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Leading and Facilitating Assignment - 4000 words.
Review and critique current trends in leadership and facilitation and within the context of your speciality evaluate how you have led and facilitated a staff member.


The key aim of this assignment is to review and critique current leadership trends, facilitation and evaluate how I have lead and facilitated another staff member within my workplace which is within the anaesthetic department in a large theatres department.
According to Sherring (2012) effective leadership is imperative to the delivery of quality care within health services globally particularly in the current economic climate. With spiralling costs in health care, the need for effective leadership (Curtis et al, 2011) has never been greater (Sherring, 2012).  As nurses represent the largest discipline within the health service, it has been emphasised that effective nursing leadership is imperative (Curtis et al, 2011) in order to underpin efficiency and ensure safety in daily clinical practice (Barr and Dowding, 2008). 
With the need to improve leadership there has been various documents published over the years on the importance of leadership within the health service (Sherring, 2012), for example: the 'NHS plan (Department of Health. 2000) (DOH), Making a Difference and the NHS Leadership Qualities Framework (Sherring, 2012) to mention but a few.  All of which are identifying the importance and need for effect leadership.  However the drive for effective leadership only arose in light of the global economy, national debt crisis (Sherring, 2012) and failings within healthcare in recent times, for example: the Francis Report.  The development of effective leadership is aimed at all employees within the health service  regardless of their role or profession (NHS Modernisation Agency, 2005). 
Leadership has many definitions and there no one exact definition (Sherring, 2012), however according to Bennis and Nanus (1997) cited in (Sherring, 2012) leaders are individuals who do the right thing whereas managers are people who do things right.  Leadership was also defined by Northouse (2007) as a process where an individual influences a group to achieve the same goal, using leadership, skills and knowledge.  It is also essential to understand that there are many managers with formal responsibility but with limited leadership ability and many effective leaders who do not have a formal title (Manion, 2014).    
It is evident from the literature that leadership has been studied from many disciplines and according to Cummings et al (2010) there are four main elements that are fundamental to the definitions of leadership which are: leadership is a process, entails influence, occurs within a group setting or context and involves achieving goals that reflect a universal vision.  Hamstra et al (2014) state in order for leadership to occur, there must be followers as leadership is a combined process (Hamstra et al, 2014).  
Rushmer et al (2004) postulate that what was considered effective leadership behaviour is now viewed as being insufficient with regard to meeting staff needs in times of rapid change.  In order to stay ahead of the chances that are occurring, staff learning and knowledge are seen as essential components and leaders should ensure to create an environment that encourages and facilitates learning (Rushmer, 2004).  Strong and visionary leadership together with empowering and involving staff and an adequate learning environment is imperative for an organisation to become an effective learning environment (Rushmer, 2004).  To achieve such an environment leaders should be expert thinkers who are prepared to undertake a critical self evaluation, whilst have the ability to spot and release the potential of others (Rushmer, 2004).
 Effective leadership has been noted to facilitate the formation of positive relationships with increased patient safety outcomes, healthy work environments, job satisfaction and positive outcomes for patients and healthcare providers (Cummings et al, 2005).  According to Pollard et al, (2005) there is a need for cooperation between various health and social care professions.  Interprofessional collaboration is essential for the development of health and social care in order facilitate multidisciplinary team interaction (Pollard et al, 2005) and continuity of care . These statements were made and emphasized in light of highly publicized failures in the healthcare system were interprofessional communication was said to be suboptimal and where there was organisational weakness (Laming, 2003).   
Publication of the Francis Report (2013) highlighting scandalous failures of care in a Mid Staffordshire hospital identified workplace culture along with the absence of quality leadership in general and also weak leadership of nurses as core issues contributing to the poor quality of care (Ellis and Abbott, 2014, Rosser, 2014).  Revelations from this report have brought nursing and its leadership under much scrutiny with calls for changes within this profession (DOH, 2012).  Historically nurses were over managed and poorly led (Doody and Doody, 2012) and where most often subservient to the doctor's orders.    However in present times with nursing practice continually evolving there are many challenges and opportunities for nurses.  According to Doody and Doody (2012) effective nursing leadership is a key component in the delivery of quality healthcare.  
With the need to strengthen nursing leadership many leadership programmes together with the development of specialist nursing roles has evolved (Pollard et al, 2005), all requiring postgraduate qualifications (Higgins, 2003).  The development of such roles and advances have been welcomed and embraced by the NHS, with the organisation aiming to foster the development of leadership in all its employees  (Sherring, 2012).  Furthermore Kear (2013) states that the Institute of Medicine has called for lifelong learning for nurses in order to be able to meet the complex health needs of patients, for example the development of anaesthetic nurse specialist roles have effectively replaced junior medical staff in pre operative assessment clinics. 
Fundamentally leadership is about influencing, persuading and guiding followers (Rushmer et al, 2004).  And traditionally  leaders were thought by many to be born. Which to some extent this may be true as a study by Arvery et al (2006) concluded that genetic influences predispose certain people to display leadership qualities that steer them into leadership roles (Arvery et al, 2006).  However Arvery et al (2006) also found that a nurturing environment can assist those who are not born leaders to become leaders when exposed to environmental factors that encourage them (Arvery et al, 2006).  Research by Casida and Parker (2011) concurs that leadership can and should be taught.
The main theories of leadership according to Faugier and Woolnough (2002) are behavioural, trait and situational leadership.  Behavioural theory is concerned with how a leader acts/behaves.  The following four styles of leadership are associated with  behavioural leadership: 1). autocratic - an authoritarian approach were the leader allows no participation in the decision making process about the end goal. 2) Bureaucratic leadership is when the leader is stringent to rules, policies, regulations and procedures. 3) Participative/democratic leadership is when a leader involves the team members in the decision making process. 4) laissez - faire leadership refers to a leader who sets goals however does not outline how and what way they should be achieved (Faugier and Woolnough, 2002).  Nevertheless Fiedler (1967 Archived)  remarked that one style of leadership cannot be used in every situation  and that effective leaders will employ different styles of leadership to successfully manage a given situation.  The style of leadership employed within healthcare settings is clearly a crucial component for effecting positive outcomes (Casida and Parker, 2011).
Currently with much emphasis being on improving and developing quality care and practice environments, current literature depicts that leaders are focusing on transformational, transactional and emotional intelligence leadership styles (Cummings et al, 2010) in an effort to improve healthcare for all.  
Transformational leadership is a style of leadership the centres on forming therapeutic relationships that are built on trust, understanding and knowledge between the leader and followers as relationships are seen to be the basis for effecting positive changes and outcomes (Hamstra et al, 2014).  It is viewed as the most effective style of leadership as it involves a process that motivates followers, through setting high expectations with future vision whilst allowing the follower the freedom and autonomy to attain the goal whilst managing their own behaviour (Hamstra et al, 2014).  
Transformational leaders insist on evidence based practice and challenge the attitude of 'how it was always done' (Chambers and Tyrer, 2003).  According to Doody and Doody (2012) transformational leaders  are charismatic and use behavioural strategies and are persuasive at motivating others whilst they also possess deep set internal values and ideas.  In the specialist area of anaesthetics maintaining patient safety has always been a critical element of anaesthetic practice (Cassidy et al, 2011) and there are many potentially high risk situations that need to be thoroughly assessed in order to plan effectively and maximise safety.  Therefore having deep set internal values and ideas are essential in order to follow policies, procedures and guidelines that aim for the best evidenced based outcome whilst motivate and influence followers.
Transactional leadership on the other hand is concerned with effective use of resources with strict adherence to policies and procedures (Chambers and Tyrer, 2003).  This style of  leadership focuses on specific tasks with a short term vision whereas transformational leadership views the end goal and has a long term vision (Hamstra et al, 2014).  Transactional leaders behave in a way that demands follower compliance, they monitor followers performance and correct their errors in an effort to reach and maintain a minimal standard (Hamstra et al, 2014).  
With specific regard to my practice and leadership, through feedback from my colleagues I have been told that I am very organised, capable and approachable.  In my role as an anaesthetic nurse I feel that I have lead other staff members mostly in the style of transformational leadership however sometimes it is necessary to employ another style of leadership which depends on the situation.  Nevertheless I have enabled various nurses to learn how to assist the anaesthetist in specific roles/procedures: for example: setting up and organising the anaesthetic room and equipment for a general/regional anaesthetic.  Manion (2014) argues that leadership is the capability to enhance another person's ability to act in a way that benefits a situation and influences them in a certain way.  Many new staff nurses come to theatre and I firstly orientated them to the department.  I explain and show them where they will find essential equipment and stock.  Manion (2014) concurs that orientating a new peer or accepting the responsibility to provide training, you are acting as a leader.  
Within the specialist area of anaesthetics I then demonstrated how to prepare the monitoring equipment and have it attached to the anaesthetic machine ready to attach to the patient when needed.  I then discussed the other essential equipment that is need and how to prepare it and why.  As evidence based practice is essential I explained the need for this equipment.  Giving, directing and assisting colleagues is considered as leadership, according to Manion (2014) your words and thoughts can influence others be it in a one - to - one situation or group setting.
When the nurse has observed me checking the patient in and carrying out all the checks and assisting the anaesthetist I then supported them in taking the lead in preparing  for the next patient and assisting the anaesthetist.  Through constructive feedback I encouraged them when they do well and support them when needed, until such times they are confident and competent to work without supervision.  Good leaders are said to be emotionally intelligent which involves having self awareness, self management, social awareness and social skill (Chambers and Tyrer, 2003).  This requires the leader to have excellent interpersonal and communication skills (Saha and Beach, 2011).  Chambers and Tyrer (2003) postulate that emotional intelligence develops with experience but can be developed with training and coaching in order to sharpen listening, recognition and feedback skills. 
Sherring (2012) argue that most effective leaders will change between  leadership styles depending on the situation they find themselves in as no one style of leadership is able meet the needs of every situation.    Doody and Doody (2012) argue that effective leaders must be confident and communicate the goal/s to which they aspire, for example: in an emergency situation - it is essential to be clear and concise when the leader may acquire an autocratic approach whilst their normal everyday style is transformational. 
A large study carried out by Alimo-Metcalfe and Alban-Metcalfe (2005) into leadership among 3500 managers and professionals employed by the NHS or  local government, found the following competencies were fundamental to effective leadership: valuing others, networking (communicating and achieving), enabling (empowers, develops potential and delegates effectively), acting with integrity (being consistent and honest), approachable (being available and in touch) and being decisive - having the ability to take risks (Alimo-Metcalfe and Alban-Metcalfe, 2005).  
The role of a good leader isn't just to inspire and aspire through leadership, but also to facilitate learning.  Dougherty et al (2010) argue that facilitation is seen as the method of bridging the gap between theory and practice.  It is an essential component to facilitate change via the implementation of evidence based practice (Dougherty et al 2010).  It is a way of providing support to individuals and groups hence enabling them to progress, develop and implement evidence into practice (Dougherty et al, 2010) and continuously engage in lifelong learning (Gopee, 2005).  For continuous development of staff it is imperative as a facilitator to clarify expectations, give constructive feedback, and offer suggestions to attain future goals (Hancock, 2014).
In assisting adults to learn it is important to acknowledge that they will have existing experiences and learning styles therefore it is imperative to facilitate and not dictate (Warren, 2010).  Facilitating effectively can be challenging in busy clinical settings, however such settings can offer valuable learning opportunities (Warren, 2010).  To maximise learning in busy clinical settings it is paramount that as a leader you possess practical knowledge, skill and expertise for such a setting to become a favourable learning opportunity through the provision of support, time management and empowerment (Warren, 2010).  Titchen (2003) talks about 'critical companionship ' when discussing facilitation and learning of nurses in a work situation, she postulates that nurse facilitators use a combination of high challenge with high support enabling a critical discussion and identification of learning needs.  This is also referred to as 'professional craft knowledge', which is knowledge acquired through professional influence and critical review of practice.
For facilitation of learning to take place mutual respect (Moriarty et al, 2007) is essential between the leader and follower.  Like transformational leadership, facilitation fundamentally requires the formation of a therapeutic relationship (Stetler et al, 2006) and working together.  Kitson et al (1998) argue that characteristics of successful facilitation requires respect, empathy, genuineness and credibility.  Brookfield (1986) also found that voluntary participation, mutual respect, collaboration, praxis, critical reflection and self direction are central to effective facilitation.  Such characteristics and a therapeutic relationship will enable the formation of plans to facilitate identified learning needs.  In order to facilitate effectively, a key role of the leader/facilitator is to provide support, co ordinate educational support and resource needs (Moriarity et al, 2007).  All of which requires excellent communication skills and flexibility to enable and enhance relationship building. 
Collaborating multiprofessionally, crossing disciplinary boundaries (Sipila. 2008) and teaming up with experts outside the learning environment is considered part of the facilitators role.  Harvey et al, (2002) identify internal and external facilitators and accentuate the difference between the two.  Internal facilitators are those who are part of the team where facilitation is taking place whereas external facilitators are those outside the area where change is being implemented (Harvey et al, 2002).  Co ordination of external facilitators is a key role of internal facilitators, for example: when meeting the needs of a follower by organising a learning session with someone outside the work area.   
Although the theory of facilitation is still developing, the literature portrays that it is strongly linked to influencing changes in practice and quality improvement (Dougherty et al, 2010).  Both effective leadership and facilitation skills are a necessity of an anaesthetic nurse specialist as the nature of this challenging role requires the practitioner to lead and motivate (Fynes et al, 2014), organise and manage.  This is due to advances in technology together with the use of various forms of anaesthesia (Minassian, 2001) plus the development and expansion of the anaesthetic nurse specialists role.  An example of the development of the anaesthetic nurse specialists role is the development of pre operative assessment clinics, with many now being operational throughout health services (Lockey and Hassan, 2009) regionally, nationally and internationally (Minassian, 2001).  
How I have facilitated staff members to learn is by firstly empowering them by orientating them to the department and where to find resources they will need daily.  I work closely and support them via communication and practical support in demonstrating how to complete tasks.  I help them by identifying learning needs and plan learning opportunities in order to address learning needs.  Heron (1989) developed a six category intervention analysis which are: prescriptive, informative, confronting, cathartic, catalytic, and supportive (Sloan, 2001).  According to Herons category interventions, I have facilitated leaning by being prescriptive - telling what could or should be done.  Also by being informative as I instruct in some way and to further facilitate their learning I confront them with supported learning opportunities such as assisting the anaesthetist once they have been shown how.  As mentioned earlier this way of supporting according to Titchen (2003) is referred to as using high challenge high support which is the best model to facilitate and develop practioners.
How I meet their learning needs is by firstly assessing the level of their need. For example: are they at the beginners stage or advanced beginners stage according to Benner's stages of clinical competencies tool, a tool used to identify nurses competence in clinical practice (Benner, 1984).  I then discuss with them how we should meet their learning need, this may be through demonstration or an educational session.  If it is something that can be facilitated at the time, then I would go through it with them until they feel comfortable and confident.  The purpose of facilitation is supporting others to change their practice (Harvey et al, 2002) through providing unconditional positive regard (Wilkins, 2000). However if it is a need that requires additional support then I would discuss the identified learning need with my senior leader and plan a training/educational session for our next audit day.  According to Heron's (1989) categories of interventions, I am being supportive as I am supporting and/or validating in some way whilst at the same time I am skilled in knowing when to intervene ( Haith-Cooper, 2000).
As the health service is in a period of transition (Rushmer et al, 2004)  it is paramount for leaders to understand culture and its context within the health service in order to successfully lead and facilitate learning through the uncertain times we are in.  Culture exists at macro, meso and micro levels, within healthcare these levels can be considered as macro representing the health service globally, meso referring to national culture and micro being concerned with organisational culture.   The interplay between the levels are affected by structural and dynamic characteristics (Erez and Gati, 2004).  Subcultures exist within most organisations and reflect shared obstacles, goals and experiences between employees (Schein, 1985).  These are most often different from the cultural norms held at the meso and macro level.

Having a sound understanding of an organisations culture is necessary for the successful implementation of change and adaption within that organisation (Scammon et al, 2014).  Organisational culture refers to 'how things are done' (Carney, 2011) be it good practice or poor.  It also refers to the values and beliefs held by members within an organisation (Scammon et al, 2014).    According to the NHS Academy (2013) a leaders behaviour has a direct impact on the culture of a workplace which has a knock on effect on patient care.  Personal traits has been found to impact and influence the actions of leaders and therefore their style of leadership (Zhang et al, 2009).  Manley (2000) concurs that leadership is a fundamental factor in effecting cultural change.

Because of changes brought about by health care reform (Hancock, 2014) strong leaders are required to ensure that workplace culture is both patient centred and focused on leading and facilitating (Hancock, 2014) the learning and development of followers.  Where reform is needed, strong leadership is required in order to alter ways of doing things by providing strong guidance and direction (Rushmer, 2004).  Leaders who model positive behaviour are signalling to followers that they should adopt positive behaviours which lead to a supportive learning culture (Hancock, 2014) where everyone's potential is nurtured.  Quite often structural change is required within an organisation to enable time to be set aside for staff development, for example: clinical supervision.  Rushmer et al (2004) postulate that leaders need to redesign structures and processes to make space, place and times for learning to become physically possible.  

The anaesthetic department where I am employed is managed by those with a formal title and who are responsible for sanctioning most of the changes that take place.  It is a culture that welcomes change and improvement and this is passed down to departmental level where subcultures are nearly unanimously shared.  The shared views between staff in the department where I work is mostly positive however there are certain obstacles such as staff attitude that momentarily hinder ones view to aspire for the better of self, the department and the patients.  The structure and context of the setting is very organised, patient centred and focused on providing the best care possible with safety foremost in consideration.  The leadership styles are mixed between those in formal positions in the management hierarchy and those who are on the floor leading nursing teams.  Time is set aside for clinical supervision and staff training of identified needs.  The culture of the setting is focused on maximum safety and leading and facilitating staff learning and change in line with evidence based practice.  However there is always room for improvement in order to stay at the forefront of evidence based practice and continually provide patient centred care.   

In conclusion to effectively lead and facilitate learning in the specialist area of anaesthetics, it requires the anaesthetic nurse specialist to possess strong interpersonal and communication skills whilst have the ability to positively influence and direct followers in order to achieve the desired outcome.  For this to occur the leader must positively engage with the follower, therefore the formation of a positive relationship is imperative at the outset (Hamstra et al, 2014).  Considering the challenging role of the anaesthetic nurse specialist it is paramount for me to possess both effective leadership and facilitation skills as the nature of this role requires the anaesthetic nurse to lead and facilitate (Fynes et al, 2014), organise and manage.  As a leader you must remember that adult learners will have existing experiences and learning styles therefore it is imperative to facilitate and not dictate (Warren, 2010).  Facilitating learning is paramount in order to develop the potential spotted in followers whilst pave the way for implementing evidenced based practice (Warren, 2010).  Facilitating effectively can be challenging in busy clinical settings, however such settings can offer valuable learning opportunities (Warren, 2010).  This requires you as a  leader to possess practical knowledge, skill and expertise for such a setting to become a favourable learning opportunity (Warren, 2010).  An organisations culture is strongly linked with its leadership.  Weak leadership has proven to be detrimental to both the organisation and its patients and has shown to have devastating consequences regarding safety.  Strong leadership is required to challenging and change poor practice (Rushmer, 2004).  Historically nursing leadership was said to be weak however with much emphases aiming on improving many nurse specialist roles have been developed (Pollard et al, 2005)).  Leadership styles have been well explored and documented within the literature.  Transformational leadership appears to be superior to the other styles mentioned, however it is noted that no one style of leadership can be applied to each and every situation (Fiedler, 1967 archived).  Skilled leaders will use various styles of leadership depending on the given situation (Sherring, 2012).  Furthermore it was thought that leaders were born however with encouragement, training and further education leadership can and should be taught (Casida and Parker, 2011).  
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