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Leadership in Health Services

Abstract

Purpose This paper presents the impact evaluation findings from a multi-professional
leadership programme commissioned in the South East of England to support Primary Care
Networks (PCNs) to lead system improvement together. It identifies 1) programme impact at
micro, and meso system' levels; 2) a leadership impact continuum that can be used by
individuals and teams to evidence impact of improvements in PCN practices; 3) the learning
and development strategies that were effective; and 4) proposes implications for other
networks.

Research design/methods/approach

Mixed methods underpinned by practice development methodology were used to explore the
impact of the programme on two practitioner cohorts across 16 PCNs. Data was collected at
the start, mid-point, and end of the eight-month programme.

Findings

Results illustrate an innovative approach to collective leadership development. A continuum
of impact created with participants offers insight into the journey of transformation, recognising
that ‘change starts with me’. The impact framework identifies enablers, attributes and
consequences for measuring and leading change at micro, meso-, and macro-levels of the
health care system. Participants learned how to facilitate change and collaboratively problem
solve through peer consulting which created a safe space for individuals to discuss workplace
issues and receive multi-professional views through action learning. These activities enabled
teams to present innovative projects to commissioners for service redesign, enabling their
PCN to be more effective in meeting population health needs. The authors believe that this
programme may provide a model for other PCNs in the United Kingdom and other place-based
care systems internationally.

Originality

Offers insight into how to enable a journey of transformation for individuals and PCN teams to
enhance team effectiveness and collective leadership for system wide transformation required
by the NHS Long Term Plan (2019).

Key Words

Leadership impact, evaluation, clinical leadership, primary care networks, integrated
care.

1 We use the term system to describe all of the interdependent partners working together to provide
integrated health and social care services to meet the needs of citizens, communities and local populations.
Macro level = span the health and social care system, meso-level= organisation/service wide, micro-level=
focus on teams or small functional units of staff working together from range of different professions.
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Leadership in Health Services

Introduction

Health services across the developed world are evolving rapidly, and over the coming years
some of the most wide-ranging changes are expected to occur in primary care. The rise of
primary care networks (PCNs) in the UK has shone a light on the ability of general practice
teams to lead complex, rapidly changing policy and practice contexts especially in the light of
the global COVID-19 pandemic.

Primary care in the UK includes the largest number of providers, and accounts for the largest
proportion of patient contacts with the National Health Service (NHS), around 300 million per
year in general practice alone (Watson 2019). PCNs, introduced across England in July 2019,
are small networks of neighbouring general practices working together in multidisciplinary
teams, typically serving around 20,000 to 50,000 people. They were designed to build on the
pilots of new ‘vanguard’ models of integrated health care that had been developed as a result
of the NHS Five Year Forward View (2014) to support local populations living with ever more
complex long-term conditions and reduce the reliance on in-patient hospital care. They form
the geographical basis for the development of integrated community health teams (NHS Long
Term Plan, 2019), including mental health services, with a focus on providing proactive and
anticipatory care. They aim to foster better collaboration among practices, pharmacists, district
nurses, physiotherapists, social care, the voluntary sector, and others. Each PCN has a
designated Clinical Director, usually but not always a general practitioner (GP), who is
responsible for strategic and clinical leadership to help support change across primary
and community health services, as well as overseeing service delivery. There were (as
at May 2020), 1259 primary care networks in England (National Association of Primary Care).
Each PCN holds a Directed Enhanced Service (DES) contract as a formal agreement across
the constituent practices, with one practice holding this on behalf of those within the network.
The DES contract provides funds for the network to operate seven new services specified by
NHS England and Improvement, including social prescribing, practice-based pharmacy
(structured medication reviews), enhanced health services for care homes, digital forms of
access to general practice, community paramedic and physiotherapist support, more effective
early cancer diagnosis, cardiovascular disease diagnosis and prevention, and local action to
address health inequalities.

The introduction of Integrated Care Systems (NHS Long Term Plan, 2019), and greater
collaboration through PCNSs, all present leadership challenges for those working in primary
care. Leaders will need to work collectively across networks and systems, to be visionary in
designing future services, and more effective in leading their teams to help improve the quality
of patient care and the health and well-being of local communities (Smith et al., 2020; Kings
Fund 2020). While some of these collaborations existed before the new PCN contract was
introduced, most are new and many of the clinicians who have been appointed as part-time
clinical directors to lead these networks are new to a formal leadership role, and in particular
to leading across organisations and within complex systems. The scale and complexity of the
implementation and leadership challenge that faces them cannot be underestimated (Kings
Fund 2020). The expectations of PCNs and clinical directors were challenging even before
the pandemic, and the response to Covid-19 has demonstrated just how important their role
can be in providing front line services (Kings Fund 2020).

This paper presents an impact evaluation of a multi-professional leadership programme which
was commenced a year ahead of PCN policy being implemented nationally in the UK. It was
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Leadership in Health Services

commissioned in the South East of England to support Primary Care Networks to lead system
improvement together, with a focus on building capacity for collective leadership in PCN
teams. This was a novel approach because existing programmes largely focus solely on the
leadership development of clinical directors of PCNs, with an emphasis on developing PCN
structures and developing business and management skills. The paper presents an impact
evaluation of the first two cohorts of participants’ experiences between April 2018-November
2019. The evaluation identifies 1) programme impact at micro, meso, and macro system?
levels; 2) a leadership impact continuum that can be used by individuals and teams to
evidence impact of improvements in PCN practices; 3) the learning and development
strategies that were effective; and 4) proposes implications for other networks.

Background

The NHS Long Term Plan (2019) views PCNs as an essential building block of every
Integrated Care System, yet with the rapid introduction and organisation around PCNs, the
true value of networks can easily be misunderstood and get set up as a new bureaucracy
merely shifting the burden around the system (Kings Fund 2020). Getting the design and
implementation of the new PCNs ‘right’, will immeasurably improve the system for everyone
(Kings Fund 2020, Smith et al., 2020). The rapidly changing pandemic landscape demands
flexibility in working to meet ever evolving community health and wellbeing needs and services
designed around public and primary health priorities.  Increasing clinical demand and
workforce shortages also mean that protecting time for learning and development is difficult
for many in the health system but is crucial in supporting their response (Jackson et al., 2020;
Kings Fund 2020).

While some PCNs have formed from groups of practices that have been working together for
a long time, many are brand new relationships, or are dealing with the legacy of past conflicts
that need to be resolved (Kings Fund, 2020; Smith et al., 2020; Swanwick and Varnam 2019).
PCNs have also had to build new relationships with other parts of the health and care system
and building relationships, improving dialogue and conflict management are consistent
themes that appear in the literature (Kings Fund 2020; Smith et al., 2020; Swanwick and
Varnam 2019).

A recent systematic review of clinical leadership and integrated primary care in Europe,
identified that leaders’ relational and organizational skills, as well as process-management
and change-management skills, were considered important to improve care integration
(Nieuwboer et al., 2019). Nieuwboer et al. (2019) concluded that good quality research on
clinical leadership in integrated primary care is scarce. More profound knowledge is needed
about leadership skills required for integrated-care implementation, as well as leadership
support aimed at developing these skills (Nieuwboer et al., 2019). Other research studies
identify that GP leadership skills in particular are impacted by a lack of formal leadership and
management training, lack of capability, structural and role-related factors such as the private
ownership structures and a fragmented care delivery system, the primacy of their clinical

2 We use the term system to describe all of the interdependent partners working together to provide
integrated health and social care services to meet the needs of citizens, communities and local populations.
Macro level = span the health and social care system, meso-level= organisation/service wide, micro-level=
focus on teams or small functional units of staff working together from range of different professions.

http://mc.manuscriptcentral.com/lihs

Page 4 of 43



Page 5 of 43

oNOYTULT D WN =

121
122
123
124
125
126
127

128
129
130
131
132
133
134
135
136
137
138
139

140
141
142
143
144
145
146
147
148
149
150
151
152

153
154
155
156
157
158
159
160
161
162
163
164
165

Leadership in Health Services

identity in daily work, lack of influence, money, diversity of objectives, time, and reliance on
ad-hoc solutions for solving leadership challenges (Storey et al., 2019; Hana and Rudebeck,
2011; O’Riordan and McDermott, 2012). Furthermore, a lack of leadership training in
undergraduate medical training and a reported lack of confidence among GP trainers to teach
and assess clinical leadership (Simons and Woods, 2015), means that new and innovative
ways of facilitating leadership development for GPs and the wider multi-professional team in
PCNs is needed (Smith et al., 2020).

Swanwick and Varnam (2019) identify four key leadership challenges in primary care. The first
is that leaders will be expected to innovate in every aspect of how care is delivered, whilst
sustaining high quality services day to day in a well-led PCN. Secondly, primary care
leadership is expected to work increasingly across its internal boundaries, as networks of
practices and associated neighbourhood teams, share resources and collaborate to improve
care and provide innovative services for patients and their populations. Thirdly, as well as
leadership of primary care, leadership from primary care is pivotal to the future development
of health and care systems more widely. Playing a greater role in leading integrated care
systems requires strategic system leadership at various levels, often simultaneously, requiring
juggling peer, team, organisation, sector, community and system leadership to be effective
(Swanwick and Varnam, 2019). Finally, they report a number of historical workplace
challenges that impact on funding and support for leadership learning and development.

There is very little published evidence of initiatives aimed at improving PCN collaboration and
leadership currently in the literature. This has driven development of a place-based learning
culture across one integrated care system Training Hub, recognised as essential for
supporting such large-scale change (Middleton et al; in press). Downey and Waters (2005)
previously recognised the need to develop the primary care team as a learning organisation,
identifying team action learning as essential for enabling better understanding of team roles,
and improving communication in the wider primary healthcare team- pre-requisites for
establishing a learning culture within an organisation (Cardiff et al., 2020). They reported that
a facilitated multidisciplinary problem-based learning approach in teams helps to encourage
open systems thinking and learning at individual and team level (Downey and Waters, 2005).
This approach in turn helps to empower individuals to develop their own capabilities and
challenge traditional mental models associated with hierarchical patterns of behaviours in
teams (Downey and Waters, 2005).

If PCNs are to drive integrated system wide transformation in delivery of services, radical
transformation towards informal leadership roles is required, where everyone can be a leader
of something and a follower on other things. Leadership development needs to shift away from
the traditional and outdated demand and control models which value top down heroic, formal
command and control models predominant in organisational leadership theories(West et al.,
2015; de Zulueta, 2016), which emphasize individual leadership qualities and providing vision
for others (Kings Fund 2011). A new understanding is required of how leadership is exercised
and what it means to be a leader. This will involve paying attention to collective identity and
shared purpose, and different approaches towards power and change. Collective leadership
that creates compassionate and inclusive cultures, inspires commitment to create healthy
communities, mobilises large-scale change across a geographical area, and engages local
people and service users is needed. Embracing collective capability and endeavour when
acting and learning together to shape the culture (NHS Improvement, 2019; Manley et al.,
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2019; Sharp, 2018; West et al., 2014); recognising the value of shared values, a distributive
and adaptable focus, not just across organisations but also across boundaries, networks and
systems (de Zulueta, 2016), and the social capital embedded in people with different expertise
working together through connected relationships and networks (Der Zjipp et al., 2016) should
be central to PCN leadership development programmes.

There is a need, therefore, for PCNs to work together across the system shifting the focus
from managing today’s business to designing future services and leading change. Alongside
the responsibility to run safe and effective services, primary care leaders need to lead
significant programmes of service redesign and ensure a vision of improved ways of working

is realised. Leadership development provides a mechanism to achieve high performing teams

and thriving workplaces (Cardiff et al., 2020), through using learning and development
processes effective in other health contexts (Akhtar et al., 2016).

The Medway & Swale Multi-Professional Leadership Programme aimed to plug the gap that
exists in supporting PCN teams to be effective in leading sustainable improvement plans, and
the impact evaluation presented in the next section of the paper presents insights to inform
strategies that might be helpful to other PCNs nationally and internationally.

The programme, recruitment and selection process

The ‘Medway & Swale Multi-Professional Leadership Programme’ initiative was a unique
collaboration between the Medway Clinical Commissioning Group, the North Kent Training
Hub, part of Health Education England (co-funders), the Institute of Medical Sciences at
Canterbury Christ Church University and the England Centre for Practice Development, a
national centre for applied health research.

The programme aimed to address the key objectives of the General Practice Forward View
(NHS England, 2016) and the NHS Long Term Plan (NHS England, 2019) through 8 days of
leadership Master Classes spread over 8 months to develop:

o self-awareness of participants’ individual and collective professional leadership
impact;

e capacity and capability for leadership, innovation and improvement within their
workplace teams and across PCNs.

<Insert Box | Programme Aims>

The learning and development processes included active and action learning and
collaborative co-creation of a shared vision for leadership and a leadership impact framework,
through masterclasses and workshops over the eight months. Such approaches emphasise
reflective learning and the identification of the impact of own actions on self and others.
Monthly gaps between sessions were designed to enable participants to reflect on their own
PCN practises, and test out new ideas experienced within the learning spaces with their
practice teams using the workplace as the main resource for learning, developing and
improving the quality of care and services within their practice. A key component of each day
was the collaborative problem-solving method, called ‘Peer Consulting’. Here, splitinto smaller
groups, each group aimed to discuss a current workplace issue volunteered by an individual,

6
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Leadership in Health Services

tightly facilitated with set rules within a 45 minute time frame by another member of the group.
This created a safe space for discussion, building trust and relationships as well as building
facilitation skills as the facilitator role was rotated throughout the programme with feedback on
performance.

The key activities in the programme mirrored the skills required for sustainable systems
transformation (Manley & Jackson, 2020) and for developing effective workplace cultures and
high performing teams-collective leadership; creating a safe environment and psychological
safety for critical thinking and creative learning (Cardiff et al., 2020) identified in Box II.
Participants were required to present a collaborative service improvement project to the
governing body of Medway Clinical Commissioning Group at the end of the programme to
improve services locally within their PCN. The range of projects suggested could include i)
how patients were formatively engaged in co-designing service improvements; ii) a joint
project between clinician and manager that delivers better quality of care or better patient
experience; iii) implementation of a system wide pathway; iv) a practice-based service
improvement involving engagement of a multi-disciplinary team; v) implementation of a digital
based solution to improve patient access.

<insert Box Il Main Learning and Development Processes>

The programme was advertised through local primary care communications channels as a
funded programme and participants recruited on a first come first served basis ensuring
participant representation across the geographic region. Two cohorts of GPs (16), practice
nurses (4) (PNs), practice managers (9) (PMs), and pharmacists (1) participated in the
programme, learning together how to lead change and improvements in their locality networks.
Practitioners from seven GP practices participated in cohort 1 (14 participants), and nine GP
practices in cohort 2 (16 participants).

Methods

A mixed methods approach to impact evaluation underpinned by practice development
methodology was used by the England Centre for Practice Development, commissioned for
their expertise in practice-based research and collaborative approaches to person centered
sustainable health systems transformation (Manley and Jackson, 2020). The impact
evaluation aimed to address three key questions:

1. What impact has the programme had on individual participants in their leadership
practice?

2. Whatimpact has the programme had on participants’ teams, practices and workplace?

3. What learning and development processes have been influential on the leadership
strategies used by participants in the workplace to achieve impact?

Participants were simultaneously supported to explore their own leadership journey and
identify its impact on their PCN teams and services. The assumptions underpinning the
approach are identified in Box lIl.

<insert Box Il Assumptions underpinning the approach to impact evaluation>
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oNOYTULT D WN =

247
248
249
250
251
252
253
254
255
256

257
258
259
260
261
262
263

264
265
266
267

268

269
270

271

272

273
274
275
276

277
278
279
280
281

282
283

284
285
286
287
288

Leadership in Health Services

The Economic and Social Research Council (ESRC) identify the value of co-productive
research as offering potential for impact academically and socially defined as ‘research
undertaken with rather than on people in a collaborative, iterative process of shared learning’
(ESRC, 2020, https://esrc.ukri.org/research/impact-toolkit/what-is-impact/). The ESRC define
impact as ' demonstrable contribution that excellent research makes to society and the
economy' (https://esrc.ukri.org/research/impact-toolkit/what-is-impact/). ‘Research’ can be
substituted with either ‘practitioner research’ or ‘programme theory’ for similar societal
contributions that benefit individuals and organisations, including, capacity building through
technical and personal skill development, for practice or service provision and contributing to
understanding.

The learning and development processes summarised in Box Il therefore become the main
methods for gathering data to answer the first two evaluation questions, supplemented with
process evaluation data collected at the end of each study day to provide additional insights
into the learning and development strategies influencing achievement of impact. Data was
collected at the beginning, mid-point and end of the programme. Table | provides detail about
the methods used, when they were used, who and how the data was analysed and the
outcomes from triangulating the datasets to answer the evaluation questions.

Data from each method, drawn from different sources (collaborative data; individual data;
documentary data; stakeholder data) were analysed independently and triangulated to
address the impact questions as well as develop a comprehensive understanding of the
phenomena (Patton, 1999), in this case, the leadership journey of participants and its impact.

<insert Table | Impact Evaluation questions, data collection methods, analysis and triangulation
outputs >

Findings

The findings are summarised under each impact evaluation question triangulating data from
multiple sources (Table I). Data themes are presented at the start of participants’ leadership
journeys, across the journey’s continuum and at the end to enable the impact to be
summarised.

Question 1: What impact has the programme had on individual participants in their leadership
practice?

These findings are drawn from the data analysis themes from using methods 1, 2, 3 and 5 in
Table I. They reflect the participants leadership journey and impact on individual participants’
leadership practice at the beginning, mid-point and end of the programme.

At the beginning of the programme, the strongest themes emerging from analysing individuals’
Hopes, Fears and Expectations (Table |, method 2) for cohort 1 were participants :

¢ hoped to become more confident as a leader, to engage with all staff, develop
leadership strategies and skills, learn how to influence culture and effect change.

o feared failure, being vulnerable, and stepping out of their comfort zone, and

o expected to embrace learning specific improvement tools, becoming more self -
aware and learn from others.

http://mc.manuscriptcentral.com/lihs

Page 8 of 43


https://esrc.ukri.org/research/impact-toolkit/what-is-impact/

Page 9 of 43

oNOYTULT D WN =

289
290
201
292
293
294
295
296
297
298
299
300
301
302
303
304
305
306
307
308
309
310
311
312

313
314
315
316
317
318

319
320

321
322
323
324
325

326
327
328

329
330
331
332
333

Leadership in Health Services

In Cohort 1, self-assessment using cognitive mapping statements undertaken by 14
participants (n=14), showed the majority were confident about making a difference to the staff
they worked with and service users, half were confident about demonstrating impact on both
staff and service users , but only 25% knew how to evaluate their impact. Box IV illustrates
this analysis.

<Insert Box IV Levels of experience of measuring impact among participants >

For cohort 2, a modified approach was adopted and the 16 participants (n=16) were asked to
identify their top three leadership opportunities and challenges. The obstacles identified were
themed by participants as 1) changing mind-sets, 2) breaking hierarchy and 3) meeting patient
expectations. The challenges: 1) time constraints, 2) personality clashes within the team and
how to manage these; and 3) keeping up to date with the pace of change. Cohort 2 participants
identified being anxious about whether they could be an effective leader and whether they

were “getting it wrong” (C2, P5, P7).

These themes provide a common picture of the starting point for most participants at the
beginning of their leadership journey

At the end of the programme, analysis of cumulative data from the reflective reviews (See
Table I, method 5) based on a reflective framework developed by Johns (2005), identified the
following three themes of learning and impact on self as a leader illustrated by participant
quotes:

o Knowing self as a person and leader: ‘Learnt change starts with me’ (C1, P4); ‘| need
to be more open minded and accepting/l need to listen to others’. (C1, P7); “The
<programme> has made me realise that change starts with me. It has widened my
perspective about the use of networking and its importance in striving to improve
patient care and to improve one’s enthusiasm in service delivery in primary care.’ (C2,
P9).

o Learning for self and enabling others: ‘I have resilience, | can implement support
change and develop others. (C1, P8)

o My relationships with others: ‘I like seeing people achieve their potential’.(C1, P11) “It
has helped me lead my clinical team and improve their morale. It has made me a
stronger, more effective and interactive leader. We have a happier work place culture
and are more dynamic. | also have a better work ethic and better time management.’
(C2, P4)

Participants reported having an increased self-confidence, having experienced the opportunity
to develop their leadership skills and put these into practice to develop their teams and lead
changes in practice successfully.

They experienced a sense of personal growth through reflection and learning about self and
reported being more motivated and excited about their work. Being able to learn more theory
about leadership, and test this learning in the workplace had enabled them to understand more
about how to lead with confidence amid NHS changes. The nature of this learning is illustrated
in Table Il by quotes drawn from the reflective reviews completed by participants and framed

http://mc.manuscriptcentral.com/lihs
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10

by the leadership journey synthesised from the final analysis. The impact of the programme
on individual participants and their leadership practice is summarised in the first three levels
of the leadership journey continuum.

<Insert Table Il A Continuum of leadership Impact>

The impact themes describing self as a leader were linked to three programme strategies: 1)
recognition of participants’ role in developing their team, 2) networking and supporting each
other, and, 3) using tools to enable change.

Conceptual understanding of leadership across the individual participants’ journey is
demonstrated from collective analysis of data using the values clarification tool (Table I,
method 1), thematically analysed to populate the co-created leadership framework (Table I11).
Collective themes identified key facets of leadership at individual and team level as a basis for
deeper understanding . These themes acknowledged:

o the enablers needed to support their leadership development;

e how good leadership would be recognised,;

¢ the consequences and outcomes of good leadership for themselves, across their
teams and services. i.e. the potential impact.

During the programme this framework was revisited to capture ongoing learning. At the mid-
point participants were asked to reflect on whether there were any elements missing or gaps
identified. Points added appear in Table Il in italics. The value of shared ownership, using
the strengths of the team as collective leaders, as well as team stability and positive feedback
from CCGs were recognised and therefore embellished the framework mid- programme based
on reflective learning.

<Insert Table lll Leadership Impact Framework >

¢ Change starts with me and everyone can be involved in improving patient care, quality
and service delivery.

¢ | have changed my approach to improve practice.

e | am a stronger, more effective and interactive leader to support, inspire and engage
staff & develop a happier workplace culture.

Question 2: What impact has the programme had on the workplace of the general practices
involved from the perspective of the participant own reflections?

These findings are drawn from the data analysis themes from using methods 1, 3, 4,5 6 and
7 in Table I. They reflect the impact of the programme on participants’ workplace teams at
the beginning, mid-point and end of the programme.

The co-created vision statement for PCN leadership developed through the Values
Clarification exercise (method 1) across the 2 cohorts, identified that the overarching purpose
was “to make things better for staff and patients to achieve improved health outcomes through
engagement; support; listening, working as a team; ensuring mental well-being;, and
providing a safe environment for staff/team & patients” (Table 1l). Team enablers were
identified as having a shared vision with explicit purpose and values, role clarity and
clear team objectives and expectations of each other. Understanding how to get the best
out the diverse talents of team members were seen as important to enable PCN teams to take

10
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11

a flexible approach to change and development. Valuing team members, being open and
flexible to change, and creating patterns of behaviour that would embed person centered
values were all identified as important team enablers, to create a team learning culture with
shared ownership and responsibility for improvement. Peer review, education and learning
from each other and mistakes were seen as central attributes to continued team growth and
development. The consequences of effective team leadership were identified by the
participants as team stability, with empowered staff who can think for themselves, feel valued
and work in happy, healthy workplace teams that celebrate success. These outcomes were
related to workforce retention and effective high performing teams.

By the mid-point of the programme, the Claims, Concerns and Issues data collection tool
(Guba and Lincoln 1989,Table | method 4) highlighted that participants in both cohorts had
begun to think about the impact of the programme on their workplace teams. This was not
surprising given that they had been participating in peer consulting sessions together and had
undertaken the Belbin team assessment. In Cohort 1 participants had begun to learn about
using the full skill set of the team to improve team work and learning from others about what
works when managing change. Their concerns were how to manage change with limited
resources and demonstrating impact in a rapidly changing context, understanding how to
access strategies that could enhance team functioning. The CCls tool enabled participants to
co-create an action plan to identify what actions they could take together to address their
concerns, thereby empowering them to take a collective leadership approach in their own
workplaces. The strategies that were most valued by participants included using:

i) dedicated time in team meetings to identify the individual and collective strengths
and interests of their team in their workplace;
ii) appreciative inquiry tools to enable them to focus on what matters most to

members of the team, building on and celebrating success which included 360-
degree feedback from their team to highlight individual and collective strengths;

iii) quality improvement huddles to enable the team to focus in real time on what is
going well, key areas for quality improvement and collaborative action planning by
the team to make key changes to practices;

iv) high challenge and high support matrix to enable them to understand the impact of
giving and receiving feedback to each other,;
V) a model of critical companionship (Titchen ) to access reflective support for their

growth and development beyond the programme lifespan.

By the end of the programme, Cohort 1 participants identified that the programme had enabled
them to learn about how to develop their team through giving and receiving feedback, being
open and honest with each other and understanding the impact that personality has on team
functioning. They worked together on identifying strategies and tools that could be used in
the workplace to engage and challenge staff, as well as thinking about how to use an
appreciate feedback tools in practice. These strategies helped them to identify how to
overcome key work-related issues related to time constraints, workload, keeping up to date
with changes, and how to engage and deal with challenging colleagues. By the end of the
programme they reported additional benefits such as networking more widely and using quality
improvement huddles to focus team learning and reflection in their workplaces. Participants
were focused on how to maintain momentum in their workplaces, continue learning and
development, and demonstrate impact.

<Insert Table IV Summary of Claims Concerns and Issues related to teams>
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Cohort 2 participants did not complete an end-point CCl activity because of changes in
programme facilitator personnel. However, at the mid-point of the programme, participants
identified that they had been able to gain more insight into the impact of team personality on
teamwork and functioning and how to get the best out of others in their team. They used
similar strategies as cohort 1 to try out in their workplaces, how to motivate, engage and
empower staff . Their reflections at the end of the programme were picked up by the reflective
review (Table I!, method 5).

The reflective review (Table II) summarises the experiences of participants across the two
cohorts in Level 3-5 of the leadership continuum.

3. I am a stronger more effective and interactive leader to support, inspire and engage staff
& develop a happier workplace culture: ‘It helped to learn about how personalities differ and
need to understand to ensure teams work more effectively and what is change, why needed
and how to drive it and bringing change in culture’ (C2, P9).

‘I have the tools to inspire and motivate staff to continue to grow as a team and to effect the changes
we would like to bring to the surgery’ (C1, P3).

4. |, with team members manage change effectively using what | have learnt: ‘Managing
change effectively with transparency utilising new ideas and embedding them into and
emerging culture from two practices that merged’ (C1, P6).

5. With team members achieve a positive culture through new ways of working: ‘Positive
culture. Happy, stable team. Good communication between team members’ (C2, P3).

The daily programme summary evaluations identified that the programme had afforded
participants in both cohorts, time out of everyday practice providing the space to reflect and to
think differently, trying out new tools and strategies in their workplaces in between sessions.
Finding time and cover in the workplace was identified as a challenge for a couple of
participants and may account for four participants failing to complete the programme in cohort
2.

Triangulation of data analysed (methods 1,3,4,5,6,7) highlighted three specific themes of
impact on their teams and practices, the importance of:

¢ collaborating with others, whether that is one’s own team, other practices, the CCG,
or networking to draw on others experiences and learning;

¢ multi-disciplinary team working & learning and the impact leadership has on how
staff experience the culture. This was seen through using skills learnt to engage their
teams, inspire and support them, enable others to make decisions, celebrate
achievements, learn from each other and recognising this impacts on staff motivation,
morale and subsequently retention;

¢ amore explicit and specific sense of purpose through improving specific aims and
objectives of the practice, having a focused purpose in their project. This insight was
underpinned by the recognition that improving patient care is a powerful motivator and
change can be very positive on a small scale. Also, that quality was everyone’s
business and it was better to try and fail than never try at all.

The focus on collaborative working is a noted strong feature.

At the end of the programme, participants in both cohorts were required to present a
collaborative team project to commissioners to identify how the programme had enabled them
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1
2
3 466 to make planned improvements or innovations in their services. Examples of innovative
g 467  projects included:
6 468 o Developing a Triage Appointments Service (cohort 1)
; 469 o Telephone hub project (cohort 1)
9 470 e Social prescribing initiative for young mums, (Cohort 1)
10 471 e Physio support network in practice (cohort 1)
11 472 e Reducing Did Not Attend appointments (cohort 1)
12 473 e Community dermatology pathway (cohort 2)
12 474 e Identifying AF using alivecor in practice (cohort 2)
15 475 e Training and Peer Support Network for Primary Care Network Pharmacists in
16 476 Medway and Swale (cohort 2)
17 477 e A blood donor awareness project (cohort 2)
18

19 478  Participants reflective reviews of the impact on their patients and communities (Level 7 of the
20 479 leadership continuum Table Il) identified the following benefits:

o> 480  ‘Increased understanding of the patient journey — better care, improved service delivery,
23 481  more effective quality assurance’ (C1, P5)

;;' 482  ‘Patients continue to improve surgery — involving patients in design and transformation’. (C2,
483  P5)
26

27 484  ‘Modern up to date ideas and seeing the practice up there and doing it! The patients like to
28 485 say, “My practice do this”. (C1, P2)

30 486  Evidence of impact was seen as reductions in the number of patient complaints, and a greater
31 487  ability to demonstrate the results of improvements to patients.

33 488 The programme leads, identified that following completion of the programme a range of
34 489  impacts had been reported to them which had led to workplace promotions and funding of new

22 490  services as follows:

;73 491 e 2 GPs went on to take up a GP partnership following attending the programme.
39 492 o 1 Assistant Practice Manager was promoted to Practice Manager.

40 493 o 1 pharmacist as part of his project set up a community pharmacy peer support
41 494 network (funded project by the North Kent Training Hub).

fé 495 e 1 nurse became a lead practice nurse and Community Education Facilitator lead.
44 496 o 1 GP progressed a project for Dermatology provision across North Kent with a
45 497 primary care Dermatology Service (on hold due to COVID).

46 493 e 1 GP took on a leadership role at the local GP Federation.

j; 499 e 2 Practice Managers now have leadership positions in Primary Care Networks.
49 500

50 501 Question 3: What learning and development processes have been influential on the
51 502 leadership strategies used by participants in the workplace to demonstrate impact?

53 503 Analysis of daily evaluations completed during the programme combined with data from the
54 504 Claims, Concerns and Issues activity (Guba and Lincoln, 1989, Table 1 method 4), the
55 505 reflective review and final project presentation (Table I, methods 3-7) indicated that there
56 506  were a number of influential learning strategies contributing to the impact. This section of the
507 findings links data derived from perceptions of the participants that connect four influential
59 508  strategies to achieving impact.
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At the beginning of the programme, day 1 and 2 evaluation of learning across both cohorts
indicated a number of helpful learning strategies (Box VI).

<Insert Box V: Daily Evaluation Summary for Cohort 1 and 2 at beginning of the programme>

The approaches considered most helpful in the first sessions continued to be influential,
summarised here by participants in their daily evaluations as: “Peer consulting, reflecting and
learning how to do this”; “Undertaking MIRO assessment to understand who | am’;
“Discussion on claims, concerns and issues and how to structure meetings differently’;
“Unpicking enablers, attributes and consequences of leadership including vision and
transformational leadership to think about impact”; “Networking and learning with others
experiencing similar situations”; “Discussing organisational culture”; “Learning new tools and
approaches to obtain feedback”; “Being challenged by different ideas and understanding the
areas | need to change”.

Table Il leadership continuum 5 identifies participant summaries of impact. Overall one
participant identified that the learning strategies had helped to create “Happier empowered
staff = better patient experience = Better service”.(C2, P6)

Peer consulting sessions created a safe space for individuals to “deconstruct general
practice”, discuss a workplace issue and receive a multi-professional view of the problem. The
opportunity to take turns in facilitating these groups on the programme enabled them to gain
skills in using this tool back at their place of work. Creating reflective time away from the front
line and collaborative problem solving was a successful strategy for accelerating the future of
multi-professional working in primary care teams. Shared learning across professional groups
was highly valued, as well as helping to reduce the sense of isolation and working alone.
Participants reported this strategy helped them work on themselves as leaders, develop
others’ effectiveness, as well as tackling difficult conversations. This was complemented by
enabling participants to undertake a MIRO psychometric assessment designed to help
individuals gain more self-awareness and in turn, enable their teams to perform better and
feel happier. MiRO generates a report containing graphic information and general attributes
regarding each individual team member, some general attributes of the team as a whole, a
description of some of the possible conflicts or creative tensions within the team, and
information pertaining to communication style, decision making style, relationship building
style and dealing with change. Exploration of the interrelationships between workplace values,
culture and leadership also helped participants to reflect on their own workplace culture, how
to deal with challenging behaviours and situations, and how to offer high support and high
challenge, to improve feedback within teams and enhance team performance and underpin
quality improvements.

Secondly, participants identified that using quality improvement tools and skills in practice for
example, quality improvement huddles (NHS Improvement, 2019), and Claims, Concerns and
Issues (CCls) (Guba and Lincoln, 1989), were really helpful. CCls enabled them to structure
their team meetings more effectively and collaboratively action plan to solve workplace issues
in real time with a collective sense of responsibility.

Learning how to network, and present alongside colleagues from other practices experiencing
similar workplace issues was a powerful force for learning. Finally, learning how to learn about
personal impact using the leadership impact framework enabled participants to unpick the
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enablers, attributes and consequences of leadership, reflect on their own leadership style and
approach, their team and what they were trying to achieve.

In summary, there is evidence that the programme increases self-awareness about how
personal characteristics impact on participants’ leadership roles and how emotional
intelligence contributes to building effective relationships, communication and learning at both
an individual and collective level. These themes arising from knowing self are linked to how
participants are beginning to work as leaders in the contexts of their teams and practices,
using tools for change and the skills of peer consulting and networking required to support and
develop people.

Whilst taking time out of clinical practice was challenging the positive outcome of this activity
meant that some participants reported that their teams were more engaged as a result.
Indeed, one participant from cohort 2 in their reflective review (Level 5 Leadership Continuum)
reported that the ‘Practice would have fallen down if we hadn’t done this course and learned
Skills for staff engagement right up to project management’ (C2, P10).

Discussion

There are two key strengths of this work. The first is its innovative approach to leadership
development which focuses on the journey of transformation for individual practitioners in
order to develop person-centred, safe and effective workplace cultures. The continuum of
impact created with participants through analysis of the reflective review data offers insight
into the journey of transformation from recognising that ‘change starts with me” (C2, P9), to
the impact on the team and workplace culture so that change can be more effectively managed
together (Table lll). The enablers, attributes and consequences of participants’ leadership
journeys identified in the co-created leadership impact framework (Table Il), demonstrates that
participants have considered the impact of their development on self, their teams, patients and
wider service, and knew where they wanted to be. When these are viewed together it
represents a powerful illustration of leadership impact for the PCNs involved in the programme
at micro-, meso-, and macro-levels of the health care system.

The second is its approach to using the workplace as the main resource for learning,
developing and improving both the quality of team relationships and workplace culture, and
the impact on the services provided. In effect it has enabled participants to understand HOW
to DO bottom up change collectively as evidenced by the reflective review comment in Box V.

<insert Box VI Participant Response>

The programme has enabled participants to engage in collective leadership which embraces
collective capability and endeavour when acting and learning together to shape the culture
(NHS Improvement, 2019; Sharp, 2018; West et al., 2014). This is illustrated in Table Il where
the consequences of collective leadership are identified as effective high performing teams
with shared ownership, delivering on their aims and objectives and demonstrating an ongoing
commitment to productivity, innovation and adaptability (Manley et al., 2020; Cardiff et al.,
2020).

The use of practice development methodology combined with concepts of transformational
clinical leadership offers a positive pathway to enabling and growing self-awareness,
empowerment, teamwork, and shared values in the workplace (Manley et al., 2016). These
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were important consequences identified by participants at both individual and team level
(Table II) as well as in Levels 1-3 of the leadership impact continuum (Table Ill). Similar
findings are echoed by Akhtar et al., (2016) who report that clinical leadership embracing
transformational and other collective leadership approaches is a key enabler for developing
effective workplace cultures at the micro-systems level. Practice development provides a key
methodology for embedding ways of working that are collaborative, inclusive and participatory
and celebratory.

The peer consulting model was a powerful strategy that helped to facilitate the development
of authentic, caring and appreciative relationships amongst participants, as well as enabling
participants from different professional roles to see and appreciate the inner potential in others,
drawing on their skills and talents in order to solve practice issues collectively. This inclusive
collective, shared and distributive leadership helps not only to improve self-awareness and
confidence, but also to create healthy teams who actively learn, engage, reflect and adapt and
are committed to improving practice through creativity and innovation in the workplace (Manley
et al., 2016; NHS Improvement, 2019; Stodd, 2016; Akhtar et al., 2016; Prentice, 2015;
Sherman and Pross, 2010; Coleman, 2013; Karimi et al., 2017; Taylor ,2014; Schwartz et al.
2011; Dewar et al., 2017; Dewar and Cook, 2014; Kings Fund, 2011; NHS Improvement,
2019b; Royal College of Speech and Language Therapists, 2018; Manley and Titchen, 2016;
Manley et al., 2019b). This approach also helps to improve staff wellbeing, morale and
satisfaction as well as improving retention (Manley et al., 2019b) as evidenced by the
outcomes identified in Table Il. Opportunities to develop a shared understanding in teams
about what colleagues’ priorities, values, beliefs and interests are, helps individuals and the
wider team to get energy from each other, and navigate risks and harness the learning that
comes from disappointments as well as success (Manley et al., 2019b). This was evident in
the quality of the projects presented to the commissioners at the end of the programme and
in the reflective comments from participants from their collective learning experiences.

Whilst participants were challenged by the activity of co-creating a shared purpose framework
to measure leadership impact at the start of the programme, it facilitated collaboration,
inclusion and participation principles early on and enabled focus on shared values and ways
of working together, an essential part of developing effective workplace cultures in the
workplace. In addition to being used as a powerful self-assessment tool throughout the
programme, it also helped practitioners to think about the systems for learning, development,
research, innovation and evaluation that needed to be established in their own practices and
everyday activity. Attending to culture at the micro-systems level is central to developing
workplaces that are safe and effective (Manley et al., 2019a), that prioritise learning to support
quality, person centered relationships and the wellbeing of providers and recipients of care.
West et al’s. (2014, 2015) research into team effectiveness shows that strategies that enable
time away from the workplace to engage in reflexive activities is a key ingredient to enhancing
team effectiveness and performance.

This programme has the potential to be scaled nationally across the UK to support the
integration agendas of Integrated Care Services, to optimise the potential of PCNs to
collectively lead innovations in service integration and improvement. Attending to the
collective leadership skills of PCN teams as opposed to PCN leaders alone, could empower
whole teams to drive the speed of change to adapt to rapidly changing contexts and meet the
needs of local populations particularly dealing with as yet unknown issues such as the impact
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of Long- COVID on the health of communities. The programme easily lends itself to be
adapted to a digital learning platform that could be scaled nationally and internationally.
Longer term impact evaluation would be needed to demonstrate the wider system impacts for
PCN teams in the medium term.

Limitations

Firstly, the study methods focused on using practice development methodology and
experience-based co-design so that participants were using methods that would have direct
relevance and usefulness to improving their workplaces and team leadership. We would
recommend strengthening the longitudinal evaluation of the programme to determine how
sustainable the learning has been on PCN leaders and teams over time.

Secondly, the programme has been run with only two cohorts of PCN practitioners to date but
has the potential to be developed as an online programme with broader national and
international reach. The evaluation highlights that the programme could be strengthened
further by starting off with using the CCls at the beginning of participants’ leadership journey
and taking a more incremental approach to developing the leadership impact framework. In
addition, participants highlighted that it would be helpful to consider how some of the tools
introduced early on could be used earlier in participants’ own practice settings as well as with
the projects, including the development of key objectives against which improvement can be
measured. Participants initially wanted more traditional ‘chalk and talk’ lectures which made
it challenging at first, so guidance on the approach is recommended for the future to prepare
participants in advance of commencing the programme.

Conclusions

Primary care networks need to increase the engagement of GP practices and wider primary
care teams, and strengthen their leadership and management, to become firmly established
to meet the challenges ahead. Transforming the workforce to achieve the future challenges of
21st century health care is a key enabler for supporting systems integration. This requires in
itself a radical transformation in patterns of thinking and an approach that builds on collective
leadership to grow social capital in PCNs. Systems leadership skills will be vital if silos and
boundaries are to be dismantled (Manley and Jackson, 2020). The strong focus on values of
people-centered approaches, safety, and effectiveness means that working with values to
guide decision making will be a crucial skillset. Much more investment in facilitation skills is
needed to enable frontline teams to feel supported and empowered to contribute creatively to
the solutions required. Inter-professional learning, practice, and leadership, as well as
continuous professional development, are all pivotal to the delivery and evaluation of
sustainable transformation across the health economy to impact on future new models of care
with a foundation in person-centred values, relationships, and shared decision making.

This programme demonstrates that building positive team relationships as well as individual
and team leadership capacity and capability in a safe environment has enabled participants
to develop their individual and collective confidence as leaders of teams and services. It has
supported the development of participants’ self-awareness and emotional intelligence,
practising transformational leadership skills to engage and inspire their teams through
collaboration, inclusion and participation. Becoming facilitators and enablers of others’
effectiveness has helped participants to draw on their own workplaces as the main resource
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for learning, development and improvement in a collective effort to enhance the quality of
services provided. It offers great potential to support the development of other PCN teams
around the UK and more broadly internationally in place-based health care systems. There is
great interest in commissioning an expansion of the programme in a number of different
regions in England which provides scope for scaling the work to support the Integrated Care
System infrastructure to deliver the NHS Long Term Plan (2019) objectives for integrated
health and social care service delivery focused around localities to meet citizen and population
health needs.

The potential long-term benefits of the PCN Leadership programme are summarised in Figure
I. Implications for networks include:

The importance of taking a multidisciplinary approach to leadership development
across networks.

Using co-created approaches with staff and stakeholders to embed and sustain
change.

Strengthening the quality of learning cultures across all settings for all staff.
Increasing critical mass of skilled facilitators at every level of the system to enable the
workplace to be the main resource for learning, developing and improving

Ensuring that PCN leads have the skill set required for clinical systems leadership to
embrace a collective leadership approach and the transformational leadership
behaviours required.

Increasing leadership resilience and reducing burnout by moving away from more
hierarchical leadership styles.

Energising and inspiring allied health care professionals and younger General
Practitioners coming through the system to take on leadership roles.

<Insert Figure I: Potential Long-Term Benefits of the PCN leadership programme>
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1

2

2 Change Starts with Me: An impact evaluation of a multiprofessional leadership programme to support Primary Care Networks
s in the South East of England

6

7 Jackson C, Manley K, Vibhuti M

8

9

10 Box 1: Medway and Swale Multiprofessional PCN Leadership Programme Aims and Principles

n The programme aimed to develop the individual and collective leadership capacity and capability of PCN teams to transform services to meet local
12 population health needs and support development of Integrated Care Services across the South East of England. Teams were provided with a
13 combination of personal, professional and business learning opportunities, with an emphasis on the mind-sets and behaviours associated with leading high
14 performing multi-disciplinary teams, in general practice and within and across networks.

15

16 The principles of the programme were to:

17

18

19 e Build space for reflection, discussion with peers and senior leaders and practice.

;? e Making content, experiences and exercises as relevant to real work of leaders.

22 e Engaging different senses and emotions e.g. patient stories, video and hands on.

;i e Making sure the environment is receptive to the new skills and allows the practise of these skills.

25 e Recognise that leadership is a lifelong art like medicine, not a 5-day fix.

26

;é By the end of the programme delegates will be on the journey to:

29 . .

30 e Being a strong adaptive leader

31 e System thinkers

32

33 e Agile learners

34 e Self-aware

35

36 e Comfortable leading through uncertainty

37

38

39

40

41

42
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Box II:

Leadership in Health Services

Medway and Swale Multiprofessional PCN Leadership Programme main learning and development processes

Each of the 8 days was based away from the clinical practice setting and covered topics such as the future of primary care, 21t century leadership
trends, organisational development, emotional intelligence, quality improvement methodology, coaching and mentoring skills as well as technology
in healthcare and building resilience.

Co-creating a shared direction and common purpose through developing a leadership impact framework as a reflective assessment tool to map
their leadership journey and personal growth throughout the programme.

Self-assessment of leadership confidence, styles and personalities within team contexts e.g. Kouzes and Posner Transformational Leadership
Inventory (Kouzes and Posner, 2012); MiRO individual psychometric assessment (https://www.miro-assessment.com/) and Belbin team-based
assessments (https://www.belbin.com/about/belbin-team-roles/).

Using tools that can be used in the workplace to create a good culture and effective working e.g. Values Clarification (Warfield and Manley 1990);
Claims, concern and issues (Guba and Lincoln; 1989).

Learning how to facilitate change and collaboratively problem solve through ‘Peer Consulting’ sessions, which created a safe space for individuals
to discuss a workplace issue and receive a multi-professional view of the problem through action learning.

Pitching a collaborative project or idea designed with fellow participants, to clinical commissioners to demonstrate how their PCNs could provide
improved services to meet population need.

The opportunity to gain Masters level academic credits as an option should the participants wish to write up a reflective piece of their learnings.
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Box Ill: Assumptions underpinning the approach to impact evaluation

Using collaborative, inclusive and participative approach ‘with participants’ rather than ‘on them’ — drawing from the principles and values of
practice development (Hardy et al., 2021) and experience-based co-design methodology (Manley et al., 2008) is more likely to achieve
engagement and empowerment.

Supporting participants to co-create their own impact framework at the beginning of the programme, enables them to think deeply about and
engage with developing a shared understanding of leadership and what they set out to achieve.

Exposing participants to tools that could be used within their own practice settings will positively impact on their practice through focusing on
what matters to stakeholders.

Quality health care, defined as the triad of person-centred, safe and effective care, is dependent on effective workplace cultures and these
are achieved through quality leadership (Manley and Jackson 2020; Manley et al. 2019).

Improving workplace cultures is a proxy for longer term health and staff impact gains, such as improved indicators of health and wellbeing,

staff retention and system integration (Manley and Jackson 2020; Manley et al. 2019).
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Leadership in Health Services

Box IV: Levels of experience of measuring impact among participants - lllustration of themes and original data from analysis across four-
point Likert scale drawn from Cognitive mapping for Cohort 1, Statement 3: | know how to evaluate my impact as a leader on both the staff and
the service (n=14) . Numbers in bracket identifies anonymised participant identifier.

Page 26 of 43

++

NO EXPERIENCE OF MEASURING
IMPACT do not have any experience
of measuring impact.(P 1)

‘At present | am nervous to evaluate
my impact as a leader (P3)

‘I do hope to learn how to do
this.'(P4)

‘I understand how to evaluate but not
put into practice but plan to begin
taking the risks involved’ (P8)

‘NOT CONFIDENT IN MEASURING
IMPACT

As above’ (P2)

‘I am not confident in evaluating my impact.’
(P5)

Feedback and outcomes of change by
methods used.’(P7)

I DON’T HAVE PERSONAL PROCESSES &
SYSTEMS IN PLACE

‘I don’t have personal processes of systems
in place to evaluate my impact on both staff
and service.’(P6)

| HAVE SOME IDEAS

‘I have some ideas as to how this might work
but have not put any of it into practice.” (P11)

‘I only measure on how my perception is of
this.’(P12)

ACTIVELY ASK FOR FEEDBACK AND
MONITOR THIS

‘Ask for feedback, meet the staff and
patients, monitor progress with a project,
constant re-evaluation of what works or
not.” (P 13)

‘Quality outcomes (clinical)’ (P 5)

Staff feel valued, included, have voice and
able to influence change.’ (P 14)

HAVE THE FEEL BUT NOT THE
METRICS

‘I suppose so, but not the metrics — just the
‘feel’(P 13)

HAVE DONE THIS BEFORE
THROUGH APPRAISALS

‘Have done it before and had
feedback on it and my own
appraisals.’(P 11)
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Box V: Daily Evaluation Summary for Cohort 1 and 2 at beginning of the programme

13 DAY 1 & 2 analysis of daily evaluations
14 e Specifically learng about self and impact of self on others::
15 o Developing the facilitaiton skills, emotional intelligence, self awareness, listening skills and subseqgentluy more cobfidence as
16 a leader — the Peer consulting is assisting with this
17 o Working with own teams and developing their potential
18 o Understand the components of good team work — shared vision
o How to work with their own teams and draw on their diverse strengths
o How to structure meetings differently
o How to obtain feedback - learning new tools and approaches to obtain feedback and inform quality improvements
23 e Appreciating the contextual factors as well as personal factors that influence leadership impact
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Box VI: Participant Response (C=Cohort, P=Participant Number)

‘Within the last 7 months this course has enabled me to develop my skills. | have been able to use the emotional intelligence with my team, plan
on using peer consulting and the huddle to improve practice communication, problem solving, and empowering staff to solve some of their own
problems. In turn using some of the new techniques should improve staff satisfaction and hopefully improve retention.” (C1, P11)
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Table I: Impact Evaluation questions, data collection methods, analysis and triangulation outputs

individual
participants in their
leadership practice?
Q1)

What impact has the
programme had on
the workplace of the
general practices
involved from the
perspective of the
participant own
reflections? (Q2)

data from work groups about
leadership, its purpose, processes,
enablers and outcomes in session 1
by research facilitator.

a. Revisiting and revising this
framework based on group
collective self-assessment
at programme mid-point
and end point.

2. ldentification of individual hopes,
fears and expectations (cohort 1)
or top three leadership
opportunities, challenges,
successes and obstacles (cohort
2) at the beginning of the
programme.

3. Self-assessment:
a) cognitive mapping against
three statements and Likert scale:

e | feel | am effective in my role as
a leader, in that | make a
difference to both the staff | work
with and the service users

e | am able to demonstrate my
impact as a leader on both the
staff and the service users’
experience

e | know how to evaluate my
impact as a leader on both the
staff and the service
b) Kouzes and Posner leadership
inventory (2012)

structured around the attributes, enablers and
consequences of leadership to enable collective
conceptual understanding of leadership at the
beginning of the programme. Synthesised across both
cohorts by research team (See Table ii)

Refinements of understanding made at mid-point and
end point based on collective self-assessment of
learning (See Table ii italics)

Qualitative data collected at the beginning of the
programme and thematically analysed by participant
groups under each heading — hopes, fears and
expectations.

Qualitative and quantitative data collected at the
beginning of the programme through self-assessment
tools, analysed thematically and simple statistics

leadership skills, enablers,
consequences including
potential impact on self, team,
workplace.

(See Table ii)

Learning about self and
leadership role and the factors
that affect these

(See Table ii)

What matters to participants at
the beginning of their
leadership journey

Knowing self as a leader and
the areas for development

Question Methods/ timepoint Data Sets and analysis Impact Insights Triangulation of
multiple data
sources

What impact has the | 1. Values clarification (Warfield and Qualitative data analysed thematically by participants | Collaborative understanding Synthesised from

programme had on Manley, 1990) generated qualitative | and mapped to a concept analysis framework about what leadership is, all data sets:

1) Identification of
impact on
individual,
team, service

2) The Leadership
Impact Journey
(Table iii)

3) Identification of
the learning
and
development
strategies that
supported
leadership
journey
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What learning and
development
processes have
been influential on
the leadership
strategies used by
participants in the
workplace to
demonstrate
impact?(Q3)

Claims Concerns and Issues - a
stakeholder evaluation tool (Guba
and Lincoln, 1989) used mid
programme and end of programme
by research facilitator

Reflective Review tool (Johns,

2005) focuses on synthesising

learning, impact and processes by

individual participants based on

own reflective data sources and

undertaken at the end of the

programme. Includes:

e hopes at beginning of
programme

e learning themes over the
journey

e enablers and inhibitors to
learning

e consequences for self, team,
others

e projected learning themes

e statement for manager about
impact on culture

Review of project presentations,
PowerPoint and feedback notes at
the end of the programme to
commissioners

Daily written evaluation of each
study day completed by participants
to provide qualitative and
quantitative (Likert scale) data

Qualitative data thematically analysed by participant
groups at mid-point and end of the programme which
guided further actions around leadership journey

Qualitative data thematically analysed across each
cohort separately and then across both cohorts by
research facilitator

Documentary analysis to identify examples of impact
at each level -micro, meso, macro

Analysis of qualitative and quantitative data by
research team to identify themes and frequencies
from feedback about learning and development
strategies

What matters to participants
(celebrations and concerns)
and the questions they are
asking themselves on their
leadership journey

Perceived insights to own self-
awareness, learning and
impact on self, team,
workplace about leadership
and its impact

Impact on workplace, service,
PCN

Learning and development
strategies that work across the
programme
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Table II: A Continuum of leadership Impact across the leadership journey developed from data synthesis across all
methods, illustrated with data from reflective reviews (C= cohort, N= participant number)

LEVEL OF
CONTINUUM

PARTICIPANT INSIGHTS ARISING FROM REFLECTIVE REVIEWS

CHANGE
STARTS WITH
ME and
everyone can be
involved in
improving patient
care, quality and
service delivery

‘I am calmer and more resilient about tackling issues and trying new ways of working without being fearful of failure.” (C1, P8)

‘| recognise that quality is in everything we do. It isn’'t an added extra and patients’ feedback is an untapped resource to help us develop an
effective service’. (C2, P4)

‘The Leadership Masterclass has made me realise that change starts with me. It has widened my perspective about the use of networking and
its importance in striving to improve patient care and to improve one’s enthusiasm in service delivery in primary care.’ (C2, P9)

| HAVE
CHANGED MY
APPROACH to
improve practice

‘An understanding of different personality traits, peer review, making changes have changed my approach. In the workplace. | will aim to apply
and build on what | have learned to improve the practice.’” (C2, P3)

‘I have spent my time on this course having an enlightening of my capabilities. | can see that | should be an enabler in the workplace to enthuse
others to make the surgery adopt and be more fit for purpose in a positive way.’ (C1, P12)

1AM A
STRONGER,
MORE
EFFECTIVE
AND
INTERACTIVE
LEADER to
support, inspire
and engage staff

‘It has helped me lead my clinical team and improve their morale. It has made me a stronger, more effective and interactive leader. We have a
happier work place culture and are more dynamic. | also have a better work ethic and better time management.’ (C2, P4)

‘It helped to learn about how personalities differ and need to understand to ensure teams work more effectively and what is change, why needed
and how to drive it and bringing change in culture. ‘ (C2, P9)

‘By attending this course, | feel that | have grown in confidence and feel that | have the tools to inspire and motivate staff to continue to grow as a
team and to effect the changes we would like to bring to the surgery.’ (C1, P3)

& develop a ‘The course has taught me skills which | have been able to put into practice to engage staff in the vision of the practice.’ (C1, P11)

happier

workplace culture

| with team ‘Managing change effectively with transparency utilising new ideas and embedding them into and emerging culture from two practices that
members merged.’ (C1 P6)

MANAGE

CHANGE ‘Within the last 7 months this course has enabled me to develop my skills. | have been able to use the emotional intelligence with my team, plan
EFFECTIVELY on using peer consulting and the huddle to improve practice communication, problem solving, and empowering staff to solve some of their own

problems. In turn using some of the new techniques should improve staff satisfaction and hopefully improve retention.’ (C1, P11)
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using what | have
learnt

With team
members
ACHIEVE A
POSITIVE
CULTURE
through new
ways of working

‘Positive culture. Happy, stable team. Good communication between team members.’(C2, P3)
‘Happier empowered staff = better patient experience = Better service’. (C2, P6)

‘Reflective review in action with interactions with colleagues ‘ (C1, P8)

‘Implementing huddles to improve support and team work’ (C2, P9)

‘Streamlining workload CCls embedded in practices’ (C1 P7)

‘Collaborative practice effort solving demand on practice’ (C1, P12)

‘Can’t underestimate course for supporting service redesign’ (C1, P13)

‘Practice would have fallen down if we hadn’t done course and learned skills for staff engagement right up to project management ‘ (C2, P10)

INTRODUCING e Telephony platform for GP practice gained 5 year forward funding (C2, P 4)
'NNOVAT|°NS e Funding from CCG to support project plan successful outcome (C1, 12)
it:]\:?)tapgigvely e Using force field analysis tools - New economics foundation (C1, P10)
practice ¢ Clinical lead of CCG governing board looking forward to seeing more projects and funding applications (C2, P4)
e Projects clearly identify accurately issues in Medway so will help with solutions (C2, P12)
IMPACT ON ‘Increased understanding of the patient journey — better care, improved service delivery, more effective quality assurance’ (C1, P5)
(P:g-ll\-IIIII\EIITJLSI'/I'IES ‘Plans to initiate social prescribing scheme for benefit of patients suffering from social isolation. Benefiting primary care as well as wider

NHS’(C1, P8)
‘We are able to demonstrate our results — positive’ (C2, P9)

‘We have less complaints from patients. (C2, P4)

‘Patients continue to improve surgery — involving patients in design and transformation’. (C2, P5)

‘Modern up to date ideas and seeing the practice up there and doing it! The patients like to say, “My practice do this”. (C1, P2)
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Table Ill: Leadership Impact Framework based on participants understanding of leadership, its enablers and consequences at the beginning of the
programme and refined midpoint. Derived from values clarification and thematic analysis by participants (ltems in italics added mid programme

by participants)

ENABLING FACTORS
To support effective leadership

ATTRIBUTES
What would be happening in effective leadership?

CONSEQUENCES & OUTCOMES OF EFFECTIVE
LEADERSHIP

Individual enablers:

e Core values: courage, compassion,
support

e Core attributes: humour, self-belief

e No blame attitude & an ‘open door’

Individual Leadership Activities and Behaviours Observed or
Experienced

v Living core values and leading by example

v' Being brave, risk taking, persevering

v' Building relationships, trust and a positive environment
towards a shared purpose

Valuing staff team members

Building an open honest and transparent culture

Supporting, listening to staff & attending to wellbeing
Inspiring teams to work together, celebrating

AN NN

Individual Leadership Outcomes
e Become more self-aware
¢ Increased confidence as a leader
¢ Know how to inspire and motivate
e Using different tools to support leadership
role
Become a more effective leader
¢ Know how to develop an effective culture

Team/Practice Enablers
e Shared vision, explicit purpose &
values
e Multi-disciplinary diverse team:
- Understand others contributions
& own limitations
- Clear expectations & role clarity
- Valued, flexible staff open to
new ideas
- Tools and skills
- Recognition of key stakeholders
as patients, staff, regulators,
commissioners
- Agreed team objectives
- Patterns of thinking that enable
values to be embedded
Organisational/Systems Enablers
e Enabling organisational culture
e Good physical environment
e Resources and finance

Team/Practice Processes:
e Team/Practice work collaboratively and cohesively as an
engaged team:

v" towards a shared vision using joined-up thinking,
consistency and clarity
sharing best practice for quality care
embracing change, generating ideas, innovation and
being adaptable
communication, planning, explicit aims and objectives
Using internal and external engagement strategies for
feedback from all stakeholders

v
v

v
v

e Team functions in an inclusive, organised/efficient and non-

hierarchical manner with shared ownership and uses strengths
of team members

e Continued team growth and development through participation

in:
v' peer review & developing insights,
v' education,
v learning from each other and learning from mistakes
Experience of Patients, Visitors, Stakeholders
e Patients, Visitors, Stakeholders experience a culture of
positivity, that is empathetic, happy, calm and stable

Team/Practice Focused Outcomes
Staff:
e Empowered staff who can think for themselves
e Team is stable, happy and feels valued
o Staff experience good morale, growth and
success and good health,
e Workforce, retention, less complaints from staff
Team Outcomes: effective high performing team
- Shared ownership
- Delivers aims and objectives
- Demonstrates on-going productivity,
innovation and adaptability
Patient & Service Outcomes
e Good feedback from patients, patient
satisfaction, low level of complaints
¢ Quality, safe and effective clinical care
experienced
Improvement in the lives of others
Measurable outcomes: QOF, CQC, results,
reward, profit
e Positive CCG Feedback
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Table IV — Summary of Themes arising from Claims, Concerns and Issues Identified at the Midpoint and End of the Programme (N=
number of participant responses per theme)

Cohort Claims Concerns Issues
Mid-Point End of Programme Mid-Point End of Mid-Point End of
Programme Programme
Cohort 1 Using the full e Inspire and be a better | ¢  Making change e Bigger How do | stay fresh | ¢ Remembering
skillset of the MDT leader in practice and with limited time Picture, and maintain tools,
to improve education — reflecting & resources (8) keeping up momentum, continuing
teamwork (6) constantly (8) e Showing to date with learning and with learning
Learning form ¢ Developing staff (8) impact within changes progress? (8) and taking
others, e Huddles (4) changing context (8) How do | continue potential
understanding what | ¢  Being open, honest (6) e Staying to use the tools, opportunities
works when and listen, saying e Accessing and fresh and and continue (8)
managing change things in ways that using feedback maintaining learning and taking | ¢ Financial &
(8) can be heard (6) (6) momentum, potential Other
e Giving difficult learning opportunities? (6) Resources (6)
feedback using and Financial & Other
emotional intelligence progress Resources (4)
(5) (6)
e Understanding
personality - mine and
others (6)
e Wealth of learning on
leadership (9)
e Understanding
successful change
(10)
e How to network (8)
Cohort 2 Learning how to get e How to empower How is the
the best out of others (8) programme making
others (8) ¢ How to engage a difference? (6)
| can identify the others when Where does it fit in?
personality types of obstacles 4)
people in my team because team
(8) members not
wanting to
participate (8)
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1

2

3 Figure I: Potential Benefits of the PCN Leadership Programme for the wider health and social care system to deliver the NHS Long
4 Term Plan (2019) adapted from Malby, R. et al. (2020). Leading Primary Care Networks and Collaborations’.

Z https://www.Isbu.ac.uk/__data/assets/pdf_file/0011/139484/Learning-Primary-Care-Networks-and-Collabs-23.01.20.pdf

7

8

Building a
stronger
foundation for
relationships with
interdependent
service partners
across the health
and care system

Improved
collective
leadership
capacity and
capability to
enhance quality
of service
effectiveness

Ability to
influence and
shape the future
provision of
services at scale
across Integrated
Care Systems

PCN networks

PCN resilience
for sustainable
change across

the system to
reduce pressures

on front line
services e.g. A &

E in secondary

care

Building data and
evidence of
impact to support
case for systems
change within
and acoss
regions

supported to lead
improvements
and build
capacity and
workforce
capability

Enhanced
collaboration with
citizens in local
communities to
collaborate on
service
improvements to
benefit health
and wellbeing

Ability to scale,
inspire and
develop broader
PCN support
networks across
the country
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Change Starts With Me: An impact evaluation of a multiprofessional leadership
programme to support Primary Care Networks in the South East of England

Table of changes:

Reviewer 2 Comments

Changes

| would make a strong suggestion to
improve the presentation of the methods
and results to ensure that they are
transparent and evidenced in the
manuscript

Methods and results sections have been
revamped and include new tables and
figures that illustrate an auditable trail of
how methods led to specific results with
detail of where evidence has been drawn
from across cohorts

1. Originality: Does the paper contain new
and significant information adequate to
justify publication?: The paper is original
from what | can gleam, it aims to assess the
impact of a leadership programme in a PCN
(novel organisational structure). Therefore,
if the reporting was improved the work
would justify publication.

Narrow scope: The findings are limited to
one region in the UK, this limits the
international readership as there is no
discussion as to how the findings can help
explain other UK or international healthcare
systems.

A PCN is not a novel organisational
structure it is part of the UK government’s
restructure of services for the NHS Long
Term Plan (2019). There are now almost
1300 PCNs across the UK. All of the
background pertaining to their development
and relevance is now inserted in the
introduction and background Lines 36-180.

The full manuscript has been reworked to
provide fuller evidence of reporting the
findings and discussing the results.

Discussion about how it has implications
more broadly nationally and internationally
now included in Lines 626-635 and 669-
685.

2. Relationship to Literature: Does the
paper demonstrate an adequate
understanding of the relevant literature in
the field and cite an appropriate range of
literature sources? Is any significant work
ignored?: Some current literature is citied
but it is minimal. One systematic review it
referenced. The authors do state that
“There is very little published evidence of
initiatives aimed at improving PCN
collaboration and leadership currently in the
literature.” They do not provide evidence of
the statement.

However, the literature around leadership of
transformations is vast therefore | would
expect a brief discussion of the literature in
the healthcare domain.

There is no theoretical stance or leadership
theory cited. Why do the authors consider
leadership to be the factor that will
address the issues facing general
practice/primary care ?

The introduction and background provide

Study aim provided in Line 235-239.
Background to the rationale for developing
the programme and how it fits with both
more conventional leadership programmes
and approaches is now provided with an
emphasis on developing Primary Care
Network Teams in Lines 91-228. The
discussion highlights evidence related to
the importance of developing team cultures
of learning, development, innovation and
improvement and why collective leadership
is more effective in sustaining person
centered safe and effective transformation
across systems generally in the paper
based on the very latest research evidence
by Manley and Jackson (2020), Cardiff et al
(2020) and Smith et al (2020).

Our stance is made clearer in the
background and discussion sections of the
paper.
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no study aim. What is the study trying to
do? This needs to be clear.

The methodology is poor. There is no
evidence of an appropriate base of theory
or concepts. Design methods and analysis
are not well described.

The study design is not clear — what data
was collected and in what order.

The authors talk about philosophical
assumptions — but give no indication as to
what they are for this particular study
“qualitative and quantitative data in a single
study and provides a better understanding
of

research problems than either approach
alone.” This statement is very imprecise
and not cited

The authors state that “research leaders
from the England Centre for Practice
Development” undertook the impact
evaluation.

The authors also state “Impact is defined as
‘making a positive difference’ as a leader
individually and collectively, to one’s own
practice, general practice, team, patients,
their experience and health outcomes.” —
not citation is provided ad not
methodological description of the impact
methods are given

If this is an impact evaluation the methods
used to conduct this need to be
provided. The detail provided in box one
are not research methods — as suggested in
the text they are principles and
assumptions. What did the authors
actually do and measure ?

The description of the analysis is not
acceptable “Data from each method was

Study design has been strengthened by the
addition of Table 1 which describes the
methods used to address the impact
evaluation questions, the data sets
generated and how these were analysed
and how data has been triangulated.
Further evidence is provided in the text of
the relationship between these methods
and findings in lines 229-557.

The assumptions were specifically identified
in Box Il Assumptions underpinning the
approach to impact evaluation and provide
the theoretical underpinnings to the
approach taken. Further Table 1 clearly
illustrates the methods used.

Yes that is correct, Manley and Jackson
were then the Directors of the England
Centre for Practice Development and are
recognised leaders nationally and
internationally for research in systems
transformation.

Lines 245-265 have been added to provide
foundation for how impact has been
measured and what this means in the
context of the study complemented by
Table 1

Impact Defined by ESRC inserted and
linked to co-production -similar to Practice
development methodology stated in the
assumptions Box 3

Table 1 has been embellished to make
clearer the methods, timeframes, data
analysis and insights

The research methods have been made
clearer in the context of the learning and
development processes and referenced
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analysed” the reader does not know
what data was collected from which
method or how it was analysed

Table | — again does not provide a
description of the research methods
used or data collected. “Review” is
mentioned a lot, but what did this review
contain and how was it done

What method of triangulation did the
authors use ?

There is zero transparency in the analysis
which leads to questions of validity of the
findings.

more explicitly. To provide much more
detail would require a lot more words so we
are hoping this will suffice

This has been expanded a little drawing on
Pattons understanding of triangulation of
qualitative data.

The audit trail in relation to data presented
has been made much clearer across Tables
and by inclusion of additional data tables
and excerpts from participant transcripts
across the cohorts. These can now be
found in Lines 270-557 and by inclusion of
additional boxes and tables of evidence

4. Results: Are results presented clearly
and analysed appropriately? Do the
conclusions adequately tie together the
other elements of the paper?: No
introduction to the findings is presented.

The findings are presented by research
question. It is not clear why different
assessments were conducted in cohort 1
and 2. The findings are descriptive with
little evidence supporting statements
from participants.

It is not clear what is presented in table 2.
Is this raw or analysed data. There is no
line from what was collected to what is
presented.

Introduction to the findings is presented in
Lines 269-273 and generally the linkage
between data sets and findings is
summarised in more detail under each
impact question as a subheading

Supporting statements from participants are
now included in Lines 269-557. Excerpts
from participants are provided in the text
and by the addition of Table 3 and 4.

Table 2 is the co-created leadership impact
framework that participants developed as
part of their programme and used to assess
their own and team leadership journey’s
against. It summarises what leadership
means to them. It captures the enablers,
attributes and outcomes of effective PCN
team leadership at different levels of the
system for a range of beneficiaries. Further
elaboration of the enablers, attributes and
outcomes are now provided in the text to
illustrate key points in Lines 364-380.

Table 3 now clearly illustrates this.
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Some data is provided in Table 3. But the
authors do not indicate which cohort or
which participant each quote came from —
for example are these all GPs? Labels and
cohorts are needed for the 9 quotes.

The write up of question 3 findings provide
very little data (evidence) of what is
presented. It is all descriptive information
for example:

“quality improvement huddles (NHS
Improvement, 2019). and Claims, Concerns
and Issues (CCls) (Guba and Lincoln,
1989), were really helpful.”

“Learning how to network, and present
alongside colleagues from other practices
experiencing

similar workplace issues was a powerful
force for learning.”

Where is the evidence to support these
statements?

The authors conclude the findings by saying
there is strong evidence that the
programme increases self-awareness — this
is not true of the manuscript as it stands. |
expect they do have the evidence but they
have not presented in the manuscript in a
way that is convincing to the reader

Evidence is now provided in much more
detail in Lines 490-557 and integrated with
participant insights linked to Tables 3 and 4

Table 2,3, 4 provide evidence of impact of
the programme on individuals and their
teams and the findings section of the paper
illustrates this with excerpts from participant
feedback.

Implications for research, practice and/or
society: Does the paper identify clearly any
implications for research, practice and/or
society? Does the paper bridge the gap
between theory and practice? How can the
research be used in practice (economic and
commercial impact), in teaching, to
influence public policy, in research
(contributing to the body of

knowledge)? What is the impact upon
society (influencing public attitudes,
affecting quality of life)? Are these
implications consistent with the findings and
conclusions of the paper?: No implications
are provided. All the questions above need
to form the discussion — rather than a

With word allowance at premium we have
addressed implications for practice and
research in lines 559-635 and then in lines
671-685
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summary of the results and literature which
is currently provided.

if this is an impact evaluation it should be in
the title. The current title makes little sense
in comparison to what is presented int eh
core text. For example —what is an
integrated approach ?

The title of the paper has been amended

Abstract
Abstract needs to be re written for clarity

The study aim is not clear — please re-write
in the purpose sub heading not in the
methods. More detail is needed on the
methods and analysis — mixed methods is
too vague. There is reference to “the
programme’ with no indication as to what it
is — earlier referred to as a framework.

“learning and development processes
influential on leadership strategies used by
participants in the workplace to achieve
impact?” this is not a question

Please state what data was collected, using
what methods and how was it analysed.

The originality statement is weak, can you
summarise in the statement the actual
impact you evaluated.

The abstract has been revised to address
these points

The introduction and background text need
to be swapped in order. If is very difficult to
read the detail of the programme before
setting the scene — UK, GP, PCNs etc

‘The Programme’ is not named. Is this
purposeful ? The reader needs to know who
developed it, whether it is evidence-based,
and what the components are. The current
description is vague and more detail is
required — this could be a summary of ‘The
Programme’ provided in a text box. It is also
not clear what the aim of the programme
was — was it to develop self awareness?
Was it focused on the induvial as per the
title or the meso and macro as
suggested in the text

A break down of participants by cohort
needs to be clearer. This is only provided
for the GPs. It is not clear why the Hobbs
2016 reference is cited here (this text
should also be in the methods are part of
the description of participants)

The introduction and background have
been redeveloped based on the feedback
from all three reviewers

The programme title is identified in lines
177 and 182. A section has been added
that provides details of the programme
along with Box 1 and 2 that describe the
programme aims, principles and key
learning strategies and processes. The
programme focus has been made clearer

Lines 181-220 have been added to
describe the programme in more detail and
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Background

Please provide a citation for the sentence
“Each PCN is likely to have a GP as the
clinical lead who will be responsible for
strategic and clinical leadership to help
support change across primary and
community health services, as well as
overseeing service delivery.”

GMC's — expand

the details of the cohort participants./
Hobbs reference has been removed.

Developed further with supporting
references line 57 National Association of
Primary Care.

GMC reference removed and more focus
placed on Primary care instead.

The discussion starts with strengths. This
should be at the end of the discussion. Box
2 does not need to be in a box and
should be included in the text.

The authors should re-write the discussion
to briefly summarise what the study aimed
to do, why it was important and then follow
up with a summary of the findings in relation
to the literature.

There are hints to the leadership literature
in the discussion that should be included in
the background West et al. This would set
the context for the study which was lacking.

The authors describe “The use of practice
development methodology combined
with concepts of transformational
clinical leadership” what is this in relation
to this paper? Is the implication that this is
what was done in this study?

The discussion would be improved if the
detail of the programme had been
provided in the study. Parts of the
programme are discussed in the discussion
( eg peer consulting model) without any
previous mention of them in the text.

The discussion section of the paper has
been reworked to address these points.
Practice development draws on principles
of collaboration, inclusion and participation
of collective voices to provide opportunities
for everyone’s contributions to be heard
and valued. This is really central to work
that is transformational hence the concept
of transformational leadership is important
as summarised in Box Ill Assumptions
underpinning the approach to impact
evaluation.

Detail of the programme is now provided in
a designated section complemented by
content in Box 1 and 2.

No mention of peer consulting method prior
to discussion

322

Added to methods along with more
programme detail in lines 144-149, and
lines 430-448.
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Limitations — the limitations are restricted
mainly to the content of the programme.
What are the limitations of the research
methods and therefore the
consequences on the authors findings.

This is addressed Lines 636-652.

The findings are limited to one region in the | 39 Added to abstract (L27,28), Discussion
UK, this limits the international readership (626-635) and Conclusions (L671-685)
as there is no discussion as to how the sections.
findings can help explain other UK or
international healthcare systems.
The conclusion is generic and should be The conclusion has been reworked and
specific to the aims and finding of the developed further in lines 654-690.
work
A general proof read for typos is needed — We could not locate any having been peer
there are many errors and formatting reviewed by another 3 external colleagues
mistakes and submitted to spell checker
The introduction and background provide 131 Added study aim to introduction (line 131-
no study aim. What is the study trying to 136)
do? This needs to be clear.
Title — if this is an impact evaluation it Changed the title to reflect this
should be in the title. The current title
makes little sense in comparison to what is
presented in the core text. For example —
what is an integrated approach ?
The paper reads as an impact evaluation of
a leadership development programme
(which is not specified)
Reviewer 3 Comments Line Changes
Number
| felt that the description of PCNs, what they | 45- 55 | Text re-ordered to address this point, A lot
are, all the info in the background about their more detail on the background to PCN
value to the system should come at the development,their relationship to Integrated
beginning of the paper after the first Care Systems and the challenges they face
sentence, as context. | personally believe are now provided in the introduction (L42-78
PCNs are one of the highlights of the NHS ) and in the Background section (L91-176)
because of how they work to address health
and social problems in the community, and
this should be emphasised.
How were the cohorts selected and did they | 125-162 | Programme details, recruitment, selection
volunteer? Who funded the program? and details of funders has been created in
Lines 181-228
| believe the literature review emphasising | 63-124 | The literature review is provided in the

the leadership (and perhaps the kind of
leadership) that adds value to PCN should
be a standalone paragraph. Falling out of the
literature review and context should be how
the program was intended to fill the gaps. A
literature review is strictly speaking part of
the methodology and would help explain
your program content.

Background to the paper L91-176 and has
been further developed to reflect the value of
PCNs and current challenges.

A section has been added (line 177-180) to
explain how the programme was designed to
address the gap in evidence for this type of
programme.
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What does the Hobbs et al, 2016 reference
refer to on line 38 when describing the
cohorts refer to? The description of what the
program did, how it was received, how it
worked and how it was evaluated by the
participants - much of this is already there.
But it could be described in more detail.

309

Hobbs reference removed. We have
provided more description of the
programme in a dedicated section lines
181-228

The Results should be the perceived
strengths it was perceived to bring to the
participants and also the network itself. It
could be tied back to the literature.

206-461

We have linked the results and discussion
section so that the benefits and impact of the
programme is made clearer in the Results
and Discussion sections Lines 269-635.

Additional tables have been added to show
an auditable trail of evidence of impact for
participants.

Finally — just perhaps a word or two about
the relevance of the program for other
networks in terms of the strengths the
program brings for dealing with a rapidly
changing environment.

39

Lines 626-635 and 669-685 have been
inserted to address this point
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