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Introduction
This chapter explores leading for culture change in frontline teams, through five first-person narrative accounts of clinical leaders from diverse disciplines and service contexts, who found themselves confronted by cultural dysfunction and service ineffectiveness. Their journeys, from fractured to flourishing teams, are unified by transformative clinical leadership as a key enabler of culture change, integrating values into ways of working that deliver person-centred care, resulting in human flourishing (Manley et al. 2011; Manley and Jackson 2019). Not all were appointed to managerial roles. Irrespective of role or discipline, all encountered the challenge of influencing others to move individuals and teams toward more positive and effective workplaces, through ‘ground up’, rather than ‘top down’ change. All grappled with their function and agency as leaders, whilst drawing on processes and resources to support the work of leading change. Reflecting on what worked and why offers insight to empower other clinical leaders on their own journeys of culture change.
Background
Clinical leaders contributing to this chapter represent nursing, allied health, medicine and biomedical science, emphasising the notion that clinical leadership promoting culture change is an interdisciplinary concern. Traditionally, healthcare organisations have been characterised by discipline silos and hierarchical relationships, impeding development of positive and effective service culture (van Rossum et al. 2016; Laloo et al. 2019). The narratives here reflect the role of clinical leaders reimagining workplace relationships and power differentials, contributing to counter-cultural change and delivering empowered workforces.
An important question is: what are the features of effective clinical leadership that facilitate culture change? In response, it is helpful to consider several leadership models, providing a frame of reference for the narratives.
Transformational leadership is characterised by ability to motivate others through appealing to shared values and inspiring teams to place the greater good above personal self-interest. Transformational leadership contrasts with traditional compliance-based cultures, instead inspiring curiosity, innovation, learning and sharing of ideas (Weberg 2010; Doody and Doody 2012; Hewitt-Taylor 2015). It supports improved workplace engagement, increased staff satisfaction and reduced burnout (Nielsen et al. 2008; Weberg 2010).
Adaptive and complexity leadership models acknowledge uncertainty and flux as ubiquitous in contemporary systems, generating anxiety and resistance to change (Heifetz et.al. 2009; Porter-O’Grady 2020). This is highly relevant to stressful clinical environments. To successfully lead culture change, clinical leaders will manage complexity through adaptive challenges where technical application of existing knowledge, skills and processes is insufficient to support frontline teams to tolerate uncertainty, question beliefs and habits, and experiment with new ways of working (Heifetz et.al. 2009). Authentic leadership is characterised by self-awareness, balanced processing, moral self-identity and relational transparency (Hewitt-Taylor 2015). Authentic leaders demonstrate consistency between values and behaviours. Rather than building through personal charisma, authentic leaders build enduring relationships, demonstrating commitment to purpose, meaning and hard work (Harter 2002; Luthans and Avolio 2003; Cooper et al. 2005; Diddams and Chang 2012).
Relevant to the relational component of leadership emerging from these models, is the concept of psychological safety, in which the workplace is seen as safe for interpersonal risk taking (Edmondson and Lei 2014; Edmondson 2019). Psychological safety supports ‘bottom up’ transformation, where team members are safe to contribute, ask for help and admit failures without fear of punitive responses (Edmondson 2019, pp. 3-24). In achieving culture change, clinical leaders manage complex relationships, modelling vulnerability and promoting psychological safety, collaborating with others to move towards shared purpose for common good. Davidson (2020, p. 101) expresses this, observing that ‘leadership then, is not command and control; not tools and techniques; it is at its core noticing and co-creating meaning about how we are working together and talking about what matters to us.’
The following five narratives reflect aspects of the leadership models acknowledged above. In each case, the clinical leader utilised a framework, resources and practices, consistent with Practice Development, enabling them to adaptively deliver sustainable transformation in real-world environments (Akhtar et al. 2016).
The Case Studies
Case Study 1: Stepping up to unexpected expansion – A hospital medical ward
Sometimes life throws unexpected ‘curve balls’ that turn out as opportunities for growth. In 2012, I was managing an 18-bedded trauma ward. I was also part way through the Clinical Leadership Programme (CLP) run by our NHS Trust. Preparing to leave work one Friday afternoon, I received a call from my service director informing me that when I returned on Monday, I would additionally be leading the adjacent 25-bedded medical ward. This was a critical point in my leadership journey.
The previous manager had been removed from their role with immediate effect. Several staff had been issued conduct warnings. Staff were bewildered and anxious. The combined service instantaneously became 43 inpatient beds across two clinical areas. I felt overwhelmed and did not know where to begin. It was evident that the ‘inherited’ ward was characterised by entrenched dysfunction. Some staff were complicit in perpetuating toxic culture. One of my first concerns was for staff from my original ward and how change would impact them. I was also concerned about delivering safe and effective care to our patients.
As a developing clinical leader, I drew on multiple resources and relationships to support my steep learning curve. The CLP provided access to action learning sessions with colleagues, where I was able to debrief and gain support working through the many adaptive challenges I faced. The CLP facilitated a 360 leadership assessment, helping me develop insight regarding my leadership style, identifying strengths and vulnerabilities. Whilst both encouraging and confronting, this feedback informed my development. Reflecting on the question ‘What does it feel like to be on the end of me?’ became an important part of my leadership journey.
The first two years following the amalgamation were the most challenging. Holding closely to core values of integrity, honesty, being person-centred towards patients and staff and being committed to making a positive difference, kept me grounded. I progressively developed a greater sense of clarity around my role and was able to articulate direction for the ward. A shared vision for the new, combined ward emerged as I grew into my role and developed relationships across the service.
A number of staff left the service completely. Whilst this was difficult in the short term, I recognised this was part of their journey of change and an opportunity for us to shape our growth. I was able to lead the recruitment of new staff, embedding values that were important to our developing team.
I first encountered claims, concerns and issues (CCIs) as a strategy in the CLP, reflecting a PD approach (Akhtar et al. 2016). CCIs is a collaborative meeting between stakeholders, supporting solution-focused, shared decision making. Conversation is facilitated around claims, which are positive statements a participant makes about a subject; concerns, which are negative statements regarding the same subject; and an issue, which is a question drawing insight from both claim and concern, providing a way forward (McCormack and Manley 2004) (See chapter 5 for further information on CCIs). Using this process, our team facilitated conversations between different disciplines and levels of staff, sharing perspectives and building relationships. Also important was ‘closing the loop’ where I was able to demonstrate action on areas which could be changed or, alternatively, communicate about things that could not.
Since those early years of service transformation, I have continued my personal journey of leadership growth. I have undertaken other leadership programmes, gaining new insights. As I reflect on these opportunities, what stands out about the rapid growth I encountered in the early years after the formation of our ward and through engagement in the CLP, was how leadership training came together with my practical experience. The greatest resonance has occurred when training has been integrated with the frontline clinical context.
Today our ward is flourishing. A person-centred culture is embedded. We do our best work caring for vulnerable people. Leadership is shared across a number of nurses who collectively ensure high quality care is delivered. We remain committed to values-based recruitment. We create innovative roles to develop team members. There are inherent clinical and non-clinical leaders within the team, who influence culture and practice despite not having formal leadership roles. In 2019, our team received a gold award in the NHS Achieving and Celebrating Excellence Recognition scheme (ACER) (EKHUFT, 2020). Celebrating achievement maintains motivation to continue pursuing excellence, supporting the team to achieve, lead, flourish and succeed.
Case Study 2: Transformation from the ground up – A public pathology service
During my career, I have experienced a number of ‘top down’ change approaches, with change mandated by Executives, implemented by middle managers and met by frontline staff with anxiety and resistance. Transformation has been costly: high attrition rates, decreased productivity, and toxic cultures contributing to and resulting from these drivers.
Newly promoted to a managerial role in the Cellular Pathology Service, I was tasked with leading change in a department struggling to deliver services, with a high vacancy rate and demotivated team. I felt a directive approach would not bring positive change. I was curious to see how we could collaboratively define vision and expectations, agreeing collectively on accountabilities.
To commence this process, focus groups were used with frontline staff. Key areas for improvement included quality, communication, career development, connection to the patient, staff sick leave, training and competency standards and discipline-specific performance data tracking, relating to performance trending beyond results turnaround times. Focus group themes provided insight regarding issues staff regarded as relevant to them and impacting on success.
One year into my role, I participated in a CLP that introduced me to the ACER scheme. This provided a framework to think about developing effective workplace culture. It supported a structured process for visualising and documenting success. We had a number of early achievements in culture and performance transformation. The ACER framework facilitated the team articulating gaps in practice, taking ownership to co-create an improvement plan to deliver sustainable services.
From a team of 80 staff, 20 volunteered to participate in ACER working groups, disseminating information to the team using weekly huddles, keeping staff informed, engaged and able to provide feedback. Working group membership was mixed, comprising different disciplines and levels of experience, providing balanced and holistic perspectives. Smaller sub-groups were established, breaking down tasks and supporting transparent conversations. Recognising the NHS as a large and complex hierarchy, a senior staff member joined each smaller group, so issues could be escalated effectively.
The ACER framework had originally been written for patient-facing clinical staff. With some critical thinking, the team adapted the framework to better suit a healthcare laboratory, prompting reconsideration of day-to-day routines. Laboratory-based staff came to appreciate the experiences of patient-facing staff and, through better appreciating the whole patient journey, experienced greater validation of their role. There were some ‘lightbulb moments’ where groups discovered that the service had already been meeting goals within the framework, but without visibility around this. Focused, easy to implement goals, were prioritised and provided ‘quick wins’, fostering confidence.
Framework areas, such as staff wellbeing, were addressed by providing stress management training, expanding service roles to include mental health link workers and establishing a mentoring system for new staff. Redesigning service roles enabled creative reallocation of funds to support training and education. Taking a growth-oriented, fair and transparent approach to individual career development, underpinned with enhanced appraisal processes, combined with more flexible rostering arrangements, further supported staff wellbeing. Improved staff wellbeing correlated with a decrease in staff sick leave rates, reducing from 3.55% to 2.14%, reflecting a reduction of 263 days per annum. Vacancy rates, which had varied between 27-33% reduced to 12-13.5%.
Leading and participating in this change process has been personally transformative. Experientially, I am now part of a much more engaged workforce. Tasks are completed on time. Our leadership team does not end up micro-managing staff. There is a flow of team discussion, leading to active processes of continuous improvement. Our team is characterised by being accountable, responsible and self-motivated.
Case Study 3: Integrating values and vision for change – A hospital-based allied health service
I took on the leadership of the Speech and Language Therapy Team (SLTT) in October 2016, after two restructures in two years. The workforce was fractured. Teams worked in silos across three hospital sites. Staff experienced change fatigue without confidence of being heard as stakeholders. My leadership goal was to develop an effective workplace culture, providing high quality, safe and efficient services. My challenge was achieving this in a complex and disjointed service environment.
My experience taught me that top-heavy management styles do not build collaborative teams. I needed to engage the team to understand our challenges so we could more meaningfully contribute within the high-pressured hospital environment. We had an opportunity to undertake ordinary tasks, extraordinarily well and, if we could embrace this, we could achieve excellence. I needed to work with the team to reconsider everyday practices and processes and, at the same time, think about how we worked together as a team. I aspired to build a culture where everyone’s contributions were valued. I believed that listening responsively to staff would promote motivation, commitment and positive investment in change.
I used the ACER framework to plan, implement and assess our growth goals. By describing criteria for us to work towards, the ACER framework enabled us to build a body of evidence about how we were working. We used the ACER self-assessment tool to track our progress and then invited the ACER external assessment team to provide objective review, validating our achievements and making recommendations for further action. This approach provided support and enabled us to showcase achievements.
We commenced with facilitated conversations regarding values and how we would embed these in practice. Emerging from this, we co-created a team vision. The vision guided service objectives to support shared decision making. These processes and outcomes cascaded through the department. We established new individual appraisal and personal development processes that kept values as a central focus. We created opportunities for individuals to participate in and lead projects, providing visibility around outcomes, in line with the vision and agreed service objectives. This resulted in more inclusive working, where staff felt part of something meaningful.
Forums facilitated team members debriefing and learning in a safe, no-blame environment. We considered how to translate reflections into practice. We implemented work-based and university-based training opportunities. Active learning promoted a competency-based approach from basic to specialist skills. Staff were empowered to lead quality improvement projects within the SLTT, and in Trust-wide projects. More transparent quality monitoring processes, promoted increased quality improvement initiatives.
Commitment and courage have been important within our change process. This has been paramount for me personally but has also been crucial for other clinical leaders within the team. Culture change is shared work. No one can achieve it alone. The dedication of values-based individuals has resulted in a team who work together effectively, guided by mutual respect and purpose.
Celebrating achievements along the way has also been important. Recognition of commitment, loyalty and hard work of team members is self-perpetuating, promoting continued drive towards improvement. Members of our team are now regularly nominated for awards for innovation, leadership and clinical excellence.
Using the ACER framework and resources was an important part of our journey. Whilst needing to be adaptable and customising strategies to our specific context, having an evidence-based framework supported confident direction for me as a clinical leader and provided a common language regarding our transformation experience.
Our team is now committed to delivering compassionate, safe, and effective, person-centred care. We promote active learning and translation to practice. With more effective workplace culture, the dividends include greater staff satisfaction, successful recruitment and retention and better care for our community. From my perspective, definitely worth the effort.
Case Study 4: Utilising strategies and tools for growth that works – A community child and adolescent service
As a consultant psychiatrist in a combined community paediatrics and child and adolescent mental health service, I did not have a formal managerial role. I attended, and later became a facilitator in, our NHS Trust CLP and was struck by the idea that we can all be leaders, profoundly influencing our teams. Inspired by my learning in the CLP, I became convinced that investing in the development of high-quality clinical leadership is essential to providing safe, compassionate and person-centred care.
I was keen to influence culture within my workplace and across community paediatrics as a whole. Seeking to initiate change within an already stretched system, I collaborated with two consultant paediatricians. We submitted an application for ACER accreditation focusing on developing and evaluating person-centred culture across our three teams; the ADHD service, outpatient community paediatrics and child audiology. The standards we wanted to demonstrate were, improving patient experience; making sure that people feel cared for; and having all people – both patients and staff - feel that teamwork, trust, and respect are the heart of everything we do.
We wanted a robust culture change process and chose tools we believed would work for us. We used claims, concerns and issues (CCIs) as a structure for team meetings. We used child-friendly feedback forms to gather feedback from children and their families. We developed emotional touchpoints, where we interviewed clinical and non-clinical colleagues and service users about what was important to them. We used observations of practice, where we visited other services to observe their culture. We also obtained non-anonymous feedback for our own 360 appraisals by interviewing colleagues or receiving written feedback, asking for honest feedback about our performance.
Most tools and strategies were easily integrated within a ‘business as usual’ model. The tool which required extra time, beyond our usual roles, was emotional touchpoints. I managed the emotional touchpoints by conducting one interview each week over several weeks, building data incrementally. Our project leadership team also met monthly, ensuring we were communicating, connecting, debriefing and planning.
Two years on from the project, all three project leads continue to build positive culture within our teams. A number of foundational tools are still being used. We continue to use CCIs, which has enhanced efficient and transparent communication, identifying problems and celebrating achievements. We still use child-friendly feedback forms to authentically capture the voice of children and families as stakeholders.
We discontinued using emotional touchpoints interviews. Whilst feedback was powerfully insightful, we could not identify the human resource required to continue using this tool. This underlines the need for change processes to have sustainable investment. Despite letting go of emotional touchpoints, the overarching result of our project was sustained culture growth across all teams, resulting in more person-centred services.
Using non-anonymous 360 feedback supported our leadership development. Whilst challenging, insight provided through constructive feedback became an important aspect of leadership growth. One colleague reflected that feedback ‘made me a better team leader’.
Our team was awarded gold and silver NHS ACER awards. An independent review by the Royal College of Paediatric Child Health found ‘enthusiastic, dedicated, happy teams’, and the community doctors and admin staff were given an ‘outstanding contribution’ Trust award.
For me personally, the tools we used kept me motivated and appreciative of our team through the change journey. I learned that it is possible to lead and achieve workplace culture change, working within existing budgets and time constraints, through being deliberate, reflective and adaptable, enabling us to flourish.
Case Study 5: The culture club story of change after trauma – An extended care older persons’ mental health service
My life changed when, in January 2017, I joined an interdisciplinary panel undertaking a review of the Oakden Older Persons’ Mental Health Service, a state-run specialist service in Adelaide, South Australia, providing 64 extended places-of-care for people with complex needs resulting from severe to extreme behaviours and psychological symptoms of dementia or mental illness. We found failures in governance, poor nursing practices, high levels of restraint, neglect of older people and toxic culture.
The Oakden Report (Groves et al. 2017) was released in April 2017 and became a landmark in Australian health and aged care history. A nationwide scandal erupted with significant media attention. There was a leadership crisis and I was recruited to the health network responsible for service reform. Work began on local and state-wide levels. An Oversight Committee was established, and stakeholder-working groups were formed to respond to recommendations. A culture reform working group co-designed a culture framework, articulating a central philosophy of compassionate person and family-centred care, supported by four priorities: (1) developing a values-based workforce; (2) cultivating psychological safety; (3) facilitating excellence in care; and (4) providing transparent accountability (McKellar and Hanson 2019).
There was a time of disruptive change. The service at Oakden was decommissioned. Organisational responses were punitive. There were industrial and human resource challenges. Numerous staff were stood down and some reported to police and registration authorities. Remaining staff were traumatised by organisational reactivity and intense public outrage, driven by a dramatic media narrative. Within this context, a new specialist service called Northgate House was established.
By early 2018, the new service was functional, with robust governance arrangements. Nevertheless, old and new staff had not integrated. Many staff remained wounded. Trust in management remained low.
This time coalesced with the release of the co-designed culture framework. A pilot project to operationalise the framework was established, also informed by concepts from the Deliberately Developmental Organisation (DDO) (Kegan and Lahey 2016). A project board was established, and leadership consultants engaged as facilitators. A key idea was that, rather than taking staff out of the service to attend training programmes, leadership and culture development should be grounded locally, involving everyone as equals. As skills and knowledge were handed over from visiting facilitators to embedded staff, the work became independent and sustainable.
The work involved underpinning principles, emerging from DDO literature, operationalised through customisable and repeatable practices. Key principles included, ‘everyone can grow’, reflecting commitment to adult development; ‘rank does not have its usual privileges’, referring to shared responsibility for engagement in growth; ‘the bottom line is the same thing’, reflecting the interdependence of quality, efficiency and investment in staff; and ‘everyone builds the culture’, recognising the importance of teamwork (Kegan and Lahey 2016, p. 86).
Practices included ‘check ins’ and ‘check outs’, which were used in clinical handovers and team meetings. These were opportunities where team members would talk about what was happening for them as people, promoting vulnerability and psychological safety. A key to success was modelling by leaders within the team.
Another practice was regular ‘forums’ which evolved into our ‘culture club’ meetings, a quarantined time for the team to talk about how we work together, rather than what we do. Being counter-cultural, early meetings were awkward as we learnt to communicate across traditional boundaries. As medical Head of Unit, a position of traditional privilege, I sat with hotel services staff and learnt to listen, modelling the principle that ‘rank does not have its usual privileges’. Over time, this transformed team relationships.
As practices became ‘rituals’, psychological safety improved. Mentoring relationships were established, supporting personal growth. Creativity and innovation increased. During the project period, we achieved a 59% reduction in staff sick leave. The team transformed to a high-performing, award-winning unit, with staff proud of the ‘Northgate House way’ where ‘we deliver exceptional, innovative and compassionate person and family-centred care through teamwork where everyone matters; everyone contributes; everyone grows.’
Learning informed change across the whole of the Older Persons’ Mental Health Service. The culture framework was implemented through service-wide values-based recruitment and by rolling out piloted principles and practices.
Reflecting on the journey, I am reminded of a ‘check out’ from one of our hotel services staff who quietly stated, ‘I like what we’re becoming’. This captures the dynamic nature of frontline workplace culture change. We are not a finished piece of work but continue moving forward, becoming a better version of ourselves.
Discussion
This chapter asked the question: what are the features of effective clinical leadership that facilitate culture change? Clinical Leadership has a key role in person-centred care and quality improvement, but there is limited evidence regarding how clinical leadership programmes (CLPs) translate into transformed organisational cultures (West et al. 2015). The five narratives can be considered through the lens of programme theories emerging from research undertaken at the UK Centre for Practice Development and Canterbury Christchurch University, using realist evaluation to explore the impact of CLPs on workplace culture and person-centred practice. Realist evaluation asks, ‘what works in which circumstances and for whom?’ and explores context, mechanism and outcome in order to understand interventions and activities (Pawson and Tilley 1997).
Two programme theories described how CLPs contribute to flourishing workplace cultures and person-centred practice. Firstly, CLPs responded to contexts promoting effective workplace cultures, combined with mechanisms that invest time and support, promote interdisciplinary activity, and provide expert facilitation, achieving culture change outcomes. Secondly, CLPs responded to contexts promoting clinical leadership development, combined with mechanisms that embed person-centredness, and enable clinicians to drive change locally through customised programmes, enhancing person-centred practice outcomes. These theories were synthesised into ‘simple rules’, consistent with Practice Development (PD), that can be mapped against features of clinical leadership evident in the narratives presented in this chapter (Box 13.1). 



Box 13.1. Simple rules: CLP and clinical leadership leading to flourishing workplace cultures (Source: Helen Stanley)
1. Living values and beliefs
2. Focusing on building interdisciplinary relationships 
3. Enabling learning in the workplace
4. Fostering change and quality improvement
5. Focusing on transformational leadership
6. Linking to organisational objectives





Living values and beliefs was evident across all cases. Clinical leaders were supported to explore values and beliefs, fostering self-awareness and optimism, valuing leadership roles and contributing to organisational vision, practice development and culture change (cases 1-5). This aligns closely with authentic leadership (Hewitt-Taylor 2015).
Building interdisciplinary relationships was illustrated through engagement in action learning groups (case 1) and through ‘culture club’ (case 5). All cases reflected collaboration, interpersonal relationship building, and interdisciplinary learning. PD strategies such as claims, concerns and issues (case 1), emotional touchpoints and observations of practice (case 3), alongside expert facilitation (case 5) enabled learning in the workplace. Clinical leaders focused on their own and their teams’ personal and professional development, empowering effectiveness (cases 1-5).
Through the emphasis on fostering change and quality improvement, clinical leaders were able to drive change and gain recognition for their teams’ evidenced improvements (cases 1-5). The focus on transformational leadership re-energised the clinical leaders, clarifying roles and supporting values-based leadership development, impacting workplace motivation, recruitment and retention (cases 1-5). This aligns with the relevance of transformational, adaptive and authentic leadership models (Heifetz et. al 2009; Hewitt-Taylor 2015).
In each case, linking to organisational objectives facilitated clinical leaders applying learning in localised contexts. This supported sustainability of outcomes from the ACER projects (cases 1-4) and the culture framework pilot in the older persons’ mental health service (case 5).
The identification of six simple rules, should not be an indication that clinical leadership in frontline teams is straightforward. As described in the narratives, clinical leaders encounter numerous challenges, conflicts and contradictions. The realist evaluation captured leadership paradoxes, identifying that, on the one hand, clinical leaders work to achieve flourishing frontline microsystems, whilst, on the other hand, struggle with disconnected or unsupportive organisational cultures at meso and macro levels. Clinical leaders aspire to ‘leadership’ as a noble pursuit, applying principles of PD and transformational leadership, whilst potentially getting caught in the ‘dark side’ of leadership, with hubris and hierarchical power differentials, where dissenting opinions may be marginalised, undermining psychological safety, and where upward communication becomes flattery rather than critical decision-making (Tourish 2013, p. 77; Edmondson 2019, p. 14). Consciousness of these paradoxes and pitfalls, addressed through self-awareness and commitment to values-based and democratic leadership, is part of the journey towards flourishing frontline teams. These paradoxes are illustrated in Figure 13.1.
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Figure 13.1: Paradoxes of clinical leadership (Source: Helen Stanley)
Conclusion
This chapter explored features of effective clinical leadership facilitating culture change through five narrative accounts of clinical leaders on their journeys from fractured to flourishing teams. Six ‘simple rules’ provide insight regarding the impact of clinical leadership and CLPs, on culture transformation. These ‘simple rules’ align with PD and with aspects of transformational, adaptive and authentic leadership models. Leadership aspirations should be balanced by recognition of ever-present challenges and the paradox of the ‘dark side’ of leadership, prompting reflection, self-awareness and tenacity within the leadership journey. The insights emerging from these narratives may inform future developments in CLPs and personal leadership experiences, with implications for Practice Development, effective workplace culture and person-centred clinical leadership (Eide and Cardiff 2017).
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