is the assessment of returns
from investment in different types of developmedafukho, Hairston and Brooks, 2004;
Zula and Chermack 2007). Resource-based thesugigest that, as individual expertise
may or may not stay within an organisation, onlgirting that develops organisation-
specific knowledge is likely to generate organmadi value, since it is those assets that
are likely to inimitable and rare (Coff, 1997; Lé&pand Snell, 1999). However, investing
more generally in employees’ transferable humantaa@or example, through external
courses that develop individuals’ professional anagerial skills) has been found to
improve employee morale and commitment (Galunic Anderson, 2000), and promote
the transfer of knowledge (Martin, Pate and Beaun®01). Moreover, as mentioned in
section 3.3, development programmes that incorpquedctice-based elements linked to
participants’ organisations such as action learming job-related projects are thought to
help participants embed off-the-job learning withiheir organisation (DeRue and
Wellman, 2009; Petriglieri, 2011). Thereforeisitargued that off-the-job and on the job-
learning combine to provide overall learning Chang Hampson, 2008).

3.4.3: Evaluating Leadership Outcomes

If off-the-job and on-the-job learning both combitweprovide the overall learning, it can
be assumed that leadership abilities can be entlattceugh leadership training and
development and that it is important to understéinel how off-the-job learning is
transferred to the organisation and how differemimis of learning relate to each other.
Despite the above critique Kirkpatrick's model po®s a useful starting point for the
evaluating the outcomes of leadership developniewever greater understanding of the
individual and contextual influences would enhaticis approach (Blighet al, 2007;
Blume et al, 2010; Schilling and Kluge, 2009; Tourish, 2012past management and
leadership training evaluation efforts have tenttedchvolve only the first three levels of
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reaction, learning and individual behaviour (Cdlimnd Holton, 2004). Moreover,
evaluation is generally conducted from a leadetreenview that romanticises the leader
by focusing on the leader’s characteristics andabelirs. However, as followers play an
active role in the leadership process they are adsponsible for the consequences of
leadership (Shamir, 2007).

One study that did consider the role of leadersinpfollowers is Dviret al’s (2002)
longitudinal, randomised field experiment of Israglilitary cadets which examined
whether enhancing transformational leadership thotrgining would impact follower
development and performance. Indirect follower @enfance was operationalised in terms
of variables such as light weapons, physical féghesd marksmanship (direct follower
performance was not measured). Direct and indiretlower development was
operationalised in terms of variables such asefélfacy, collectivistic orientation, extra
effort, active engagement and internalisation ofahwalues. In general, results indicated
that those leaders receiving transformational lesddpe training had a more positive impact
on direct followers’ development and indirect follers’ performance than those in the

control group.

In their recent systematic review of the literathiiber et al. (2011) make four suggestions
for future research. Firstly, they recommend ipooating a greater variety of perspectives
into examinations of leadership and outcomes. RRgstarch has focused predominantly on
subordinate perspectives of leadership and, whikeis useful, the authors’ propose that
the understanding would be enhanced by additiorsdr pand superior evaluations.
Secondly, they suggest that a more complete ipadgtn of the multifaceted effects of
leadership is required. Greater attention is ne¢ddtle impact of leaders and leadership
on emotional constructs (Bono and llies, 2006; ISoahd Godshalk, 2000), on
motivational states and social identification (Deiral, 2002; Shamir, Zakay, Breinin, and
Popper, 1998), and on cognitive constructions ohmregy (Marks, Zaccaro, and Mathieu,
2000). Thirdly, they advocate greater temporal nrappf relationships. Certain tangible
outcomes related to leadership may accrue quiekiyle others may be more beneficially
understood over months or years. Finally, thepmaoend integrating micro (traditional)

and macro (strategic) investigations of leadership.
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3.4.4: Knowledge Transfer and Intellectual Capital

Hiller's call to integrate micro and macro approestbrings us back to the concept of
intellectual capital (IC). Intellectual capital asmulti-dimensional concept which refers to
the collective knowledge resources within an orgation (Andereowt al., 2007; Mayo,
2000, Nazari and Herremans, 2007; OECD, 1999; ReityGuthrie, 2000; Stewart, 1998).
There is debate over the exact composition of K& (@ppendix D for a comparison of
definitions). However, past research has idewtifileree prominent aspects including:
human capital (the knowledge skills and abilitiépeople), social (relational) capital (the
valuable relationships among people), and orgaarsat(structural) capital (the processes
and routines within the organisation). Figure 8hbws that it is proposed that it is the
interaction and complementarities among these thinéecedents that generates IC, which,
in turn, drives innovation and organisational va{Bentis and Fit-enz, 2002; Kinnie and
Swart, 2006; Lin and Haung, 2005; Litschka al, 2006; Subramaniam and Youndt,
2005).

Figure 3.1: Modelling Intellectual Capital Developnent
Attribution error

Human
Capital
Social Intellectual Outcome measures
Capital > Capital »  of innovation and
service delivery
Organisational

Capital

Source: Adapted from Bontis, 1998; Bontis and Fit4ez, 2002; Subramaniam and Youndt, 2005

As a field of research, IC has gained momentum alerlast fifteen years with two
different but overlapping themes emerging from therature. The first relates to
measurement and is concerned with constructing meporting mechanisms for
quantifying the non-financial, qualitative itemsinfellectual capital (e.g. Lest al, 2005;
Litschkaet al, 2006; O’'Regaret al, 2001; Pulic, 2004; 2004; Roos, 1997; Sveiby, 2001
The second is concerned with the development aadagement of knowledge and
focuses on the way knowledge is created, appliedresl and leveraged into value (e.g.
Bontis, 1998, 2001; Bontis and Fit-enz, 2002; Mand Roos, 2005, Stewart, 1998;
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Subramaniam and Youndt, 2005). This second themarticularly relevant to the current
study as it stresses the importance of knowledgécapion and the sharing and transfer of

learning.

Section 3.2.1 highlighted that leadership develagmerogrammes aim to enhance
participants’ human capital and social capital. ldger, IC theory suggests that knowledge
transfer and application will be influenced by trganisational context, in particular the
availability and strength of organisational capitdDbC). OC encompasses the
institutionalized knowledge and codified experiencesiding within organisations in the
form of databases, filing cabinets, patents, maualganisational structures, routines,
processes and culture (Bontis, 1998; Bontis amddtiiz, 2002; Subramaniam and Youndt,
2005). As Kong (2008) has pithily stated, it isawis left behind in the organisation at
night when people leave the building. The principée of organisational capital is to link
the resources of the organisation together integsses that create value for customers
and sustainable competitive advantage for the dghon (Dess and Picken, 1999;
Huiyan and Run-Tian, 2006). The interactions betwi#ge dimensions are important in
providing employees with the motivation to devetoq use their skills and knowledge for

the collective good (Kulvisaechana, 2006).

Some dimensions of OC are particularly importanthge creation of intellectual capital.
For instance, culture plays a significant rolepaly certain types of cultural capital will be
conductive to innovation and learning (Battiual, 2004; Kulvisaechana, 2006; Margh
al., 2001). An entrenched and outdated culture, ééaxhange, internal competition, and
measurements that lead nowhere can also creatierbaiw learning application. Thus,
before new knowledge and ideas can be implemergedprganisation’s culture and
philosophy may have to be radically changed. Ef/éme new knowledge is acquired by
new and open leadership, it will not be implementedil employees (followers) are
acquainted with the organisational cultural reforfi@geffer and Sutton, 2000). Therefore
Wright et al. (2001b) propose that organisations should ‘define knowleddentify
existing knowledge bases, and provide mechanismsotoote the creation, protection and
transfer of knowledge’ (p. 713). This should beeaurring process with organisations
developing dynamic capabilities to help them cawawk their knowledge resources and
adapt quickly to external changes (Teece, 1998;d/Maa Ahmed 2007).
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Similarly, an organisation’s performance managemantl incentive structure will

influence human capital development. It is argtieat intellectual capital is increased
when skilled and motivated employees are directiypived in determining what work is

performed and how this work is accomplished (Defaaned Huselid 1996). Furthermore,
according to Rumelt (1984), the routines and preeesthat act as the glue for
organisations can either enhance or disable ccatiperworking and the development of
knowledge (cited in Stiles and Kulvisaechana, 20868)nce, poor organisational capital
can have a negative impact on the value an orgamsaan gain from its human and social
capital (Kor and Leblebici, 2005). This was ill@ed by a recent longitudinal study of
financial services analysts which found that ‘semriployees relied on a supportive (non-
transferable) context for them to perform effedivan their original employment and

parachuting in stars into unreceptive contextsnofesulted in disruption and low morale

across the organisation (Groysbetal, 2004).

3.5: Conclusion

This review opens a multitude of questions aboadléeship, leadership development, and
learning transfer. It highlights that leadershipdfy has evolved over the last decade and
multiple perspectives now influence the developmehtleaders and leadership. The
literature comprises of more conceptual than emglipublications, but considers a variety
of interesting themes including: the role of follens in developing expertise, developing
leadership capacity in teams; the importance otexdarand work-place learning, and the
co-construction of leader and follower identiti€&pecifically, it noted the importance of
the different levels of analysis in which sociakmdity can be investigated (individual,
relational and collective) and the role that theighh have on leader and leadership
development separately and the linkage that theghtrprovide for these two aspects of

development. This was linked to the intellectuagital framework.

The review observed that there are encouragingssitpat the field of leadership
development is moving beyond a ‘best practice’ apph to adopt a scientific stance in
developing theory and theoretically grounded regeaHowever, there is scope for further
development by considering more fully the dynammteiplay between leaders and
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followers, as well as taking more fully into accotime context in which these interactions
occur. Moreover, there is a need for greater umaledsng of how development
programmes can contribute to the construction deaer’s identity and how these
practices interact with experiences in the widentewt to create individual and
organisation leadership outcomes. The connectidwdssn leadership effectiveness and
leadership development appears weak; yet, it ig loplexploring this link can we begin to
understand the role and value of leadership dewsop initiatives in general, and of each
perspective in particular, for organisations. Ilbuld also be useful to explore how
leadership development programmes can change ipariis’ views about the
organisation’s identity and how these perceptiolsr dheir own views of themselves
(leader identity). The next chapter concludes litezature review by focusing on the
research context and examining the policy, practicé academic literature surrounding

clinical leadership.
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Chapter 4: Clinical Leadership in NHS Scotland

The previous chapters have discussed the varitaratlire bases that inform this research.
This chapter reviews the literature surroundingicél leadership and discusses how such
dual-roles relate to current public policy. Chagehen provides a detailed discussion of
the underpinning philosophy, methodological appnoaand data collection methods
employed within the current research.

4.1: Leadership in a Healthcare Context

4.1.1: The Importance of Leadership in the NHS

Over the last forty or so years the developmemhahagement and leadership capabilities
has been a key strategy for the NHS in Englandil&@wh Wales and Northern Ireland
(Degelinget al, 2006; Martin and Bushfield, 2011; Walshe and r@bers, 2010). This
view is supported by a plethora of policy documdsee, e.g. NHS Scotland’s leadership
strategy:Delivering Quality through Leadershiphat contend that leadership is central to
delivering efficient and effective healthcare (Sistt Government, 2009). Consequently,
health services across the world, including NHStl8nd, have invested heavily in
developing the leadership skills of both their ngara and clinicians (Cook, 2001,
Kirkpatrick et al, 2009). Notwithstanding this investment Governtmainisters, health
service managers and a substantial number of sehiocians themselves still talk in
terms of deadership deficitn the NHS (Walshe and Chambers, 2010). Thus,dapter
now considers the inherent challenges facing manageand leadership in a healthcare

context.

4.1.2: Clinical Autonomy and Management

When studying leadership in the NHS it is importdat appreciate the historical
relationship between managers and clinicians. &laee a number of perceived cultural
differences between managers and clinicians (Satieer and Dawson, 1998).
Stereotypically managers are seen as identifyiegnielves through the organisation in

which they work and being accountable through tbard of directors, are assumed to
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have overriding concerns with costs and efficiescéand aim for the ‘greatest good for the
greatest number’ (Edwards, 2003; Sutherland andsbaw1998). Yet, Merali (2006)
challenges this, arguing strongly for the altrgistore values and patient-centred goals of
NHS managers. Clinicians identify mainly with thpeer group, are accountable through
clinical and professional standards and aim forlibst for each individual patient. They
have a strong sense of professional ethics but doenmitment is often to the profession
or speciality, rather than the organisation, and thay result in resistance to change
(Dickinson and Ham, 2008; Kippist and Fitzgerald02).

The relationship between clinicians and manageisédstricability linked to power and
control (Sutherland and Dawson, 1998). As discussedhapter 1, the NHS was
historically classified as a professional bureacygraaluing clinical autonomy over
hierarchical management (see, section 2.3.6h).s Tridependence was based on the
negotiations that took place at the formation & MHS, which agreed that while central
government controlled the budget, doctors conttoléhat happened with that budget
(Klein, 2006). However, since the early 1980s, ¢S has become more centralised and
clinicians have become more accountable for the wWeat resources are allocated
(Dickinson and Ham, 2008). Government-introducedgomance targets (such as waiting
times) have also reduced professional autonomyhag have influenced clinicians’
priorities by encouraging them to consider patiergectively (Black and Craft, 2004).
These changes have resulted in a number of tenbiemgeen clinicians, managers and
politicians. Clinicians prize their autonomy aboa and resent managers attempts to
‘manage’ them. Moreover, they resist the repasitig of healthcare as customer service
as opposed to a civic right (Worthington, 2004)hu3, despite the rebalancing of power
between clinicians and managers, a sense oftenimenaaong both groups that the
important power lies elsewhere (Davies and Harris@003; Edmonstone, 2008;
Maclintosh, Beech, and Martin, 2011). Professiarraldibility means that influential
clinicians are still able to block or subdue thioe$ of managers or politicians to impose
change via top-down mechanisms (Dickinson and FA08; Macintostetal., 2011).
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4.2: The Clinical Leader

4.2.1: A Hybrid Role and Dual-ldentity

One way that healthcare organisations have sowgkhgage clinicians in management
processes is through the development of hybridiciéin managers (and more recently
clinical leaders) whereby clinicians take on mam@ay@nd leadership roles (Edmonstone,
2008; Kippist and Fitzgerald, 2009). The assunmpigothat clinicians will be more likely
to respond positively to management agendas sehdgical (rather than non-medical)
managers (Chauhan and Mason, 2008; Degeéha@l., 2006; Edmonstone, 2008).
Llewellyn (2001) describes this role as a ‘two-waydow’ which allows clinicians and
managers to ‘constructively join two sets of tremhially opposed ideas’. This relates to
the focus on creating public value and the relaisdourse of ‘leaderism’ (a development
of ‘managerialism’), which has permeated policy gdblic services in the UK in recent
years (Benington; 2011; O'Reilly and Reed, 20101190 Under this discourse clinical
leadership is regarded as a principal means ofainggg control by sharing control’
through incorporating powerful professional grospsh as doctors, who have often used
their powers in the past to impede reforms, inedhcision-making process (Edmonstone,
2009; The Kings Fund, 2011). There is an expectdtiat competent clinical leadership
will provide the means by which to manage the dyicamature of healthcare and pressures
from the ever-increasing expectations of the pubjigplacing change in the forefront and
engaging staff in the change process (Bogustl. 2002;DoH, 2000; Gollopet al, 2004;
Howieson and Thiagarjah, 2011; Millward, and Brya@05; Scottish Government, 2005;
2009; Sheafét al, 2003).

4.2.2: Defining Clinical Leadership

Despite a considerable amount of literature assatiwith ‘clinical leadership’ there are
few definitions of the subject (Howieson and Thiagah, 2011). In some regards theory
in the field echoes that of leadership (see chapte) with early approaches focusing on
the competences of individual clinical leaders whihore recent approaches have
advocated more inclusive and collective forms aidership (Bolden and Gosling, 2006;
Buchanaret al, 2007). It has been suggested that contempoealghtare structures are
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becoming more inclusive and interdisciplinary amdsl dependent upon hierarchical,
medical leadership (Aikeret al, 2000).
clinicians from different professions and at diéfiet levels to lead and direct health care

Thus, there is increasing opportunities

service and clinical practice development (Buchaetal, 2007; Scottish Government,
2009). The focus on sharing and distributing leslgigr throughout the organisation is
evident from the Scottish Executive’s (2005) wogkdefinition:

‘Clinical leadership is about driving service impement and the effective
management of teams to provide excellence in patlemt care. This requires a
distributed approach to leadership developmemqt5)(

Although the above definition gives some clarityt@ghe tasks and anticipated outcomes
of clinical leadership it remains fairly generatise In addition much of the existing
literature on clinical leadership focuses on the foom a medical (e.g. Baker and Denis,
2011; Dickinson and Ham, 2008; Hash al., 2011) or nursing perspective (e.g. Alleyne
and Jumaa, 2007; Carryet al, 2007; Cook, 2001; Cook and Leathard, 2004). ann
attempt to gain a more detailed understanding oficell leadership Howieson and
Thiagarjah (2011) undertook a systematic revievalbfcademic, policy and practitioner
articles, mentioning doctors and leadership in dhstract, published between 2000 and
2009 in the British Medical Journal. From this Wothe researchers identified five levels
of analysis at which clinical leadership could bersto be important. Table 4.1 provides a
summary of these and the corresponding issuesliheal leaders face at each level.

Table 4.1: Levels of Analysis and Key Themes in theMJ

Issues and Problems

The role played by doctors in global health issues. Important to
seek long-term political solutions that reduce human suffering
rather than short-term gains

Level of Analysis
Grand strategic level
(global)

Building and aligning teams, culture and establishing/ re-
establishing trust, identity issues among doctors and the
problems of doctor manager relations.

Organisational level
(strategic)

Group or Team Level
(operational)

The problems of integrating doctors into clinical teams,
alignment, empowerment and diversity issues.

Dyadic level (relations
between two people)

The importance of soft skills, delegation /empowerment
/teamwork, standards/integrity/quality and styles/behaviours
depending on the situation

Individual/ intra-individual
levels

The need to develop non-clinical/technical skills, self-awareness
and emotional intelligence.

Source: Adapted from Howieson and Thiagarjah, 2011p. 10-11
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A key point made by this work is that the issuesthby clinical leaders differ according
to their seniority in the hierarchy, their expedgenand spans of control. Thus, clinical
leaders at different stages in their career willehdifferent focuses and require specific
skills. At a broader level the findings emphasibkat tcontext and situation matter and
universal models of clinical leadership competeribes ignore different contexts are of
limited value {bid).

One of the few examples of research into clinieadership in the UK that acknowledged
the importance of context in clinical leadershipsweammissioned by the NHS North West
Leadership Academy in 2008. The report concluded there was confusion over the
meaning of clinical leadership and what it was a@lrae For example, different theories of
leadership evident in thidext Stage Revie(@oH, 2008) andelivering Quality through

Leadership(Scottish Government, 2009) have different implaag for clinical leadership

as they advocate both a hierarchical model andstaitwlited one. Clinical leadership is
also influenced by the context in which it is exged; for example, whether it is a formal
or informal role, whether it is seen as full-timgher than part-time, and the extent to

which clinical leaders are accepted by differemticians.

The report also distinguished clinical leadershgnt the kind of leadership exercised by
career managers in healthcare in three ways. Rirsqjuired leadership of staff, especially
doctors, who perceived themselves as historicallyemrautonomous and better qualified
than many other professionals inside and outsideeafthcare. Second, since clinicians
were schooled in a scientific, evidence-based amproclinical leadership has to be based
in this paradigm. Third, clinical leadership alsadhto embrace a ‘reflective
practice/professional artistry approach to healdcaather than a technical one’
(Mintzberg, 2004). These distinctions mean thatitexhal analytical frameworks have

informed clinical leadership theory.
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4.3: Power Relations

4.3.1: The Division and Sharing of Power

As mentioned above, there has been a global trend for clinicians (in particular doctors) to
increase their participation in management and leadership. Referring to the work of
Friedson (1985; 1994), Kirkpatrick et al. (2009) suggest that this has led to the process of
re-stratification with new divisions emerging between medical elites and the ‘rank and
file’. Friedson (1994) indentified three strata: ‘rank and file’ representing those doctors
who continue to provide direct patient care; ‘knowledge elites’ referring to doctors in
research and medical education; and ‘administrative elites’ comprising of doctors in
management roles assuming coordination and oversight functions. It is suggested that such
stratification has had mixed implications for the medical profession. On the one hand,
such change has resulted in the loss of autonomy for individual practitioners as their work
becomes more circumscribed by clinical audit, protocols and guidelines (Dent, 2003). At
the same time; however elite groups may be able to maintain or even extend their
dominance through the capture of management roles (Jacobs, 2005). For example, drawing
on Courpasson’s (2000) notion of soft bureaucracy and Nye’s (1990; 2004) concept of soft
power , Sheaff et al. (2003) found that the strategy of co-opting strong professional groups
into the management of healthcare in return for non-government interference into their
internal affairs has resulted in GP’s in primary care remaining largely self-regulating and

relatively autonomous.

4.3.2: The NHS as a Soft Bureaucracy

The concept of soft bureaucracy stems for Weberian theories of organisation and
leadership. It describes an ambivalent structure of governance whereby internal control is
exercised through loosely coupled sophisticated operations management and human
resource strategies using soft power with key groups such as doctors, but exercising hard
power over non-professional groups (Courpasson, 2000; Sheaff et al., 2003). Thus, the
soft power exercised over medical staff and certain other clinical groups through
sophisticated human resource management needs to be contrasted with the hard power

exercised over non-professional groups to obtain their compliance, often by outsourcing,
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redundancies, discipline, payment by results ainrotechniques associated with hard
human resource management. Likewise, at the same ds exercising soft power
internally, soft bureaucracies manage an outwaptession of the exercise of hard power
to key external stakeholders such as politicidms press and general public to demonstrate
value for taxpayers’ money through ostensibly hdrdt essentially inconsistent

performance management techniques and settlent@misgasson, 2000).

A key strategy in the exercise of soft power igitee the best or most willing professionals
managerial powers, though usually weak ones, owdleagues and service delivery
because in soft bureaucracies professionals loofeltow professionals for leadership
rather than to managers (Sheefffal, 2003). Thus, a form of soft governance emerges.
This results in groups like clinical leaders actasgyan intermediary between their clinical
colleagues and general managers, influencing aplies through a combination of
knowledge management, collective self-organisasiod the innuendo of political threats
rather than overt financial administrative or regaty controls (Bergt al, 2000). In turn,
general managers attempt to exercise their infleil@ver these clinical leaders by seeking
to engage them in managerial techniques such a®rmp@nce management, work
allocation etc (Sheaf#ét al, 2003). Such a strategy in healthcare, howeaedes on (a)
managers being able to convince organisational reesnthat managerial logics and
decisions are in the best interests of the orgaarsae.g. in meeting targets and accepting
reforms, (b) that clinical groups renounce thewpoto oppose change and cede control to
managers, and (c) that they accept that survivdl @ogress is dependent on accepting
managerial controls, however disagreeable (e.gexample, given current public sector

funding conditions, efficiencies have to be accépte

Sheaffet al. (2003) concluded from their research that cling@rernance in Primary Care

Trusts resembled a form of soft bureaucracy. Hameto make the concept more
applicable to the primary care sector, it needag@tognise the power of local professional
leaders in this soft bureaucracy, who were ablebain legitimacy by harnessing their
colleagues’ perceptions of the relevance of manmalgegics to the long-term value of the

NHS as a whole rather than strategies (b) ando@yea
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4.3.3: Moving Towards an Accessorized Bureaucracy

Related to the above notion of soft bureaucracy is the suggestion that the effectiveness of
leaders is determined as much by their ability to create and manage impressions of
reforming the system as by their ability to achieve concrete reforms (Finklestein, Hambrick
and Cannella, 2009). In their analysis of reform within NHS England Buchanan and
Fitzgerald (2011) have argued that competing discourses mean that stakeholders in the
NHS have a choice of three endings to the story of reform. The first is one of a radical
transformation of healthcare into a quasi market, commercially-run system. This is a story
that politicians in power have sought to tell and is one also told by many clinicians who
use this discourse of transformation as a resource to oppose such change or to secure
benefits in return (Maclntosh et al., 2011).

The second story is that despite the numerous reforms, the NHS has remained unchanged
as a professionally-dominated bureaucracy, with doctors continuing to exercise negative
power to block change and to remain largely reluctant to engage in leadership of the
service. This ‘more things change, the more they remain the same’ discourse has led to
the leadership deficit argument offered by governments and general managers in the NHS
(Grint, 2008). A third ending to the reform story is to see the NHS as a kind of hybrid,
where both types of organisations co-exist in practice and in the narratives surrounding it.
So, depending on whose interests are being served, politicians, managers and clinicians can
point to some level of support for their frequently conflicting positions. According to
Buchanan and Fitzgerald (2011), such a hybrid organisation can be thought of as an
‘accessorized bureaucracy’, which allows stakeholders to claim the perception of
transformation because the organisation has all of the ‘trappings’ of reform (structures of
control, performance management systems, lean management processes and a widespread
leadership discourse) but without necessarily having to demonstrate substantive

transformation.

Thus, while accepting evidence of transformation, Buchanan and Fitzgerald (2011) also
believe that the NHS is increasingly rule bound and that professional power has been
strengthened by doctors embedding themselves in the new structures to claim a significant

degree of re-capture of their traditional powers. They point to substantial evidence that the
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power of the Royal Colleges and other clinical pssional bodies has remained strong,
and that they have shown a willingness to becomvelwed in clinical and medical

leadership.

4.4: Engaging Clinicians in Leadership

4.4.1: Multi-Professional Leadership

As noted in chapter one, NHS Scotland is a complganisation encompassing acute,
primary and community health services. It emplaysange of professionals including
doctors, nurses and allied health professionalk ef ashom are in positions of influence
because of their professional credibility. Thusere is a drive to engage a variety of
clinicians from across the organisation in managemand leadership (Scottish
Government, 2003; 2007; 2010). Consequently, dsctowurses and allied health
professionals can be observed in leadership positi the top in the form of the Medical
Director influencing the direction of the organisat at the unit level with Clinical
Directors leading the team and at the frontlinénwiinicians who focus on patient care but
solve day-to-day problems and improve quality frdm bottom up (Kirkpatriclet al.,
2009). The focus on multi-professional leaderstdap also be related to Gittell's (2009)
theory on relational coordination (a form of so@apital) which refers to how individuals
communicate and relate for the purpose of taskgiaten. It is proposed relational
coordination is stronger when multi-professiondatienships are underpinning by shared
goals, shared knowledge and mutual respect. Giitstlapplied the concept to the airline
sector; however her latest work has been in hecdtle where she has shown that
organisations with high levels of relational cooation have better care outcomes and
lower overall costs. Central to the theory is thas not about blaming individuals for
poor performance, but rather encouraging us togmse the immense complexity of
creating coordinated experiences for patients. @@ it is acknowledged that various
personal and social factors can hinder the creaiforelational coordination in complex

organisationsilid).
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4.4.2: Personal Challenges to Engagement

Despite the introduction of hybrid roles and thditmal support for clinical leadership,
leadership in the NHS faces a number of challenfgesexample: financial pressures and
targets can lead to short-term thinking, decistake a long time to implement because the
NHS tends to work on a consensus basis, and tlkeeo$ithe workload and unrelenting
pressure can prevent managers from dedicating ti@ie to priority tasks (NHS
Confederation, 2007). Kippist and Fitzgerald (20@ntify several specific barriers to
the effectiveness of the role of hybrid cliniciammager such as time, lack of management

education, lack of interest and the unpredictabditthe clinical role.

Clinical leaders must balance their time betweem fpwofessional roles and deal with both
vertical and horizontal organisational demands piesures (Allen, 1995). This can be
challenging as professionals often have strongmattonal identities and logics and these
may be in conflict with the organisation’s managkadbjectives (Currie, Finn and Martin,
2009; Greenwoockt al, 2011). The dynamic nature of healthcare mehas ¢linical
leaders often find it difficult to allocate time aw from their clinical role to focus on
management duties (Kippist and Fitzgerald, 200Bgually, while some clinicians see
leadership as part of their career developmentralsh the challenge of taking on new
managerial responsibilities, others see it as @adison to their ‘main’ clinical job (Davies
and Harrison, 2003; Kirkpatriclet al, 2009; Sheafét al, 2003). Those clinicians who do
become involved in management positions are oftgarded by their peers as second-rate
or disloyal practitioners who have crossed an irtgmdrline in the sand’ by going over to
the opposition (Llewellyn, 2001). Research alsogests that they are among the least
satisfied with managers and with the ability ohidians to influence reform (Davies and
Harrison, 2003). Managers sometimes respond id, kdlaiming that many clinicians are
naive and form a frequently ‘disloyal oppositio®dause they fail to understand or do not
wish to understand the complex realities and fir@rstringencies involved in running the
NHS including the pressures managers face frontigahs, other service providers and
patient interest group. As a result, all too oftea relationship between managers and
clinicians becomes characterised by fixed and dpgogositions, and ‘disconnected
dialogues’ (Macintosket al, 2011).
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4.4.3: Ambiguity Surrounding the Role

Currie and Lockett (2011) summarise the ambigumyoived in calls for clinicians to
become involved in clinical leadership by pointihg three issues. First, powerful
professionals such as doctors are often able tociegecontrol over clinical practice by
appointing their own ‘leaders’ from within their owanks, who are required to exercise a
collegiate form of control without the need for rfaal clinical leadership appointments.
Second, within clinical professions there is a we#icognised horizontal and vertical
distribution of power and influence that privilegspecialist doctors and marginalises
others (Fitzgerald and Ferlie, 2006), thus creatimgtential for political opposition to any
form of distributed clinical leadership. Thirdlyhe performance logics inherent in
government control and target setting encouragavithehl rather than collective
responsibility and accountability, sometimes legdio individuals being dismissed or
disciplined for major health incidents or poor diyagervice. In such situations, leadership
is more likely to be concentrated at the top beeanfsthe perceived risks involved in
distributed decision-making and a general unwiliegs of professionals to seek to make
themselves accountable. They argue that thesergacombined are likely to limit the
potential for any form of distributed leadershipctmicians. This relates to the wider call
within the literature for more contextual configtiwas of distributed leadership that take
account of pre-existing power relations and expgixta of individual accountability
(Currieet al, 2009; Edwards, 2011; Gordon, 2010; Goskhgl, 2009; Gronn, 2009).

4.4.4: Limited Leadership Expertise

Potential issues also arise due to a lack of manegeeducation and training. Clinical
leaders are often experts within their professidimsyever they may have only limited
organisational expertise which can result in theawing a ‘clinical’ view of management
(ledemaet al, 2004; Fitzgerald and Dufour, 1998), a lack ofemess of others roles in
the organisation (Ormrod, 1993), poor communicatwith fellow team members
(Lopopolo et al, 2004), and practicing individualistic decisioraking (Ahmoset al,
2002). Moreover, it has been suggested that havipgor understanding of organisational
management and leadership theory can impede stragiampning (ledemaet al, 2004;
King et al 2004: cited in Kippist and Fitzgerald, 2009). uShthere has been a growing
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focus on developing the management and leadership skills of clinicians. This was
highlighted in a recent report by the Kings Fund in the UK that summed up the desire to
engage clinicians in leadership through development initiatives when it stated:

‘Leadership development needs to extend “from the board to the ward’. One of the
biggest weaknesses of the NHS has been its failure to engage clinicians -
particularly, but not only doctors - in a sustained way in management and
leadership’. (The Kings Fund, 2011: 3)

Accordingly, as noted in the introduction, several training schemes and development
programmes have been launched in the UK, which attempt to equip health care
professionals with the leadership and management skills required to manage change and
enhance the quality of care delivered to patients (Donaldson, 2001; Large et al., 2005;
Scottish Government 2005; 2009). However, there is uncertainty as to how clinical
leadership identities are developed and maintained and the role of social context on this
process (Fitzgerald et al., 2006; Ham et al., 2011; Millward and Bryan, 2005; Witman et
al., 2011). This uncertainty together with the limitations of such distributed forms of
leadership are particularly apposite in the face of reforms proposed in the light of current
UK government proposals on reform of health and social care, which proposes to distribute
leadership to general practitioners. As Giordano (2011) argued, GPs will become the
principal actor in the relationships between patients and healthcare, which has already
attracted a degree of scepticism among certain healthcare professional groups. This will
place GPs at the centre of a complex web of relationships spanning primary and secondary
health and social care, some of which will be susceptible to dialogue while others may

remain dialectical.

4.4.5: Critical Perspectives on the Leadership Deficit Argument.

Like many clinicians, some academics disagree with the fundamental premises of the
dominant leadership deficit argument in the NHS. Recent input from critical healthcare
scholars into this debate sheds some light on developments thus far and raises some
fundamental questions for the future of clinical leadership. One such example is the work
of Martin and Learmonth (2012), who argue that leadership in the NHS is part of a wider
call for leadership pervading the public sector, the assumption being that it is good for

everyone and is effective in producing reform. Nowhere is this assumption more evident
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than in the establishment of the National Leader€§louncil in the NHS in 2009. Critical

leadership researchers, however, suggest thatrigapes not in everyone’s interests and
Is used as a discourse to mask political contret@ged by powerful groups to frame and
shape others’ sense of identity. They proposeh&alth service staff are being framed and
shaped by the discourse of shared leadership t gakt in ‘governance at a distance’,
reminiscent of soft bureaucracy, as a complememdee coercive modes of control and

the application of hard power.

Martin and Learmonth drew on interviews with 16 NIE&EOs conducted 1998-99 and
analysis of policy documents published since 19%feir discussion of the talk of CEOs
during interviews led them to conclude that thedisse of leadership helped these CEOs
construct a self-identity that reflected supremamrgstige and authority, in contrast to the
former usage of management. Injecting managemamthe jobs of healthcare professions
has been one of the major achievements of manégerjahey argue, but it was not
enough because of its low level status. Consetyye¢hé discourse of leadership has been
used because it does not carry, especially withodecthe same negative connotations —
leaders point the way, managers merely direct dndrastrate (Stewart, 1996).

However, they go further than claiming that leadgrss merely a form of ‘semantic
inflation’ or self-aggrandisement, seeing it as emluctive means of constructing the
identities of many senior clinicians, especiallycaws, who previously would have
rejected a managerial identity, thus freeing theomfwhat they perceived to be a low
level administrative burden. Furthermore, by pignag the notion of leadership to allow
for front line, shared or distributed leadershipnedl as leadership concentrated at the top,
policy (National Leadership Council, 2010) has tedathe possibility that everyone is a
leader. Provocatively, Martin and Learmonth (20i2se two key points if this is

extension of leadership comes to pass:

1) Who will do the following and will they accept tlhancreasingly deprived and
peripheral status?

2) If the term leadership becomes so widespread andptable that management
goes out of fashion, it may well become debased lasd its appeal as an
acceptable new identity for clinicians.
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These ‘limits to re-branding’ have occurred in otpeofessions and are likely to present
the NHS, with a new set of problems if leadersli@atrategy of reform fails to deliver on
its promises that is in terms of what do organisetinextipid).

4.5: Conclusions

This chapter has considered the policy and académei@ture surrounding clinical
leadership. It was suggested that clinical leaderstas become progressively more
important due to a desire to incorporate clinicjgomarticularly doctors, into the overall
management of the NHS to prevent them from usied ghrofessional power to oppose
reforms. Changes to clinical practice are criticathe reform of service delivery and this
cannot be achieved without the cooperation andlwewoent of clinicians in the process.
Yet, enticing significant numbers of motivated agdalified clinicians into clinical
leadership roles has not been easy as past tensidhs management and strong
professional identities has meant that cliniciaasehoften been described as reluctant
leaders. Moreover, balancing such dual-roles isptexnand fraught with challenges.

Leadership has a better image with clinicians tharpredecessor management and the
NHS organisations have initiated a number of dgwakent programmes with the aim of
enhancing the management and leadership skillsnoians. However, it was noted there
are limits to re-branding, to the efficacy and fea€ shared leadership and the willingness
of staff to treat themselves as followers when ywee else is a leader. Finally, it noted
that there is a need for definitions in the fietdrecognise the complexity, variety, and
contextual nature of clinical leadership. Chapterow considers the methodology chosen
for this research; an embedded phenomenologicat sasdy of clinical leadership

development in the Scottish NHS.
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Chapter 5: Methodology

In chapter one the research questions and cond¢dpanzework underpinning the study
were introduced. The flow diagram below illustralesv these relate to philosophical and
methodological choices made during the study toestdthe focal research question which

are now discussed.
Figure 5.1: A Methodological Journey
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5.1: Research Philosophy and Approach

An important consideration when undertaking emplriesearch within the social sciences
is the position of the researcher in terms of ayy] epistemology, and axiology. These
parameters describe perceptions, beliefs, and gdgums relating to the nature of reality

and knowledge of that reality, as well as the medes’s values. All of which can

influence the way in which research is undertakénresearcher can minimise bias and
ensure congruence between their research choidehamriginal research problem if they
are aware of and acknowledge their intrinsic belexid preferences (Blaikie, 2009; Miles
and Huberman, 1994). Figure 5.1 will be refer@thtoughout the chapter as it shows the
methodological choices made in the current reseanchthe relationships between them.
The first three choices relating to research focosceptual context and logic of enquiry
were discussed in chapter one. This chapter exasine philosophical and research

design choices.

5.1.1: Ontology, epistemology and axiology

Underlying any research project are various phpbsmal assumptions about what
constitutes valid research and how data about aqvshenon should be gathered, analysed,
and used (Mingers, 2003). These assumptions rewaivend the concepts of ontology,
epistemology, axiology and methodology. Ontologfen® to our assumptions about the
nature of reality and what constitutes reality (Eds/-Smithet al, 2002; Tashakkori and
Teddie, 1998). Ontological assumptions are deeplgesided and affect what we view as
real and whether we attribute existence to oneofdactors over another. Related to
ontology is the concept of epistemology which refer the study of knowledge and
encompasses theories of what constitutes knowladdeunderstanding (Mingers, 2003).
Epistemology addresses the questions of: ‘whah@wedge’; ‘what are the sources and
limits of knowledge’; ‘how is knowledge acquire@nd ‘how do we know what we know’
(Eriksson and Kovalain, 2008). Alternatively, drgy is concerned with the individual
values or ethics of the researcher and methodaolefgrs to the approach and methods
used to uncover knowledge. A researcher’'s belibfsuareality (ontology), knowledge
(epistemology), and values (axiology) form the egsk ‘paradigm’ or ‘philosophy’, which
guides and frames their approach to research arkodwogical choices (Guba, 1990;
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Perry and Gummesson, 2004; Saunee¢is, 2003). A brief overview of relevant research
paradigms is now provided, followed by a detailestification for the positioning of the

present study within an ‘interpretivist’ approach.

5.1.2: Research Paradigms: A Brief Overview

Different research paradigms (sometimes referredago philosophies) relate to the
fundamental debate within the social sciences ddtladr or not social phenomena can be
studied using a similar approach to that of thespta}l sciences (Williams and May, 1996).
Many classical social and economic theorists (aghAuguste Comte, John Stuart Mill,
Herbert Spencer, and Emile Durkheim) believed thabuld and should be. Therefore,
much of early social and economic research wasitivistic in nature (Hughes and
Sharrock, 1997). Positivism is a research philbgofparadigm) that argues that social
scientists should explore the observable sociallityeausing highly structured
methodologies and should strive towards true ewgdirknowledge similar to that
produced by the physical and natural scientist f8atset al, 2003). However, others
argue that the very nature of human consciousrasbioed with social interaction make
it impossible to study people or communities in shene way as inanimate objects — there
are subjective elements which must be taken intmwat (Hughes and Sharrock, 1997;
Willis, 2007). Consequently, a number of perspestiwere developed under the broad
heading of ‘Interpretivism’. Interpretivism seetes gain insights into a phenomenon by
taking a holistic approach that draws on the peroep and views of the ‘social actors’

involved in the phenomenon (Bryman, 2008).

Today, in the social sciences, there are severapeting paradigms. Some discussions
are organised around the idea that there are tvaaljgens, quantitative and qualitative, but
this is an oversimplification that emphasises datiher than foundational beliefs and
assumptions (Willis, 2007). Research philosophrescontinually evolving, and the exact
number of paradigms and the names associated kgtin tvary from author to author.

However, four paradigms are particularly prominerthin contemporary social research;
these are positivism, critical realism, criticaktiy, and interpretivism (Bryman, 2008

Willis, 2007). Table 5.1 provides an overview okthkey features and philosophical

assumptions of each paradigm to guide discussidrsiamate this study.
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CRITICAL

POSITIVISM CRITICAL REALISM THEORY INTERPRETIVISM
Related Post-Positivism, Post-Positivism, Social Post-Structuralism, Social Constructionism
Paradigms Functionalism Realism, Pragmatism, Postmodernism

Objective world Our perceptions of reality Virtual reality shaped Inter-subjective world

which science can change continually, but the | by social, economic, which science can
ASSUMPTIONS | 'mirror' with underlying structures and ethical, political, represent with
(ontological) privileged mechanisms constituting cultural, and gender concepts of actors;

knowledge that reality are ‘relatively values. Crystallised social construction of

enduring’. over time. reality
Search for Develop a better Understanding the Search for patterns of

KEY FOCUS or
IDEAS

contextual and
organisational
variables which
cause organisational
actions

understanding of these
enduring structures and
mechanisms

impact of power
relationships in
society.

meaning

Contingency theory;

Emergent evolution;

Neo-Marxism;

Symbolic interaction;

Systems theory; Systems theory; Feminism; Ethno-Methodology;
KEY Population ecology; Complexity theory Materialism; Phenomenology;
THEORIES IN Transaction cost; Frankfurt School Hermeneutics;
PARADIGM Economics of theories Postmodernism
organising;
Dustbowl empiricism
Uncover truth and Explain and understand Encourage an Describe meanings,
facts as complex processes taking | informed populace understand members'
GOAL OF quantitatively into account the through displacing definitions of the
specified relations interactions between ideology with situation, examine how
PARADIGM . ) Coe S L
among variables mechanisms and the scientific insights objective realities are
contexts in which they produced
occur.
Verified hypotheses | World exist ‘out there' but Ideas in relation to an | Understanding is
NATURE OF involving valid, our own presence as ideology - knowledge | contextual -
KNOWLEDGE reliable and researchers influences is not value free and | descriptions of
or FORM OF precisely measured | what we are trying to bias should be meanings and
THEORY variables measure - bias should be articulated members= definitions
(epistemology) articulated of situations produced
in natural contexts.
Prediction = Rigor; internal and Theoretical Trustworthiness,
CRITERIA FOR E?(plan'ation external vglidity, reliability, C(.)nsis'ten(':y, ' Authenticity
ASSESSING Rigor; |nterqgl and trustworthiness, Historical insights.
external validity, acknowledgement of
RESEARCH reliability potential researcher
biases.
UNIT OF The variable The process Perceived Meaning; symbolic act
ANALYSIS contradictions
Experiments; Background, academic Action Research, Ethnography;
guestionnaires; politics, and traditional focus groups, participant
secondary data researcher skills should historical analysis, observation;
analysis; not define research interviews;
RESEARCH quantitatively coded | approaches; the nature of Often multi-method conversational
METHODS documents what is to be investigated | and multi-disciplinary | analysis; grounded
and Quantitative: is the primary concern. theory development
TYPE(S) OF regression,; Likert Often multi-method and Case studies;
ANALYSIS scaling; structural multi-disciplinary interviews

equation modelling
Qualitative:
grounded theory
testing

Theory building rather
than theory testing

conversational and
textual analysis;
expansion analysis

Source: Blaikie, 2009; Danermarket al 2002, Gephart, 1999; Guba and Lincoln, 1995; Peyrand
Gummesson, 2004; and Willis, 2007.
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Table 5.1 illustrates that a researcher’s ontoklg@and epistemological beliefs and
assumptions effectively position their researchimita particular paradigm and this in turn
impacts how they approach the research topic aadribthodological choices that they
make to address their research question. Thobghistnot a one way process, each level
influences and is influenced by all the other lsvédee figure 5.1). An alternative
approach worth noting is pragmatism which places rdsearch problem as central; the
researcher chooses the data collection and anahgtisods that are most likely to provide
insights into the question with no philosophicaydtly to one system of philosophy or
reality (Creswell, 2009). There is no justifia@y of asserting with absolute confidence
that one paradigm is better than another. ThudjsN2007) recommends that researchers
should ‘acknowledge that the viewpoints and procesibbased on another paradigm are
accepted and used by ‘reasonable’ scholars evbayfdo not agree with them’ (p.21). He
suggests that having an understanding of diffgparadigms and the relationships between
them allows researchers to work out in their owndsiwhat they believe and make better
informed and thoughtful choice#id). It is also important to remember that while fe t
table each paradigm appears to be independentirteg &re blurred and perspectives
overlap (Blaikie, 2009).

5.1.3: Positioning this PhD Study

Following Willis’ (2007) advice, | set on a journéy learn about different paradigms to
help me work out my own thoughts and beliefs an@éxplore how these relate to the
research purpose (see figure 5.1). The objectieev of the world underpinning
positivismmeant that it did not fit with the current resdar€he purpose of the study was
not to find a direct cause and effect relationgipo test an established theory. Rather the
phenomenon to be explored was complex, dynamic,camiext dependent (see figure
4.1). Positivism requires that researchers are valuednekestudy empirically observable
events (Guba and Lincoln, 1994). Therefore, a tposic viewpoint could not
accommodate the interpretation of unobservable tagts or the exploration of
practitioner perceptions as required in this stu@yitical theory was similarly discounted
as the study did not aim to uncover hidden powkationships or to empower oppressed

members of societylid).
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Choosing betweeanritical realism andinterpretivismwas less straightforward as both, to
some extent, are compatible with my world view aeskarch objectives. Both share the
epistemological view that knowledge is subjectived asocially determined. However,
critical realists argue that while our perceptiaisreality change there remains a ‘real’
world to be discovered (Danermamkt al, 2002; Mingers, 2000). Alternatively,
interpretivism stems from an ontological view tliae world and reality are socially
constructed and give meaning to people (EasterbyhSenh al, 2002). The interpretivist
approach is concerned with subjective, qualitafpfreenomena which are context rich
(Godfrey and Hill, 1995). Interpretivists arguatfo understand complex phenomena and
patterns in social life researchers must examihasglects of a phenomena including the
meanings that social actors within the phenomeondyme and reproduce as a part of their

everyday activities together (Blaikie, 2009).

After careful consideration it was decided tivaerpretivismprovided the best fit with
both the research question and my world view asniphasised a subjective approach
which focuses on deep meanings and aims to unddrsthat is happening in the totality
of each situation (Saundeet al, 2003). An interpretivist paradigm is suitabtethis
study as it recognises that organisational sitnatere complex, unique and a function of a
particular set of circumstances and individud&d]. The research objectives as set out in
chapter one emphasise the investigatiorh@# participants of a leadership programme
explain its impact on their human and social camtad how intellectual capital factors
impact on value creation within public sector origations. Intellectual capital igeated
through a context-specific and subjective proceserging from previous experiences and
current events. Investigating this process reguiesearchers to view facts and values as
intertwined and therefore does not lend itselhi® $cientific method of enquiry. Thus, the
complexity of leadership development in the Scbhth#HS and context dependency of this
research aligns it with interpretivism. Moreovigre conceptual framework underpinning
this research highlights that innovative perforneam strongly linked to the attitudes,
beliefs, behaviours and group norms of organisationembers. This is important as
within the socially constructed world the definited accredit to events and process have

realconsequences
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Interpretivism is flexible in that it allows chargyé the research emphasis as the study
progresses (Willis, 2007). Crucial to the intetptist epistemology is that the researcher
adopts an empathetic stance (Saundew., 2003). Understanding the context in which
the research is conducted is critical to the imetgiion of the data gathered (Cresswell,
2009; Ritchie, Spencer, and O’Connor, 2003). Thudetailed discussion of the political
and organisational context in which the NHS operate@as provided in chapter one.
Interpretivists also recognise that the researhpart of the research process and seeks a
subjective insider view of the phenomena (Sauneéral, 2003). Researchers should
reflect on and acknowledge their role, ultimatedyny careful not misrepresent their value

judgments as scientific facts.

Interpretivists are anti-foundationalists; theyi®et ‘there is no particular right or correct
path to knowledge’ (Smith, 1993, p.120). Althougterpretivism is often associated with
qualitative methods, interpretivists accept alnasthe types of quantitative methods that
positivists use, however they differ in how thetenpret the results of quantitative research
(Willis, 2007). Interpretivists believe that allsearch methods and standards are subjective
therefore fallible, rather than objective and umpat. Quantitative research is only one
source of understanding and in many cases it istmotpreferred mode of research,
interpretivists are open to alternate sources admmg, that post-positivists would regard

as subjective, in particular the personal storfesxperienced practitionerg(d).

5.1.4: Interpretivism: A Phenomenological Approach

Interpretivism is an overarching paradigm whicha@npasses further specific and focused
philosophical views such as hermeneutics, phenologposymbolic interactionism, and
ethno-methodology. Each of these perspectives suggéferent approaches for
interpreting the social world; yet underpinningialthe notion that our interpretations are
context dependent and influenced by our backgr@mbexperiences (Bogdan and Taylor,
1975; Holstein and Gubrium, 1994a). A phenomencklgapproach was chosen for this
study, as it is concerned with discovering and wtdeding the perceptions of those
involved in the complex and unique environmenteadership development within NHS

organisations.
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By focusing on social actors perceptions of situaiphenomenologists’ seek to describe
human activity in a holistic sense. They recogiisg contradictory views occur all the
time and that the parties involved may not necdgsbe lying since ‘it all depends on
where you are sitting, how things look to you’ (Bleg and Bilken, 2007, p25). Moreover,
each of us comes into the research situation witih own preconceptions and
presuppositions about the phenomenon under inatistig One of the greatest challenges
as a phenomenologist is to put aside or ‘bracket’ mvn preconceived ideas and open
ourselves up to how that phenomenon is experiehgatie individual. This requires the
researcher to identify, explicitly state, and catly evaluate their taken for granted
assumptions (Kvale, 1996). Throughout the studykept a research diary where |
periodically reflected on and documented my thosigihid assumptions and how these
related to the participants, phenomenon and resedmoices (Bogdan and Bilken, 2007;
Saldafa, 2009).

Within ethnographic (social interactionist) studiesearchers actively enter the worlds of
the people being studied to explore the observdhié,unnoticed rules people use to
survive in cultures (Schwandt, 1994). Similarlysrheneutic requires the researcher to
enter into the data context and engage in dialogie the text to obtain an in-depth

understanding of the setting of the text and itameg derived from the context (Willis,

2007). In contrast, phenomenology focuses on tigvidual, it studies how people

actively and cooperatively construct the culturesyttake part in (Bogdan and Taylor,
1975; Van Maanen, 1983). It follows then thatheatthan aiming to reduce subjects to
isolated variables or to members of a culture, phenological research seeks to
understand subjective experience, gain insights pebple’s motivations and actions, and
cut through the clutter of taken-for-granted asstiong and conventional wisdom (Kvale,

1996).

5.2 Research Design

The current research originated in the policy spteard was funded through the Scottish
Government ESRC PhD programme; however | was gikienfreedom to develop and

direct the research focus, design, and approadtereTare a variety of research strategies
available to researchers including for example @fhapphy, action research, and case
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study. The selection of an appropriate researdtegly is influenced by the goals of the
research and the nature of the research topic @d83). Adopting a phenomenological

approach the purpose of this study is to gain atergstanding of leadership development
in the Scottish NHS from the perspective of thosmived (Kvale, 1996). The research
question centres on ‘how’ observed phenomena oecur the perceived impact on

innovation within the Scottish NHS. This requiras anderstanding of the nature and
complexity of the processes taking place. Thusiase study approach employing
gualitative methods was selected as the most apatepesearch strategy for this study as

it allows phenomena to be studied in context.

5.2.1: The Case Study Approach

Case study research is used to investigate a cpotany phenomenon within its real life
context, and is especially useful when boundareze/éen phenomena and context are not
clear (Yin, 2003). A research study may be expioya descriptive or explanatory
depending on whether it is employed to answer ‘“wHabw’ or ‘why’ research questions
(ibid). This research encompassed elements of all tisieee the study began with an
initial theory of intellectual capital developmeartd public value creation, but it aimed to
explore the complexity underpinning this relatiapstvithin public sector organisations.
Both Miles and Huberman (1994) and Yin (2003) a@¥ed¢haicase study enquityenefits
from the prior development of a theoretical framework to dguidata collection and
analysis. To avoid the possibility of prematureotte¢ical closure | maintained an open-

mind and was receptive to new ideas emerging flmrdata.

The unit of analysis within a qualitative case gtwdn range from individuals to roles,
groups, organisations, programmes, and culturegegaflless of the unit analysis, a
qualitative case study seeks to describe that mnitepth, in detail, in context, and
holistically (Patton, 1987; Stake 1995). It is imot to remember that a case always
occurs in a specified social and physical setting,cannot study individual cases devoid
of their context in the way that a quantitativeeasher often does (Miles and Huberman,
1994). In addition, Yin (2003) points out that ase may have sub-cases ‘embedded’
within then. He distinguishes between four typéscase study design: single case
(holistic); single case (embedded); multiple cadéslistic); and multiple cases
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(embedded). A single case (embedded) study deggnselected for this research rather
than a multiple (or comparative) approach as thepgee was to gain a depth
understanding of the single case (Easterby-Setithl, 2002; Bryman, 2008; Gillham,
2000) by examining different levels of analysise(tbrganisation, a specific development
programme, and participants of the programme) dm relationships between them
(Stake, 1995). Comparing and contrasting findiagsoss the individual participants
nested within the case (Miles and Huberman, 1994).

A key strength of the case study design (both siragid multiple) is that it is a multi-
method approach (Gillham, 2000; Lewis, 2003; Stak®95; Yin, 2003), which can
incorporate various sub-methods. It can gathetiptelviews (Lewis, 2003; Yin, 2003)
and reduce the discrepancy between what peoplarshyvhat they do (Gillham, 2000).
Moreover, phenomena can be observed in contextifl.€003) and unique cultural and

social issues can be taken into consideration (X003).

There is debate over the validity and reliabiliy case study research (Bryman, 2008;
Ruddin, 2006; Yin, 2003). Critics of the methodréasuggested thatubjective biags
inherent within the method (Diamond, 1996: citedripvbjerg, 2006). They argue that it
relies too heavily on researcher judgments andiels & is less accurate than quantitative
research (Yin, 2003). However, others dispute #nguument stating that it neglects the
rich insights that case-study researchers canigtorreal-life situations (Flyvbjerg, 2006;
Stake, 1995).

Yin (2003) suggests that researchers should endeavageport case study evidence fairly
and accurately. He recommends a number of ways#sa study researchers can improve
both the construct validity and reliability of theesearch. These include: drawing on
multiple sources of evidence; identifying sourcébias and minimising them; developing
a case study protocdlan overview of the case study project, field pahaes; questions
and report guide); and developingcase study databasea complete, organised and
categorised store of all research data and materigthis evidence needs to be woven into

a narrative account presenting what Yin (2003)sddiéchain of evidence.
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A further area of contention relates to the extievahidity or generalisability of case study
research (Bryman, 2008; Lewis, 2003; Flyvbjerg, &0Ruddin, 2006). Some traditional
theorists express concerns regarding the applitabfl case study findings to the world in
general (Flyvbjerb, 2006; Silverman, 2000). Yi@@3) states that this argument is based
on a basic misunderstanding of how to use caserialatease studies, like experiments,
are generalisable to theoretical propositions andtrto populations or universeqYin,
2003:10). In this sense it resembles a qualitagxgeriment where the researcher will
analyse to create theories, not state the comnpdltheir occurrence (Gill and Johnson,
2002). Case study research is not sampling reseigsqrimary objective is to thoroughly
understand the nature of the cases in questionm(@&@mny 2008; Lewis, 2003; Stake, 1995;
Yin, 2003). However, it can inform knowledge (Brgm 2008; Yin, 2003; Stake, 1995)
and present findings that afanalytic[ally] generalisable’ (Yin, 2003: 32, adapted).
Furthermore, it is suggested that the strategectieh of gxtremé cases can improve the

generalisability of findings (Flyvbjerb, 2006).

Despite these concerns, an embedded case studyappaspriate for this study as it
allowed me to examine leadership development wittencontext of a complex healthcare
environment (see figure 4.1). The research objestemphasised the need for an in-depth
study which incorporates the opinions of multiplakeholders to provide theoretical
clarification. Completing an embedded case studyg wffective as it allowed me to
explore the concepts clinical leadership, leadperdevelopment and knowledge transfer at
a policy, organisational and individual level. dmporating multiple methods the research

was able to account for a range of voices and mnfitreory and practice.

5.2.2: Selection Criteria

An important part of case study research is idgintf a suitable case or cases, which
satisfy the research aims and objectives. In abeeaed case study design this involves
deciding on a primary case then locating an appmtgpsub-case or cases within it. An
overview of the structure of this study is shownFigure 5.1. The Scottish NHS was
selected as the ‘primary’ public sector case incwhio base the current research as it
reflected the contextual elements implicit withimet research purpose. It is a

multidisciplinary organisation that operates in altitude of contexts and is an important
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area of public services reform. The second lefe@lestigation involved an in-depth case
analysis of an ongoing leadership development progre targeted at clinical leaders from
across all areas and professions within the SbottislS. The programme represents a
significant investment in the human and social ef participants and it was chosen as
it met the theoretical and policy criteria for theeidy. The final level of analysis was to
follow-up with the colleagues of three clinical desis from the programme, located in
different boards, who had described particularlyenesting stories or innovative

applications that were relevant to the researchabives.

Figure 5.2: Overview of Research Design: An Embead Case Study

Interviews with NHS HR Directors
Level 1: Organisation

Relevant Policy and Practice Documents

Level 2: Investment Interviews with 2009/2010 participants,
co-coordinator, and providers
DTF

LeaderShlp Relevant programme documents
Programme

Level 3: Special Cases
Follow-up interviews with

specific participants,
colleagues & past participants

Participant A Participant B Participant C

Source: Authors Diagram

Adopting an embedded case study approach allowedongain rich insights into the
leadership development in the NHS. The purpose wais to produce externally
generalisable results, but to thoroughly understaednature of the cases in question and
to provide analytically generalisable findings whican inform wider theory (Yin, 2003).
Nonetheless, to improve the validity and reliapildf the research | drew on multiple
sources of evidence and developechae study protocalutlining the three phases of the
case study project, the aims and objectives, i@@arguides and potential sources of bias.

An electronic database was also developed to stégearch data and materials.
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5.2.3: Negotiating Access

Case access was facilitated through my Scottishefdovent supervisor. For the initial
interviews, following an email introduction from e&hScottish Government, potential
participants were contacted directly. In the selcphase my supervisor and | met with the
programme coordinator and negotiated access t@a66/2010 cohort (completed during
the study). | was then given the opportunity tesent an overview of the study to the
cohort and ask for their assistance. In returrrddpced a short (fully anonymised)
practitioner report for the course coordinatorsctmtribute to the wider programme
evaluation and presented summary results backetpdkticipants at a consolidation event
in May 2010. This idea of mutual exchange is netvnhowever it is important that
researchers are realistic and specific in theinpses (Bryman, 2008; Easterby-Sméh
al., 2002).

5.2.4: The Sample

An important aspect of the study was identifyingaanple of relevant people who would
participate in the researchA sample is a small-scale representation of a lagyeuping

or population’ (Hedges, 1978, p. 57; quoted by Thomas, 2004)nefadly, within case
study research, the sample is selected from pewsithis the case setting (Easterby-Smith
et al, 2002). For this study, a purposive or judgenlesgmple was chosen as this allowed
for the selection of participants who best enaltfeiresearch questions to be addressed
(Miles and Huberman, 1994). In phase one, | puvptsselected sample members whom
| believed had a wealth of knowledge and experi@ideuman capital management within
the Scottish NHS. HR Directors were selected asatin was to obtain an overview of the
contextual issues and current focuses in peopleagement. Phase two drew on
evaluation literature and aimed to gather data fromitiple stakeholders to provide a
holistic examination of the selected leadershipetlgyment programme. Sample members
included participants from the 2009/2010 cohorte gorogramme co-ordinator, and
programme providers (Polonsky and Walker, 2005)ddifdonal participants for phase
three, an in-depth analysis of special or revejataises, were selected using the snowball
technique; this is where subsequent respondents identified from referrals provided by
the initial respondents (Malthoted al,, 2002: cited by Polonsky and Walker, 2005).
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The optimum sample size for a qualitative studylificult to determine and generally
depends on the study’s purpose (Saundsral, 2003). There are a no rules with regard
to the number of participants; however, it is efiaérthat the information gathered is
accurate and relevant. If the researcher hopesale statistical generalisations a large
number of respondents will be needed. On the dthed, if the purpose is to understand
the topic as experienced by one specific persas,aifie subject will be sufficient (Kvale,
1996; Thomas, 2004). Miles and Huberman (1994) ggeghat: at each step along the
evidential trail, we make sampling decisions toriffathe main patterns, see contrasts,
identify exceptions or discrepant instances, andouar negative instances where the
pattern does not hold(p.29, adapted) Within case studies sampling is almost always
nested, sampling is theoretically driven and hagexative or rolling quality, developing
in progressive waves as the study progresbel.(

In this study sampling decisions were made in imtatto the study’s conceptual
framework and research questions. In phases oge pHurticipant selection was
theoretically driven encompassing stakeholders vathwealth of knowledge of the
phenomenon. In phase two, ‘intensity’ sampling wagployed, the research focused on
participants who | believed would provide a sounteich information. Lastly, for phase
three snowball sampling was used to identify addal stakeholders (Miles and
Huberman, 1994). At each phase sampling decisiane aiso guided by the principles of
theoretical saturation. Data was collected untdheeoncept had been fully explored and
no new insights were being generated (Bryman, 2008k final sample was made up of
twelve board level HR managers, twenty-one progranparticipants, four programme
providers, the programme’s coordinator, and sixitemthl stakeholders (including: past
participants, colleagues, subordinates, and maspag@il participants were assured
anonymity; therefore, all names and references tteere and places were changed.

Appendix E provides participants’ pseudonyms andesbrief background details.

5.2.5: A Qualitative Methodology

Within an embedded case study design both the pyimiad secondary cases should be

analysed holistically to provide an in-depth unteding of each individual case and how
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they relate to each other (Bryman 2008). It i-onemended that data are gathered from
various sources and through multiple methods (2003). The research questions and
underpinning philosophy influence whether reseascleenploy qualitative, quantitative or
mixed methods to collect data. This study sitdimnithe phenomenological paradigm and
it is interested in people’s subjective experieraed interpretations of the world. It aims
to provide rich insights into the role of leadepsidevelopment in promoting value within
the Scottish NHS. Therefore, | drew on in-deptlalgative methods to gather data that
would allow me to investigate relatively little ko phenomena through the eyes of those
involved in it (Easterby-Smitlet al., 2002; Polonsky and Walker, 2005; Saundsral.,
2003; Willis, 2007).

Qualitative research has been defined as:

‘an array of interpretive techniques which seeldéscribe, decode, translate, and
otherwise come to terms with the meaning, not feegy of certain...phenomena in
the social world’ (Van Maanen, 1983, p.9)

Qualitative methods are generally based on wortlserathan numbers. The use of
qualitative methods can produce rich insights icbonplex environments (Lewis, 2003;
Saunder®t al, 2003; Stake, 1995). They allow the researahemtlerstand the thoughts
and feelings of respondents and can provide théhdeghind numbers (Bryman, 2008;
Miles and Huberman, 1994; Polonsky and Walker, 200%his research sought to gain an
understanding of the complexities involved in leatligp development within professional
organisations from the perceptions of those inwlvBy adopting a qualitative approach |
was able to explore the variety of meanings aststiaith clinical leadership and address
the fundamental issue diow leadership development interacts with the context t
determine individual and organisational outcomegshe use of qualitative methods is in
line with social constructionist literature withithe field (Fairhurst and Grant, 2010;
Tourish and Barge, 2010). In chapter two it waseobed that leadership is a theoretically
diverse field of research. This diversity is eahae the methodological approaches
employed within the field. Traditionally, much dfie literature was dominated by
positivist approaches in the form of hypothesiginigs self-administered questionnaires
and quantitative analysis. However, the growth ledoties acknowledging the social,
contextual and processual aspects of leadership k&l to an increase in qualitative
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studies incorporating methods such as interviewasjqgipant observation, textual analysis
and discourse analysis (Bryman, 2011; KempsterRardy, 2011). Moreover, recently
commentators have emphasised the importance ofitloigal research designs that
incorporate mixed methods (Day, 2011; Riggio andriard, 2011).

5.3: Methods

A multi-method approach incorporating in-depth sstnuctured interviews, document
analysis, and observation of programme and poh@nts was employed for this study.
Data was collected in three phases (see figure 5Fcused, in-depth interviews with
selected stakeholders from the Scottish NHS, itiqudar members of an ongoing national
leadership development programme, were the primmaatyrod of data collection. NHS and
government policy documents relating to leadersthgvelopment and human capital
management together with programme specific doctsnaare collected to aid analysis
and contextual understanding. In addition, ovperaod of two years | attended a number
of policy and practice events and observed elematee programme in action. From
these observations | discovered prominent issudsagtitudes that | was able to further

explore during the interview sessions (Lewis, 2003)

5.3.1: The Qualitative Interview

A qualitative interview can be described as a psefd discussion between two or more
people (Kahn and Cannel, 1957: cited by Sauneteat, 2003), in which, the interviewer
aims to gain insight into the interviewee’s percapd of a particular topic (Kvale, 1996;
Polonsky and Walker, 2005; Thomas, 2004). Qualgahterviews are particularly useful
for exploratory research; this is where the redeardoes not have a vast knowledge of a
topic and requires the flexibility to explore tresue. This study fits into that category as
the relationship between investment in people tinotraining and development and the
creation of public value is complex, but is not magfined (e.g. Marr and Moustaghfir,
2005). Citing King (1994), Hewison (2002) maintathat:

‘qualitative interviewing is ideally suited to exanmg topics in which different
levels of meaning need to be explored ... [and igfulsn studying organisational
and group identities in large organisations sucthasNHS’ (p. 550).
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Semi-structured qualitative interviews were chogen this research. Semi-structured
interviews are widely used in phenomenological aede as they allow respondents to talk
about what is of central significance to him or hather than the interviewer’s
preconceived ideas (Legaed al, 2003), while the loose structure ensures tHabplcs
fundamental to the study are covered (Bell, 1998his flexibility was essential to this
study as it allowed me to explore different acceurftleadership development within the
complex healthcare environment. An additional atlvge of the qualitative research
interview is that it allows the interviewer to obge the interviewee’s body language,
facial expressions and tone of voice (Kvale, 19§go, 1992). Moreover, the interviewer
is able to react appropriately by possibly prohkiing interviewee for additional details or
changing the topic if the interviewee becomes eéssted or uncomfortable.
Misunderstandings can be clarified as they ocdemrthermore, the interviewer can use
visual or other aids to ask complex or theoretipadstions (Saundegt al, 2003). These
benefits cannot always be achieved with other tieckas such as a questionnaire or a more
structured interview. Nevertheless, the interv@tuation comes with its own limitations.
Interviewers must be careful not to display biasaxs a particular view as an interviewee
may respond to comments, tone or nonverbal behayieil, 1999; Collis and Hussey,
2003; Saunderst al., 2003). Thus, for this study leading questions wereided and
participants’ answers were clarified, rather thasumptions being made (King, 1994). To
prevent confusion or partial answers the interviealso refrained from asking multiple
questions, such as, ‘how did you ... and what didgecide?’ (Saundeet al.,2003).

A further potential weakness of interviews is ttiegy rely on people’s accounts of their
actions as representing something beyond the ietersgituation (May, 1997). Several
possibilities can arise from this. For instancggaaunts may simply be inaccurate for one
reason or another. On the other hand, accountsbh@ay genuine reflection of a person's
experience, but there may be circumstances andswéch surrounded the experience of
which the person was not aware. Thus, it is ardhatla direct and full understanding can
be achieved only by studying the context and cistamces of the experiences to which
people referibid). In this study background observations of pokwents, development
workshops and cohort-led discussions gave me aghingito the context of leadership
development in the NHS. In addition, phenomendalalgiesearch aims to understand how
individuals involved make sense of their world (\Wkgi1995). Through interviews with
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different stakeholders | was also able to studypirenomenon from multiple perspectives

and account for a range of voices.

Research interviews are flexible, sensitive to ewntand dependent on the personal
interaction between the interviewer and interviewdgéence, a common concern in the
literature is that different interviewers will prace different interviews (Kvale, 1996).
However, this is not necessarily a fault, the lr@strviews are those in which interviewees
are at ease and talk freely about their points iefvy achieving this relies on the
craftsmanship, empathy and knowledge of the intever (Bogdan and Biklen, 2007
Kvale, 1996). So rather than attempt to elimini@ personal interaction between the
interviewer and interviewee, the focus should bengproving that interaction by building
rapport, listening carefully and not judging intemwwees. Although it is important for
researchers to acknowledge these personal relaipmsat the same time they must also
thoroughly plan and design the interview to all@plication (Kvale, 1996). The purpose
is not to change participants’ views but learn rtheiews and why they perceive

phenomena that way (Bogdan and Biklen, 2007).

5.3.2: Interview Data Collection

Prior to the interviews, participants were sentriaflintroduction to the research setting
out the background, purpose and key themes to Wered. For this research four flexible
interview guides were developed (see appendix Regrd was one for the HR directors
which sought to uncover how human capital invests'@rere managed and measured at
an organisational level. The remaining three guictevered similar themes relating to the
leadership development programme and its outconmek imacorporated Kirkpatrick's
(1994) four levels of evaluation and focused ontip@ants’ experiences of the
programme, how they have applied and transferreaviedge and skills, the influence of
contextual elements, and the perceived impacteptobgramme. However, they differed
in focus depending on whether the participant wgsragramme member, provider or

colleague/manager.

All interviews had a common opening: an introductto the research aim and objectives,
participants were then asked one or two open dquest gently introduce them to the
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topic. For example, programme members were askelkdcribe their experience of the
development programme and how it related to thegidérship practices within their job.
The rest of the interview was based on a numbehemhes; which were addressed in a
random sequence depending on the natural flow df @gerview (King, 1994). These
themes included, for example, ‘learning in a mudtglinary group’, ‘application of
knowledge’ and the ‘experiences of individual eletsé It also investigated the
contextual aspects that had aided or hindereddnsfer of knowledge and skills into their
day-to-day work. The flexible structure of the iviews allowed participants to give their
viewpoint and raise topics. The interviewer alsepared structuring questions to bring
the conversation back on track, when a theme hamnbe exhausted and probing

questions, to extend partial answers (Kvale, 1996).

Interviews lasted between thirty and ninety minudepending on the interviewee and the
time they had available. Phase one encompassedetweldepth interviews with HR
directors from NHS boards across Scotland. In @he®, 21 in-depth (sixty to ninety
minute) interviews with current members of the pamgme were complemented by five
shorter (thirty to forty minute) interviews with éhcourse coordinator and programme
providers. Phase 3 involved follow-up interviewshwselected case participants and
interviews with additional stakeholders in theiganisation such as colleagues and past
programme members. For participants’ convenietieemajority of interviews took place
at each interviewee’s place of work (Bell, 199®)ter participants gave their permission,
interviews were recorded using a digital record&ecording an interaction minimises
‘infection’ through interpretation which can occwhen dealing with written field notes
(Hammersley and Atkinson, 1995). Moreover, it @bothe interviewer to engage at an
interpersonal level with the respondent and coma&mton using appropriate interview
techniques rather than worrying about writing véirbanotes. However, using a recorder
can adversely impact the relationship between riterviewee and interviewer as there is
an undue focus on the recorder or it may inhibmheanterviewee responses and reduce
reliability if they are unwilling to state sometlgifiormally (Saunderst al, 2003). Thus,

in the present study to minimise restricted answeesinterviewer assured interviewees
that if they became uncomfortable at any point teeorder would be switched off.

Shorthand notes were also compiled lest the teoggolailed. Interview transcriptions
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were then typed-up using both the recorded conttersaand the shorthand notes. Any

inconsistencies or possible misquotes were thefiromed with each participant.

An important part of data gathering is trying tonimise the incidence and effect of errors
on your research (Polonsky and Walker, 2005). &foee, interviews were transcribed
shortly after each interview and any uncertaintiese clarified with participants. To
minimise interviewer or respondent bias, prior he tinterview each interviewee was
supplied with a brief overview of the interview thes; however, typical responses were
not suggested. Holstein and Gubrium (2004b) desan interview asmore like a two-
way informational street than a one-way data pipe€li(p.298). Thus, on the day of the
interview, the interviewer dressed appropriatelgt apened the interview professionally. |
was aware that the interview was an ‘interactionant’ - the participants’ accounts of
their experiences were beinguutually and collaboratively producédRapley, 2004, p.
16) through the interaction between us. Henceogrsidered myself to be an active
participant in the process, guiding the talk, shmgviinterest and encouraging the
participant, for instance through ‘response tokdRslpley, 2004, p. 20), such as: asking
for clarification, nodding, and verbal ‘umm’s’, andah’s’. Such response tokens also
demonstrate to the respondent that interviewelisiering and contribute to meaning
construction rather than contamination (Holsteird &ubrium 2004; Saunderst al.,
2003).

Interviews were the primary method of data collattas they allowed me to gain an
understanding of leadership development in the tS8bolNHS from the perspective of
those involved. However, additional contextual enal was gathered through the
examination of pertinent organisational documemsd #e observation of policy and
programme-specific events. The logic and reasoaimdgrpinning these methods of data

collection are discussed below.
5.3.3: Documents as a Data Source
Organisations, and the social actors within theradpce a multitude of documents for a

variety of purposes on a daily basis including, dgample, reports, guides, prospectuses,
and financial accounts. Moreover, they refer td are guided by external documents such
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as government reports, guides, and reviews. Quoiesgly, it is argued that if we want to
understand how organisations work and how peopk& within them, then it is important
to consider their various activities as readers wmidlers (Atkins and Coffey, 2004).
Documents are a frequently used as a source otajiied data within case study research
(Yin, 2003) as they can be ‘ach source of information, contextually relevarand
grounded in the contexts they represéhihcoln and Guba, 1985, p. 277). In other words,
documents, and the processes, thoughts, and oatjane activities of which they provide
evidence, can offer insights into the content dreddontext of events in time (Prior, 2003).
Documents were collected as secondary source af fdatthis study as | believed that
these would support the interview data by providarg overview of the underpinning
policy and an impression of how the programme dperaithout interrupting or impeding
it.

The first task was to identify relevant documenisl aletermine appropriate selection
criteria. The present study aims to understandi@hdership context within the Scottish
NHS and how this has influenced current developmamproaches and ‘learning’

application. The main materials analysed for thislg include:

(a) Strategy and policy documents relating leaderghipé Scottish NHS;
(b) Materials provided to participants of the leadgrskevelopment programme; and
(c) Materials produced by participants that draw onabdpies gained during the

programme.

Strategy and policy documents were collected fromuenber of sources including the
Scottish Government’s online publication archivee NHS Education for Scotland (NES)
website, and the NHS Institute for Innovation amgbilovement resource webpage. Initial
keyword searches were conducted to locate docunrerdting to clinical leadership,

leadership development, and public value. Searalees limited to documents published
between 2000 and 2011 as this provided an indicatidhe policy and practice guidance
supporting the case development programme. Atotlieet of phase 2 the programme
coordinator also provided programme-specific doausesuch as promotional material,
training schedules and past evaluation reportses@finelped me to become familiar with
the theory and background of the programme; how#arould be noted that document
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selection was at the discretion of a gate keef@milarly throughout the research several
participants provided personal and organisatiogebstsuch as reports and presentations to
further illustrate points discussed within the miews. Due to the nature of their
procurement, materials from category (b) and (c)ewteeated as confidential data. All
documentary sources were evaluated in terms ofr tleithenticity, credibility,

representativeness and meaning (Thomas, 2004).

5.3.4: Analysing Documents in Context

Thomas (2004) distinguishes between two uses afirdeats in the social sciences either
as a resource for research or a topic of reseafisha resource, an analyst’'s main interest
is in the contents of the documents. Whereastagie, it is the document itself that is the
focus of analysis. For this study, documents véeen as a resource in that the ‘content’
of selected documents can assist in theory devedopnYet, it is important to remember
that the documents studied were not produced ®ptirpose of the study, thus relevant
data may be restricted. Documents are ‘socias’fat that they are produced, shared and
used in socially organised ways. They are not; dwan, transparent representations of
organisational routines, decision-making processes professional diagnosis.
Accordingly, analysis should not be confined justthe inspection of the documents
themselves, but also incorporate a clear undenstgraf how documents are produced,
circulated, read, stored, and used for a wide iagepurposes (Atkins and Coffey, 2004).
It is important to be assured that a document tiseantic, free from errors, and meets other

criteria of adequacy (Thomas, 2004).

In order to make sense of the textual material idened within this study | produced a
database of the included documents recording geseri details for each document
including: who wrote it, why it was written, who w/és target audience, the style in which
it was written, the language that is used, and Haats’ were presented (Atkins and
Coffey, 2004; Prior, 2003). This allowed me to sider the full context of each document
when assessing its reliability and validity. Arshg pre-existing documents requires a
different approach from self-generated texts sushinderview transcripts. With self-
generated texts researchers are able to link teeviaw questions directly to the research
focus therefore when it comes to analysis theyadlyenave some direction. In contrast,
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when using pre-existing material researchers neetlet open and flexible to change
depending on what is contained in the document€C@003). Thus, in this study
analysis was completed in two phases. Firstly,udwnts were read and examined
inductively to identify key themes to be exploredthm the interviews. Secondly,

following the interview analysis (described in sect5.4) documents were coded using the

refined thematic coding frame.

Documents are a product of their author(s); th@yegent views and perceptions and refer
to other realities and domains. However, text dadumentation are not only produced,
but also, in turn, are productive. Documents e Ipeople to act a certain way because
of the way that things are structured and phragemr, 2004). Thus, when studying a
particular phenomenon it is important to considecuinents that may impact it. For
example, the NHS Scotland Leadership DevelopmestEwork (Scottish Government,
2005) and related discussion papers and reportee weportant to the study as the
objectives set out within the framework impacteel skructure, content, and delivery of the
case programme. There are a number of advantdgesalysing documents in this way,
for example, the documents were readily availabl® @uld be accessed at low cost, the
process was user-friendly, and unlike interviewpogses, documents do not react to the
research question&resswell, 2009; Thomas, 2004). The documents pisgided an
insight into the context and circumstances undeipm the research and gave me the
opportunity to explore topics beyond the timescdlthe interview study (Thomas, 2004).

Common criticisms of documentary research tendtéonsfrom how they are used, as
opposed to their use in the first place. (May, J99%s discussed above, it is important to
recognise that documents are not neutral artefaciysts must be critical and consider
each document in terms of its potential bias: wieiple decide to record, to leave in or
take-out, is informed by decisions which relatethe social, political and economic
environment of which they are part. To overcoms ttonstraint, | critically read each of
the documents and recorded my thoughts within tescrptive database. A further
limitation relates to the selective reading of doemts (bid). Within this study the search
criteria for policy documents focused on three ntapics: clinical leadership, leadership
development and public value. However as notethénprevious chapter, the complex
interplay between different elements in clinicahdership development suggests that
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additional areas of policy may have informed thegpamme and influenced the context in
which participants apply learning. There are atsncerns over the selection of
programme and participant documents. Programmandects were provided by a gate
keeper, while participant documents were receiyemtalically and varied depending on
what participants volunteered. Despite these ssloeument analysis was considered a
useful secondary method for data collection aatved me to understand the foundations
of leadership policy within the NHS and the strgtdgehind the case development
programme. Combining this data with the rich, dpswe data gathered within the
interviews provided a fuller picture of the complprocess of leadership development
within the Scottish NHS.

5.3.5: Participant Observation

Several different methods were considered for thplementation of this study. Some
methods available were obviously unsuitable antivait be discussed here. The selection
of methods was primarily based upon how well meshaauld satisfy the underlying
philosophy and aims of the study. In addition talgative interviews and documents,
participant observation was employed to gain bamkgd information and build
participant rapport. During the study | was giwee opportunity to attend a number of
policies and programme events as an observericipartt observation is primarily related
to symbolic interactionism and ethnography whicltaemage researchers to ‘immerse’
themselves within a particular setting in ordergain knowledge of phenomena in its
natural setting where the focus is on the contéxdnd cultural elements of a situation
(Gill and Johnson, 2002). However, participant esbagtion can also be used with
phenomenological case-study research to build rappioh individual participants and
gain an understanding of the context and circunesgrwhich influence members’
perceptions (Yin, 2003). Participant observationparticularly useful in exploratory
research where the researcher does not have &n@stedge of a topic and wants the
flexibility to explore the issue as it provides ess to théinsiders’ world of meaning’
(Jorgenson, 1989:15).
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Participant observation represents intensive inyasbn and when done properly can
provide a rich source of data and give the researaheal insight into the phenomena

(Saunderet al, 2003). There are four main forms of participalnservationibid):

1) complete participant (involvement - covert) ;
2) complete observer (detachment - covert);
3) observer as participant (detachment - overt); and

4) participant as observer (involvement -overt)

Each of the forms varies with regard to the levklinvwolvement of the researcher
involvement versus detachmemind the extent to which the researcher is operhandst
about their role with participants evert versus coveiBryman, 2008; Jorgensen, 1989;
Saunderset al, 2003). After a thorough consideration of theumatof the proposed
research, | concluded that tkemplete participant or participant-as-observapproach
would be best to gain the adequate insight intol¢laelership development experience.
Both of these forms require the researcher to becafally functioning member of the
group (Bryman, 2008:299). This raises practical problamserms of time, effort and
access (Gill and Johnson, 2002; Jorgensen, 1988)hodological issues are also raised as
it assumes that the researcher’s presence wilafiett the dynamics of the environment
(ibid). It also introduces new ethical dilemmas in tewh misleading participants and the
potential for psychological harm (Saundetsal, 2003). With adequate planning and
rigour each of these issues can be overcome. Haowsych observation studies will
require significant investment in time and efforbrh the researcher (Yin, 2003).
Consequently, it was decided that a more seleetpoach would be adopted for this

study.

| attended a range of policy meetings, trainingsdagd discussion events relating to the
‘case’ development programme as well as wider ledmje development in the NHS. At
these events participants were aware of my presamtd&new the purpose of the research.
A semi-structured approach to data collection wdepted whereby key statements,
activities, interactions between participants, padicipants reactions to events were noted
in short hand and typed up directly after the olstgon for future analysis. My role was
primarily as an observer; however when asked forimpyt | responded to minimise any



126

impact due to the ‘strangeness’ of somebody ohsgr{dorgensen, 1989). Although this
could be classed as ‘participant as observer’ thdigipant role was limited as |
participated in selected activities but did not dme a full member of programme.
Attending these events also gave me the opportuaitpuild rapport with prospective
research participants. During coffee and lunch ksdanade a conscious effort to engage
with participants on a more personal level askhmgt about their experiences, explaining

the purpose of the research and most importastigriing to their views.

Observation gives direct access to people's behavidany researchers doubt whether
what people say they have done, are doing or wilindthe future bears much relation to
their actual behaviour (Deutscher, 1973). Thus, dbservations allowed me to gather
information about how the programme actually opaparticularly regarding the process
of learning through interaction. In addition, | svable to observe specific issues and
attitudes that | was able to explore further in theerviews. Despite these benefits,

observation remained only a small supplementary pérthe current research. The

observations within the study provided useful backgd material, yet observation is not a
straightforward process. We notice only some of tthiegs we see, we remember only
some of the things we notice, and different peotce and remember different aspects
of the same experiences (Thomas, 2004). Thus debturaterpreting behaviours and

categorising observations is a complicated task.

5.4: Analytical Strategy

5.4.1: A Thematic Approach

A major issue of any qualitative research is degjdiow the data should be transformed
from an extensive assortment of raw materials antoncise and meaningful description of
what was observed (Easterby-Snathal, 2002; Ritchieet al, 2003; Thomas, 2004). In
line with the phenomenological perspective a tharagiproach was adopted for this study
(Kvale, 1996; Willis, P., 2001). This involved dggregating the mass of qualitative data
collected into meaningful and related categorie$his then allows the data to be
rearranged and analysed systematically and rigbygBsgdan and Bilken, 2007; Ritchie
et al, 2003; Saunderst al, 2003). As the research is explorative it wasicdksl that an
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inductive approach to the analysis would be mogr@miate. A number of steps were

taken to organise, interpret and analyse the irterdata (see figure 5.3):

Figure 5.3: Steps for Analysis of Interview Data

a. Shortly after the interviews, transcripts were produced;

b. Initial summaries of the data were created and key quotes were noted;

c. These summaries together with a knowledge of past literature allow key themes to be
identified (open-coding);

d. Sections of the interviews were then categorised in relation to these themes;

e. The data were then rearranged according to this categorisation and new summaries
were produced;

f. Initial data analysis was then completed. This involved looking for patterns or
relationships and identifying new themes or categories within the rearranged data (axial
coding);

g. Interviews were then interpreted by considering the data more extensively in order to
uncover deeper understandings of the data;

h. These interpretations were then tested by seeking alternative explanations and
negative examples; and

i. Finally the ideas and emergent theories were linked to past literature.

Source: Kvale, 1996; Ritchieet al, 2003; Saunder®t al, 2003; Thomas; 2004.

Using the above process an initial six intervieanscripts from phase one and ten from
phase two were analysed inductively, rather thatuckevely, to allow themes to be drawn
from data and not overly influenced by past redeardVith induction, theory building
takes place after the data has been collectedisaoahcerned with the context in which
events take place (Saundetsal, 2003). An inductive approach enables new irsig

be developed, the extension of existing theory, ra@d theory to be constructed (Miles
and Huberman, 1994). In spite of this, the curearthor and others believe that to avoid
the influence of existing theory is near impossihel would take away from an in-depth
analysis (Barbour, 2001; Bryman, 2008). As subh,analysis also engaged with current
literature and past research findings to encousagenceptual dimension during the stages
of theory generation (Bryman, 2008). Yet, | didimi@n an open mind; ‘bracketed’ my
own preconceptions and was careful not to assuateettisting theory in area represented
the final truth. Data was analysed as of the fins¢rview, which allowed themes to
transpire during the collection of data (BrymanQ20Kvale, 1996; Saundees al, 2003,
Thomas, 2004).



128

5.4.2: Coding Strategy and Using NVivo

A key element of thematic analysis is the creadad application of ‘codes’ to the data.
This involves grouping together different instanoéslatum under an overarching term to
allow the description, exploration, and analysikey themes within the data (Miles and
Huberman, 1994; Saldafia, 2009). As it is importardpply codes consistently, following
the preliminary manual analysis a thematic codmnagnk was developed (see appendix G).
This sets out the emerging codes along with desanip of their content and a brief data
example for reference. Coding developed as | mdk@u one transcript to the next so
most of the initial categories were descriptive eodr in vivo codes taken from the
participant responses. Additional analytic codemrewalso applied to the data after
reviewing the literature and research questionsdirigp is a flexible process; the
identification of categories and patterns help egib to make sense of the data and
explore how different categories relate to eachp@;02003; Saunderst al, 2003;
Saldafa, 2009). Mind maps were produced to proaideverview of the data and assist in

this sense-making process (Bogdan and Bilken, 20lés and Huberman, 1994).

Due to the volume of data the software package N¥iand later NVivo9) was used to

aid further analysis of the interview transcrip@SR, 2008; 2010). The transcripts were
imported into it as ‘sources’ and were then codét modes’ representing the descriptive
and analytic codes. Once the transcripts had bededca whole range of queries and
models could then be performed within NVivo (Baze€l§07). One example of this is the
coding tree model for leadership identity developtmie Appendix H. This shows the ‘tree

node’ of ‘Leadership Identity’ that filters into w&hole set of diverse themes / factors.
NVivo also displays the number of sources that pagicular code was found within, as
well as giving the number of instances acrosshalldources. This was particularly useful
in identifying recurring themes. It was these thentteat helped structure the empirical
chapters of the thesis. This was established threoagding across the material (with the
help of NVivo) rather than just reading within theaterial (Jackson, 2001; Miles and
Huberman, 1994).
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5.4.3: Potential Challenges

There are a number of challenges of analysing idatas way. For instance, it is difficult
to take account of non-verbal cues such as silemesstations, and the use of humour or
irony that were evident during the interviews, bwtich are not conveyed in the text
transcriptions (Cope 2003; Kvale, 1996; Silverm@007). To overcome this, when
exploring key themes | worked across the intervimscripts, recordings and field notes.
In addition, several authors argue that during dhelysis process codes must be fluid;
some may need to be built upon and others disreddfdope, 2003; Saldafia, 2009). Thus,
as the analysis evolved, categories were refinedged, split and related to each other to
produce a smaller, more select set of themes abtategories that represented a more
accurate picture of the data. To minimise confus@s changes were made the coding
frame was updated, explanations were noted, andopisdy coded material was checked.

A further challenge is that coding itself is nateutral process and different analysers may
form different sets of themes as past experiendkdilter their interpretations (Bryman,
2008; Kvale, 1996). Bogdan and Bilken (2007) ssgidleat the impact of this could be
minimised by presenting some of the coding bacgadicipants to see if they find them
accurate. Thus, themes were presented back teipants in the form of feedback
sessions and summary reports. These togethesulikequent discussions allowed for the
accuracy of the analysis to be checked with thegrdhroughout the study themes were
also discussed with my supervisors (Saldafia, 20@®mmentators have also expressed

specific concerns over the use of computers initgtiae analysis (see table 5.2).

Table 5.2: Pros and Cons of Using CAQDAS in Qualitive Research

Advantages Concerns
Managing large quantities of data Obsession with volume
Convenient coding and retrieve Mechanistic data analysis handling
Comprehensive and accurate text searches | Exclusion of non text data
Quick Identification of deviant cases Overemphasis on grounded theory
More time to explore ‘thick data’ Loss of overview
Playful relationship with data-enhanced The machine takes over — alienation from data
creativity Makes qualitative research look more scientific

Source: Adapted from: Hoven, 2003, p 472.
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Proponents of computer assisted qualitative datalysis (CAQDAS) argue that it
facilitates an accurate and transparent data @sglyscess and assists the management of
large volumes of data (Welsh, 2002). However, @tiave suggested that computers can
distance researchers from their data, encouragstitpieve analysis of qualitative data,
and reduce variety in methods across the socienses (Hoven, 2003; Welsh, 2002).
Although early programs were predominantly tools data storage and retrieval rather
than analysis NVivo 8 promotes closeness to thenakdlata by providing rapid access to
original documents and the reorganisation of cadetl It also has tools for summarising
and modeling data which allow researchers to takeep back and look across all of the
data (Bazely, 2007). With regard to concerns BAQDAS will reduce variety and
encourage a more positivistic approach it is imgrarto remember that NVivo does not
actually code the data for you (Bogdan and Bilk&d()7). The thematic analysis in this
study was informed by phenomenology and incorpdratéiexible, reflective approach to
coding. Additional interview summaries and thematind maps where produced to assist

further analysis within and across individual texts

5.4.5: Triangulation

This research incorporates an element of triangumat This is based on the assumption
that different methods and sources of data carsbd to understand one another (Bryman,
2008). Denzin (1978) has identified four basjeety of triangulation (1) data triangulation
- the use of a variety of data sources in a stdioly,example, interviewing people in
different status positions or with different poimkview; (2) investigator triangulation —
the use of several different evaluators or soaamists; (3) theory triangulation - the use
of multiple perspectives to interpret a single ®étdata; and (4) methodological
triangulation -the use of multiple methods to stadsingle problem or programme, such as
observations, interviews, questionnaires, and decisn This research incorporates
elements of types (1) and (4) as a variety of kekeholders with different perspectives
were interviewed and these interviews were compteetk with data gathered from

documents and observations of relevant events.

Although the documents and field notes were notyaed within NVivo the themes that

emerged from them were coded separately and mkedi with the code trees that were
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built within NVivo. This allowed data to be examined in such a wayddyrce findings or
conclusions that were based on several sourcedarmation (Yin, 2003). For example,
what people said in relation to events was corneded with the field notes of those events
and policy and programme rhetoric described indbeuments was explored during the
interviews. It is argued that such findings maynt@e convincing and accurate than those
produced by a single source (Yin, 2003). Howewtrers suggest that triangulation is just
part of the course, if a case study design incatesr multiple sources and modes of
evidence then verification should be built into adatollection process (Miles and
Huberman, 1994). Within phenomenological rese#lieraim is to understand phenomena
from the perspective of different stakeholders,neality. Thus, employing multi-methods
and noting inconsistencies and contradictions tsaiglysts to understand and account for
different voices (Willis, 2001). Nonetheless,stimportant to note that the very nature of
qualitative research implies that there will bepdisties in the collection and interpretation
of data. Therefore, this research aims to gaiiglim$o a complex issue at a single point in

time and does not propose generalisability tofalhe UK.

5.5: Research Governance and Ethics

Ethical Considerations arise in any human subjesearch and organisational research is
no exception. Therefore, it is important for regsbars to consider the implications of their
research and work to minimise the risk to reseatdfjects and their environment. When
researching within communities or organisations ridsearcher must remember that their
presence is only temporary; whereas those thabeirg studied will still have to operate
within the environment once the research is cormedle{Saunderset al, 2003).
Consequently, the researcher must be sensitivegansational politics and the power

relationships that exist within the organisatioagterby-Smittet al, 2002).

5.5.1: Ethical Codes and Key Considerations

There is ongoing debate about how valuable etlcmdés are in relation to research. Some
argue that codes can be too rigid and simplistaei@l with real cases. However, | believe
that adhering to such codes can guide good praaticeimprove the credibility of the
research with participants. Thus, | adhered toUheversity of Glasgow’'sPrinciples of
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Ethical Researclisee appendix 1). Moreover, | followed the adwadevlason (1996) who
suggests that researchers should be reflectivhein approach and regularly re-evaluate

the ethics and politics of their own research peadfcited in Easterby-Smittt al, 2002)

There are six key interrelated areas of controvev#ijin social research: voluntary
participation; informed consent; researcher oby#gti data protection and retention;
potential for harm; and confidentiality and anonggmiBryman, 2008; Easterby-Smitt

al., 2002; Saunderst al, 2003). Fundamental to each of these issuelseinidtion of
privacy. The researcher should respect the privatyboth potential and actual
participants. This means respecting their right tooparticipate, being honest about the
nature of the research, making clear that thegipatint does not have to answer questions
they feel uncomfortable with and managing the dgtthered in a way that observes the
agreed anonymity and confidentialitiifl).

5.5.2: Ethical Access and Veracity

Negotiating access can create a number of ethidainchas for the researcher.
Participation should be voluntary, potential papamts should not be pressurised into
participation, and researchers should gain informedsent from participants (Bryman,
2008; Robson, 2002). Informed consent implies plaaticipants should be fully informed
of the nature of the research (Saundsral, 2003). The argument here is if the researcher
attempts to deceive participants in some way,rfstance by disguising thiue purpose of
research, they run the risk of causing embarrasstogeromoters and participants of the
researchibid). Therefore, | was as honest as possible regatbagurpose of the research
with both potentialgatekeepergpeople that | negotiated access with) and ppeids
(Easterby-Smittet al, 2002; Saunderst al, 2003). For this project one of the conditions
of access was that confidentiality and anonymityulddoe provided to participants. A
number of steps were taken to ensure that this iseomas met, for example: transcripts
and audio recordings where anonymously and secstetgd, ethical consent forms were

stored separately and | was careful not to repmafidential material to other stakeholders.

5.5.3: Data Collection and Ethics
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During the collection of data the researcher mgstirabear in mind participants right to
privacy (Easterby-Smittet al, 2002). Thus, within this research, during ivigws |
reiterated that participants had the right: to digtw from the research at any time, to
decline to respond to a question and to ask foditjéal recorder to be switched off if they
felt uncomfortable (Bryman, 2008; Robson, 2002; riéieus et al, 2003). Within
qualitative research controversial topics can agiseng one interview that a researcher
wants to explore further with other participantsisToccurred within this study when a
few of the early participants mentioned aspects ttiay had found particularly useful or
informative as well as those that they felt wergslaseful or frustrating and | wanted to
check if other participants had similar experiencel®wever, | was careful not to disclose
the identity of the person who provided the indpora either directly or indirectly
(Easterby-Smitlet al, 2002). An additional ethical consideration retato the objectivity

of the researcher, it is important to ensure tladé @ collected accurately and completely
(Saunderstal., 2003; Yin, 2003). This issue also relatethwvalidity and reliability of
work produced. A further practical consideratisrihiat interviews should be arranged at a
time that is convenient for participants and iniemers should aim to keep interviews
within the prearranged timeframe. It is also intpot to show participants respect by
avoiding asking questions that are demeaning orlywensitive (Sektaran, 2000) and
participants should not be pressed for a respongi@iamay make the process stressful for

them

5.5.4: Ethical Analysis, Reporting and Storing ofdia

It is important to keep ethics in mind during thealysis and reporting stage. Objectivity
Is particularly important at this stage as a latlobjectivity can alter conclusions and
subsequent courses of action that may be takerresul of the research (Saundetsl.,
2003). Thus, under no circumstances should researdeliberately misrepresent data.
Ensuring confidentiality and anonymity are alsotipatarly important at this stage as
allowing a research organisation or programme tddseribed in such a way that leads to
competitors or other key stakeholders identifyinqaymcause loss of business or
embarrassment. In addition, it may make accediulif for future researchers, which
goes directly against the general principles ofcathresearch (Saundeet al, 2003).
Furthermore, if the identity of an individual iss#g identifiable it could result in personal
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embarrassment or even psychological or actual Harnthe individual (Robson, 2002;
Saunder®t al, 2003). Sometimes it may be difficult to maintée assurances given, for
example, due to legal circumstances; however, éeearcher must take every effort to do
So.

The introduction of data protection legislation Ipéeced renewed emphasis on the need to
protect the privacy of participants when retaingh@ta (Saunderst al, 2003). Data
protection principles are similar to informed camsi that they contend that all potential
subjects should be given full information about thepose of the research, the kind of
data to be gathered, and the security of thatalata gathered, before deciding to take part
(Foy, 2004). Also, participants should have theasfunity to review the research and
withdraw their consent at any point. Personal datkected about participants should also
be kept securely and no longer than is necessaiyn(ferst al, 2003).

5.5.5: Taking Stock: An Ethical Study

To conclude the research was approved by the BasiBehool’s Ethics Committee and
was governed by the University of Glasgow’s pritesgpof ethical research (see, appendix
J). Taking into account the debates above, | taakumber of steps to minimise the
potential for harm for both the participants ane tesearch environment. | was open and
honest about research. Informed consent wasnaatdrom participants at the outset with
each participant completing an ethical consent f@oding was used during the gathering
and processing of interview notes, recordings, @adscripts. Moreover, data has been
stored and managed in a way that protects theasmtiality and anonymity of the people
involved in the study.

5.6: Methodology Conclusions

Figure 5.1 illustrated that researchers make a eurbinterconnected philosophical and
methodological choices when completing social nesea This chapter has attempted to
guide the reader through the choices made for ghidy. Considering the alternative
philosophical perspectives, it demonstrated that iaterpretivist phenomenological
approach was suitable as it fitted with my worldwiand corresponded with the research
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objectives. Moreover, it was established thatrabexlded qualitative case study approach
would be the most appropriate research design ri€ipants’ perceptions were required
and leadership development is a complex and untmtdpic. In terms of methods, semi-
structured interviews were proposed as a suitalel@ns of gathering the primary data and
it was acknowledged that supplementary data fromuch@nts and observations would
provide useful background information relating tte tesearch context. The case selection
and sampling technique was also reviewed and almeutf the analysis process was
provided. The next four chapters examine the tefl the study which are discussed
under three main categories: phase one -the oajamal context (chapter 6); DTF as an
identity workspace (chapter 7); the personal impaicDTF (chapter 8); and clinical
leadership and the organisational impact (chapjer €hapter 10 then discusses the
findings in relation to the literature and consgléreir implications. To conclude, chapter
11 summarises the thesis, acknowledges its limrtatand makes suggestions for future

research.
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Chapter 6: Phase 1 — Organisational Context

6.1: Introduction to HR Data

The current research commenced with the broad aerploring the role of human capital
investment on public sector reforithe philosophical underpinnings and methodology of
the study were discussed in chapter 5. It estaddighat an embedded case study design
was appropriate for the study as it allowed theeassher to examine human capital
development within the context of a complex heathcenvironment and facilitated the
inclusion of multiple stakeholder views. A ratidisation for the selection of the Scottish
NHS as the ‘primary’ public sector case was prodide chapter 5. With a view of
focusing the research question and design, thehphase one was to gain insight into the
current HR challenges and priorities within NHS tBwd. This is the first of four
Chapters discussing the empirical findings of tegearch. The findings from phase one
informed the design of an in-depth case analysia specific human capital investment,
namely a leadership programme targeted a senioic&lileaders. Chapters seven, eight
and nine are categorised thematically and exanmingetail the findings from the case
analysis. This chapter considers the key themas ¢merged during phase one and

explains how these influenced sub-case selection.

Data for phase one was primarily collected througkepth semi-structured interviews

with twelve HR Directors (and/or their represemali from eight NHS boards across

Scotland. Supplementary contextual information whtined through analysis of policy

and organisation specific documents. The semi4stred interviews considered five main

topics including: current approaches to developméuture investment areas; current
approaches to measuring investment in people; rdstifar assessing management and
leadership capability and thoughts on how widemargational issues impact intellectual

capital development. The interviews were completesl a period of twelve months — the

first six in December 2008 and January 2009 andsdwdnd six between October and
December 2009. Transcriptions of each interviewewsoduced and analysed using the
thematic approach described in chapter 5. Thregaoshing themes emerged from this
analysis: (1)political and economic contex2) HR’s priorities for managing changand

(3) understanding means more than measuremé&ach theme is now discussed in turn.
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Representative extracts have been used to givap@mession of the interviewees’ views on

people management within the Scottish NHS.

6.2: Political and Economic Context

As a public sector organisation the Scottish Natidtealth Service is accountable to the
Scottish Government and is heavily embedded witha wider public policy agenda.

Thus, it is not surprising that changes in the eaonyy demographics and government
policy were perceived by all of the intervieweesitgpact the organisation’s human
resource priorities.  Interviewees drew attenttonfour factors that have especially
influenced their strategic planning over the néxe to ten years. These included: political
drivers and targets (6.2.1), Agenda for Change.Zp.the European Working Time

Directive (6.2.3), the ageing workforce (6.2.4)ddhe global economic crisis (6.2.5).

6.2.1: Political Drivers and Targets

This section considers how legislation and extepaditical targets, such as those relating
to waiting times, referral to treatment, staff tettnent levels, can lead HR managers to
feel that limited autonomy over aspects of theirkwvoThe interviewees suggested that this
can lead to personal stress and has the potentiabte dysfunctional organisational
consequences. Thus, there is a need for thoseingotk an NHS context to develop
coping strategies and for policy makers to enshat drganisational targets are focused
and well-defined. Interviewees discussed a varwdtpolitical drivers that influence the
Scottish National Health Service’s recruitment ahelelopment plans including: the
commissioning levels of university education foralie professionals, HEAT (Health
Improvement, Efficiency, Access, and Treatmentpdts, and changes in government
policy following parliament elections. Almost half those interviewed thought that it was
difficult to accurately predict workforce requirens in the long-term as they are in part
driven by changes in government policy. The quatabelow illustrates how a specific
government initiative, the Modernising Medical Gare(MMC) programme, has

influenced the level of demand for junior doctorsNHS Scotland.

‘At the moment we are looking at how we train destand the new MMC initiative
to align ourselves with Europe ... the governmeatlaoking at the supply side, in
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terms of the training that they directly commissiaether that is undergraduate or
postgraduate level. So in health, the governmetitoemmission via the Scottish
Funding Council doctors, nurses, midwifery, and tdenraining. They are all
controlled occupations and numbers are set by thhergment and that in effect is
our future supply chain in terms of workforce plang... You don’t want to have too
many or too few. Too few is a disaster, we cariviate enough services, we have to
go out and buy them and they're very expensivedpormany, you have headlines
about why have we got the unemployed physios /alsct what a waste. We're
training them all, but we can’t afford to employeth. And that is an impossible
balance to achieve’ (HRD5).

The excerpt above is of particular interest ashivws how government influences the
supply of different health professionals within tHelS through the number of university
places it commissions. It illustrates the potdmtrablems that can arise when supply does
not meet demand and the lack of control over tloegss by individual boards. The NHS
operates in a political context and the statemwhtit a waste’ also highlights that society
will judge the organisation negatively not onlyhere are too few staff but also if there are
unemployed professionals. Government targets stiape service demand which in turn
effects NHS Scotland’s recruitment and developnwjectives. A small minority of

participants spoke positively of targets suggestimgy can serve a useful purpose in
motivating staff:

‘We are very much target driven and that is fitne, teality is people deliver targets’
(HRD10)

However, several interviewees noted how the HEAMe® related to, for example;
sickness absence or waiting times not only infleetihe organisation’s objectives but also
its wider culture:

‘If you work in the NHS you are really busy and thressure can be relentless — we
work in an environment where we have lots of taggetmeet ... it doesn’t make any
difference whether it is the Labour party, the SdiPanybody else for that matter
that is running the health service, politiciansegafly like targets because it allows
them to demonstrate back to voters that progrebgiigy made, doctors quite often
don’t want or like targets because they argue ttete can be a risk that when you
strive to hit one target you are influencing thainical judgment about what they
would do and when they would do it. Also it maythat in certain circumstances
you don’t want to create an environment where yould be encouraging people to
do things if a more conservative approach to ithhige in the patient’'s best
interests. So would you pay a dentist on the bafstee number of teeth they take
out right, if you do that and it in any way encayea them to take people’s teeth out
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that perhaps with a longer-term , different apphoagght have resulted in a more
conservative treatment plan’ (HRD3)

The extract above is worthy of note as it demotesréhe widespread view that too many
targets leads to a pressurised working environrfenhealth care employees and poorly
developed targets can result in unintended outcomdsreover, it also highlights the

tensions that can arise due to the timescale gétsr politicians arguably are focused on
the short-term while medics are focused on longentgoals. Despite concerns of the
potential negative consequences of having a taxgaire, there was a general feeling that
this is a common aspect of public sector orgammeatand most people in the NHS accept
the need for targets. Yet, others contended thavtod the negative aspects of targets
senior managers must build constructive relatigrshwith politicians and act as an

intermediary between them and clinicians to creataningful and achievable objectives.
Working with government in this way was relatedfe current policy focus on working

across organisational boundaries to improve efimyeand public value. However, some
interviewees also noted the difficulty in maintaigistrong relations when new MSPs are

elected ever four years:

‘I've seen the challenges | think in terms of tlodital drivers, you know, whether

it's one or two administrations. | mean, from gesolution, post-devolution ... it's

reconciling some of the stuff we had to do whicts Wk, versus some of it which is

Scottish, but we're now looking at the challengka ecelatively young government

and obviously you have to work with different mieis, cabinet secretaries and
different director generals.” (HRD11)

The comment alludes to the election of a Scottistiddal Party (SNP) government in
Scotland in 2007. This highlights the problemsvofking under different administrations
with their own priorities and targets, but alsopnfr an organisational behaviour
perspective, with different personalities (Judgeal, 2008). The SNP victories in 2007
and 2011 have been described as historic; prig0@y the party had never before bettered
Labour Scotland-wide and in 2011 the SNP achievetbpority of seats under a system
designed to make it unlikely that one party achseaanajority without a majority of the
vote. Table 6.1 provides an overview of the SsbttParliamentary results since
devolution in 1999.



140

Table 6.1: Scottish Parliamentary Election Resultij1SP Numbers)

2011 | 2007| 2003 1994
Scottish National Party 69 47 27 35
Scottish Labour Party 37 46 50 5§
Scottish Conservatives 15 17 18 18
Scottish Liberal Democrats 5 16 17 17
Scottish Green Party 2 2 7 1
Scottish Socialist Party 0 0 6 1
Scottish Senior Citizens Unity Party 0 0 1 0
Independents 1 1 3 1

Source: The Scottish Parliament Online SPIC Briefig Reports 1999 - 2011

There are some important implications of a majo8tyP government in Scotland. The
most immediate and significant effect is that theneow a clear mandate for SNP policies.
The SNP may introduce a bill to hold a referendumrmlependence and pursue policies
for which it had insufficient parliamentary support2007. This could bring about further
division between the Scottish and English healthasse. However, SNPs ability to pursue
policy innovation is limited by the financial clireaand many of its decisions will relate to

which aims to prioritise or drop, rather than whredw policies to fund.

The 2011 election had not taken place when theepbas interviews were completed but,
as indicated in the previous quote, intervieweekshijhlight the difficulties in producing
future plans and building relationships when theaposition of government changes every
four years. In 2007, 41 of 129 MSPs (31.8%) didsesve in the previous parliamentary
session. Similarly, in 2011 48 of the elected M$®B&2%) had not served during the
previous term (Herbertt al, 2007; 2011). This means that often senior NH®agars
have to start afresh, building new relationships atlapting their approach to match with a
new agenda. One area of policy reform that hdsahsignificant impact on human capital

management in NHS Scotland is the 2004 pay mod#ioins agreement, ‘Agenda for
Change’.

6.2.2: Agenda for Change

The following section considers the roleAdenda for Changen HC management within
the Scottish NHS; in comparison with past studiésctv have suggested that the system
has been met with resistance (The Kings Fund, 2@taf)y participants viewed it as a

positive influenceAgenda for Changes a national pay system that has been implemented
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throughout the UK; it covers all non-medical stafthe NHS, including qualified nurses,
and aims to deliver consistent and fair pay téf S@sed on the principle of ‘equal pay for
work of equal value’ (NHS Scotland Management &tgeGroup, 2009). The system
provides common terms and conditions for all staffl is supported by the NHS Job
Evaluation Scheme and the NHS Knowledge and Skidsnework (KSF). KSF provides

a framework for the review and development of esigif member and is the basis for
determining an employee’s pay and career prognessiihin Agenda for Change

(Department of Health, 2003).

As with previous research (e.g. The Kings Fund,7208ome interviewees mentioned
issues that they had experienced during the impietien of the system in terms of
getting staff on board and having the resourcgsdoess the vast amount of data required.
However, most interviewees spoke positively of siggtem and advocated KSF as a key
means of evaluating training requirements, and @nga staff in performance

management.

‘The knowledge and skills framework, which is in éxgla For Change, | think
begins to help us with that [overcoming staff mistrof performance management]
because that allows people to have meaningful g&sons with their staff around
their development needs, now that doesn't direetigite to their performance but it
sets a culture that might be a little differentrthéhat we have had in the past and for
the first time it is systematic and covers the whof the workforce with the
exception of doctors and senior managers so | tthak gives us an opportunity.’
(HRD1)

In one board KSF was also promoted as a catalysjriEater managerial and leadership

training and development.

‘we're hoping to bring some of that through thewlealge and skills framework and

the personal development plans ... but the strugdleat it is very hit and miss here

around people development ... the technical [dilhiside is very, very good and it is

very well established, but that is pretty wellstfar as the development goes which |
think is quite narrow, quite limited - we need tpkre our leadership capabilities

within the organisation.” (HRD2)

The quotation above illustrates the impression mikg a small number of interviewees
that in the past the focus has been on developimigal rather than leadership capabilities.

One explanation put forward was that educationtesiding for health care professionals
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is heavily regulated through government legislaod numerous professional bodies such
as the British Medical Association, Royal CollegeRhysicians, and Royal College of
Nurses. This brings the discussion to an areag@stlation that has heavily influenced
human capital management within the Scottish NH& thve last few years, The European

Working-Time Directive.

6.2.3: European Working-Time Directive (EWTD)

This section reflects on the perception that exsetegislation such as the EWTD can
create new demands, challenges, opportunities,cantces for NHS HR managers.In
addition to Scottish Government and internal NH&tsgies, interviewees noted a range of
external factors which have also influenced humapital management within the Scottish
NHS, not least is the need to comply with legislati

‘But there’s a whole range of other external fastthat suddenly come in, like
MMC, like working time, which are not Scottish Gormeent controlled factors. In
fact the timetable for implementing a lot of thesaut of our control. So MMC is UK
wide driven by pressures internationally. Workinme is a European piece of
legislation that we have to implement’ (HRD5)

A key area of legislation that they have had tolengent in recent years is the European
Working-Time Directive which was introduced in tb& in 1998 to regulate the amount

of time spent at work in order to protect the Healhd safety of the workforce. The

Directive stipulates that a person's average wgriwaek must be no longer than 48 hours
in seven days. Working time includes job-relatedining, travelling time and paid

overtime, but excludes normal travel to work, beealen no work is done and voluntary
unpaid overtime. Workers are entitled to a mininmast period of 11 consecutive hours in
every 24, as well as a rest break during workingetif they are on duty for longer than six
hours. They are also entitled to a minimum uninfeied rest period of 24 hours in every
seven days. Night workers are entitled to extragmtmn. Average working hours must not

exceed 8 hours per 24-hour period.

Two important test cases provided further clartima Firstly, the SIMAP judgement by
the European Court of Justice in 2000 definednaltime that the worker is required to be

present on site as actual working hours for theo@ess of work and rest calculations.
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Secondly, the Jaeger judgement in 2003 confirmatttie above should hold even if the
worker is allowed to sleep when their servicesitsare not required. These clarifications
have had a profound effect on workers who are redup be resident on site when on call
- particularly junior doctors (Blake, 2010). Cogsently, doctors in training were given
special dispensation to comply in stages: the wgrkveek for junior doctors was limited
to 56 hours in 2004 and the 48 hours week was fattpduced in August 2009. Since full
implementation the Directive has received criticigmth regard to the ability to provide
junior doctors with sufficient training and the et of shift patterns on patient safety (see,
e.g. Royal College of Surgeons (2009) for an evalon

Despite these criticisms interviewees described sway which they have managed
implementation of the directive within their boarolg thinking innovatively and looking

for alternative solutions. The following excerpistrates one innovative approach:

‘The multidisciplinary team is absolutely criticalthink what has been quite useful
for us at the moment, you know the European WorKimge Directive, where we

had to gt al the rotas to 48 hours, well the solution herej anme consultants
would tell you the solution is more consultantst tme can’t afford them. So we
have had to think more laterally, and it has bémgs like using nurse practitioners,
using allied health professionals, using GPs witecgl interest, using junior

doctors, whatever it might be, using things difféglg being imaginative in terms of
all of this and we have brought in sixty new stdiffit they are by no means all
medics, they all come from different disciplinesso | think you have to think

differently and more holistically about how you igel care.” (HRD12)

The statement above emphasises the perceptiotothape with contemporary workforce
challenges HR managers in NHS Scotland need t& thimovatively and deploy the health
care professionals differently. On the other handlso raises the issue of extending the
work of other professions, the training this regsirand the potential for work

intensification so that everyone is doing more.

6.2.4: An Ageing Population

A further external challenge which several intenges raised, especially in the early
interviews, related to the impact of an ageing pagan on strategic planning within the
Scottish NHS. Participants saw the demands ofatieang workforce as significant but

they also saw it as an opportunity to develop newysaof organising services. Scotland is
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experiencing major demographic change. The popmas both ageing, driven by rises in
life expectancy, and shrinking as a result of figllbirth rates. Between 2008 and 2033 the
number of people aged 60 and above is projecteddéddy 33% and the number aged 75
and above is projected to increase by 84% (Gerzglster Office for Scotland, 2009).
This creates two main issues for the NHS in Scdtlafhe first relates to the increased
demand created from an ageing population and tked te redistribute care provision to
meet this demand. This was illustrated by onervigevee when he explained his board’s
approach to overcoming the predicted demograplatieripes:

‘Now, if you look at the demographics of the popigla of Scotland and the health
needs of the future, it's going to be around peapte what you would say is co-
morbidities - lots of things wrong with them, gegiolder, and the vast majority of
Scotland will be older with lots of things wrongtiwithem. And the real focus for
care in the future is going to be around delivermage in the community to people
with long-term conditions, so that could be asthihapuld be chronic obstructive
pulmonary disease - COPD - it could be cardiaceissit could be obesity, it could
be, etcetera, and chances are you'll have one ¢ aidhem by the time you reach
your late 50s...'So we're doing a big piece of worduad that in our board and it's
about providing education and training for professis to train patients to do that,
but also about joint training between professiorsld carers and patients, and it's
really been quite interesting. But given the derapbpic changes, if we don't do that
then the danger is we'll be swamped with peopl&itapfor a bed in a hospital, and
to do that we need to work with the voluntary secand with social care.” (HRD5)

On the other side, the second issue relates tdNHf&'s own workforce. Recent reports
have predicted future skill shortages in the secteor example, in 2008, a Royal College
of Nursing Scotland Report stated that one in fourses working in NHS Scotland was
aged 50 or over and that three out of ten commumitges are due to reach retirement
before 2018 (Buchan, O’'May and McCann, 2008). H&irlyi recent NHS workforce
figures showed that approximately 36% of the GPkiaoce and 35% of the Consultant
workforce were aged 50 or over in 2010 (ISD, 201These figures highlight the issue
expressed by many of the interviewees in relatothe need to succession plan for the

next generation of doctors, nurses, and alliedthgambfessionals.

‘If you look at the demographics in terms of Scotls future population ... the
population that is going to be elderly is set tovgexponentially but the numbers of
young people is set to decrease so the questianrsscwhere are we going to get
our future employees from’ (HRD3)
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Since the early 2000s there has been increasedr@oest interest in the retention and
recruitment of older workers (aged 50 and over)nieet potential skills shortages and
provide ample public services to support the ireedademand on health services, social
care, and the changing educational and learninginEgents of an ageing population
(McGoldrick et al.,2008). This has been supported through variouBgpoblicy seminars
(e.g. the ESRC Scottish Government SeminBalent Management and the Older
Workforce)accompanied by policy reports and strategies @&lgOur Futures: Planning
for a Scotland with an Ageing PopulatjonHowever, it was noted by the interviewees
(especially those in the second wave) that econ@mdt financial pressures have had to

take precedence.

‘Before it was about, we're all fighting for a dmshing pool of talent, and we have
to take every school leaver in to supply all ouriaias professional groups. And
we're trying to, | mean, how do you manage thatsags with the one at the moment
which is, actually, we're going to have to turn tfé tap for recruitment for a few
years ... Do you stop your pre-registration sudplynursing, your undergraduate
medical programme? Because if you turn off thops,thecause it takes so long for
people to go through the training ... you're tajkan 5, 10 year gap before you get
that back on route. So part of what we're tryingl¢ol think is how do you, again,
balance that short term? And that's always... Itdorow if you're speaking to Board
X, but X managed to find a bit of money. They'veoduced a controversial scheme
to enable a number of people to kind of stick th@nds up and get a package and
go. And that's fine, because they're levering oates resource in a oner. We're not
doing that here, partly for the earlier reasons i need to be satisfied before we
start losing people that we're losing the rightsoimethe right way.” (HRD11)

The statement above highlights that the issuedingldo ageing population remain;
however they has been superseded by efficiencyies It notes that individual boards
have adopted different approaches to deal withetlodsmllenges. Some have promptly
offered redundancy packages while others are takiog time as they want to ensure that
the best people stay. The use of the metaphoruofiftg off the recruitment tap’ also
highlights that stopping recruitment now will haeag-term impacts in terms of training
and succession planning. The following sectiorulises more fully the perceived effects

that the recent economic crisis has had on peoptegement within the NHS.
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6.2.5: Global Economic Crisis

The economic and financial constraints were meptiathroughout the research in relation
to workforce planning, recruitment and retentiasly pecurity and having to make tough
decisions. However, as the phase one interviewgressed the effect of the global
economic recession on public sector organisatiesaine more noticeable. In the Scottish
NHS, pressures to overcome the underlying deflomgside a reduction in the devolved
budget and plans for future budgetary cuts hadHBdmanagers to move away from a
focus on demographic challenges towards ‘doing matk less’ and ‘cutting out waste
and efficiency savings'. The excerpt below illusgsasome of the key challenges that the

boards are currently facing.

‘The challenge for us going forward is how do wewe that we provide the best,
highest quality, lowest cost or best value for mposervices to the population? And
doing it currently in a climate where the yearguodwth that we've enjoyed over the
last six or seven years are now coming to an enden.paying your pay bill based
on the money you get through the door is very diffi So in reality, we're talking
about a significant chunk of savings to be maded Aom my point of view,
philosophically, it's about how do you positionttlaad engage the workforce in a
conversation or a focus on how we spend our 650omibetter as opposed to just
focusing on how do we take 30 million out. ... Befave start taking people out of
the system, | think we need to understand bettestlvdn we're spending our money
in the right way. And that's an, intellectually aasy conversation. In practice, it's
difficult because it's like shifting results fromigh tech acute hospital into
community towards healthcare ... So we have justigated a, not a freeze, but a
cool ... what we're saying is, actually, managg®) need to start taking some
immediate measures in terms of slowing recruitmegitRD11)

The emphasis on spending money more effectiveparsicularly interesting considering
the government’s ‘austerity’ measures and viewscotting out what is seen as ‘bad’
spending, i.e. waste. Interviewees described geraof initiatives, beyond restricting
recruitment and introducing voluntary redundancyogoammes, which they are
implementing to overcome the financial challengeduding the adopting a lean process

agenda and restructuring service delivery:

‘In terms of the public sector it is depressings ithallenging because we are already
hearing about massive cutbacks ...So there is aiveashallenge in the NHS over |
think the next ten years, it won't pass any faitan that and | think what we will be
looking at is definitely doing more with less satls why service improvement with
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a lean agenda is going to be absolutely criticagétting staff to take out waste and
duplication’ (HRD12)

Nonetheless, the majority of interviewees acknogietithat implementing change within
the NHS can be difficult and can meet resistanoenfstaff due to a sense of ‘change
fatigue’ and scepticism amongst employees - ini@ddr clinicians - of the value of
further reforms (see chapter 4). The word ‘depireg emphasises that cuts and
uncertainty have reduced motivation amongst emgleyand managers. In addition,
participants remarked that removing waste is eaaet than done when employees are

happy with the existing methods.

‘Public sector organisations are in a difficult ggabecause they've got a service to
deliver within budget, we’ve now got savings to mad you’re not going to please
people if what pleases people is status quo.” (HRD7

‘I don’t think the NHS has a real problem in terwfsresourcing because we are
incredibly well resourced, if we got rid of this 20of waste, right, we could deal

with the increase of activity which is going to cerdemographic changes and the
older population, but the problem is that | am surte if there is a real will to cut out

that waste because ... consultants have always ititime way, nurses have always
done it that way. So that is why it is going to uig a complete culture change’

(HRD12).

Due to the increased impact of the global recessiompublic services in the UK during
20009 it is not surprising that ‘doing more withdéshaving to make tough decisions’ and
‘efficiency reforms’, were key themes to emerganrirthe analysis. The quotations above
are important as they illustrate some of the chghs discussed in chapter four relating to
changing clinical practice within a professionallgminated bureaucracy. The following

section discusses how the interviewees hope taone these challenges.

6.3: Managing Change: Key Priorities for HR

In spite of the economic backdrop all of the iniewees perceived that there is a need for
NHS Scotland to continue to invest in its peopl&hey believed that this was best
accomplished through training and development atites that set out to enhance
employee engagement, overcome resistance to clagaagestain talented employees. This

was clearly illustrated by the following quotations
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‘What we do is invest heavily in education and tHagcause it's fundamentally
important not only that we have an organisationcwhs agile, but flexible. ... We
still have to do all the good things rather thast jiaking out various cuts across the
piece.” (HRD11)

‘There’s a whole range of things that enable petpleecruit and retain good talent
but in tough economic times it is retention that astical in terms of the
organisational climate and culture.” (HRD7)

As illustrated by the comments above, most intevers were keen to point out that in
times of austerity the focus moves away from reorent to retention. Moreover, several
participants noted that HR has a role in promotnglynamic culture and supporting
individuals through change and uncertainty. Thirgerrelated investment areas were
consistently cited as central to the future succssshe Scottish NHS. These were
developing leadership capability (6.3.1), engagemgployees in change (6.3.2), and
promoting social capital and team working amontgt §6.32).

6.3.1: Developing Leadership Capability

As was noted in chapter four, the development fgfcéle leadership is a key agenda item
for NHS Scotland. Several interviewees supporiesl nessage when they proposed that
competent leadership and management was centalei@oming the current economic
challenges and taking the organisation forwarde @R director put this succinctly when
he said:

‘Everything comes back to one common denominatud, ils about leadership and
management. Leadership in terms of the culturé@brganisation and management
in terms of competence and capability ... we'reoaraging people to fly.” (HRD11)

The phrase ‘encouraging people to fly’ is intemggtgiven the constraints mentioned in
section 6.2. When probed P11 acknowledged tlwinas easier to say than to do but he
believed that effective leadership was at the heérgetting people engaged in the
organisation’s vision and helping them to undemstashere they fit in the bigger picture.
It was argued that the style of engagement andskids and abilities of leaders,
particularly those in line-management roles, caneha strong effect on employee

engagement and performance. It was anticipatedtiinatigh developing the leadership
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skills of middle managers and senior cliniciansytbeuld achieve greater local ownership

for change.

‘Ultimately the extent to which you can harness ry¢wuman capital is either
enhanced or not by the way the person is line nethag a regular basis ... that day-
to-day life experience 1 think is critical ... we&\wot a leadership programme just
now that’'s about skilling up newly appointed teaaders ... two senior people on
our team are going on the programme ... I'm expgcd benefit, not only within the
team, but in terms of the organisation’s objectiw®re we’ve got lots of redesign’
(HRD7)

The suggestion that the personality and approa@naofndividual leader can influence an
employee’s motivation and performance emphasisesctntinued support for leader-
centric theories of leadership (see sections a8d14.2.1) within NHS Scotland. Yet, the
focus on line-managers reflects the current pokgenda of engaging clinicians in
leadership (see section 4.4) and critical theorgumwent that leadership should be
distributed throughout the organisation (see se@i8.3). Several interviewees explained
that often, in their experience, good team leadprabt only motivates employees, but

also improves patient care.

‘I think if we can improve what goes on at ward atepartment level and the
effectiveness of, for example, local line managéen | think we have a better
chance of improving the patient experience’ (HRD1)

Consequently, a key priority across NHS Scotlangd been to develop initiatives and
programmes that enhance leadership competencegtioouthe organisation, not just at
the top. Interviewees described various trainmgatives that have been developed both
within their own boards and nationally to meet tblgective. It was emphasised that
courses and programmes have tended to focus onlogewg people management
competencies such as influencing, motivating, amgpavering staff through effective

team-working.

‘The first part of lean is to identify your proceand identify what in that process
adds value and what doesn't. ...In terms of leduerdevelopment, it is absolutely
critical that you have an engaging and empoweregdérship style to enable
frontline staff to make those changes’ (HRD12)

‘We have the leadership programme for the mida@dleking managers in the
organisation and it looks at team working ... tbenponent parts of what makes up a
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good team, be clear about your objectives, have yision, make sure you cascade
the objectives setting through your team, haveleggueetings, face to face contact.’
(HRD9)

A small number of interviewees mentioned that theu$ on leadership is relatively new
and that in the past management and leadershiprigaiespecially for clinicians, has been
limited. One HR manager specifically emphasiseési when she described how clinicians
were often promoted to managerial positions basetheir clinical experience with little

or no management training. Discussing how sheplaming to introduce a new strategy

to improve this she said:

‘I'm in the process of developing a leadership ameshagement strategy ... most of
the people | have spoken to, and it is only aneddbave said to me that that they
have never had any support as management goedDIZHR

Linked to this others emphasised that ensuringictéins who take on managerial or
leadership roles have the relevant skills and coemges is crucial. It was asserted that

clinical managers can find it difficult to recoreiiwo often competing roles:

‘I think a middle management role in the NHS; pararly a clinical middle
management role is a very difficult role. Whethé&r about doctoring background or
whether it's nursing or AHP or whatever, these splethink when you speak to
people sometimes they feel like they get kickeanfimoth ends, from their peers or
who were their peers who think they’'ve sold out afeb the more senior managers
who expect them to deliver and sort out the proklémat exist’ (HRD4)

Noting the challenges involved in clinical leadépstsome interviewees felt that a more
strategic approach has to be adopted when regatia developing clinical leaders. An
individualistic approach which considers not only mdividual clinician’s skills and
capabilities, but also their willingness to learmdasuitability for the role was
recommended. It was proposed that some clinicigitisfeel more comfortable in a
leadership role than others. There was an impnegkiat some individuals will have the
personal skills required to adapt and succeednevarole, while others would struggle as
they do not have the necessary skills. Equallyerstimay not be motivated by leadership
positions as they perceive them to be in conflichwheir clinical identity. This relates to
the theory on engaging clinicians in leadership tmedstruggles that clinicians face when
they take on a dual-professional identity (see tdragh). Moreover, it also highlights the
external social influences on an individual’s idBntthe sense that clinical leaders were in
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the ‘in-group’ but once they move over they aresidered to be in the ‘out-group’ by
former peers (Loder and Spillane, 2005; Tajfel dnatner, 1986). Thus, HR and OD
managers must ensure that a move into leadershgppsopriate and provide tailored
training. It was also observed that additionalamigational support is required to ensure
leadership is embedded in practice. This bringsdiscussion to the second investment

area, employee engagement.

6.3.2: Employee Engagement

A second related area which was high on the ppaitts’ agenda was promoting employee
engagement. Engagement goes beyond job satisfamtidns not simply motivation; it
involves a combination of commitment to the orgati; and its values alongside a
willingness to help out colleagues (CIPD, 2010)thdugh a relatively new concept within
NHS Scotland, the statement: ‘you won't get anywhesithout staff being on board’
(HRDB) reflects the general belief that to effelchiege, staff must understand and believe
in it. If not, progress will be hindered due to Ibaipen resistance and the more subtle
effects of disenchantment. Interviewees describvedmain approaches that they utilise to
engage staff. The first involved providing traigito help staff adapt to change and new
ways of working; while the second emphasised thpomance of a charismatic and

empowering leadership style.

‘Up-skilling ... moving people place to place ..e've reacting to that positively by
running very short courses, awareness sessionst&itthe needs of staff (HRD8)

‘Leadership is about engaging and enabling stadf iais really about empowering
staff to work more efficiently’ (HRD12)

Although formal data collection through tools likke staff survey provide useful
information which give the board an indication adwh engaged its workforce is as a
whole, it was noted that those motivated to respomaly not provide an accurate
representation. Moreover, it was felt that botie land senior managers also have a role to
play in keeping individual employees informed ofrremt strategies and working with

them to overcome any challenges that they aredacin
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‘We periodically have a staff survey and that ig evay of getting information back
from staff about what they think about what is gpion in the organisation. |
personally don't think that it is a particularly apbway of getting information from
staff and it certainly shouldn’t be the only way get information from staff ... the
employee director and | have been doing a seriewad shows with members of
staff, managers and trade union figures wherengelare out talking to literally
hundreds of people about what the boards plansnaaevariety subject areas and
engaging groups of staff in debate about what wekthre the big ticket issues for
future but also giving staff the opportunity tosaiany questions.” (HRD3)

Linking back to the target culture it was recogdisieat there is a tendency to concentrate
on the bad cases. Speaking of the sickness abtagee of 4% one interviewee explained

this when he said:

‘The bit that's missing from the conversation aé¢ tmoment is actually we're

focusing all our energy on that end of the teles¢db of it. There's about 96% that
we're missing. And in terms of coming back to oantext for the conversation, if

we don't focus on the 96% ...if you have engaged eyegls, in other words, staff
who have pride for the organisation, advocate hgoeixtra mile, discretionary effort,

then it has a huge impact in terms of - you camevack it to patient mortality and
morbidity, and if you do that, actually, whetheropk hit 4% or 4.2% almost

becomes irrelevant, because the productivity gainth@ rest of it is significant,

completely outweighs it.” (HRD11)

The excerpt above demonstrates the view of margniigwees that spending time
engaging all staff, not only in their work, but @lsn the organisation’s objectives has a
greater impact on productivity than focusing on mahtargets. It was suggested that
building social capital and team working acrossfgssions would improve employee

engagement and potentially productivity.

6.3.3: Building Social Capital

‘Healthcare in the future increasingly will be prd&d by teams of people working
together rather than individuals working in specdepartments’ (HRD3)

The quotation above introduces the third area Wad frequently cited as an important
factor in the current strategic planning of NHS thoal. It was asserted that there has
been a move towards multidisciplinary teams andcad on whole system working where
everyone involved understands the complete pajieembey, not just their individual part.

Consequently, nurturing collaborative working asrgeofessions and departments has
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become an increasingly important priority for HRThis relates to the literature on
developing relational coordination (shared goat@red knowledge and mutual respect)

across different professions within healthcare ¢setion 3.2.2).

‘On the referral to treatment, the 18 week target] previous targets | think have
very much focused on the outcome but in order tuesxe referral to treatment it
involves the whole patient journey. So the wayvimch that whole patient journey
is organised | think is beginning to shift, so inthfrom that you will begin to see a
lot more work around processes and the way thaplpeelate to each other across
different parts of the NHS’ (HRD1)

As a rationale for focusing investment in this arederviewees described examples of
how developing strong multi-disciplinary relatiofsh across NHS departments has been

shown to improve both efficiency and patient care:

‘The multidisciplinary team is critical ... you hawe think differently and more

holistically about how you deliver care ... we havédig intake of mainly elderly
people on a Saturday afternoon into [hospital Afptigh A&E and we created a
multidisciplinary team and we actually managed ®&fed an awful lot of the

admissions because what we were doing was senlderg to the right area, we
weren’t sending them into the hospital, we weredsenthem out to the community
again, getting the district nurses involved, GR®ived’ (HRD12)

The emphasis on collaborative working varied acrbsards with some interviewees
stating that the focus was very much on develofiiegndividual, while others highlighted
that there was a clear ethos within their orgamieathat encouraged team working,
cooperation, and the development of communitiepraictice where professionals can

learn from each other:

‘There is a very strong focus on the individual &mdme | think there needs to be a
much stronger focus on the collective and whatdbléective can achieve. | think
that that is an untapped resource (HRDZ2)

‘There is quite a kind of networking culture | gseperhaps because of the
geography people have to work together and gehdmat only | suppose within the
organisation but also with voluntary organisatiahg, local authorities, other boards
... there are all kinds of joint working that isigg on with other organisations both
locally and across NHS Scotland.” (HRD6)

Beyond internal relationships several interviewsggssed the importance of working

across organisational boundaries and building gtneartnerships with external parties.
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The excerpt below demonstrates the array of sta#lefgthat managers in NHS Scotland

engage with on a regular basis:

‘Local government are a key partner for us becaigbe interface between health
and social care ... We have relationships withoalihe universities and colleges in
our area ... a significant amount of time is spaaling with MPs, MSPs, MEP's;
who all have a series of questions on behalf of ttenstituents in relation to the
provision of healthcare services. Um, we work wather government bodies, |
mean the Scottish Government Health Departmer8; &ndrews House, where the
minister and her civil service colleagues makeqyatiecisions about the NHS which
we then have to enact. We have a close workiragioelship with them and indeed
our colleagues in the NHS in England, Wales, Northkeland and from the
department of health in England. Ehm, and thefeb&ia number of private sector
organisations that from time we come into contaith ywot least of which will be the
pharmaceutical industry (HRD3)

Interviewees particularly emphasised the importaotevorking closely with the local
authorities to ensure that there is consistencwéxmt health care and social care. This
was related to the earlier concept of whole systerking and taking a holistic approach
to care. The HR managers and directors describedrigty of ways in which they
encouraged partnership working with local authesitthrough integrated teams and joint
training. However, it was acknowledged that wogkatross organisational boundaries is
challenging, especially when the local authoritiesmselves face massive cutbacks over
the next few years. It was also noted that duegistics, relationships often have to built
and nurtured through virtual means rather than emsgn. This can present HR with

challenges in terms of training and development.

The two quotations below illustrate that developergployees’ social capital as well as
their human capital has become a key priority f& tdanagers in the Scottish NHS.

* So from an HR perspective | think it is criticalimportant to invest in the way that
people interact with each other their values ahdfahat’ (HRD1)

‘So the HR role then is about our human capitalkivay in a way that promotes
social capital so it is about the learning develeptrof our staff’ (HRD7)

A number of the interviewees linked achieving theseial capital objectives to effective
leadership. The following statement illustrates tew that effective leadership requires

awareness of others objectives:
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‘An effective leader will take time to understate rivers of individuals from other
areas or groups and understand how these impabtdnitiative that you are trying
to take forward’ (HRD10)

This can be linked to the relationship between deadevelopment and leadership
development discussed in chapter three. Intena@ewidescribed various HR initiatives that
they have in place to promote collaboration inahgdivorking with specific teams on their
interrelationships and helping individual employéesdentify their priorities and see how
those fit into the wider system. Four interviewedso linked team working initiatives to
ongoing work within their board into how work caa bompleted differently to improve

efficiency within NHS Scotland:

‘The other thing that we are doing around widemtestuff is the whole look at
competency development which is about getting idif@ person to do the right thing
and not think too rigidly around well its alwayselmpea nurse or it's always been a
porter. To actually say what is it that needs ¢odone, what are the competences
that are needed to deliver that, and then think isHmest person or what is the best
role to deliver that competence and that may gt now and it's a case of just
saying to someone either you can do it or it magviblve someone taking on more
skill development or role development or trainimguatever.” (HRD4)

The statement above links in with the earlier distan (6.2.3) which suggested that to
overcome current human resource challenges NHS geananust think creatively and
consider alternative ways of working. It also hights the perception that staff
development and training is needed to facilitates¢hchanges. Nonetheless, it is it is
interesting that they use the term competency agpetency based education has received
criticism within the literature as it ignores theatning process, the complexity of
knowledge transfer, more subtle intangible outcowlras the role of existing power and
social relations on development (Bolden and Gos@§6). Section 6.3 has provided an
overview of three HR priority areas: developing deaship capabilities; engaging
employees in change; and promoting collaborativekimg. Interviewees asserted that
they hoped that investing in each of these areagdaenhance the skills and agility of the
workforce and increase the efficiency and effectess of the Scottish NHS as a whole.
However, most interviewees acknowledged that atelyraneasuring these perceived

effects is difficult. Thus, the following sectioconsiders the general feeling amongst
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interviewees that they would like to understand enatearly the outcomes of the

investments being made.

6.4: Understanding is about more than Measuring

The final theme to emerge from the interview disouss related to approaches to human
capital measurement and data collection withinSbettish NHS. It was stated that each
board collects a range of data related to its epgas such as staff in post, vacancies, use
of bank staff, staff turnover, sickness absencesraand pay costs. The interviewees
acknowledged that this gave them some insightthetcstructure and cost of human capital
within the NHS. However, almost all noted that desphe plethora of workforce data
collected they often feel like they are ‘drowning data, but thirsting for information’
(HRD5). Interviewees offered a number of readonshis inconsistency including a lack
of analysis expertise, doubt over the accuracy ath ccollection methods, poor data
management systems, limited specificity of daté#fjcdity in measuring intangibles and
not knowing what to measure. Following the analybese issues have been categorised
according to four themes: availability of skillsdea(6.4.1), investment in systems (6.4.2),
the challenge of measuring intangibles (6.4.3), andesire for greater understanding

(6.4.4). These are now discussed in turn.

6.4.1: Availability of Skills Base

As mentioned above, interviewees cited a rangehallenges which they face in relating
specific investments to staff, team, and orgarosali outcomes. However, the most
prevalent challenge raised was regarding the tinterasources required to prepare and
analyse data. It was suggested that that ther lmck of expertise at board level,
especially in smaller boards, to transform the datkected into accessible and informative

material

‘We have quite a lot of workforce information, Hujuess the bit that is missing for
me is how to translate that information into orttlata into useful information
intelligence that can then change the way we ndghhings. (HRD6)
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The quote above illustrates that almost all ofitlierviewees expressed a desire to better
understand the data that is currently collectéaterviewees suggested a variety of ways in
which data collection and analysis could be impdywane widely held view was that the
introduction of an NHS Scotland wide HR IT systermuwd reduce the time and resources
required and improve the accuracy of the data cielte This relates to theory on the
strategic value of web 2.0 and eHR (see, Martid, Reddington, 2010)

6.4.2: Investment in Systems

Six of the interviewees claimed that there wasedrfer NHS Scotland to invest in its IT

and HR systems. It was argued that present ddltectton methods are often piece meal
and overly complicated. Currently, if data is regd centrally, HR asks staff members to
report back information using either paper or et@ut forms. Thus, it was suggested that
more robust data could be gathered through IT systhat gather data automatically. One

interview illustrated this idea with the followirgxample.

‘One example is if you want accurate data abouemdes you ask people to, in the
old terms, clock in and clock out, or you introducédlexitime system that allows
people to clock in and clock out and it generatesdata you need. And because we
don't do that a lot of data collection around eoliopeople issues is not very robust; if
you have an HR system you begin to build that (#HRD5)

Interestingly, for the most part, the desire forestment in an HR IT system was more
prominent in the early interviews. One possiblplamation for this is that given the wider
economic pressures and the costs involved in upggddese systems meant the issue was

seen as less significant for those interviewed late

‘There needs to be some investment | think in systeeh, IT systems in particular.
The NHS has never had a comprehensive HR systéraslattempted to develop
systems at various stages and | have been in tH& fdHtwenty years now and at
various stages we have attempted to introduce arsy$fem but the cost and the
complexity of it has often kind of defeated us justcause of our size and
organisation. So | think there is an issue abawirtg better data that you can more
easily use to manage / measure performance. &f lotir time is spent in cleansing
data and analysing data’ (HRD1)

The above passage demonstrates the view of manheofinterviewees that current

approaches to data collection within NHS Scotlask Isophistication. It was believed
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that a more comprehensive system would reduceirtteerequired to cleanse and analyse
data and help ensure that the data being collastedcurate, relevant and appropriate.
However, it also outlines the difficulties in terrmbcost and complexity of designing and
launching such a system across NHS Scotland. f@espe costs involved, several
participants proposed that if the systems werdanepto provide more reliable data which
could inform process redesign then this in turn Michave a positive impact on patient
experience. This relates to the next section whi@dmines perceptions on measurement

and linking investments in people to organisatigreaformance.

6.4.3: The Challenge of Measuring Intangibles

During the study interviewees were asked to desccilrent approaches to measuring
performance and what they regarded as successtigbroas of staff training and

development. A range of employee outcomes (sgcimaroved motivation, enhanced
skills, and more effective working) were cited adicators of training performance. Some
interviewees also linked investments in people tdeworganisational performance and

patient outcomes:

‘A high performing service is one with good outcamend few complaints. We
can’t measure profits, but | think you can beginnteasure patient outcomes and
how they relate to staff as well as to systemspndesses’ (HRD 1)

The statement above illustrates that there wasiaed@mongst interviewees to connect HR
investments with organisational performance. Thetafion below reiterates this; however
it also illustrates the view of several interviewdhat this can be difficult as in the past

HR’s primary focus has been on employees’ expeeienc

‘My sense is that we should start by measuringepatbutcomes and from that then
analyse whether engagement is important to that herwyou talk to Staff, about
their experience as an employee of the NHS theg tenabout issues, the more
global issues, so they will talk about ‘agendadieange’ and the impact that has had
on them, they will talk about the kind of workinguronment. But very seldom do
they talk about patient experience and so | thivkel can move to a system whereby
the patient experience is the thing that the oggiun is focused on’ (HRD1)

The quotation above demonstrates the aspirationasfy of the interviewees to broaden

the focus from employee outcomes to patient outsomeAlthough almost all of the
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participants described ways in which they wereaalyetrying to measure this link, it was

generally accepted that the methods used coulddoe systematic.

‘So we try to make | suppose the tenuous links betwinvestments in staff and
individual, team and organisational performancet Wwe don’'t it measure very
well. (HRD®6)

These measurement difficulties may be due, in pathem asking the wrong questions. It
was suggested that the outputs that are easilyurezdde are not necessarily the best
indicators of performance. The following statemeiitgstrate that linking specific

investments to overall performance is difficult @sblic value outcomes are a result of

several interrelated factors.

‘There can be many different causes of sicknessralesand there are so many
different interventions that we are making butrigyto identify which intervention is
making the most difference is extremely problemabecause its multi-causal.
There’s not one cause-and-effect.” (HRDG6)

‘| think the challenge of having these public vatype outcomes is that the can that
they can become so loose that they can almost lEooeaningless ... the biggest
tension for me is how you choose something that ngally want to go in depth
when you really want to get impact and really winimake a long-term difference,
so you don't end up doing all the superficial tisith¢HRD?2)

Both statements confirm the challenges involvedmeasuring the effects of specific
interventions; however the second excerpt deplasconcern expressed by a number of
interviewees that focusing on those aspects obpmdnce that are easily measurable can
give superficial results. This also links back ke tpressures for short-term wins from
politicians versus the long-term view of the HRDnmagers discussed in section 6.2.1.
Thus, it was generally thought that more work cdugddone on understanding processes

to allow more meaningful measurement.
6.4.4: Desire for Better Understanding
The challenges involved in measuring the intangibpects of staff, team and

organisational performance led nine of the twehterviewees to suggest that they would

like to understand more clearly what is happenimghe ground:
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‘I guess you need a human being to make sense atf yol think may be happening
on the ground’ (HRD®6)

The quotation above illustrates that gaining thesad would require a move away from
generic measures to more qualitative analysis oéciip interventions. It also
acknowledges the complexity of the environment simggests that it requires judgement
and weighing multiple sources of information (Wei@®95). This can be challenging for
both professionals - such as doctors from a séignfpositivistic background - and
politicians who covet ‘hard, objective’ data (Beey al, 2000). This view was further
emphasised by HRD8 who when discussing existing datlection within their board

mentioned:

‘They're all quite tangible measures and quantitatiype measures. And the next
step, | suppose, but it's a challenge for the Nid$)e qualitative type’ (HRD8)

The statement above alludes to the opinion that, tduhe resources required, gathering
such qualitative information can be difficult f@arge organisations like the NHS. In spite
of this, it was generally felt that having an enteth awareness of how particular
investments in, for example, leadership developnretdate to individual, team, and

organisational outcomes would improve future HR agament and measurement.

6.5: Phase One Conclusions

This chapter has provided an overview of the keyribs that emerged during interviews
with human resource directors and managers in Netfléhd. Section 6.2 considered the
current political and economic context influencid® management within NHS Scotland.
Due to the time period in which the interviews weamnducted it is not surprising that at
the outset there was a focus on talent managementaping with an ageing population,
but as the study progressed this was surpassedpwsla for ‘austerity’ measures and
removing waste to overcome economic challengestid®e6.3 discussed NHS Scotland’s
current HR priorities. It was noted that in tinesausterity the focus moves away from
recruitment to retention and from stability to chan Interviewees believed that
developing the organisation’s leadership capaédit(particularly those of clinical line

managers) would provide a means of engaging emgdoye change and encouraging

collaborative working which they hoped would in rtummcrease the efficiency and
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effectiveness of the Scottish NHS as a whole. [y aséction 6.4 reflected on the difficulty
involved in measuring the impact of these investmen people and the interviewees’
desire for an in-depth understanding of how investt® in for example leadership

development transfer into the organisation.

These findings set the context for the second pbaskta collection and influenced the
overall direction of the research. It was decittet an in-depth case analysis of a specific
leadership development programme for senior clinezders would allow the researcher
to explore leadership development in the Scottighltd Service from the perspective of
those involved, thus delivering the research objest outlined in chapter one and
addressing the issues highlighted by the HR dirsc{eee chapter 5 for overview of
methodology). Data from the study was analyseth#tieally as the research progressed.
Various themes emerged from the analysis and thage been since categorised under
three main topics: DTF as an identity workspacesg®al impact, and organisational

impact. Chapters 7-9 now discuss these in turn.
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Chapter 7: DTF as an Identity Workspace

7.1: Introduction

The previous chapter provided an overview of threnthtic results from interviews with
HR directors and managers in NHS Scotland. It icemed the political and professional
context underpinning human capital management witne health service and noted that a
key priority for HR managers was developing thedérahip skills and capabilities of the
organisation’s clinical managers. These findingsrimed the direction and design of the
study’s main level of analysis: an in-depth examomaof participants’ accounts of the
impact of theDelivering the Future(DTF) leadership development programme. This
chapter and the subsequent two chapters presergntp&ical findings from this case
analysis. Addressing the first sub-question, thigpter examines the role that leadership
development programmes can play in shaping paatitgd leadership identities at an
individual, relational and collective level. Chap8 builds on this to consider in more
detail participants’ accounts of the impact of D®F their human, psychological, and
social capital. Chapter 9 then explores the rdlerganisational context on learning
transfer and intellectual capital development. @mes of this chapter are twofold. Firstly,
it examines interviewees overall impressions ofgtegramme and the learning process in
relation to identity construction. Secondly, isdisses the participants’ experiences of the

practice-based elements of the DTF.

7.2: Overall Impressions of DTF

7.2.1: Positive Impressions: Enhanced Knowledge a@ahfidence

On the whole, the DThrogramme received positive feedback from partitipaThe
general perception of those interviewed was thaF Dfieets its objectives and is well
managed and coordinated. The statements below atisanthe feelings of many of the

participants.

‘The programme has been a great success for nbexnis of the overall entrants and
their skill set and the completers and their sd@ll. The cohort at the beginning and
the end had a different kind of skill set - a bhettederstanding of their own strengths
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and weaknesses, a better understanding of leageasha concept, leadership for
NHS Scotland, and for a greater or lesser extdygtr understanding now on how
to get things done, and how it sits in the strat@ignning of NHS Scotland’ (P4)

The above excerpt illustrates a common belief graaticipating in the programme had
enhanced participants’ skills and abilities, imprdvtheir self-awareness and given them a
clearer understanding of the broader political anglanisational context in which they
work. Although, prior to commencing the programrak of the participants had been in
some form of leadership or management role forrabmr of years (ranging from two to
fifteen); most had no or little previous trainingleadership. Many had had to effectively

learn on the job while also balancing their clihiesponsibilities.

‘| think a lot of clinicians, like myself, often flainto leadership and you don’t really
receive an awful lot of training in what's rightdamvhat’s wrong ... so this was a
fantastic opportunity’ (P2).

A consistent view was that the programme had con®iied and enhanced learning that
they had gained on the job. In some areas it haahghem confidence in their approach,
while in others it had exposed more effective waysmanage situations. Enhanced

confidence was considered as a key benefit of thgramme:

‘Well it gave me the understanding that | was logkior, and it gave me a massive
amount of confidence in myself. The one thing thdid was it made me realise that
| could achieve much more than | ever thought lld'oii?13)

The perception that the programme had enhancettipartts’ knowledge and improved
their self-confidence in their leadership skillslarapabilities is particularly relevant to the
development of a leader’s identity at an individigalel (DeRue and Ashford, 2010); this
theme is revisited in chapter 8. Most participaadserted that DTRad provided aich

and challenging learning experience.
‘It was thoroughly enjoyable - | wish | could godkaand do it again, and just take
time out really to savour the immense richnessleahing’ (P11)

‘I have absolutely loved every single minute of.itit certainly stretched me, | am
well out of my comfort zone ... | really valued twole experience.’ (P20)
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The statements above together with use of the wardks as: ‘fantastic’ and ‘success’, as
in the previous quotations engender a positive enaf the programme. However,
participants also noted that it had been a chalgndearning experience which had
stretched them.

7.2.2: The Delivering the Future Journey

A popular metaphor used by participants was tordesgparticipating in the programme as
being on a ‘learning’ journey. This relates to shuggestion that development programmes
can act as ‘identity workspaces’, where participazgn work on and co-constructed their
leadership identities (Carroll and Levy, 2010; Rgtri, 2011). In line with the extant
literature on leadership identity development .(eaqrd and Hall, 2005; Day and Harrison,
2007) participants regarded DTF as an intensiwgative and transformational journey
which had helped many move from being a novice wiag faking or ‘play-acting’ at
leadership to having individual and relational doddy in their leadership role. A number
of participants described feeling like they haddar down their previous conceptions of
leadership at the outset so that they could stdhteabeginning and open themselves up to
new challenges; working their way through their @lepment and slowly evolving as the

programme progressed.

‘| found it really challenging personally in thediening, because | was very open to
wanting to understand what | could do better, andkescribe it a bit like | had
deconstructed myself, and then the first half & grogramme I'd say was about
putting myself back together. That sounds quiterdtic it's not meant to be, but it
is almost like, you know, I'd really opened myseif to lots of things, and then | had
to put it all back together again. The second bhthe programme really has been
about really building on that and understanding Hoean do things better, and
putting that into practice’ (P6)

The statement above alludes to being on a dynaiative journey and the impact of that
journey on participants’ skills and abilities. Hewer, it also illustrates that the notion
working on one’s leadership identity is not easyl aan incorporates deconstructive
elements as it involves changing one’s mental selseexisting paradigms and entrenched
logics. This is important as the existing literatunas focused on the development,
regulation and maintenance of leader identitiesrr@@aand Levy, 2010; DeRue and

Ashford, 2010). This process of deconstruction amkarning had affected people
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differently: some spoke of the exhilaration that lme with being awakened to new
ideas while others referred to the emotional tersi@nd struggles that they had
experienced including feeling exhausted by the ggscand a sense of loss at having to
take apart their previous theories of leadershiph sanse of selves. This may have been
particularly evident in the current study as thenichl participants often had strong
professional identities and were well-regarded wvittmeir professional community. The
process of identity reconstruction may have beatigodarly challenging for them as it
involved giving up an established and successfukwdentity and moving away from
their community of practice (Beech, 2011; Greenwatdal, 2011; Wenger, 1998).
Leadership theory, at least at the outset, wasedely many as new vague, fuzzy and

strange to them:

‘I was slightly overwhelmed by it because it is i& & an information overload
initially, and it does move at quite a pace. Saine learning techniques were new
to me, so | found that quite daunting. But aswieeks went by, and | began to relax
into it" (P13)

‘It has been hard work; it has been physically ewsliag, which surprised me. |
have never experienced that level of investmentenn my life’ (P7)

‘| still considered myself to be a clinician, | wgsite isolated in the role | was in and
| was looking for an opportunity to build a network So really, | came into the
programme looking for a network of clinical lead&rssupport me, and to allow me
to develop further.” (P6)

The first two statements above illustrate that sgagicipants had found the learning
process overwhelming and exhausting; yet they ed$éer to the benefits attributed the
programme. In spite of the challenges particigatim the programme was generally
considered to be a luxury and a reward from thewmsgtion for their hard work. The
third excerpt is illustrative of the view that DT#as thought to help participants develop a
network of peers who enhance their strategic thigpkand understanding of how NHS
Scotland operates and help them psychologicallyerfoiom ‘clinician’ to ‘leader’. This
relates back to the notion that it is difficult boild an identity in isolation as identity
construction involves social and relational proessésee section 3.2.3). Moreover, it
highlights the role that development programmesptay in providing participants with a
new community of practice that encourages collectsense-making and identity
construction (Carroll and Levy, 2010; Siebetrtal, 2009; Weick, 1995).
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It was observed that being given the opportunitiat@ time out to focus on their personal
development and reflection is unusual and refrgshid number of participants noted the
advantages of feeling like they were in a safe remvnent where they could exchange
ideas and reflect on their own strength and weaasesProtected time and reflection were
recurrent themes throughout the interviews with yngarticipants stating that they
appreciated being able to step back from the demahtheir work and focus on how work

more effectively.

‘One of the really valuable things that it's givere is actually time to think about
leadership strategies. | think when you're workingpat you're driven by, really, is
the demands of the service and the demands ofitlte df policy from Scottish
Government that needs to be met. You're constarihgsing targets and meeting the
objectives that the board sets for your servicesatthat leaves is very little time,
really, to reflect on how you’re doing that .. hirtk whatDelivering the Futurehas
given me is an opportunity to step back from thad & think about managing
meetings, to think about how to engage staff, amyes and redesign processes
properly.’ (P12)

‘| think there’s something really, really powerfaibout having time out of work ... |
think we get, in the NHS and my experience and ¥eked 25 years in it, you get
SO sucked into the process of just getting thingisedthat sometimes | don’t think
you take the time to sit back and reflect and trabkut where you are going with
your career, what next, what other opportunitiesl eieed to think about, so | do
think the protected time was a big part.” (P14)

The notion that DTF was a place where participantdd step back, reflect and exchange
ideas with a group of peers is important as pets@fi@ction and social relationships are
key elements of identity work and social identitynstruction (Avessoret al, 2008;
Beech, 2008; Carroll and Levy, 2010; DeRue and #&shf2010; Petriglieret al, 2011).
Nonetheless, some interviewees cautioned that tegrgamme is only one part of

participants’ wider leadership journeys and idgntiinstruction:

‘| think, that’'s where, probably, a lot of peoplave historically gone wrong, is the
day they think they've become the expert, is prop#ie day they should pack their
bag and go home because | think we’re always legriaind developing, it's a

journey, isn’t it. Leadership is a journey too. Yomove from one role to the next
role, to a different position, with different chatiges and hopefully you then have,
kind of, like a toolkit of strategies and copingcehanisms that are going to support
you to be effective in your role as a leader. Ahdn we all have our moments
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where it's all, oh, my God, too much! Which is theman factor’'s element, isn't it,
in all of this, | suppose’ (P14)

Interviewees often explained how DTF fitted in witteir own leadership journey. They
described the path they had taken, for examplejrgian a clinical role then moving up
the ranks in their organisation into managementlaadership positions; their drivers for
applying to DTF; and their future plans and addidlbdevelopment aims. This relates to
the proposition in the literature that leadershligntities change over time in relation to the
social context and are stimulated and shaped byactions with others (Carroll and Levy,
2010; Day and Harrison, 2007; Deeisal, 2001).

Participants also noted that given the challengingy demanding nature of the programme
it was important that individuals completed thegreonme at a time that was convenient
professionally and personally. The following exdsrdrom P2 and his OD lead
demonstrate that although managers and colleaguesecommend DTF it is individual
participants who must engage in the programme &8l iencroach on their private/family
life.

‘It's something that I'd known about for a couplé years. Our OD lead had
discussed it with me a couple of times and askedonapply but it was never really
the right time. | was made aware of it last yeanall and | put myself forward as a
candidate ... My expectations were probably colduaewee bit by speaking to
people who had been on the programme before, exgyybad said positive things
about it but they had said that it was a lot of kvand you would get more out of it if
you definitely committed to it, and | think thatighy | had resisted in previous years
because it just wasn't a suitable time ... it go&s your personal time.’ (P2)

It took a lot to persuade P2 to go on that natigmabramme ... it is the same old
story though people who are very, very busy andridmrte a lot find it difficult to
take time out for development but what they so@mrias that development is what
enables them to deliver excellence and actualliagsstheir performance rather than
it being something extra.’ (3-OD-p2)

Several participants asserted that it had beenculiffto balance the demands of the
programme with professional and personal commitsien©On a personal note, many
declared that the support that they had receivewh ftheir spouses and families had got
them through. Others mentioned the importance oohpieting the programme at the

optimum point in their career:
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‘I had got to that point in my career where | waginning to think where do | go
and what do | do next.” (P20).

‘When the programme was very first launched for @bbne | was in the interview
selection process and to cut a long story shaygtla new post during our internal
selection which did take me a little bit away fromy clinical leadership focus. So |
sort of parked it, always knowing | would go baoktt’ (P17)

The preceding statements demonstrate that moscipartts felt that completing the
programme at time which they had been able to engag had enhanced their learning
and provided a new direction to their career. Heeond quotation highlights the
importance of being in a position that facilitatke direct application of learning from the
programme. This is related to both the learnragsfer literature and collective identity

formation (see sections 3.2.3 and 3.44).

7.2.3: DTF’s ldentity and its Impact on Participast

DTF's external image (i.e. its identity) was alsmrd to influence the construction of
participants’ leadership identities. On the onexdhathe positive external image and
reputation of DTF had enhanced participants’ peakeoredibility with important others.

However, on the other hand, some participants nibtadambiguity surrounding DTF and
limited understanding within the workplace of tlearning provided and the organisational

support needed to embed learning. These alternatwes are now discussed in turn.

7.2.3a: Positive - Credibility

Both the participants and members of the prograrteam noted the strong identity and

positive external image of the programme.

‘| feel incredibly privileged to be working on therogramme ... competition for
places is places is quite intense ... [it] hasrangt identity and a strong process
befitting of a strategic national programme’ (C3)

‘On a personal note, designing a programme whiaxisrnally evaluated as being
excellent is really rewarding’. (C5 — Coordinator)

‘The programme seems to have a fairly high profiithin government ... if you say
‘I'm on the leadership program’, folk seem to realthat that there has been a fairly
robust mechanism to actually allow you to be selkd¢d the programme and once
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you have been on the programme you've actually ee@osed to not only the
networking, but a whole load of tools, which youneese in your work’ (P3)

As shown in the above quotes there was a strong thiat the programme had a positive
external reputation as an effective developmeriainie that attracts high calibre leaders
from across Scotland. Due to the programme’s Ipigiiile and the limited number of
places available candidates have occasionally badpply on a number of occasions
before being selected. In the current study tipa#icipants had applied previously and
been unsuccessful. The strong competition for glaceDTF was viewed as a testament to
its success; it was believed that the focused ftecent and selection process leads to those
who are selected being highly motivated and hawngal desire to learn and develop.
The programme’s reputation was also thought to fawkamock on effect for individual
participants’ reputations as there was a view geiting on the programme meant that
they were going somewhere, thus reinforcing paaicts’ leadership identities. Within
the current study a desire for self-development \wagey driver for many of the
participants. Many wanted to get back to a leayrenvironment and to challenge their
assumptions while others noted the benefits ofystundl development that were relevant to
their daily role. In addition, there was a strasgmse that completing the DTF programme

would enhance not only their current role but dksar career development.

‘| thought it was exactly what | needed for my msdional development at that time
and | also saw it as a big ticket to career devalag. | knew if | got it, it would set
me off on a pathway to developing my career.’ (P21)

The phrase ‘big ticket’ highlights the view thatthrogramme’s prestige within the NHS
would lead to the enhanced credibility and legitisnaf participants. It also illustrates that
the programme sets expectations, namely that @ftepleting the programme participants

will get a promotion or lateral move, which maynoeay not occur in practice.
7.2.3b: A Sense of Mystery
Despite this positive image, participants alsomrefitto a sense of mystery and ambiguity

surrounding the programme. Prior to commencingpifogramme many participants had
spoken to individuals on past cohorts and to membérthe programme team to get a
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sense of what to expect. Nonetheless, severatiparits suggested that at the outset they

were unsure of what to expect, with one particighagcribing it as a ‘secret society’.

‘| spoke to people who'd been previously, but itsval of a bit of a secret society -
all 1 got was, ‘oh, you'll love it and it will defiitely be great for you’, but nobody
said exactly this is what you’ll do and this is wiau’ll get out of it, apart from help

to develop you as a leader ... | suppose thatquite difficult to define specifically

what it is you get’ (P1)

The phrase ‘secret society’ draws connotations afispiracy, mystery, subterfuge,
deception, exclusivity and hidden specialist knalgke It was felt that these associations
can have both positive and negative effects on BTi#eputation and participants’
credibility and collective leadership identitiesore interviewees proposed that the
elusiveness and mystery surrounding the progranumkefr enhanced the exclusivity and
credibility of DTF. In contrast, others suggestkdt limited understanding at board level
about the details of the programme together wittack of appreciation as to how it
impacts participants’ skills and knowledge was idegntal to learning transfer and
personal credibility within their organisations. aly felt that a more open approach and
formal acknowledgment of the education receivedld/@mhance both the programme and

participants’ credibility.

‘So, | didn’t really know anything about the prognae, to be honest. | had a vague
notion ... | think there should be more promotidnto People need to understand a
bit more what it is and what it can do, and thedfién that it has given to people ... |
think another thing that would be useful would lbethere was some kind of
recognised award at the end of it.” (P13)

A further participant cautioned against becomingeétist group, she felt that putting on
airs and graces and focusing on individuals wheehazarticipated in the DTF programme
limits the learning and support that could be gaifrem other leaders in the organisation
and may lead to resentment from colleagues. Thasphelitist group’ also has negative
connotations for participants’ relationships withildwers as it suggests that there is the

potential for narcissistic leaders who downplayftilwer's role.

‘One of the things that | think we need to be vaware of is that we're not seen as
an elitist group, because people will find thattguihallenging ... it's not the only
leadership programme that there is; it is a ledujergsrogramme and there will be
many other leadership programmes. It would be bklpf have perhaps more
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integration with the people who have been on therdieadership programmes, but |
understand that one of the things that would cairsthem, as it has constrained me,
is their time.” (P10)

In the extract above P10 argues that it would Heflleif there was more integration
between different leadership programmes withinNiWS as this would open up a wider
network for knowledge sharing and encourage mutespect between groups. However,
she acknowledges that leaders within the NHS aswicted by time. The programme
team also noted the potential for opening up DTFateo cautioned that practically it was
quite difficult. Despite the mystery surroundiriige tprogramme many interviewees stated
that they had entered the programme with an ‘open’nand welcomed the surprises. It
was implied that adopting a flexible approach antlentering the programme with fixed
ideas allowed participants to make the most of thieerse learning experiences.
Nonetheless, in an attempt uncover some of theanyshe following section explores

participants’ experiences of the practice-basechetds of the programme.

7.3: Elements of the Programme

As was mentioned in chapter Dgelivering the Futureruns over eighteen months and
incorporates variouslevelopmental experiences which aim to embed legrmiithin a
participant’s ongoing work and help them work oreithleadership identityFormal
classroom-based leadership master classes are eroemted by supplementary activities
including action learning, coaching, mentoring, &@ree feedback, and work-based
projects. The following sections consider partiaiga views and experiences of the

different elements of the programme and how theyptement one another.

7.3.1: Synergy

Not surprisingly, due to the different personatitief the participants, there was a
perception that certain elements of the programatkldeen more effective for some than
others. Nonetheless, there was a common beli¢fittig the multifaceted nature of the

programme that makes it particularly useful asacsgor identity work.

‘I don't think there is any part that | didn’t ggbmething out of. And to some extent
| think it is the sum of the parts as well that skt work. | mean, there is no doubt
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that ultimately you have an awareness of your oty which | didn’t have to the
same extent before. The entire programme is shahit introduces you to new
information and new skills’ (P7)

‘Some sessions were personally more helpful thamersf but | learnt huge
amounts... I'm not saying that I've turned into thigonderful person, but |
absolutely know now where I’'m going and how to tyetre, and | know what | need
to do to make things better.” (P11)

It was widely believed that that no single partfF makes the programme a success
rather it is the cumulative power of the combinedhponents. Participants acknowledged
that the variety of development approaches mada fanallenging programme; however
stated that they complemented and enabled eaci. o®ieilarly, when discussing the
practicalities of completing the programme, pap@eits alluded to the time commitment
involved and the need to balance multiple respdlitgs. Yet, a consistent view, as
illustrated by the comments below, is that fooitoe worthwhile individuals must commit

to the all aspects of the programme.

‘If you're going to commit to doing the programmés really important that you
actually do it, because | don’t think you get aschmout of it if you dip in and out.’
(P12)

‘Balancing commitments is challenging, but you hagebe willing to take the
challenge in order to change in the long-term ... getiwhat you are willing to put
in ... it's your own development so it's up to youléarn’ (P18)

7.3.2: Action Learning Sets

One area of contention for participants was thegse of selecting their action learning
sets (see section 3.3.5) at the initial developneentre. Potential issues are captured by

the following comments:

‘I do think there was a bit of the three days thats a bit pretentious and was
unneeded, for example, the action learning setsygre all just stuck in the middle
of a room and told to sort out or own groups’ (P1)

‘The curious co-ordinating of getting people inteit action learning sets ... it was
interesting for a couple of hours, as an exeraséerms of your own personal
development, but you ended up with people thatgpstwere not best in line with
you, people with different roles and responsilasti different sorts of meetings,
different sorts of decisions ... | found myself & group that was very, very
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personable, lovely people but in terms of pure beoEALS | wasn't quite so sure
about it.” (P4)

The above statements note the awkwardness that pemtigipants experienced during
selection process. Several participants comparéa the unease associated with team
sport selection and choosing partners at a scheated On the one hand, some felt under
pressure to choose a group quickly so they werdefidbehind. On the other hand, others
viewed the process as beneath them and infantNevertheless, a small number of
participants believed that while the selection peschad been challenging it had been
worthwhile as it had led them to work with a vayietf individuals with different
experiences. Moreover, it was felt that the predtself had generated trust between group
members, thus giving them a safe environment inclwhihey could share ideas

experiences.

‘That was my first action learning set. What adbpeople found quite challenging
was how you selected your action learning set adidri't have any clear tactics ...
but what emerged from the whole process was a steoyng, really trusting group.’
(P8)

Beyond the initial selection process there wasdespread believe that the action learning
sets were a helpful addition to the programme #ratouraged knowledge sharing and

collective learning:

‘It's about this very trusting environment that'edn created or that we’ve managed
to create in our action learning set, where yoalke to actually express some quite
personal fears that you maybe would be a bit meltectant to do with people back
in base. So that was one important thing.” (P15)

‘So the action learning set was better than | hactipated, ironically people don't
talk about their projects at work what they talloabis their personal difficulties
with other colleagues, and managers and staffter a while people become very
open and comfortable and honest with one anotR&1)

Both the excerpts above illustrate that many padits viewed their action set as a safe,
supportive environment where they could discuss itefessional and personal struggles.
This relates to the suggestion in the practicedbdsarning literature that learning groups
and cohort learning can create a new learning camtynfor participants where they share
knowledge and experiences and construct sharedimgsaand practices (Carroll and
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Levy, 2010; Cunliffe, 2008; Raelin, 2000; Siebetral, 2009; Petriglieri, 2011). Linked to

this, others proposed that being part of a dynagnicip had stimulated greater learning
and enhanced their awareness of how to manageetitfeersonalities. However, it was
acknowledged that diversity within the group camoalead to disagreements and
unproductive discussions. This relates to the prakcons of diversity in networks more
generally (see section 3.3.7). The personal andtiena nature of some of the issues

raised also meant that action learning was notysweewed as an easy process.

‘I enjoyed them. | found them stimulating. It wasally useful for me to see how
other personality types engaged and managed. Italgasuseful as an introvert to
learn techniques of managing extroverts.’ (P10)

‘The Action Learning Set was interesting. You'lltgkfferent responses to this from
different people. | think it took a bit of time fais, the Action Learning Set, to work,
and | think really quite different personalitieshiah is quite good and quite helpful
in a lot of ways. You learn to work with people aodunderstand people who have
very different perspectives from you, which is gwialuable. But, in some ways, it
can be quite hard work, | think there were timasni@ where the action learning set
felt as if it was harder work than the benefit lswggetting out of it.” (P12)

Ultimately it was argued that the value achievabl®ugh action learning depends not
only on composition of the group, but also how g@ghand committed individuals are in

relation to the learning process:

‘| think the action learning set tended to be a Wwidaphazard at times ... everybody
was frightened that they might upset someone u.tgaded to hold back a wee bit
which is not what it's about ... what is really fisefor me in action learning is
people challenging you and saying that’'s not gawalgh ... | think, it's all down to
the mix and whether you gel.” (P1)

ALS groups were facilitated by the programme’s ¢escand good facilitation was cited
by both participants and programme team membeksyato collective learning within the
group. This is in line with the literature which phasises the importance of facilitators
who promote personal and collective reflection andourage action (Conger and Toegel,
2003; Raelin, 2006). Coaches explained that adtiaming was a co-created process and

it was necessary for them to vary their approadielation to the make-up and needs of the

group.
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7.3.3: Coaching

Overall, the coaching element of the programmeivedepositive feedback. It was seen as
a positive indulgence that allowed participantsréfiect and focus on their individual

learning objectives in a safe environment.

‘Having a coach one to one was extremely luxuriod® have that two or three
hours where the focus was on your development weallent ... it really helped my
self-awareness, it was extremely helpful.” (P8)

‘There was real trust between the coach and ]J,mhade you work hard and reflect
but didn’t give you the answers.” (P11)

The emphasis on reflection is important as refhgctin practice is thought to be central to
critical learning and identity reconstruction (Gifie, 2002; DeRue and Wellman, 2009;
Hurd, 2009; Petriglieri, 2011). Participants spakehaving ownership of the process,
being able to work through issues that were of eamdor them, and gaining self-

awareness from the conversations. Some likenexdtiidrapy or counselling, while others
focused on how it had complimented other elemehthe programme and helped them
apply learning within their workplace. Where papants did raise concerns over the
helpfulness of the coaching sessions, these tetudbd related to prior expectations of a
‘sports’ type coach who would guide, direct and aemage participants in a focused
manner:

‘| found coaching a bit too non-directive and a t@6 much like counselling and
probably not that encouraging and bit unfocuse@1jP

7.3.4: 360 Degree Feedback

An element that received universal endorsement fpanticipants was the 360feedback
process (see section 3.3.2). Most participants wergous at the outset; however after
receiving their results some spoke of gaining amédiate confidence boost, while others

outlined how their initial results had set themeaojourney of change.

‘The 360 that really helped me, | picked a really diffichlinch of folk ... so | had to
prepare myself psychologically for the worst andually it was the complete
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opposite. | mean all my scores were very high. Aaothally, | kind of, came away
from it on a real positive — a bit of a confidermost’ (P14)

‘When | got my first 360 feedback, | was pretty devastated because a ¢ople
said that | wasn’'t open and honest and | found bty cut against my core values
... | took being direct and having a direct, aggressiommunication style as being
honest, whereas | now realise that actually giviegple the space and time to
communicate is probably more honest... If we warthtk about change through the
programme have a look at my first 36@nd have a look at my second 360they
are chalk and cheese’ (P17)

The statements above illustrate the relational @spaf leadership; gaining feedback on
how followers and others in the organisation regdrthem was for some a positive
experience which reinforced their leadership idgnfDay et al, 2009). However, for
others it was an emotional experience which causady to question their self-identity
and make a conscious effort to change (Conger avebdl, 2003). It was felt that
completing the 360° at two points in time gave ipgrants an opportunity to reflect on
how they had developed during the programme. Q@actste feedback gained from the
activity gave participants’ personal insight inteeir external image, learning style and
management approach. This enhanced understantiimged them to more accurately
focus their development to target specific issu&®t, others noted that because of the
multi-rater design of the 360°, participants casoaleceive conflicting feedback due to

people’s different preferences regarding, for examgngagement and communication.

7.3.5: Mentoring

One aspect of the programme that was rarely mesdiomithout prompting was local
mentoring (see section 3.3.3). The programme’snptmnal material talks of fostering
local ownership and the importance of selectingemtor who will provide support and
guidance locally during the programme. However, nvhpbed about their mentors many
participants gave vague non-committal answers. example, when asked if they had a

local mentor participants replied with brief anssveuch as:

‘I don’t know my sponsor is the chief executive ate mentions from time to time
‘how it is going?’ (P4)
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‘Well, 1 did, but there’s been so many people that used, | haven'’t just used one
person ... | must admit, at the beginning | thougdiithave this one person that |
admire and I'll be like them, but it hasn’t workedt like that.” (P11)

The responses from the two participants above iglghthat for many participants the

mentoring relationship with their nominated menteais limited and ambiguous. The

second statement emphasises the importance ofmafomentoring relationships and

drawing on the expertise of different people depanan the situation. Yet some took a

more negative view conveying their disappointméiat formal mentoring had not worked

for them. This is noteworthy as positive inter-pera relationships with others in the

organisation is crucial to developing a leader'sniity at a relational level and the

sustainability of that identity over time (Cunlifiend Eriksen, 2011; Carroll and Levy,
2010).

‘I chose a mentor from within the board and it sasmeone who | thought would be
useful both because of her experience in a similiay, but also because of the part
that she played nationally...” (P15)

Interviewer: Did you draw on her during the programa?

‘I would say the most disappointing aspect of thegpamme was the success of the
mentorship arrangements because the way that thatonship process was viewed

meant it was very difficult to get access to thespa on a regular basis. If there was
any part of the programme where | felt as thougbas relatively unsupported and

that was unsuccessful, it was the mentorship aeraegts’ (P15)

Interviewer: Why was that do you think?

‘| think there were two things ... | think that@t lof it was workload-driven and that
people just physically couldn’t make the time toaide to contribute and I think that
part of it is possibly leadership style as welltloé mentor | chose, who doesn’t tend
to do one-to-ones very well, or regularly — asWwriamow.” (P15)

The passage above notes that the mentor did naiyalwew the role as a priority leaving

the participant feeling unsupported. Problems waitcess and ability appeared to be a

common problem for participants with many noting thfficulty involved in identifying

someone with the time and skills required to appab@ly mentor them:

‘To be honest ... | don’'t mean this to be a flippstatement, but I'm not sure if our
senior management team or executive team havey ¢ith time or the inclination to
help mentor and take people under their wing ferfthure.” (P17)
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A few participants had more positive experiencesnantoring, though, similar to the
findings of Raginset al. (2000), informal mentoring relationships that Hseen built up
throughout their career were often perceived tonoee valuable than those selected for

the programme.

‘I've got a really good mentoring relationship withy line manager so leg al the
coaching | need from him to be honest and he ig, wary good ... he’s got a high
opinion of me and he points out my mistakes withougsyfooting around whereas
my coach probably was a bit too nice to me and mayasn't direct enough about
picking up my weaknesses.’ (P21)

It was argued that mentoring relationships showgdbhilt on mutual respect and, as
emphasised in the above quotation, it is importhat the elected mentor possesses the
skills and capabilities required to communicate amgart wisdom and is able to provide
constructive feedback (positive as well as negativénked to this others noted the unique
learning gained from short-term shadowing of susftes leaders following the

programme.

7.3.6: Work-Based Project

The project (see section 3.3.6) is also worthy @en Most participants enthusiastically
described the projects that they had undertooly wiiny explaining how being on the
programme had led them to approach tasks diffgreithe projects were led by the
participants, sometimes with input from their semmanagers, and emerged out of issues
that they were facing in the workplace. In gendéhaly aimed to help participants use
‘content’ knowledge in their work, thus helping théo become a ‘leader in action’ which
helped them to further establish their identityadeader within the organisation (see. e.g.
Haslamet al, 2011). The short excerpt below from a senionager in P10’s board
illustrates the view that projects were often thdugp provide direct organisational

benefits.

The work-based projects are key to showing them th@amore theoretical stuff can
be part of their job ... P10’s has been a greatesscwith real deliverables for the
organisation (3-SM-p10)
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However, throughout the interviews it became appatteat there were issues relating to
the reflective report that accompanied the projeBoth the coaches and participants
mentioned that drafts had often submitted laterapdrts had varied in quality and length.
Numerous participants mentioned that they appregithe flexibility of the programme

team, but a few suggested that perhaps the desidd lbe improved:

‘The project has been funny; | don't think they baactually cooked it properly.
They have not really followed up on it. We hadtdmit it at six months and then at
a year and | put a fair bit of work into it at snonths and | asked for some feedback
on it and the feedback | got was, ‘well that isefin so | think they could of made
that a little more formative and | think becauseréghwasn't much feedback, a
number of us just haven'’t really finished it offdahknow that that is the same on
previous cohorts. So | think they have got somethiot quite there because by in
large we are a group of folk who do deliver.” (P3)

The programme team confirmed that there has beme sanbiguity over the project with
uncertainty among participants over the degree hichwit should focus on personal
development or service improvement. This relatethéodebate amongst commentators as
to the importance placed on individual reflectiomdalearning versus achieving
organisational outcomes in work-based learning {€ps2011; Garnett, 2001). Due to
this feedback, the programme team have attemptbdtter position the project in practice

for subsequent cohorts:

‘We are spending much more time on making certaat the learning from their
internal project is absolutely embedded into thay-to-day activity.” (C4)

It was suggested that placing greater emphasisarnihg transfer and providing formative
feedback would improve the status of the projecthi@ minds of participants and help
them to engage their organisations in the proces$iis is in line with DeRue and
Wellman’s (2009) proposition that for projects telider optimal results they have to

incorporate elements of challenge, support ancsassnt.
7.3.7: Policy Focus - Quality Strategy
A distinguishing element of thBelivering the Futureprogramme is the link that it has

with a current policy development. As such, colour was involved in the consultation

process of the recently published Quality Stratégy NHS Scotland. Initially, most
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participants enjoyed the process of meeting Stogmernment officials and having the

opportunity to influence policy development.

‘Each of us on the cohort have been designatedtasm quality champions for the
quality health care strategy...that will be supportéchave got a meeting with the
directors in the next couple of weeks to take thavard.” (P8)

‘Being involved with the quality strategy has begnte good because we have been
able to view at quite close hand how the strate@s wleveloped, how it has

interwoven with the Scottish Government, how itamsulted upon and how you can
influence these things.’ (P4)

Some participants engaged in the process more dtters. During the programme, a
number of participants from cohort four were invavin developing a collaborative
workshop which brought together policy makers and-Calumni to clarify the role of
clinical leaders in the delivery of the qualityadtrgy and to discuss appropriate indicators
for each of the six quality pillars -person centretinically effective, safe, equitable,
efficient, and timely. As an attendee at this ¢éwbe researcher was able to observe a
range of formal and informal interactions betwdss DTFparticipants and policy makers.
An important theme to emerge during these discassizas that quality in the NHS is a
multifaceted concept that can be difficult to measas often it encompasses both tangible
and intangible elements. Policy makers spoke @hied for a national strategy to provide
continuity. However, the clinical leaders cautidragainst patronising clinicians who may
argue that they always strive to provide a quadgyvice and do not require addition
formalities. Others suggested that for the strategsucceed local leaders will have to
engage with individual staff members so that thegvk what their contribution is and that
their contribution is valued. Despite appredgtthe opportunity to contribute to these
policy discussions, some participants expressestration that many of their suggestions
had not been the incorporated into the publishedegty. There was also a feeling among
some participants that, to its detriment, the sgwatalmost over shadowed the rest of

programme:

‘The first session we did on the quality stratelgyink went very well, our first kind
of consultation on it. And it was really instruaibeing in at the ground floor of how
the government develops its strategy. It then toola little bit of a life of its own
that | wasn’'t quite so drawn to. | thought we had all our points made, really, in
that first session and we kept kind of coming biack in different guises’ (P5)
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As part of the process, members were also namgdadgy champions for their boards. In

theory this was a success for participants witheing: ‘something else to put on the CV’

(P21) and some boards responded positively; howiavether boards the announcement
met resistance and animosity leaving participanssite of their position.

‘It went down like a lead balloon here that we werde the quality champions and
that we were chosen to be to begin with.” (P6)

In spite of these concerns, the programme teanmtqubito the importance of this element
of the programme in terms of learning transfer,igyoformation, and the kudos that

participants gain from working with policy makenrsthis context.

‘One way that | think the programme really doescemage learning transfer is that
each cohort focuses on a policy issue, for exanigatter Health Better Care or the
NHS Quality Strategy.’ (C2)

‘In the programme we try to engage with policytasnfolds and our participants and
alumni are often consulted about policy developmenttaking the lead nationally.’
(C3)

The statements above suggest that the opportumitontribute to and frame policy is
significant as it allows participants to activelgpdy learning from the programme and
build their personal credibility with both NHS cedigues and government policy makers.
This relates back to fulfilled expectations and tioion of giving learners the opportunity
to use their knowledge highlighted in the AMO theaf performance (e.g. Argote,
McEvily and Reagans, 2003). It gave them the fgtdlind the motivation to lead, and then
gave them the opportunity to lead meaningfully.isTdiso highlights the role of this policy
involvement on participants’ leadership identitiefo some extent it had enhanced their
self-belief and reinforced credibility with othersHowever, it should be noted that in this

policy context they were regarded more as clineidran leaders.
7.4: Conclusion
This chapter has presented participants’ viewBelivering the Futuren relation to the

suggestion that development programmes can acodspaces. One interesting finding
was that there was a sense of mystery around thgrggnme which was thought to
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enhance its credibility but also hindered comprsi@nat board level of the programme’s
significance. Nonetheless, it was stated thaiqypaints were grateful for the opportunity
to focus on their own development. The programneeimponent parts were compared
and contrasted and it was noted that although slements were appreciated more than
others it is the learning combination which makke programme effective. It was
suggested that the residential design and the siriuof softer elements such as action
learning and coaching produced a trusting envirarinvenere participants could share
issues and learn from each other. There wasief bleht they were on a learning journey
and to succeed they had to first prepare themsétwvazew challenges and commit to the
programme. Finally, it was noted that participaimésl asserted that the programme had
been more practical than previous management detship training they had received
and suggested that they have been able apply tgamthin their work. The next chapter
addresses the first part of the focal research tiguesntroduced in chapter one.
Specifically, it considers participants’ accounfstiee impact of DTF on their human,
psychological, and social capital. Chapter nirentbuilds on this by considering the role

of organisational context on learning transfect emellectual capital development.
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Chapter 8: The Personal Impacts of Development

8.1: Introduction

This is the third of the four empirical chaptersiethpresent the findings from the study.
Chapter six considered the political and professiczontext underpinning leadership
development within NHS Scotland. Chapter seven thesmmined participants’ overall
perceptions of th®elivering the Futurgorogramme with regard to identity work, content,
and applicability. This chapter addresses the fiegt of the research question which
focuses on participants’ accounts of the persanphct of the programme. In the literature
chapters it was proposed that leadership develmgs time and effective leadership
development aims to improve both human capital. (saif-management capabilities,
leadership knowledge, communication skills) and iadoaapital (e.g. productive
relationships and networks, trust, and knowledgsharge) (Day, 2000; 2011). Moreover,
it was predicted that human, social, and orgamieati capital interact and complement
each other to generate intellectual capital, whigh, turn, drives innovation and
organisational value (Garavaet al 2001; Subramaniam and Youndt, 2005). Social
constructionist theory also indicated that leadergtentity is dynamically co-constructed
at three levels: individual, relational and colleet This led to the suggestion that a further
dimension, psychological capital (e.g. self-efficatiope, optimism and resilience), is
important to leadership (Luthans, Youssef and AyoR007). Therefore, this chapter
explores participants’ accounts of the impact oé throgramme on their human,
psychological and social capital. Following tiekapter nine discusses the organisational
factors thought to influence participants’ ability apply and share learning from the

programme.

8.2: Developing Participants’ Human Capital

‘It's about more than promotions; it's about enhagcus to do our existing jobs
more effectively’ (P18)

Participants were asked how participating in thegpgmme had impacted them personally.

The statement above reflects the strong belief gstanterviewees that the success of the
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programme should not only be measured on promgqtlmuisalso on how it has enhanced
participants’ knowledge, skills, and capabilitiesatiow them to master their current roles.
In that regard, participants noted the self-undeding and leadership skills they had
gained and provided examples of how they are wgrlemarter through, for example,
planning and reflecting before acting or delegatirmgk so that they can focus on the more
strategic elements. A range of human capitalbattels were considered to be enhanced by
participating in the programme. The following seacs consider the four core dimensions
mentioned during the interviews: self-managemapiobilities, social capabilities, work-

facilitation skills, and creative and innovativepéipations.

8.2.1: Self-management Capabilities

Chapter two suggested that a dimension of humaitataygich is particularly pertinent to
effective leadership is a leader's self-managenuapiabilities, in particular their self-
awareness and self-regulation (Goleman, 1998).s,Tihus interesting to observe that all
participants cited increased self-awareness, selétstanding, and self-management as
important learning outcomes from the Dpfogramme.

‘One area that exceeded my expectations is aroelfidwareness - | have learnt a
lot about myself.’ (P21)

‘I've learned more about my own behaviour and my osaits and how that impacts
on other people’ (P18).

Referring to the whole programme as well as speeitments, such as the 368edback,
coaching, and Myers Briggs master class (on uradstig yourself and others)
participants spoke of having a greater understgndintheir strengths, weaknesses, and

leadership preferences. For example, referringeéacbaching experience, P13 stated:

‘It's the most rewarding experience ... it does mgka sit up and look yourself in
the eye and sometimes you don’t like what you beg,it's helped me — | don’t
know what my staff would say — but it's helped raébe a much better manager and
to see where | could perhaps tackle things diffiyerfP13)

The statement above reflects the widely held vieat taking part in the programme had

given participants the opportunity to examine theirer selves and overcome emotional
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hurdles in a safe environment. This led them teefmore honest understanding of their
abilities and limitations. However, as mentioneevously it had also created tensions for
participants as it involved them deconstructingirtlexisting identity and letting go of
previous beliefs. Nevertheless, participants suggethat having increased self-awareness
had also helped them to overcome their personali@goand insecurities. They suggested
that this had allowed them to work more strategycalnd draw on people with

complementary skills and abilities.

‘| recognise my strengths ... I'm much more comfol@éab my own skin in terms of
what | do. Some of the things that | got reallsessed about, | really understand
now why, and it's perfectly natural and | don’t wp®about it anymore. | am much
more able to be strategic than | was previous|i.6)

‘| certainly have greater awareness of where ngngfths are, and greater awareness
of where my limitations are, and a greater — ngteater appreciation — but a greater
ability to happily pull in people who have got $kibeyond mine, and not feel
inferior because of it.” (P7)

During the interviews participants spoke of havengyreater appreciation of how their
behaviours impact on their colleagues. They progdlsat having a greater understanding
of their own feelings and behaviours had helpedntigain insights into the feelings and
behaviours of others. These insights, in turmva#id them to target and modify their
approach to suit the preferences of different peophis links to the concept of ‘emotional
intelligence’ discussed in chapter 2 (section 3,3Heory in this area asserts that a leader’s
ability to perceive, control and evaluate their éoms can influence leadership outcomes
(Goleman, 1996; Waltest al, 2011). Participants also spoke candidly ofrtheiitations

and how they are managing situations differently thuincreased awareness.

‘| recognise that | need to do a lot better with tagms around my listening skills.
I've worked really hard through the individual cbawy around my own self-

awareness and how | can maybe improve some of msppal skills to help get the
best out of my managerial team below me ... 'veegted that criticism is useful ... |
think much more about my impact on others as | ldexg things at the last minute
that's my personality. If I've got a project to ddl do it the weekend before,

whereas some of my managers [who she is resporisifflare completely different

and need things two weeks in advance ... So I'mhhmore aware now that a
fortnight before | need to say, this is the agertdase are the things that I'll be
looking for so that people have got time to thiblkat that.” (P1)
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As in the above extract many participants acknogéedthat receiving constructive
criticism had led them to reflect on their practidmild in planning time, and avoid
impulsive actions. This reflects the importancefedédback and reflection to effective
learning (Cunliffe, 2002; DeRue and Wellman, 2080y highlights the relational aspects
of identity deconstruction and reconstruction (Bge2008; 2011). In particular, the
statement acknowledges that leadership is a two-whtionship between leaders and
followers (Kellerman, 2008). A further area offaghderstanding that many participants

referred to was the insight they had gained ingir tleadership and learning preferences.

8.2.2: Social Capabilities

As noted previously, participants remarked thatemting on their own strengths and
weaknesses and how they impact others had conBciteds to them to adapt their
behaviour and endeavour to improve their persokdlss One area of social skKill
development that was cited as particularly valuaides enhanced communication skills.
Several participants described how they are attegnpd communicate more effectively

with their staff and others in their organisation:

‘Learning from the way that other people say thiagsd thinking: Oh, that's a good
way of expressing it ... something | probably gainf the programme is how you
communicate concisely and in an ordered fashiomusex | tend to do big picture
thinking so everything just comes tumbling out d@hat’'s how I think. It's finding
ways to overcome that and make point one, point twanaking sure that the
message is put forward in a stronger way.’ (P2)

The statement above demonstrates the widely héilef tleat observing how speakers and
other participants communicate helped particip&etsome more focused and strategic in
their own approach. Others observed that theyldwut the importance of listening and
reflecting on what has been said before reactirggtidpants stated that even small
changes in their communication style had been mEsed and appreciated by their staff
and senior managers. For example, describing gecsation with his Chief Executive,

P17 said:

‘I had a discussion with my Chief Executive andisao what do | do different now
that I've been on the leadership programme; havenaticed a change? And she
said: | do notice a change, but it's not what you do dratvyou say, it's what you
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don’'t do and what you don’t say now that's so moare important. People are
listening to what you’ve got to say, because yonotranting and raving and going
off, your communication style is a lot softer sogde will listen to what you've got
to say ... your message is more meaningfiall7)

The excerpt above emphasises that followers dauatmmatically follow. Leadership is
co-constructed between both leaders and followedsis grounded in social interaction.
Thus, followers will only follow if they relate tdthe leader (see section 2.3.2). The
comment above suggests that adopting a less apgressmmunication style had led
P17’s employees (followers) to react most posiyivtel his suggestions. This view was
reiterated in the results of his second 360 wherpl@yees said that they now had more
respect for P17 as a leader. Several particigan{sosed that they now seek to inspire and
motivate others, stating that in the past they blien adopted a more confrontational,
authoritarian approach. In some ways this reladabe transformational and charismatic
perspectives (see section 2.3.1). Fourteen paatits also noted that they had learnt the
importance of subtly targeting their message, aggrpand style to the preferences of the
audience. It was suggested that adapting thelie stymeetings and presentations had

helped them engage their staff and managers ingehan

‘Now | find myself asking or thinking about whatiay target here, what's their
personality and preferences, and how should | g iafluence them to the best of
my ability. My behaviour in meetings has changedgcimless confrontational, much
more trying to understand the perceptions of ofeaple in the meeting, and much
more understanding that there is more than onetavalin a cat.’ (P4)

‘I'm in a much better place now, personally; mu@ineer, much more in control.
Things get frantic, but actually I, myself, am matale to cope with it...'m more
willing to tackle the difficult decisions and théfatult discussions that come with
them ... the importance of maybe not being quitediasct; of asking the right
question to get the right answer.” (P10)

The quotations above are important as not only ey tillustrate the perception that
communications should be matched to the prefereoictee listeners, but also the notion
that being more mindful in their interactions hadpled some participants to influence
people within their organisations and beyond. THasilitating change initiatives that
would otherwise have been difficult. This relates the psychology literature on
mindfulness which suggests that individuals who ageg in active reflection and
information processing while performing their cunréasks and have a level mindfulness
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are better able to self-regulate their actions madage their social relationships (Brown
et al, 2007; Krieger, 2005). Linked to this, othergetbthat given the current financial

climate and potential cuts within the NHS it is ion@ant to engender a collaborative and
trusting environment within their teams. It waggested that this is, in part, achieved
through honest and open communication and encowgaghers to step back and consider

the positives rather than get caught up in the thezm

8.2.3: Work-facilitation skills

In addition to self-management and social capadslitit was felt that the programme had
provided participants with the knowledge and skitishelp them work more effectively

and efficiently. Interviewees provided various mydes of how they are working smarter
through, for example, planning and reflecting befacting to get the most out of people,
and delegating work so that they can focus on tbeerstrategic elements. There was a
sense that previously planning had been seen aca@ndary consideration for some

participants. It was asserted that pressure tfoqmerand deliver targets meant that time

spent planning was considered wasted time.

‘| always used to feel very guilty if | was spengliany time planning and thinking,
and actually | don't feel guilty anymore, and | aéocate time to plan’ (P11)

The statement above illustrates that, in the gasticipants sometimes felt guilt at taking
time out to plan. Others expressed feelings ofleéqaacy and a sense that they should
know the answer without planning. This can beteeldo participants’ lack of previous
leadership training discussed in chapter seven. spide these past views several
participants stated that since completing the @nogne they appreciated the need for
planning and preparation.

‘The other thing that it's done for me is to giveera greater understanding of the
importance of strategic planning, because | firldtaof talking and not doing very

frustrating ... | find that if I'm challenged aradia meeting, | plan what I'm going to

do. If I have a difficult conversation, | plan thenversation using the skills... now
I'm asking the right questions rather than tellipgople what needs to happen |
coach them to understand and agree what needpperma(P10)
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The excerpt above is important as it conveys te#écting on challenging situations and
developing a plan for dealing with them has imprbyearticipants’ performance. It also
links back to targeting communications effectivelgeveral participants stated that being
on the programme had taught them to take a stdpdratreflect before responding rather
than reacting immediately. It was implied thateafithis allowed them to work around
challenges. A popular perception was that beingtten programme had also helped

participants to prioritise and delegate work.

‘I'm not a planner but I'm much better now... pgrtb do with my mentor sitting
down and saying: right what have you got for thenthpwhat have you got for the
fortnight, what have you got for the week ... I'get a huge job and I've got a finger
in lots of pies and | would take on quite a lot elfsvhich is where the errors came
in. I'm now probably much better at delegating gmubritising which is good for
my personal sanity and also good for my managecause in the past | would
delegate and then if I didn't like how it was dohevould do it myself which
probably drove them mad.’ (P1)

As in the above quote, interviewees explained hoecisic experiences on the programme,
for example, discussions with their action learrseg or advice from their coach or mentor
had taught that it was important entrust otherd wibrk. However, several participants,
especially those in remote locations, mentioned $iraply being on the programme and
having to balance multiple commitments meant thatythad been required to become
more organised and delegate work to others. Makypawledged that before DTF they
had tended to take over and attempt to find salstiemselves which had left them and
staff frustrated. It was implied that through DTiey had learnt to be clearer with staff

from the beginning as to what was expected.

Four of the twenty-one participants also stated gner to commencing DTRhey had
struggled to clearly define their role and had fbdimemselves holding on to clinical tasks
that were no longer in their remit. Giving staffora responsibility was said to be
beneficial for both participants and their stafbn the one hand, participants maintained
that adopting a more strategic approach meantthieat were more effective and had a

better work-life balance.

‘| think that oddly enough I've got a greater appation for the need to have a better
work-life balance’ (P7)
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‘I have been a bit more comfortable with actualbyng) less and leading more ... my
workload has probably gone down by about 20% in pghst two years and my
income has probably went up by about 20% and tiser®t many people who can
say that and that was as a direct result of thgrarome so | was letting go of stuff
that | was getting bogged down on’ (P21)

On the other hand, it was suggested that givingrstmore responsibility was a useful in

terms of employee development and motivation.

‘I saw that what was really important was not to tdongs myself, but to really
encourage others to take on roles and to stre@dhllevelop themselves’ (P3)

Yet, it was acknowledged that increased respoityibilas to be supported by the

organisation. This was emphasised by P10 whesahe

‘I basically walked away from a job until the othpeople understood that they
absolutely had to stand up and do it. | have natgdi with my manager increased
time so that other consultants can pick up sommaytlinical work; and I'm in the
process of appointing clinical leads with more dinesponsibility for their clinical
area.’ (P10)

The statement above was given in response to tteeviewer asking how P10 had
managed the process of delegation. It is interggtr three reasons. Firstly, it shows that
in order to motivate others to take on new respmiitges P10 had to first remove herself.
Secondly, it notes the importance of the orgaresabeing on board and providing the
time and resources for others to take on greatgroresibility. Thirdly, it illustrates the
perceived importance of clinical leadership disttdal throughout the organisation. This
highlights each element of the ability, motivatiand opportunity learning framework
(Argote, Mcevily, and Reagans, 2003).

8.2.4: Creative and Innovative Applications
A further area of human capital considered to beraéto effective leadership is creative

and entrepreneurial thinking. In the interviewsthwithe programme team it was

highlighted that it is not enough to think crealyvieaders must act:
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‘A strong feature of the programme is connecting lfarning to the real thing — so
encouraging participants to occupy a strategicdesdp role in a meaningful way,
not just getting their head round it, but also geable to take some action.’ (C1)

The statement above is from one of the coachesdantbnstrates that participants are
expected to become strategic leaders who activeplay knowledge and skills developed
in the programme. The expression ‘occupy a stratiegidership role’ links to notion that
leaders must demonstrate appropriate skills anibuats and be endorsed by others to
embed their identity as a leader at a relationdl e@vllective level (DeRue and Ashford,
2010). Accordingly, participants described waysvimich they have innovatively applied
knowledge both through implementing specific tdotsn the programme and by thinking

outside of the box, taking time to reflect and g in advice from others.

‘Well we had a day with Eddie Obeng and | found tieally superb, it was all about
means, ways, and techniques of getting engagentiewas particularly helpful with
the situation | was in [...] and | am about to enitdo a new situation in [...] where
it's going to be invaluable, with service reorgatiem. My clinical leader and | have
talked about some of the things that came out af. thAVe have had some useful
discussions about the ways forward and how to oweecdifficulties in the group.
So it's been very useful.” (P9)

A number of participants spoke of how they hadnagtied to apply techniques and theory
from the programme within their work. The exampleove refers to a master class
provided by Professor Obeng whose project managewak focuses on how to survive

and thrive in complex, fast-changing environmeg@0@). Participants spoke of learning
to control their emotions and attempting to emaliynengage colleagues in projects
through collaboration rather than fear. It wasposed that engaging key stakeholders in
change encourages creativity and helps leaders@wer challenges and gain momentum

with difficult initiatives.

‘I''ve used the course to support me, and my adéamning set, to develop this
workforce tool ... we've engaged with all teams aratfices ... It was still difficult
to do, it's more about overcoming challenges’ (P16)

‘We’re now thinking about really developing moretbét intensive home-based kind
of support that we haven’t been able to do beforéve.chosen the working group
in terms of representation ... I've been doing momkwaround, | think, getting

people to talk together, being very clear abouttwtha role is, getting people to
think about being creative and to kind of take hafld much more’ (P12)
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It was suggested that by encouraging ‘joined-uprkivy and adopting a proactive
approach rather than having to react to crisescgaahts have been able to deal with
complex problems and implement long-term changdsiltiple participants also referred
to Grint’s (2008) research on wicked problems drareed to tackle complex issues with
a range of solutions. In addition, to describitg tapplication of specific tools and
theories, participants gave various examples of pejects and initiatives that they have
developed to deal with particular challenges witlheir organisation. One such example

is provided below:

‘Well, as part of the HEAT target achievement; g kedesign is required because
we’ve got huge variation across the region. We’ge Ignited money. We need all
the three main partners — health, social care hed/¢luntary agencies — all to be
working together towards achieving this single éarg..I've done two consultations
so far; the first draft consultation which did rmoipeople up a lot, it wasn't my
intention but it did ... | got some feedback and ld@ne a second revision which has
gone out ... I'm doing a lot more consultation,hitan agreed timeframe, than I've
done before ... I'm much more consultative, collabigea engaging with my senior
management team who then engage their other teanteeswhole tree of the
organisation is engaged. It is working very wallthe directorate... |1 need all the
directorate staff and the other partners to beriuiito a new vision of how services
will look.” (P5)

The statement above is useful as it illustratesfébéng amongst participants that if they
are to achieve change they must work with a rangendividuals and organisations.
Several of the interviewees noted that effectivadézship within the health service
involves, in part, persuading and convincing othersupport initiatives which can be
particularly challenging in the context of a pra&iemal bureaucracy where everyone wants
a say. Accordingly, it was also stated that intimdg change initiatives can be a lengthy
and laborious process as it takes time to workutinothe bureaucracy within the NHS.
This connects with the view in the training litena that it is important for participants of
development to be given the opportunity to applgrdéng when the return to their

workplace (Argote, Mcevily, and Reagans, 2003).

‘It's been a long time getting to this part, partlgcause of going through the NHS
process and confirming funding for the project g are now at the stage that
software is going to implemented in nine monthsetiso we will be beginning
practically to change how the service works intbynas well as how it presents its
self.” (P9)
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Many participants stated that completing the progng had helped them overcome their
frustrations with some saying that being on theggaome had given them the confidence
to implement small and large changes within theants and organisations. Others said
that they have found it easier to adopt an undextapproach to new initiatives, slowly
nurturing people through the different stages matian presenting them with grand

aspirations at the outset which they claimed canespeople off and lead to resistance.

8.3: Developing Participants’ Psychological Capital

As mentioned above, when asked about the persopaict of the programme participants
spoke of having enhanced knowledge, skills andtigsil Yet, almost all also stated that
completing the programme had increased their cenfid in their existing skills and

abilities. This relevant to the identity changegass; confidence (self-efficacy) is a key
element of an individual's psychological capitadais a crucial component of the first

level of a leader’s identity, that is, the indivadumust believe that they have the skills and
abilities befitting a leader (see section 2.3.2he other aspects of psychological capital
of: hope, optimism and resilience were less prontime the interview discussions but a
small number of participants alluded to lookingward to the future, career goals and

overcoming challenges. Each dimension of psychcdbgapital is now discussed.

8.3.1: Self-Efficacy and Confidence

Self-confidence is closely related to self-awarsnésan individual has a firm grasp of
their capabilities they are less likely to set tkelmes up to fail by, for example,
overstretching on assignments (Goleman, 1998). er@é\participants stated that the
programme had helped them recognise the strenghs different people have and
appreciate the value of different leadership skéits which had enhanced their belief in

their own competence.

‘| think it has given me a better understandingyof strengths and weaknesses ...
more self-confidence because the things I've falifiitult work wise are things that
my peers have found challenging as well (P9)

‘We all have our own doubts and insecurities, dmwdais absolutely lovely to go into
this fold, really, and just meet people that heddisr positions, that had really good
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reputations, you knew they were good at their goig to find out that actually they
had the same fears and anxieties as you.’ (P11)

‘It gave me the confidence to try new things out emfirmed that the direction that
| was travelling in was actually ok.” (P20)

The quotations above highlight the perception ldting alongside a group of their peers
and observing that they had similar concerns asécurities actually boosted participants’
self- confidence. It showed them that the skilld abilities that they had learnt on the job

were relevant and encouraged them to be open t@appvoaches.

I'm extremely happy in the role that I'm doing #te moment, and I'm still
challenged by that. | think personally I'm a lofplpger at work, or | put myself under
less stress, I'm not as hard on myself. | now knbat it's okay to say, I'm not
looking forward to that meeting, it's going to b#fidult. And | now know that |
have to think, well, why is it going to be diffituland what are you going to do to
overcome those difficulties? Where before | mayimught, oh, it's because I'm not
good enough, that meeting’s going to be difficatt] don’'t have the knowledge and
skills to drive forward that agenda. | would neveally think that now, I'd think,
yeah, it's going to be difficult, it's okay to thirthat, that’s great to be aware, have
insight, but also, on the back of that, I'll haveteategy how to deal with potentially
difficult situations.” (P11)

The extract above demonstrates that increasecaafidence led several participants to
state that they were happier in their work and nmeidske to accept and deal with their

weakness, allowing them to manage challenging titus rather than get overwhelmed by
them. There was a sense that many participants fedt able to be a lot braver in their

work. Participants described a variety of situagiavhere they had overcome personal
fears and external resistance to, for example epteshallenging material, introduce new
initiatives, and support others through difficulircamstances. This impression was

reiterated by a member of the programme team wbpgsed:

‘There are a good number of people that | am dogciwho have been a lot braver
than they would have been had they not been opribgramme. So for example,
they will have input to policy debate that may h&een, or are quite controversial,
they have been proactive in designing some thitgd may have been pretty
unpopular but they've been able to influence petplget to point where they can
actually get some traction on something that woblle been considered a
immovable beast before. So | have worked withigipents who say without a
doubt that they have managed to change big thiags @sult of having increased
self-confidence, and greater skill and knowledgeualihow to go about influencing
situations’ (C1)
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It was evident from all the interviews that incrediself-confidence was considered to be a
fundamental benefit of participating in the prograen A number of participants
suggested that having increased confidence hachalped them build plans for the future

and become more resilient in their role.

8.3.2: Hope: agency, pathways, and goals.

As a component of psychological capital, hope tsshieoretical foundations in positive
psychology and refers to having a positive motvadi state and aspiring and planning to
meet goals (Snydeat al, 1991: cited in Luthans, Avey and Patera, 2008)consists of
three major conceptual foundations: agency (gaakcted energy), pathways (planning to
meet goals), and goalgid). Within this study several participants statedt tthey were
ambitious and that they had moved positions refullwroughout their careers. Many
maintained that they would not have got to the tpmsithey are in within the organisation
without being highly motivated and adopting a pesitmentality. However, when asked
how the programme had impacted their future aspirata number of participants said that

it had helped them to clarify where they wantetdédn the future.

‘When | started the course all | wanted to do igecwith the job I'm doing just now
... | can almost see beyond the job I'm doing nowsdgy, right, where actually do |
personally want to be, rather than where the jebgane.’ (P10)

‘It's actually made me realise very firmly that rfyture career is very much in this
direction rather than the clinical direction nowvduld love to be able to commit to
a career in medical leadership ... | supposealss made me realise that I'm fairly
driven by nature and fairly ambitious, as well, @hil don’t think 1 fully
appreciated.’ (P15)

Both quotations above show that participants wetevely thinking of the future, many

strived for more senior, influential leadership ifoas while others expressed a desire to
get back to their clinical routes. The first stagat illustrates the feeling amongst some
participants that in the past they have got caughgoing for the next promotion because
that was expected rather than making a consciotiside to go down a particular career
path. In contrast the second emphasises the yclant drive P15 has gained from

completing the programme. Another area were pp#ids felt the programme had helped
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them gain focus was around their personal developm&8everal participants noted that

they were more willing to seek out opportunitieevant to their needs.

‘It has given me the wherewithal to decide whethewant to continue with
coaching, whether | want to continue with furth@velopment, and also how to
access that and how to get it done. A big parheflearning was how to get things
done.’ (P4)

As demonstrated in the statement above there vbatief amongst a few participants that
the programme had given them the means by whidthetatify their developmental needs
and the credibility and influencing skills to aceessources to overcome them; however,

others noted that they struggled to obtain orgaéinisal support for further development.

8.3.3: Optimism

A third aspect of psychological capital is optimisithe extent to which participants
expressed optimism about the future was mixed @peared to be related to the level of
organisational support they were receiving withineit boards. Nonetheless, both the

participants and programme team agreed that thgrgomome opened up new opportunities.

‘The DTF programme aims to develop a pool of tabtra strategic level that are of
the calibre to be future, for example: medical ctives, nursing directors, etcetera. In
this regard it is very effective as if you lookthe evaluations, 80% of participants
take on promotions or significant additional resgbitities within their existing
positions following completion of the programmeC2)

‘| probably would have looked for promotion ever Hadn’t been in this but I think
being in this leadership programme will stand mebetter stead if | go for a
promotion’ (P1)

The first statement by a member of the programraen tieighlights the succession planning
objective implicit within the philosophy of DTFThe high percentage mentioned suggests
that participants very much expect promotion anldag become part of their constructed
world view. It is assumed that participants wikeaon additional responsibilities, make the
most of their skills in national secondments anplirasto promoted posts. The second
guotation illustrates the suggestion that manyigpents had always been focused on their
career development and aspired to the next posititmwever, completing the programme

had enhanced their confidence and credibility ascell leaders so it was anticipated that
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they would get to where they wanted to be soor&sveral participants stated that were
not sure what they would do next; however, they feht there were more options
available to them since completing the programrmeaddition to being optimistic about
their future career, a number of participants wenefident that they would be able to deal
with challenges and make valuable changes in tnganisations. Arguably, a key task for
NHS Scotland will be managing these expectationgrsure that participants remain

motivated.

Conversely, a small number of participants suggettat the knowledge gained on the

programme had led them to realise that they weghtihg a losing battle’.

‘Since I've had my 360 feedback and I've workedotigh again some of the
frustrations that | have and | recognise thattiti'e to move on, that I've done what
| can in the role I'm in and I'm constantly pushiagainst the boundaries and | get
frustrated because | can’t get anywhere. But shatainly because of the position
I’'m in. It's nothing to do with my own ability ... don’t have the level of authority’
(P6)

The statement above highlights that frustrationth@ir work have led some participants to
(optimistically) strive towards promoted posts whdrey have the autonomy to implement
change; while others are (pessimistically) becondisillusioned and struggle to see a

productive way forward. This theme will be rewésitin chapter 9.

8.3.4: Resilience

The fourth aspect of psychological capital, paptcits’ resilience to bounce back from
adversity and proactively adopt positive change asemed to relate to the level of
support participants received from their organ@ati This may because an individual’s
resilience is influenced by their level of optimighuthansetal., 2007). Yet, a number of

participants noted that completing the programme imade them stronger leaders who
were more able to adapt to a variety of situations.

‘| think the other thing it does it develops youn@ional resilience a wee bit because
you've got to face up to meeting 24 new people,'w®got to do a project, you've
got to do a presentation, you’re got to speak ghgroups and you're challenged all
the time. It does make you much stronger in terineosv you behave and how
confident you are.” (P1)



198

The statement above notes that many participadisvbd that being challenged on the
programme had enhanced their emotional resilieadbey had had to deal with situations
outside their comfort zone. Resilience can alscebsed to participants’ self-management
capabilities discussed in section 8.2.1. Seveadigypants asserted that having a greater
awareness of their own strengths and weaknessethéwgvith a deeper understanding of
the policy environment in which the NHS operates halped them deal with complex
situations. Similarly, others discussed how thdissland knowledge gained on the
programme together with support from their coacth action learning set had given them

the confidence to undertake and tackle new chatieng

‘It's given me confidence and practical skills & on a significant role ... frankly, |
would have really struggled here. | do have stfleis when I'm still struggling with
various things, but having the skills and having shipport from coaching and others
in the action learning set and others in the watdrort has been fantastic.” (P3)

8.4: Developing Participants’ Social Capital

In chapter two it was proposed that there is a grgwesire to equip leaders with the skills
to generate, utilise and maintain social capifdie perceived impact of the programme on
participants’ communication skills was discussedsgction 8.2.2; however personal

communication skills can also enhance working i@ships, resulting in increased social
capital. Consequently, it was not surprising thimieteen of the twenty-one participants
associated improved social capabilities with mai@dpctive interactions and networking

opportunities.

‘Networking and knowing people’s agenda is impartanthis job and I've always
spent quite a lot of time trying to get the comneations side of things right, but the
programme enhanced my understanding of how to engdlb people’ (P2)

‘It was a real opportunity to connect with peopieni other health boards and to talk
to them, really, around their experiences of chhieadership roles in other heath
boards. And just to explore, | suppose, a bit tifeerénces and the similarities

between the role that | have within this board #r&drole within other boards. | think

as much as anything it was a networking opportunityvas about making contact

with people at similar levels, as | say; in differ@areas of health ... it's quite useful’
(P12)
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A common theme to emerge from the participant visvs was gratitude for the
relationships and network ties they had built assalt of the programme. Leaders build
social capital through their interactions with &llers and others in the wider social
environment. The creation and maintenance of tsistonsidered an important part of
social capital which encourages cooperation andwledge exchange. Both the
programme team and participants suggested thatighrits design DTF fosters both
individual and group-level social capital. Sevardérrelated themes emerged following
the analysis of the transcripts including: peer pgup and collective learning; the
advantages and disadvantages of diversity; colédiver projects; nurturing local

relationships; credibility and extended network$iese are now discussed in turn.

8.4.1: Peer Support and Collective Learning

An important theme to emerge was that the stru@ndedesign of the programme create a
trusting environment where participants could shdeas, work through problems and
learn from each other. This is significant as abcapital develops as leaders have
purposeful conversations and share important storigeveral participants spoke of being
in isolated roles within their organisation and reggating the opportunity to expand their

networks and gain a new supportive peer group.

‘For me, the most important aspect of it has, with@ doubt, been the peer support
and networking opportunities.’ (P15)

‘| think what the leadership course encouragestgado is to speak out and express
your views to quite a critical audience, but inratpcted environment’ (P2)

‘You evolve a relationship and a trust. You canéscribe that; that had to evolve.’
(P7)

Participants referred to the programme as a safieoerment where they could speak their
mind and be challenged by their peers without wogyabout negative ramifications. It
was believed that the action learning and coacklaments of the programme had helped
to promote good working relationships (and in sarases close friendships) amongst the
participants. Nonetheless, it was acknowledgedithngtd taken time for the cohort to ‘gel’
and feel comfortable with each other. Yet, onesstthad been established knowledge

exchange and collective learning occurred. Thisiadocontext also facilitated peer-



200

identification and the contributed to the relatibcanstruction of participants’ leadership
identities (Wenger, 1998). Building on her earkgstement expressing gratitude for new

networking opportunities, P12 went on to say:

‘... 1 think, when you're developing services inalth, to have a broader perspective
and to know what’s going on in other acute servara$ other community services ...
there’s a kind of shared learning aspect to thain. opportunity, to develop that kind
of shared knowledge. .. | think | do have a begraisp of the different health boards
and the different cultures in them.’ (P12)

The quotation above demonstrates the view of mé&pganicipants that they had been able
to learn valuable knowledge about clinical leadgrsh other boards and gain a broader
appreciation of healthcare delivery across the t8&8totNHS. In addition, a number of
participants stated that having the peer suppon fthose in their action set and across the
wider cohort had helped them deal with unusual stnelssful situations that they had
experienced while on the programme. This was esipbd by one participant when she

described how she had dealt with a particularlfialift personal experience:

‘It was really useful to have that body of peoplempletely removed from my
situation that | could share the angst with becdusas quite stressful, really.” (P5)

This highlights the sense of community within th@up and the social and collective
aspect of learning and leadership identity conssnqCarroll and Levy, 2010; Siebeat

al., 2009; Weick, 1995). In a similar vein, a few papants stated that the support they
had received had helped them coach members of stedfrdeal with difficult situations.
Others noted the how they had enhanced their $Killsbserving, for example, their peer’s
communication style or learning approach and attergpo replicate it. This relates to the
network theory of contagion (Burt, 2001) which segig that shared behavioural norms
develop within close social units as individualsetve peer behaviour and regard it as
‘proper’, that is, befitting of the group or comnityn Linked to this is the assertion that
learning within a multi-professional group had emted participants understanding of the

whole patient journey and how different professioostribute to that journey.

‘| also learned that the health service was moapeople than | had previously
realised. | hadn't realised that the dynamics ketwthe different people in the
health service were so important to deliveringdtevice. So that was a bit of an eye
opener.’ (P21)
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The quote above highlights the idea that partidpgained insight into the complexity of
the health service and the interdependencies betwesfessions across. This can be
related to Gittell's (2000; 2009) concept of redatl coordination, discussed in chapter
four, which suggests that interdependencies ameagthcare providers are dynamic and
interactive. This brings the discussion to thetrsebtheme: the strengths and weaknesses

of diversity.

8.4.2: Advantages and Disadvantages of Diversity

Relational coordination comprises of both commuiwcaand relationship dimensions
(Gittell, 2009). It stresses the importance of dawating care through effective

communication and social capital dimensions, sushstared knowledge and mutual
respect. The programme documentation emphasiaéshth multi-disciplinary nature of

DTF encourages knowledge exchange and an opparttmithallenge preconceptions.
This aim was reiterated by members of the prograneae. For instance, one member of
the team stated:

‘| think the multi-professional aspect is reallyportant ... they can learn from each
other and it creates a multi-professional netwbgt tan ultimately help participants
improve service delivery’ (C2)

The statement above alludes to the overarchingcttgeof the programme to build a
multi-professional network that can learn from eather and work together to enhance
public value. This is based on network theories bobkerage which recommend
individuals gain access to information by workingass structural holes between two or
more networks (Burt, 1992; 2001). It is assumeat thringing people together from
different boards and professional networks enhanmesmation flow and increases the
social capital of participants. Programme partiogs were guided by different
professional logics which impacted their prioritidlsikewise, their leadership experiences
varied in relation to the size and structure ofirthmard and their position within it.
Participants spoke of the benefits associated bgthg part of a diverse cohort in terms of
learning from each other; thinking outside the baxd understanding the challenges that
other professions face:
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‘| think the multidisciplinary element was very imgpant because | think as doctors
we need to spend more time chatting to our alleath professionals ... doctors act
as leaders and don’t take on the comments of othaétggave me an appreciation of
the stress and pressure other healthcare professiare under. | think often you
think that your own profession is the only one tisateally stressful and busy until
you see how other people have busy and stresdfsl god also how they handle
things. It was also quite eye opening to see hdéwverohealthcare professionals
handle particular issues’ (P19).

As in the preceding extract, participants obsembad the opportunity to liaise with senior
clinical colleagues from a range of service argasfeom a number of health boards was
helpful as they gained a broader perspective armteaption for the work of their

colleagues in different professions and areasefSitottish NHS. A few participants took

a stronger view, for example, one stated:

‘Being challenged in a group of my peers ... reneaguassion in me for healthcare
that had not withered as such, but become a ketjadt certainly rekindled that and
made me want to leave where | am just now and aeedting more, something
different.” (P13)

This emotive statement portrays a view that thati@iships and peer-support that develop
from the programme actually can enhance particgppsychological capital giving them
hope and drive for the future. Others expresssd tangible feelings of value. The
statement below illustrates that it is often diificto explain the learning that occurs
through interactions within a group context. Salgarticipants attempted to explain this
by suggested that learning occurred through aatiter process where one person would
present an idea or issue and others would addd@dapt it through a sort of negotiation

process until a new more effective idea or soluéorerged.

‘There was such a mix of people that everybody&smwioint was quite often really
different and coming from a very different placei lzollectively it all made such
sense, and the learning opportunity was just otthisfworld. It is really difficult to
explain actually.” (P13)

Despite recognising the advantages of having arsivgroup of colleagues, the following
excerpt illustrates the feeling of some particigahtat excessive diversity within the cohort
sometimes made it difficult to fully understand 8pecific issues facing other participants.

This relates to the notion that individuals sogiaibnstruct their world in relation to their
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membership of important groups and their views f@yn conflict with those outside of

the group (Giessnat al.2009; Hogg, 2001; van Knippenberg and Hogg, 2003)

‘We had very varied roles - that was one of thedghil actually found a little bit
frustrating about the programme ... | think theligbalways to network with other
people can never be underestimated ... but | campkses and minuses of having
multi-disciplinarity. | think it's good to have g@d representations, but when
everybody’s got such different roles it can be hartelate.” (P14)

This view was echoed by a small number of partidipaand by one member of the
programme team who suggested that the range o&gwmiohs occasionally led to the
dynamics in the room being counterproductive. Niogless, others maintained that
learning to work with the array people in the paogme had taught them how to work

with and manage difficult people in their teams amak groups.

8.4.3: Collaborative projects

‘What the programme does is it brings togethereadlérs across the NHS who will
ultimately share work issues and it provides thpoofunity for them to collaborate
... The establishment of working relationships anénships is something that
cannot be taken away and that will lend itself extely well for future work. It
doesn't matter what | will be doing there will alygabe somebody within an NHS
board in a senior position that | can speak taageice and guidance from.” (P8)

The statement above introduces the notion thatitgesncerns over diversity the
programme provides a direct network of individutlem across the Scottish NHS that
participants can draw on during and after the @mogne. All participants stated that they
felt comfortable contacting fellow participants fadvice about particular issues due to the
trust and relationships that had been built dubrigr. The multi-professional, multi-board
nature of the programme was thought to be partigwaluable in this regard as it opened

up new avenues of information that could enhanpecedesign and implementation.

‘| think collectively, there’s an awful lot of supp that we could give each other,
which ultimately, and in terms of networking, moube services forward, and just
makes things better for patients, and hopefullg ¢htough a lot of red tape, hidden
agendas, that type of thing.” (P11)
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‘It's just about being able to contact people wtawédr done this elsewhere that was
really helpful ... it's just much easier, really,kimd of pick up the phone or to email
and to say, do you know anything about this in yoamtext?’ (P12)

The first quotation illustrates a belief that thesg, supportive ties developed during the
programme had the potential to assist participemisvercome bureaucracy and improve
patient care. Similarly, the second emphasisespadicipants felt comfortable sharing
their experiences and knowledge with others onpregramme. Several participants
emphasised that they had shared tools or initsitivhile others spoke of trialling new
ways of working based on recommendations from etirethe cohort. There was a sense
that this was a two-way relationship with peoplearing back their experiences which in

turn enhanced the effectiveness of the originaiitive.

In addition, a number of participants described lafi@r meeting on the programme they
are working across boundaries on joint projects. &mample, representatives from a
national board, two local boards, and a specialrdb@ae currently developing a trial

programme to assist patient care in remote and anems which would not have been
contemplated if the different members had not nrettlee programme and got chatting
informally over coffee. Despite many people takattyantage of the opportunity to share
information and set up joint projects. A few iniewees cautioned that they had actively
sought out useful collaborations and to be sucukssferyone involved must be fully

committed.

8.4.4: Credibility

Beyond the immediate cohort, there was a senseDf& had given participants the
credibility to approach people such as past paditis or senior individuals within the
NHS or Scottish Government for advice and assistanc

‘The programme seems to have a fairly high profiithin government ... there is a
recognition that there has been a fairly robusthraeism for you to be selected to
the programme and ... that you've actually beemmsegb to not only the networking,
but also a whole load of tools, which you can usgaur work.” (P3)

‘It gave me the confidence to go and approach mebié Kevin Woods or Derek
Feeley or Harry Burns; it gave me the opportunitygdb and speak to these people,
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but it also gave me a confidence in what | was abtusaying, because of the
learning on the programme.’ (P13)

The statements above relate again to co-construdade of leadership and identities.
They highlight the interplay between an individgaself identity and their social identity
(Beech, 2011). Participants stated that the confidethey had gained while on the
programme had left them feeling empowered. Marscdieed feeling like it had given
them not only permission to be themselves, but @lsonission to be ambitious and
enquiring. Thus, they described how they had takepon themselves to push open doors
by requesting meetings with their chief executiveasking to shadow prominent leaders
within and outside of their organisation. Alteimaty, others noted that the programme
itself had raised their personal profile promptotbers to view them as leaders which, in

turn, had exposed them to new opportunities.

‘I suppose the other thing that surprised me was hwany doors the leadership
programme opened ... it really raises your pradienewhat artificially maybe, but
just from being on the programme, getting to gedme pretty high level events and
people immediately think that you are crediblegetting into pretty high level
meetings; health board meetings, audit committeetimgs, staff governance all the
sort of top, strategic meetings at board level timaimally someone at my level in the
organisation wouldn’'t get anywhere near ... andnettough | was an observer,
shadowing ... quite often my views were sougha alnician at the table. Yes, that
is one of the things that | have learned ... clihieaders are probably much more
highly valued than board officials and bureauctréB21)

The excerpt above makes a number of interestingtgoi The proposition that the
programme raises participants’ credibility and dtag amongst their senior manages is
important as being endorsed by important others &aff, peers and managers) is crucial
to the construction of a leader’s identity at atiehal and collective level. Yet, this is an
iterative process, over time their self-belief adentity changes and this is reinforced by
others. Others’ behaviours gives credibility to gheticipants’ views of themselves and
change their socially constructed worlds. In castirthe suggestion that perhaps people’s
perceptions may be artificially raised alludesdelings of discomfort or uncertainty over
the validity of such an endorsement based on thgramme. One reasoning for this might
be that the participant seeks to balance influevite humility. Nonetheless, the statement
also illustrates the gratitude of those participawho have been invited to the top-table

and been asked for their strategic input. Moreotee last statement highlights the
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perception that clinical leaders are perceivedeanore credible than managerial leaders.
This opinion resonated with several participantsowsuggested that their clinical
grounding and patient focus makes them valuablédiadsd to strategic discussions as they
can easily identify the practical implications dffefent proposals. Perceptions of clinical

leadership in NHS Scotland are revisited in chapitee.

A further related argument offered by the programteam was that credibility of
participants in a government sphere can be reldt@ck to the successes of past

participants:

‘There have been some real stars come throughiridive cohorts ... it has been
picked up by the policy makers and recognised bypiblicy makers ... So we have
built relationships in various parts of the ScéttiSovernment that have allowed our
participants to support and shape the work beimg diy the policy makers and that
then becomes a revolving door because the moredéeyadd value the more the
policy makers are coming and asking them.” (C4)

8.4.5: Extended Networks

Through each other participants have found that #igo have access to a wider network
across the NHS. Several participants describednoss where they have not only drawn
on the skills and knowledge of fellow programme rbers, but also their colleagues and

acquaintances, making statements such as:

‘| think that wider network and sharing of inforrmaat is a real positive for the
course.’ (P1)

‘For me, | think the biggest benefit was networkiagd relationship building.
Within the cohort I've now got pretty good relasbips with a whole host of folk in
every board of Scotland, and in all sorts of défgrareas. So if | have an issue with
[...] | can pick up the phone to [...] and say whdeést person to speak to about X?
What are they like and how would they like it pich- is there anything that you
think | should say? That is invaluable.” (P3)

It was proposed that DTF has given participantsrsa of legitimacy in accessing people
beyond those in their common circle. As in thewabquotations, several participants’
argued that knowing who to speak to and how to @ggr them had helped them to
interact and share information more effectively agfficiently. This efficiency was
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believed to be a consequence of gaining informeéss to colleagues which assisted the
development of early trust and rapport. Likewigatticipants said that they would feel
confident recommending DTF participants to theileagues. This peer endorsement is
important to both a leader’s identity and socigbizd. A further aspect of the wider
network that was mentioned by both the participamd programme team relates to the
DTF alumni.

‘So the most important aspect, as | see it at tamemt forDelivering the Future is
about the 120 DTF alumni and getting them to wavgether and embed the
knowledge that they have gained, well, leadershgy thave gained through the
programme.’ (C4)

The above statement by one of the coaches empsdiseseesire to encourage interactions
across past cohorts. Although the programme teara recently set up a virtual network
with a small number of participants from each o ttohorts, several participants noted
that ties and relationships across the cohortsvaek and could be developed. This relates
to the literature on virtual networks and virtuahumunities of practice which suggest that
a lack of time, competing priorities and limitedg@nal motivation are significant barriers
for knowledge sharing (Ardichviliet al, 2003; Gammelgaard and Ritter, 2008)
Participants did observe that on occasion the progre team organise special events to
which all cohorts are invited.

‘There have been a number of one-off events whialiehbeen advertised for
everyone who has ever been on the programme amdtlesegh as | said it was hard
work to go and do, to get the protected time fos,th have been along to two of
those and that was really quite interesting becgasedid get a chance to meet folk
from previous cohorts ... that just gives you amothetwork of people so when a
member of staff moved from ... | knew that this qoer was a very able person
because of what [...] had said. So | was ablediz@me this person’ (P3)

The statement above demonstrates that such aluidei events can be valuable as they
create an additional opportunity information shgrinThe researcher was able to witness
this first hand at the DTF alumni event (discussedhapter seven). At this event she
observed participants from different cohorts disaug the changing curriculum of DTF

but also asking colleagues for advice on particdésdership issues that they were
currently facing. However, as noted in the abquete, due to existing organisational

commitments clinical leaders find it difficult tdl@cate time to regularly attend such
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events. Although ties across the entire alumniwagak one area where many participants

are attempting to strengthen relationships is @ir thwn boards.

8.4.6: Nurturing Local Relationships

Within a number of individual boards, participaritsm different cohorts have formed
‘working groups’. Some interviewees have joinedsemrg groups established by their
predecessors while others have taken it upon tHeesséo engage others within their
boards. There are also differences in the dynaofitse groups and the support that they
have received, but they generally meet every fewmthwto take forward strategy and
provide support and advice to each other. Althouymdrticipants proposed that these
working groups provided a source of productiveritéon they could also have negative
and de-motivating effects if some individuals frgmor cohorts have not been able to use
their newly acquired skills and knowledge. Othease also taken elements of the action

learning process back to their local colleagues.

‘Yes, we meet on a regular basis and we set that alp six of us who’'ve come
through it so far. We discuss frustrations thathage locally in terms of trying to
lead pieces of work that we've got, some of thaghithat we’d like to see changed
and improved on. We have had discussions withQibrlead here as to where we
can contribute more strategically as a group .guéss perhaps some of the
disappointment is that they're not perhaps usinghbug for now we are taking
forward our own projects ... under the radar ...vevggot an action learning set
locally with some of the other people on the lealdgr cohort to look at how we
might keep this work going.” (P6)

The excerpt above illustrates the usefulness ofl $ocal working groups for productive
discussion and collective learning. It suggestw l@ing part of a group helps them
overcome some of their personal concerns and advamitéatives, but it also hints at a
desire to contribute more strategically and a bétiat they should avoid drawing attention
to innovative projects as it may result in resise@an Although some local groups are
already providing forums for change, others aranfpdssues with commitment and

finding it difficult to engage participants and nagers in the process:

‘We have tried on several occasions to meet aoapgrbut people have not been
able to attend for one reason or another and hadrtcel at short notice. So we have
tried, but it’s just not worked ... people absadlyt@re up for it, but actually in reality,
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when it comes, there’s some sort of crisis thaésajou away ... | have to say that
our OD has been very helpful, so | probably haveremm do with the OD
department than | did before; | probably understardtle bit about what they try
and achieve.’ (P10)

The quotation above highlights the difficultiesttsame participants have found in trying
to organise meetings, some are receiving limitggpett from their senior managers and
local OD department while others are finding thedreé is a lack of commitment among
past participants who have now moved on to comraieryone is busy and often other
priorities supersede. These competing prioritied lack of commitment may undermine
the strength of the group over time. Based os éxperience a number of participants,
including P10, noted the importance of gaining éhgagement of senior managers when

introducing new initiatives.

‘| think the other thing I've learnt is the imponize of senior engagement. You can
do things, but actually you need the senior pedy@bind you and that's very
important — especially when you're doing massivs bif difficult redesign ... the
importance of senior sponsorship.’ (P10)

The statement above refers to the importance okimgrclosely with senior managers.
However, nurturing effective relationships and rat#ions with staff and peers is also
considered to be a central dimension of a leadersal capital. Thus, several participants

emphasised that they are also building dyadiciogiahips with their colleagues.

‘The person who introduced me to the programmegikwery, very closely with,
and | do get, and | hope she does as well, butdopally get a lot of support from
her and a lot of help, and she’s a colleague thg to and | trust, and | would
bounce ideas off her, and | hope she has the apptytto do that with me
sometimes.’ (P11)

This type of knowledge exchange is more informal aporadic but was perceived to be
equally valuable by participants. As noted abthere was a strong perception amongst
participants that their organisations could usentiheore strategically. One explanation for
this is that the participants had formed a comnyumitderpinned by shared meanings and
expectations (Carroll and Levy, 2010; Wenger, 1998)he statement below, from a

colleague of P10, illustrates that these sharechmgs may be unsettling for others in the

organisation.
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As a board we have had five or six people go thnaing programme and | think it

can be a bit disconcerting for other colleagueshosé involved have to be mindful

that whenever you put a cohort of people togethdrthey are exposed to something
which only they're exposed to, there is a tendetwystart to share a view of

leadership - which others haven't got...and, actydlhe challenge is for those

individuals to share more proactively with the rektheir colleagues, the learning

from the programme, in terms of, leadership, theprgthodologies, etc. | know that

P10 has made a real effort to share what she Jgguatknow, not in derogatory or

undermining way. (3-GM-p10)

This observation echoes P10’s concerns over begpann‘elitist group’ and relates to
social categorisation theory and the notion ofgmups and out-groups’ (Giessredral.
2009; Tajfel and Turner, 1986; van Knippenberg Biodjg, 2003). It suggests that local
alumni groups may reinforce the sense of ‘us aethttwhich can be detrimental for the
organisation and suggests that is important fosehwho have been on programmes to
actively share what they have learnt with othense @ay in which some participants are
attempting to engage their staff and colleagudsyisitroducing localised action learning

sets across their teams and boards.

‘| approached people at my own level in the orgaiios initially, and | asked if they
had any experience of Action Learning ... and vfery of them had any knowledge
... | tried to describe it as best | could and dskeny of them would be interested,
or if they felt there were any of their staff thvabuld be interested in participating.
Some were keener than others ... but some of ditedmack to me and said that they
would like to participate in it themselves and theygd one or two members of staff.
So, we dipped our toe in the water and formed atioAd_earning Set. There are
eight of us in it at the moment and we've met twsoefar and it's actually working
really well. I'm facilitating it ... we set someaund rules when we first met, and
we’ve started bringing issues to the group for wlstn ... because we are just a
small organisation, what you tend to find, thoughthe issue that you bring to the
group may directly involve someone else who ihagroup.’ (P13)

The excerpt above illustrates the potential valdelogal action learning in that it

encourages open communication and reflective thqmkiHowever, it also alludes to the
limitations that come with closed networks (Burf)02). Nonetheless, these groups
represent a real attempt by participants to enfyamge outside the programme in learning.
There was a sense that some colleagues and staifbene had been more interested in the
process than others and it was noted that keepamticipation voluntary was key to

success. It was believed that such action learaimg working groups had enabled

learning from the programme to be shared withirtiggants’ organisations. However,
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the interviews were completed early in this excleapigpcess and it would be interesting to

explore the longevity of these groups.

8.5: Conclusion

This discussion has attempted to present partitspaccounts of the impact of the
programme on their human, psychological and socadital. However, during the

analysis of the interview transcripts it becameaappt that social capital, psychological
capital, and human capital are not fully indepemndémne another. This is reflected in the
fact that some leadership competencies could besdcoas either human capital,
psychological capital, or social capital. This wiae case for communication skills which
could be viewed as either a human or social eleraertommunication skills reflect an
individual competency as well as a relational &pifor engaging others. Likewise, a
leader’s self-management capabilities were consiléo be a key component of their
human capital but it could also be argued thas ipart of their psychological or social

capital.

In spite of these difficulties in classifying th#eets the chapter showed that participants
of Delivering the Futurebelieved that it had had a great impact on themsgmelly,
making them more effective leaders. Most notablyas cited that the programme had
enhanced participants’ self-confidence and selfagament capabilities. This allowed
them to feel more comfortable in their role asakr and helped them understand when it
is important to step back and bring others in. dfded social capital through increased
credibility and the availability of information fno both close and extended networks was
considered to be a key benefit. It was believetl ordy to reveal new pathways for
participants personally, but also to provide oppaittes to collaborate and produce more
efficient and effective services. Chapter ningvrmonsiders how different organisational
factors were perceived to influence the transfeparfsonal outcomes into organisational
outcomes. In addition, it explores perceptionglwofical leadership in NHS Scotland and

the role of DTHN participants’ wider development.
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Chapter 9: Clinical Leadership and Organisational |  mpact

9.1: Introduction

As the last of the four empirical result chaptéiis thapter addresses the second part of the
research question, introduced in chapter one,imgldb the organisational factors that
influenced participants’ accounts of impact andrie®y transfer. This chapter considers
two main topics. Section 9.2 begins by explorihg organisational factors thought to
influence leadership development within the ScthiéHS. Building on this section 9.3
examines the role of the organisational contextpanticipants’ accounts of learning

transfer and organisational impact.

9.2: Learning in the Context of the NHS

In the literature review it was suggested that éeslip develops over time and outcomes
are dependent on the physical and social contexhioh it takes place (Day, 2011; Porter
and McLaughlin, 2006). Moreover, in their reviewthe literature Hilleret al. (2011)
highlight the socially constructed nature of bathdership and outcomes. They stress that
choices of criterion relating to, for example: tredal perspective, type of data and time
frame have important implications for defining anterpreting leadership; depending on
the criteria used, leaders can be seen as effedtieffective, or neither. Moreover,
effectiveness is in the eye of the beholder; asdat the literature review, clinicians may
see it one way while senior managers, politiciarlzoards may see it in another. In view
of these contextual issues, chapter six exploredpiblicy and economic environment
influencing human capital development within theotish NHS. Chapter seven then
considered the learning context within DTF throughrticipants’ accounts of the
programme and its role in their wider leadershiygpeys. However, when evaluating ‘off-
the-job’ leadership development it is also importém understand the organisational
context in which participants interact and leadagter six noted that the priorities of the
Scottish NHS are influenced by changes in the wdditical and economic environment.
It was proposed that the global recession of 20688 subsequent sovereign debt crisis in
2010 had led to a focus on minimising waste anadipg money more effectively. This

has several (potential) implications for those vimgkwithin the health service including
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increased fear and uncertainty due to the threabloflosses, job redesign, and service
reorganisation. Thus, the following sections cdesinterviewees’ views on: working in
the health service; the current leadership diseyuisvers of clinical leadership; historic
power relations; and managerial support availadllewing development.

9.2.1: Working in the Health Service

As the organisational context plays an importatg no shaping leadership behaviour and
outcomes (Porter and McLaughlin, 2006), participamére asked about their experiences
of working in the NHS and how the organisationsythrk for have been supported to
manage and lead change. At a general level, jgantits spoke of the challenges, such as
slow decision making and the power struggles that occur in bureaucratic and
hierarchical organisations.

‘Everybody except the Chief Executive has got pe@tlove them ... it is interesting
I've got a General Manager and I've got a Assistaaheral Manager that | report to

. it was a bit messy, really, | mean not wellugbt through — in the previous
organisation of the NHS they were peers and thep Were reorganised for [A] to
report to [B] which was never going to work ... fimt and politics from the past’
(P5)

‘Parts of the public sector are very tradition&till parts of it, | think, are strongly
unionised. What's probably helping a little bitsisme of the external factors. The
economic position is helping my agenda as well beegoeople are realising that
there isn't money in the system any more. So eithe reform or someone will
reform for us and my view is we're better in thvelrs seat than someone else ... |
won't shy away from that resistance, which | thiskmportant.” (P18)

The first statement describes how past reformsresituctures have led to P5’s two direct
managers having a difficult working relationshipigfhshe believes has an impact on both
decision making and innovation across the organisat The second emphasises the
traditional unionised context and the entrenchatstance to change within the NHS, but
suggests that economic uncertainty has led emptoleaccept that reform is inevitable.
Moreover, it also reflects the view of several ggrants who argued that they saw setting
the direction of reform as central to their rol€his resonated with the views of the NHS
HR Directors who suggested that in the current alerclinical leaders can play a key role
in engaging employees and directing change. Wkkedaabout the changes that she had
observed between cohorts C4 said:
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‘They need to be able to manage ambiguity and teiogy far more than the ones
coming in cohort one ... the recognition a couglgears ago that money was going
to get tighter and tighter. So they are workingireally very difficult environment
and it is not going to get easier for a while.’4§C

The statement above illustrates the perception éxaérnal climate has meant that
participants in cohort four and five have faced enoomplex leadership dilemmas than
those in previous cohorts. Two important dilemmase highlighted by the interviewees.
The first related to the challenge of providingesahd reliable services with reduced staff
numbers, while the second noted the difficultie®ined in motivating and engaging staff
in uncertain times. Nonetheless participants namet that within the Scottish NHS there
exists a culture of openness founded on professiac@ountability and patient safety.
Thus, it was argued that being honest and transpamith employees has helped

participants overcome these challenges.

9.2.2: Leadership as a Discourse in the NHS

So where does leadership fit within this environtidn chapter two, it was proposed that
the context in which leadership occurs is subjectand socially constructed by
participants, including leaders and followers (&airshurst, 2009). Therefore, leadership
identities are context specific and shift over tiared across situations (elgeRue and
Ashford, 2010). This was particularly evident hretcase of clinical leaders who must
adopt a dual identity (see chapter 4). Duringititerviewsparticipants were asked how
the programme related to their broad experiencdsanlership in the Scottish NHS. The
statement below from P14 illustrates that in sosspects leadership is a relatively new

discourse within the NHS:

‘Leadership is a new theme in the NHS. | mean whearsed, many, many years
ago, it was all about management’ (P14)

In general, this leadership discourse was viewenh@® acceptable to clinicians than the
previous management discourse of the 1980s ands199Bere was a suggestion that
management encompasses more mundane tasks wihlérdeig holds more prestige and
influence. This relates to Martin and Learmon{2812) suggestion that that the discourse
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of leadership can help clinicians construct a ghdfitity that reflects supremacy, prestige
and authority as it does not hold the same negatmeotations as the former discourse of
management. In the literature clinicians are offtehforward as reluctant leaders, but, the
group of clinical leaders in this study appearedé¢orelatively engaged. As all of the
participants were in senior leadership positionsame ways it is not surprising that they
welcomed this leadership rhetoric. Participants adagriety of motivations for going into
leadership including both positive personal andanrgational outcomes. There was a
strong belief that having a clinical background gévem insight into the complex systems
within the NHS which meant that they could make enoformed decisions that their non-
clinical counterparts. This relates to the negati@ennotations of management highlighted
above and supports the view that some cliniciagartehealth service managers as under-
qualified and lacking the skills to provide direxctito clinicians (Dickinson and Ham,
2008). However, the limited level of developmdmittparticipants had received prior to
commencing DTF suggests that in some boards thetiggaof leadership had received
only limited attention. This was summed up by deegue of P17 in the follow-up

interviews when she said:

‘There is a strong emphasis on leadership but In@nsure how well we equip
people for it ... | mean we are getting better neeave are developing a leadership
programme so | think in the last eighteen montlet thas changed and it will
improve — but | think it's been restricted to onetwo folk a year who are getting
some kind of leadership development whereas | tkhak we are now have about
200 managers and leaders across the organisatibhaklie been through some kind
of leadership programme in the last year’ (Genklahager, colleague of P17)

This passage illustrates the view that in the festership development has been patchy.
It also alludes to a conceptual difference betwemaders and managers within the
organisation. This was reiterated by an apparemniness amongst the participants to call
themselves managers. However, on questioning ndositted that their role comprised of
both management and leadership tasks. The stateais® critiques the elitist nature of
national programmes targeted at the selected fesv supports the growth of more
distributed leadership. This, along with othershlighting how participants were sharing
learning and engaging their staff in leadershige (section 9.3.8), relates to the current
emphasis on distributed leadership in the policg anademic literature (Grin2010).

However, it also raises questions as to the extemthich this rhetoric is being put into
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practice with NHS Scotland as those selected fergtogramme were already in fairly

senior positions.

9.2.3: Clinical Leadership: Ambition and Credibiljt

As this study is particularly interested in clidié@adership participants were asked about
the challenges and rewards of moving in to a lesdderrole, learning on the job, and
adapting to a new culture. These are importaninésein the emerging literature on
clinical leadership, which suggests that many ciams are reluctant to become involved in
running the NHS for a variety of reasons, such egative perceptions of management,
ambiguity surrounding dual-roles and the potentoss of respect from professional
colleagues, preferring instead to retain their ggsfonal identities and alignment with

colleagues and patients (see chapter four).

‘I went from being a clinician to that manageriaisp and that that was a big change
in my life as well because | learnt through prolgaj#tting things wrong.’ (P1)

‘So it was a very different role and it was a biaaulture shock.” (P5)

These short statements illustrate that moving mtteadership role had represented a
considerable change which had taken participantayafwom their comfort zones.
Balancing their professional and leadership respdities had been difficult at times, but

it was asserted that overcoming these challengealba been rewarding.

‘| think for everyone in the NHS the work is vergrdanding ... my role is a bit
crazy... it's challenging ... it's very differemip two days are the same, and that’s
what | love about it ... It brings a lot of pressubut | think that | am also very
fortunate to be working in this area. | mean | cdostill be back on the labour ward
delivering babies.’” (P14)

The statement above is indicative of the view ofesal participants who maintained that
moving into a leadership position had provided tiveith a more challenging and fulfilling

role. The last sentence is particularly intergst@s it highlights the psychological move
within the participant away from the purely clinicaindset. Cohort four comprised of
clinical leaders from a range of professions inegigden allied health professionals, eight
medics and six nurses. Participants also vandba extent to which they balance clinical
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and leadership duties. Approximately half of ttetigipants spent at least 40% of their
time on clinical duties, while the other half amemarily leaders with no or limited clinical
duties. One explanation for this is the level dtich DTF is directed, by the time
individuals are in senior leadership roles andilgiegfor the programme they have worked
their way up through several levels of hierarchgt eamoved away from their clinical focus.
Another explanation is differing levels of finanicrewards and prestige across different
professions. It tended to be those in more higidyd professions such as medicine,
pharmacology, and psychology who retained clinghaties and were part-time clinical
leaders whereas those in less financially rewargmogessions such as nursing, dietetics,
and physiotherapy were in full-time leadership soleThere was an identity element to
these decisions. At an individual level particiigafelt that giving up their professional
identity was or would be emotionally difficult. k8wise, at a relational level, participants
spoke of a desire to retain a clinical dimensionetmain at the forefront of their field and
to credibility with peers. This highlights the fdifent aspects of an individual's identity, in
particular, the role that group membership can playn individual’s beliefs and practices
(Giessneret al, 2009; Sveningsson and Alvesson, 2003). Moreoveitlustrates that
different professions are guided by different lsgievhich influence their social

constructions and their resultant decisions (Gresuet al, 2011).

Not unexpectedly, participants argued that botresypf clinical leaders can bring real
benefits for the organisation. However, particigam each group tended to think that
their configuration was more useful. For examghese in full-time roles suggested that
they were able to deal with the more strategic etspef the organisation while those in
joint roles emphasised that maintaining their chhiknowledge and legitimacy with

clinical colleagues had helped them to engage itheshange and be more effective.

‘| think it is important because it means that yoever lose sight of real life. It's
actually very difficult maintaining a senior leadkip role and a clinical role at the
same time because you pulled in so many directiBos.to be honest even if the
clinical aspect is even just low key it is very ion@ant because otherwise you enter
into a sort of stratified area where the atmosphsreery different and where
awareness of what life is like on the frontlinetloé NHS begins to go. So | think it's
important for managers to have clinical experiezoeé some clinical input still.” (P9)

A common belief amongst the interviewees was thatliaical leaders remain grounded in

their clinical profession and understand the effedft decisions on patient care they are
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regarded by those on the front-line as more credibbn general managers. It was
suggested that not only can they use their prafeakinetworks to engage others in
change, but their experience also gives them ledonccounter unreasonable demands.
This suggests that participants believed in thbilitees, thus enhancing their leadership
identity at an individual level. Moreover, the peption that they had more legitimacy
with clinical colleagues also adds to their idgnét a relational level (DeRue and Ashord,
2010).

‘In effect what it means is that when | say someghihey understand that | know

where they’re coming from. It's quite interestingpan you’'ve got leaders who are a
bit further from the ground and you say: you jusstithe clinical team because
you've lost the reality of what it's like to be ¢he ground floor...and you can also

challenge them - you can say, well actually, whyi've challenging is much more

directive and valuable ... but if you're going to leadoctors as medical leaders, and
| absolutely feel they have to be, you have to ghem the time to do it, and that is
the issue’ (P4)

The passage above highlights the perceived crdglitiilat comes with clinical leadership
positions; yet it also notes the challenges pertgito the availability of organisational

support and balancing multiple commitments.

9.2.4: Relations with Managers

Although the credibility of clinical leaders waskaowledged in the follow-up interviews

with selected peers and managers it was also ardpactlinical leaders sometimes use
their clinical objectives as a convenient excusavoid making difficult decisions. By the

same token two participants emphasised that rektiwith general managers are not
always harmonious and there is potential for hbgtEnd resistance if a general manager
perceives a clinical leader as a threat to thetin@ity. This is interesting as it contrasts
with the literature which suggests that there ignasity and power disconnects between
clinicians and managers in the NHS (Macinteshl, 2011). However, it should be noted

that participants were only briefly asked aboutrthedations with peer-level managers.

‘... @ manager was hugely threatened by my rolalme they saw the management
of their service as contradictory to my leaderstule; which in my head | saw it
entirely complementary, because I'm not here toagarthe operational delivery of
the service; but | am here to lead on the directbriravel. That conversation
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highlighted to me that actually there was a misimaietween clinical leadership and
management.’(P7)

Most participants argued that both clinical and agarial leaders should be trying to
achieve the same overall objective - an efficiemd affective health service. This was
reiterated in the follow up interviews with seletteolleagues. However, the statement
above illustrates the residual tensions that extitveen managers and clinicians within the
NHS. Consequently, both participants and thelleagues suggested that there was a
need for better training and development at a btewel to help both clinical leaders and

general managers appreciate how their roles congpieand reinforce each other.

‘There is also a need for training that helps pedyck at the base understand the
function so that they don’t regard it as contramfigtto their management role.” (P7)

It's about working in teams in an integrated waypsogrammes should be multi-
professional and not make any distinction betweanaaager and a clinician who
have been employed in a leadership role (3-OD-p2)

Equally, it was noted that occasionally there canntisunderstandings and a lack of
tolerance across different clinical professionscaxdingly, several participants maintained
that being on a multidisciplinary programme hadpbkdlthem to appreciate the stress and

pressure that other healthcare professionals atersee section 8.4.2).

‘As a nurse you come through the ranks and som&obave that handmaiden
stereotype - seeing nurses as subordinate - atid thate difficult, you're dealing

with quite arrogant consultants and GPs in thiducel We are trying to break
through that with roles such as the senior chatgsen but | think this programme
helps you with that because it lets you understahdre everyone else is coming
from and why people behave in a certain way, aadl pnobably gives me a lot of
confidence.” (P16)

As noted in the passage above it was generallyevsdi that having a clearer
understanding of the whole patient experience ahné tontribution of different
professionals would improve the influence of thedier and enable them to win the ‘hearts
and minds’ of employees. This relates again tohikoric tensions within the NHS and
the perceived power disconnects between differeotepsions (Blackler, 2006; Speed,
2011; Walshe and Chambers, 2010). Neverthelesgdtnoted that leaders also have to
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make difficult decisions, especially in a tight eomic climate that people will not

necessarily appreciate or support.

‘| think that often when you take on any sort afdership role; you have to stick
your head above the parfait. You have to make Haaikions sometimes and many
of your peers don’t understand what you are doivigu will get people saying ‘Oh,
you've gone to the dark side’ or ‘you’ve joined teeemy’, and | think doctors, in
particular GP’s, like to be liked but sometimes y@ve to make hard decisions and
sometimes people say pretty hurtful things about’y®3)

This comment from P3 evidences the historical latkrespect for managers among
clinicians (Macintostet al, 2011) and for clinicians who cross the line (Lédyn, 2001).

It illustrates that peers do not always apprecidivicians who reduce their clinical

practice to take on formal leadership roles andicdi leaders need to be prepared for
these challenges. This lack of appreciation map dlave an effect on participants’
leadership identities; some individuals may becanwe resilient but others may feel

undermined and revert back to their clinical mirndse

9.2.5: Organisational Support: Exit Strategies ai@lbsequent Learning

As leadership development is thought to be mosicéffe when learning experiences are
embedded within the organisational context (e.gCkldey 2006) a key objective of this
study was to examine how the NHS boards are supgoand enabling their clinical
leaders. In general, participants felt that thagl been given adequate time and resources
to attend the programme. Most felt that their imanagers (some of whom had been past
participants) had appreciated the value of thenarage but that it had been up to them to
balance their priorities. Given the intensive nataf DTF many participants asserted that

it is only now, on completion, that they are praieg and embedding the learning gained.
‘I would like to do it all again to gain even greaunderstanding ... at the moment
I’'m just consolidating everything’ (P10)

‘The year that you finish, in many respects, is ylear that you consolidate your
learning’ (P11)

The statements above illustrate the view that fanynDTF was the start of a longer

learning process. Almost all participants assettet completing the programme had
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prompted them to embark upon additional self-studthis self-study ranged from re-
reading and revisiting programme materials to atiig more formative learning
experiences like work shadowing senior managerscandservants or organising local
action-learning sets. On the whole these forms exfetbpment had been initiated by
participants and it was widely believed that theses a need for greater organisational
support and encouragement to help individuals aehitheir potential. This was

emphasised by P17 when he said:

‘There needs to be more thought about the exitegjyafor people on the programme
and individual exit strategies ... this was thetstg point for me. I've come a huge
distance, but | still think there’s a distance t gAnd it's what do you do next; how
do you progress it; how do you take it further; hdevyou maintain the momentum?
| think the exit strategy from the programme if yidee or the follow-on needs to be
tailored and specific to the individuals.” (P17)

The excerpt above is important as it capturesebéniy of participants that although DTF
provides many benefits and can be a catalyst fog-term change it is not a ‘quick fix'.
This relates to the suggestion in the developmtarature that outcomes of learning occur
over time in relation to the context in which itapplied (Hannunet al, 2007; Lester and
Costley, 2010). It notes that as individuals startl finish at different levels and have
different underpinning motivations and objectives being on the programme there is a
need for personalised organisational support. des some debate over the role that
DTF should play in participants’ future developmefdr the most part participants
believed that annual or biannual ‘revision’ daysuldo be a useful addition to the
programme. However, three said that they would firhard to engage in supplementary
elements as they would prefer to progress to neallesiges. They also felt that it would
be difficult for them to justify these ‘extra’ elemts to their colleagues and managers.
Nonetheless, over half of those interviewed suggkestat the DTF team could work more
closely with local organisational development (O@gpartments to develop personal
strategies to ensure that there is appropriatestpgr those who want to continue their

developmental journey.

In reality, since completing the programme, papacits have received mixed levels of
developmental support from their organisations. lAak number have been offered

additional opportunities, for example, two have rbegproached to participate in and
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contribute to in-house leadership programmes wthilee others have been provided with
an executive coach to help them sharpen theirsskitid deal with ongoing challenges.
Such activities were thought to help sustain antscldate their identity as a leader. The
majority; however, said that they had received tleaisupport and would face challenges
gaining access to further development within theiards. Two main reasons for this were
suggested. Firstly, it was proposed that there avagxpectation that those eligible to
participate in the programme should have the slatisl ability to process and apply
learning without support. Secondly, it was obsdrtfeat it given the current financial
climate boards simply do not have the resourcefumal follow-up development and
participants would find it difficult to justify tim away from their work. Notwithstanding
financial constraints, both the programme team padicipants argued that it was
important for the organisation to nurture partiofsa skills and abilities to achieve the
greatest return on their investment.

9.3: Learning Transfer and Organisational Impact

The organisational context also influences how aessiully ‘off-the-job’ learning is

transferred and transformed into organisationale/alFrom the interviews it was evident
that participants have received varying levels wfport and encouragement from their
managers to apply, implement, and share learnifige rest of the chapter explores how
this has influenced their accounts of leadershipaich As noted in chapter four, value
means different things to different people and meag leadership outcomes can be
problematic as effectiveness depends both on tbalsconstructed perspective and the
measurement criterion selected (Hiligral, 2011). Thus, the following sections consider
the impact of DTF in relation to its own contexesfic aims and objectives including

application of learning, succession planning, amgbeging others in leadership.
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9.3.1: Application of Learning

Section 8.2.4 (chapter eight) examined participaatsounts of how they have applied
techniques, tools, and theory from the DTF progranwathin their workplaces. It was

observed that many believed that participatingha programme had given them the
confidence and skills to think innovatively and iempent small and large changes within
their teams and organisations. Participants exethhow their leadership approach and
behaviour had changed since completing the progenion instance, several stated that
they now adopt a more engaging leadership styéemare comfortable taking advice from

others, and build in time for reflection.

‘I'm not running ahead saying follow me, the kinfl leeroic leader that we heard
about as well; I'm much more consultative, collaimve, engaging’ (P5)

‘I have changed the way | communicate during sofrite@meetings in giving over a
lot more responsibility to the team rather thanrtgkt personally. That gives me
more control, actually.” (P10)

‘There were real practical applications as to h@u gould do it ...the biggest skills
for me have been about influencing, communicatmgliifferent ways, and being
subtle.” (P17)

This perception was echoed in the follow-up intewys with selected peers and managers.
For example, both P17’s colleague and chief exeewaid that they had observed changes

in the way he reacted to and managed difficuliasituns

‘P17 has very much a can do, will do right nowitadie so it has allowed him to take
a more planned approach to his work. | certairdirelve that his impact has been
greatly enhanced by adopting a pre-planned apprmaatork, thinking through how
others might react and where they are coming frongdt a ‘win win’ out of a
situation, and also being able to influence usinguage of techniques rather than
always reverting to type. That's been the real betleat | have seen from P17." (3-
CE-p17)

‘P17 is much more reflective and he has built dyititiy and governance into his new
role ... he is now more strategic in his contribntbecause when he engages in the
senior management team meetings he is more opkoking at the whole picture
and coming to a joint decision’ (3-GM-p17)

The quotations above indicate that P17’'s managerpaer had observed changes in his

leadership approach and behaviour which led themew him as a more effective and
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credible leader. This links to the discussionhapter 8 (section 8.3.5) around the sense of
‘credibility’ that the programme had bestowed ontipgants. As leadership identity
construction is an iterative and reciprocal pro¢&e=Rue and Ashford, 2010) it could also
be suggested that the endorsement and suppord obleagues has reinforced P17’s view
of himself as an effective leader and contributedhis sustained behavioural change. A
further idea evident in the above statements istths behavioural change was thought to
have already had an impact on the organisationwakl suggested that adopting a less
authoritarian style of leadership has helped Plgage and motivate his workforce.
Likewise, it was proposed that as he has adopt@dra strategic and holistic outlook he
has been able to find solutions that fit with tmgamisation’s overall objectives rather than
merely focusing on his individual remit. This sopis the assertion in the literature that
the application of learning and subsequent behawbanges can have an organisational
impact (Crossan, Lane and White, 1999; Easterby#amd Lyles, 2011).

9.3.2: Applicability and Time

A range of individual and organisational factorfiuence the transfer and application of
learning (Cole, 2009; Combat al, 2009); the following sections discuss the masués
highlighted by the participants. At a basic leitelvas acknowledged that an important
part of the learning process is recognising whers itappropriate to apply specific
approaches and tools. Most participants saidwhée they had applied some elements of
learning immediately, other aspects of learning ivdae applied over time in relation to

the social context.

‘In some instances it's about finding the opportymo use what you have learnt you
don’t always come across those on a regular b&Bi20)

‘I wouldn’t say there have been any barriers tolengentation, but | think the thing
is that you've still got to try to be as natural yas1 can be - you can’t suddenly
become this new person’ (P2)

The first statement highlights that the impact giragramme like DTF is likely to occur
over long period of time. The second illustrates view that it is important to remain
authentic and reflect on whether a particular apghnois suitable for the specific

circumstances. This relates to the suggestion teatelopment programmes help
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participants begin to see themselves as leadersaendh relation to their view of an
effective leader. Participants cautioned that ieythhad been overzealous in their
application their colleagues were likely to havep@nded with indifference as they would
have viewed initiatives as just another idea fromm ¢ourse. This reiterates the perceived
importance of building leadership credibility, sylihtroducing change, and working with

people to overcome potential resistance (see se8tib5).

9.3.3: Having the Credibility and Autonomy to Act

One area of organisational impact that was mentidme several participants was that
having increased credibility and access to a nuutifessional, multi-board network had
provided them with additional opportunities to aplgarning and develop new initiatives.
Fourteen participants described initiatives thatytthave set up across organisational
boundaries to share knowledge and resources. Xaonme, P8 and P17 described a joint-

project that they had initiated to improve prevémecare in remote and rural areas:

‘There are a number of people I've worked reallysel with ... we’ve taken forward
projects that, to be honest, I'm not even sure weld have even thought of the
concept had we not been together in the programmee’ve done a huge project
with P8’'s Board ...we just got together and conaeoss became meetings, meetings
became proposals, proposals became trials, trégiarbe funding ... and now we've
got an innovative solution to a real challenge tietvas facing’. (P17)

‘One thing that has come from the programme is Weatre developing a £150,000
project with P17’s Board which wouldn't have beeitiated if it wasn't for the
programme’ (P8)

It was clear from the interviews with both P17 dA8 that had they not met on the
programme and been encouraged to think beyonddhgénes of their organisation the
project would not have been initiated. At the tiwfethe interviews the initiative was
trialled; however, it has since been positively lesged and rolled out in additional
locations. P17 himself was involved in three paxshg initiatives and these were
recognised by his chief executive as key oppotiesib develop value for the organisation
both locally and nationally. Beyond such collaltiweaprojects, six participants stated that
completing DTF had improved their standing witheit organisation and given them the

opportunity to have their voice heard at a seregel (see section 8.3.5). It was proposed
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that this access and had allowed them to make a metrategic contribution to the

organisation.

‘I have been invited to the top table; | think Diiffust have had some bearing in that’
(P4)

‘| felt empowered to go and push doors and spegdetiple who, if I hadn’t been on
the programme, | would have been in awe of’ (P3)

Although, all six participants spoke of the appa¢ion that they had felt at having their
skills recognised, further investigation suggested that most of those who had been able
to contribute at this strategic level were employeg@ositions that already gave them the
autonomy and legitimacy to implement organisatiott@nges. This point was further
evidenced by one OD interviewee who suggestedithats very important to choose

people with the autonomy to implement learning lead at a strategic level:

‘When you only have one participant on the programyau are not going to have
organisational impact. So I think for us, in boardhe way that we have transferred
that knowledge back has been in a very, very chsefiection process. So we have
tried our absolute best to ensure that the petalewwe would send on that national
programme are people who do have or will have theolate key roles in the
organisation. So | know that other boards haveen application process for that
programme but because we have ran our own strakegiership programme we
have a much smaller pool of people that we would fpuward to the national
programme ...The people that we have sent on tHe@dgramme have had a direct
impact on the organisation because of who theyaacetheir role - we have made
sure that they have the support, the role angtbect activity that means they can
really make a difference. So P2 is the perfectrgpta, P2 was already lined up with
his ‘whole systems’ project to deliver as part if tole...the fact that he got so much
support to deliver it | think made his project ewveare worthwhile and have a higher
impact.” (3-OD-p2)

This above extract makes two key points. Firstighows that P2’s OD Lead was already
attuned to the importance of linking leadershipriesy to the organisation’s strategic
objectives. During the interview she spoke of wogkiwith individuals on a range to
programmes to ensure that their project both s$teetcthem and was of value to the
organisation. In the case of P2 she believedlibatg on the programme had positively
influenced the design and implementation of hisviddial project which has had a clear
impact on the organisation’s strategy. Secondtilg,gassage also alludes to the belief that

the impact of DTF on individual Boards is somewliraited because of the small number
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of participants in each Board. Therefore, in P@artd the OD department has developed
several local leadership programmes targeted atidhchls from multiple levels to support
distributed leadership. These local initiativesaméhat the Board can carefully recruit and
select key individuals who are employed within t&igéc positions for DTF. She compares
this approach with that of other boards with anetompplication process’ which she
implied meant that people are occasionally recduitefore they are ready and this can lead

to difficulties in learning transfer.

9.3.4: Appreciation of Expertise

A further issue, highlighted in the quotation froR® in section 8.4.6, is that many
participants felt that their leadership expertias hot been fully appreciated by their senior
managers. This may be in part due to the initighhexpectations of participants with
regard to the opportunities that the programme daldliver. Nonetheless, there was a
strong sense amongst participants that their bazardlsl make better use of their skills and

capabilities.

‘Since we started, we have continuously made effdd try and enable the
organisation to get as much out of us as we canilpggsoffer, because nobody is
standing at my door saying now that you’ve dons gibogramme what can we learn
from you; they’re not doing that...l would have thbughat actually it would have
been in their interest to get us around the tabteraally squeeze us dry, as it were’
(P7)

‘The investment has been made, but now they dar@twkwhat to do with us’ (P9)

‘What | think would be beneficial is if we were wusenore as part of the wider
organisation. The board is not saying to us wawested all this money in you ...
there’s a whole group of people in the board wheehal these skills and they’re just
doing their own individual jobs and using it in thewn departments rather than
maybe thinking how leadership in the board at gséaior levels taken forward.’
(P1)

The statements above present participants’ expargemnwithin three different boards;
however, they reflect the views of more than hélfhose interviewed. Many participants
described how they had made the effort to engagk mianagement and proactively
volunteer their services to no avail. Likewisédyes noted that although money had been
spent on developing their skills they were leftlifege abandoned as the organisation had
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not nurtured them post-development. There was & deaire to work across the
organisation and make a difference — strategicaldy, just within their own area. This
implies that participants had the motivation but the opportunity and support to use their
skills at a strategic level. This is importantevthe suggestion, in the literature, that for
leadership development to be effective organisationst allow and enable leaders to lead
(e.g. McCall, 2004). In addition, it relates torgeved importance of organisational
support to the sustainability of participants’ leeghip identities in the longer-term (DeRue
and Ashford, 2010).

Moreover, poor organisational capital (an entredchelture, internal competition and
weak support processes) can have a negative iropdtte value that an organisation can
gain from its leaders’ human and social capital.(&or and Leblebici, 2005). This can
also be related to participants’ expectations efglogramme. In the training literature it
has been found that if a programme fails to delitierexpected gains participants may be
left deflated (e.g. Tannenbaueh al, 1991). One rationale for limited managerial supp
was that the managers’ had only a limited undedstgnof theDelivering the Future

programme and the benefits it provides:

‘To be perfectly honest, I've had very little feedth from senior management about
having been through the programme ... | don’t thinkas the recognition yet that it

should have. | don’t think the exposure is bigwagio | think there should be more

promotion of it. People need to understand a litenwhat it is and what it can do,

and the benefits that it has given to the peoéhiave been on it. And I think there
is a huge untapped resource in the organisatiBa3)

The statement above points to a lack of understgndithin local boards of DTF, the
learning it encourages, and the needs of partitspam completion. It was suggested that
if managers do not recognise, understand, and appeethe abilities and knowledge that
an individual comes back with the extent to whitlkeyt can then utilise participants
effectively is limited. Thus, several participamatdvised that there was a need for greater
promotion of the programmes objectives and outcotegnsure that those who are
selected occupy roles where they can actively agpbrning and are given the
encouragement to implement innovative initiativeattcontribute to the organisation’s

long-term strategic objectives.
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One of the coaches summed up the main elementmdiveduals involved in the learning

transfer process when he said:

‘There should be a clear emphasis on learning feanduring and after the
programme. It starts with the coaches talking @meto-one basis with participants
about how they plan to transfer elements of thgmmmme to their daily work and
challenging them to think differently. Howeverjstalso the participants themselves
who are responsible for taking the initiative tgplpand transfer learning within the
workplace. Finally, it comes back to the issu@@fanisational support - there is a
need for senior managers and colleagues to apteegiat participants can
contribute and giving them the opportunity to aghie¢his ... The disconnect, as |
perceive it, is between having a national prograranelocal application ... there are
issues around local OD having the calibre, clout agenda to take transfer forward.
It is a major investment that organisations are intakn these clinical leaders, but
my perception is that often OD Leads see as justhan administrative chore.” (C2)

The extract above notes that learning transfer ldho@i embedded in the programme from
the outset. Successful transfer requires persimad and creativity as individuals must
take the initiative to apply learning within thework. Moreover, it reiterates that limited
organisational support can create barriers to iegrapplication. In connection with this
two participants suggested that there are discepsaietween what is learnt on DTF and

what is expected within their organisations.

‘It might be a bit challenging for the people batkthe ranch though ... it may not
be a success for some organisations because thgynotavelcome the level of
challenge that we're encouraged to have aroungritgramme. .’ (P6)

The statement above illustrates that when consigedff-the-job development it is
important to consider the reaction of those in @ahganisation including staff, peers and
managers (Day, 2011; Dvat al., 2002; Grint, 2010). It implies that those lbac the
organisation may feel threatened by change andtresiv initiatives which can lead to
participants feeling frustrated and defeated. Téemse of frustration felt by many
participants was summed up well by P17’s colleagien she was asked about the
challenges that an individual might face on retogrthack to their organisation:

‘| think if you have gone away on a developmentgoaonme and you come back to
an organisation which hasn’t changed then thateavery frustrating. So | suppose
it is about how effectively do they equip people ¢oming back to Groundhog Day
and taking things forward after that and not getfiustrated ... but | would say it's
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a positive thing as they have the skills to dedhwiand are a bit more able to take a
step back rather than just react.’ (General Manamdieague of P17)

This quotation further illustrates the disappointinand dissatisfaction that can result
when participants face resistance and cynicism footfeagues. Moreover, it proposes
that an important aspect of the development isgsre@ participants for the reality back at
base. The frustrations that arose from not beinlg 0 apply knowledge has driven
several participants to strive towards promotedpakere they will have the autonomy to
implement change; while others have become disihexl and have taken a step back to
reassess their priorities. Those who stepped bamhkt through a further process of

identity change, reverting in some ways back tar itlanical mind-set.

9.3.5: Succession Planning

One of the core aims of DTF is succession planningeeks to develop clinical leaders
who have the skills and competencies to fill serlimical leadership positions across
NHS Scotland. Thus, it is interesting to see thast participants said that completing the
programme had motivated to them to look towardsnoted posts. There were three main
rationales provided for this: increased self-beiretheir abilities, aspirations for a more
challenging and rewarding work environment, andrdsgo take on more influential posts
which would allow them to make a more strategictgbation. This highlights that
participants internal logics and goals had charagdesult of being on the programme
(Gunz and Gunz, 2007).

‘It gave me, | don’t know if itchy feet is the riglvord, but it made me realise that |
could do much more than | ever thought | could, hod/ my opinion, as a person
who works for the NHS, is as valuable as anybodige’s.” (P13)

‘Clearly I'd want to find myself a more senior ptien, a more influential position in
the future’ (P8)

Although promotion is valuable as part of an indual’s personal development (see,
section 8.3.4) it can also have a significant inipac their organisations. If participants
stay within the Scottish NHS then it is assumed the organisation will reap the benefits
of their enhanced skills and abilities (Carmeli,020 Cheng and Hampson, 2008).

However, if they leave the organisation and talegr thbilities elsewhere it could be argued
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that the organisation effectively loses its invemtm One of the coaches summed this up

when he said:

‘I have frequently heard, during the evaluatiohsitt ‘the organisations’ don't know
what to do with us’. For some this leads them ronmpted posts, but not all will

achieve promotion. So for others, the organisataifectively loses the not

insignificant investment that it has made. Ondipalar case that | am thinking

about was a nurse on cohort three who was so dtestwith her organisation that
she is moving to a two-year secondment in the Bto@overnment and that comes
down to the fact that she could see no way forweitd her current organisation’

(C2)

The excerpt above notes that participants fromipusvcohorts have also received mixed
support from their organisations which has led stonexplore alternative avenues such as
secondments and promotions outside of their orgdiors In addition, it suggests that not
all participants will be ready for promotion or leathe opportunity to progress their career
within their immediate boards. This was reiterabgda five participants who stated that
while they would feel comfortable moving into anetirole in the future now was not the
right time as they needed to process the learnidge participant who had applied for a
promotion but had been rejected said that beingthen programme had helped him
overcome his disappointment allowing him to focasiraproving his current position and

working towards new opportunities in the future.

It was felt that the programme had given participaa clearer understanding of the
strategic direction of NHS Scotland. This had tedny participants to consider a future
beyond their profession and board. Several satittiey were keen to develop their skills
further so that they could occupy a more strategie within their board while others

spoke of the potential to take on national role® (section 8.3.3).

9.3.6: Confidence and Identity Construction

As mentioned earlier, an individual’'s self-beliefdaconfidence in their leadership abilities
Is an important component of an individual's leatigy identity construction at an
individual level (Lord and Brown, 2001; Carroll ahevy, 2010; DeRue and Ashford,
2010). This section considers the concept of demite in relation to participants’ career

choices.
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‘| think going through the programme has probabiyeg me the confidence in
myself to perhaps, and | am not saying it will hap@ny time soon, but perhaps
look outwith the board, outwith my profession asogtion and | certainly wouldn’t
have considered that before.” (P20)

‘In my position | only have responsibility... | dormave the level of authority, and
that's not a problem for me because | work outsitleny authority almost all the

time ... but | need a board level position to bkedo have more influence ... for my
own personal development | need to move to that feasel to be able to work

outside my current role and to be honest, there¢ tisa willingness here to change
things fairly radically ... | want to work somewleawhich is a bit more ambitious |
think, probably; a bit more risk taking; a bit mateallenging.’ (P6)

The first quotation is illustrative of the view gkveral participants who said that the
programme had given them the confidence to lookatdw promoted posts in future, not
necessarily within their current organisation. Téerond statement demonstrates the
desire, mentioned earlier, to be used more stitgiand gain greater autonomy to
implement change. At the time of the interviews tparticipants had already taken on
national secondments while four others had beemg@ied during or shortly after the

programme.

‘The other thing that seems to have happened ircdhert is that people who came
onto the course have moved jobs and | am one afethd took on this national

secondment nine months ago and | thought long andl &bout it ... I'm one of two

doctors, both GPs, who are working on this ... calaotally she was in cohort one
of the leadership programme ... DTF’s given me carfck and the practical skills
to take on a significant role.” (P3)

The statement above illustrates that P3 believattkie programme had provided him with
the confidence and skills to feel comfortable comangg a national secondment within
the Scottish Government. This could be perceiwed lBss to his organisations as implied
in the previous quotation from C2; however if masdgeffectively secondments can
provide benefits for all involved. Firstly, thecemdee is exposed to new on-the-job
development opportunities, a different organisatioculture and a new community of
practice. Secondly, the secondee’s organisationbenefit from the relations built with
the host organisation, the transfer of skills frihva returning secondee, and their increased
motivation and engagement. Thirdly, the host orgmton gains additional expertise to

achieve its objectives, new skills that can be @adsmto existing staff, and constructive
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relations with the secondee’s organisation (IESQ420 For those who had already
achieved promoted posts there was a sense thptdgemmme had widened their horizons

and helped them evolve beyond their previous job.

‘If you're thinking about the next job, it's aboliow you position yourself ... |
applied for this [promoted] position within thisgamisation and | think | had already
started to position myself for that job ... | waseiniewed and they offered me the
job. So, | think the Leadership course on top of experience and personal was
probably something that aided me in that directi(i?l4)

The statement above shows that she believed tivag beentally prepared for promotion
and portraying to her managers that she had tiis akid confidence to be effective in the
new position had helped her to achieve success. ndtion that participants have to prove
themselves through their behaviours relates backhéo social construction of leader
identity and the reciprocal roles of leaders aniibdeers (DeRue and Ashford, 2010).
Although most participants were motivated to praomtas a form of career progression
and as an opportunity to gain strategic influemeeais evident that personal circumstances
also play a part in career planning. This wasiqaerly evident in the case of P19 who
had chosen to move away from Scotland to take m@vwaopportunity which better suited
his family life.

‘An opportunity came up ... it was a bit of promotiand also it was a move back
home and we made the decision because our chifdeeat the age, my eldest was
about to go to secondary school and we said if a’'tdmove now, we wouldn't .
So | suppose that it has been a combination oepsidnal and personal reasons as to
why we have moved back ... it is probably been veipful in getting me to where |
am, helping with my promotion as well. Going farst position, there was a number
of challenges and I'd probably been on the couoseabout a year, or maybe 14
months, so | had the benefits already, | think tlelped me with going forward for
the position that I'm in.” (P19)

The excerpt illustrates that in the case of P19r¢iaé benefit of the programme has been
on his own personal development. DTF has asskstado acquire a new promoted post
outside of the Scottish NHS and given him the skl perform that role more effectively.
This highlights the potential for loss of investrheh participants ultimately leave the
organisation. However, it also notes that a raof@ersonal and professional factors

influence an individual’'s career progression decisi P19 is an avid supporter of the
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programme and has maintained links with both theg@mme team and participants so

perhaps the organisation can gain some value thrthegcontacts his new position brings.

9.3.7: Taking a Step Back

One potentially negative outcome for the organsatis that a small number of
participants have stepped away from all or somtheifr leadership responsibilities. Six
participants described ways in which they have rjgised their responsibilities and

discarded unproductive aspects of their work taeagha better work-life balance.

‘What this has been good for is focussing on myrgres and being quite clear
about how much I'll not let carryover.” (P1)

‘| think that oddly enough I've got a greater appation for the need to have a better
work life balance ... I'm not saying that I've gibiis right yet, but trying to not do
everything and be selective about what the mosdymtive things are that | need to
do ... Its impacted how | cope with the whole thingjeneral’ (P7)

These participants argued that prioritising thearkvhad improved their productivity and

helped them stay motivated in the face of challengdowever, two others had resigned
completely from their leadership role. Both spokearious challenges that they had faced
within their roles and the sense of frustratiort thay had felt at having the responsibility

but not the authority to implement change.

‘The forum that | had to clarify my thinking ledrdctly to me deciding to leave, as a
positive thing. Not as an ‘I'm fed up, this isn'ovking’ but as a positive weighing
up of where can | make the most difference and &/fvan | use my skills most
....I've resigned from the [senior clinical leadeis position]. There were two main
motivators. One was a new HEAT target ... whichantp directly on my clinical
service and is very challenging ... | thought ightias well do that full time ...
Secondly, the job didn’'t end up being what | thauglvas going to be ... it's not an
autonomous unit ... it kind of crystallised intoirize lots of responsibility and no
power which is just the worst place to be ... $@d the opportunity to go back into
something with lots of responsibility and challamgitargets but | have considerably
more autonomy and clout ... more patient-focusednaore rewarding and more
meaningful ... it's allowing me to broaden my hons in a different way ... I'm not
retreating into a box.” (P5)

‘It has actually helped my self-confidence a lot I've been able to set outer
boundaries about what | am and not able to do, Whatild do with assistance, but
also what is not possible ... | stood down from[fegdership] role in December last
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year because there were further changes being ma@ethat | agreed with and

thought were sensible but they were going to mhakerdle more difficult and more

hard pressed than it was ... so | stepped downea¢nd of last year and | now have
the opportunity to concentrate on other clinicahgis that interest me and that are
major pieces of work. So at a practical level wseful.” (P9)

The extracts above show that both participantstifielt the support and learning that they
had received on the programme had opened theirteytbe challenges within their own
organisations. Both said that they had strugglétl Wine bureaucracy surrounding their
roles; there was a sense that although they weeballenging positions they had limited
autonomy and support which had led them to fedhied and lost in the system. Both had
been in their positions for over a year before ceamomg DTF; however, the programme
had illuminated these issues leading them to refsagn their posts. This is problematic as
the transformation of knowledge into action is ¢alido organisational value creation
(Pfeffer and Sutton, 2000). Moreover, it relatesh® suggestion, in the training literature,
that if an organisation develops people but do¢give them the opportunity to make use
of their skills the development is likely to be @&-mhotivating rather than inspiring
experience (Burke and Hutchins, 2007). Commorotb bxperiences was a sense of relief
at no longer being constrained by a deficient rBleth spoke of taking on new challenges
and revisiting their clinical roots but also ste$ghat it was not the end for them in terms
leadership — they would just be leading in diffénerays through, for example, focusing on
key projects, participating in working groups andmtoring junior staff. In addition, they
said that while they were happy focusing on theirent positions for the next few years if
a leadership position with the autonomy to impletrdrange was to come up in the future

they would hope to be ready for a new challenge.

9.3.8: Engaging Others in Leadership

Another important organisational outcome is the ellggment of intellectual capital
(collective knowledge resources) though the tranafel sharing of knowledge learnt on
the programme (e.g. Nahapiet and Ghoshal, 1998 ,ntoet al, 2004). During the
interviews participants spoke of how they have egedaothers in leadership and
organisational change since completing the programnThere was a belief that the
programme had helped participants to understanchgblres which, subsequently, had

helped them to get the best out of others. Ppaits were involved both formally and
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informally in the sharing and transfer of knowledged skills from DTF within their
boards. Five participants were involved directiythe development of formal programmes
or courses to cascade ‘leadership’ throughout thganisations. The statements below

provide a taste of this involvement:

‘Interestingly the Deputy Head of HRD is developiadocal executive leadership
programme, and the idea would be that we would Idpveight key people in the

organisation ... and then have them cascade sonmatdfriowledge, and | have been
asked to be one of the initial eight ... 'm jusbia part player in that big house so
obviously something about the leadership prograrhaserubbed off in some of the
things | have said’ (P4)

‘We're are setting up an internal clinical lead@pshrogramme; myself and the head
of leadership got together to develop some clineatiership modules ... we also got
them all in a room and talked about the future hod we would plan it, what are
their needs and skills ... we're building it aroutite Delivering the Future]
learning’ (P17)

Participants involved in the formal cascading @dership expressed feelings of gratitude
and honour at being given the opportunity to shénat they had learnt and contribute to
the organisation’s distributed leadership objedi{see chapter 4, section 4.3.4). Although
some initiatives were more established than otiievas apparent that within these boards
there was a real desire to embed leadership dawelaipwithin the organisation’s culture.
The boards had attempted to coordinate their pnogras with the national programme.
For example, both P2’'s and P17’s boards had desitpeal development programmes
based on the DTF model, which incorporated classrdiased learning, on-the-job
projects, mentoring, coaching, and action learningContributing to such holistic
programmes was considered to be a privilege; how¢weas acknowledged that it was
also time consuming. An alternative method of tfransised by participants was to
introduce initiatives within their teams includingor example the Myers Briggs

personality exercise, leadership coaching, and oniegt relationships.

‘I recently worked with our local organisationalvééopment department to take a
whole set of my team through the Myers Briggs pssoc&hich we found incredibly

useful and helpful ... now we are looking at how va& cise everybody’s skills and
abilities to develop an [X] strategy’ (P20)

‘Knowing how useful some of the coaching has bemnnfie I'm also suggesting
some of the clinical leads might benefit from it I've also got one clinical lead
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who's very keen on managerial aspects, and I'myreslcouraging her to go and do
the [DTF] course’ (P10)

‘I am supervising one of the principal cliniciansdal am just trying to help her
through her leadership journey relating to my owpegience’ (P4)

It was suggested that introducing specific elemavithin their own teams was a cost
effective way of engendering a culture of developimand increasing the groups’
cohesiveness. This is interesting as the grehtersénse of social community within a
team or organisation, the more likely it is thabwhedge will be created and transferred
(Huiyan and Run-Tian, 2006; Lin and Haung, 2005khdugh some participants are
engaged in transferring learning formally and emaging others to complete formal
development programmes like DTF most are sharirgverge more informally within

their teams and working groups when and as itceseary.

‘Mainly, I've shared the little practical nuggetéP5)

‘| share things with my peers ... I've also gategource file that everybody knows
they can come and access ... I've not said, rigls,gyet together, I'm going to tell
you what I've learnt about having difficult convati®ns. I've just used opportune
moments, really, to cascade any learning.’ (P11)

‘I've certainly shared a lot of learning with my nagers ... I'll say | was away at
my few days and there was this great tool and weahgreat presentation and we did
this, this and this. [I'll send them out thingselikhat, which I'm hoping will help
them as part of their learning and developmentl) (P

Almost all participants said that they had sharsgeats of the learning, in particular the
practical aspects that can be used on a day-toklbsys such as how to target
communications to get the best results and thefiiermé reflecting on the views of other
stakeholders. Some had forwarded tools and raédeyn an ad hoc basis when relevant,
while others like P11 had developed a resourcddileolleagues and staff to access when
they wanted. In addition, three participants sthdt they had shared learning while
applying it, when they had implemented tools andwdedge from the programme they
had explained the reasoning to staff and colleaguashid to engage them in the process.
In most cases, it was argued that learning andrghavas implicit rather than explicit
within the organisation and imparting knowledge \aagsponsibility that comes with any

leadership position.
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‘It's off my own back, if there were systems in ggal probably wouldn’t welcome
them, because | don't really like formal structutedching sessions or feedback
sessions. | prefer doing things opportunisticalB21)

‘I have that forum with my own staff, but | woultlisay there's any firm set up to
encourage the sharing of learning from this typepafgramme ...there's just so
much on the agenda ... It might be quite good to leorae way of sharing best
practice ... So it would be quite useful, but | wauitchave the time to commit to
something.’ (P16)

The first statement emphasises the view that fostnattures to encourage the sharing and
transfer of knowledge would not necessarily be ammled as many participants preferred
the more informal approach which they suggestedultexs in greater employee
engagement and enhanced collaborative learnings rekates to the proposition that if
there is a culture of trust and collaboration witlthe organisation knowledge sharing
through informal interactions can play an importaoke in the creation of collective
knowledge resources (Abrarasal, 2003; Burt, 2001; Wenger, 1998). Others wereemo
open to the introduction of formal systems in piphe but on reflection said that they

would not have the time to properly engage in suelkchanisms.

9.4: Conclusion

This chapter considered participants’ perceptiohghe organisational and leadership
context within the Scottish NHS. It then examitiee role of this context on participants’

accounts of how they had applied and transferrachieg from the programme into their

working environment. It was observed that histrieforms, hierarchical bureaucracy,

and current financial constraints mean that clinleaders in the Scottish NHS operate
within a challenging and demanding environment. orédver, clinical leaders can face

resistance from both fellow clinicians who thinlatlihey have joined the bureaucrats and
managers who perceive them to be threatening tlaetbority. Nonetheless, the

impression was that leadership and specificallpicdl leadership was a strong theme
within the NHS which had gained momentum over &t few years.

The results showed that participants had had mikeels of support from their
organisations to hone their skills and apply anarslknowledge within their workplaces.
Within more supportive organisations participantsrevbeing given the opportunity to
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enhance their skills, apply learning and cascadddeship within their teams and boards.
This helped participants to develop a strong lestdpridentity which had allowed them to
take up new challenges and contribute more stiztgi However, within less supportive
organisations participants had become frustrafdte programme had helped them to see
the challenges within their work but they had fadmatriers in applying learning to
overcome these. This had led many participantpogtively strive towards promoted
posts where they would have the autonomy to mak@oae strategic contribution.
However, others had effectively given up and taiestep back to focus on their clinical
role. Both these scenarios have an impact on aheévcapture for the organisation. If
participants stay within leadership positions tlitewas anticipated that they would gain
from their increase skills and strategic capahilitpwever if they decide to leave the
organisation or revert back to their clinical rdlee organisation effectively loses its
investment. The past four chapters have presehtdeisults of the case study analysis

chapter ten now discusses the theoretical andipahohplications of these results.
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Chapter 10: Discussion

10.1: Introduction

By combining an extensive literature review witlpl@enomenological case-study design
this thesis has explored leadership developmeatster, and application within the
context of the Scottish NHS. There has been acpéat focus on clinical leadership and
how a leader’s identity is socially constructedaatindividual, relational and collective
level. This penultimate chapter returns to the inabresearch questions in light of the
theoretical and empirical developments within thests. It reflects on the key issues that
emerge from the findings and the contribution thatthesis makes to current research and
approaches to leadership development. To conciudiscusses the implications of the
research for theory and for policy and practice NHS Scotland and the Scottish
Government. Reflecting on my professional learncizapter eleven then summaries the
thesis, considers the strengths and limitationghef study, and examines the future

directions for research, practice and policy making

10.2: Research Purpose

To set this chapter in context the research aimcamdtions are revisited. The research
began with the broad aim of exploring the role afrfan capital development on public
sector reform within the Scottish NHS. After mwing the literature and completing the
first phase of data collection the focus was naedwo clinical leadership development
and a conceptual framework setting out the key efegmof the study was produced. This

led to the formation of the focal research question

In a healthcare context, how do clinicians who Eipate in a leadership
programme account for its impact on their identityough their human and social

capital, and what organisational factors influertbeir accounts?

The above question provided focus for the research emerged from the literature on
leadership development, social identity and intéllal capital. Despite the recent growth

in leadership development theory there remainsnaiogy as to how leadership identities
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are co-constructed at an individual, relational ealiective level (Carroll and Levy, 2010;
Day, 2011). This research explored the complexitigolved in the process, in particular,
the perceived role of individual factors (such participants professional logics and
identities) and organisational factors (such adtucel and hierarchical structures) on
development effectiveness. As the research evoiven subsidiary questions were
developed relating firstly, to the conceptualisatad development programmes as identity

workspaces and secondly, to the special caserotalileadership, namely:

(a) What role can leadership development programmeg iplashaping participants’
leadership identities at an individual, relatioaatl collective level?
(b) What do we mean by clinical leadership and how lddcal leaders construct this

concept in action?

To address the primary and subsidiary questions sagly research was completed with
participants and stakeholders from NHS ScotlanBslivering the Future clinical
leadership development programme. Data were gatheéhgough semi-structured
interviews, observations and documents. The madinigs from the research were
reported in chapters 7, 8, and 9. The followingisas discuss the key findings in relation

to the existing literature.

10.3: Key Findings and Contribution

10.3.1: Revisiting the Conceptual Framework

In the introduction chapter it was noted that tbaceptual framework was developed by
synthesising two relatively discrete bodies ofréitare related to leadership development
and intellectual capital. Figure 10.1 providesoaerview of the focus and scope of the
thesis and has been adapted to include ‘psychalbgapital’ (Luthanset al, 2007) to
reflect the empirical findings. During the empiticstudy qualitative semi-structured
interviews were completed primarily with participgnof the DTF development
programme, but also with the programme team aretts organisational stakeholders.
The interviews explored accounts of the impacthef programme on participants’ human
and social capital and the role of the organisaliocontext on these accounts. The



242

following section attempts to provide a panoramiergiew of the empirical data gathered
in relation to the existing literature and concepfiamework.

Figure 10.1: Revised Conceptual Framework
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Source: Author’s Diagram, tailored to include psyclological capital to reflect the empirical findings

10.3.2: Accounts of Development Impact

10.3.2a: Theories of Leadership and DTF

This study suggested that there were two main eamderpinning leadership policy in
the Scottish NHS. The first is on developing ‘ehawatic’, ‘transformational’, and
‘authentic’ leaders with the skills and abilitiesdccupy specific leadership / management

positions within the organisation (Alimo-MetcalfacaAlban-Metcalfe, 2005; Avolio and
Gardner, 2005; Bass, 1999; Denstenal, 2010; Loweet al, 1996).

The second
theoretical underpinning emphasises a more digatband shared form of leadership

(Buchananet al, 2007; Grint, 2005a,b; Gronn, 2000; 2002; Heenaah Bennis, 1999).
Some authors have suggested that these two viesvpaentially in conflict as one
emphasises the individual while the other focuseshe collective (Currieet al, 2009;
Hartley and Allison, 2000). However, Gronn (200Bpargued that in practice it is not a
case of either/or, he suggests that an organissitieadership configuration can include
both individual leaders and holistic leadershiptaimvorking in tandem. | would suggest

that this fusion or hybrid approach is particularglevant in complex hierarchical
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organisations, like the NHS, as it allows pre-emgtpower relations and individual
accountability to be incorporated, both of whichvénadbeen found to be barriers to
distributed leadership if not acknowledged at thaset (Currieet al, 2009; Gordon,

2010).

A primary objective of this study was to exploree thelationships in the centre of
conceptual framework relating to the perceived icbmd development on an individual’s
human and social capital and the role of the osgditinal context on how learning is
transferred and applied. Past studies on leaged&vielopment have theorised that a well-
designed, multifaceted leadership development progre will build and enhance
participants’ human capital - personal capabiljitiesowledge, skills, and attitudes - and
social capital - positive relationships and netvgonkth other individuals and organisations
(Day, 2011; DeRue and Ashford, 2010; Grint, 200&s land Preece, 2006). However,
intellectual capital theory argues that the orgatiomal context (including the social
environment, culture, support systems, existingvagts, and forums for applying and
sharing knowledge) will influence the extent to @hinew skills and relationships are
utilised which in turn influences learning transéerd the generation of intellectual capital

and organisational outcomes (Kong, 2008; Kulvisaeeh 2006).

The DTF programme placed particular emphasis omldping the skills and abilities of
the individual leaders. Nonetheless, there wascagnition amongst both the programme
team and participants that effective leadershigasconstructed through leaders social
interactions with followers and important othersrif§ 2000; Shamir 2007). It was
anticipated that elements like the work-based ptpjeoaches and action learning sets
would enhance participants’ social capital (Day120lles and Preece, 2006) and
encourage them to apply and reflect on learninchiwitheir team and organisation
(Garnett, 2001; Hurd, 2009; McCauley al, 1995; Raelin, 2006). Underpinning these
individual and relational goals were two furthegamisational objectives on engaging staff
in change and providing succession planning fasruteadership positions (Berke, 2005;
Day, 2000; Scottish Government, 2009; Turnbull Bddvards, 2005).
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10.3.2b: Human Capital — Self-Management, Reflaci@ommunication and Innovation

Chapter 7 considered participants experiences df, Bpecifically its role as an identity
workspace and the synergy between its componeis. pdfor the most part, DTF was
viewed as a reward and participants expressedse sgrappreciation at being chosen for
development. However, it was noted that changingsomentity is not easy as involves
destructive as well as reconstructive processesteder, as in previous studies (e.g. Day
et al, 2009), the case highlighted the individualisedure of development: participants
perceived that they had different learning styled preferences and these accounted for
their reactions to different elements of the progre. Nevertheless, there was general
agreement that the combination of traditional aratiice-based elements had provided a
holistic learning journey. Chapter 8 identifiecufcaspects of human capital which were
thought to be enhanced by participating in DTFhese compared with three individual
capacities proposed by McCauley and Van Velsor 4208elf-management capabilities,
work facilitation capabilities and social capalgld. However, in this case, a fourth
dimension - innovative capabilities - was also exgdl to reflect changes in participants’
abilities to implement learning and initiate change

Self-management capabilities referred to partidpdraving greater awareness of their
own strengths and weaknesses as well as how tbeana impact on others. It was
proposed that the development programme acted adeatity workspace (Petriglieri,
2011) where patrticipants were able to step backtalkel time to reflect. This had helped
them to recognise their limitations and had giveant the confidence to draw on the
strengths of others without feeling like a failufighis is relevant as both the critical and
higher purpose perspectives of leadership (seet@hapsection 2.3) argue that effective
leadership is dependent on leaders recognisingskilés of others and distributing
ownership for complex problems to those people ha brganisation who are most
knowledgeable about the issues involved (Cuetial, 2009; Grint, 2005a,b; 2008). In
line with the existing learning literature threemlents of the programme were considered
to be crucial to encouraging self-reflection andilfiating change. These included the 360
degree feedback process, Myers Briggs master @adspne-to-one coaching (Begley and
White, 2003; DeRue and Wellman, 2009; Drew 200Rarticipants proposed that having
greater self-awareness had also played a part pnowing their work facilitation skills.
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They suggested that being given the space to wortheir leadership identity had shown
them that it was important to build in time to pland reflect before acting. This, in turn,
was believed to have helped some participants owsctensions with their staff and
facilitated effective prioritisation, delegatiomdcollaboration. These activities highlight

two-way nature of leadership and the relationakatpof leadership identities.

The third HC theme, social capabilities, relategh® literature on closed networks and
communities of practice, which assert that shamedig membership and the creation of
trust encourage the transfer of tacit knowledge bedaviours across group members
(Adler and Kwon 2002; van Knippenberg and Hogg,Z0&enger, 1998). This sense of
community contributes to identity formation at bakie individual and relational level as
participants learn from each other, gain confideacel engage in collective identity
change (Carroll and Levy, 2010). In this study icgréints explained how observing how
others communicate, in particular members of thegrning set and the invited speakers,
had taught them to subtly target their messagembee concise and ordered in their
approach, and to adopt an inspiring and motivadigte. Although these represented only
small changes in participants’ behaviour they wase remarked upon during the follow-
up interviews with selected colleagues. Finallypavative capabilities referred to the
participants’ ability to introduce change withirethteam and organisation. Participants’
accounts emphasised a variety of ways in which tia/ implemented tools and learning
from the programme to their daily work. Howeveg\lstressed that for substantial change
to be achieved in complex organisations like theSNladers must work with a range of
individuals and organisations. This relates to frveposition in the literature that
leadership and intellectual capital emerge throsgtial interaction and are dependent on
leaders’ actively coordinating and managing netwrelations (Balkundi and Kilduff,
2005; McCallum and O’Connell, 2009; Nahapiet ana§tal, 1998).

10.3.2c: Social Capital — Bonding, Bridging, Brok®y and Legitimising

This study explored how leadership development namognes can provide a forum for
social capital creation through group-based legrniand the establishment and
maintenance of networks. Interviewees asserted Di& had given them access to a
supportive peer group and had opened up new oppties for networking across the
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Scottish NHS. Action learning and coaching had/gdaan important role in creating a
supportive and trusting learning environment famnth which they believed had facilitated
the sharing of new and valuable knowledge, prodwstgaportive dialogue, and enhanced
collective learning (Edmondson, 1999; Gubbins arat®urtain, 2008; lles and Preece,
2006). The development of trust and strong bonditgvork ties had also led to groups of
participants working across organisational and gesibnal boundaries on collaborative
projects and initiatives. Participants proposeat thaving greater credibility and access to
extended networks through each other had produaa@ efficient cross-organisational
interactions. These social relationships and peedecredibility had also contributed to
the relational construction of participants’ leadéentities. Past studies have shown a
delay between learning leadership skills and tedimg) these into leadership behaviour

(e.g. Hirstet al, 2004); thus further collaborative value may baerated in the future.

The diversity within the cohort was also viewedaasmportant feature of the programme
by participants. For the majority, the multi-boardulti-professional component had
enhanced their appreciation of the contributiordiffierent professions and the strategic
environment within NHS Scotland. This new knowledthey argued, had prompted them
to reflect on their own practice and find new wapfsworking. In contrast with the
previous discussion on trust within closed netwotks relates to theory on loose
networks. Loose network theory proposes that ndtvies which span ‘structural holes’
(bridging disparate groups) can deliver more pragacand innovative results as they
provide a source of new information which can dradle existing assumptions and views
(Adler and Kwon 2002; Bartol and Zhang, 2007; Bt&92; 2001, lles and Preece, 2006).
Yet, in this study it was also noted that too mutbersity can be counterproductive
because it can lead to a lack of understandingcanélsion among parties (Burt, 2001;
Mayo et al. 1996). Nonetheless, several participants sugdebt the knowledge they
had brokered through both bonding and bridgingvdies had helped them nurture
relations in their own teams and organisationsuginoboth dyadic interactions and the
establishment of local action learning or workingups. This supports the proposition
that an individual’'s social capital can enhancertheman capital (Subramaniam and
Youndt, 2005). The dynamics and productivity oédl groups and interactions were
influenced by the organisational context and mesibdamman and psychological capital
(Brookes and Grint, 2010; Schyns and Day, 2010).
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10.3.2d: Psychological Capital — Self-Efficacy, ldo@ptimism and Resilience

As illustrated in figure 10.1, participants alsdiéeed that aspects of their psychological
capital (Luthant al, 2007) had been enhanced by participating in DIFFthe literature
review psychological capital was discussed in i@fato a leader’'s emotional intelligence,
self-identity and motivation to learn from expegen(Combset al, 2009). Luthans and
colleagues (2007; 2009) have conceptualised ibagdsing of four interrelated elements:
confidence, hope, optimism and resilience. Thisdytisuggested that development
programmes can positively affect participants’ leva ‘confidence’ and ‘hope’. Prior to
the programme, participants had received only édhieadership training, to which they
attributed feelings of insecurity and uncertaintieiotheir abilities as a leader. However,
their accounts suggest that both the traditiondl social aspects of the programme had
increased their confidence, helped them to devptmgitive goals and assert control over

their career.

Participants’ optimism appeared to be influencedtly organisational context. Those
who perceived high levels of support from theiramgation were more likely to express
optimism about the future than those who did nadbisTlinks to the literature on
engagement which has found that perceived orgammsatsupport is a key influence on
both job and organisational engagement (e.g. S2k86). Those who were more
optimistic also tended to see themselves as maikerd individuals. This is relevant as
Luthanset al. (2007) assert that optimistic and resilient leadegin help followers see
threats as opportunities and engage them in chahgehis case, individuals who were
optimistic about the future claimed they had begle & cope with different situations and
overcome challenges to achieve their goals. Inrastittwo participants who expressed a
less optimistic outlook said that the programme $taalvn them that they were ‘fighting a
losing battle’, which had led them to refocus thaiiorities towards clinical rather than
leadership careers. This is important as it suggtsit completing the programme had
impacted the participants’ leadership identitiesaatindividual level, in most instances
positively but occasionally negatively. It showtso be noted that to avoid the risks
associated with narcissistic leadership optimisnstnie balanced with effective self-

managemenilgid).
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The study also suggests that psychological capitald also be a valuable addition to the
intellectual capital literature. The participandé€’counts implied that strong psychological
capital enhanced an individual's human capital awtial capital. For example,
participants who saw themselves as more self-cenfidlaimed to be better able to apply
their skills and abilities. Likewise, their condidce, optimism and hope had also
influenced the social capital that participants evable to leverage from constructive
relationships and networks.

10.3.2e: Transfer of Learning

DTF incorporated various practice-oriented eleméantduding: 360 degree feedback,
policy consultation workshops, a work-based projéotal mentoring which together
aimed to help participants embed learning withieirttongoing work and organisations
(Day, 2000; McCauley, 2006; Raelin, 2006). Thukeg consideration for the study was
how participants had applied learning, the suptiat they had received, and the resultant
organisational outcomes. Chapters 8 and 9 dieduge various ways in which learning
had been applied within participants’ organisatiémeough, for example, changing the
way they interacted with others, employing spedifiols and knowledge, implementing
cross-organisational initiatives, and making mdfeative decisions. This is particularly
important as participants’ interactions with others particular followers, back in the
organisation are crucial to the construction andnteaance of a leader’s identity at a
relational and collect level. Followers must vidlvem as leaders and respond reciprocally
(DeRue and Ashford, 2010). However, it was noteat the full impact of development
would only be evident in the future as the appiarabf learning is an ongoing process.
Past studies and reviews have suggested thatngamainsfer is improved when learners
have the autonomy to trial different approaches iamglement change (e.g. Brennan and
Little, 2006; Day, 2000; 2011; Hartley and Hinksm&0©03; McCall, 2004; Sung and
Ashton, 2005). This study reaffirmed this as mosktthose who believed that the
programme had enabled them to frame policy andriboié at a more strategic level were
already employed in relatively high-level positiongn contrast, participants with less
autonomy were more likely to express feelings atfiration because they had not been
used more strategically and to see themselveswgytng to have their voice heard.
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In chapter 2, it was proposed that the work-basegegt and local mentoring components
aim to help participants integrate off-the-job teag into their workplace (Garnett, 2001,
Scandura and Williams, 2004). Participants spaibkusiastically of their projects and the
benefits of seeing how what they were learninghim master classes could be applied in
practice. Moreover, they noted that designing aothpleting the projects had been
challenging and had provided a source of furtharnieg. However, participants spoke
less enthusiastically about writing the projecto stating that they had been unsure of
what was expected and felt pressured by the timelvad. This can be explained by the
dual objectives of organisational implementatiord grersonal reflection within work-
based learning (Costley, 2011). Both the coached e participants themselves
acknowledged that the reports that had been swdanitaried in quality, which raises
guestions about how well participants were ableeflect on the experience. Work in this
area argues that for work-based assignments taderaptimum results three elements
must be present: assessment, challenge, and sypgéttie and Wellman, 2009). In this
study, projects appeared to have been challengaggiiring participants to dynamically
adapt to the changing environment. Yet, althougtig@pants had received support from
their managers, team members, and coach to comibleteroject, they had received
limited formative feedback, which had led them t@press a sense of ambiguity and

dissatisfaction.

The prescriptive focus of mentoring is on suppather than challenge or assessment (lles
and Preece, 2006). In this study participants Hamselves as experiencing varying
levels of support from their local mentors for diint reasons. For most participants the
relationship with their nominated mentor was lirdi@nd ambiguous with P15 stating: ‘I
just didn’t get access when | needed it while REK¢laimed: ‘how do you identify a
mentor? ...guidance about where to look would havenbeseful’. Some expressed
disappointment that their mentor did not view th@eras a priority, while others
acknowledged that within complex organisations lilke NHS it can be difficult to find
people who have the time and skills to mentor athérhus, on the whole, the mentoring
element was not felt to match the level of persamal organisational gains proposed in the
literature (e.g. Baranilet al, 2010; Scandura and Williams, 2004). Howeveffew

participants had more positive experiences andiéte provide some limited support for
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the value of informal mentoring relationships, whiare built up over time, over those

which are formally imposed (Ragins al., 2000). Thus, the effectiveness of both the
work-based projects and mentoring relationshipsewieiund to be dependent on the
context. Projects developed in collaboration with participants’ managers and/or OD
lead were perceived to have provided greater osgéional benefit as they had focused on
a priority area for the organisation which resulied greater organisational support

(Costley, 2011). Likewise, participants’ accourgmforced the view that it is important to

take account of existing relations (e.g. structaatl social relationships between the
mentor and mentee), and the time and social skégiired when selecting a mentor
(Ragins ¢al., 2000).

Succession planning was a key focus of DTF andettmectation that completing the
programme would enhance their career prospectdéenime part of the group’s socially
constructed world.  Six participants had alreadymemnced promoted posts or
secondments and in most cases this had had avpositpact on the organisation as the
enhanced skills had been kept in house. Howewveg, garticipant had moved to an
external post which meant that the organisation bé#dctively lost its investment.
Likewise, it was also noted by interviewees in eathhe respondent groups that not all
participants were ready for promotion. Severatip@ants described how they had taken
a step back to evaluate their options and procéss they had learnt. For some, this was a
positive process resulting in them developing nedfective ways of working within their
current roles. Yet, for others it was a more desive process resulting in two participants
removing themselves from their leadership rolesabse the structure of the organisation
meant that they had responsibility but no authotdyimplement change. This point
further highlights the view that if people are deped but are not given the opportunity to
use new knowledge then learning can be a de-mutgakperience (Combet al, 2009;
Day, 2011; McCall, 2004). Alternatively, it coute argued that these individuals were in
difficult leadership roles and wanted to use timeiw leadership skills but not in the role
allocated by the organisation.

10.3.3: Developing a Leadership Identity
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As discussed in chapter 2 leadership developmesdrghand practice is increasingly
turning its focus to identity construction as atcaingoal of development efforts (Carroll
and Levy, 2010; Day and Harrison, 2007; Day, Harrisnd Halpin, 2009; Petriglieri,
2011). Social constructionist theorists emphasiBat tan individual's identity is
multifaceted and fluid. It is a product of thekperiences and interactions and therefore
shifts in relation to both the social and tempa@htext (Beech, 2008; Carroll and Levy,
2008; 2010; Cunliffe and Eriksen, 2011; Tourish &atge, 2010). Some authors have
recommended taking a long lens approach to leagerstientity development
conceptualising it either within an adult develomindramework (Dayet al, 2009;
Komiveset al, 2005; Mumford and Manley, 2003) or over an indual’s entire life span
(Day, 2011b; Murphy and Johnson 2011). Likewisthers have highlighted that
developing a leadership identity at an individuedlational and collective level is
dependent on context-based social and relatiormadegses (DeRue and Ashford, 2010).
Both approaches raise questions about the valteroil leadership programmes whereby
learning is effectively removed from the organisasil context (Ardichvili, 2003;
Burgoyne, Hirsh and Williams, 2004; Vicere and Faurt998).

Despite these concerns, several theorists stilbbeate the use of off-the-job development
programmes proposing that they can provide padidgpwith the opportunity to step back
from the rush and familiarity of their daily contexto reflect on their experiences and
explore how their inner and social worlds affedt thays they that make sense of and act
on those experiences (Carroll and Levy, 2008; R&t0; Ibarra, 2003; Petriglieri 2011).
Moreover, social learning theory proposes that agtigipants come together on a
development programme they share knowledge andierpes and to some extent define
themselves in relation to the group (Wenger, 1®8bertet al, 2009) Drawing on this
view, Petriglieri has conceptualised leadership etlgyment programmes as ‘identity
workspaces’, which can promote not only the att&nnhof knowledge and skills but also
facilitate the revision and consolidation of indival, relational and collective identities.
Programmes that incorporate learning about thevibes and identities associated with
leading, provide opportunities for practice-basedriing, and encourage individual and
group-based reflection are believed to personaligke contextualise participants’ learning
and work on their leadership identitpi¢l). However, there is still a lack of clarity over

how training and development initiatives contribtibeparticipants identity construction
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and how such practices interact with experienc@sedawithin the ‘real world’ to foster
relational and collective identities (DeRue, Sitkind Podolny, 2011; Watkins, Lsyg and
deMarrais, 2011).

This thesis has examined the processes, practimedeasions underpinning leader and
leadership identity development. A number of thepertinent to identity were discussed
in the results chapters. Over half of those ingevred used the metaphor of a being on a
journey to explain their experiences on telivering the Futureprogramme. This is
significant as Petriglieri (2011) proposes thatjtheney metaphor is apt for development
programmes that aim to act as ‘identity workspaessit suggests that the programme is
engaging participants cognitively, emotionally, gméctically. In line with the extant
literature on leadership identity development .(eaqyd and Hall, 2005; Day and Harrison,
2007) participants regarded DTF as an intensiwgative and transformational journey
which had helped many move from being a novice whse ‘play-acting’ at leadership to
having individual and relational credibility in tindeadership role. Schyret al. (2011)
assert that an important element of both leader laadership development is helping
participants to recognise their own implicit leagtep theories and how they relate to the
wider social context in which they operate. DTEH lpmovided participants with the time
and space to reflect, which they believed had erddhtheir self-awareness (understanding
their leadership approach and its strengths andknesses), social awareness
(understanding how their actions impacted otheas)d self-management capabilities
(having the ability to modify their leadership apach to the situation) (see sections 7.1.2;
8.2.1).

Participants within this study felt that learnirigragside a group of peers had helped them
to appreciate the value of different leadershiprapghes and had enhanced their own self-
efficacy. In chapter 8 | proposed that increasatlssand self-confidence had facilitated
participants in taking on an individual leader itignas they had been able to see a link
between leadership theories and their own self-goneRue and Ashford, 2010). Thus,
my data suggested that they gradually began totlsemselves as leaders and acted
accordingly. Yet, this is not always an easy precas important theme to emerge during
the analysis was that participants had had to ®ffdg deconstruct their previous identity
as a clinician before they could begin to work od aeconstruct their leadership identity.
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This is interesting as the existing literature fasused on how to develop, regulate and
maintain leader identities (Carroll and Levy, 20DERue and Ashford, 2010a,b). Two
elements of the programme, individual coaching aydup action learning, were
considered by participants to be crucial in promgtithis transformational activity.
Consistent with social identity theory, this suggewat both identity deconstruction and

construction in this context were stimulated anapghl by interactions with othetibil).

This process of deconstruction had affected pedierently: some spoke of the
exhilaration that had come with being awakenedew deas while others referred to the
emotional tensions and struggles that they hadreequeed including feeling exhausted by
the process and a sense of loss at having to oean their previous theories of leadership
and sense of selves. This is an area where tksEstimakes a significant theoretical
contribution as although briefly explored withinetteritical pedagogy literature (e.g.
Gruenewald, 2003) identity deconstruction has kexkilittle attention in the leadership
development literature. One notable exceptioeéemt PhD research completed by Helen
Nicolson at the University of Auckland. Drawing d@minist sociological theory her
thesis explores the process of what she terms inggoshe proposes that participants
ideas of who they are as leaders (their identity)ridone within development programmes.
As in this study Nicholson (2011) found that thisidoing’ process can be both energising
and debilitating. This also links to the literatwe ‘unlearning’ and the suggestion that
emotional and distressing impacts can arise whelviduals and organisations are
challenged to unlearn ingrained cognitions and Welbes (Rushmer and Davies, 2004;
Wijnhoven, 2001). Moreover, Beech (2011) has rdgamplored the state of liminality or
in-between-ness that can occur during identity metraction.

In chapter 2 it was proposed that in addition tiping a leader work on their identity at
personal level leadership development programmesats impact the construction of a
leader’s identity at a relational and collectivede(Carroll and Levy, 2010). Four related
themes transpired in the analysis of the empirstatly. These were: socialisation and
collective learning; wider networks and organisadiostrategy; the programme’s identity;
and organisational support. Socialisation and ctlle learning concerned the proposition
that learning alongside a group of peers had fat#dl peer identification and knowledge
exchange which had encouraged the constructiomaried views and collective identity
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change (Lord and Brown, 2001; Carroll and Levy, 0&/eick, 1995). These interactions
were found to have further enhanced individualews of themselves as leaders, giving
them the confidence to utilise their skills whicidhin turn enhanced their credibility with
others within the organisation. Wider networks amnganisational strategy encompassed
two subthemes. Firstly, it included the credililand networks that participants had
gained through each other, evidenced through bogheistablishment of collaborative
projects and invitations to contribute more streg@dy within their own organisations.
Secondly, it concerned the proposal from partidipdahat the programme had enhanced
their understanding of the strategic environmerthiwithe NHS. This had helped them to
understand how they fit within the wider system amting both their individual identity
but also their relationships with others in theamigation. Furthermore, this knowledge
helped them to appreciate the complexity of theaoigption and realise that within
hierarchical organisations leader-follower idesstare often in flux (Gronn, 2009).

The programme’s identity had also impacted pawicip’ leadership identities at a
relational and collective level. The title Delivering the Futurealigns the programme
with NHS Scotland’s wider leadership strategy (8sbt Government, 2009) and
emphasises the focus on succession planning andlogéwy future senior leaders.
However, from a social constructionist perspectivelso raises questions as to who
defines what the future is. In some ways it isosgible to ‘deliver’ the future as although
individuals can strive towards idealistic notiorfsadnat they think the future should hold
their assumptions may be flawed and the contexthith they operate will change over
time. There was also a sense of mystery and axitjusurrounding the programme with
one participant comparing it to a secret society.was suggested that this had both
positive and negative implications for participateader identities and their relations with

colleagues and senior managers.

Participants expressed a sense of appreciatiothéoopportunity with many referring to
the credibility that they had gained due to the BTrieputation with senior managers and
policy makers. However, some participants feltt th@e programme was not fully
understood or appreciated within their board whield had a detrimental effect on their
ability to apply learning. Participants had recdiveixed reactions from their team
members and colleagues. Some had experiencedrs@mabinterest while others spoke
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about having to negotiate time and manage colleagasistance to change. In addition,
in both the participant and the follow-up interveewwas implied that in some cases there
may have been some resentment from peers over méhparticular group had been given
the opportunity to ‘deliver the future’ while otlsehad received only limited training. The
impact of not being selected could be exploredhtntin future studies, especially the
impact it has on peer motivation within organisasigdghat promote more distributed forms

of leadership.

In the literature chapters it was noted that acueg of someone as a leader is only
possible if there is a match between the impledtdership theories of potential followers
and their perception of that person as a leadezs@beet al 2009; Schyns and Schilling,
2011). One interpretation of the data in this stigdghat relational and collective levels of
identity were better facilitated when the organ@mathad promoted socially shared views
of leadership by providing leadership training (ermnned by common theory) at multiple
levels (De Rue and Ashford, 2010; Haslam, Reicaed Platow, 2011). Central to this
shared view was the notion that within the NHS peopust take on both leader and
follower roles depending on the situation. Likesyist was noted that development
programmes are only one part of participants’ widadership journeys. DTF was not a
quick fix; rather it was the start of a longer lgag journey for participants. Participants
had received mixed levels of organisational suppod encouragement since completing
the programme and this had influenced how well thveye able to enact their leadership
roles.

To recap, this study has shown that the ‘learnpagticipants gain within their workplace
and the social interactions that they have witlofeérs, peers and managers dynamically
influence the construction of their leadership tttgn However, off-the-job leadership
development programmes can play an important noléeader and leadership identity
formation. They provide a space for participamtsdflect on the leadership issues they
have faced which can help them to uncover the oiigkadership theories that they and
others hold. This helps them to work on their &adip identities; however identity
change takes time and is influenced by changebearehvironment. The special case of

clinical leadership is now discussed.



256

10.3.4: The Special Case of Clinical Leadership

The previous section discussed the importance esftity within leadership development.
This section now turns to the special dual-ideritglinical leadership. As was noted in
chapters 1 and 4, over the last fifteen years 8eaach’ discourse (O'Reilly and Reed,
2010; 2011) has become a key feature of publidszreform within the UK and beyond.
One way in which this has transpired within headtlecservices is through the promotion
of clinical leadership as a means of transformiegltincare and improving patient care
(Ham, 2003; Spurgeon, 2001; Woodward and Welled, 120The application of ‘soft
power’ through incorporating powerful clinical pesisional groups, in particular doctors,
into the decision-making process is believed t@ lmeucial means of bridging the clinical
and managerial worlds and engaging clinicians @nge (Baker and Denis, 2011; Sheaff
et al, 2003). In spite of this support, there remdinsted understanding of how the
concept operates in practice and there is no aedegsfinition within either the policy or
academic literature (Martin and Bushfield, 2011;rGlbba, Harris and Melder, 2011;
Howieson and Thiagarajah, 2011; Woodward and Welet1). Addressing the second
subsidiary research question this section considevs the participants’ accounts inform
our understanding of clinical leadership in pragtidn particular, it explores how clinical
leadership differs from other forms of managemertd kadership in healthcare and the

unique challenges involved in occupying such a-doig!.

Clinical leadership practice is strongly rootedhe psychological traditions of leadership
focusing on the delineation of leader qualitieshawours and competences (Clark;
Spurgeon, and Hamilton, 2008; Cook and Leathar@42@&cottish Government, 2005;

2009). However, there has been a gradual mov@nmhe academic literature towards
wider perspectives that emphasise the importanceootext and social relationships
(Bolden and Gosling, 2006; Milward and Bryan, 20B8monstone, 2009; Howieson and
Thiagarjah, 2011; Woodward and Weller, 2011). Iditon, emphasis has recently been
placed upon the distribution of leadership resguhses (Gronn, 2002) to clinicians at all

levels and the need to encourage all clinicianpl&y a role in the leadership of their
organisations (Scottish Government, 2005; 2009; King’s Fund, 2011). Nonetheless,
much of the focus within the existing literaturenagns on either doctors (e.g. Baker and
Denis, 2011; Dickinson and Ham, 2008; Hainal., 2011) or nurses (e.g. Alleyne and
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Jumaa, 2007; Carryest al, 2007; Cook and Leathard, 2004; Cook, 2008) wbld fa

hybrid clinical- leadership position.

This study drew attention to the diversity thateiscapsulated within the term ‘clinical
leadership’. Although the DTF participants weré sanior clinical leaders they varied
with regard to their clinical background and seevarea. The cohort comprised of not
only doctors and nurses but also a range of aliealth professionals who worked across
acute, primary, community and national servicesudly participants’ leadership roles
took several forms and had been enacted in diffevags. Participants were positioned at
different levels within their local hierarchy and auch their autonomy to implement
change varied. This was significant as, consisitfit previous studies on development, a
participant’s perceived autonomy to implement cleamgs found to influence both the
transfer of learning and leadership effectivenésgopiyi et al, 2002; Axtellet al, 1997,
Sung and Ashton, 2005; Brennan and Little, 2006czynski, and Lewis, 1980).
Likewise, studies in clinical leadership have rdedathat the issues faced by clinical
leaders differ according to their seniority in thierarchy, their experience, and spans of
control (Howieson and Thiagarjah, 2011). Those Wwhwe no managerial responsibilities
can find themselves isolated within the organisamd struggle to implement change

(Stevenson, Ryan, and Masterson, 2011)

A further important way in which participants coude differentiated was the extent to
which they had retained clinical responsibilitidégproximately half of the participants
spent at least fifty percent of their work time admical duties, while the other half were
primarily leaders with no or limited clinical dusie This is interesting given the promotion
of clinical leaders as bridges between managendl @dinical worlds (Hamet al 2011;
Llewellyn 2001; Witmanet al. 2011). There is debate within the literature oliew
activities should be balanced. Some authors haggested that constantly having to
negotiate between two distinct roles can resulteimsions for the individual and their
colleagues, and can lead to neither role being éetegbto optimum effectiveness (Kippist
and Fitzgerald, 2009). Yet, others have advisetrttaantaining clinical duties is important
for retaining credibility among clinical colleaguéslam et al, 2011). For example,
Witman et al (2011) argue that for the benefits of clinicahdership to be achieved

clinical leaders have to ‘stay active in clinicabgtice and should avoid being considered
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as managers who ‘coincidentally’ happen to be dstt(.491). Furthermore, they
caution that to avoid being seen as a defectohgéomanagement world by their medical
colleagues clinical leaders should maintain theofgssional identity and use tools and
instruments of the management world selectiviig).

In this study, individuals who balanced dual-rolegerated these views as they regarded
the clinical dimension as crucial to: (1) their gmral motivation, (2) remaining at the
forefront of their field, and (3) preserving thearedibility with other clinicians.
Alternatively, those who had moved into full-timeddership’ roles stated that they had
worked their way up through several levels of higlhg and had got to a stage in their
career where they felt it was no longer viable tfeem to balance clinical activities with
their leadership responsibilities. Nonetheless,y thelieved that having a clinical
background still gave them a good understandin¢hefhealth system which enhanced
their credibility with others. The analysis als@hilighted that the educational level,
financial rewards, historical autonomy and presbfelifferent professions may influence

an individual’s leadership route.

In chapter 4, it was suggested that cliniciansodien seen as ‘reluctant leaders’ (Davies
and Harrison, 2003; Gleeson and Knights, 2008), thet group of clinical leaders in this
study appeared to be relatively engaged. Theyaheatiety of motivations for going into
leadership including both positive personal andanrgational outcomes. There was a
strong belief that having a clinical background gévem insight into the complex systems
within the NHS which meant that they could make enoformed decisions that their non-
clinical counterparts. This supports the view thame clinicians regard health service
managers as under-qualified and lacking the skdlsprovide direction to clinicians
(Dickinson and Ham, 2008). Nonetheless, in gentatlership as a discourse in the NHS
was viewed as more acceptable to clinicians thanpilevious management discourse.
Though most admitted that their role comprised @thibmanagement and leadership tasks
there appeared to be a wariness to call themsete@sgers. There was a suggestion that
management encompasses more mundane tasks whiérdle@ holds more prestige and
influence. In other words, people want to be assed with inspiring and motivating.
This relates to the legacy of ‘management’ as avibad within the NHS and links back to
theory around the concepts of charismatic and filtamsitional leadership (Bass, 1997;
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Kotter, 1999). Moreover, the data is in line withaMn and Learmonth’s (2012)
proposition that that the discourse of leadership leelp clinicians construct a self-identity
that reflects supremacy, prestige and authorityit adoes not hold the same negative

connotations as the former discourse of management.

Alternatively, others argued that leadership wasp$y the current theme within the
organisation. Participants referred to the pletrarehetoric and policy around leadership
but, at the same time, suggested that this wasln@ys put into practice and supported.
Similar points have been raised within the critiealdership literature which has suggested
that the promotion of shared and distributed lestiprcan mask more coercive forms of
power as it encourages people to buy into existimgnagerial logics (Martin and
Learmonth, 2012). In line with previous studieschhhave explored the perceived power
disconnect between clinicians and managers withenNHS (Maclintostet al, 2011), the
clinical leaders in the study frequently stated ghawer remained with managers which
they found frustrating. This psychological atttibn of power to the other (in this case,
managers) became a key element of their socialhstaocted world which potentially
hindered the construction of their leadership iderat a collective level. Alternatively,
others argued that the role of clinical leaders wamfluence the power holders, engage
staff in leadership, mentor staff through difficsituations, and help staff appreciate the
reasons behind change. Yet, they acknowledgedbidancing these different roles of

influencer and motivator can be challenging.

The clinical leadership literature emphasises thportance of clinical leaders working
closely with both managers and other clinical pssfenals (O’Reilly and Reed, 2011) so
that they can contribute to healthcare reform, leggn, patient safety, and patient care
(Howieson and Thiagarjah, 2011). As noted previguthis study highlighted the
dynamic nature of leadership and the various radeleaders and followers that individuals
have over time within hierarchical organisatione Ilthe NHS. Participants believed that
completing the programme had helped them to apgeecothers’ views and build
productive relationships across the organisatiee &ection 8.4). Like the medical chief
executives in Hanet al's (2011) study, they also spoke of the importapiceecognising
gaps in their own competence and knowing when tega¢ée and bring others in. In
addition, participants described ways in which theyre formally and informally sharing
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and ‘cascading’ the knowledge and skills that thag gained. However, they cited that
limited organisational support and training togethdth a lack of time were the main

barriers to advancing more distributed forms otiexahip.

The findings of this study lend support to otheseach into the fragile nature of clinical
leadership roles in the NHS and the challengesidaclinicians and other professionals
(such as lawyers, teachers and academics) occupyiorid positions (Hanet al, 2011;
Llewellyn, 2001; Osborne, 2011; Robertson, 201Participants spoke of the ‘culture
shock’ they had experienced in moving over to aagament or leadership role and the
residual tensions that existed between cliniciard managers. It was proposed that there
is a need for greater training across the orgdorsathat helps both managers and
clinicians to understand each other’s roles and tiey interconnect. Nonetheless, there
appeared to be less animosity towards managenmemhts been found in previous studies
(e.g. Macintoshket al, 2011). This may be due in part to the generppstt for clinical
leadership within the group who as volunteers amdngps more sympathetic to the need
for effective management. In addition, the focleced upon understanding the strategic
context of the NHS and the contribution of diffeargmofessions (including managers)

within the DTF programme may have contributed ts positive view.

A further area which has received attention witthe literature is how clinical leaders
balance their clinical and managerial prioritieesBarch has suggested that balancing
activities is not trouble free as sometimes acdineader will have to make decisions that
are in conflict with their clinical habitus, whiatan strain relations with their colleagues
(Kippist and Fitzgerald, 2009; Witmaat al, 2011). In addition, Kippist and Fitzgerald’s
(2009) case study of a clinical leadership develpmindicated that organisational
tensions can also arise as the organisation mégr suifthe managerial role is abandoned in
favour of the clinical role. Within this study piarpants found the process of balancing
clinical and leadership priorities challenging l@i$o rewarding. Five participants also
alluded to the difficulties in managing and leadiotiper professions due to historical
power relations (e.g. Currie and Lockett, 2011zd@trald and Ferlie, 2000; Fitzgeradd

al., 2006). Additionally, participants mentioned thiaéy had occasionally met resistance
from colleagues who thought that they had gone t¢oehe dark side (e.g. Llewellyn,
2001). Interestingly, participants stated that ¢herent economic pressures and austerity
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measures within the NHS had created uncertaintghwvhiithough in some ways had made
it more difficult to motivate and engage staff &chalso created a common acceptance of

change which has made it easier for them to imphers@me reforms.

The final theme worthy of discussion relates toah#biguity surrounding the role and the
need for clinical leaders to take on a coherentegsional identity. Past research has
suggested that hybrid clinical leaders do not yateha coherent work identity or common
knowledge base (Fitzgerakt al, 2006; Montgomery, 1990). This study has reitatat

this view; participants often spoke of the ambigusurrounding their leadership role.

Initially many participants had found it difficuto place boundaries around the role and
eight of those interviewed felt that important etheithin their organisation did not fully

understand what their job encompasses. ldaat (2011) propose that clinicians who take
on leadership roles experience a shift in theifggsional identities, moving from a keen
amateur to skilled professionals during their ceweéAs mentioned above the participants
in this study could be split into two groups thestfiencompassing those hold a hybrid role
and the second including those who had taken driifite leadership positions. The first

tended to identify primarily with their clinical pfession while the second group had
begun to identify themselves as leaders, but wesn ko stress the importance of their

clinical background.

This study highlighted that the process of moviragnt a purely clinical to a dual clinical-

leader identity is important to success. Moreoveijustrated the role that leadership
development can play in this identity change preceff was suggested that DTF had
provided participants with an improved knowledgeheaf strategic context within the NHS,
helped them understand the role of different pitess, and given them the opportunity to
identify with a peer group of clinical leaders. iFBocialisation is important as feeling part
of a group who faced similar challenges and insgesrwas thought to encourage
collective learning and enhance participants’ séfitacy. This relates to Montgomery’s
(1990) proposition that development can play an ortgmt role in ‘discovering

colleagueship’ and ‘establishing legitimacy’ whiare requirements for the conception of
clinical leadership as a speciality in its own tigh 183). Many participants felt that their
identity had been enhanced because they were ndsv tabbridge the clinical and

managerial worlds. However, others stressed thamgihg their professional identity had
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not been an easy process; some described feeegse of loss at giving up part of their
professional identity, while others described tihgaaisational barriers they had faced in

maintaining this ‘new’ identity at a relational aodllective level.

10.4: Implications of the research

10.4.1: The Theoretical Contribution

This research contributes to the existing bodyraividedge on leadership development by
adding a new understanding of how leadership deweémt programmes can impact
participants and their organisations. The resetakbs a holistic approach informed by
multiple strands of literature that have thus tamained in parallel. It addresses past calls
in the leadership and leadership development titezafor more integrative studies that
draw on micro and macro perspectives of leader@hip. Dayet al, 2009; Day, 2011,
Hiller et al, 2011). This approach also provided scopehfertihesis to contribute to three
bodies of literature relating to: clinical leadepsHeadership development, and intellectual
capital. The phenomenological research design txdarlier, predominantly positivistic,
research into leadership and leadership developleakploring in-depth the perceptions
of those involved in the development process (Awes 1996; Hilleret al, 2011). The
qualitative mode of inquiry allowed participants ¢onvey the context, attitudes and
feelings behind their experiences and helped tafgléhe different nuances of clinical
leadership that exist in the Scottish NHS.

As the DTF programme recruited participants fromoss multiple health boards and from
a range of clinical professions the study was éblelarify the nature and role of clinical
leadership in different contexts and explore theetythat comes under the broad band of
‘clinical leadership’. Moreover, the findings wepeevented from being skewed by any
dominance of one single profession. The empirdahpters compared participants’
accounts of the programme, how they had approaahégerformed their leadership role,
the guidance and support that they have receivedl haw they had transferred learning
back into their organisations through (a) shareggiing with others, (b) applying learning
and changing processes, and (c) contributing t@tbanisations strategic objectives. This
discussion confirmed that there are many forms lofical leadership and that an
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individual’'s background and past experiences wiluence how they make sense of, react
to and manage different situations (Weick, 1995)pidking the variety that exists within
clinical leadership is important as the past li@m is predominantly from the perspective
of doctors (e.g. Baker and Denis, 2011; Dickinsod Blam, 2008; Harmet al.,2011) and
nurses (e.g. Alleyne and Jumaa, 2007; Careyaal, 2007; Cook, 2008). Yet, regardless
of an individual's professional background, a caihéirgument that ran through this thesis
is that for a dual-role to be effective leadershipst become a central part of the

clinician’s identity.

In this study clinical leaders often associatedmbelves with their professional group,
their clinical role was an integral part of theerponal identity, and they were confident in
their clinical abilities. In contrast, although nyaviewed the leadership role as an exciting
new opportunity, they also spoke of the ambiguityraunding the role (using words and
phrases like ‘uncertain’, ‘big change’ and ‘vaguked’), and reported varying levels of
confidence in their leadership abilities. Indivads acknowledged that taking on a
leadership role had been challenging as it hachtékem away from their clinical comfort
zone and exposed them to the political tensions dékist within the organisation. This
resonates with past research which has found tmatblrriers to engaging clinicians in
management and leadership include: concerns oagmlg their comfort zone and their
preparedness for the role, cynical perceptions #emsions surrounding healthcare
management, and worries over the impact that raduttieir professional practice may
have on their autonomy and professional credibi{léacintoshet al, 2011; Marnoch,
McKee, and Dinnie, 2000; NHS North West Leaderghiademy, 2008). Nonetheless,
the extent to which these issues were emphasisatjdbe interviews varied according to
the participants’ profession and whether they wdrke acute, primary or community

services.

It was proposed that organisations can supporticelinleaders to overcome these
challenges by providing them with the opportuniteslievelop the leadership part of their
dual-identity. Through the lens of social identityory the study showed how off-the-job
development programmes can play an important rolethis leadership identity
construction process. It contributes to researcheadership development as it provided
clarity over how participating in a multidimensiordevelopment programme, like DTF,
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can enhance an individual’s human, psychologicall aocial capital. Moreover, it
explored how these elements interact and combinegibg about an identity changing
process from novice to a leader at an individual #aen relational level. It was confirmed
that identity change is complex and occurs ovee timrelation to the wider social context.
Leadership programmes provide participants with dpace to reflect and work on their
identity; however collective identity is only achesl if followers, peers and managers

accept the participant as a leader and give thempportunity to implement learning.

Prior to commencing the programme participants spaikhaving to learn through making
mistakes on the job. They described feeling alrliketthey were fakes, ‘play acting’ at
leadership and worried that someone would catcimthet. The analogy to ‘play acting’
has important connotations; it suggests that ppaints had little confidence in their skills
and that they felt like they had to perform to aragined ideal of leadership to cover up
their deficiencies. Participating iDelivering the Futurewas described as being on an
intensive learning journey that broke down theieqanceptions and enhanced their
leadership knowledge, skills, and abilities. Intpatly, it was proposed that participating
in the programme and learning from others had gtliem not only the ability but also the
confidence to utilise their skills. This relates the first stages of the identity change
process as enhanced confidence had led to theeetthemselves as leaders and as such
form an identity as a leader at an individual lev&he relational aspects of identity were
also emphasised during the follow-up interviews the case of P2, his colleague and
manager had always seen him as a leader and weasegl that participating in the
programme had increased his confidence. Alternigtive P17’s case his colleague and
manager said that since being on the programme tiaely observed changes in his
behaviour which had enhanced their view of him ksader.

The group-based learning element of the programras also crucial in developing
participants’ social capital and helping them tentify with a peer group of clinical
leaders. This relates to the notion that partitip@af a development programme can form
a new ‘community of practice’ that encourages abiNe identity change and the
construction of shared logics and practices (Weng@98). It allowed them to observe
that others often had similar worries and concerMoreover, it gave them a sounding
board to explore issues and find solutions for rgara different situations. This peer
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support, together with the credibility and extendetworks that the programme afforded,
prompted several participants to make changes do tiehaviour and commence new
initiatives. The follow-up interviews with seledteolleagues suggested that these changes
had been observed by participants’ colleagues whomarn began to think of them as
effective leaders. It was argued that these vieslisdul participants to form an identity as a

leader at a relational level and reinforced thedividual identity.

Despite the positive role that leadership develagnean have on a leader’s identity
construction it was noted that participating inewelopment programmes is not the end of
the story. The organisational context, includiogdxample, the support they gained from
their managers and the systems in place that emgeusr hinder innovation, plays an
important role in sustaining and ‘cementing’ aniwdblal’s identity as a leader over time.
The transfer of learning into intellectual capitahd the development of a collective
leadership identity are dependent on a supportiganisational context which allows
individuals to implement and practice what theyénbearnt. This reinforces past learning,
training, and development literature which propoted for training to be a positive and
motivational experience participants’ must be givike autonomy to apply learning
(Cheng and Hampson, 2008). In general, it wasethebo had professional and
managerial responsibilities who were best ableetoantextualise learning and implement
strategic changes in their organisation. Moreovugtiatives were thought to be better
received when leadership was embedded within ttereuof the organisation. Thus, it
was suggested that in a hierarchical organisatikenthe NHS which promotes distributed
forms of leadership it is important for off-the-j@bational) programmes are supported by
more localised initiatives that promote leadersdtigifferent levels in the organisation and
prepare individuals for the various roles they Wwold as leaders and followers.

Finally, the study also adds to the intellectugbitzd literature as it suggested that an
additional factor, psychological capital, may pkay important role in the generation of
intellectual capital. A key finding to emerge frotine study was that developing an
individual’s human and social capital is not enowghindividuals must also have the
determination and confidence to apply their knogte@nd skills and pursue productive

networks. Thus, it was proposed that nurturingtp@spsychological capital compliments
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and enhances investments in an individual’s hunrah social capital. Together these

three elements interact with organisational capitagjenerate intellectual capital.

10.4.2: Contribution to the Policy Context

As the research was co-funded by the Scottish Govent and Economic and Social
Research Council there was a strong emphasis frenodtset on the study’s potential
relevance to policy and practice. Throughout ti® R attended a number of policy
meetings and events which provided useful contéxtfarmation. Presentations and
reports summarising relevant findings were given N&IS Scotland and Scottish
Government stakeholders. These represented at dinet immediate contribution and
meant that feedback and discussions could be fdctreen the policy and practitioner
perspective and not just from academic colleaguek anferences. In addition, five
months were taken out from PhD work to take partthree Scottish Government
placements. During these placements | worked th tee Care Team (Health Analytical
Services Directorate) and in the Professional Dyrakent Team (Office of the Chief
Researcher). These experiences provided insighthe patient-focused objectives of the
National Health Service and the issues policy maKace in balancing quality with

efficiency.

Since the election of the Scottish National Pamt®07 all work within the Government
has been consistently focused on the National Fedioce Framework. This framework is
guided by the overall purpose: ‘to focus Governmamd public services on creating a
more successful country, with opportunities for afl Scotland to flourish, through

increasing sustainable economic growth’ (Scottisbvéenment, 2007). The themes
discussed within this thesis relate to this purpe@se they explore how effective

management and leadership within public servicascoatribute to the provision of more

effective and efficient service provision.

Given the focus of this research the findings haasicular implications for current policy
relating to clinical leadership and leadership dgwaent within NHS Scotland. In
chapter 4 it was observed that ‘leaderism’, a dgwekent of managerialism, has been

promoted within the recent policy discourse of puBkrvice reform (O’Reilly and Reed,



267

2010; 2011). ‘Leaderism’ prioritises the role e&tlers as inspiring others in collaborative
endeavoursilfid). Linked to this clinical leadership has beenitgasas a means of
engaging clinicians, particularly doctors, into theerall management of the NHS rather
than for them to use their powers to oppose refdBushanaret al 1997; Department of
Health, 2007; Scottish Government 2005, 2009). Tgagernments have placed particular
emphasis upon the development of hybrid clinicaldes who can drive forward and

engage others in change (Ham and Dickinson, 200&8n&ick and McKimm 2011).

Enticing significant numbers of motivated and diiedi clinicians into clinical leadership
roles has not been easy. The managerial and mafieins of the 1980s and 1990s have
left residual negative associations with managemesitions within the NHS. As a result,
clinicians can be reluctant to adopt a leaderdgtentity as they may be perceived by peers
as abandoning their professional principles (Kitkipk et al, 2009). This research
highlighted that often clinicians recruited intadiership struggle to manage conflicting
demands and to establish a strong identity as detea Yet, within the development
programme there was evidence of interest and iwoént in clinical leadership from a
range of professions including general practitisnbospital medics, nurses, psychologists,
physiotherapists and other professions allied tdiomge. There was a sense that leadership
was perceived to be more appealing to clinicia tprevious notions of administration
and management. However, most participants aatefpiat their roles encompassed
elements of both leadership and management. Ofth@re also cautioned that this
‘romance with leadership’ could collapse if initiegs fail or make little difference
(Brookes and Grint, 2010; Grint, 2009; The Kingisd, 2011).

In terms of developing clinical leaders, this stustyessed the importance of providing
opportunities for clinicians to develop their leestep knowledge and skills and to reflect
on the applicability of learning. Moreover, it wasggested that through interaction and
collaboration with other clinical leaders and masrésd leaders’ clinicians gain an
understanding of the organisation’s strategic dhjes. In particular, multi-professional
programmes were purported to help individuals owexe their profession focused mindset
and move from silo-based working to more collabweatorms. Having an overview of
the organisation and an understanding of otherepsibns helps them to see where they fit
within the process and enhances their leadersleiptitg. A key finding from the study
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relevant to policy makers is that development paognes are only the first step in
leadership identity construction. Sustainable ss&de the form of leadership identity
construction and positive results requires orgdimisal support to be in place e.g. in the
form of OD development plans, a supportive learntodgfure, and cross-organisational
development that embeds a common worldview and wages distributed leadership.
Ultimately, it is important for clinical leaders t@ave the autonomy to implement learning

on their return.

The importance of preparing clinicians for a dua@érand the length of the identity change
process involved has implications for the proposedith reforms in England outlined in
the recent Health and Social Care Bill (2011). sThiill proposes that clinical
commissioning groups (with GPs at their heart) vake over from managers in Primary
Care Trusts as the people who buy health servaregdtients. This will place GPs at the
centre of a complex web of relationships spannimggry and secondary care and health
and social care (Giordano, 2011). This ‘sharindeafdership’ with GPs may prove a
difficult burden for them to carry, especially ifay lack the will, skill and opportunity to
lead in such complex networks. It may also leadesistance and scepticism amongst
other healthcare professional who feel disenfrasethby this focus on GPs. In addition,
even if GPs are given opportunities to developntithe change is not immediate but rather
occurs over extended time periods in relation ® gbcial context. Thus, these temporal
rhythms of identity development may not be compatilwith the expectations of

organisational and policy stakeholders.

10.4.3: Contribution to Practice

This research adds an understanding of how indalsddevelop a dual clinical-leadership
identity and the variety that exists within suchadoles. This is important as clinical
leaders are thought to provide an important rolaaw clinical services are delivered to
NHS patients across Scotland. Leaderism as aulseon the NHS appears to be more
appealing to clinicians than past focuses on manage Nonetheless, there is debate over
whether it really is substantially different or relr ‘lip service’ and rebranding of the
management function. Individuals within dual-rolesll struggle with the role’s

complexity and conflicting demands. In additidhe move into such a complex and
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ambiguous role seems to suit some more than otersindividual’s prior logics,
orientations and experiences will influence howytaeact the role and their successfulness
in the role (Dayet al, 2000; Robertson, 2011). Thus, choosing a chni¢d participate in

a strategic role requires sensitivity and respedbdé developed between senior manager
and the clinician. Participating in a developmprigramme can enhance a clinician’s
leadership skills self-awareness and self-effiGay can add to their credibility as a leader
amongst followers, peers, and superiors. An ingmrtheme within the study was how
credibility influenced leadership identity constiioa at four levels including being
credible to themselves, credible to those undemtla@d to peers, credible to ‘the
organisation’, and credible to society. To achievganisational benefits senior managers
must nurture a supportive organisational culturd ansure that participants have the

autonomy to implement learning.

The research also considered the leadership tisetivé inform leadership development
within the Scottish National Health Service. Dés@ clear rhetoric within the literature
supporting distributed leadership across the NH8a# evident from both the policy and
programme documents that there remains a strongsfegthin current initiatives on
developing individual leaders with desirable leatigr qualities and behaviours. This has
the potential to be problematic as although eféecteadership requires leaders with the
necessary skills to communicate, influence, manag@ inspire followers it emerges
through social interaction and is dependent oncefe followers (DeRue and Ashford,
2010; Shamir 2007; Tourish and Pinnington, 2002). addition, this research has
emphasised that there is no one best approachderk&hip and solutions are often context
specific and socially constructed by the individualvolved. The boards that appeared to
gain the most from sending participants on the nogne worked with individuals from
the outset on the applicability of the programmehigr role and how it fitted within their
context. There was also a focus on leadershipugfimaut these boards; supplementary
localised initiatives promoted leadership acrosffedint organisational levels and
professions. This helped to create credibility aegpect for leadership and its aspirations
but also prepared individuals for the reality thathin a hierarchical organisation, like the
NHS, individuals will at times be both followerscaleaders. Thus, this study highlighted
the importance of integrating leader developmenthwmore aggregate leadership
development to encourage collaboration and nugtfeetive followers as well as leaders.
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A further implication for leadership developmenagiice is the suggestion that identity
development is an integral aspect of leadershifihofigh not a new notion this research
has illustrated how development programmes (anid toenponent parts) can be used to
assist in the identity construction process. Idgntilevelopment occurs through
experiences and through an individual's socialradBons. Thus, programmes designed to
enhance participants’ self-management skills, camfce and resilience can help them to
develop a confident and consistent personal lehgeidentity. Similarly, programmes
that promote group-based learning and relationbhifging through, for example, action
learning sets and collaborative activities can e\participants with a peer group that
they can identify with and learn from. The creliipiand mutual respect that can arise
amongst participants and those in their wider néte/are crucial to the development of a
participant’s leadership identity at a relationeddl as colleagues begin to believe in an
individual’'s identity as a leader and work to suppbem. The study also showed that it is
important for those coordinating development to latmrate with organisational
development departments and senior managers taeetisat there are individualised
development plans in place that ensure participargssupported through further on-the-
job learning. It was proposed that such suppaaygla crucial role in sustaining and
strengthening an individual’'s leadership identity éncouraging learning transfer and

collective endorsement of the leader.
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Chapter 11: Summary and Conclusions

11.1: Introduction

The purpose of this final chapter is twofold: (@)summarise and evaluate what has been
achieved throughout the process of thesearch; and (b) to propose areas of future
research. Section 11.2 provides a brief summarthefthesis. Section 11.3 sets out the
main findings and the contributions of this reshard@o conclude, section 11.4 discusses
the limitations of the research, and from the issts@sed, section 11.5 suggests areas for

further research.

11.2: Thesis Overview

The research began with the broad aim of explategrole of human capital investment
within health service reform in Scotland. A revieivthe human capital and public value
literature revealed that while past research hadbbshed measurement tools and
suggested causal connections between the diffdisrgnsions of intellectual capital and
various performance outcomes (e.g. Bontis and d#iz- 2002) there remained
terminological confusion and uncertainty over howman social, and organisational
capital components interrelate and dynamically domlo create intellectual capital (e.g.
Bowman and Swart, 2007). It was decided that ditgqtige case study design would
provide the best means of gaining insight intoititerrelationships of these components
within a health care context. Exploratory intewsewere completed with NHS HR
Directors to gain insight into the organisationigrent human resource challenges and
priorities. The results of these interviews weresgnted in chapter 6. It was noted that
the recent economic downturn and subsequent ‘alystereasures had led to a move in
focus from recruitment to retention and from sifptio change. A key priority for the HR
directors was developing the organisation’s clihitzadership capabilities as it was
believed that effective leadership would improveptyee engagement and encourage
collaborative working which they hoped would in rtuincrease the efficiency and
effectiveness of the service. These results inéorrthe study design and led to the
development of the focal research question:
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In a healthcare context, how do clinicians who fgipate in a leadership programme
account for its impact on their identity, throudteir human and social capital, and what

organisational factors influence their accounts?

As the study progressed, two further research munsstelating to the role of development
programmes as identity workspaces and to the dpmasa of clinical leadership emerged

as the study progressed:

(a) What role can leadership development programmeg iplashaping participants’
leadership identities at an individual, relatioaatl collective level?
(b) What do we mean by clinical leadership and how ldocal leaders construct it in

action?

An important objective for the study was to critigaeview and evaluate the literature on
leadership, clinical leadership, and leadershipettgwment (see chapters 2 and 4). This
review revealed that leadership is an inherentimmlex and contested topic that has been
conceptualised in a multitude of ways (Grint, 2005draditionally, leadership research
and practice has been dominated by an intereseadels and their traits, styles and
behaviours (Yukl, 1999; Bass, 1997; 1999). Howewewntemporary research has
suggested that leadership is co-constructed byetesa@dnd followers and that the
organisational context plays an important rolehie formation of leadership outcomes (e.g.
Fairhurst, 2009; Grint, 2010; Kellerman, 2008; Sha2007; Schyns and Shilling, 2011).
In addition, there has been a growth in criticgirapches which advocate more collective,
distributed, and ethical forms of leadership (&grdneret al, 2011; Gronn, 2002; 2009;
Grint, 2011). In particular, distributed and hybifiorms of leadership which promote
leadership at multiple levels of the organisati@vénbeen advocated as an alternative to
previous ‘heroic’ theories focused the skills afmdites of the select few (Gronn, 2002;
2009) This change in focus has been echoed idlithieal leadership literature with recent
approaches advocating the need for more inclugidecallective forms of leadership as
means of engaging staff in change and achievireg®fe healthcare (Bolden and Gosling,
2006; Buchanaret al, 2007). Yet, there is uncertainty over how thacgice of clinical

leadership differs from other forms of managemeatérship and the challenges involved
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in occupying such a dual-role (Currie and Lock&] 2, Howieson and Thiagarjah, 2011,
Mackintoshet al, 2011).

Leadership development theory and practice hasealetved over the years and there is
evidence to suggest that it is gradually moving doely ‘best practice’ leader-centred
approaches to incorporate wider social construidi@nd critical perspectives (Carroll and
Levy, 2010; Day, 2011; Dviet al, 2002; DeRue and Wellman, 2009; Petriglieri, 2011
However, questions remain as to how leadershipldprment initiatives are informed by
the plethora of leadership theories available. édwer, there is debate over how leaders
are developed, the relationship between leadersleattkership, and the individual and
organisational effects of off-the-job developmebtay, 2011; Grint, 2010; Lord and
Shondrick, 2011).

The research question and the results of the titerareview led to an in-depth case
analysis ofDelivering the Futurea leadership development programme for seniarceli

leaders from across the Scottish NHS. The casly stas guided by five broad objectives:

* To explore participants’ accounts of the leaderdigyelopment programme in
terms of learning content, applicability and hunsapital development.

 To examine how leadership development programmaspcavide a forum for
social capital creation through group-based legrrand the establishment and
maintenance of networks.

* To investigate the perceived role of policy andamigational context on accounts
of learning effectiveness, transfer, and intellattiapital development.

e To evaluate how leadership development programmes act as identity
workspaces, connected to, yet removed from, ppdits’ organisational contexts
and daily routines, which facilitate the revisiamdaconsolidation of individual and
collective identities.

* To assess the special case of clinical leaderstiipt makes it different from other
forms of management and leadership in healthcark valnat are the unique

challenges involved in occupying such a dual-role.
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Chapters 7, 8 and 9 reported the empirical findings the study. The analysis provided
an in-depth account of the perceptions of clinisimo have completed the programme.
The frameworks used to guide the interviews pravishelividuals with the opportunity to
give a detailed account of their experiences ofptegramme, how they had applied and
transferred learning, the challenges they had faaed the organisational factors that they
believed had influenced learning transfer and imp&hapter 10 then discussed the
empirical findings in relation to the existing lis@ure and set out the main contributions of
study. These contributions are briefly summarisethe following section.

11.3: Research Strengths and Implications

11.3.1: An Integrative Approach

This thesis has taken an integrative approach aoelship development theory and
practice. It has explored the concepts relating ctmical leadership, leadership
development and intellectual capital that have hmdslished thus far and extended these
through empirical analysis. The empirical findirggghis research are based on an in-depth
study of a multidimensional leadership developmprigramme that recruits senior
clinical leaders from across NHS Scotland. The phemological approach allowed the
complexity surrounding leadership in a healthcatérgy to be explored. In particular, the
semi-structured qualitative interviews provided seful means of obtaining data as they
allowed participants to convey the context, atesidnd feelings behind their experiences
on the programme. In addition, the multi-profesalamature of the programme meant that
| was able to explore how different professions eadcted their dual-role. Similarly, as it
recruited from across the 24 Scottish health boarus$ incorporated different services
areas (e.g. acute, primary, community, and spesmaVices) | was able to study the
perceived influence of organisational context amdfgssional specialism on learning

transfer and effectiveness.

11.3.2: Diversity within Clinical Leadership

Much of the existing literature on clinical lead@shas been concerned with defining the
competences and qualities of effective clinicablBra and has largely focused on doctors
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and nurses in formal leadership positions. Thigwtrew attention to the diversity that is
encapsulated within the term ‘clinical leadershigParticipants of the case programme
were all senior clinical leaders; however they edriwith regard to their clinical
profession, health service area, hierarchical |edegree of autonomy, and the extent to
which they balanced clinical and managerial dutiesthe literature clinicians are often
described as ‘reluctant leaders’; in contrast ttoaig in this study were relatively engaged
and had a range of personal and organisationalvatmns for moving into leadership
positions. There also appeared to be less animasitgngst the group towards those

working in general management roles than has hagyested in previous studies.

11.3.3: Power Disconnects and the Importance of smbmy

In general, the clinicians on the programme vietgadlership as a more desirable notion
than management. It was acknowledged that mosetshig roles encompass elements of
management, but it was suggested that leadersbiyjides greater opportunities to engage
with the organisation strategically and has a beéputation with clinicians. Nonetheless,
power disconnects were still thought to exist witparticipants organisations. There was
a sense that much of the power remained with gemeamagers who controlled the
budgets and strategy. In contrast, the HR manafessed that within a healthcare setting
it was almost impossible to implement change withiba support of clinicians. Some non-
medical clinical leaders also noted difficultiesatthhey had experienced in leading other
historically more powerful professions. The chaljles presented by these power
disconnects appeared to affect some participant® ith@n others; some were in senior
positions and had the autonomy to introduce chaatfers were semi-autonomous and
viewed themselves as influencers and negotiatarsabsmall minority who had no or
limited managerial responsibilities struggled tglement change and grew frustrated with
the system. Thus, the study illustrated the ingrae of participants’ local autonomy on
development and leadership effectiveness. Moredlvdrew attention to the ‘fantasies of
power’ that can exist within organisations whenf@ssionals attribute power to managers,

while managers attribute power to professionals.

The findings from the study also lend support tstpasearch into the fragile nature of
clinical leadership roles in the NHS (e.g. Kippastd Fitzgerald, 2009). It was noted that
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there is ambiguity surrounding the role and thaeicdl leaders in the study faced both
internal tensions and external challenges. Intgrrthey had had to balance staying active
clinicians in the forefront of their field with edilishing themselves as competent clinical
leaders within their organisation. Externally, thegd faced challenges leading in the face
of adversity; having to make unpopular decisionsd aovercome resistance from
colleagues. This study highlighted that it is imtpot for clinical leaders to assume a dual
professional identity that allows them to move frarkeen amateur to skilled professional
during their careers. It was suggested that astaby) a coherent professional identity for
clinical leaders would also help to provide clafity both clinical leaders and others in the

wider organisation.

11.3.4: Leadership Development and Identity Workspa

This study makes a contribution to the leadershepetbpment literature on identity
workspaces. It has explored how off-the-job develept programmes can act as ‘identity
workspaces’ where participants can step back fitoenrish and familiarity of their daily
work to self-reflect and work on their identity (Relieri, 2011). It suggested that multi-
disciplinary development programmes can providegportunity for back-stage dialogue
which helps to overcome power disconnects in tigamisation and promote shared logics
and practices. The one-to-one coaching and atdaEmming sets were both considered to
be important facilitators in the identity changegess. Together they provided a source of
social interaction and promoted trust amongst groo@mbers. Participants were
encouraged to reflect on their leadership challsrayel question their implicit leadership
theories. This process was said to have enharedipants’ self-efficacy and sense of
power as it had given them the opportunity to idgntith a peer group of clinical leaders
which had shown them that there was no magic fanamiderpinning leadership. Yet, it
was observed that shifting ones’ professional iithems not an easy process with many
participants describing the internal struggles thag faced around creating a sense of self
(Sveningsson and Alvesson, 2003). This was paatilyulapparent given the focus on
clinical leaders who must balance multiple compgtidentities. The case participants
spoke of how they had had to first deconstruct tbelif-identity and unlearn their previous
beliefs and behaviours before they could reconsauew sense of selves. The process of
deconstruction had affected participants in difiérevays. Some had found it an
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energising experience, which resulted in them mgeémpowered and more confident in
their leadership role. In contrast, others had dbtlne process overwhelming and struggled
to let go of their previous professional identigyaclinician. The importance placed upon
deconstruction and unlearning past notions of lesme differentiates the study from

others which have focused predominantly on thetcocison, maintenance, and regulation

of specific leadership identities.

11.3.5: A Forum for Social Capital Creation

Both identity work and social identity theory empis& that the identities are formed
within social and discursive contexts and that éhare relational and social processes
involved in coming to see one’s self and being skgrothers as a leader or follower
(Beech, 2008; DeRue and Ashford, 2010; SveningssuhAlvesson, 2003). The study
demonstrated that multi-faceted leadership devetoprprogrammes can play a role in the
co-construction of a leader’s identity at an indial, relational and collective level. It was
proposed that DTF had initiated bonding, brokerimggging and legitimising activities
that had enhanced both individual participants’ ahd group’s social capital. The
programme had promoted bonding ties by establishisgpportive peer group and a sense
of group identity across the cohort. It had broKergocial capital by facilitating
communication between different actors, encouragiotlective learning, supporting
collaborative activities, providing access to widaetworks, and creating and
disseminating knowledge. In addition, as discussealve, it bridged different forms of
clinical leadership through identity work and en@ging the social interactions that help
to create, reinforce, diminish, and maintain anivigdial’ self-concept as a leader.
Specifically, the participants formed a communitly practice with shared meanings,
practices and aspirations. Finally, in most cagesticipating in DTF had increased
participants’ legitimacy in the eyes of importarthers. Peer support together with
enhanced credibility had helped to establish ppdits’ leadership identities at a
relational and collective level. Moreover, incresegitimacy and credibility had assisted
them in achieving both organisational objectived amploiting new networks to further

their careers. Thus, they had reinforced thendeadentity through action.
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11.3.6: Collective Identity Construction

Although development programmes can act as spakesevieaders can work on and co-
construct their identity they are only one partpafticipants’ wider leadership journeys.
An individual’s identity evolves and changes thribogt their life in relation to the wider
social context. In the current case, participgrast knowledge and experience together
with their daily interactions with followers, peesd managers had influenced their
leadership approach and others views of them. hénliterature it was proposed that
acceptance of someone as a leader is only possthkre is a match between the implicit
leadership theories of potential followers and rtiperception of that person (Giessr
al. 2009; Schyns and Schilling, 2011). This studywsb that it is more difficult for
development programmes to influence these widedibgrties. Participants alluded to the
challenges that they had faced within their orgatioss in maintaining their ‘new’ identity
at a relational and collective level. However, asnasserted that having greater credibility
combined with improved communication and self-mamagnt skills had and would
continue to improve participants’ relations witleithmanagers, peers and staff. This was
believed to be most successful in cases where rih@nization had combined top-level
development with leadership training across the amisgation, which promoted

collaboration and recognised the dynamic natuteaership within the NHS.

11.3.7: The Role of Psychological Capital

In agreement with Gronn (2009), participants sutggkshat complex organisations like
NHS Scotland require both top-down and distribuestiership. Linked to this, the study
showed that leadership development programmes dan ampact participants’

psychological capital, in particular their level eélf-efficacy (confidence) and hope
(aspirations and goals for the future). Moreoiteras proposed that psychological capital
could provide a valuable addition to intellectuaapital frameworks as strong

psychological capital was shown to enhance paditg human capital and social capital.
Individuals who were more self-confident had beettds able to apply their skills and
abilities, while those who claimed to have highilresce had overcome challenges and
found alternative solutions. Likewise, the stréngt participants’ professed self-efficacy,
together with optimism and hope, had influencedaim®unt of social capital that they had



279

leveraged from constructive relationships and netaoIn a similar manner, social capital
enhanced participants’ human and psychological tala@s it encouraged collective
learning and enhanced participants self-efficacg arotivation to succeed. Thus, the
study substantiated the interdependent relatiosshipat exist between human,
psychological, social and organisational capital. cbnclude, intellectual capital theory
provided a useful theoretical framework for theegesh, but it was also observed that in

practice the components of intellectual capitalrarealways definitive.

11.4: Limitations

As in any research project, this thesis is suld@et number of limitations. Chapter 2 has
already critically discussed the limitations of ttheeoretical approach, whilst chapter 5
weighed up the pros and cons of the methods usedllext and analyse data. However,

there were three further important limitations whimay have affected the data produced.

Firstly, the purposive sample of participants, enpassing 44 interviews spread over three
phases, together with the fact that participanthénsecond phase were recruited from one
cohort of a single programme may be seen as aaliiont as it reduces the generalisabilty
of the results. However, the premise behind theaneh question was a desire to access the
accounts of clinicians participating in a leadgostievelopment programme and examine
how their experiences on the programme had infleertbe enactment of their clinical
leadership role. The level of meaning required fiadividuals led to the need to limit the
size of the sample and focus on depth rather theadth. Focusing on one cohort of DTF
could cause the findings to be influenced by idmsgsies within the group but allowed
for an in-depth analysis that drew on the accoohtswultiple stakeholders. Moreover, it
provided analytically generalisable findings whigkform wider theory. This study
showed that leadership development and subseqdentity change is a complex and
ongoing process underpinned by a range of indiVjdugdational and organisational
factors. These findings are congruent with simiksearch (e.g. Carrol and Levy, 2010;
Day, Harrison, and Halpin 2009; and DeRue and Waaiin2009), thus it is unlikely that
focusing on a single case has limited the cretybif the process and findings. The
limited sample size was also balanced with the fitesnaf a design that included multiple
views (12 HR managers, 5 members of programme teln participants, and 6
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organisational stakeholders) and collected additiodata through observation and

document analysis.

Secondly, although a range of stakeholders wess\iietwed, a further possible limitation
of the embedded case study was the use of narrawcipant pools at each level. The
organisational interviews focused on the views ofrtdn Resource Directors as part of
their role is to design and shape human resourgel@@nent strategy. However, this
perhaps assigns too much power to HR manager #inse who apply strategies on the
ground such as OD leads and line managers will afloence the organisation’s
development approach. Similarly, the analysiDefivering the Futurefocused on the
views of programme participants and providers.i€xittheorists may argue that focusing
on these accounts fails to acknowledge the sodcidl ideological forces underpinning
leadership and identity construction (Alvesson &micer, 2012). The observations and
selected follow-up interviews completed with peansl managers of three ‘special’ case
participants hoped to lessen the impact of thimbypducing an alternative perspective on
participants development and leadership approathinvheir organisation. Nonetheless,
expanding this phase to incorporate greater sta#tehosiews, in particular those of
participants’ staff and followers would have enheththe study as it would have allowed
further analysis of the power dynamics and the Wwey-relationships between leaders and
followers. Also, it would be interesting to seah& dynamics and outcomes have differed
across cohorts.

Thirdly, despite the longitudinal nature of thedstuthe interviews were conducted over a
relatively short period of time and are a snapdfothe interviewees’ experiences and
meanings. The study provided insight into the ofldevelopment programmes as identity
workspaces and the dual destructive and consteuo@ture of identity change. However,
as the research was carried out in the early staigtee learning transfer process further
empirical research is needed to confirm the longen impacts of development

programmes.
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11.5: Future research and practice

In light of the implications and limitations of thproject, the thesis closes by identifying
opportunities for future research arising from tktsidy. The study highlighted that
development programmes can provide an importardespdoere individuals can work on
their professional identity and identify with a pggoup. However, it was also noted that
a leader’s identity evolves over time and is costarcted through their interactions with
followers, peers, and supervisors within their aigations. Thus, research that explores
how these different interactions impact leaderskigvelopment effectiveness and
contribute to the adoption of distributed formdeddership would be a useful addition to

the development literature.

Both development and leadership itself have diffeedfects over time from immediate to
significantly delayed effects (Day, 2011; Yukl, )1 Thus, it would be useful for future
research to examine how and when different proseasd outcomes occur (Da&y al,
2009; Grint, 2005a,b). Specifically, studies tiatorporate mixed methods, multiple
measurement perspectives, or a longitudinal comgoneuld provide additional insight.
It would be helpful to explore the broader outcormesounding leadership. For example,
due to the socially constructed nature of leadprgheater attention is needed in terms of
the impact of leaders and leadership has on enadtmonstructs (Bono and Isles, 2006),
on motivational states and social identificatiorvifCet al, 2002; Shamiet al, 1998), and
on cognitive constructions of meaning (Marksal, 2000). This study suggested that
leadership occurs through a pattern of relatiomal dialogic activities embedded within
the organisational context and that impacts areemiggnt on existing notions of power,
autonomy and responsibility. Comparing the perspestof followers, peers and superiors

would enhance our understanding of these complakass.

This study was particularly interested in how dalileaders enact their dual-identity. It
was observed that while development programmespuoaride the space for clinicians to
reflect and work on their leadership identity matryiggle with the process of ‘unlearning’
their previous professional identity. Moreovermeofaced resistance from peers who
thought that they had abandoned their professigmadciples and from managerial
colleagues who felt threatened by the dual-rolas Timay also be generalisable outside of
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the health care sector. Future research may bdrafitexploring the challenges faced by
other professionals in similar dual-roles, for exéan academics who lead in a similar
public setting or perhaps other professionals, saglaccountants or lawyers in private
contexts. This study noted that clinical leadgrsti a complex phenomenon which takes
a multitude of forms and clinical leaders face anbar of barriers in implementing the

learning they gained on the programme. Thus, funtesearch on how to maximise the
contribution that clinicians and other professisnehn make to the leadership of their
organisations would be valuable. Finding a balabeéwveen real involvement with

responsibility and authority, and a more influegciole remains a challenge.

The patrticipants in this study enacted their lesltierrole in multiple NHS organisations
and the contextual differences noted in the thesght be worthy of further exploration.
This includes that leadership was held in highgare in some boards more than others,
receptivity to change varied across boards, theeldpmental support available also
differed, and cross-organisational training to emage distributed leadership was mixed.
Thus, this study also suggested some importangs$hior practitioners to consider. Firstly,
it highlighted the need for a place or forum wheliaicians have the time and space to
work on their leadership identities. Secondlysuggested that it is important for senior
managers to understand organisational and perdmrakers to dual clinical-leadership
roles and the need to encourage receptive corfaxthange. Thirdly, future training and
development must seek to embed distinct profeskignaups within each other’s
worldview from the outset to help overcome discatee dialogues and encourage

distributed leadership across the NHS.
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Appendix A - Intellectual Capital and Public Value

Authors:Bontis, 1998; Carmeli and
Schaubroeck, 2005; Lynn, 2000;
O'Regan et al., 2001; Petty and
Guthrie, 2000; Subramaniam and
Youndt 2005; Edvinsson and Malone

Literature Scoping Study

ResourceBased View

Economic Theory

IzIHuman Capital L Human Resource Development

1997; Lev, 2001; Kaplan and Norton,
2004; Johanson et al., 1998; 2001 J

L

Total Knowledge Resources - How to —,
manage and measure?

A Multi-Dimensional Concept

Knowledge management

Intangible Resources

Value - A Complex and Abstract
Concept

market value - combination of financial
& intellectual capital

[ Co-Creation of Value i

Value for multiple stakeholders

Authors: Bowman and Ambrosini, 2000;
Nunamaker et al., 2001)

Authors: Munsi, et al., 2005;

Friedrich

et al., 2010; Mumford et al., 2008

Public sector - strategies and policies,
services/products, system interaction Innovation =

Key to continued success

a key aspect is implementation

Selected Authors: Helfat & Peteraf
2003; Helfat et al., 2007; Hodgkinson &

Heally, 2010; Teece etal. 1997

competitive advantage in rapid and

unpredictable change

collective and social processes

must invest in, and manage, both
internal and external resources

Selected Sources: Boxall 1996;
Bowman and Swart, 2007; Carmeli
2004;

Authors: Adler and Kwon, 2002; Burt,
2001; Nahapiet & Ghoshal, 1998; Kay,
2006

=) goodwill displayed by stakeholders
towards an organisation

fostered through networks and
relationships

Authors: Dess & Picken 1999; Huiyan &
Run-Tian 2006 Kong, 2008

] What's left behind when people go

[=I0rganisational / Structural Capital home

culture, institutionalized knowledge and
codified experiences

Selected Sources: Moore 1995; 2003;
Bennington, 2005;2011; Rhodes and
Wanna, 2007

Collaborative Working

Legitimacy and Support

The Strategic Triangle - Operating,
Authorising and Public Policy
Environment

Role of Managers and Leaders

Tensions and Conflicts: what the public
values and what adds value

Critique - what about role of politicians,
difficult to measure, amorphous
concept
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gender and leadership
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Appendix C: Summary of Selected Methods in Leadersh

ip Development

Method Description Aim Strengths Weaknesses
360-Degree A method for systematically collecting | Develop human capital in the form | Comprehensive picture Overwhelming amount of data; no
Feedback perceptions of an individual's performance | of enhanced self-awareness. Broad patrticipation guidance on how to change.
from various perspectives including: e.g. Time and effort required
peers, subordinates, and supervisors.
Mentoring Advising / developmental relationship, | Build supportive relationships | Strong personal bond Peer jealousy; over dependence
usually with a more senior manager (SC) and enhance leader skills
(HC)
Coaching Practical, goal-focused form of one-to-one | Improve  self-awareness  and | Personalised; intensive Perceived stigma (remedial);
learning social skills expensive
Action Project-based learning directed at | Learn from each other and benefit | Tied to business imperatives; | Time intensive; leadership lessons
Learning important business problems from experiential learning action-oriented not always clear; over-emphasis
on results
Job Providing ‘stretch’ assignments in terms of | Build team building, strategic | Job relevant: accelerates learning | Conflict between performance and

Assignments

role, function, or geography

thinking, persuasion and influence
skills.

development; no structure for

learning

Networking Connecting to others in different functions | Enhance Social Capital and | Builds organisational support Ad hoc, unstructured, connections
and areas encourage knowledge exchange Better problem solving often blurred and takes time.
Taught A class based verbal lecture or workshop | Enhance human capital (specific | Topic can be targeted, cost- | Involves one-way communication
Seminars on a particular leadership topic. knowledge, skills) effective training methods Relies on participant memory
Can be dry and less effective
than other approaches
Secondments | A temporary transfer to another position or | Enhance both human capital | Focused on the leadership | Complex and costly
organisation (often involves a | (knowledge, skills) and social | function, provides ‘on-the-job’
geographical move). capital (networks) learning for secondees, and a
source of new knowledge and
contacts for the team /
organisation
Outward Takes people away from the office to | Improve self-awareness Opportunity for valuable | People’s preconceived notions
Bound complete structured (challenging) | and the awareness of others ‘experiential’ learning. May be incompatible with an
Activities activities in an outdoor environment individual's learning preferences

Lack of empirical evidence

Sources: Day, 2000; Kur and Bunning 2002; Badger, Sadler-Smith, and Michie, 1997
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Appendix D: Selected Definitions of Intellectual Ca  pital

Author(s) Date Definitions

Gratton and 2003 | Human Capital consists of the Intellectual, Social and Emotional Capitals

Ghoshal of Individuals and Organisations. Intellectual capital refers to
fundamental individual attributes such as cognitive complexity and the
capacity to learn, together with the tacit and explicit knowledge, skills
and expertise an individual builds over time.

Johnson 2002 | A firms intellectual assets encompassing human, structural and relational
capital. As all innovation comes from the intellect or knowledge set of
human beings it is apparent that all intellectual capital originates first
from human capital

OECD 2000 | Economic value generated by two categories of intangible assets of a
company: organisational capital and human capital

Nonaka et al. 2000 | Firm specific resources that are indispensable to create value for the firm

Stewart 1998 | The intellectual material — knowledge, information, intellectual property,
experience — that can be put to use to create wealth

Lev 2001 | Intangible assets are non-physical sources of value (claims for future
benefits) generated by innovation (discovery), unique organisational
designs, or human resource practices

Kaplan and 2004 | Intangible assets consist of human capital, i.e. skills, talent, and

Norton knowledge; information capital, i.e. databases, information systems, and
technology infrastructure; and  organisational capital, i.e. culture,
leadership style, ability to share knowledge

Bontis 1998 | Collective Knowledge Resources of the Firm - three prominent factors
human, structural and relational capital but does
not include intellectual property

Subramaniam 2005 | The sum of all knowledge firms use for competitive advantage — three

and Youndt prominent factors human, organisational and social capital.

Marr and 2001 | The group of knowledge assets that are attributed to an organisation and

Schiuma most significantly contribute to an improved competitive position of this

organisation by adding value to the defined key stakeholders. It includes
human assets, relationship assets, culture assets, practices and
routines, intellectual property assets, and physical assets




Appendix E - Participant Pseudonyms and Description

HR / Organisational Context Participants

S
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Participant | Specific Role

Pseudonym

HRD1 Human Resource Director

HRD2 Human Resource Manager

HRD3 Human Resource Director

HRD4 Workforce Director

HRD5 Workforce Director

HRD6 Human Resource Director

HRD7 Head of Human Resources

HRD8 Associated Human Resource Director
HRD9 Head of Staff Governance

HRD10 Head of Organisational Development
HRD11 Human Resource Director

HRD12 Human Resource Director

Programme Providers

Participant | Specific Role
Pseudonym

C1 Coach

C2 Coach

C3 Coach

C4 Coach

C5 Programme Coordinator

Programme Participants

Participant Responsibility Split Clinical Profession
Pseudonym
P1 Predominantly Leadership /Managerial Alliechite Professional
P2 50/50 split between clinical and leadership edM (General Practitioner)
P3 60/40 split between clinical and leadership edM (General Practitioner)
P4 1/3 of time spent on leadership duties, remaind®ledic

on clinical (Consultant)
P5 20/80 split between clinical and leadership llied Health Professional
P6 Completely Leadership /Managerial Allied Hedtrofessional
P7 Predominantly Leadership /Managerial Alliechite Professional

(Consultant)

P8 Completely Leadership /Managerial Nurse
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P9 50/50 time split between clinical and leadership Allied Health Professional
(Consultant)

P10 70/30 time split between clinical and leadgrshi Medic
( Consultant)

P11 Completely Leadership /Managerial Nurse

P12 40/60 split between clinical and leadership iefllHealth Professional
(Consultant)

P13 Completely Leadership /Managerial Allied He&tbfessional

P14 Completely Leadership /Managerial Nurse

P15 40/60 split between clinical and leadership iw€@eneral Practitioner)

P16 Completely Leadership /Managerial Nurse

P17 40/60 split between clinical and leadership iefllHealth Professional

P18 Completely Leadership /Managerial Nurse

P19 Predominantly Leadership /Managerial Allied ltteBrofessional
(Consultant)

P20 Predominantly Leadership /Managerial Allied litteBrofessional

P21 1/3 of time spent on leadership duties, renesindMedic (General Practitioner)

on clinical

Additional Participants

Participant | Specific Role / Relationship to Programme
Pseudonym

3-CE-pl7 Chief Executive - P17’s Manager
3-GM-p17 General Manager — P17’'s Colleague
3-OD-p2 OD Lead — P2's Manager

3-CL-p2 Clinical Lead — P2’s Colleague

3-SM-p10 Senior Manager, P10’s Manager
3-GM-p10 General Manager — P10’s Colleague




Appendix F - Flexible Interview Guides

Interview Guide - HR Directors

Introduction to Project

ESRC SG funded PhD — human capital and public value

Current interviews: gain an understanding of current approaches to and thoughts on
people management and measurement.

Ethics / Paperwork

Key Themes

Understanding of human capital, is it a term that is used in practice?
Current approaches to measuring investment in people management
0 What do you measure
0 How do you do it?
Current approaches to assessing management and leadership capability
= Capability to measure
= ROl approaches to measuring
= Examples?
Views on measuring what are often seen to be intangible issues
0 Public sector deeper issues
= Perceptions toward measurement differ to private sector
= Targets flawed
= Validity over range
» What is important cant be measured
Perceptions on the value and relationship between different levels of measurement:
0 What do you measure at the different levels?
1. Basic employee data;
2. Operational measures;
3. Outcome measures; &
4. Performance measures.
Views on the link between people metrics and organisational performance
o Perceived importance of making the link
o0 Public sector and the intangibility of performance
o Difficulties involved
Thoughts on how wider organizational issues impact people management
o understanding of social and organisational capital
o utilise / leverage internal & external networks
0 what is left when employees go home at night
0 Does HR have a role here?
0 How to measure impact?
Measuring in practice?
o0 Views towards measurement ... why measure?
0 AOM — why people measure
o Ability (Skill) - government strategy; Opportunity - time to measure / lack of
resources & Motivation to measure
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Thank you for your time, this has been very useful. Before we finish off is there anything that you
think | have missed or that you would like to discuss in more detail.
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Delivering the Future Interview Guide (Participants)

Introduction to Research

« ESRC SG funded PhD examining the links between human capital investment and public value creation
in the Scottish NHS.

« Looking at the Delivering the Future programme as a specific case in which to explore these links by
focusing how knowledge is applied and exchanged following training.

- Ethical consent, permission to digitally record, material will be stored and analysed confidentially; no
names or identifying features will be used in any publications or reports.

Key Themes:

« Background details and expectations of the DTF prog ramme:
- Role within organisation and NHS Board.
- How did come to be completing the programme?
- What were your motivations / expectations for the programme?

e Your experience of the DTF programme:
- Did you find the programme enjoyable?
- How did you find the learning process?
- Do you think the programme was effective? How would you rate success?
o What worked, what didn’t?
o Examples of useful learning opportunities?
- Practicalities:
o Did the training fit easily with your work schedule?
o How did you balance the programme with your other commitments?

« Thoughts on the knowledge application :
- Have you been able to apply the knowledge and skills gained within your workplace?
0 Examples of how you have applied / implemented what you learnt?
- Have you received support from your line managers to use skills and knowledge from the
programme?
- Have you received support from colleagues / co-workers to use skills and knowledge from
the programme?
- Have you experienced any difficulties in implementing what you learnt on the programme?
0 Organisational culture,
o Time constraints,
o Policy focus / targets

* Views on knowledge transfer and exchange:
- Opportunities to share knowledge with co-workers / colleagues
0 Are there systems within your organisation that encourage you to share
knowledge?
0 How has the DTF complimented other forms of learning within your organisation?
- Usefulness of being part of a multidisciplinary cohort?
0 What worked / what didn’t
0 Friendship, Support
0 Collective learning

«  Perceptions on the impact of the programme:
- Personal changes or benefits that you have experienced as a result of completing the
programme?
- Do you feel that completing the programme will help you in the future
o If yes, in what ways?
- Has completing the programme led to you to implement changes within your team,
organization or department?
o0 Examples of changes

¢ Questions / suggestions:

- Thank you for your time, it has been very useful. Before we finish is there anything that you think |
have missed or that you would like to discuss in more detail.
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Appendix G - Initial Coding Frame Example

A: Motivations for Participation

Theme

Description

Recommendation

Comments relating to friends or colleagues advocating or recommending the
programme.

Previous Training

Comments acknowledging a lack of or limited leadership training in the past and a
perceived need to enhance those skills

Development

Timing Comments relating to how programme fits with their current role, family life, having
the time to complete it as well as previous applications to the programme.

Manager Comments suggesting that the individual’s manager had driven the application
process or to the support participants received from their managers

Self- Comments about the individual’s drive to self-develop, enhance their skills and

continue their education in General

B: Overall Impressions

Theme

Description

Protected Time

Comments relating to importance of having time away from work to focus on their
own development, take a step back from demands of their job and plan etc.

Reflection Comments suggesting that being on the programme has encouraged them to reflect
on what they do and why.
Confidence Comments suggesting that being on the programme has increased participants

confidence in their skills.

Sum of Parts

Statements and examples that illustrate that the different components of the
programme combine to produce optimum individual and organisational outcomes.

Reward

Comments alluding to the programme being seen as a bit of a luxury, a reward,
recognition of their hard work, or investment in their talent.

C: Relationships

Theme Description

Networks Comments describing the strategic networks that have been created amongst
participants on the programme as well as less direct networks that have occurred.

Friendship Comments describing friendships and emotional relationships arising between

participants - the softer benefits of the programme.

Collective Learning

Statements and examples suggesting that group learning was enhanced as
participants bounced ideas off each other and shared experiences.

Collaboration

Comments describing collective projects or collaborative working between
participants within but also beyond the programme setting.

Diversity of Group

Comments (positive and negative) about benefits/issues of being part of a
programme with a diverse range of participants — multilevel, multidisciplinary,
multi board.

Action Learning

Specific comments about the action learning process and the dynamics of their
particular AL set.
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D: Re-contextualising Learning

Theme Description

Application Statements and Examples describing how participants have applied knowledge,
skills and learning from the programme in their day-to-day work.

Sharing Comments and Examples relating to how participants have shared knowledge, skills

and learning from the programme both formally and informally with their
colleagues, superiors and subordinates.

Issues Comments relating to the issues / problems / political barriers individuals face in
transferring learning from the programme within their own organisation / board.

E: Perceived Impact

Theme Description

Promotion Comments describing promotions that have already been achieved and personal
aims for the future

Secondments Statements relating to opportunities in the form of secondments / consultancy
etc.

Skills Comments relating to the skills developed by the Participant

Innovation Comments describing innovative ways of doing things they have incorporated
into their work.

Organisational Perceptions of impact for organisation both in the short and long term.

F: The Future Life after the Programme

DTF- Where to next? | Future direction plans for the DTF programme

Exit Strategies: Statements relating to future development plans
Subsequent learning;
External Support Comments relating to organisational / managerial / colleague support to apply

and share learning and to continue development
Taking a step back Statements relating to work-life balance and getting back to their clinical roots




Appendix H - Identity Development Coding Tree Examp
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Appendix | - University of Glasgow’s Principles of Ethical Research

1. In all forms of research conducted in the Departmenwill operate with as full a
consideration as possible of the consequencesr afrark for society at large and groups
within it.

2. We will handle all confidential information with ppopriate levels of discretion and
compliance with the law and with due diligenceathe security of that data.

3. We will normally prevent the publication or usedaita in any way that could compromise
the subject's confidentiality or identity.

4. Any material being prepared for publication botkide and outside of examination
purposes will be produced in such a way as to et possibility of breaches of
confidentiality and / or identification. If necesgathis process will be subject to a written
statement as to agreed process between any spohsesgarch, research subjects and the
Department.

5. We will try to avoid overburdening subjects, cagsihem inconvenience and intruding
into their private and personal domains.

Subjects will be informed as to the purpose andreatf any inquiry in which they are
being asked to participate.

6. We will avoid misleading subjects or withholding terdal facts about the research of
which they should be aware.

7. Where the research methodology allows for it, @aesh subject will be expected to be
provided with a copy of these Statements of Priasiplong with a consent form which
will also indicate a subject's right of referrablaappeal to a higher authority in the
Department and through Faculty to the Universityiéd Committee.

8. Where the research methodology suggests thatexaitf kind of consent is the only one
possible this will be made clear in the ethicalrappl form but subjects will be referred to
departmental web pages or made aware of thesapesdby the researcher in order to
understand the issues as at paragraph 7 above.

9. All staff, researchers and their supervisors ageired, before the project begins, to submit
to the chair of the departmental ethics committgber a short-form or a long form ethical
approval form. Only on formal approval by the eshtommittee will the project be
permitted to begin.

10. In the situations listed in the following subsenspstaff, researchers and their supervisors
must produce a justified case using a standardiégifmn Form for Ethical Approval.

a. When the research methods employed might be redgjéndthe lay public to have
delicate or controversial elements or when thearesemight be considered to give
rise to adverse publicity for the University.

b. When the research involves the use of individualioa records

c. Where there might be difficulties in obtaining gubject's informed consent. This
to include but not be limited to the following exales: with vulnerable people,
including children; and those with learning diffittes; when proposing to use
covert observation; or when employing a methodoiogyhich the practicalities
of obtaining signed consent forms are infeasible.

Only if and when the Departmental or subsequehtyRaculty Ethics Committee
has approved the research can it commence.

11. All members of staff and all student at all levats required to read and agree to comply
with these statements and to operate them in thegiuit in which they are written.
Failure to comply with these statements will bearélgd as a disciplinary offence.

12. All researchers and all supervisory staff at alele must sign an agreement on an annual
basis, indicating their acceptance of these Priesip

Sourcehttp://www.gla.ac.uk/departments/businessandmanagioontent/research/ethics/ethics.htm
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Appendix J — Informed Consent Form Example

ﬂ} i University Business
of Glasgow | School

CONSENT TO THE USE OF DATA

I understand that Stacey Bushfield is collecting data in the form of digitally recorded interviews
for use in an academic research project at the University of Glasgow.

The project is funded through the Scottish Government, and Economic and Social Research
Council (ESRC) PhD scheme. The objective of the research is to gain an understanding of human
capital management and its effects on innovation and improved public service delivery. It aims to
explore how social interaction and work engagement influence organisational learning and
innovation within the Scottish National Health Service. The anticipated outcomes for the Scottish
public sector are: (i) better prediction of what is likely to result from particular types of human
capital investments, (ii) greater understanding of the relationship among human capital and other
types of capital investment, including social and organizational capital, and (iii) more effective
allocation of future resources.

A key element of the research is an in-depth case analysis of the Delivering the Future leadership
programme. This involves conducting semi-structured interviews with key stakeholders to explore
their experiences of the programme, views on knowledge application, perceptions on
supplementary benefits, and thoughts on how the policy and practice environments have impacted
knowledge transfer and implementation. The research will contribute to Stacey’s final PhD thesis.

| give my consent to the use of data for this purpose on the understanding that:
(2) all names and other material likely to identify individuals will be anonymised.

(2) the material will be treated as confidential and kept secure at all times.

Signed by the contributor: date:
Contributor details:

Researcher’s Name
Researcher’s Tel:

Supervisor’s Name:
Department Address:

If you require further information about the research please contact the researcher or
supervisor in the first instance.

If there are any unresolved problems please call the Department on 0141 330 XXXX and ask for
the Chair of the Research Ethics Committee.





