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LEADING CHANGE IN HEALTH 
AND SOCIAL CARE

Learning is at the heart of change. This book breaks new ground 
in exploring the need for individuals to engage in personal change
through learning as an essential part of achieving significant change in
organisations. It explains how to engage with people’s energy, enthu-
siasm and abilities to enable them to think and do things differently.

Providing an overview of leadership theories and a practical guide
to management tools and techniques, Leading Change in Health 
and Social Care is illustrated throughout with examples drawn from
health and social care settings. Key topics covered include:

� contemporary models of transformational leadership;
� learning as the foundation of personal and organisational change;
� systems thinking as a way of understanding change in complex

services;
� visions of a better future and how to develop them;
� values and how they influence our choice of direction;
� inspiring ourselves and others to take action.

This is a book for everyone who wants to improve health and social
care services and enhance the experience of patients and service users.
It assumes no previous knowledge of change management and is
appropriate for students, teachers, trainers and professionals.

Vivien Martin works for the NHS as a member of the development
team establishing the NHS University, an exciting new initiative in
which learning is seen as central to improvement of the patient expe-
rience. She previously worked for the Open University Business
School leading development of the NHS/OU distance learning mate-
rial for managers in health and care.

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118



 



 
LEADING CHANGE IN HEALTH
AND SOCIAL CARE

Vivien Martin

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118



 

First published 2003
by Routledge

11 New Fetter Lane, London EC4P 4EE

Routledge is an imprint of the Taylor & Francis Group

© 2003 Vivien Martin

All rights reserved. No part of this book may be reprinted or 
reproduced or utilised in any form or by any electronic, mechanical, 

or other means, now known or hereafter invented, including 
photocopying and recording, or in any information storage or 

retrieval system, without permission in writing from the publishers.

British Library Cataloguing in Publication Data
A catalogue record for this book is available from the British Library

Library of Congress Cataloging in Publication Data
Martin, Vivien, 1947–

Leading change in health and social care/Vivien Martin.
p. cm.

Includes bibliographical references and index.
ISBN 0–415–30545–4 – ISBN 0–415–30546–2 (pbk.)

1. Health services administration. 2. Social work administration.
3. Organizational change. 4. Leadership. I. Title.

RA971.M365 2003
362.1′068–dc21 2002037071

ISBN 0–415–30545–4 (HB)
ISBN 0–415–30546–2 (PB)

This edition published in the Taylor & Francis e-Library, 2010.

To purchase your own copy of this or any of Taylor & Francis or Routledge’s
collection of thousands of eBooks please go to www.eBookstore.tandf.co.uk.

ISBN 0-203-71415-6 Master e-book ISBN



 

List of figures viii
List of examples ix

Introduction 1
Overview of the chapters 1

1 Learning, leading and change in health and social care 3
Living with change 3
Why are leaders needed? 4
The experience of change 5
Leading a learning process 7
Leading change in health and care services 8
Leading change as a process 11

2 The context of leadership 13
Change in perspective 13
Leadership in health and social care 14
Leaders and managers 15
Trait theories 16
Behavioural theories 17
Contingency theories 21
Transformational leadership 22
Leading as a social process 24

3 Thinking as a leader 27
Thinking and learning 27
Thinking about thinking 28
Ideas about thinking and knowledge 29
Thinking ‘out of the box’ 30
Critical thinking 31
Creative thinking 32
Systems thinking 37

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

CONTENTS



 

4 Learning to change 39
Learning in health and social care 39
Learning as an adult 41
Transformative learning 45
Planning your own learning 47
Leading transformative learning 50

5 Taking a leading role 51
Opportunities to lead 51
Becoming a competent leader 53
Being effective 56
Taking care of yourself as a leader 58
Coping with pressure 61
Recognising stress 62
Causes of stress 63
Alleviating stress 63
Emotional intelligence 64
Developing personal identity as a leader 64

6 Developing change agents 66
Individuals, groups and teams 66
Supporting learning and development 68
Learning styles 71
Forming a team to achieve change 73
Developing a team to achieve change 75
Developing individuals as change agents 77
Empowering change agents 79

7 Leading learning 81
Learning from evidence 81
The nature of evidence 83
Sufficient evidence 85
Authentic evidence 85
Valid evidence 85
Current evidence 86
Using research studies 86
Learning in an organisation 88
Contributing to a learning culture 90

8 Being aware 95
Awareness 96
What drives change? 96
Change driven from the external environment 98
What choice do we have? 101
Change driven from within the organisation 102
Types of change 103
Working in complex systems 104
Models of change 104
Leading transformational change 108

VI CONTENTS



 

9 Finding a focus 111
Making an improvement 111
Getting into a mess 115
Asking questions 120

10 Developing vision 122
The nature of vision 122
What stops us from being creative? 124
What helps us to be creative? 125
Creative visioning 126
Systems in an ideal world 129
Reconciling alternative visions 131
Committing to the vision 131

11 Developing direction 133
Preparing for transition 134
Aligning values 134
Influence of values 135
Developing a plan for change 140
Planning in less certain conditions 146
Communicating the direction 148

12 Inspiring action 150
Inspiring others 150
Leading and managing the process 151
Changing culture 153
Working with resistance 158
Identifying support and resistance 160
Commitment planning 162

13 Reviewing, revising and reflecting 165
Reviewing and revising 165
Making change stick 167
Evaluation 167
Designing and planning an evaluation 168
Analysing and reporting the results 171
Learning from change 171
Where are we now? 175

14 Transforming 176

References 179
Index 182

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

CONTENTS VII



 

1.1 An experiential learning cycle 6
1.2 Leading change in health and social care 11
2.1 A style grid for leaders in health and care 18
2.2 The leading role 22
5.1 Self-esteem changes during a transition 61
8.1 A systems model of service change 108
8.2 Leading transformational change 109
9.1 Messes and difficulties 114
9.2 Rich picture of being on reception in a primary care 

practice 117
11.1 Approaches to planning change 146
12.1 Driving and restraining forces 162

FIGURES



 

1.1 Learning to change 7
1.2 Porters as leaders in developing seamless services 9
2.1 Trait theories of leadership 16
2.2 Tannenbaum and Schmidt’s leadership styles 17
2.3 A style grid for leaders in health and care 19
2.4 X and Y styles of managing work 20
3.1 Challenging existing practices – developing an attitude

towards change 34
3.2 Metaphors 35
3.3 Accessing the right side of your brain 36
4.1 Stages of personal development 46
4.2 Action learning 49
5.1 Self-esteem and the transition process 59
6.1 Group processes 67
6.2 My reflective diaries 69
6.3 Supporting person-centred learning 70
6.4 Learning styles 71
6.5 Roles in teams progressing change 74
6.6 Leading in a team of change agents 76
6.7 Key behaviours in successful change leaders 78
7.1 The Cochrane Library 87
7.2 Sharing ‘know-how’ 92
8.1 A STEEP analysis in health and care services 99
8.2 Lewin’s three-stage model of change 105
8.3 A systems model of service change 106
9.1 Messes and difficulties 112
9.2 A rich picture 115

10.1 Relaxing 127
11.1 Values underpinning public service 136
12.1 Culture and change in health and social care 154
12.2 Dealing with conflict 159
12.3 Force field analysis 160
13.1 Organisational learning disabilities 174

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

EXAMPLES



 



 

This book is for everyone who cares enough about our health and
social care services to want to contribute to improving them. It is not
only for those who are in senior positions but for anyone who can
influence other people to generate enthusiasm for change. Everyone
who works in or uses health and care services has the potential to
lead change for improvement.

The focus is on leading change by developing commitment to
achieving a better future. This involves people and their energy,
enthusiasm, values and ability to think and to do things differently.
If we don’t learn to think and do things differently we will not
change. Learning is at the heart of change. When we learn we make
a change in ourselves, we increase our understanding and our poten-
tial to apply that new understanding to how we live and work.

Therefore this book presents an approach to leading change in
health and care services that focuses on securing the willing involve-
ment of colleagues and service users. It assumes that leaders can and
do emerge from all areas of service provision and that leadership is
shared and collaborative and not the sole responsibility of senior
staff.

The chapters are arranged to introduce this approach to leader-
ship. Chapters 1 to 7 review ideas about leading and change in health
and social care, including thinking, learning and acting as a leader 
and change agent. A model of the process of leading change is intro-
duced in Chapter 1 and developed in Chapter 8. This provides the
focus for the second group of chapters on being aware and focusing,
developing vision and direction, inspiring action and reviewing,
revising and reflecting. The final chapter discusses the nature of trans-
formation.
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INTRODUCTION

OVERVIEW OF THE CHAPTERS



 

Chapter 1 – Learning, leading and change in health and social care
– asks why we need leaders when change is a normal part of life. The
experience and process of change are discussed and a model of 
the process of leading change is developed to include learning and
change processes.

Chapter 2 – The context of leadership – considers how our ideas
about leaders have changed as we have become aware of the trans-
formational nature of leadership and its processes in a social context.

Chapter 3 – Thinking as a leader – focuses on the different types
of thinking that enable change agents and leaders to see things from
different perspectives and to develop new approaches.

Chapter 4 – Learning to change – discusses how learning under-
pins personal change and the implications of learning to change in
health and care settings. In particular, it focuses on learning that
transforms people and the implications for those engaged in and
leading transformational change.

Chapter 5 – Taking a leading role – begins by considering how
people become leaders and what we expect of leaders. It goes on 
to consider how leaders can contribute to reducing levels of stress
during change.

Chapter 6 – Developing change agents – is about developing indi-
viduals, groups and teams to be able to achieve change.

Chapter 7 – Leading learning – reviews how leaders can take 
an evidence-based approach to learning in an organisation and
contribute to development of a learning culture.

Chapter 8 – Being aware – focuses on the first stage of the process
of leading change by looking at what drives change and how change
might be achieved in complex systems.

Chapter 9 – Finding a focus – develops the systems thinking
approach to understanding the context of change.

Chapter 10 – Developing vision – focuses on how to develop a
vision of a better future and explores both creative visioning and
systems thinking approaches.

Chapter 11 – Developing direction – begins by discussing the
extent to which values influence choice of direction and moves on to
outline a traditional approach to planning although some concerns
about planning are also discussed.

Chapter 12 – Inspiring action – is about inspiring others to take
action to make the agreed changes and also about ways in which
leaders might work with support and resistance.

Chapter 13 – Reviewing, revising and reflecting – is the last stage
in the process and includes evaluating and learning from change. This
may, of course, lead to increasing awareness of the need to change
and a further journey round the cycle of change.

Chapter 14 – Transforming – stands back a little to reflect on tran-
sition and some of the very difficult issues that often need to be faced
in transformational change. If these can be overcome, there is poten-
tial to achieve the better future that we can imagine for our service
users and for ourselves.
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This chapter considers why change has become such an important
part of our lives in health and social care and reviews the leadership
roles that we all take in initiating and implementing change. Leading
is essentially about visualising, understanding and progressing
change. Leadership is crucial in contemporary health and social care
to inspire people to make changes to improve services.

Staff and service users are acutely aware through their own expe-
rience of the speed of change in health and care services. Changing
our ways of working usually means that we have to learn to think
differently and learn to do things differently. People who understand
how to facilitate learning can make an important contribution to
change processes. Leaders who understand learning processes can
approach change in a way that enables all those involved to learn as
they engage in change.

This chapter concludes with a model that sets out the ways in
which the book addresses learning, leadership and change in health
and social care services.

We are used to living with change. Change is natural in our universe.
It is part of everything in our lives. We are all aware of how our
bodies and minds change but, perhaps, less aware of the continuous
change in things that change much more slowly, such as rocks, moun-
tains and continents. News media make us all aware of change in the
world through reports of natural disasters such as flooding, earth-
quakes and forest fires. We hear about ecological change including
deforestation, climate change causing rising levels of sea water, and
threats to our food supplies. We see change around us all the time
through the seasons of the year. Even in inner cities we see constant
change as communities come and go and buildings and resources are
adapted. We also take initiatives to generate change ourselves.
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‘Those who believe in the
continuity of this industrial
age and seek to cling to
patterns of work and life 
as we knew them are not
going to license or encourage
any exploration of new
possibilities. It needs 
courage to admit that the 
old must go to give place 
to the new . . .’ (Handy,
1985, p. 13)

LIVING WITH CHANGE

CHAPTER 1

LEARNING, LEADING AND
CHANGE IN HEALTH 
AND SOCIAL CARE



 

Many workers in health and care services are tired of change and
feel that they have been worn out by one initiative after another.
Sometimes people in public services think that the pressure to change
comes from change in government policies. This is true to some
extent, but there are pressures that cause politicians to develop 
these policies. For example, if these services are seen as needing to
respond to ever-increasing public demand, the capacity of services
must increase and they will cost more to provide, so additional
funding must be raised, probably through taxation. An alternative
might be to try to reduce demand by educating citizens to take more
care of their own health – but then different types of services would
be needed to deliver support. As we develop greater technological
expertise, different ways of treating illness and improving health
become possible. As soon as new treatments and approaches become
possible, information travels very fast (often through our improved
electronic highways) and members of the public will expect health
and care practitioners to know all about the latest methods and to
be able to deliver them.

Our health and care services are like ships in a turbulent ocean of
ever-changing movements and patterns. The waves on the surface
make an immediate impact and we are often forced to change direc-
tion or change our speed to reduce the disruption. Storms or a change
of climate in a specific location may even cause us to change our minds
about where we are going, to choose a different direction. Currents
beneath the surface may have a less directly observable impact on our
progress but can have a significant impact on speed and direction.
Rocks provide obstacles that can endanger us or cause us to change
direction or to move carefully through channels that avoid contact.
There is risk in most of our progress and, as everyone knows, ocean
liners are very slow to stop or turn around. We need to maintain the
ship to keep it afloat, to hold on to our sense of direction but also take
care to navigate around obstacles and constraints. We also need to
take advantage of the flexibility we have in our various situations if
we are to adapt quickly enough to respond to changing circumstances.
We need leaders to help us to take these initiatives.

Many environmental factors put pressure on organisations to 
change and we might be tempted to stand back and let whatever will
happen just happen. This would be a reactive approach to change,
where we formulate a response to each thing that happens, adapting
to developments or trying to fix things that have gone wrong. The
alternative approach is one of thinking and planning to predict the
need to adapt or to try to prevent things from going wrong – a proac-
tive approach. Most of us who care about providing reliable and high-
quality services want to do everything possible to make sure that these
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services are delivered without hitches, so we favour taking a proactive
approach. Proactive change in organisations and services has to be ini-
tiated and progressed by people. These people are leaders.

Leaders work with others to visualise how change could make an
improvement, they create a climate in which the plans for change are
developed and widely accepted and they stimulate action to achieve
the change. Leaders who can work with others to achieve improve-
ments are needed at all levels of health and care services. Leaders are
needed to make the small day-to-day changes that ensure services
continue to meet the changing needs of the communities they serve.
Leaders are also needed to achieve the more dramatic step changes
that have to be accomplished to change the direction or focus of
services when new approaches are introduced.

Change is often discussed as though it is something abstract that will
affect an organisation or service, but any change in these structures
will have a personal impact on the people who work in them or use
their services. Health and care services deliver many different types
of care to large numbers of people, but in ways that attempt to meet
their individual needs. These are personal services and people who
use our services often feel frightened and vulnerable. Those who
deliver and those who use services engage in them through inter-
personal, face-to-face transactions. People learn to do things in par-
ticular ways and become accustomed to particular ways of doing
things. Change involves doing things in different ways.

Change often requires people to think about things in a different
way as well as to do things in a different way. This is one reason why
change can be so difficult for individuals, particularly when people are
feeling tired or anxious. Instead of going through the motions with
familiar roles and activities, change requires an additional effort from
us. In order to think and act differently, we have to learn new ways.

We are often frightened about having to learn and change, which
is odd because we all have personal experience of successful dramatic
change in our own lives. We all somehow learn to grow from being
babies into adults, going through many different stages and somehow
accepting that as we grow and change, we develop different views of
the world. As adults we all have considerable experience of learning
to change, but some of us have learnt to use processes that help us
to learn from experience. Many practitioners in health and social care
reflect on their experience of practice to help them to learn. Reflective
practice is often based on the idea of an experiential learning cycle
(see Figure 1.1).

Kolb and Fry (1975) viewed learning as a cyclical process with four
key stages: concrete experience, observation and reflection, general-
isation and abstract conceptualisation, with a final stage of active
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Health and care services are
experienced in very personal
ways both by staff and
service users.

THE EXPERIENCE OF CHANGE



 

experimentation. In Figure 1.1 these stages have been described 
more in terms of what a learner does in the process of learning from
experience. Kolb and Fry’s final stage has been split into two, ‘taking
action’ and ‘reviewing’. The final stage of reviewing includes reflec-
tion, which often raises new questions and new ideas that provoke
the learner to move once more around the learning cycle, so that it
may become a perpetual process.

Stage 1, ‘Awareness of experience’, is the moment at which you
realise you are experiencing something you do not fully understand.
The learning process progresses to Stage 2, ‘Find out more’, where
you look for more information to help you to understand the expe-
rience. You might do this by discussing the experience with others,
observing others, reading about the issues or reflecting in other ways.
When you have gathered enough further information, you are able
to form some ideas or an understanding that seems to offer an expla-
nation or a way forward. This is Stage 3, ‘Develop ideas’. At this
stage, the ideas are conceptual and so the next stage in the cycle is
Stage 4, ‘Test’. This is about trying out your new ideas in practice to
see whether they solve the problem or puzzle or offer an explanation
that sheds light on the experience. The final stage involves reviewing
the extent to which the ideas worked when tried in practice and
reflecting on how you might do things differently to achieve better
results. This is Stage 5, ‘Reflect’.

This sequence of recognising a concern, exploring and testing ideas
and reflecting on what you have learnt can be applied to learning
very straightforward things or to projects and investigations that
involve much longer learning time-scales. Many practitioners in
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Awareness of
experience

Reflect

Test

Find out more

Develop ideas

Figure 1.1 An experiential learning cycle



 

health and social care use this framework or a similar one in their
regular reflection on practice to help them to ensure that they keep
learning from their experience and avoid becoming complacent or
rigidly repetitive in their practice.

As learning is so central to being able to change as an individual, an
important element of leadership is the ability to facilitate learning.
Leaders have their own learning processes and personal experiences
of change as well as a potential role in encouraging others to develop
understanding of the experiences that change brings.

Sometimes experience of change can be dramatic, even over-
whelming, for individuals. Considering experience of this type as a
learning process can help individuals to make sense of change for
themselves. Although we learn constantly from day-to-day encoun-
ters, we are sometimes stunned to discover a completely new way of
looking at things. Some call this experience ‘re-framing’, derived from
the idea of putting something in a new context or ‘frame of reference’.
For example, you might have had the experience of looking through
the view-finder of a camera at a landscape but finding that as you
move the camera you see elements of the landscape differently each
time your focus changes and the boundaries move.

When individuals experience learning that is so significant that it
represents a transformation in how they view themselves and their
lives, this is ‘transformational learning’. Transformational leadership
is about achieving such significant change that situations are trans-
formed and a new (and hopefully better) situation is created. The
links between learning and leading change are close when the expe-
rience of those involved is considered.

Example 1.1: Learning to change

Jack Mezirow describes some workplace learning initiatives that were
designed to help people to think about new roles that they had taken as vol-
unteer leaders. The programme was intended to develop the critical reflective
ability of the volunteers to raise their awareness of their own attitudes towards
many of the social issues that they would encounter in their work. There was
a mixture of formal and informal learning situations and the learners found
themselves changing their views about issues addressed by the agency, such
as homosexuality, cross-cultural awareness and inclusive language. One of
the volunteers said that the programme ‘helped me to look at how we func-
tion and the roles we play out and how myths and stereotypes had shaped
me and others. Up to then I had never looked at that, and to hear that, it made
me take a look at myself and the traps I had been falling into’.

(Research by Trudie Preciphs discussed in Mezirow, 1991, p. 182)
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In health and social care services there is wide understanding of
reflective practice and experiential learning. This offers fertile ground
for considering what type of leadership is appropriate in these 
interprofessional and interdisciplinary settings where people from
disparate backgrounds contribute to service provision. Developing
shared understanding and making meaning together are essential
activities if learning and knowledge are to be captured and
exchanged. There is increasing recognition of the need to encourage
lifelong learning if people are to be able to keep up to date in our
fast-changing world.

We expect a lot from our leaders in health and care services. There
has always been an expectation that senior people in professions,
clinical and medical fields would offer leadership in developing 
their fields. More recently, staff in health and social care have been
expected to contribute to the co-ordination of service delivery as it
is configured in services and organisations. The structuring of work
creates both bridges and barriers and can present obstacles that
discourage staff from constructing the seamless service delivery 
that service users hope to find.

There is considerable evidence that indicates that we need to
change and improve health and social care services urgently if they
are to be able to serve us well in future. Social challenges are revealed
in demographic changes that will require a different configuration of
services to meet the needs of an aging population with expectation
of longer quality of life. Citizens are becoming more demanding,
wanting better information about matters that affect their health 
and welfare and also expecting greater involvement in decision
making. Technology has improved the availability of information 
but also increases the demand on public services to ensure that 
appropriate information is made available in appropriate forms.
Medical technology will continue to bring improvements to treat-
ments and expectations will rise that the latest and best treatments
will be available to everyone in need. The modernisation agenda in
public services requires change to improve the quality of services 
so that the high standards achieved in some locations can be provided
for every service user. Leaders from all areas of service delivery and
from service users and user groups are the ideal people to identify
local issues and to progress improvements in local collaborative
initiatives.

To achieve the changes anticipated, leaders must emerge from all
levels of services and from all service areas (see Example 1.2).

8 LEADING CHANGE IN HEALTH AND SOCIAL CARE
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Example 1.2: Porters as leaders in developing seamless services

Max was a teamleader in the porterage services in a large hospital. He
became very uncomfortable with the frequent informal complaints that 
were received, mostly about porters not being available when and where
they were needed. He had been particularly upset by a recent episode in 
which an elderly man had used the hospital transport services to come for
an outpatient appointment but had missed the bus for the return journey. The
porters were accused of not returning to collect him, although there was no
record of porters being asked to collect this patient, who had spent an uncom-
fortable and worrying period of several hours before anyone had noticed
him and his distress.

Max decided that he could and would do something about this. He made
informal approaches to the staff in each area of the hospital that regularly
requested porters and asked them how they thought the service could be
improved – what would they like porters to do that they don’t do at the
moment?

Max was astonished to find that no-one had asked them this before and
that simply asking the question helped him to develop better relationships
with many key individuals. He found that many things could be done to
improve relationships and to improve the interface between the porters and
each of the hospital services that porters work with. His approaches to indi-
viduals led to easier communication and to regular informal discussions
about working together. He gathered stories about individual patients and
how the porterage service had contributed to improving their experience of
the hospital – and he shared these stories with his team. Soon he and his
team became well known in the hospital as the porters who could get things
done to help patients.

These leaders will need support to work confidently with their
colleagues and service users to create local improvements. In addi-
tion, change in public services involves wider responsibility to a
changing society, to promote inclusion policies and approaches, 
to insist on mutual respect and to emphasise equal opportunities.
Leadership is a social activity, experienced and enacted through inter-
personal relationships. Therefore the ability of a leader to inspire,
motivate and support the activity of others is important, but carries
responsibility in terms of the impact that change has on social groups.

Leaders who have enthusiasm and energy and who can inspire
colleagues to support local initiatives will not necessarily be in posi-
tions that carry the necessary authority to progress change in organ-
isations and structures. These people will have to be empowered by
those who do have the authority and who can ensure that local initia-
tives fit harmoniously into the broad direction of the organisation or
service area. Power and information have to be shared in empow-
ering organisations and this is sometimes resisted in settings where
hierarchical structures and authoritarian cultures are dominant.
Empowered teams will be confident that their objectives support the
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strategies of their organisations and services and will be supported
to achieve those objectives. Leaders in these teams will also have to
gain the confidence and support of colleagues who will be their fellow
teamworkers in achieving progress. Skilled problem-solvers who are
confident enough to assess and take appropriate risks can operate
effectively only if they are supported and empowered. We are increas-
ingly aware of the interconnectedness of problems and solutions. It
is also important to keep an overview of the impact of change on
other service areas at the same time as paying attention to the detail
of particular initiatives.

In many areas of health and care services the prevailing organisa-
tional culture will have to change to encourage wider empowerment.
Culture change is not something that can be achieved by flicking a
switch – cultures develop through social interactions in fields of prac-
tice and everyone becomes aware in a multitude of subtle ways of
what types of thinking and what behaviours are broadly acceptable.
Those who act in ways not approved by the prevailing culture are
seen as challenging the majority, working in ‘counter-cultural’ ways
and generally causing trouble for people who are happy to leave
things as they are. This disapproval does not mean that everyone
thinks that things are good as they are, but that any disruption is
unwelcome. Change, however, cannot happen without some dis-
ruption. Leaders must recognise their role in preparing people for 
the disruption of change and be prepared themselves to consider the
many ways in which progress towards an improvement, even one
that brings widespread benefits, impacts on individual lives and expe-
rience of work or of receiving care or treatment.

Leaders can play an important role in recognising and reducing the
anxieties and stress caused by constant change so that energy can be
focused on improving the quality of services for service users and the
quality of life for those who provide services. High-quality improve-
ments cannot be achieved unless there is some consensus as to what
high quality means for those who use and deliver services. We need 
to develop appropriate ways of working in partnership with other
agencies who contribute to the support and range of services that are
needed by service users during their journey from seeking help back
to independent or supported living. These agencies vary in many
dimensions (size, funding, public, private or voluntary status, national
or local) but have in common their focus on providing some aspect of
health or care service delivery. It is not easy to overcome the obstacles
presented by the differences, but these barriers must be challenged 
if we are to genuinely improve the experience of service users. To
achieve patient/client-centred service provision we must involve and
empower service users, carers and their representatives to work with
us to develop accessible, convenient and appropriate services that are
considered to be of high quality by both users and providers.

High-quality provision has been achieved in many areas of services
through development of systems and practices that are understand-
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ably defended when results demonstrate success. In order to develop
partnerships, however, potential partners have to be prepared to
change themselves to achieve even better outcomes together. Leaders
from all levels of health and care services are the people who are 
and who will be initiating the development of more integrated and
responsive services.

Change in health and care services is never a simple progression 
from A to B because it inevitably includes a huge range of complex
services and because change is experienced personally by both service
providers and service users. People have to learn to think and work
differently, even to live a little differently. Leading and change are
inextricably linked because of the personal and interpersonal expe-
rience of change.

Leaders are involved in developing awareness that change is neces-
sary, in visualising the nature of change, in progressing the journey
from one state to another and in taking ownership of the change so
that it becomes the new ‘normal’ state. This can be described as a
process, not very different from the process of learning from experi-
ence – see Figure 1.2: Leading change in health and social care. This
diagram allows us to consider the leadership process as reflective
practice. This is potentially helpful in the health and social care
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Leading change as a process:

� Being Aware
� Developing Vision
� Developing Direction
� Inspiring Action
� Reviewing, Revising and

Reflecting

bringing us back to
awareness.

LEADING CHANGE AS A PROCESS

Awareness

Context of healthcare
service improvement

Developing vision

Developing
directionInspiring action

Reviewing,
revising, reflecting

Figure 1.2 Leading change in health and social care



 

context as so many nurses, social workers and other professionals,
clinicians, practitioners and managers use this basic reflective process
to shape their continuing development in practice. Leaders emerge
from all areas and levels of services and many may find it helpful to
consider their approach to leadership in a way similar way to the
approach they take to their practice in other roles.

The centrality of learning is acknowledged in Figure 1.2, where the
experiential learning process is focused on improving the experience
of the service user in the context of health and care services. The
cycle is both the experiential learning cycle and the key stages in a
change cycle.

The process outlined shows Stage 1, ‘Awareness’, as that in which
a problem or puzzle is encountered (as in the experiential learning
model) and the leader recognises that there is an opportunity to make
an improvement. In Stage 2, ‘Developing vision’, the process involves
both finding out more and developing a vision of a better future,
usually with others who share concern about the issues. Stage 3,
‘Developing direction’, involves forming an understanding by making
meaning from the information that has been gathered in the context
of the particular problem addressed. At this stage the leader will also
be developing ideas and plans that gain wide commitment from those
who can help to make the vision a reality. In Stage 4, ‘Inspiring
action’, the ideas and plans are tested in practice to progress in the
direction that will achieve the vision. Stage 5, ‘Reviewing, revising,
reflecting’, includes reviewing the results of the action, the opportu-
nity to make revisions and time to reflect about what has been learnt.
The review and reflection at Stage 5 may provoke a further journey
around the cycle to amend or progress the change.

This chapter has introduced many of the ideas that shape this
book. The approach to leadership is based on ideas that consider
change and learning to be closely linked. This approach also expects
leaders to be concerned with both achieving improvements with
people willing to make changes and supporting those individuals
through the learning processes provoked by the experience of change.
Traditional and recent ideas about the nature of leadership are
considered from this viewpoint, as is the nature of change. Further
chapters explore the ideas that underpin different approaches to lead-
ership and change and offer tools and techniques that can be used at
different stages in leading a change process.
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In this chapter we will consider some of the different ideas that have
informed our thinking about leadership through the twentieth
century and the ideas that challenge this thinking at the beginning of
the twenty-first century. A number of theories that have been very
influential in the past may still have something to offer us now. Much
has been written about leadership, and the focus taken here is on
considering how some of these classic theories relate to the context
that we find ourselves in now in health and care services. Although
these traditional theories were formed some time ago and in different
contexts, they can still help us to understand more about how leaders
think and act.

Leadership used to be associated with the single heroic figure (usually
a man) who was considered to be the inspiration behind an organi-
sation, a military unit or a sporting team. This person was often seen
as having superhuman abilities that enabled great victories to be
achieved almost single-handedly. Those who contributed were seen
as followers and teamwork was little appreciated.

We are now much more aware of the contribution made by
everyone involved. In delivery of complex services no-one can deliver
a high-quality service entirely alone. Teamwork is highly valued and
we recognise that a person might play a variety of different roles in
a team and also change roles frequently. This flexibility in teamwork
includes flexibility about who takes a leading role and in what
circumstances. Many organisations have become ‘flatter’ by reducing
the number of levels in their hierarchies so that decision and action
can be taken more quickly and by those who have direct contact with
customers and service users. Flatter organisations, however, can only
gain this speed of action if more people are involved in decision
making and in initiating action. People at all levels and in all areas
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Leading at all levels –
everyone is a potential
leader.

CHANGE IN PERSPECTIVE

CHAPTER 2

THE CONTEXT OF LEADERSHIP



 

of work are potential leaders and many organisations have taken
steps to empower staff at all levels. The main issue in empowerment
has been seen as ensuring that decision making is shared, so that only
key decisions about organisational direction are taken at the most
senior levels. This empowers those in all other parts of the organi-
sation to make decisions that fit within the intentions of the organ-
isation but closely meet the local needs and situations.

In health and social care services there is increasing awareness of
the potential waste if staff are not empowered to work to their full
potential. We recruit well qualified and competent staff who are
costly to employ and it makes little sense to curtail their ability to
work to their full potential by preventing them from using their
judgement. There is, however, some concern about the extent to
which we need to develop staff to be able to work to their full poten-
tial in empowered organisations. Those whose experience has been
within the more sheltered environment of a single professional area
of work, for example, may be able to make well informed judge-
ments about matters within that familiar framework, but be less well
informed about multi-professional environments where perspectives
from the different professional viewpoints may differ. As we work
more in multi-professional and interdisciplinary teams in health and
social care we all need to learn to listen carefully to each other and
to the patient or client involved when we have to contribute to deci-
sion making in complex situations.

In addition, wider recognition of the benefits of a diverse work-
force has increased the range of different viewpoints and approaches
in teamwork and leadership. Wider social inclusion increases the
benefits offered by this diversity.

In health and social care not only are our organisations hierarchical,
but also the many professions that contribute to delivery of health
and social care services have developed multi-layered hierarchies.
Leaders are drawn not only from all levels of the various hierarchies
but also from a wide range of clinicians, professionals and other prac-
titioners. We might expect to see the number of layers in all of these
hierarchies reducing to enable quicker and more local response to
patient and client needs. In promoting services centred on service
users, we should also expect much wider involvement of service users
both as teamworkers and as leaders in developing new approaches.

For many years we have been concerned to enrich the multi-
cultural mix in the health and social care workforce. Now that we
are more conscious of the issues that arise in developing ways of
working across and around traditional boundaries, the term ‘multi-
cultural’ is increasingly applied to any work situation in which partic-
ipants come from distinct groups that share elements of a distinct
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culture. For example, people from the same profession often seem to
speak a language of their own and practitioners working in the same
area of work can develop ways of thinking and acting together that
are not easy for a newcomer to fit into.

Initiatives to modernise public services have brought waves of
change. All the signs indicate that we need to learn to live with
constant change. Many people find this exhausting although many
others find it exhilarating. Health and social care services have very
intense interpersonal relationships and how colleagues feel about
what we are doing and experiencing has a strong influence on 
how service users experience the service offered. Leaders in all areas
of service provision can influence the experience of both staff and
service users and therefore can make a profound impression on how
people feel about themselves, their experience and their well-being.

Leadership and management have been linked together, largely
because there was wide concern in the 1990s about the roles that
managers could play in developing more successful businesses and
public services that met the needs of society more closely. This raised
interest in the management of change which, in turn, brought a focus
on the need for leadership.

Management roles have traditionally required managers to
organise and control work, to plan, implement and review the effec-
tiveness of work. This is usually within an established framework of
structures and processes within an organisation. Leaders are linked
more with change, hence might develop new systems and structures,
new frameworks and directions. Therefore, although leaders do not
have to be managers, managers are now often expected to demon-
strate some leadership ability.

Kotter (1990) distinguished between management as being con-
cerned with transactions and leadership as being concerned with
transformation. Management roles involve planning, budgeting,
organising, staffing, controlling and problem-solving, to create a
degree of predictablity and order. Leadership roles are more con-
cerned with establishing vision and direction, communicating the
direction and aligning people, inspiring and motivating them and 
producing change.

A number of ideas, techniques and tools relating to management
of change are equally relevant for anyone else leading change.
Leadership and change are concerns for everyone, not only those in
management roles. Change affects everyone and many people can
and do take leadership roles. A more contemporary way of thinking
about the relationship between managers and leaders is to think 
of both these roles as being ‘added’ to other roles. For example, a
nurse, doctor, allied health professional, accountant, administrator
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transformational roles.

LEADERS AND MANAGERS



 

or technician might all take on an additional role as a manager. Each
of these might also take a leading role in progressing an improvement
or change. Each might also be a member of several teams in which
they take roles related to their expertise, experience or interests.

Leadership has fascinated people as long as groups have attempted
to achieve a particular purpose. As early as the first century 
Pliny wrote about leadership in Roman military initiatives and
Machiavelli’s analysis of leadership in the wars between Italian
Renaissance city states is still popular reading. In the early part of
the twentieth century industrial developments fostered an interest 
in the nature of work and the potential both to improve working
conditions and to increase output and profits. Here we review some
of the early theories about leaders and leadership.

Many studies were carried out in the first half of the twentieth
century to try to identify the ‘traits’ that were common to famous
leaders. This approach was based on the idea that it is personality
and personal qualities that differentiate effective leaders from
everyone else – that leaders are born and not made – that a certain
set of personal characteristics determined who would become
successful leaders. These are generally known as ‘trait theories’.

Example 2.1: Trait theories of leadership

Ideas about leadership in the early part of the twentieth century were based
on the belief that leaders were born to the role. Many psychological studies
attempted to identify what successful leaders had in common, but the number
of characteristics, qualities and attributes proposed became too great to have
any useful meaning. Traits that were consistently found included high energy
levels, tolerance of stress, integrity, self-confidence and emotional maturity.
It also became apparent that the situation in which leadership was demon-
strated was important, as in some situations it was not possible to lead unless
you were an experienced practitioner and able to command the respect of
the group.

Early trait theory was rejected partly because of the impracticability 
of reviewing the range of characteristics proposed, but also because of 
the implication that if leadership was only a result of birth then it was the
birthright of some privileged people and not of others. This belief implied
that leaders could not be developed. Adair discussed trait theory as including
a need to have a distinct personality and proposed that an important aspect
of this would be integrity. He described integrity as ‘wholeness’, ‘the type of
person who adheres to some code of moral, artistic or other values’ (Adair,
1983, p. 12). Studies found that the situation in which a leader was oper-
ating was also very important and that successful leaders often needed to
balance one trait against another to accommodate the issues in the situation
(van Maurik, 2001, pp. 4–6)
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Many people rejected trait theories because of the implication that
leadership is the right of those with inbred superiority. It is also
possible that traits might be demonstrated by leaders because of the
situations that they find themselves in rather than because of their
personal make-up. The characteristics exhibited by leaders might
therefore be considered to be more a behaviour than an inborn
ability.

When trait theories seemed not to be providing acceptable answers
about how effective leaders were produced, researchers began to
study the behaviour exhibited by leaders. Behavioural theories are
based on the idea that leadership is largely a matter of learning to
display appropriate behaviour. Tannenbaum and Schmidt (1958)
suggested that a person could choose a leadership style from a
continuum that ranged from ‘manager-centred’ leadership through
to ‘subordinate-centred’ leadership. This continuum demonstrates
the tension between use of authority by a manager and the freedom
of action allowed to subordinates.

Example 2.2: Tannenbaum and Schmidt’s leadership styles

Tannenbaum and Schmidt studied leadership styles in the 1950s. They
expressed their results as a continuum ranging from manager-centred 
leadership (where authority was based on a traditional line management
system) to the degree of freedom allowed to subordinates in this system.
Seven positions were identified, broadly described as:

1. Tell (announce a decision and expect everyone to act accordingly).
2. Sell (explain the decision but do not invite discussion).
3. Discuss (present the decision and invite questions).
4. Negotiate (present a tentative decision subject to change after discussion).
5. Consult (present problem for discussion and sharing of ideas before the

leader makes the decision).
6. Delegate (leader defines limits to enable decisions to be made by team

members).
7. Collaborate (shared decision making and monitoring of progress).

Tannenbaum and Schmidt did not push this idea to its extremes, to suggest
that a leader could have absolute authority or that authority could be
completely abandoned – a style that might be considered abdication.

(You can read more about these ideas in van Maurick, 2001, pp. 9–11.)

In management and leadership development all of these styles are
considered to be potentially useful ones to adopt, depending on the
particular circumstances. For example, in an emergency it is often
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appropriate for a leader to ‘tell’ so that action can be taken quickly.
Similarly, a ‘sell’ approach might be appropriate when a decision has
to be made by the person with appropriate responsibility and others
have to be persuaded to comply. Other styles usually take longer, as
they are more concerned with reaching agreement before action is
taken. This is more important when team members need to be able
to take action in an informed and committed way. Contemporary
approaches to empowerment of staff at all levels put emphasis on
leadership styles that explain issues and involve people in developing
understanding of the options and the implications of choices that
could be made.

A different approach to choice of styles was taken by Blake and
Mouton in their model of the Management Grid in 1962. Their work
developed the emerging idea that leadership styles varied in two
important dimensions, concern for people and concern for achieve-
ment of the task. People-oriented leadership styles concentrated on
good working relationships and the well-being of staff. Task-oriented
leadership styles focused on setting goals and planning activities to
ensure that the task was successfully completed.
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Figure 2.1 A style grid for leaders in health and care



 

Example 2.3: A style grid for leaders in health and care

The style grid for leaders in health and care (Figure 2.1) uses two dimen-
sions; the horizontal one is concern for task and the vertical one concern for
people. There are nine points on each scale where 1 equals high concern
and 9 equals low concern.

There are five descriptions of leadership styles that can be equated with
squares positioned in this grid and the other squares allow you to identify a
position that is less extreme than these key positions.

The position at 1.9 (concern for people very high and concern for task 
very low) indicates a type of ‘Social Club Leader’ where lack of conflict and
general well-being are considered more important than achievement of 
tasks. This is often a popular style of management with staff and service users
in situations where the achievement of task is less critical, perhaps in a long-
term care situation as opposed to an Accident and Emergency setting in
which this style would be very inappropriate. At the other extreme, 9.1, where
concern for task is high and concern for people low, we find a ‘Task Leader’
where people are expected to perform as machines whose only purpose is
to complete the task and the leader’s responsibility is to plan, supervise and
control the work. There are critical times in emergencies when this style is
appropriate, but if this style is used for very long, people begin to feel as
though they don’t matter as individuals. For example, in an ambulance 
service there are times when quick and efficient action with little or no dis-
cussion is essential and other times when it is important to discuss incidents
from every perspective so that lessons can be learnt and applied in future.

The other corners also represent extreme positions. At 1.1 is ‘Abdicated
Leader’ where lack of effort expended on either people or task leaves an
absence of leadership in which there is little motivation for people to work
and where lack of decision making encourages conflict or indifference at
work. This situation might be found if there has been no lead for some time
and people feel unable to take a lead themselves. The opposite corner, 9.9,
‘Team Leader’, is often considered the ideal style to adopt with high concern
for both people and task. This position should represent commitment to a
common purpose and achievement through involvement and participation.
With high concern for people, the service user would be the focus of inter-
personal relationships and communication would be emphasised. The
position in the middle, 5.5, ‘Maintenance Leader’, is the middle-of-the-road
position where there is some attempt to achieve the task but with only
moderate effort from the workforce. This might happen when everyone is
tired after a major effort and represents maintenance rather than progres-
sion. This may be a politically expedient position to adopt from time to time,
but the emphasis is on maintaining balance rather than making any change
or progress. A position that is closer to continuous improvement is 7.7 where
more attention is paid to both people and tasks but the tasks might be of a
routine steady improvement nature.

(You can read more about these ideas in Pugh and Hickson, 1989, 
pp. 162–166.)
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Another approach that still has resonance for us in contemporary
experience of life in organisations is McGregor’s theory of X and Y
styles of managing work. Although these ideas were developed in
relation to management style, they have been influential in consider-
ation of choices of leadership style.

Example 2.4: X and Y styles of managing work

McGregor’s Theory of X and Y management (1960) contrasted two ways of
working with people in terms of which approach produced better results.
These approaches were an autocratic and directive style, Theory X and 
a participative style, Theory Y. These styles were based on different sets of
assumptions about people and what motivates people.

Basic Theory X assumptions:

� people dislike and try to avoid work;
� therefore they need to be controlled with rewards and punishment to

ensure that tasks are achieved.

Basic Theory Y assumptions:

� work is a natural activity and people like to commit themselves to achieve-
ment of tasks;

� the satisfaction of completing work well is a reward.

Those adopting Theory Y assumptions also think that work is often organ-
ised in ways that do not enable people to use their full intellectual or creative
potential.

In many ways these positions can be aligned with the difference between
autocratic managers who fear loss of control and democratic managers who
lead by sharing and engaging others and who are able to risk loss of control
by trusting others to be responsible. Many of the features of Theory X style
are evident in contemporary organisations simply as a result of the ways in
which administrative structures are developed to enable control of work.
Theory Y proposes that people will find work more fulfilling and achieve
better results if work is organised to enable inclusive and supportive rela-
tionships in which individuals can commit themselves to the objectives of the
organisation. The tension between central control and local decision making
is one feature of how we experience these opposing styles in contemporary
organisations.

(You can read more about these ideas in Pugh and Hickson, 1989, 
pp. 156–161.)

Consideration of different types of behaviour in different circum-
stances led to thinking about the importance of the context of
leadership, the situation in which a leader operates. These are gener-
ally grouped together as ‘contingency’ theories.
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One of the main criticisms of behavioural theories was that they
failed to acknowledge the importance of differences in situations.
Contingency theories of leadership focused on the flexibility of a
leader to choose and adapt an approach in response to different 
situations – contingencies. One of the earliest theorists was Fiedler
(1967) who argued that both task- and people-oriented styles might
be appropriate in different circumstances and that the effective leader
chooses an appropriate style according to the demands of the situa-
tion. He identified three elements that indicate whether the situation
is favourable to the leader:

� whether the leader is liked and trusted by group members;
� whether the task is clearly defined and well structured;
� the power the leader has to reward and punish subordinates.

He found that a situation is very favourable to the leader when all
three of these elements are strong. He also found that task-oriented
leaders performed best in situations that were either very favourable
or very unfavourable. Leaders whose style was more people-oriented
performed better when situations were moderately favourable.
Importantly, his work emphasised that the performance of the leader
depends as much on the situation as on the style of the leader.

Fiedler thought that it was difficult for a person to change his or
her leadership style but that it was possible to change the favourable-
ness of a situation. This might be possible by, for example, increasing
the authority and power of the leader or improving the structure and
clarity of the task. Hersey and Blanchard (1988) disagreed with this
idea and proposed that effective leaders should change their styles
and should be able to adapt to the situation as they find it.

John Adair has been very influential in his contributions to think-
ing about both management and leadership. One of his key ideas was
that a leader has to consider three sets of needs in approaching a task.
These are the needs of the task itself, the needs of the group or team
that is working on the task and the needs of the individuals who make
up that group. His simple diagram of three focal areas in a leading
role (see Figure 2.2) has been very helpful for people seeking a way
of structuring their approach to a new situation.

Adair’s model focuses on what a leader has to do in relation to the
needs of each of these three areas. The first area, achieving the task,
requires a clear understanding of the task and what success will
mean. There will also be issues associated with the nature of the task,
including need for information and maybe materials and equipment.
The development of the team will normally include forming, devel-
oping and maintaining the team. The development of individual team
members will include ensuring that individuals feel able to perform
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in the team and development in relation to the context and task.
Adair gives a full discussion of the issues in each of these circles and
suggests that the relationship a leader might take to each circle is
‘half-in and half-out’ (Adair, 1983, p. 45).

Both behavioural and contingency theories have limitations. Most
of them equate leadership with management and assume that this one
senior person has power and authority over a number of subordi-
nates. As organisations become less hierarchical these theories offer
little to help us think about leadership amongst colleagues and in
groups where roles frequently change. These theories are also focused
more on the behaviour of leaders and the activities involved in com-
pleting tasks than the strategic direction and sense of purpose needed
to achieve goals. Even the use of the term ‘goal’ is revealing, as some
of our ideas about leadership have emerged from sports coaching.

Earlier thinking – trait, behaviourist and contingency – is all about
actions and transactions. The next wave of thinking was more about
the nature of change, and leadership came to be considered as the
ability to achieve a transformation. This is why we now associate
leadership with change. Warren Bennis (discussed fully in van
Maurik, 2001, pp. 99–107) was one of the earlier writers who asso-
ciated learning with leadership. He thought that leadership could be
learnt and that because learning is about taking control of your own
life, learning is key to making transformations. In his view, the indi-
vidual who can learn through reflection and who is able to make
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Leading change is about
achieving a transformation –
transformational leadership.
Learning is fundamental in
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essential concern of leaders.
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Figure 2.2 The leading role (adapted from Adair, 1983, p. 44)



 

personal transformations is well equipped to translate this into
achieving action and results in a wider context.

The main focus in ideas about transformational leadership is on
people and change as something achieved by people. Peter Senge
(1990) brought a valuable contribution to thinking about transfor-
mational leadership in his proposal that there are five essential
disciplines that underpin organisations that are successful in learning
from experience and transforming themselves to be effective in
changing situations. These disciplines are:

� systems thinking;
� personal mastery;
� mental models;
� building shared visions;
� team learning.

These ideas are explored in more detail in other chapters in this book
because they are influential in our thinking about both personal
development as a leader and development of effective learning organ-
isations.

There is also interest in the ways in which others perceive the
behaviour of leaders, as this may shed light on what behaviours 
are considered successful in health and care services. Beverly Alimo-
Metcalfe and Robert Alban-Metcalfe carried out a large-scale
research study to identify the constructs that people in public and
private services held about people that they considered to be leaders
(Alimo-Metcalfe and Alban-Metcalfe, 2002, pp. 26–27). Constructs
are mental models that people use to differentiate one leader from
another, hence express what people consider to be important char-
acteristics of leaders in public services. Some key factors of successful
leaders were identified:

� concern for others;
� approachability;
� encouraging questioning and promoting change;
� integrity;
� charisma;
� intellectual ability;
� ability to communicate, set direction, unify and manage change.

Interviews with people in the public sector cited integrity much 
more often than those in private organisations. Sensitivity to the
organisation’s various stakeholders was also mentioned much more
frequently by those in public services. This work underpinned the
development of a diagnostic instrument to assess the behaviour and
qualities of transformational leadership.

The linking of leaders to change, however, has challenged ideas
that leadership can be objectively analysed and defined because there
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is so great an emphasis on people and the reactions of people to other
people. As Grint observed:

it is not that leaders are those who identify the wave and ride it;
rather, leaders are those who persuade us a wave is coming, who
go out of their way to appear the most visible surfers to onlookers,
and whose actions are taken by the onlookers as actions appro-
priate for leaders to take.

(Grint, 1997, pp. 9–10)

In the 1990s people began to think about leadership as a process in
a social context.

Leaders cannot exist without others, those who follow the lead.
Following a leader implies more than simply doing what is asked,
because leaders are asking people to commit themselves to making
changes that will, potentially, have individual and collective impact.
Once people agree to follow a lead, they become central to the
process. Grint comments:

If we argue, then, that leaders are those who in some way embody,
articulate, channel and construct the values and direction that the
followers think they ought to be going in, then we dispense with
the leader as isolated hero and return to the leader as the embod-
iment of the collective.

(Grint, 1995, p. 148)

If we follow this thought we realise that for a leader to be at all influ-
ential or effective, there must be a collective view of the direction of
change. This requires an increasing emphasis on development in our
organisations of an egalitarian social model that demonstrates social
inclusion and intercultural approaches.

There are some important implications in the process view of 
leadership:

� A leader influences how people think about issues but he or she
does not necessarily have formal power within an organisation.

� A group can have more than one leader – all members of a group
can make leadership contributions. In ‘dispersed’ leadership,
different people may demonstrate leadership in different areas. 
For example, different leadership abilities are required to develop
strategy, develop team commitment and morale and to progress
detailed tasks.

� If everyone is to be involved in committing themselves to change,
everyone needs to know something about the impact of forces in
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the wider environment surrounding our organisations and our
work and understand why change is necessary to respond to these
forces.

We need to consider development of all employees as potential
leaders. In public services, we may also be concerned to involve
service users in our teams as we develop our understanding of the
need to change and become committed to progressing directions.

Those who have been working in health and care services are
sometimes sceptical about the contribution that leaders can make in
achieving improvements to service provision. In writing about nurses
as leaders Colleen Wedderburn Tate comments:

As the 21st century comes tip-toeing into life, the debate about
leaders and leadership becomes more intense. But with all this talk,
who has time to lead? The trouble is, leaders make us feel uneasy.
After all, they are lauded, rewarded, and accorded all kinds of
powers. We ‘ordinary people’ who like nothing better than to see
the powerful get their comeuppance, make suitably disgusted
noises, while firmly denying that we have a hand in the events we
so roundly criticize.

. . . every healthcare worker has a responsibility to lead and
exercise leadership. The fact that we may choose not to do so does
not lessen our responsibility.

(Wedderburn Tate, 1999, p. x)

If leaders are to be encouraged to emerge from all levels and all 
areas of health and care organisations, we must develop ways to 
identify and support the ideas that people propose. Some of our
organisational structures will have to change to enable this diffusion
of leadership activities and responsibilities through different areas of
work. We might expect to find a need for different patterns of lead-
ership for different parts of the organisation. Teamworking will need
to be open to leadership coming from those who can inspire confi-
dence to take action over a particular initiative rather than those in
the most senior posts. We might expect our values to be frequently
challenged and sometimes to be revised or reinterpreted to be more
inclusive of the concerns of increasingly diverse groups and teams.
The thinking and actions of teamworkers and leaders will fit the
context, both the organisational environment and the culture. Power,
responsibility and decision making will not be invested in one person
but shared within a group. Leadership will be increasingly under-
stood to be a dynamic process that includes and impacts upon people
and progresses with a particular purpose.

In this chapter we have reviewed some of the most influential ideas
about leadership. We have traced the changes in these ideas from the
model of a heroic and probably male leader to ideas about leadership
that are more inclusive and more contextual. If we agree that we need
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to develop more leaders at more levels in health and social care, we
can note that there may be organisational constraints that must be
addressed to facilitate able people to emerge. We may also need to
find new ways of developing mutual understanding so that wide com-
mitment can be achieved to enable progress towards change.
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In this chapter we consider how you can develop your own thinking
and learning processes to ensure that they support you when you 
take leadership roles. We are very familiar with the experiences of
thinking and learning but often have not made a conscious attempt
to improve the ways in which we carry out these processes. First we
consider why it is important to be aware of how we think and learn
and how this connects to leadership and change. We then look more
closely at ways of thinking that can support your development as 
a leader.

Thinking and learning are closely connected, but not the same.
Thinking does not always lead to learning but is a process that we
often carry out unconsciously in our day-to-day activities. We work
things out and file them away as thoughts. Learning is more about
making meaning from these thoughts, developing understanding that
informs our thinking and actions. Learning is an essential compo-
nent of change and thus of leadership.

Our familiarity with thinking and learning can be an obstacle if we
simply assume that the processes are always working to support our
own development. The processes associated with thinking and learn-
ing are similar because of the relationship between these mental 
activities. It is difficult to understand how someone else thinks or
learns because the process is not visible, but the process can be shared
and understanding developed collectively. Shared learning can be 
very important in developing understanding of perspectives brought
by people with different experience. As an individual it is possible 
to become more aware of your own thinking and learning processes
and to develop your own skills and abilities. As a teamworker or
leader your awareness of thinking about approaches and learning
approaches makes an important contribution to achievement of goals.
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THINKING AS A LEADER



 

How do we think? I might say, ‘I need time to think about that’,
before I feel ready to offer an opinion. What do I expect to do?

ACTIVITY 3.1

Allow 5 minutes.

If you say, ‘I need to think about that’, what will you do? Jot down
three things that you might do.

1

2

3

Our response to this invitation might be to run a mental search for
anything we can remember about the issue. We might find some ideas
in our own knowledge, or remember books or articles where we
think there is more information. We might seek out people who 
we think know more about the issue than we do ourselves. When I
say I want to think about something I usually mean that I want to
find more information to help me to form an opinion. I might find
out what opinions other people hold and why they formed those
opinions. You might also have jotted down notes about particular
ways of thinking, for example, creative thinking, thinking ‘outside
the box’, being open-minded.

The first response to being asked to think about thinking might be
‘Thinking is difficult!’ The idea that thinking is difficult is often an
old message from school that can be linked with failure if you were
unable to remember something that you were supposed to have
remembered. Memory is complicated because we store knowledge
together with the ‘tags’ that we put on the things that we remember.
These tags often incorporate our experience at the time when we
‘stored’ a particular memory. Thus as adults we are often stopped in
our tracks by an old message that brings associations of failure and
humiliation when we come across something that we were judged
not to be good at as a child. These little gremlins are not easy to deal
with, but the first stage in overcoming them is to notice them and to
identify them as coming from you as a child rather than you as an
adult. You as an adult can bring much more experience and self-
knowledge to consideration of any particular issue. If you can put
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aside the memory that, for example, thinking was something that you
didn’t seem to do well as a child, you can approach it as an adult
and ask yourself how you feel about it now.

Bohm (1994) suggested that thought and knowledge are collective
rather than individual phenomena. Although we experience thought
as personal and within ourselves, he felt that individual thought was
largely the result of the individual’s experience of making meaning
from experience. The context in which we interact with others is
made meaningful by the collective development of values, meanings
and intentions. We create tensions and reactions as individuals within
a collective:

Each person is affected by the other people’s thoughts, so that the
reflexes of one person become the reflexes of the other. If one
person is angry, the other is angry. It all spreads.

(Bohm, 1994, p. 193)

Bohm also commented on the nature of knowledge. He challenged
the idea that knowledge is ever permanent and absolute and
proposed that there is nothing that we can consider permanently
‘known’. He used his background as a physicist to give the example
of the atom, which was originally thought to be something that
couldn’t be cut. Then later physicists found that atoms were made
up of electrons, protons, neutrons and empty space – and then there
were further discoveries (Bohm, 1994, p. 102). So knowledge is
temporary and relative. It is a proposition that can be challenged 
as new understanding develops.

In some ways we acknowledge the temporary nature of knowledge
when we use phrases such as, ‘the current state of knowledge about
. . .’, or say ‘we used to think . . .’ when we realise that things have
changed so much that it wouldn’t be appropriate to think like that
now. For many people, these ideas about thinking and knowledge
seem rather slippery and alarming as we seem to be losing the solid
ground on which we believe our knowledge to rest. How can we
regard knowledge as transitory when so much of our technology, our
disciplines and professions, our cultural traditions, our experience of
life, appear to be firmly grounded in our collective knowledge? On
the other hand, how can we not regard knowledge as transitory when
we have experience of the impact of new discoveries, new ideas and
developments arising from these?

If we accept that knowledge is transitory we must accept the 
possibility that our personal knowledge may be out of date. The
knowledge that informed our actions five years ago might no longer
be a sound basis for decisions today. This is not easy to accept, 

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

THINKING AS A LEADER 29

‘Almost daily, the 
headlines herald new
advances in computers,
telecommunications,
biotechnology, and space
exploration. In the wake of
this technological upheaval,
entire industries and lifestyles
are being overturned, only to
give rise to entirely new ones.
But these rapid, bewildering
changes are not just
quantitative. They mark the
birth pangs of a new era.’
(Kaku, 1998, p. 4)

IDEAS ABOUT THINKING AND KNOWLEDGE



 

particularly if you feel that you have spent a long time memo-
rising knowledge with the idea that it would inform your practice 
for the rest of your life. You might console yourself with the notion
that the plethora of outdated knowledge that is stored away in 
your brain may provide a starting point from which you can check
out current thinking and review the extent to which ideas have
changed.

In health and social care, professionals, clinicians and others,
whose work is informed by traditional bodies of knowledge, are
increasingly aware of the need for continuous personal development.
One area of development that is relevant to everyone in health 
and social care is the emergence of electronic databases that offer
open access to knowledge that was formerly held in books, journals
and libraries of professional bodies with restricted membership.
Access to this knowledge used to be restricted to those who had the
training to seek out and evaluate information as well as those who
were able to gain physical access. Now many of the emerging data-
bases are presented with an interpretation that is written in language
accessible to the non-specialist and available to anyone who can
access the world wide electronic network. We might note that
although interpretations are often provided for us, there is still a need
to make judgements if the information is to be applied. We might all
be better informed about the nature of the judgement that has to be
made but it still may be appropriate to consider who or what group
are best equipped to make a judgement. Our personal and collective
experience and knowledge define some of the differences that char-
acterise the workforce in health and care services.

We are often perceived to be rather limited and constrained in the
ways we think – hence the frequent exhortation to think ‘outside the
box’. The ‘box’ is often the viewpoint that we adopt, often without
realising it, that limits our breadth of thinking. We have to have these
‘boxes’ in order to survive day-to-day living. We simply don’t have
time to think about how to get up in the morning or how to cross a
room, open a door and walk down a corridor – we just do these
things on ‘automatic pilot’. This automatic system is derived from
our history. In the process of thinking we often refer only to our own
history, the past experience that includes unconscious feelings, values
and perceptions that we’ve stored away. The danger with limiting
our thinking to this historically grounded approach is that nothing
new can be easily accepted if it does not fit the old frameworks. We
are tempted to discard new ideas and approaches if they seem to chal-
lenge our familiar world.

Argyris and Schon (1978) suggested that the sort of thinking 
that is limited to a single viewpoint and resists influence from wider
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‘When asked what they do
for a living, most people
describe the tasks they
perform every day, not the
purpose of the greater
enterprise in which they take
part. . . . They “do their
job,” put in their time and
try to cope with the forces
outside of their control.
Consequently, they tend to
see their responsibilities as
limited to the boundaries 
of their position.’ (Senge,
1990, p. 18)

THINKING ‘OUT OF THE BOX’



 

perspectives is ‘single-loop’ thinking and is a closed process. They
proposed a model of ‘double-loop’ thinking that is based on seeking
out a wide range of viewpoints, taking an inclusive approach to
discussion and monitoring implementation. This approach should 
be less defensive and provides opportunities for assumptions to be
confronted and tested in a public forum. These more inclusive
approaches have been widely adopted in health and social care
services and we now expect to have wide consultation about signif-
icant change issues.

The problem that remains is that those who think in single-loop
ways often do not realise that they are closing off the opportunity to
consider other perspectives. Sometimes we head off into planning or
decision making without checking whether we are running on ‘auto-
matic’ or whether we should be disengaging to enable opportunities
for different approaches to be considered. We are often resistant to
considering a different approach, especially if there is time pressure
or a general opinion that tried and tested methods are always the
best. Consequently, many ideas have been offered both about how
we might think more logically and about how we might think more
creatively.

Critical thinking is one approach to a more logical and structured
way of thinking. Critical thinking implies logical reasoning, ques-
tioning of assumptions and ability to structure an argument. It also
includes the ability to identify flaws, contradictions and ambiguities
in lines of reasoning. The word ‘critical’ is not used in the sense of
finding fault, but more in the sense of making a critical appraisal in
which both positive and negative aspects are considered.

When we are faced with something we don’t fully understand, it
is easy to allow our thoughts to wander around, hoping that it will
begin to make sense, perhaps even drifting off to think about some-
thing else. A critical thinking approach would be to recognise that
you might become overwhelmed and to organise how you will struc-
ture your approach. You might decide what to focus on, how to
identify the important features, what results you want to achieve,
what steps you might take to achieve those results. A critical thinking
approach is purposeful and structured. The structure is based on
reasoning, a process that involves considering evidence and options
in the context of certain criteria.

A critical thinker is able to ask questions and consider different
perspectives and different possibilities in order to make her or his
own judgements. In addition, a critical thinker will question the reli-
ability of information and the way in which data and information
are interpreted. On one level, this means being careful to check for
accuracy and to ensure that all available information has been
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considered. It also means being self-aware and acknowledging one’s
own bias and limitations. A critical thinker is often considered an
independent thinker, someone who is fair-minded and open-minded
but who is able to seek and review evidence and form an opinion
that can be explained and defended. A critical thinker is also able 
to evaluate the extent to which judgements can be based on the
evidence that has been presented. In the complex workplace settings
of health and social care it is very rare to feel absolutely certain that
a judgement has been reached because everything that needs to be
known is known and therefore the chosen solution is absolutely right.
We usually have to base our judgements on ‘weight’ of evidence and
confidence that alternative explanations have been considered and
rejected.

Critical thinking approaches are increasingly important in our
working lives as we are required to make decisions and judgements
based on available evidence. Critical thinking skills include:

� taking a purposeful approach;
� asking focused questions;
� collecting and evaluating data and information;
� identifying potential for bias;
� distinguishing fact from possibility;
� identifying any assumptions;
� checking for accuracy and reliability;
� identifying any inconsistencies;
� considering alternative possibilities and explanations;
� assessing whether the evidence presented supports the conclusions

claimed.

These are skills that everyone needs if they are to be able to question
and evaluate the information that threatens to overwhelm all those
whose work is necessarily informed by up-to-date evidence and
research.

Creativity is often problematic within structured organisational
settings that rely on order and discipline to function effectively. The
nature of creativity is to be different, often to challenge existing 
ways of thinking. Processes that encourage creative thinking can
seem childish or subversive to those whose work normally requires
them to be disciplined and compliant. In organisations that have
valued compliance in the past there is often difficulty in changing and
updating, as there is reluctance to change well established systems.
These organisations find that they have to take steps to encourage
the workforce to become more challenging and proactive so that
improvements can be made.
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Creativity is not as elusive as many believe it to be. It is often
regarded as a gift that some have and some don’t, that you are either
born with or have to live without. There may be a measure of truth
in this for those who demonstrate outstanding creativity, but for the
vast majority of people, creativity is a forgotten ability that can be
revitalised and nurtured. Most of us were able to play creatively as
children. Somehow we lost the ability or forgot how to think in the
creative ways we used to use. Sometimes we put our creativity aside
if we are trained in logical thinking processes that seem to be more
adult or more appropriate to the world of work. The more that we
learn to value logical thinking above creative thinking, the harder it
is to recover our creative abilities.

There are some processes that promote creative thinking. Many
artists, musicians and other creative people use exercises to challenge,
stretch and develop their creative thinking. Everyone else can do this
too. Edward de Bono used the term ‘lateral thinking’ (1990, but first
published in 1971). He offered a useful observation about why we
find creative thinking difficult:

The huge effectiveness of mind arises directly from the way it 
organizes information into patterns. The more firmly a pattern is
established the more useful it becomes. But creativity involves
breaking out of established patterns in order to look at things in
a different way. Thus the very effectiveness of mind in establishing
fixed patterns makes creativity very difficult. It is like having a
filing system set up to store data in a particular way. In order to
pursue cross-references in such a filing system, one would have 
to develop new ways of using it.

(de Bono, 1990, p. 1)

De Bono proposed that the skill of lateral thinking could be learned
and applied in order to be creative. He contrasted lateral thinking
with vertical thinking, thinking that follows linear patterns such as
building by placing one brick on another. He suggested that there
are three stages in becoming able to think laterally (adapted from de
Bono, 1990, p. 46):

� Develop an attitude towards change and towards new ideas.
� Escape from the inhibiting restrictions of vertical thinking.
� Develop techniques and tools.

De Bono and many others have suggested activities that help indi-
viduals and groups to escape from self-imposed restrictions in their
thinking and that help to generate new ideas.
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Example 3.1: Challenging existing practices – developing an attitude
towards change

This exercise can be done alone or with others. Start by making a list of all
the things that you would like to happen in your organisation. Write them
as though they are happening. For example:

� We all try to offer the best possible service to each other so that we
provide a seamless experience for service users.

� We all take time for continuing professional development to ensure that
we offer service users an up-to-date service.

� We all strive to maintain and improve the quality of services.
� We value our staff and morale is high.

Your list might be much longer.
The next stage is to take the list itself and ask what the opposite of each

of these statements would be. It might help to ask how you could make things
much, much worse than they are. For example, your new list might read:

� We all avoid working with each other and service users have to work out
how to move from one service area to another.

� No-one has time for continuing professional development but it doesn’t
matter because service users like the way we offer the service.

� We do things as we always have, so we’ll maintain services and the
quality is fine as it is.

� We don’t value our staff and morale is low.

When you read these two lists you will probably think that your organisa-
tion is somewhere between these extremes for each statement (unless you are
horrified to find that the second list sounds very like the current situation).

The third stage is the important one if you are to develop some new ways
of thinking. Take each of the statements in the second list and ask what you
could do to change things to achieve a situation like those described in the
first list. Try to work with each statement and look for practical achieveable
steps. Make a new list for each statement. For example, the list for the first
statement might read:

� Insist that we work together.
� Ensure that the people whose services link or are complementary work

together.
� Help service users to move from one service area to another.

These ideas might form the basis for a practical action plan. Similar
approaches to the other statements will produce further ideas that might
extend the action plan.

This may seem rather simple and obvious, but it can help in situations
where everything seems to have complex connections that make it too diffi-
cult to take any action. Staff might also feel overworked and listless, without
any ideas about how to improve the situation for themselves or for service
users. Ideas that emerge from this process can often seem simple and achiev-
able, often without needing additional funding.
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Many of us find it difficult to free ourselves from the self-imposed
constraints of our regular patterns of thinking. This is particularly
likely to happen when we work in familiar settings with the same
people and when we have developed similar ways of thinking and
approaching issues. We can, however, plan to ensure that there are
opportunities to challenge our own thinking or the thinking that 
we do in groups.

Example 3.2: Metaphors

One way of opening up discussion about a situation or issue is to ask indi-
viduals or small groups to think of how they might describe it as a metaphor.
For example, if the issue that you want to discuss is how to make better use
of your team’s weekly meeting, you might divide your group into three 
sub-groups. Each sub-group thinks of a metaphor for the weekly meeting
and has to explain to the other groups why the meeting is like that metaphor.
The result might be something like this:

Group 1. Our weekly meeting is like a garden. We have lots of ideas and
some fall on fertile ground and grow but lots of them just wither away,
perhaps because we don’t feed or water them. We could be more careful
about them and maybe group things together with some fences around them
or low walls. We might need to sort out what grows best in the sun and what
needs more shelter. Maybe we need paths from one area to another. We
might need more variety and colour. Would it be good to try to attract more
birds and butterflies? Perhaps we’re all bored and need to dig it up and start
again.

Group 2. We thought that our meeting is like an oriental rug. It is richly
patterned and has lots of colour and interest, but can seem just very busy
and confusing. Maybe we could turn it into a magic carpet and do wonderful
things, but somehow it stays firmly on the ground and often looks a bit tired
and grubby. We often sweep the dust under it.

Group 3. Our weekly meeting is like rain. We sit there getting damper
and more miserable while it pours over us from above. Now and again the
water helps something to grow, but mostly we just feel soaked or even
drowning.

The imagery and attitudes revealed in the responses can be helpful if the
group had not realised how others thought about the meetings. This can
provoke discussion in itself. The ideas can be pushed a little further, however,
if the whole group then take each of the metaphors and think about what
you might do in each set of circumstances and how this might be applied to
the weekly meeting. For example, you can do things in a garden such as
make paths or build walls and fences – how might you apply that to the
weekly meeting and what effect might it have? You can clean up an oriental
rug and make sure that no dust is swept under the carpet. How might that
be applied to a weekly meeting? What ‘dust’ is allowed to be hidden unchal-
lenged? How might you respond to heavy rain? If you bring out umbrellas
and raincoats, that might suggest that the participants in the weekly meeting
need opportunities to be more prepared so that they can be involved in the
issues without feeling overwhelmed.
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Some people find it difficult to use their imaginations, particularly in
settings that they consider to require formal workplace behaviour
and not social situations or settings in which they might be a little
playful. It often helps to create an appropriate atmosphere before
trying to stimulate creative thinking. It usually helps to move out of
the normal work setting if that is fairly formal, but it is not neces-
sary to go far away. It might be helpful to use social settings in which
people feel at ease, but this will depend on the relationships within
a group. As with most planning, it helps to discuss the idea with those
involved and seek their co-operation in identifying a suitable setting.

It can also be helpful to discuss the difficulties that many people find
in taking part in creative thinking if they feel that the activities are
childish and not good use of work time. The idea of ‘left and right
brain’ thinking is now quite widely accepted. This notion offers a per-
spective on creative thinking that can help those uncomfortable with
the activities to explain to themselves and others why they feel as they
do but also to accept that there is a different dimension to be explored.

Example 3.3: Accessing the right side of your brain

Our brains have two sides, each with different characteristics. A broad
comparison is:

Left side of the brain Right side of the brain
verbal – uses words to describe non-verbal – no need for words
analytic – uses step-by-step reasoning synthetic – puts things together
symbols used to represent things concrete – relates to things as 

they appear
abstract – generalises sees likenesses, uses metaphors
sequences events in time no sense of time
rational – uses reason and facts nonrational
digital – uses numbers to count spatial – relates things in space
uses logic and evidence intuitive – uses insight, patterns, 

feelings
ideas have linear connections holistic, whole patterns and 

structures
(adapted from Edwards, 1987, p. 40)

The danger in only using one half of our brain is that we either see the world
in terms of our abstract ways of describing and measuring things or we see
things only in patterns of related issues. A mix of approaches would enable
us to take a more perceptive view.

Most people find it easier to start thinking with one side or the other. For
example, some people set out their ideas in lists and others draw diagrams.
One way you can broaden your thinking is to make deliberate use of your
least favourite approach. If you are a list maker, sometimes force yourself 
to use mindmapping approaches (see Buzan, 1974). If you prefer to start
with drawings and diagrams, try to set out your ideas in logical sequences.
Usually, there is something unexpected to add to your ideas when you
approach them from these different perspectives.
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Systems thinking is an approach to thinking that tries to keep an
overview of wholeness rather than allowing thinking to focus on indi-
vidual features without considering the part that these features play
in a whole system. It is based on the idea of the whole being more
than the sum of its parts. For example, a ward or an operating theatre
might be considered as separate units but they are also part of a
system that is a hospital. They may be considered as sub-systems that
contribute to the wider system. These systems consist of people,
buildings and equipment, but also of less tangible features including
values, beliefs, ideas and behaviours.

Peter Senge identified systems thinking as one of the five disciplines
necessary for a learning organisation and, by implication, for those
leading initiatives in organisations that are able to be responsive to
their environments. His description of systems thinking was offered
as a metaphor:

A cloud masses, the sky darkens, leaves twist upward, and we
know that it will rain. We also know that after the storm, the
runoff will feed into groundwater miles away, and the sky will
grow clear by tomorrow. All these events are distant in time and
space, and yet they are all connected within the same pattern. Each
has an influence on the rest, an influence that is usually hidden
from view. You can only understand the system of a rainstorm by
contemplating the whole, not any individual part of the pattern.

Business and other human endeavors are also systems. They,
too, are bound by invisible fabrics of interrelated actions, which
often take years to fully play out their effects on each other. Since
we are part of that lacework ourselves, it’s doubly hard to see the
whole pattern of change. Instead, we tend to focus on snapshots
of isolated parts of the system, and wonder why our deepest prob-
lems never seem to get solved. Systems thinking is a conceptual
framework, a body of knowledge and tools that has been devel-
oped over the past fifty years, to make the full patterns clearer,
and to help us see how to change them effectively.

(Senge, 1990, pp. 6–7)

In thinking about a system, we define it with a boundary that sepa-
rates what we consider to be inside the system from what is outside
and not part of that system. Each element that is inside the system
is connected to others and is both affected by other elements and
affects them too. It is this mutually dependent aspect of the elements
in a system that makes it important to consider the whole whenever
we consider the component parts, particularly if we are thinking
about making any changes. Making a change in one component part
of a system will have an effect on all other elements in that system
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and consequently on the whole. Thinking about the wholeness is a
holistic approach.

Some key ideas about systems thinking are:

� Everything in a system is connected together – the elements are
interconnected.

� A system does something, produces something, has an output.
Only those elements that contribute to production of that output
are valid components of a system.

� A system has a boundary and exists in an environment. For
example, a hospital might be defined as a system and it exists in
a social, political, economic and technological environment as well
as a geographic location.

� A system is defined by your own thinking and focus. In
approaching a problem or issue holistically your own focus defines
the system. You can include or leave out elements that you
consider do not directly relate to the focus of your interest as long
as you retain an overview, a holistic view of the system, and avoid
considering only one feature or issue in isolation.

� A system can have sub-systems.

Systems thinking involves taking a holistic view of a situation so that
when you identify the systems within a setting you notice how they
link with each other and with other elements in the setting.

The first stage in this approach to thinking is development of
awareness of the whole and the parts that make up the whole. From
this awareness you can engage with the elements and issues and
develop a more detailed understanding of the context and the inter-
action of features within it. From this detailed but contextualised
understanding you can consider how to manage the situation so that
the systems can work more smoothly to achieve their outcomes.
Many people now talk of taking a ‘whole systems approach’ to any
improvement or change to ensure that the overall result of any action
is fully considered.

In this chapter we have considered a number of different
approaches to thinking. As a leader it is important to be open to
different approaches and viewpoints and it is helpful to have some
understanding of different ways of thinking. If some of these
approaches are very new ideas to you, you may want to follow up
the references given here to gain more confidence in thinking in
different ways.
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In this chapter we pursue the idea that learning is crucial to change.
We consider how learning contributes to change in health and care
services. Services are essentially about interpersonal relationships and
therefore the learning experiences of service providers and users are
central to service development.

The first section of the chapter focuses on how we learn and
develop as adults and what helps or hinders us. We then consider the
experience of transformative learning, which is significant personal
development. Transformative learning contributes to the ways in
which we anticipate and visualise change and helps to explain some
of the experiences we have during significant change.

An understanding of transformative learning is also helpful in
considering what we mean by transformative leadership. Any change
impacts on individuals in a variety of ways and can force them into
learning and development that they are unprepared for. Leading
change and transformation brings responsibilities for supporting
learning.

Health and social care services are delivered in a society in which
change is constant. Change means that we have to learn to think and
to do things differently. For anyone working in health and care
services, an ability to continue learning is essential.

Many people used to think that learning was something that children
did in school and that there was no need to carry on learning once
schooling was completed and academic or professional qualifications
gained. This is no longer true, if it ever was, and now we all have to
continue learning throughout our working lives. We are also more
aware now of the difference between formal education and learning
as a normal activity in life. Our formal education is intended to
provide a foundation for life and work but much of our learning

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

LEARNING IN HEALTH AND SOCIAL CARE

CHAPTER 4

LEARNING TO CHANGE



 

comes from our personal experience. Learning as continuing profes-
sional development and lifelong learning as part of living a full life
are now considered to be important to everyone working in health
and social care.

Peter Jarvis defines learning as ‘the transformation of experience
into knowledge, skills and attitudes’ (Jarvis, 1987, p. 8). He goes on
to note that learning takes place through a variety of processes. We
have considerable choice in how we might approach learning. Many
people like to engage in formal learning (education and training 
in structured courses) but there are also many informal ways of
learning. Some like to gain an overview from books or from watching
or asking others before trying things out for themselves.

Much of our work in health and care services is practical and is
carried out through interpersonal contact. This raises a number of
issues in terms of learning. All of our actions are informed by mental
models, concepts and theories, whether these are consciously selected
or unconsciously accepted. These conceptual ideas are sometimes
referred to as fields of practice and study. Our actions take place in
a field of practice. We learn to link ideas from the field of study to
activities in the field of practice. As our work involves both theory
and application in practice, both types of learning are important.

One of the difficulties we face is that nothing stands still for very
long, and both theory and practice are constantly changing. It is not
sufficient to only continue learning about the field of study, even if
that is the main area of your work, as the field of practice continu-
ally changes and evolves. Theory becomes out of date as new ideas
and discoveries replace older theories. Practice also changes as new
procedures and processes replace older ones in response to develop-
ment in our knowledge about the impact of our actions. We also
have to change and develop practice to accommodate new tech-
nology and processes.

Health and care services are no longer considered to be adequate
if they operate in isolated packages, particularly when a service user
has to progress from one service to another in order to receive 
a complete service. One of the main concerns in modernisation of
public services is to provide a seamless service in which all linked
services are joined up so that from the user’s perspective the service
is experienced as seamless. This cannot be achieved unless those
providing each area of service understand each others’ work. The
increasing emphasis on working across professional, disciplinary and
agency boundaries reflects attempts to reduce barriers that inhibit
seamless service provision. Many people find that working together
is easier if learning is also shared.

In services that are so personal, the service user is also a learner.
As patients and clients of health and care services we learn more
about ourselves and about the ways in which we live with our health
and social welfare. Increasingly, patients and clients are seeking to
be better informed about their own conditions and about what health
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and care services can offer them. Some patients and clients become
as well informed or better informed about their particular condition
than the professionals and clinicians who offer services to them.
Learning with expert patients and clients is a new aspect of working
life for many, particularly those who are not accustomed to having
their knowledge or expertise challenged. Patients and other service
users are also not always anxious to be offered choices or to find that
they are expected to learn how to look after their own needs without
constant expert assistance. Not only do those working in health and
social care need to pay attention to their own learning needs but also
to facilitating learning for service users. Learning is at the heart of
so much of our working lives that those leading change in health and
care services need to understand how to offer leadership in learning.

Ideally, people are able to learn from their experience and are able to
avoid simply repeating bad or unsatisfactory experiences. Have you
ever considered why some people learn from experience and others
seem not to? Do you find that you learn best when you are challenged
by a problem? Do you think that you learn differently as an adult
from the ways in which you learnt as a child? One of the most 
obvious differences between adults and children is the difference in 
experience. Malcolm Knowles proposed that there are some charac-
teristics of adult learners that make them different from children in
their approach to learning. He suggested four significant differences:

� a change in self-concept, since adults need to be more self-directive;
� experience, since mature individuals accumulate an expanding

reservoir of experience which becomes an exceedingly rich resource
in learning;

� readiness to learn, since adults want to learn in the problem areas
with which they are confronted and which they regard as relevant;

� orientation towards learning, since adults have a problem-centred
orientation they are less likely to be subject-centred.

(Knowles, 1978, pp. 53–57)

Is this true of you? Test these ideas out in the following activity.

ACTIVITY 4.1

Allow 5 minutes.

Tick any of the following statements that you think apply to your
approach to learning:
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1. You prefer to be in control of what you learn and how 
you learn it. ❒

2. You recognise that you can draw from your experience 
when you learn. ❒

3. You are more interested in learning things that seem 
urgent or relevant. ❒

4. You are more interested in learning when you are faced 
with a situation in which you want to understand better 
or behave differently. ❒

Once we no longer have to go to school we can largely choose what
we learn for our own interest and amusement. We do, however, often
have to learn to do new things as part of our work. If you have had
formal training and also learnt ‘on the job’ you might be able to com-
pare the difference between learning to a set timetable and syllabus
and learning from what happens around you and how you respond.

Those who regularly reflect on their practice will know how much
can be learnt from experience, not just from having lots of experi-
ence but from thinking about why you behaved as you did and what
other options there were that you might not have considered. Would
you do the same again in similar circumstances or would you do
something differently in order to achieve better results?

Some of us can confidently say that we are quick learners when we
want to ‘get up to speed’ with a new topic or issue. Some can moti-
vate themselves and plan a way of learning that they are confident
works for them. We will consider some ways of doing that. You
might, however, have thought of times when you tried to learn some-
thing that you were not very interested in or thought that you were
not naturally ‘good’ at. Many people feel that they are no good at
mathematics because they did badly at school, but most of these peo-
ple manage their money well enough and can add up purchases in a
shop. Others say that they are no good at art or music and may be
missing potentially fulfilling aspects of life. It is helpful to be aware
of messages that we received when we were children and to remem-
ber that these are not necessarily messages that help us as adults.

As an adult learning you will probably:

� think independently;
� value experience;
� make judgements;
� analyse against experience;
� decide your own priorities;
� set your own targets;
� work out your own strategies;
� make up your own mind.
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Knowles suggested that as an adult learning you will want to draw
from your own experience and to be able to apply what you are
learning in current problem areas. Another obvious aspect of being
an adult is that you are older than a child. Age brings experience but
there is more involved if you are to learn from that experience and
not just repeat similar experiences over and over again.

Learning in practical situations may bring opportunities to learn
alongside experts who can show you approaches that generally work.
However, in some situations there are few experts to ask. These situ-
ations are more like those you encounter when trying to learn a new
language or when you are developing relationships with other people.
You depend on feedback to assess your progress and you cannot
receive feedback until you have taken some action. Learning from
experience is heavily reliant on making use of feedback. If you are
unfamiliar with this, you may need to develop skills in collecting and
using feedback.

Another aspect of learning from experience is that people learn in
different ways. As individuals are all different, there are differences
in the things that help or hinder our learning.

ACTIVITY 4.2

Allow 10 minutes.

Consider some of your own recent learning experiences. Try to think
of something that you learnt that involved both theory and applica-
tion of the ideas in practice. Ask yourself what helps you to learn
and what hinders your learning.

Make a list under each heading:

Things that help me to learn Things that hinder my learning

Do your lists show positive and negative sides of learning? For
example, you might say that it helps you to learn if you can have lots
of time, but you might know yourself well enough to know that you
need deadlines to get round to doing things. Did you say that moti-
vation helps you to learn? The other side of wanting to learn very
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much is that too much pressure to succeed can freeze you into being
unable to do anything. Did you list encouragement as something that
helps? However, sometimes this can seem like interference and too
much pressure to achieve something that someone else wants you to
do. As in most aspects of life, balance is important in learning!

Some of the other barriers to learning that people have identified
include prejudice and hostility from peers, unfamiliar use of language
and jargon (although managers usually want to understand the
jargon of management), difficulties in concentration, feeling patron-
ised, feeling lack of confidence and feeling unprepared. Some people
may have little support from their families or from work colleagues.
Also, of course, some people have disabilities that may have to be
overcome in different ways.

Some of the things which encourage people to learn include
support and encouragement, feedback that learning is successful,
opportunities to try out new ways of doing things, resources to pay
for and to give time for learning and other people to show interest
in your learning. For some people it is important to have a strong
personal reason for engaging in learning. However, for others it may
seem too mechanistic to set formal objectives and be more helpful to
identify wide and open goals.

Another aspect of learning is that the personal process of learning
takes place in a context, it is not isolated from the world in which
we live. Much of our learning is stimulated by noticing something
that seems not to ‘fit’ into the understanding that we thought we had
about the world around us. We discuss our ideas with other people.
The feedback we receive about our ideas and actions comes from
other people. Learning is a social activity:

People are a result of learning and continue to be what they are
because of learning. Whilst learning and living are not the same
phenomenon, they are co-terminus and those who help others learn
(whether or not they are called teachers) bear some of the respon-
sibility for helping people grow and develop through the complex-
ities of social life, but that is a human responsibility since people
are and must be interdependent because they live in societies.

(Jarvis, 1987, p. 206)

Jarvis associates learning with growing and developing in complex
social settings. He suggests that we are, to some extent, socialised
into the culture of the setting we inhabit, the knowledge, values,
beliefs and attitudes of those around us. We may not even be aware
of this until we find ourselves in an unfamiliar culture when some of
our beliefs, values or assumptions are challenged. In health and social
care services we experience many different cultures. There is the
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cultural richness of colleagues and service users who come from
different social and religious backgrounds, the cultures that have
developed among many professional and clinical staff (particularly
those who have shared formal education to achieve registration) and
there are cultures that develop within agencies and organisations.
When we recognise a different perspective brought by someone who
holds a different view of the world from the one we have formed we
often find our own viewpoint challenged. This can lead to a profound
learning experience in which we review the assumptions and beliefs
that we have relied on as a personal ‘frame of reference’ and realise
that some of these fundamental values are outdated or inappropriate
for the lives we now live. Learning that leads to a fundamental
change of view is called transformative learning.

Jack Mezirow suggested that age brings an ability to view life from
a wider perspective:

to the degree our culture permits, we tend to move through 
adulthood along a maturity gradient which involves a sequential
restructuring of one’s frame of reference for making and under-
standing meanings. We move through successive transformations
towards analysing things from a perspective increasingly removed
from one’s personal or local perspective.

(cited in Jarvis, 1987, p. 18)

Are you aware of having changed your view at different times,
perhaps as a result of moving into a new role or situation? Were you
able then to look back and see things differently? You may have
changed the way you see or understand something because of being
confronted with a new idea or attitude.

One of the difficulties many people face when they take on a new
role in a familiar workplace setting is that the role puts them into a
different position and they are expected to take a different viewpoint.
Although you may continue to do some of the work that you did
before, your responsibilities are different, perhaps wider. You may
become the person who is expected to support and help others,
perhaps to supervise their work and to take responsibility for comple-
tion of tasks. People moving into management roles are often aware
of this sort of change in their frame of reference as they begin to see
the activities of their organisation from a different perspective. From
a management perspective you may find that there is more to under-
stand although you may not find it easy to see the ‘bigger picture’.

Learning in the workplace involves many different types of
learning because your thoughts and ideas influence your actions and
the ways in which you interact with other people. Transformative
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learning can change more than the way in which you work, it can
change the way in which you live your life – consider the different
development stages suggested in Example 4.1.

Example 4.1: Stages of personal development

Perry (in Cross, 1981, p. 180) developed a hierarchy of developmental
stages explicitly related to perceptions of education linked to intellectual 
and ethical development. Perry proposed that we go through nine stages 
of development:

� At the first stage a learner sees the world in right/wrong terms and
expects an ultimate authority, often a teacher, to tell them what is right.

� At the second stage, when there is uncertainty, or difference of opinion,
the authority might be thought to be at fault or might be blamed for
forcing learners to find out for themselves.

� At the third stage the learner accepts that diversity and uncertainty are
legitimate, but believes that this is a temporary situation because author-
ities have not yet found the right answer.

� By the fourth stage the learner perceives that uncertainty and diversity of
opinion are legitimate but suspects that they are associated with what
different ultimate authorities want.

� At the fifth stage the learner recognises that all knowledge and values,
including those of any authority, exist in relationship to their contexts.
They also realise that notions of right and wrong are also subject to the
conditions in any particular context.

� The understanding gained in the fifth stage leads to the realisation that
individuals have to find their own orientations in a world in which every-
thing is relative. This is much more difficult than committing themselves to
a belief in certainty and absolute authority.

� At the seventh stage the learner makes an initial commitment to some
values and beliefs.

� From this position, the learner experiences the implications of making this
commitment and discovers the responsibilities it brings.

� The final ninth stage entails the development of identity among the
multiple responsibilities associated with commitment. The learner realises
that commitment is an ongoing, unfolding activity through which people
express themselves and their life-styles.

The way in which we react to change is affected by our stage of devel-
opment. Some may comply unquestioningly with orders from an
authority (as in the first and second stage). Others will be unwilling
but comply because they accept the authority and expect it to always
be right. Others will have reached the fifth stage and may question
what is right if situations and contexts change. Those who review
their own assumptions, values and beliefs may find that they need to
make some personal changes and adopt different commitments. This
brings changes in identity that can have profound implications for
individuals.
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One aspect of leadership involves taking responsibility for yourself.
If you are convinced that learning is important to growth, develop-
ment and change, you will want to consider your own attitudes and
approaches to learning. Megginson and Pedler outline steps for a
development route for managers:

� personal desire to learn – some dissatisfaction or discomfort with
the present state;

� self-diagnosis – understanding of why you need to change;
� setting goals for self-development, ideally measurable ones;
� take a risk – this is the shift from current state to new state and

builds confidence;
� design a programme to support you to reach the goals;
� recognise the contribution friends and colleagues can make in

encouraging and giving feedback;
� keep on with the programme – stickability and perseverance;
� assess yourself against the goals, leading to satisfaction and confi-

dence in using the process again or dissatisfaction and a return to
the beginning of the process.

(Megginson and Pedler, 1992, pp. 4–7)

These steps can apply equally well to anyone wanting to make their
own plan for learning. You can start by identifying an area in which
you want to learn more and clarifying what you think needs to
change. For example, you may feel that you do not understand
enough about the environment in which your agency or organisation
works. This may be because you only see the service users who come
into your area of service and you often feel frustrated that other
services do not seem to be as efficient or helpful as they might be to
complement what you are trying to do. The frustration you feel may
be the trigger to find out more and to try to understand why the
overall service is not as good as you would like it to be.

Once you have identified the area of learning and clarified why 
it is important for you, you can think about how you might set a
target for this learning. It is important to set a target because if you
don’t, how will you know whether you have learnt what you intend?
But a target for learning has to be stated in a way that focuses on
the purpose. It can help to start with ‘I will be able to . . .’ and
complete the sentence with one of the things that you want to be able
to do differently. For example, you might state, ‘I will be able to
describe and explain the importance of the key factors in our environ-
ment that impact on our service provision.’ That will help you to
understand, but will not be enough to reduce your frustration 
with inadequate service provision. You might add, ‘I will be able to 
identify potential areas for service improvement.’ In any service
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own incompetence until we
see a competent performance
and realise that we are not
yet competent. Later we may
be able to perform so easily
that we become unaware of
our level of competence. We
progress through a sequence
of being:

� unconsciously incompetent
� consciously incompetent
� consciously competent
� unconsciously competent.
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improvement there will be a number of other people, staff and service
users, who will also need to do things a little differently if anything
is changed. If you are to make a difference you will need to agree the
nature of the change with them and gain their support. You might
add this as a learning outcome – ‘I will be able to identify and
communicate effectively with the key people whose co-operation will
be needed to make service improvements.’ Of course, this does 
not yet lead you to taking action, so you might add, ‘I will be able
to develop agreement about what to do to improve our service and
secure support to enable us to carry out the improvement.’ You 
will only be able to review the full sequence of these learning objec-
tives when you have reached the point at which you can move into
implementing a change. At that stage you may want to make a new
learning plan to deal with all the issues that arise in implementing
change.

Learning outcomes that involve understanding, discussion and
negotiation cannot be achieved by only reading a book or taking a
course. You will need to gain experience and seek feedback on your
performance if you are to evaluate your developing abilities. You will
need to create opportunities to encourage others to question and
challenge your ideas if you are to understand the different perspec-
tives that might be held on what you propose as an improvement.
How will you do this?

Many people find that the most effective programmes of learning
are created from mixtures of approaches, blended to suit the environ-
ment and the focus that you have taken. For example, you might
consider shadowing some of the senior managers, clinicians and
professionals in the organisations and agencies that contribute to the
range of services in which your area of work lies to gain more under-
standing of the day-to-day issues that impact on service provision.
Alongside this, you might consult your organisation’s business plan
and strategic plan to understand what your organisation plans to 
do with the resources at its disposal. Any proposal for improvement
is unlikely to gain support unless it can demonstrate that it will
contribute to achieving the overall strategic objectives. You will also
need to create opportunities to learn more about how the different
elements in your services interact with each other. There are many
ways that you might approach that area of learning. You might
examine the organisational charts and enquire whether there are 
any diagrams of how one area of service links with another. You
might identify key individuals and make appointments to interview
them about the links they make and how they review the effective-
ness of service continuity. You might follow a number of service 
users through their use of linked services or ask them about their
experiences.

As you can see, learning plans can become quite complicated and
it can require quite long periods of time to achieve outcomes of this
nature. You can reduce the complexity by focusing on something that
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would contribute to this longer-term aim. For example, you might
set yourself only the first learning outcome to start with, so that you
could feel confident in pursuing further ones once you had gained
some success.

Most learners need support from others to pursue learning plans.
You might consider enlisting the support of one or more of your
colleagues, perhaps agreeing to help each other to achieve objectives.
If your learning is to link closely with your day-to-day work you will
probably want to involve your line manager, who would be able to
offer practical support if you need to adapt your working schedules
to shadow or talk to people in other parts of the service. Many people
would also find the involvement of someone from their training or
human resources department helpful both in supporting their plans
and in helping to make useful contacts. Many also find it very helpful
to have a mentor to act as both support and challenge and to help
to keep things in perspective. If your learning plan involves learning
about how to take a role that you have not previously taken, you
might be able to secure support to shadow someone in that role or
even to ‘act up’ in a more senior role for a period to gain appropriate
experience.

Example 4.2: Action learning

Many people find it helpful to have a regular forum in which to discuss their
own progress and the barriers that they face personally in progressing their
learning or projects. Action learning sets are often used to provide a forum
in which these discussions can take place. Each individual is both supported
and challenged and offers both support and challenge to the other set
members. It is usual for each set member to bring a project that might be a
formal workplace project or it might be an area of development that will be
approached in a variety of different ways. Most sets agree action points for
each individual that are reviewed at the next set meeting and many find this
discipline useful. Normally it is helpful for a learning set to have a facilitator
when it forms to help the set to develop working patterns and focal areas
for each individual. Once members become confident and experienced in
contributing to action learning it may not be necessary to have a facilitator.
Action learning is often very successful in helping individuals to gain insights
into their learning and work:

When I first came across the concept of action learning I had a degree
of cynicism and hesitation. As both a participant in action learning sets
and as an observer of the value of the process to others, I now believe
the concentration on and support for the learning of the individual results
in a speed and depth of learning and often ‘cognitive leaps’ which other
processes do not engender.

(Jon Bareham quoted in McGill and Beaty, 1992)

(You can read more about Action learning in McGill and Beaty 1992).
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Your plans might also include linking learning from experience with
formal courses that can lead to qualifications. Many academic
courses now include emphasis on applying theoretical ideas to prac-
tical situations and you are often able to carry out projects as vehicles
for learning and to gain qualifications from assessment of the
learning that you have gained from the process of investigation and
implementation. Critical reflective practice is now expected in most
professional education and it provides an approach that can be used
subsequently for continuing professional development (CPD)
throughout your career.

Once you consider the implications of transformative learning for
individuals, you can appreciate why it is often so difficult for people
to engage with and accept change. Most of us accept that we have
to learn and develop throughout our lives and that incidents we expe-
rience will often provoke such learning and development. Often these
incidents puzzle us or cause emotional reactions such as anger, fear
or frustration. We may feel that we will lose something that we value
or that we will face difficult challenges in the proposed new condi-
tions. We often find that our ideas and our values are challenged and
we have to re-think our priorities and reconsider our value frame-
work. These are uncomfortable things to do. People often say that
learning should be fun, but transformative learning is rarely fun
because it affects us so deeply although it may ultimately be very
satisfactory and rewarding.

In this chapter we have considered the part that learning plays in
change. Leading change involves leading transformation and to
achieve this any individuals involved have to engage to some degree
in transformative learning. As a leader, you have a responsibility to
recognise that each person will respond in a different way as they
face the challenges to their current ways of thinking and acting.
Although some individuals will welcome an opportunity to learn and
develop, some will be neither willing nor emotionally prepared.
Leading change and transformation brings the opportunity to share
learning and development in a context that delivers benefits to service
users and staff. It also brings responsibilities for supporting learning.
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This chapter is about some of the issues that you might face in taking
on a leadership role and ways in which you might prepare yourself.
For those with leadership experience, we also discuss continuing
development as a leader. The chapter begins by looking at how a
person becomes a leader and what the role entails. We then explore
the competence and skills that a leader needs in a health and social
care setting. We also consider how you might react when you become
a leader, how you might prepare and how you can take care of your-
self as a leader.

How do people become leaders? Health and social care services are
full of people who are leading different initiatives and projects. How
has this happened?

ACTIVITY 5.1

Allow 5 minutes.

How do people become leaders? Think about leaders that you know
in different areas of work. Make a note of four ways that a person
can become a leader.

1

2

3

4
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Perhaps the most obvious way for people to become leaders is to be
appointed to a leadership role. This might happen if someone is asked
to ‘lead up this project’ or to ‘take a lead in getting this started’ or,
more formally, to ‘head up’ a new initiative. This often happens when
an organisation sets goals that can be progressed through projects
that require leaders. For example, when two organisations agree to
collaborate more closely to deliver more integrated services, each of
the service areas involved might be treated as a separate project, each
with a project leader and team.

Sometimes a person attains a leadership position because she or he
has a personal interest in an initiative. An individual with the enthu-
siasm to make progress with an idea might gain support from others
to take the development forward. A leader is often the person who
cares most about getting something done and so willingly takes on
the responsibility to enthuse others. An example of this type of leader
might often be found in a clinical or professional area where one
individual leads in introducing a new way of working that offers
improved benefits to patients or clients.

Another way that someone might become a leader is when there
is a vacuum in an area of activity and this person finds that they are
concerned and able enough to encourage others to move forward.
Leadership of this type might arise when one area of service provi-
sion is less effective than other services that depend on it for their
own service delivery. For example, if transport services for patients
travelling to a clinic are unreliable, patients will often be late for
appointments or miss them altogether. A clinician might take on the
lead responsibility of developing better relationships with those who
provide the transport in order to improve the links between these
services.

You might have also thought of a leader who was not very willing
but whom others encouraged to take a lead because the person was
thought to be right for the job. For example, a junior secretary who
had a popular idea about how to improve a record form might be
asked by colleagues to take a lead in testing out the idea. This might
include drafting a proposal for improvement and gathering feedback
about whether the proposal would meet the needs of all those who
had to use the form.

There are many different ways in which a person might become a
leader.

You might have noticed that the examples of how someone might
become a leader all have implications of leading some sort of progres-
sion or change. Leading is a word that implies movement, direction
and purpose and these are aspects of leadership that you can learn
to develop. Leadership is not only about having personal skills, it is
also about attitudes, commitment, ability to attract support and less
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tangible qualities including vision and integrity. Let us look at these
more closely.

BECOMING A COMPETENT LEADER

People in health and social care are generally familiar with the notion
of competence. Competence includes more than we might mean by
a skill because it also encompasses the knowledge that underpins a
skilled performance and the attitudes that ensure that the perfor-
mance is appropriate in its context.

For the first time in 2001 the National Health Service in England
identified a set of core skills that any worker in health services 
would be expected to be able to demonstrate (‘Working Together –
Learning Together. A framework for the Lifelong Learning for the
NHS’). This measure was taken to provide a systematic framework
for development to support the overall strategy of modernising
services. Lifelong learning was recognised as being at the heart of
effective organisational performance and the strategy was designed
to equip staff to:

� support changes and improvement in patient care;
� take advantage of wider career opportunities;
� realise their potential.

The strategy was designed to support staff in a context in which
everyone would experience changing patterns of healthcare delivery
and increasing expectations of work and learning. There was an
emphasis on equal opportunities and recognition of increasing diver-
sity in society and also recognition of the implications of policy
commitments to increase the use of new technology.

The core skills identified as being necessary for all staff, regardless
of their role or level in health services, were:

� respecting the rights and feelings of patients and families;
� communicating effectively with patients and colleagues;
� using information effectively and sensitively;
� understanding how the NHS and their local organisation work;
� working effectively in teams;
� keeping skills and competence up to date;
� contributing to health and safety.

This is a useful list to start with when considering the competencies
that any leader needs in health and care services.

Respect for others is essential for development of inclusive and
democratic processes. Without respect we cannot participate in team-
working or listen attentively to colleagues or service users. We also
cannot respect rights if we don’t know what they are. You might like
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to think about what you consider to be basic human rights – those
that you expect to experience yourself. Another area of rights are
those that are rights by law. Your area of work may be subject 
to many different legal requirements – there will certainly be legal
frameworks governing the employment of staff, health and safety and
management of confidential information. There may well also be
legislation governing how you work with service users, for example
the laws relating to responsibility for children.

Communication is another core competence that most of us 
need to continue to develop throughout our working lives. Consider 
how closely and attentively you listen and whether you are able 
to encourage others to communicate with you. You are probably 
a very busy person, so how do you make yourself available for
communication with others when your time is so precious? Are you
aware of being a better communicator in face-to-face settings than
you are when using a phone or e-mail? Do you write clearly and
without unintentionally causing offence? Do you ever get involved
in muddles because of poor communications? These are things to
think about when you are considering your own potential areas for
development.

Information handling is another area of competence that demands
a mixture of knowledge and skills. Do you know your responsibilities
under the most recent data protection act and is confidential
information kept appropriately in your area of work? Local policies
often detail agreed procedures. Do you know what management
information systems are used by your organisation? If you take a 
role in leading an initiative you will often need to access up-to-date
information as quickly as possible. Again, you will probably be 
able to identify some personal development areas related to use of
information.

It is difficult for anyone now to keep up with developments in
health and care services. Many staff in health and social care know
little about how their own organisation or area of service works. Now
that much of the restructuring is intended to improve the links
between services, it has become more important to know how your
area of work connects to others. The service user experience of ser-
vices often identifies gaps that those who work in services are less
likely to notice. We usually have to make a deliberate effort to find
out more about the areas of work that we do not deal with in our day-
to-day work. Again, you will probably be able to identify some learn-
ing and development needs for yourself in this area of competence.

Teamworking is one of the basic areas of competence and the
setting in which leadership is particularly evident. Teams often
change and new teams are formed to work on projects, so compe-
tence in identifying learning and development needs, making and
implementing plans and reviewing development is important. Also,
team development has some different dynamics and it is helpful if 
all team members have some understanding of how teams work. As
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we discussed in Chapter 2, leaders and teamworkers are a collective
in which roles may frequently change.

The last two of the core competencies, keeping up to date and
taking responsibility for health and safety, can also be considered as
potential development areas for everyone, regardless of the stage 
in your career or how much you have learnt about these areas in 
the past.

There are, however, many other skills and competencies that are
also relevant for leaders. It is widely accepted that leaders need to be
able to build a vision with others and inspire them to want to work
towards achieving the future that they can imagine together. Once
there is a shared vision, leaders are those who develop a shared sense
of direction and purpose to enable progress towards achievement of
the vision. There will be many different perspectives and potential
conflict, so negotiation skills will often be needed. It is difficult to
maintain clarity about the direction and purpose unless the under-
pinning principles and values have been thoroughly discussed and
agreed. When there are disagreements and anxieties, the integrity 
of the leader will be questioned and the leader’s own values and
concerns will often be challenged. It is very helpful for a leader to
demonstrate passion and commitment, but there will be people who
want to assure themselves that these are real and not just acted in 
an attempt to motivate others. So leaders have to be very aware of
their own motivations and the ways in which they derive their own
commitment from this. The attitudes of leaders are always under
some degree of scrutiny and will influence the extent to which they
are able to attract support.

Awareness is essential for leaders in health and social care. Not
only are the services complex and often sensitive, but service users
depend on consistent service provision. We need to be aware of the
wider implications of anything we do, so awareness is an important
quality to develop. Awareness includes noticing issues and develop-
ments, being sensitive to the undercurrents as well as the open and
easily accessed information and interpretations. If you are aware, you
will have noticed and taken an interest in the issues that are taking
peoples’ attention and you will also have thought about the impli-
cations for those people and for their work. Awareness involves being
able to collect and interpret a variety of different sorts of data and
being able to make connections between what you understand to be
happening and the implications for your area of work. Awareness is
not only the usual starting point for alerting others to the need to
change, but also essential during a change process to ensure that
everything progresses in the agreed direction.

Another important area of competence for a leader is an ability to
work across traditional boundaries. There are many boundaries in
health and social care, both formal and informal. The formal bound-
aries include those between organisations and agencies, but we
increasingly need to work more closely with those in other structures
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‘Painful moments are good
times to learn. . . . The focus
of our energy on others
needs to be redirected to
ourselves. Instead of “why
did she behave so
aggressively?” I should be
asking: “What was it about
her aggressive behaviour that
triggered something in me?”’
(April, Macdonald and
Vriesendorp, 2000, p. 9)



 

to reduce the gaps in services. We also often need to work across the
boundaries that have grown between professions and also those that
have developed between some areas of practice. With the develop-
ment of more flexible working it has become easier to work and learn
alongside people from different areas of services and you might
consider extending your experience if it is currently rather limited.
Personal flexibility is important in a leader and you might consider
whether you have stretched your own limits recently.

One more area of competence frequently mentioned in connection
with leadership is the ability to develop a personal network of
contacts. This ability comes naturally to some but not to others, who
often do not understand why it is important. Networking is impor-
tant because it enables you to form social contact with people from
areas of work outside your own. You know how much informa-
tion and discussion is shared within a working group and how it
contributes to the awareness and understanding of all of those in the
group. Networking is a way of accessing some of that experience
with people from backgrounds and areas of work different from your
own. It can help significantly in keeping your knowledge and under-
standing of service development up to date, it can offer insights into
the benefits and constraints experienced in different areas of work
and it can help you to develop a broader perspective on your own
area of work.

You need to be effective to be able to contribute as a leader.
Effectiveness is about doing the right things – this implies a number
of abilities. Being effective includes being able to:

� investigate and agree with others what are the right things to do
in a particular situation;

� attract enough support and enthusiasm for action so that the ideas
can be implemented;

� maintain momentum until objectives are achieved;
� review and revise activities to ensure that the desired outcomes are

being achieved.

In most change situations, effectiveness requires a mixture of lead-
ership commitment and management of activities. Effectiveness 
does not come just from learning a few skills and techniques. Skills
and techniques are important and necessary, but effectiveness is 
more complex than that. It depends on you, the job you do, the
people you work with, the other resources you have at your disposal,
the organisation you work in, and the wider world with which your
organisation must interact. You may need to develop your aware-
ness of how these factors can affect your work.
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ACTIVITY 5.2

Allow 15 minutes.

This activity will help you to identify some of the factors upon which
effectiveness depends. You may find your answers to the questions
helpful in identifying personal areas for development.

Think about a piece of work you recently carried out. This might
have been an improvement in your area of work or an occasional,
but more routine, activity. Choose something that was fairly
complex, something that you had to think about and plan to some
extent and something that involved other people. Answer the
following questions about the activity. (If you prefer, you could apply
this exercise to a project or major objective that you are just about
to start work on: e.g. to what extent will the outcome be influenced?)

Did you feel adequately prepared to take on the task?

Did you have a clear understanding of what was required?

To what extent was the outcome influenced by your own level of
competence?

Did you bring particular skills or knowledge to the situation?

To what extent were your actions influenced by personal or profes-
sional values?

What contribution did others make to the outcome, positively or
negatively?

How critical were the abilities and attitudes that others brought to
the situation?

Did you have the influence in your organisation that was required to
achieve the task?

Do you feel that your role allows all your abilities to be brought into
play?
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Does it make demands that you feel unable to respond to?

All of these questions refer to aspects of work that you can think
about before taking action. Preparation for a complex task can be,
to some extent, a rehearsal for the real thing. If you start a major
task by considering what is involved and what you are trying to
achieve, this will clarify the direction and purpose of your work. If
others are to be involved in achieving the outcome, you will need to
develop a shared understanding of direction and purpose. It is then
possible to consider how the desired outcomes will be achieved –
what steps are needed to achieve each of the outcomes. This is the
planning stage.

Once these steps are expressed as separate tasks, you have created
an agenda for action. You can then think, probably as a group, about
who should carry out each of the tasks. Your planning at this stage
will include consideration of who has the necessary skills and expe-
rience or who could be supported to develop the necessary skills with
appropriate supervision. In health and social care settings you will
also have to consider who has the appropriate professional or clin-
ical background and qualifications for some of the activities, and this
may raise the question of your ability to bring people from different
backgrounds together to work effectively. You might also need to
have sufficient influence in your organisation to secure other neces-
sary resources. All of this may seem daunting, but much of your
effectiveness as a leader will result from your management ability to
plan and co-ordinate the work of other people. Once you have
reached the stage of carrying out activities, there is still a further stage
of review. This is crucial in making sure that your actions are leading
in the direction you intended.

If you have set clear objectives it is relatively easy to review
progress to establish whether these are being achieved. Reviewing
progress is not simply a matter of indicating your perception of how
things are going. You must also give careful consideration to other
people’s views about what has been done and what needs to be done
(which may mean the perceptions of service users, your team and
other colleagues, your manager and other managers, people in collab-
orating organisations).

The transition into a leadership role takes place over a period of time
as new challenges are encountered. Some people find that, in taking
on a leadership role, they are expected to give up the specialist roles
that they have performed well and with satisfaction in the past, and
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they may be reluctant to do this. Others – particularly in health and
social care – find that they are expected to retain some of their former
specialist or professional functions while taking on a leadership role
as well, and finding an appropriate balance between these is not
always easy. It is a tension that has to be managed.

The second aspect is the transition process itself. Here the prob-
lems highlighted are typical of those encountered by anyone moving
into a new job, and not simply those of someone moving into 
a leading role. They are also likely to be encountered by your
colleagues when they take up new positions. As a leader and team-
worker you will need to be sensitive to the problems others face in
adjusting to new and different demands. You may also encounter
similar transitions yourself in the future when you are required 
to work in a different way, perhaps with colleagues to achieve a 
more integrated service or perhaps to move on to more responsible
appointments. An understanding of the process of transition will
stand you in good stead.

You may be required to provide professional leadership as well as
leadership in initiating an organisational change. You may face con-
flicts between different values and competing priorities. It is impor-
tant to be clear about what you should and should not do, and why.
There will be occasions when only you have the professional skill to
do a particular task, or when you are the only one with sufficient
knowledge and experience to make a professional judgement or to
take a particular decision. However, there will be occasions when it
will make more sense to delegate certain tasks to suitably qualified
members of your team, reserving yourself for tasks that others sim-
ply cannot do. There will also be occasions when you will want to
encourage others to do tasks (under appropriate supervision) that will
help members of your team to develop their professional skills. You
may be in a small team where you have to take a regular turn in direct
service provision. There is always a tension in managing these dual
roles.

Example 5.1: Self-esteem and the transition process

Some helpful research was done in this area (Adams, Hayes and Hopson,
1976). It deals with transitions in general, rather than being exclusively
concerned with roles at work, but a fairly common pattern emerges for all
transitions.

These researchers identified seven phases that can be predicted in a 
transition, from the start of the change to the point at which the change has
been accepted:

1 Immobile – In this initial state many people feel frozen; unable to under-
stand or to make plans. This might be because the change involves something
very unfamiliar. The expectations raised may also overwhelming. If the 
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transition is welcome, for example a promotion or a welcome responsibility,
the positive feelings may reduce the feeling of immobilisation.

2 Minimising – One way of getting out of this immobilisation, essentially,
is by minimising the change or disruption. Very often, people will deny that
the change even exists. Denial can be a reaction to a crisis too overwhelming
to face head-on. In health and social care we might recognise this in
ourselves or in our colleagues when we face changes that are almost too big
to comprehend. Often, too, people project euphoric feelings.

3 Depression – Once people become aware of the reality of the change
they begin to get depressed, even if they made the change voluntarily. This
dip in feelings may be because of frustration because of the new demands
that must be met or a feeling of not being able to cope with the new situa-
tion. Some people feel incompetent if they have to learn to do new things,
particularly if they used to be very good at their previous job. People at this
stage often feel angry and may blame others. There may be a sense of panic
and a feeling of things disintegrating and getting out of control. This is usually
when people feel most uncomfortable.

4 Accepting – This marks something of a turning point, as the previous
stages have demonstrated some degree of holding on to the past. Movement
into this stage involves ‘letting go’ of the past situations and accepting the
new reality, saying ‘Okay, here I am now; here is what I have; here’s what
I want’. As this is accepted as the new reality, the person’s feelings begin to
rise once more. They can become more optimistic about the future.

5 Testing – The person becomes much more active and starts testing himself
or herself in relation to the new situation: trying out new behaviours, new
life-styles, and new ways of coping with the transition. There is a tendency
also at this point for people to stereotype, to have categories and classifica-
tions of the ways things and people should or should not be relative to the
new situation. A lot of personal energy is available during this phase and,
as they begin to deal with the new reality, it is not unlikely that those in tran-
sition will easily become frustrated and irritable.

6 Seeking meanings – After this burst of activity and self-testing there is a
gradual shift towards wanting to understand why and how things are
different – to seek meanings. This is a more conceptual activity, thinking more
than acting, standing back to try to understand the meaning of the change
in their lives.

7 Internalising – Once the change has been accepted and understood, this
last stage involves incorporating the change fully into the person’s life. This
stage is about integration and satisfaction in the new situation.

Overall, these seven transition phases represent a cycle of experiencing
disruption, gradually acknowledging its reality, testing oneself, under-
standing oneself, and incorporating changes in one’s behaviour. The level
of one’s self-esteem varies across these phases and appears to follow a
predictable path. Identifying the seven phases along such a self-esteem curve
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often gives one a better understanding of the nature of the transition cycle.
This is done in Figure 5.1.

People are unlikely to move continuously from phase to phase as it has
been described and diagrammed here. Any given individual’s progressions
and regressions are unique to his or her unique circumstances. For example,
one person may never get beyond denial and minimising. Another may drop
out during depression. Yet another might experience a major failure just as
things begin to look up, and revert to an earlier stage in the cycle.

If you are new to your role as a leader you may recognise where you
are in these stages. Or you may be an experienced leader facing a
transition into taking new challenging roles in a multi-disciplinary
team. If you are still hanging onto the past in some way, this could
be causing difficulties in managing your time and could create feel-
ings of inadequacy if you cannot continue to deliver in all of your
former roles as well as your new ones.

Most people would agree that a certain amount of pressure is 
necessary to provoke action. A lot of us feel that we are at our best
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Figure 5.1 Self-esteem changes during a transition



 

when the adrenaline is flowing and when we are working under 
pressure to achieve good results within a limited time. The problems
start to arise when the pressure becomes too great or continues
unabated for long periods. It then becomes stress. It ceases to be
enjoyable. It becomes detrimental, even dangerous, and it can impair
your effectiveness.

Stress is commonly described as a physical and psychological 
reaction to external forces or ‘stressors’. Cranwell-Ward described
stress as ‘the result of an imbalance between the level of demand
placed on people, as they perceive it, and their perceived capability
to meet the demands’ (1990, p. 8). The psychological reaction to a
perceived imbalance leads to a physical reaction and the engagement
of ‘fight’ or ‘flight’ mechanisms which prepare the body for action.
If the cycle of stress is intermittent then the body has a chance to
recover, but if the cycle becomes constantly engaged the body can
suffer physical damage.

Different people, of course, react in different ways. Pressure merges
into stress, almost imperceptibly. The important thing is to be able
to distinguish between them, so that we can avoid stress while
making the best use of pressure. The medical effects of stress are well
known and include ulcers, high blood pressure, heart disease, strokes
and early death. There are personal consequences and families also
suffer. We need to be able to recognise stress and some of the causes
of stress, and consider ways of alleviating stress.

A simple way to differentiate between pressure and stress is to think
of pressure as something that comes from outside yourself and stress
as the response you have when you are subjected to too much 
pressure. Most high achievers (and a lot of leaders would come into
this category) find a degree of pressure positively motivating. They
are able to respond to it energetically. Stress, on the other hand, 
does not produce a positive, energetic response. It is debilitating. It
deprives people of their strength, their vitality and their judgement.
Its effects are negative. Between these two extremes is a large inter-
mediate area in which pressure merges into stress, and this is the
danger area. This is where one needs constantly to be on the look-
out for tell-tale signs.

Some of the more obvious signs of stress are irritability and short
temper, panic reactions, heavy reliance on tobacco, alcohol or other
drugs such as tranquilisers, over-busyness, insecurity, an unwilling-
ness to delegate. People may become difficult to talk to, morose,
confused, unable to relax, insomniac. These can all be signs of other
problems, but their presence should make one suspect stress, and
should suggest the need to find relief before stress leads to more
damaging effects for the individual and the organisation.
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The effects of stress are so serious that it is worth spending a little
time considering the causes. Responsibility for the work of others 
is often stressful, particularly if this includes working across bound-
aries and integrating different areas of work. Innovation is also
stressful. The social context of teamworking may bring difficulties 
in relationships and emotional sensitivity. Many find it stressful to
be required to work more flexibly. Some aspects of roles are stressful
and this can be particularly true of leadership roles when the require-
ments are often not very specific. There will probably be a degree of
ambiguity and conflict within the roles an individual holds. There
may also be overload, but even underload brings stress. Any situa-
tion with inadequate resources brings stress if you try to progress
without the resources you need, and lack of control over work brings
considerable stress.

We can do many things to help to reduce stress levels in ourselves
and in colleagues. We can also make our line managers and organi-
sations aware of the problem, if it develops, and seek help.

Consider the extent to which you put pressure on yourself. As chil-
dren, many of us received messages that encouraged us to try harder
and to strive to do well. It is easy to continue to measure yourself by
these simple childhood messages and not to reappraise the standards
that you can reasonably expect of yourself as a busy adult. If you
know that you put pressure on yourself to keep up a high standard
in all aspects of your activities, consider whether this is causing
unhelpful stress and whether there are some areas in which you could
reduce the pressure.

When we experience pressure that is not excessive, we are left
feeling in control: we know that occasionally through extra effort we
can meet difficult deadlines. When pressure is excessive and we feel
under stress, there is a feeling of having lost control: there is too much
to deal with, it is too complex, we cannot see our way clear to the
goal, or we are not even sure what the goal is.

As a leader you can influence the extent to which people in your
setting accept stress as a way of life. In some organisations there is
a tendency to take pride in working very long hours, to be seen to
be at your desk very early and very late. If this is normal, people may
expect to have a tense and anxious working environment and not to
be able to celebrate the things that are successfully accomplished
because there is always more to be done. If this sounds familiar, you
can try to influence your colleagues and your team to make better
use of their time and reduce the pressures put on each other.
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‘People who learn to master
more volatile career paths
also usually become more
comfortable with change
generally and . . . are in a
better position to help their
employers advance the
transformation process so 
as to significantly improve
meaningful results while
minimizing the painful 
effects of change.’ 
(Kotter, 1996, p. 183)

ALLEVIATING STRESS

CAUSES OF STRESS



 

Sometimes we feel that the work to be done simply will not fit into
the time available, and this can put us under considerable stress.
Revising how you use the time available can sometimes reduce this
stress. You may need to identify some ways of using your time more
effectively. Everyone has the same amount of time – twenty-four
hours each day – but many of us feel that there is not enough time to
do all the things that we want to do and all the things that we feel we
have to do. There are many ways of improving your personal time
management and if you feel that you need to develop your strategies
this is a good area to build into your plans for self-development.

Emotions often run high in health and social care, where patients and
carers often feel frightened and vulnerable. Many people feel angry
or frustrated at being unable to heal or comfort. Anyone working in
a health and care setting has to deal in some way with both their
own emotional reactions and the emotional reactions of others.
Goleman (1996) offered a helpful study of emotions and ways in
which we might learn to live intelligently with our emotions. He
proposed development of competence in self-awareness, self-control,
empathy, listening, conflict resolution and co-operation. As leader-
ship often involves being passionate and demonstrating both anger
or frustration and passion about making a difference, leaders are
particularly in need of this range of competencies.

Self-awareness heightens our understanding of how our own
communications and behaviours impact on others and provoke reac-
tions. Self-control is the way in which we moderate the impact we
have on others. Empathy involves being able to put ourselves in the
shoes of another person to try to understand their point of view and
listening can help us to empathise more effectively. Conflict is
inevitable, but there are many ways in which the results of conflict
might be influenced. Co-operation offers a way of working together
to achieve better conditions.

Although Goleman’s ideas were discussed in the context of how
children can learn to manage their own emotions and thus partici-
pate more democratically in schools, there are many lessons in his
work for all of us working in settings that typically have highly
emotional interpersonal relationships.

Many of the issues we have discussed in this chapter contribute 
to the way in which you are able to develop a sense of personal 
identity as a leader. Many elements contribute to identity and these
include:
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� your approach to teamworking;
� the extent to which you respect and value others;
� your personal range of competence, including clinical, professional

and managerial competence, communications, information
handling and interpersonal relationships;

� your ability to learn and to develop yourself and others;
� your ability to create vision and a sense of purpose with others;
� your ability to generate passion, energy and support for action;
� the ways in which you react to pressure on yourself and others;
� the way in which you demonstrate care for the well-being and

safety of others.

Our sources of energy are often closely connected with our self-
esteem and confidence, and without personal energy we cannot offer
leadership.

This chapter has emphasised that taking a leading role is a personal
commitment. Not only do we need to consider how we develop our-
selves, but we also need to contribute to the development of others.
A change of role or addition of a role involves a transition that is not
always easily negotiated. There is also a possibility that a new role
will be more stressful than previous roles. We need to both take care
of ourselves and ensure that we develop ourselves throughout our
careers if we are to be effective as teamworkers and leaders.

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

TAKING A LEADING ROLE 65



 

The term ‘change agent’ has become widely used to describe people
who are able to be agents of change within their workplaces. Any-
body can be a change agent and it usually involves taking a leading
role. In settings where leadership is shared a normal aspect of team-
working is to be asked to take a lead on some aspect of the work.
Almost everyone needs to be able to be a change agent.

In this chapter we consider how individuals and teams might be
developed to be comfortable in living and working through change
and to be agents of change. Leadership includes responsibility for
supporting others to learn and develop through the change process.
We discuss attitudes and approaches to facilitating the learning and
development of others.

Most people working in health and care services work for at least
some of the time in groups or teams, making their individual contri-
bution to a collective activity. The main distinction between a group
and a team is the way in which a team develops an identity, usually
through commitment to a common purpose. Groups may become
teams but teams are always groups simply because they are made up
of a number of individuals. There are times for most of us when we
act alone, times when we experience the greater diversity of work in
groups and times when we work in teams, towards a shared goal.

Most organisations have formal and informal groups. Some of the
important aspects of groups are:

� Size – It is difficult to involve everyone if a group is larger than
about 10 people, but the more people, the greater the diversity,
although it becomes more difficult to participate in larger groups.

� Work – Some groups exist for a long time working on fairly
routine tasks and some are formed to work on a particular issue.

INDIVIDUALS, GROUPS AND TEAMS

CHAPTER 6

DEVELOPING CHANGE AGENTS



 

Groups are often expected to work on several different types of
tasks and to do this may have to work in different styles. For
example, some divide their meeting times into routine matters and
longer discussion items.

� Status – A group that is recognised by the organisation will be able
to report and influence the organisation. Informal groups have to
develop ways of bringing their issues to the attention of the organ-
isation. Similarly, formal groups can usually call on resources and
support, but informal groups have to negotiate these.

Groups can develop awareness of their processes and review the 
ways in which they work. If the group is to progress its work it 
needs to attend to both maintenance of the group and progression
of its tasks.

Example 6.1: Group processes

Some of the behaviours that are needed in a group are:

Task progression Maintenance

Proposing ideas to progress the task Involving contributions to discussion
Building on ideas Creating a friendly and welcoming 

atmosphere
Challenging ideas Compromising and accommodating
Providing data, information, Emphasising positive feedback for 

opinions individuals
Summarising, noting action points Recognising personal feelings

These are different types of behaviour and different members of the group
may need to take responsibility for the different aspects of group work,
according to their individual strengths and areas of competence.

Groups are made up of individuals and sometimes the group has 
to consider how to respond to behaviour that does not contribute to
the work of the group. Sometimes individuals have to be challenged
about self-interest and groups may have to take collective responsi-
bility about how best to use their time and energy.

There are some common problems faced by groups. Relationships
in groups are sometimes stressful and people may find it difficult to
contribute, particularly when groups are large. Not only are the full
range of contributions lost if some group members do not contribute,
but problems can emerge because only a limited range of perspec-
tives have been identified. For example, members of a group may be
unwilling to challenge someone in a more senior position or who they
believe knows more than they do, but that individual’s view may
bring a contribution from a particular area of work that is essential
to making progress. If one person in a group holds significant power
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over others, this is also likely to influence the freedom that group
members feel to express their ideas.

People who come from similar areas of work and backgrounds are
particularly prone to ‘groupthink’, where ideas that are familiar and
welcome are accepted without examination or challenge but un-
familiar or challenging ideas are rejected without open consideration.
One of the main ways to avoid this is to include people in the group
who are likely to bring diversity in their views. If you do this, you
also need to ensure that these people are listened to and fully included
in developing the group processes.

Teams have some similarities with groups but also have important
differences. Group work or individual work can be less demanding
than teamwork because of the interdependence of teamworking.
Teams usually have to develop closer collaborative ways of working
whereas groups can often be successful with a limited degree of 
co-operation.

Groups are useful ways of working when:

� tasks are simple;
� co-operation is needed more than agreement;
� there is little need for discretion;
� fast decisions are needed;
� group members may have conflicting views;
� innovative responses are needed.

Teams are more likely to be needed when:

� tasks or problems are complex;
� consensus decisions are essential;
� there is a high level of choice and uncertainty;
� high commitment of members is needed;
� a mix of different competencies are needed;
� members’ objectives can be aligned with the task.

Teams may need to pay more attention to the balance of individual
and team interactions and the ways they approach the task, mainly
because of the need to agree how they will address the task. The
commitment of individuals to the purpose is one of the key differ-
ences between the team and the group. In a group people may
co-operate without supporting the initiative with any particular
enthusiasm, but in a team the shared purpose provides much of the
necessary energy to enable achievement of complex outcomes.

Two important aspects of learning are different for an individual who
takes a leading role. One is that you become a model of a learner for
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those who recognise your example as a leader, and the other is that
you take on a responsibility for supporting learning, particularly the
learning and development needs of those who are participating in
change initiatives that you are progressing. Your attitude to learning
and development, the time and energy that you invest in your own
learning and development and the way in which you support others
will all be influential once you are in a leading role. If you engage in
critical reflective practice and share some of your reflections with
your colleagues and teams, this will be influential in generating 
reflective approaches as a normal aspect of work. Similarly, you 
may be willing to share your experience of transformative learning
and encourage others to recognise the extent to which such trans-
formation can affect the whole of a person’s life and not only their
working lives.

Example 6.2: My reflective diaries

I start a new reflective diary whenever I start a new project that I think will
be quite difficult or one that I expect to think about differently as I work
through it. I go out to buy a book that I like the look of and it is rather
symbolic for me as it confirms that I’m setting off into something new that
I’m not sure about. The book itself becomes a companion. I tend to use it 
to discuss things with myself. Sometimes I just write what has happened,
particularly if I’m angry or confused. I often find that just writing things down
stops them buzzing in my head, so is quite a release. I go back through 
my notes and often find that I understand them differently after a time, so
then I write about that as well. Sometimes this helps me to understand my
reactions to events. It is very helpful when it stops me in my tracks and I
realise that I’m repeating behaviour that wasn’t successful before. I’ve often
found that it helps me to stop and think rather than just reacting emotion-
ally. I sometimes use the diary to work out what options I have and how to
make choices. So I’d recommend trying it – but I never, ever, show my diaries
to anyone else!

Carl Rogers has been influential in shaping approaches to supporting
learning. He used the term ‘person-centred’ in working with adults
to emphasise an approach that put the learner at the centre of inter-
actions. Much of his work was in therapeutic settings and he
proposed that the performance of an individual in the role of a
learning facilitator depends on their possessing significant attitudinal
qualities:

� realness or genuineness;
� non-possessive caring;
� prizing;
� trust;
� respect;
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� empathetic understanding;
� sensitive and accurate listening.

(Rogers, 1969, pp. 106–126)

Rogers also suggested some ways in which these qualities might be
demonstrated in a person-centred learning setting – see Example 6.3.

Example 6.3: Supporting person-centred learning

Carl Rogers gave some examples of how a leader or facilitator might behave
if they were facilitating learning in a way that is person-centred.

The precondition is that a leader or person who is perceived as an
authority figure in the situation is sufficiently secure within herself and in her
relationships with others that she experiences an essential trust in the capacity
of others to think for themselves and to learn for themselves. He or she
regards human beings as trustworthy. If this precondition is met, then the
following aspects become possible and tend to be implemented.

� The facilitator shares responsibility for the learning process with others in
the learning setting.

� The facilitator provides learning resources from within herself and her own
experience, from books or materials and from community experiences.

� The learner develops his or her own programme of learning, alone or in
co-operation with others.

� A facilitative learning environment is provided. This climate may spring
initially from the leader but as the learning process continues, it is more
and more provided by the learners for each other. Learning from each
other becomes as important as learning from books or other media.

� The focus is primarily on fostering the continuing process of learning. The
content of the learning, while significant, falls into a secondary place.

� The learners recognise that the discipline necessary to reach their learning
goals is self-discipline and not external discipline. Self-discipline is the
responsibility of the learner.

� Evaluation of the extent and significance of an individual’s learning is
made primarily by the learner, although this may be influenced and
enriched by caring feedback from other members of the group and the
facilitator.

In this growth-promoting climate, the learning tends to be deeper, proceeds
at a more rapid rate and is pervasive in the life and behaviour of the learner.
This is because the direction is self-chosen, the learning is self-initiated and
the whole person (with feelings and passions as well as intellect) is invested
in the process.

(adapted from Rogers, 1969, pp. 188–189)

You might notice that Rogers places emphasis on the importance of
respecting individuals and recognising that people have individual
preferences and approaches to learning. In theories about learning,
these are called learning styles.
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Honey and Mumford (1986) used the experiential learning cycle
(discussed in Chapter 1, Figure 1.1) to develop a process for identi-
fying learning styles. They identified four predominant learning
styles: activist, reflector, theorist and pragmatist. These four learning
styles can be illustrated by looking at a typical comment that some-
body who prefers each style might make:

‘I’ll try anything once.’ (Activist)
‘I need some time to think about this.’ (Reflector)
‘How does that fit with the outcomes we achieved last time?’
(Theorist)
‘What does that mean in practice?’ (Pragmatist)

Honey and Mumford believed that some people learn better in one
style than another, and that some may reject certain styles. This
means that we might try to use only one style for learning. If, for
example, we prefer to use an activist style, we may never try to find
out anything about a new situation before rushing into action. If we
prefer to be reflectors, we may never get round to taking action. 
A theorist may prefer to carry out a lot of analysis before making a
decision or taking action. A pragmatist may only be interested in
ideas that have an immediate application.

We may have a preferred learning style, but this does not mean
that we are able to use only one style. As you read more about each
style, consider whether you do make use of a wide range of styles or
whether you always choose similar approaches to learning.

Example 6.4: Learning styles

Honey and Mumford (1986) proposed that there are four predominant
learning styles.

Activists
These are open-minded, and involve themselves fully in new experiences.
They are not noted for their caution, nor for their tolerance of boredom. 
They love short-term crisis fire-fighting, the challenge of new problems, 
brainstorming and finding solutions. They are weaker on implementation,
consolidation and anything requiring sustained effort. They are highly
sociable and like to be the centre of attention.

Reflectors
They are thoughtful and cautious, preferring to consider all possible angles,
and collect as much information as possible before coming to a decision.
They prefer to observe others rather than take an active role themselves, and
will adopt a low profile in discussions, adding their own points only when
the drift of the discussion is clear.
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Theorists
They approach problems logically, step by step, and adapt and integrate
their observations into complex but coherent theories. They like to know the
underpinning theories before putting them into practice. They like to analyse
and synthesise, and to establish basic assumptions, principles, theories 
and models. They are often detached, and dedicated to rational objectivity.
They are uncomfortable with anything that doesn’t fit into their theoretical
framework, and hate subjectivity, uncertainty, lateral thinking and a flippant
approach.

Pragmatists
These thrive on new ideas, provided they can put them into practice. They
like to get on with things, and are confident about trying to apply new ideas.
Open-ended discussions are seen as highly frustrating ‘beating about the
bush’. Problems and opportunities are seen as a challenge, and they are
sure that there is always a better way to do anything.

These are very broad generalisations and no-one is likely to completely fit
within one of these categories. You and your colleagues will have prefer-
ences about how you approach learning and you may be familiar with
discussions in which everyone seems to come from different perspectives. You
may have found it very frustrating if you were ready to take action but others
wanted to find out more before doing anything.

As we all have preferences in how we learn, the learning style that you
choose when you are teamworking or in a leading role might have
implications for your colleagues. Consider how your personal prefer-
ences might seem to others whom you work with in Activity 6.1.

ACTIVITY 6.1

Allow 5 minutes.

What are the implications of your preferred learning style for you as
a member or leader of a team? What impact might it have on your
colleagues?

Comments

It is not always easy to listen to views from other perspectives if we
approach issues differently. It is also easy to dismiss views from
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people who appear to be taking issues too seriously or not seriously
enough. A world that consisted only of people with one learning style
would have all sorts of difficulties, but we sometimes try to restrict
our discussions to those who think in similar ways to ourselves
because it is more comfortable to feel that we are in agreement.

Both as a team member and a leader it is particularly important
that you be able to detect important differences of opinion and to
ensure that problems have been considered from different view-
points. Therefore, some understanding of differences in learning
styles can be helpful in understanding the different approaches taken
by colleagues as well as in understanding yourself better.

Your approach might have a significant impact on your colleagues.
If you are anxious to take action before others feel that the issues
have been properly explored, you are unlikely to gain support to
progress. If you seem to be delaying action because you want to find
out more first, others in the team may lose confidence in your
commitment to action. If people feel that you have already made up
your mind, they might find it difficult to insist that you listen to them
properly before rushing off to do the things that you think need to
be done. You may, of course, be wrong!

The ideas behind the experiential learning cycle and learning styles
can be applied to your work at any time. When you approach a new
task or project, do you consider which learning style might be most
helpful in gaining an initial overview? When you have completed a
major piece of work, do you take the time to reflect on the experi-
ence? Do you draw out what went well or less well and reflect on
reasons why things went as they did? It is from this type of reflec-
tion that we can develop our own learning from our experiences and
we can use this to improve our performance next time we have to
carry out a similar activity.

An understanding of experiential learning and learning styles is
particularly important when you are involved in supporting others
in learning and development. As the leader of a group or team you
might take on responsibility for a range of development needs for the
whole team and for individual members.

A team is usually formed to achieve a particular purpose. Individuals
are appointed to a team because of their skills, knowledge, experi-
ence and personal qualities. The nature of the task determines to a
large extent what skills, knowledge and experience are required, but
consideration of personal qualities can make the difference between
an effective team and one that flounders. Most of us find it more

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

DEVELOPING CHANGE AGENTS 73

FORMING A TEAM TO ACHIEVE CHANGE



 

comfortable to work with people who think and behave similarly to
ourselves. This can lead to a very narrow way of viewing things and
Belbin’s work on roles in teams (1981) identified a wide range of
behaviours that can usefully contribute to the work of a team. In a
team where the task involves progressing a significant change, it
might be very important to ensure that there are participants who
can take one or more of each of these roles.

Example 6.5: Roles in teams progressing change

Belbin’s work (1981) identified a number of significant roles in teams. These
roles have positive contributions but each also has what Belbin called ‘allow-
able weaknesses’. Each role could be linked with taking a lead on an area
of the team’s work:

� innovator – original ideas, imagination, creativity (but may be weak in
communication skills and reluctant to abandon or build on ideas);

� implementer – turns ideas and decisions into tasks and actions (but may
be inflexible and reluctant to change plans);

� completer – sees tasks through to completion, good on detail (but can be
inclined to worry and dislike casual attitudes in others);

� evaluator – offers critical analysis, takes a strategic view, considers
options and makes judgements (but can lack drive, warmth and imagi-
nation and can dampen morale);

� investigator – explores opportunities and resources from many sources,
enthusiastic communicator (but can jump from one task to another and
lose interest);

� shaper – drives the team to address the task, dynamic and challenging
(but can be impatient and intolerant);

� team maintainer – focuses on harmony, developing ideas, listening,
reducing conflict (but can be indecisive and avoid confrontation);

� co-ordinator – clarifies goals, promotes decision making, communicates
effectively (but can be seen as manipulative and not fully contributing to
the work of the team);

� expert – provides specialist skills or knowledge (but can be narrowly
focused on their own area of work and fail to see the big picture).

Many people are strong in one or two of the roles and could also contribute
in others. It can be helpful for a team to discuss who will take on each of
the roles and whether they have sufficient resources or need to add members.
The discussion might also consider how the team will accommodate the
potential difficulties that can arise from the associated characteristics of each
role. Belbin’s research (1981) suggested that consistently successful teams
contained a mix of these roles.

Teams that are engaged in change might need rather broader inter-
pretations of some of these roles or other roles added in order to
address some of the wider issues. Any change has the potential 
to affect people outside the team and often outside the area of work
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or organisation. The team will need someone taking a lead on 
consultation and negotiation with all potential stakeholders. This
might fit within the co-ordinator role or might be a more broadly
ambassadorial role. The information role is now more complex 
than when Belbin identified these roles because of the increased 
availability of information technology. There will be considerable
information in the internal systems of many organisations and 
also information about benchmarking and best practice that can be
important to consider before making significant changes. The person
in the role of resource investigator now needs IT skills and an 
ability to make appropriate and competent judgements about what
information will be helpful for the team as this will have to be 
carefully selected.

It is also questionable whether the ‘allowable weaknesses’ are 
still ones that could be accommodated within an effective team. We
now expect everyone to have a good grasp of the context and the
reasons for change and to contribute fully to the work that is led by
others. It is usually not acceptable for someone to focus on their 
own agreed contribution and to ignore the parallel work, unless 
the team commissions a contribution as a limited expert input. We
expect team members to take a more holistic view of their involve-
ment in a team than these roles may suggest. We expect responsibility
to be shared.

There are two aspects to team development; development of the team
as a whole and development of the individuals who are members of
the team. Team development includes the processes that are used by
the team and the team performance in progressing the tasks.

A helpful model of team development is one developed by
Tuckman and Jensen (1977) which sets out stages through which 
a team usually moves in becoming able to perform effectively. The
five stages – forming, storming, norming, performing, adjourning –
describe the internal dynamics of a team as it develops ways of
working together. In a team where leadership is shared and the focus
is on change we can consider the implications of each of these stages
(see Example 6.6). One of the implications of this model is that
performance is delayed until several stages have been successfully
negotiated. In many settings today we would expect early results and
would be reluctant to accept that a team could not perform effec-
tively more quickly than this model suggests. Although the model has
always allowed that teams may progress forwards and backwards
through the stages, we would now expect a more parallel process of
tasks being achieved while the team dynamics are collectively
managed by the team membership.
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DEVELOPING A TEAM TO ACHIEVE CHANGE



 

Example 6.6: Leading in a team of change agents

Five stages of team development were identified by Tuckman and Jensen
(1977). This model can be useful in thinking about the stages in a team 
in which everyone shares responsibility for progressing the purpose and in
which change is a particular concern.

Forming
This stage in the original model is one in which the team deals with hopes
and fears, clarification of purpose and roles, and development of interper-
sonal relationships. One of the earliest tasks is also to consider whether 
the membership is appropriate and sufficient for the purpose and whether
anyone else should be added. Alongside this, some agreement about process
needs to be made so that the team anticipates and prepares ways of enabling
a variety of views to be shared and how to manage disagreements. Although
there will always be a need to find out more, team members should all be
able to begin work from this stage.

Storming
This stage is where conflict surfaces and disruption can prevent progress. It
often helps a team to consider its basic values and principles. If the team
agrees to value and respect diverse views, disagreement becomes a way of
reviewing perspectives. In any change situation the views of all those involved
are important in determining whether progress will be supported or blocked.
This model of team development is so well known now that team members
might use it to help them to work through their own processes in a way that
ensures that they take care to acknowledge the range of perspectives that
relate to their intended change. Although the team might find that it can
avoid too much disruption in working through this stage of team develop-
ment, reviewing different views is not a one-off activity. Every aspect of the
team’s work may raise issues that have not yet been considered. A robust
process needs to be developed and maintained by the team to ensure that
wide consultation accompanies its progress in parallel with achievement of
the team’s tasks.

Norming
At this stage the team settles into agreed routine ways of working. In
progressing change, however, the processes that have been agreed for the
early stages of an initiative may not be the best, as time moves on and situ-
ations change. It can be a constraint for a team to develop norms that inhibit
change within the team and its ways of working. The balance of the team
dynamics and progress towards achievement of the purpose may need to be
revisited frequently to ensure that the team is not putting too much attention
into maintaining itself at the cost of progressing the task.

Performing
This is the stage at which the team is working efficiently towards its goals.
As in the previous stages, nothing stands still and the situation constantly
changes. The only way to be sure of effective performance is to monitor and
review regularly against targets. The processes that are needed here are
detailed management routines and these are not always the approaches that
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people oriented towards achieving change welcome. Everyone needs to be
engaged in the routine monitoring activities if the reviews of progress are to
be meaningful.

Adjourning
One of the characteristics of a team is that it has a limited life that completes
with the achievement of its purpose. If members of the team have enjoyed
working together and found the work satisfying, there is often some reluc-
tance to break up the team. However, with people who are interested in
change, there will also be an attraction in moving on to the next challenge.
It is helpful if some attention is paid to closure by ensuring that team members
have all given each other feedback where appropriate. Achievements can
be recorded in appraisals and other documentation. It is important that
learning as a team and as individuals is discussed and noted, so that people
are able to use the experience gained from this team when they move into
new roles.

There may be areas of team development to address that are more
concerned with the nature of the task than the processes. For exam-
ple, the team might benefit from briefings about particular aspects of
the proposed initiative. A team that is working to improve the access
to a hospital in terms of public and private transport in a geographic
area might want to have briefings about current services and the
degree of flexibility for change. For example, they might have pre-
sentations from each of the public service areas (probably buses and
trains) and from other transport providers including taxi services,
voluntary organisations and social services. They might hold a
consultation meeting about the use of private cars and parking issues.
They might also want to consult about the environmental impact of
their ideas for change. The local government authority would have
an interest in the initiative, as would other health providers and social
services. It can be surprising how many stakeholders there are in an
initiative that may be prompted by a local problem.

Specific development needs for change agents will include know-
ledge of change processes and experience in application of techniques
in diagnosing situations, developing support for proposals and direc-
tion and implementing change.

Team development needs might also include some of the formal
management processes of monitoring and recording progress and
managing informal and formal communications (including use of
technology). Individuals in the team will probably also have a wide
range of personal development needs.

Individual development includes identification of learning and 
development needs, personal development planning and supporting
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development plans. Most teams will have some members who have
some knowledge and experience about these things and others who
have little experience of developing themselves and others. There is
an opportunity to offer development in supporting the learning and
development of others through pairing in the team. If all members
are to use the team’s work as a developmental opportunity, it can be
helpful to gain skills in supporting others as this will be an essential
part of their future as change agents. Similarly, there will be oppor-
tunities to widen experience by taking on unfamiliar roles, including
perhaps chairing meetings, taking on liaison roles, gathering and
presenting information to the team and working with people from
unfamiliar areas.

Example 6.7: Key behaviours in successful change leaders

Sue Richards has identified some key competencies associated with successful
change leaders of modernisation in public services:

1 Focus staff on the strategic purposes to be achieved so that they are aware
of why they are being asked to work in a particular way.

2 Listen hard to staff to get to the real issues that must be sorted out.
3 Be able to work outside the traditional boundaries of the organisation,

able to listen to members of the community and engage the public as
partners in delivering better outcomes.

4 Give the highest priority to professional development because change 
in professional settings must have legitimacy with the professional 
culture.

5 Work well with leaders of local services, and build partnerships to estab-
lish seamless service across boundaries.

6 Give priority to achieving results. Stick to the purpose.
7 Use the power of information to unblock the road to change. This fits with

a culture that is open rather than hidden.
8 Use project-based working to enable individuals and teams to contribute

to performance improvement.
9 Talk and tell the story of change creatively and incessantly, help staff to

make sense of the complex multi-layered reality of what is happening.
(adapted from Wooldridge and Wallace, 2002, pp. 28–29)

One of the tools that is particularly helpful for individuals is a
Personal Development Plan (PDP). There are many formats for these,
but the elements are much the same. They usually set out what you
need to learn, how you will do it and how you will be able to prove
that you have learnt it. For example, you might have as an objective
that you want to learn to take a leading role. This involves quite a
complex range of competence and skills, so you might want to spell
out the ones that are most important for you to work on. This is also
not an easy area to plan for learning because of its complexity. You
would probably have to use a number of different approaches. These
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might include shadowing someone in a leading role and discussing it
with them, acting up in a leading role with the support of a mentor
and perhaps a coach and reflecting on the experience and perhaps
studying through structured reading or a formal course. You might
address specific skills in ways that involved learning how to perform
the skill under guidance and then applying the skill in a suitable situ-
ation. In all cases, you would also have to think about how you will
know when you have learnt it – what will you be able to do that you
cannot do at the moment?

Once individuals are confident teamworkers who have some experi-
ence of progressing a significant change, they will still need some
support to be able to work effectively in continuing implementation
of changes or in new initiatives. A key issue for anyone seeking to
initiate change is to ensure that you are able to negotiate agreement
to progress your ideas. This requires skills in presenting ideas,
securing support, negotiation and political awareness. There are also
practicalities in checking (and perhaps in challenging) your level of
authority for key areas such as finance, staffing and quality. You need
to be able to consult and to listen carefully to different views and to
check out your interpretation after consultations. You will also need
to be clear about your accountability and who will support you and
confirm that you are progressing in the agreed direction.

Change often provokes strong emotions, however inevitable it may
seem that some action must be taken. Individuals who take action
and are seen to be progressing change can attract more attention than
they are used to coping with and can also sometimes find hostility
directed to them in a personal way. Change agents need the support
of peers but also of those in organisations who have the formal
authority to provide resources and back-up. Without such empow-
ering support, individuals find it very difficult to make even local and
limited changes.

We should not doubt that investment in individuals and team-
working produces desirable outcomes in health and social care
services. In a study of sixty-one hospitals in England, recent research
demonstrated that the Human Resource Management approaches
had a direct relationship with the mortality of patients. Specifically,
the research found that:

� appraisal has the strongest relationship with patient mortality;
� the extent of teamworking in hospitals is also strongly related to

patient mortality;
� sophistication of training policies is linked to lower patient

mortality.
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The skills and processes of
supporting development at
work are well covered in the
literature of human resource
management. These and
general management skills
and techniques can be found
in Martin and Henderson
(2001).

EMPOWERING CHANGE AGENTS



 

Michael West, who lead the research, comments:

If you have in place HR practices that focus effort and skill; if 
you develop people’s skills; and if you encourage co-operation,
collaboration, innovation and synergy in teams; and you do this
for most if not all employees in the organisation, the whole system
functions more effectively and performs better as a result. The
effects show across the board, even in measures of performance
as fundamental as patient deaths in hospitals. If the receptionists,
porters, ancillary staff, secretaries, nurses, managers, and, yes, the
doctors are working effectively in a system the system as a whole
will function effectively.

(West, 2002, pp. 12–14)

Staff development and empowerment is a life and death issue.
This chapter has focused on how individuals can be developed to

be change agents. We have reviewed some of the issues raised in
working in groups and teams in terms of the activities that will
progress change. Support and development of others is a key role of
change agents, but we also need awareness of ourselves and the
impact of our behaviour on others. Much of the discussion in this
chapter may have provided ideas for personal development. The
evidence that staff development directly affects the lives of service
users confirms that we should invest in development.
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As a leader in health and social care, you need to be aware of the
use of evidence in making decisions about any course of action. We
look at the nature of evidence and ways of judging how much confi-
dence to have in using it to support our decisions. We take a look at
how evidence is generated through different processes of research and
enquiry and how we might form a view about the value of the results
presented.

We then look at how a leader might contribute to organisational
learning. Health and social care services are often interdisciplinary
and inter-professional and also sometimes inter-agency. People work
together who have very different backgrounds and different learning
experience and hence often have different views of the world. Those
in leadership roles can help to develop shared understandings of the
issues in different areas of work.

We complete the chapter by reviewing what is known about
learning and knowledge management in organisations and the contri-
bution that can be made by those in leading roles. We explore some
of the ideas that have been successful in facilitating and managing
learning in health and social care settings and ways in which leaders
can promote and support learning.

Any leader in health and care services has to handle a lot of informa-
tion and needs to develop skills to help them to manage information
effectively. Do you know what is meant by an evidence-based
approach? This term is now widely used in health professions and 
is closely related to learning through enquiry. There are implications
of this approach for you as a learner because you need to have some
appreciation of what evidence is and how evidence can be used to 
help to make decisions.
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‘real change and the ability
to adapt to change within
organisations, in industry,
and changes in the world at
large, has to start within
each individual. . . .
Successful leaders will have
to be willing to learn and
constantly be aware of the
way people think, how and
why they behave in certain
ways, how they learn and
unlearn, and how to tap into
their personal energy.’ (April,
Macdonald and Vriesendorp,
2000, p. 48)

LEARNING FROM EVIDENCE

CHAPTER 7

LEADING LEARNING



 

The evidence-based approach to practice has arisen from recogni-
tion of the tension between certainty and uncertainty in many areas
of practice, including clinical practice:

Perhaps the most important skill for any health care professional
to master in their career is the ability to recognise and handle 
clinical uncertainty: uncertainty, as it is manifested in the range 
of unpredictable and often untimely conditions presented by our
patients in wards, outpatients, and in the consulting room; but
also uncertainty about one’s own skill, expertise and knowledge
base.

The ongoing tension between certainty over uncertainty is the
driving force of the evidence-based practice movement. Its central
philosophy is one of never taking for granted one’s own practice,
and by using a structured, problem-based approach each practi-
tioner can logically manoeuvre their way through the obstacle race
of clinical decision making.

(Kitson in Dawes et al., 1999, Foreword)

In that second paragraph there are several ideas that support taking
a critical reflective approach to practice. If we never take our own
practice for granted we must always be open to changing how we do
things and to developing our understanding of why we do things as
we do. If we use a structured approach to identifying and solving
problems, we are able to approach each situation equipped with a
process that will help us to assess what we find, to plan an appro-
priate response, to take action and then to evaluate whether the
problem has been solved. Does this sound familiar? It is a process
that links closely with the experiential learning cycle discussed in
Chapter 1.

The evidence-based approach is now used widely in health care
because it links practice into the increasingly important databases of
evidence about what is known about different options and whether
there is a recommended best practice. The databases are developing
and there is not as yet evidence relating to every area of practice.
However, wherever there is evidence to support a recommendation
of best practice, everyone will expect health professionals to be
familiar with the recommendation and to follow the guidelines.

For health professionals this approach brings responsibilities
rather different from the traditional ones. It is no longer sufficient 
to study for a few years to become a registered practitioner and to
expect at that point that you will know enough to practice effectively
for the rest of your career. Now it is widely acknowledged that 
all health professionals and other health and care workers must
commit themselves to lifelong learning. You can expect to be learning
throughout your career. This is why it is important to be an effec-
tive and confident learner who is able to learn independently.
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Let’s look more closely at what is meant by evidence-based practice.
We gather evidence for our practice from many sources. If you have
been in health care practice for some time already, you will have
experience to draw on that will often inform your practice. You may
also use other sources to gather evidence, for example textbooks and
journal articles. You will also be aware of how difficult it is to find
time to read all the information that might be available.

If we are to base our decisions on evidence or present evidence in
support of our claims, we need to understand the nature of evidence.
It would be very reassuring to be able to say that a claim is true 
whenever there is evidence to support it. However, evidence may or
may not be convincing in its use to support a claim. We are not able
to use evidence as a truth that cannot be challenged, because evidence
might be used in a number of different ways for a number of differ-
ent purposes. Evidence is relative. It contributes to making something
clearer or more visible. Evidence is often used to support a statement
of belief, to offer proof. However, people hold different beliefs and
these are closely related to the different values and attitudes that we
all hold. The nature of the evidence and how it has been collected are
very important in considering how evidence can be used effectively.

Evidence is usually in the form of data relating to the issue under
investigation. It may consist of physical things or of statements and
opinions. This raises a number of issues.

1. Data is not information until we have interpreted it in some way.
Data might consist of different types of things, for example statis-
tics, numbers, written statements, oral statements or photographs.
If you want to prove that you are competent in carrying out an
activity you might present evidence including:

� memos relating to a particular occasion or event;
� formal papers that you have prepared;
� witness statements from people who say that they have seen you

carry out the activity successfully;
� your own statement explaining how you did it;

or other things that you believe support your claim. However,
your belief that the evidence supports the claim will not neces-
sarily be sufficient to convince others.

2. Interpretation is often personal and subjective because it relies on
our knowledge and experience. For example, you might believe
that you have acted in an efficient and effective way in carrying out
your activities. However, your judgement is related to the experi-
ence and knowledge that you have. A more experienced person
with wider knowledge would be able to make a judgement that
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draws on a greater number of examples giving a wider comparison.
This might corroborate your opinion or might present challenges.
This is one of the reasons for the increasing interest in making com-
parisons between achievements of standards and considering what
‘good practice’ or ‘best value’ might comprise. Interpretation is
based on judgement. Judgement is about comparing things and
coming to a conclusion based on the comparison.

3. Last, data have been collected before they are presented as
evidence and the way in which data are collected will have shaped
the data.

ACTIVITY 7.1

Allow 5 minutes.

Imagine that it is widely known that the reception area for your
service has to be moved to a new location which is yet to be agreed.
Several members of your team come to you with a suggestion that
the reception area for your service should be transferred to a site
close to the new shopping centre. They are sure that this is a
wonderful opportunity and that it would be much more convenient
for everyone. They show you evidence that service users have been
consulted and agree that it is a good idea. Would you be convinced?
Make notes of anything that you would want to ask them.

You would want to know how they collected the evidence that they
are presenting to support their argument. If they are so convinced by
this idea, they may not have looked for any opposing ideas or even
noticed if any objections were presented to them. There is a possi-
bility that people will only seek out and present data that can be
interpreted to support their ideas. You would also probably want to
know whom they had consulted, for example, had they sought the
views of different service users, including those with mobility diffi-
culties? Had different age groups been consulted? Had represen-
tatives from partner or linked services been consulted? Had support
services been consulted? Had they considered the financial aspects
and the organisational strategy? Had you and other managers been
consulted? You would form an opinion about the extent to which
you could have confidence in the evidence presented.

84 LEADING CHANGE IN HEALTH AND SOCIAL CARE



 

Evidence is data interpreted as information and used as proof to
support an argument. If we are to be convinced by the argument, we
need to be convinced that this evidence is acceptable. There are some
tests that can be applied to help you to decide whether evidence is
acceptable:

� Is it sufficient?
� Is it authentic?
� Is it valid?
� Is it current?

Is the evidence enough to support the claim that is made? If it is
claimed that 100 service users have been asked for their views you
would want to see that there were 100 responses. However, this
would still not in itself be enough to convince you that this was
evidence that you could trust. You might want to know that all 
the different categories of service users were represented amongst the
100 that had responded. For example, if you think about change of
location for a service reception, you might want to see more
responses from service users who might find it difficult to use a
different location for any reason.

Is this evidence what it is claimed to be? In the case of our example,
have the staff who are presenting this evidence really collected 100
responses from a range of service users? Were all those who
responded users of your service? Does it matter whether they were
current or past users or whether they had never had cause to use your
services but would be entitled to if the need arose? Who actually
collected the data? Are you seeing the information in the same form
as it was when collected or has it been analysed and interpreted in
any way? If so, is it still representative of the original data or has it
been interpreted to present the proposal in a better light?

Does this evidence demonstrate what is claimed? Using our example,
how was the evidence collected from the 100 respondents? Did they
understand what was being asked? Were they asked whether they
would like the suggested new location or were they asked which of
a number of possible new locations they would prefer? The answers
might well differ if the questions are asked in different ways. How
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closely does the evidence represent what service users really think?
How real or truthful is the evidence? Does this evidence really prove
what is claimed? Could it be interpreted in any other way? Is too
much being claimed on too little evidence? Have opposing views 
been sought?

Is the evidence up to date? This is important in situations where there
is rapid change and when opinions might change. What people think
about an issue will depend on whether there has been any recent
event that might have changed attitudes.

It is not easy to produce evidence that is convincing when you are
investigating an issue that concerns a number of people or groups of
people with potentially different interests.

Much of the information that is helpful in making decisions about
practice in health and care comes from research studies. There are
many different types of research and it is important to understand
something about the approaches used by researchers if you are to be
able to form your own views about how much confidence to place
in the evidence that is presented in research results.

One of the research approaches that has been very influential in
developing medical and clinical knowledge is a technique known as
‘randomised controlled trial’. A randomised controlled trial (RCT) is
a way of evaluating the success of a particular treatment. The exper-
imental treatment is given to one group of patients and a placebo is
given to another group. All of the patients involved must agree to be
part of the trial and to either be given the treatment or not. Ideally
the people giving the treatment, having the treatment, and evaluating
the clinical effect will also not know whether the experimental 
treatment or a placebo is being given. At the end of the course of
treatment the outcome is assessed by comparing the two groups to
see whether the experimental treatment produced better results than
the placebo treatment.

There has been a considerable increase in the number of
randomised controlled trials that are carried out and it would be 
difficult and time-consuming to search these to come to some conclu-
sion about how to treat any particular condition. There is now a lot
of help for practitioners who need to draw on this research so that
each individual does not have to make an appraisal of all of the avail-
able evidence before deciding how to act. There are now libraries
that present reviews of randomised trials in clear and straight-
forward language so that practitioners can quickly access the latest
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conclusions that can be drawn from all the available and reliable
research. The Cochrane Library of Systematic Reviews is one of these
resources.

Example 7.1: The Cochrane Library

Good evidence is needed for high-quality health care, but finding good
evidence is not easy. The problem lies in accessing the evidence that is there.
Unfortunately no one can keep up to date with the relevant evidence in their
field because every year the volume of this evidence increases. Worse still,
the major bibliographic databases available to most health care profes-
sionals (e.g. Cinhal, Medline) cover less than half the world’s literature and
are biased towards English-language publications. The average researcher
will probably find only a fraction of the evidence using the major databases
and even when found, the evidence may be unreliable, the quality of the
studies being poor and the results biased. Also, much evidence is unpub-
lished and this may be of great importance.

The Cochrane Library aims to solve these problems and is generally recog-
nised to be the best source of reliable evidence about the effects of health
care. Volunteers act as reviewers and give attention to one area of health
care interventions. The reviews concentrate on controlled trials and develop
highly structured and systematic reviews of the evidence. Data from studies
are carefully examined and analysed using specially developed software.
The results are then published in electronic form in the Cochrane Library.

You might be interested to look at an abstract of the review conducted by
Arrowsmith who is a reviewer for the Cochrane Library: ‘Removal of nail pol-
ish and finger rings by scrubbed personnel to prevent surgical infection’. Do
you know whether these staff should remove rings and nail polish? Check what
evidence was found about whether people working in operating theatres can
wear nail polish or finger rings without increasing post-operative wound
infection rates. The abstract is free of charge on http://www.cochrane.org/
cochrane/reabstr/abidx.htm. To access the full text of the review you will
need to consult the Cochrane Library on CD-ROM or via the Internet. It is
available on subscription, updated four times per year and you may find your
employer already subscribes to it.

(Vickie Arrowsmith, School of Health and 
Social Welfare at the Open University)

You might like to look carefully at the Cochrane Library so that you
become familiar with the range and type of reports that it contains
and find out whether there is any evidence that relates to your area
of practice.

Research methods vary according to the questions that are asked
and the settings in which the research is conducted. Not all research
is or should be carried out with the large numbers of participants that
are necessary for randomised controlled trials because the method has
to be appropriate for the purpose of the research. It is also not always
appropriate to use quantative methods because many types of know-
ledge do not involve things that can be meaningfully counted.
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Qualitative research methods allow us to carry out enquiries 
that explore the experience of people in contexts. Questions about
interactions, processes and activities are often best explored through
qualitative methods. For example, comparisons can be made 
through use of case studies (Yin, 1994) and individual case studies
can explore the features of a particular work area or organisation.
Action research (Stringer, 1996) can be a good way to approach
enquiry in a particular situation over a period of time. Stringer 
(1996) also discusses participative approaches that can be appro-
priate when group members work together to explore their collective
experience. Other useful books that discuss the choices we make 
in research are Reason and Rowan’s Human Inquiry (1981),
Easterby-Smith, Thorpe and Lowe’s Management Research (1991),
Denzin and Lincoln’s The Landscape of Qualitative Research (1998)
and Greenfield’s Research Methods for Postgraduates (2002).

The most important consideration in planning your own research
or evaluating the research of others is whether the research method
chosen was appropriate for seeking answers to the research ques-
tions. If so, you can then consider the extent to which the questions
were answered and how much confidence you can have in the
answers. The criteria for your judgement are the same as the criteria
that you can use to judge any evidence. You might ask whether the
range of the research was sufficient. If the questions involved only a
small community in a boundaried setting the study may only need to
be small-scale and only involve those in that setting. Questions that
relate to larger-scale settings might be addressed satisfactorily if a
careful selection of representative elements in the setting are used.
Authenticity is important and will need to be considered. Is the infor-
mation authentic and was it collected in an appropriate way from
the appropriate people? Is it valid in terms of what it claims as find-
ings? Even if these criteria are satisfied, you must ask how recent the
research is and to what extent the findings might still be useful in
informing current thinking.

There has been an increasing interest in how organisations develop
and how this relates to ways in which individuals learn and develop.
Organisational learning has the potential to include:

� building awareness in an organisation of how learning can be
shared and transferred to inform different areas of work;

� awareness of how what is learnt from projects and change initia-
tives can be used to inform future developments;

� management of knowledge within an organisation so that it is
available to support continuous development.
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It also includes understanding of learning and development processes
and how learning together can contribute to working together. Once
again, learning is associated with the ability to change and to trans-
form when necessary.

In 1970 Donald Shon talked of organisations as potential ‘learning
systems’ capable of continual transformation (cited in Pedler,
Burgoyne, Boydell and Welshman, 1990, p. 14). Later Shon devel-
oped these ideas with Argyris and described ‘double loop learning’
in which an organisation engages in learning systematically and
applies the learning to change itself by challenging its current
assumptions, norms and values. They were, however, unable to find
an example of an organisation that did this (Argyris and Shon, 1978,
p. 312). Continuous change of this nature runs counter to many of
the accepted notions of good practice in organisations. For example,
long-term strategic, financial and marketing planning and traditions
of bureaucratic procedures all rely on some degree of stability.

Bob Garratt developed some approaches to a learning organisation
(1987) and the team of Pedler, Burgoyne and Boydell presented a col-
lection of ideas relating to a concept of a learning company in 1991,
recognising that it may be a dream and not immediately available:

The Learning Company is a vision of what might be possible. It
is not brought about simply by training individuals; it can only
happen as a result of learning at the whole organisational level:

A Learning Company is an organisation that facilitates the
learning of all its members and continuously transforms itself.

This is the dream – that we can design and create organisations
which are capable of adapting, changing, developing and trans-
forming themselves in response to the needs, wishes and aspira-
tions of people, inside and outside. Such companies will always
be realising their assets without predatory takeovers; they will be
able to flex without hiring a new Top Man; they will be able to
avoid the sudden and massive restructurings that happen after
years of not noticing the signals.

(Pedler, Burgoyne and Boydell, 1991, p. 1)

They suggest that there are three perspectives that are particularly
significant in whether an organisation can become a learning entity:

� the ideas, the visions and images of the company;
� the life stage and stage of development of the organisation;
� the cultural and economic context in which the company exists.

Although they think that ideas are a strong force in shaping practice
within an organisation, they recognise that organisations develop
traditions and expectations that may inhibit learning by subduing
challenges to existing practice. Leaders in organisations have a role
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in helping to develop learning within their organisation and areas of
work by being open to new ideas and by looking for ways of sharing
innovations in practice and new knowledge.

Learning is personal for individuals, as it is about how we make
meaning and develop understanding from our own perspectives.
Similarly, in an organisation or an area of work, learning is an aspect
of the culture, the ways in which people normally behave and interact
together. If learning is valued and respected, it is much easier to build
time and attention into day-to-day work to allow opportunities to
share and capture learning so that others can benefit from the
learning of individuals and groups.

The term ‘knowledge management’ is widely used now, but often
refers only to the ways in which an organisation manages its data
and information systems. A wider interpretation is to think about 
the knowledge that resides in individuals and teams, the ‘know-how’
that enables them to work efficiently and effectively. Many people
make continuous innovations and improvements in the ways they
carry out their work and these can make the difference between effec-
tive and up-to-date performance and performance that is barely
adequate because it is no longer fully suitable for the context or
setting. As our working settings constantly change, we need to 
make appropriate and often subtle changes in how we work in them.
Not everyone notices the need to do this or believes that they should
be revising practices and procedures that were adequate five or ten
years ago.

Effective knowledge management in an organisation enables it to
identify which individuals and teams are performing in a way that
provides an example of good practice and then encourages ways of
sharing what it is that contributes to creating a better performance.
This is not easy, as any challenge to performance can raise anxiety
and defensive responses. A culture that encourages learning might
approach ideas about best practice in a spirit of enquiry, asking why
it is that in some times and places we consistently do better than in
others. Although there may be significant differences in resources and
morale, there are usually also differences in processes. Some of the
most useful sharing of knowledge is in this ‘know-how’ area where
innovations have produced better ways of doing things.

There are different ways of sharing knowledge and the choice
depends on the type of knowledge to be shared and the knowledge
and experience of those wanting to learn. The method of sharing has
to be appropriate for the individuals and teams offering to share 
and learning from others. We will consider the methods that might
be used to share and the conditions that help or hinder in use of 
each method.
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‘One thing that all managers
know is that many of the
best ideas never get put into
practice . . . because they
conflict with deeply held
internal images of how the
world works, images that
limit us to familiar ways of
thinking and acting. That is
why the discipline of
managing mental models –
surfacing, testing, and
improving our internal
pictures of how the world
works – promises to be a
major breakthrough for
building learning
organizations.’ (Senge, 
1990, p. 174)

CONTRIBUTING TO A LEARNING CULTURE



 

Databases

There are increasing numbers of databases that report initiatives that
represent good practice and innovation in areas of health and social
care practice. Larger organisations can create internal databases to
enable their own staff to hear about local developments. It is, per-
haps, the first stage in enabling sharing of knowledge to simply make
new knowledge available. It is not always easy, though, for people to
see how they might be influenced by new ideas. It is widely recog-
nised that transfer of knowledge is one of the key difficulties to over-
come if an organisation is to be effective in managing knowledge.

Databases are helpful in raising awareness of improvements in
practice if people access them and consider the implications for their
own areas of work. The use of databases is limited, however, by the
extent to which people are able to recognise the innovative elements
of the initiative reported and also by the existing knowledge of the
reader. If people using a database already have knowledge and expe-
rience in the same or a related field, they are much more likely to be
able to make use of the ideas than those who are encountering the
field for the first time.

There are also limitations to the type of knowledge that can be
presented effectively in a database. It is an appropriate medium if the
issues are easy to explain clearly in writing. Even so, there is no guar-
antee that those reading the explanation will understand the ideas in
a similar way to those who wrote the item. There is no opportunity
with a database to ask questions or to check out your understanding,
so there are limits that often need to be overcome by using other
approaches.

Interactive exchange at a distance

Use of telephones, e-mail, videos and video conferencing enables
ideas to be exchanged effectively without face-to-face meetings. 
A fairly simple innovation that is difficult to explain in words might
be effectively shared through demonstration that could be recorded
as a video or CD–ROM. This is a good way to explain procedures
that involve physical activities, especially when the innovation is a
different way of carrying out the procedure. A demonstration with
a verbal explanation can be very effective in sharing a practical inno-
vation when learners already have enough knowledge and experience
to follow the description. If there is likely to be a need to ask ques-
tions or to check out understanding, then it might be necessary to
make links by phone or e-mail to enable some discussion.

This approach is increasingly being used in health organisations 
to enable consultation with experts at a distance. For example, X-ray
images or even a patient might be viewed in a video conference so that
consultation can be held without the need for a face-to-face meeting
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that might be very difficult to arrange with geographic and time con-
siderations. An expert might even be invited to support an interven-
tion in practice by joining the event through video conferencing.

More simply, telephone contact allows conversations to be held
about issues that might include sharing of information, advice and
reassurance. For example, the NHS Direct service has become very
popular as a way of providing instant access to information and
advice for service users who no longer need to always go to local
services in person.

The advantages of interactive contact include the possibility of
asking questions and checking understanding. If a visual contact is
made, there is also the potential to see how someone carries out a
procedure. More complicated initiatives can be discussed through use
of a range of technologies for communication at a distance.

Working alongside

Many innovations in health and care services are in complex settings
where activities have to be adapted to some extent to accommodate
the specific needs of people and settings. Although descriptions and
discussions of initiatives that improve practice in such settings can
interest and motivate people in other places who would like to
improve their own practice, it is often very difficult to understand
the issues at a distance. Rather than struggle to try to explain the
complexity, it can be much more effective to arrange to visit the team
that have developed a different way of working so that they can see
it in action in its own setting. Such visits also enable some discussion
of the differences in context and the ways in which the ideas might
be adapted to work in different settings.

Another approach is to ask those who have developed a new exper-
tise to visit you to explain and demonstrate to your team. This can
be very helpful when the situations are similar enough for ideas 
to be transferred fairly easily once they are understood.

Enabling some of the learning team to work alongside the team
who developed the innovation might better provide an effective
learning experience for complicated innovations. This would provide
the learners with direct experience over a short period of time. The
learners could then rejoin their home teams with the knowledge and
experience of having used the new processes and also with contacts
from their placement who could continue to be available for consul-
tation if needed.

Example 7.2: Sharing ‘know-how’

A team of nurses in a specialist service working with people who had
diabetes had secured resources to run a clinic through which they would be
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able to work more closely with their patients and help them to take a more
active role in managing their own conditions.

One of the nurses had excited the others in the team when she had come
across an article in a database that described an initiative that seemed to
have developed an effective way of providing diverse and flexible services
in this sort of clinic. The nurses had been discussing how they might offer
more personal support and advice and felt that patients would both welcome
and benefit from an extension of the services. The group had been supported
by others in the organisation to develop a proposal and to secure resources
that established the facilities and a pilot service. They then realised that they
had not considered very carefully exactly how they would work differently.
They became rather worried about how to design the service to be sure that
it would be effective in offering greater benefits than they had been able to
offer in their traditional approach.

At this point they realised that they needed to discuss their ideas with the
people who had developed the innovative approach that had stimulated their
ideas. They managed to make phone contact from the information given in
the database article. The team who had developed the innovation were
delighted to find that others were interested and immediately invited them to
visit and see how their services worked. This led to an exchange through
which several members of each team swapped roles for a week to work
alongside the other teams.

These teams stayed in close contact because they realised that they were
developing some new ways of working that might have potential benefits in
other settings. Once they were confident that they had ironed out the initial
difficulties, they were able to share their ideas more widely to support similar
initiatives in different settings.

Sharing knowledge and ‘know-how’ in these ways can be very moti-
vating and satisfying for the staff involved. To some extent, people
can develop learning experiences of this nature even if the culture of
their organisation is less than encouraging, but approaching others
for learning support can often feel like asking a favour. If an organ-
isation is serious about facilitating and encouraging the sharing 
of knowledge, there are some steps that can be taken to establish a
helpful climate.

Nancy Dixon suggested four key principles for enabling knowledge
transfer:

� Design the system as an exchange between peers. Avoid implying
that ‘the best’ is to be transferred to the ‘less capable’.

� Knowledge resides in people. People often need to be in the situ-
ation in order to recall and apply the knowledge and to share it
with others.

� The source of the knowledge should be involved in translating it
into the new situation whenever possible. They have the know-
ledge and experience to draw together seemingly unconnected
ideas to form solutions in new settings.
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� Name the knowledge transfer system to legitimise it and enable
people to use it without seeming to be asking for help or favours.

(adapted from Dixon, 2000, p. 39)

If knowledge management is to be taken seriously within an organ-
isation, it needs to be widely understood, adequately resourced and
built into day-to-day practice. Those who provide information
services need to work with those who work in human resource devel-
opment and training, so that blended approaches can be developed.

Those who want to work in settings in which learning is respected
and facilitated can be leaders in creating these conditions. The argu-
ments become compelling when examples of improvements are used
to demonstrate what sharing learning has achieved. Support for
learning has to compete with other imperatives for a fair share of
available resources, so it is usually necessary not only to convince
people of the need to develop a learning culture but also to provide
examples of the benefits such a culture can bring.
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This chapter is about how leaders can become more aware of the
need for change in themselves and in their settings. Awareness is
more than noticing – it involves recognition of patterns and devel-
opment of understanding about our surroundings and ourselves. We
need to be aware if we are to contribute to the development and
shaping of better health and care services.

Change is stimulated in many different ways and is now often
considered to be a constant state in organisations. Health and social
care organisations are complex because of the range of needs that
these services attempt to address, the number of people that the
services attempt to help and the interdependence of the many organ-
isations and agencies that collaborate to deliver services. There are
demands made on health and care that stimulate change in services.
There is also demand for change from within service areas. People
who are aware of the pressures to change, but who are also aware
of the interdependent nature of complex service provision, have the
potential to be successful change agents in health and care settings.

In this chapter some of the pressures for change in health and care
services are reviewed and the potential for leaders to take a proac-
tive role is considered. Changes can be widespread and significant
throughout an organisation but can also be quite small and mostly
focused on one area of work, although there are normally some
implications for other areas of work. Some models of change are
discussed, together with some ideas about how to focus on an area
of work in which change might be led proactively. The chapter
concludes by bringing the process of leading change into the context
of change in complex services and by taking a systems overview of
change. This model provides an overview of the content of the
following chapters.
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CHAPTER 8

BEING AWARE



 

Awareness is about noticing what is happening in the world around
you. It includes observing and listening, being sensitive to the inter-
actions in your immediate surroundings. It also includes noticing
what is changing in the wider world and understanding how that
might have an impact on you, your colleagues and those who use
your services. It also means understanding and accepting the impli-
cations of the ways in which your own actions affect the responses
and actions of others.

Awareness of self means knowing yourself well enough to under-
stand what you can contribute in different situations and what
strengths you have. It also involves understanding the impressions
that you make on others by the ways in which you communicate and
behave. Many people learn self-awareness by seeking feedback from
others and reflecting on this. Many people find that participating in
action learning sets can raise self-awareness through informal and
supportive peer group discussion. Formal appraisal processes can
also be enlightening and lead to support for self-development.

Awareness of the issues that often arise during a significant trans-
formation can both prepare you to plan carefully and help you to
notice signs of potential disruption before things get out of hand.
Transformation is significant change. To achieve a transformation
we have to change the ways we think and behave, although the focus
will often be on achieving better results. Awareness of change
includes understanding some of the ways that change can be achieved
within organisations and the importance of the impact that change
can have on individuals and groups. Significant change requires
people to learn to think and act differently. This is rarely easy and
sometimes very challenging for people.

Whether we like change or not, we are all caught up in a never-ending
cycle of change in our organisations and in our lives. Some people
welcome change and enjoy the uncertainty it often brings, thinking
that it offers new challenges and opportunities. Others are cautious
about change, fearing that something valued will be altered or lost
or that risk brings unnecessary stress. Some are sceptical about the
promised benefits of change. Sometimes our feelings about change
relate to the position we find ourselves in. It is useful to reflect on
how you react to change and whether your reactions are related to
how changes are introduced.
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‘Taking a hard look into 
the mirror [of the present
moment] is like listening
inwardly and finding out
what you need to let go 
of and what you need to
develop. Bring aware is a
fundamental mode of
existence in the world, a
prerequisite for aliveness, 
for authentic self-expression
and authentic relationships.’
(April, Macdonald and
Vriesendorp, 2000, p. 124)

AWARENESS

WHAT DRIVES CHANGE?



 

ACTIVITY 8.1

Allow 10 minutes

Think about a change that you have experienced at work.

How did you feel about the change?

Were you involved in initiating the change or was it forced on you?

Were you able to influence the change at all?

Was it clear why the change needed to take place?

Did you understand exactly what would happen?

Was there any misunderstanding or disagreement?

Did it achieve the results that were intended?

Did it change your work in any way?

Was it stressful or threatening for you?

Was anything lost that you valued?

Was anything gained?

These are examples of the questions that individuals often ask about
change in organisations. As you thought about these questions you
may have had quite vivid recollections of how you felt, particularly
if you experienced something that felt like an injustice or that led to
the loss of something that you valued. Even if you recognised that
the change had to happen, you may have taken some time to see the
value of what was gained. You may have experienced different reac-
tions to change, depending on whether you were involved in carrying
out the change and able to shape it in ways to accommodate your
concerns or whether the change was imposed on you without consul-
tation. Change often touches quite deeply on our emotions, some-
times over issues that we did not realise we cared about.

It is often said that change is a constant in our working lives. As
change has the potential to cause emotional reactions, our working
lives can feel very stressful and uncertain. In health and social care
services our service users are often feeling vulnerable and frightened
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and seek reassurance – sometimes putting even more pressure on staff
who are struggling with their own feelings about change at work. If
we can contribute to reducing the stress caused by frequent change,
that in itself makes a contribution to improvement.

Change is driven from many different sources. Any one source may
stimulate change in a particular area of activity, but there is often a
wider impact. For example, if staff working hours are changed to
provide services for longer hours this might represent a better service
for service users. It may also cause a number of concerns. Staff may
find the change in working hours disruptive to other aspects of their
lives. Some staff may leave rather than comply with new require-
ments. Arrangements for transport for staff to and from work 
may be disrupted. Transport patterns for service users may change.
Costs of heating and lighting service delivery accommodation might
increase to cover longer hours of use. There may be different catering
requirements. Cleaning rotas may also have to change. More equip-
ment and materials may be needed to cover longer hours of use. In
service delivery, many aspects of provision are interconnected. The
increased hours may not always represent an improvement to service
users, particularly if what people really wanted was more choice
rather than longer hours of access.

Health and social care services are essentially about people, both
those who need to use services and those who provide services.
People are sensitive to the impact of change and we have a partic-
ular responsibility to take care over how we make changes in services
that are intended to deliver care.

One of the reasons why change seems to be constant is that there
are many potential stimuli for change and there are often several
factors driving change at any one time. If change takes place in
response to one stimulus, the impact is often spread across a range
of issues. When change is taking place in response to a number of
different driving factors, we may feel that the pace of change is
running out of control.

The stimulus for change may come from inside an organisation or
service area, but it is more usual for it to come from outside. Change
initiated within an organisation or service area is often a response to
a force outside the organisation that triggered the change.

Most of the changes experienced in organisations are the result of
factors in the external environment. For example, factors that have
a significant impact on health and social care services include govern-
ment policy and legislation, social change and technological change.
Although the impact of change may be felt through internal 
changes, as in mergers or organisational restructuring, these are
usually carried out in response to external pressures. One aspect of
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CHANGE DRIVEN FROM THE EXTERNAL ENVIRONMENT



 

leadership is being able to look ahead and foresee some of the issues
that your team will have to face in the future. One way of developing
this foresight is to ‘scan’ the environment, to identify developments
that will have an impact on your area of work.

A simple technique called ‘STEEP analysis’ can be used to help you
to think about the external factors that might influence change in
your organisation. STEEP stands for:

S sociological
T technological
E economic
E environmental
P political

You carry out a STEEP analysis by considering what factors in each
of these categories are important in the external environment at the
moment and what impact they are likely to have on your organisa-
tion or service area.

Example 8.1: A STEEP analysis in health and care services

An organisation or agency providing services in health or social care might
consider the following factors in making a STEEP analysis.

Sociological factors
Demographic and lifestyle factors can alter the nature of needs in a commu-
nity and the expectations that individuals have of service provision. Each
generation lives a little differently from that of their parents. Many sociolog-
ical changes can be predicted when trends are identified. Central and local
government provide statistical analysis of changes in social patterns. These
statistics are usually widely available and are used by planners in health and
care services to make long-term estimates of needs. For example, where the
population of elderly people is increasing there will be an increase in
demand for services for elderly people. Social factors that are likely to affect
health and care services include demographic changes, patterns of work,
patterns of consumption, gender roles and household structures.

The conditions in the locality served by your organisation will also be very
important in assessing the impact of changes in sociological patterns.
Families and groups with different backgrounds, traditions and values live
in different ways. People living in different geographical areas face different
conditions and respond to them in different ways. For example, services
provided in inner-city areas are often very different from those provided in
rural areas. Although it is important to consider national social trends, it is
equally important to maintain a clear and critical perspective on what is rele-
vant to your own situation.

Technological factors
Much of our activity in health and social care includes the use of technol-
ogy and so is affected by technological developments. Communications
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developments have brought increasing use of e-mail and mobile phones.
Many organisations have difficulty in staying up to date with communications
technology.

Service delivery is affected by developments in equipment and processes,
but also by introductions in drugs and surgery that have enabled the pattern
of provision to change so that some services can be delivered in non-
traditional settings. New skills are often needed to make appropriate use of
technological developments. Expectations of service users change as tech-
nology makes different methods of communication more convenient.

Use of the Internet for access to information has changed our ways of
using records and libraries. Staff in health and care services have access to
an increasing range of information through electronic libraries. Service users
are able to access much of the information that is available to practitioners
in health and social care. Service users expect us to make use of evidence
in making decisions and databases of best practice models are increasingly
available.

Economic factors
These factors include the general prosperity of the country and your neigh-
bourhood, the rate of unemployment, areas of poverty, the level of inflation
and exchange rates in relationships involving other countries and currencies.

The state of the economy affects the level of demand for goods and
services, the prosperity of communities and the availability and cost of raw
materials and of labour. The economy tends to move in cycles, but these are
not easy to predict. All services, whether public services, private services or
charity provision, are affected by changes in the economy.

Environmental factors
The sustainability of the natural environment has become a public concern.
Organisations are increasingly expected to take care in how they dispose of
or recycle waste, make use of energy, or impact upon their environment. 
For health and care organisations there are many concerns about how to
manage waste of different types, how to manage energy and water, how 
to make efficient use of premises and how to address transport needs.

Political factors
Many aspects of health and social care are subject to legislation. New legal
requirements emerge constantly as governments seek to improve health and
social care, often through introduction of systems to set standards and to 
control or modify service provision. Legislation also affects service provision
through legislation relating to employment, health and safety, pharmaceuti-
cals, use of public funding and through related services including education
and housing. Political factors also influence the ways in which services are
offered and the degree of regulation controlling the provision, including regu-
lation of staff and professions and regulation of buildings and equipment.

The STEEP framework provides a useful structure for identifying the
key factors that you can expect to have an impact on your organi-
sation or service area in the near future. There is a degree of overlap
in the categories, but this is not important if you use the model to
help you to think about the environmental factors that might affect
your area of work.
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ACTIVITY 8.2

Allow 10 minutes.

Look back through the description of each of the STEEP factors and
consider how each of these might affect your area of work during
the next year or so. Focus on issues that you expect that your team
will have to respond to in some way. Make a note of the five most
significant issues:

1

2

3

4

5

These issues are the ones that could provide opportunities for you to
take a leadership role. Consider how your team might prepare to
respond to one or two of the issues and discuss it with your
colleagues. If you find that others support your ideas, think about
how you might gain support from senior colleagues to take your
ideas forward.

As we have said, people have different views of change. Those who
dislike change of any sort may put up barriers to try to prevent, or
at least to delay, change. Those who welcome change may try to
initiate it and seek opportunities to be involved in introducing
changes. It is possible that our attitudes towards change are shaped,
to some extent, by the degree of involvement we have in planning
and structuring the change.

Most of the work in health and social care organisations is carried
out in teams. These teams often have a choice about how they plan
and carry out their activities. Teams can also choose how to work
in settings where change is likely to be frequent. There are two
choices, to be reactive to change or to be proactive. Teams that are
reactive do not try to foresee changes and may try to ignore the need
to change until they are forced to react, to respond only when
absolutely necessary. Teams that are proactive look ahead and plan
how to change the ways in which they do things so that they keep
abreast of changing needs. The reactive response often leads to a
rather jerky working life in which there are longish periods of
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WHAT CHOICE DO WE HAVE?



 

stability until the need to change is so great that not only must change
be made but it has to be significant change. The proactive response
often provides a way of working that accommodates continuous
minor change, incremental change, as part of normal work.

Proactive response to change is only possible when members of the
team notice the need to change and are able to share this awareness
with other members of the team. This may lead to suggestions of
ways in which the team might react. Leadership is essential in raising
awareness of the need to change and in shaping a proactive response.
This type of leadership may come from anyone in a team.

Sometimes it seems as though change is being driven from within an
organisation. For example, the finance department might announce
that they would like to open consultation about introducing a new
budgeting system. If you are responsible for a budget, you may be
invited to meetings or interviewed about the way in which you find
the current budgeting processes useful or unhelpful. The proposals
for changing the system may come directly from the finance depart-
ment, but something will have triggered the idea. It might have been
triggered by concern about overspending in some areas of work that
might be addressed by improving the ways in which budgets are
developed. It might also have been triggered by external criticism of
lack of control of overspending. The overspending might have arisen
because of inaccurate forecasts of service needs. This might have
arisen because the organisation had been provided with poor infor-
mation by other agencies.

It is sometimes difficult to determine whether drivers for change
arise externally or internally, but if an organisation is not aware of
developments in its environment it will soon be seen as out of touch
and out of date. You may think that it’s not so bad to be a little old-
fashioned, but whether organisations are financed by public or pri-
vate money, those who invest in them will be expecting resources to
be used efficiently and effectively. They expect that the finance avail-
able will be used to best effect in providing high-quality services.

When you scan the environment to consider what is driving change,
you will probably be aware of different pressures impacting on 
different areas of the work of your organisation. It is quite likely 
that a finance department might be the first to respond to pressure
related to use of funding, or a human resource department to be the
first to respond to staffing shortages. It is unlikely, however, that
change driven by any department could be initiated without the
involvement of all other parts of the organisation. Systems are con-
nected to each other and operate alongside each other to support the
work of the organisation. An approach to change that proposed
change to only one system or a part of a system would usually indicate
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that the impact on other systems had not been considered. This is why
an approach that takes all of the systems into consideration, a whole 
systems approach, is usually advised. An approach that takes a 
whole systems overview will consider the impact of change on the
whole organisation. Proposed benefits in one area of work can pos-
sibly be aligned to produce wider benefits or, at least, to avoid causing
new problems in one area to achieve a possible benefit in another.

Different types of change have different characteristics and different
implications for the people and organisations involved.

� Incremental change – This is continuous and can become a way
of working that enables a team or organisation to keep up with
changes in the demands made of it. This can arise from a concern
for continuous improvement and is often welcomed by people 
who value reflective practice as continuous personal development.
The success of incremental change depends on the skills of those
involved in accurately predicting the type and scale of change that
is required in order to maintain services that respond to all the
demands made of them.

� Step change – This is change that is significant and provides a leap
from one position to another. This is the type of change that
affects many aspects of an organisation, because in making one
significant change in one area of work there will usually be a
knock-on effect that influences many other aspects of work. An
example of a step change is when a completely new service is intro-
duced or a service discontinued, or when a service is moved to a
new location.

� Transformational change – This is more significant than a 
step change because it creates a new condition, a new identity. 
The change is profound for all those associated in transforma-
tional change because everyone has to change themselves in order
to relate to the new identity. For example, when two organisa-
tions that have different staff and different areas of expertise
merge to enable more cost-effective service provision in a
geographical area, staff and service users have to develop a new
understanding of the new organisation.

The scale of change is also important in considering the impact that
it is likely to have on the people involved. Very large-scale change is
usually directed from the highest levels of an organisation because of
the complexity of linking multiple areas of services. Small-scale
changes can take place in any area of work, although it may be neces-
sary to seek approval, particularly if there will be changes to the way
in which the area of work interacts with collaborating service areas.
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The word ‘transformational’
is increasingly used to
indicate change that makes a
significant difference,
transforms a situation.
‘Transactional’ is used,
sometimes in rather a
derogatory way, to mean
management through
individual transactions rather
than an holistic approach.
‘Transcendent’ is also
sometimes used to talk about
a visionary idea that rises
above usual expectations.

TYPES OF CHANGE



 

Health and social care settings are complex because of the number
of interactions that are necessary in order to deliver the various
aspects of a service. Each service area has many systems that enable
consistent delivery of that area of work. As each of these areas of
work experiences change, these systems have to change. Changes
happen at different rates and it is often necessary to continue to run
old systems until the new ones are proven consistent enough to
replace the old. This can mean that in any area of work there are
both new and old systems running alongside each other, each trying
to make appropriate links with systems in other areas of work to
enable provision of linked services.

The attempt to provide ‘joined-up’ services is often hindered by
the difficulties of linking so many elements that are each undergoing
their own sets of changes. Not only do the systems each change 
at different speeds, but considerable adaptation is taking place as
people become aware of the new approaches replacing the old.
Where staff in health and social care are focused on the experience
of the service user or patient, the difficulties of constant change can
be modified and service users can be offered the best options avail-
able. The complexity of change in these closely interlinked services
can be both confusing and frightening for service users, but local
leaders can recognise the problems that service users might face
during periods of change and can provide guidance to help people to
find a pathway through the apparent chaos.

The ideas we have discussed about scanning the external environment
to develop foresight about drivers for change are well known but not
always put into practice. It is sometimes said that change is easy to
discuss in terms of models and ideas, but very much more difficult 
to understand in practice. One of the reasons for this is that we can
consider ideas and change models without these having very much
impact on our feelings or our emotions. Once a change becomes
something we are living and not simply discussing, we experience it
through all of our senses and responses. This is much more compli-
cated than discussing possibilities. Models of change processes give
us a sense of order and control that help us to think about aspects of
change without dwelling too much on the potential difficulties.

You might be suspecting by now that too much emphasis is 
being put on how people feel and that change might be more easily
accomplished by simply issuing orders, and staff who don’t like the
changes will conform or leave. There is a model (Gleicher, 1986) that
sets out the conditions for successful change in the form of a pseudo-
mathematical equation:
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If A = the individual’s or group’s level of dissatisfaction with things
as they are now;
and B = the individual’s or group’s shared vision of a better future;
and C = the existence of an acceptable, safe first step;
and D = the costs to the individual or group;
then change is unlikely unless:
A + B + C is greater than D.

The assumption in this model is that people are not likely to be inter-
ested in change unless they see the benefits as outweighing the costs.
All of the conditions described here are ones that people perceive and
perceptions can be influenced and changed. You might feel very
dissatisfied with something that others seem not to be worried about.
If people are comfortable with how things are, they are unlikely to
want change or support attempts to make changes. If people don’t
see the advantages of a proposal, they will be unlikely to support it
– so a vision has to be clear and fairly unambiguous to attract
support. If the vision appears to threaten individuals, they will be
very unlikely to offer support and may become active in trying to
prevent change. If people accept that change is necessary but are
worried about the scale of change and the implications for themselves
or their work, a limited change may offer a way forward. A safe first
step might provide reassurance and encouragement to consider
further developments.

Perhaps the most simple model describing the process of change is
the idea that change is about moving from A to B. If our current state
is A and the new, desired state is B, change is what needs to happen
to move from A to B. This model depends on clarity about what we
mean by A (not easy to define in complex settings with many inter-
locking systems) and what we mean by B (also not always easy to
define). A very simple change might be visualised using this model
and the steps from A to B identified. The danger with such a linear
model is that many of the contextual implications would be ignored.

Example 8.2: Lewin’s three-stage model of change

One model of change has been enduring in helping people to think about
change, the idea proposed by Lewin (1947) that there are three stages in
any change:

� unfreezing;
� moving;
� re-freezing.

The unfreezing stage is when people begin to accept that there is a need for
change. The second stage of moving is when it is possible to make changes.
The third stage of re-freezing is when the change is consolidated and the
changed state becomes the new normal state.
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This simple image reminds us of the need to allow time for people to come
to terms with the possibility of change. This may include recognising past
achievements that served the organisation well but are no longer suitable for
new conditions. Sometimes an event shocks people into realising that change
is not only inevitable but also necessary. For example, a report into the events
that contributed to a scandal or tragedy in a health or social care setting
can stimulate staff and service users into demanding change to prevent
similar events in future. At other times people may need to be involved in
consideration of whether change is necessary. For example, when new legis-
lation is introduced that requires all organisations to provide particular types
of access or services for disabled people, most organisations need to review
the extent to which they currently meet the requirements and plan changes
to ensure that they comply. It is much easier to engage people in making
changes once they are committed to the proposal that change must happen.

The image of being able to make changes when the organisation is
unfrozen suggests that everything has to loosen a little to accommodate
change. This can be a helpful reminder that change can rarely be accom-
plished in one area without impact on at least the immediately adjacent areas
of work. This image of unfreezing can also remind us that there is possibly
a limited time in which everything can be kept flexible enough to change. It
might be important to be well prepared so that plans can be implemented
quickly and decisively.

The re-freezing stage is one in which the change is confirmed and becomes
the new way of doing things. This is not such an easy image to apply now
that we are aware of the constancy and frequency of change. It does remind
us, however, that we need to establish new ways of working so that they do
become the accepted processes if the change is to stick and people will not
be tempted to revert to former ways of working.

Lewin’s model of change is more holistic than a simple A to B model,
but it also has limitations in its focus on time-scales. It seems to
suggest that everything that needs to be changed can be accomplished
more or less at the same time, so that it can all be re-frozen into the
new ways of working. This is unlikely in complex settings where it
will usually be necessary to keep systems working while change is
carried out, so change will often have to be accomplished alongside
existing work.

A systems view of change offers a model that focuses on the work
of the organisation or service area in its context. An example of a sys-
tems model of service change is given in Example 8.3 and Figure 8.1.

Example 8.3: A systems model of service change

This model is about how resources are transformed into the service as it is
delivered to service users. The box on the left represents the inputs, including
the resources that are available to produce and provide the service. The box
in the middle represents the transformation of these basic resources that is
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necessary to turn them into a service. The box on the right represents outputs
of all of the activity in the central box, the results of providing the service.

The ‘inputs’ include the people who require the service, the resources that
are used to provide the service and the environment that impacts on provi-
sion of the service. The people who become the service users bring their own
needs but also some resources, both physical and in the form of their atti-
tudes and abilities available to support themselves. The resources available
to provide the service include staff and funding for materials, equipment 
and the service environment. The wider environment includes the local
community, the social, technological, economic, environmental and political
conditions and the history of the organisation or service.

This systems model does not show how the transformation takes place, but
the interactions that are necessary to produce the service. Thus the model
might be seen not as a model of one single change, but as a model of the
continuous change activity involved in service delivery. Our day-to-day work
involves making changes as we use our thinking and actions as people 
to work with equipment, materials, premises, time and other resources to
produce health and care services. An implicit assumption of continuous
change is inevitable in such a range of interactions because these are human
activities and unlikely to ever be repeated in exactly the same way each time
they are enacted.

We should notice that the inputs and outputs might also change and that
either of these changes would produce a need to do things differently in the
central box. If the resources were increased or became more constrained,
there would be implications for the activities in the transformation and for
the eventual outputs. If the requirements of the outputs change, then both
inputs and activities may have to change to meet the new requirements.

This model has been shown as representing a single service, but any
service has a number of systems that contribute to making it work. There are
formal systems that deal with employment of staff, the human resource or
personnel systems. There are financial systems that deal with obtaining
money from a variety of sources, planning use of that money to obtain phys-
ical resources and to pay staff, accounting for the use of the money and
reporting on what has been achieved with the funding provided. There will
be systems that organise how service users receive the service, including how
they are informed, registered, given appointments and how the service is
delivered to each individual user. Other systems deal with premises, health
and safety issues, cleaning, catering, transport and other things. Most of
these examples are of formal systems that have been regularised into routine
ways of working. There are also informal systems that staff develop to make
things work in each particular setting. These include arrangements that indi-
viduals make as ways of working with each other, favours that one person
regularly offers others, patterns of work that include social processes and
traditions that have developed. In considering change, the informal processes
that are part of the culture of an organisation can be overlooked but might
be more resistant to change than the formal structures because the informal
ways of working are often perceived to be ‘owned’ by staff rather than by
the organisation.

This is a systems model of change because it gives an overview that
demonstrates that transformation is carried out through interaction of a
number of systems.
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Models of change give us some indication of the sorts of actions 
that are needed if we are to be proactive in responding to signs that
change is needed. If we are not proactive, we will find ourselves
reacting to the pressures as they build up. This may leave us little
time to think or plan how we would like to respond. A reactive
approach to change is risky because it implies not doing anything
until it is unavoidable and, perhaps, then doing only the minimum
to respond to the immediate pressure. If we are forced into a series
of reactive responses, we may soon find ourselves out of control with
unplanned changes in a number of areas and with no mechanisms 
to link processes and systems together again. Leadership is needed to
develop a proactive response to pressure to change. Leadership is
needed to develop and keep a clear sense of direction, to find path-
ways and to show how the path can be followed.

The systems model identifies the arena in which transformation
takes place and demonstrates the dynamic relationship between
inputs, transformational systems and outputs. We might develop this
model by adding the process cycle of leadership that was introduced
in Chapter 1 (Figure 1.2) to produce a model of transformational
leadership in service development (Figure 8.2).

In the transformation process we can no longer think of leader-
ship as an individual pursuit. It is a group process in which there is
not a single inspirational person ‘at the top’, but individuals within
groups who influence attitudes and inspiration at all levels of the
organisation. When we consider the number of systems that
contribute to the transformation of inputs to a service into delivery
of that service, we can see the extent to which leadership will be
needed to stimulate and progress any change. We can apply the
process model of leading change to the transformation ‘box’ of the
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Figure 8.1 A systems model of service change



 

systems diagram to probe more deeply into the implications of
making change in a complex service area.

The first stage of being aware involves having an overview of the
environment and the pressures for change, together with an under-
standing of the ways in which your organisation currently converts
its resources (inputs) into service delivery (outputs). It also implies
understanding of pressures to make changes that will represent
improvements in the service. The next stage, developing vision,
focuses on developing a picture of what a better service might be 
like. We consider this in more detail in Chapter 10. Developing direc-
tion involves examining the inputs, transformation processes and
outputs to develop steps and pathways that will progress the changes
that are necessary to achieve the vision. This is discussed more fully
in Chapter 11. Once the direction has been agreed, the focus moves
to inspiring action. If the processes of developing vision and direc-
tion have been collaborative, engagement in the process will often
generate enthusiasm for action. If, however, the process has been
slow or interrupted, it may be necessary to re-energise people to
inspire them to act. Chapter 12 explores ways in which we might
lead and contribute to this stage in the change process. Once some
progress has been made, reviewing and revision can begin. Reflection
is beneficial throughout the change process, but at this stage we 
can consider the extent to which the whole process has been
successful in moving towards achieving the vision. This is discussed
in Chapter 13.

In this chapter we have considered the importance of being aware
of the pressures that stimulate change and the potential impact of
change on your organisation or service area and the people who
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interact there. We concluded by bringing these issues together in a
model of the process of leading change to transform an organisation
or service area. The stages in the process are explored in the following
chapters.
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Being aware is only the beginning of the process of focusing on what
changes would make a significant difference. Our own perceptions of
a situation are limited, but we rarely realise our own limitations until
we listen carefully to opinions offered by other people. Perceptions
and opinions are slippery things, although very important ones in
shaping our beliefs and actions. We usually want to find out whether
there is any less emotive evidence relating to a situation before we feel
confident in making a judgement about how to respond. In this chap-
ter we review some of the ways in which we might find out more and
develop a richer understanding of a situation or problem. We also
consider how we might ensure that any change we propose presents
the possibility of improvement rather than simply something different.

Change does not automatically lead to improvement. The idea of
improvement is complex, as what represents improvement to one
person or group may be seen as a loss or cost to others. Those who
doubt that improvement will result from the proposal or those who
see undesirable consequences often challenge proposals of improve-
ment. We should remember that ‘quality is in the eye of the beholder’.

Sometimes it is easy to gain agreement that things are not working
as well as we would like them to be working, but it is not as easy to
agree what might be done to improve things. The process of identi-
fying areas for improvement needs some thought and planning. 
We need to agree about what needs improvement and what contribu-
tary factors should be considered, what we need to do to make 
the improvement and what the result of the improvement will be. 
In systems thinking terms, this means considering the inputs, the
outputs and the transformation processes.

It might seem logical to think first about how the outputs could
be improved. This might be the best starting position if there is a
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widely agreed need to make an improvement in the outputs. This
situation might arise when standards have to be improved or when
more has to be achieved with little increase in the resource inputs.
Sometimes, however, change in the inputs brings pressure to change
the transformational processes if the outputs are not to be reduced
in quality or quantity. In health and care services, change in the trans-
formational processes can also lead to a need for wider change. For
example, a treatment procedure may be changed in response to
evidence that one procedure is much more effective than others in
current use. There will be pressure for all services to use the most
effective procedure instead of less effective ones. A change in the way
things are done for one procedure will usually have a number of
implications for other aspects of the area of work. For example, the
number of staff who are needed to engage with service users might
change and bring differences in appointments and schedules, staffing
needs and accommodation needs for service users. This will, in turn,
bring associated differences in requirements from all the supporting
administrative and facilities services. In complex services, any change
may have multiple implications.

Leaders and change agents need to retain personal credibility if
they are to gain the trust and support of others to progress change.
It is wise to invest time and energy to develop understanding of a
situation in the early stages of your awareness of the need for change.
There are various ways in which you might do this. We will consider
several different approaches that can be used separately or together,
depending on the nature and scale of possible change. As a ‘rule of
thumb’, the scale of change is one of the key issues in considering
how much time and energy to invest in developing a shared under-
standing of the issues. The greater the scale, the more potential there
is for misunderstanding.

We can assess the scale of the potential change using a simple
model that is usually called ‘messes and difficulties’ (see Example 9.1
and Figure 9.1).

Example 9.1: Messes and difficulties

One way to consider different types of change is to separate problems that
are fairly easy to understand, where the change needed to solve the problem
is fairly clear, from changes that are complex and wide-ranging. A tech-
nique that will help you to do this separates problem areas into ‘messes’ and
‘difficulties’.

A difficulty is limited and can be treated as a project with a clear purpose,
time-scale and resource needs. A mess is much more difficult to understand
and needs time and energy invested to investigate it before any action can
be taken to solve the problem or improve the situation. In a mess the problem
might not even be evident, as the symptoms are usually recognised before
the roots of the problem are understood. Sorting problems into messes and
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difficulties has the benefit of differentiating those problems that can be
addressed by a project with a clear purpose that is likely to bring a successful
change from the messy problem areas that have much wider-ranging impli-
cations and which will need a different approach.

Difficulties and messes can be identified by their characteristics.
Figure 9.1 shows a difficulty as a boundaried shape around a problem

and a mess as a shape with a dotted boundary. In each case there are spokes
from the ‘problem’ at the centre with the following characteristics:

Messes – unbounded problems – have the following characteristics:

� Bigger
� Unlimited people involved
� Unbounded
� Long time-scale
� Wide implications
� Uncertain problem
� No clear solution
� Don’t know what needs to be known
� Can’t disentangle from context
� Unclear priorities

Difficulties – bounded problems – have the following characteristics:

� Smaller
� Limited number of people involved
� Bounded
� Short time-scale
� Limited implications
� Certain problem
� Know a likely solution
� Know what needs to be known
� Can treat as a separate matter
� Clear priorities

You can use these characteristics to help to decide whether the situation that
you face is a difficulty (in which case it might be handled as a limited project)
or a mess, which will need much wider involvement to understand and
address. There are tried and tested approaches to the management of
projects and the results are likely to be successful if those working on the
project organise and manage their work effectively. For more information
and help in managing projects in health and social care settings you may
like to consult Martin (2002). If you have enjoyed using this approach to
sorting out the problems that can be addressed in a straightforward way
from the problems that will take much more time and trouble, you might
enjoy learning more about a systems approach to change introduced in
Carter et al. (1984).

Messes are much more complex and will take time to understand before
a diagnosis can be made and options for change considered. Change in
unbounded areas of complex settings is complicated and often has numerous
implications, but there are techniques and approaches that can help at all
stages of understanding and making change.
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In most areas of work there are a range of problems, some of which
can be identified as ‘difficulties’ and some of which are definitely
‘messes’. You can identify a difficulty by considering the character-
istics. For example, you might be considering change in the way
details of service users are collected on initial registration. If the
numbers of staff using these details are small, if the numbers of staff
taking the details are restricted and if the numbers of service users
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are not particularly large, you might have a difficulty rather than a
problem. If the area in which you are considering making a change
does not link closely with others who rely on the records in the form
they are currently in, you may have a boundary around the problem
area that would enable you to treat it as a difficulty. If some action
needs to be taken quickly and the implications for other people and
other areas of work are very limited, this may be straightforward to
address. If you are certain about what is causing the problem and if
there is already some agreement about what might be done to solve
the problem, you might be able to treat this as a separate and limited
change. You might already have all the information that is necessary
to plan the change and you might have already identified the prior-
ities. A limited change of this nature can be treated as a ‘difficulty’
and managed as a project. If the implications are wider, you will need
to approach the situation as a ‘mess’.

Once you have decided that you are trying to understand a ‘mess’
and that you cannot treat it as a limited difficulty, you will need to
take an approach that unravels some of the issues that contribute to
the complexity. One approach that can explore the dynamic rela-
tionships in a situation is the rich picture (see Example 9.2).

Example 9.2: A rich picture

A ‘rich picture’ is a drawing that gives a rich description of a situation. It
can be drawn by an individual or a group. If drawn by an individual, it will
show one perspective on the situation, but if drawn by a group it may capture
a wider perspective or an agreed overview.

The picture is intended to capture the complexity of a situation, showing
all of the groups and individuals involved and indicating some of the types
of communications between them, including collaboration and conflicts. It
would usually show something of the different locations involved and any
connections between them, perhaps showing how the inputs and outputs
relate and what transformations take place. The complications are often in
the transforming areas and these may have additional information displayed
as ‘thought’ or ‘speech bubbles’. A rich picture (see Figure 9.2) is usually
drawn using pictures, symbols and connecting lines. If it is drawn by a group,
it attempts to capture a discussion about the relationships and difficulties
within the situation. An individual can only capture her or his own view, but
this can then provide material for a discussion with others.

This approach is often used as a first step in beginning to understand the
complexities in a situation and the technique is derived from systems thinking,
from Checkland (1981).
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Rich pictures capture some of the emotional aspects of a situation
and so are often provocative when used to stimulate group discus-
sion. One of the main uses of a rich picture is to identify where 
there are blockages or problems in the sequences that represent the
transformative activities, the activities that are the tasks of the organ-
isation and that produce its outcomes.

It is usually helpful to ask the person or people who drew the
picture to explain the features. If you have drawn the picture and
will analyse it yourself, it is still helpful to look through it and iden-
tify the main issues and themes that it represents.

In this picture the perspective is one taken by a person who works
on a reception desk in a small primary care practice. She explains the
picture:

There are two doctors and one nurse who have appointments to
see patients. The patients come to the practice, tell us they’re here
and then wait for their appointment. The doctors and nurse expect
us (there are two part-time receptionists) to bring the patient
records for each appointment and also to show the patients to the
appropriate rooms.

There are never enough times for appointments and patients can
become angry and anxious when they want to see a doctor
urgently. The phones never stop ringing, not just for appointments
but with all sorts of questions. All the calls from the hospital, from
Social Services and from the local agencies come through recep-
tion and the Practice Manager is usually too busy to answer, so
we have to take messages. The Practice Manager is new to the job
and just seems to worry about numbers and money all the time.
One of the doctors is very difficult to deal with and always seems
to be causing offence. The other is a close friend of the Practice
Nurse, so they get on well. The doctors and nurse are always
making different arrangements among themselves and they don’t
tell us what’s happening. So then they blame us when things go
wrong. We always seem to be sitting under a big black cloud!

Records are a real problem. There is never time to file them at
the end of the day, so we try to do that in between other things
– but since we’re busy all the time it doesn’t often get done prop-
erly. That means that we often can’t find a person’s records when
they’re needed, so everyone gets cross. But we always have to deal
with the person who’s in front of us before we deal with the paper.
We’re supposed to be putting the records onto a computerised
system, but I can’t see how that will ever happen.

It is discussed in meetings sometimes, but everyone seems to
have different ideas about what the problems are in this practice
and what we might do about them. We both feel like leaving
because it all seems impossible to sort out.
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‘At the heart of a learning
organization is a shift of
mind – from seeing ourselves
as separate from the world to
connected to the world, from
seeing problems as caused by
someone or something “out
there” to seeing how our
own actions create the
problems we experience. 
A learning organization is 
a place where people are
continually discovering how
they create their reality. And
how they can change it.’
(Senge, 1990, pp. 12–13)
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Figure 9.2 Rich picture of being on reception in a primary care practice



 

ACTIVITY 9.1

Allow 10 minutes.

How would you help this receptionist to analyse this situation? First
of all, from the rich picture in Figure 9.2, what are the inputs and
how do they get transformed into the outputs?

Inputs Transformation Outputs

The inputs you might have identified include people wanting an
appointment with a doctor or nurse, information (in the form of 
telephone messages, test results, hospital appointments, financial
information), whatever the doctors and nurses need as equipment
and materials. The transformation includes doctors and nurses
talking to, examining and possibly treating patients, information
being recorded, used and filed and questions being answered. The
outputs are people who have had appointments with doctors and the
nurse, some of whom need to make further appointments. There are
also information outputs that relate to individual patients and,
presumably, overall records of the activity levels of the practice for
funding purposes.

You might have also noted the tensions and frustration indicated
in the picture. Now try to identify the main things that are causing
tension.

One of the main causes of tension is that the reception desk is the
centre of activity in the practice. You might wonder if it only looks
like that because of the perception of the person who drew the
picture. It does appear, however, that all the communications that
come into and go out of the practice pass through the reception staff.
With only two people there and possibly only one at a time working
at the reception desk, this does look like a bottleneck. The big black
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cloud is important to notice too – the receptionists seem to feel strong
disapproval and there is no evidence that they are getting support
from anywhere. Meetings don’t seem to offer any shared communi-
cation. The Practice Manager’s door seems to be firmly shut. The
records system is still paper-based and records are not always avail-
able when they are needed. The patients seem to be waiting a lot in
long queues and some are anxious, some angry.

A number of issues here offer opportunities for improvement. You
may already be able to suggest some actions that might make an
immediate improvement. For example, you might be thinking that
the Practice Manager could make all the communications with the
hospital, Social Services and other agencies to reduce the range of
contacts dealt with at reception. This suggestion might be welcomed
by the receptionists, but might be rejected by the Practice Manager,
who is unlikely to see any personal benefits in taking on additional
work. You might have thought that the doctors and nurse could
come into the waiting area and ask for their next patient instead of
involving reception. Again, they might not welcome this activity,
particularly if there are frustrated and angry people there who might
accost them. Another idea might be to set up modernisation of the
records system as a project. This would have to be funded and those
using the system would need to find time for training, but patients
increasingly expect records to be kept accurately and to be available
when needed.

A rich picture can be used, as we have in this activity, to indicate
some areas for potential change. They can also be further analysed
to enable diagnosis of particular problem areas. The best people to
do this diagnosis are those who are closely involved in the situation
because they understand different aspects of the complexity. If,
however, everyone is to be involved, both the drawing of the picture
and the analysis have to be carefully facilitated so that individuals
do not feel that they can be identified as the ones to blame for failure.
This can be difficult when individuals hold key roles, but discussion
of the constraints governing particular roles rather than the ways in
which different personalities behave can make discussion possible
and fruitful.

Ideally, analysis of a rich picture will identify which specific
systems within the situation are causing difficulties. Those analysing
the picture will, ideally, be able to say what they would like to
change. At this stage it should be possible to describe in words which
key systems need to be changed. Once this has been achieved, the
diagnosis is complete and it is possible to work out how the picture
would look if things were all working perfectly (the vision) and how
to make these changes (the direction). We will return to these further
stages in systems thinking in Chapters 10 and 11.
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Another way to identify what needs to change is to ask people. If,
however, we simply ask what should change to make an improve-
ment, there is a danger that we will collect many contradictory ideas
without identifying focal areas for change. People will have different
views of a situation and will make different interpretations. To gain
a broad perspective, it will be necessary to question people who are
likely to hold different views. One way of exploring the potential 
for change in an area of work is to focus on the outcomes. Instead
of asking what is going wrong, ask individuals what better outcomes
would look like. Sometimes people will offer opinions about how
better outcomes might be achieved, often thinking that more
resources or time would improve results, but try to focus on what
better results would be like. Sometimes a group of people from one
area of work can do this together, to develop a description that they
agree would be an improvement in the results of their work.

Another way to approach this type of questioning is to ask what
would make a person proud of their work. For example, you might
set a scenario by asking people to think about how the work that
they do might be reported in the press in a year’s time. They have
been extraordinarily successful and their results have attracted wide
attention. Ask them to list the main points that would be reported –
what would this success be like?

If you are more comfortable with asking very open questions, you
might interview a range of individuals who each hold a different 
view on an area of work, perhaps because of their roles in the setting.
You might start your questions by asking a person to tell you what
they think is a successful outcome from their area of work. You can
encourage them to give you as much description as possible by
asking, when they seem to have finished, ‘Can you tell me any 
more?’ This question can be asked until no more ideas are offered.
Sometimes probing in this way can reveal much more about what
people believe to be excellent outcomes. This type of questioning can
sometimes lead to limited answers if people feel exhausted and have
been struggling to work without adequate resources. It is most
successful when people are able to imagine a better future.

Another area that can sometimes be approached well through
direct questioning is that of values underlying an area of work. Your
initial question might be, ‘What values are important to you in your
work?’ and you might then follow this by probing, asking if they can
tell you more. You may find that there is considerable consistency in
the values expressed and this may provide a focal area if people do
not think that their values are being demonstrated in their current
ways of working.

History might also provide a way to identify a focus for change.
People are often able to talk about work that they were proud of in
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the past. You might ask about past work and ask what was good
about it, why they still feel proud of it. Then ask what would make
them proud of their current work. This can be a helpful approach if
people feel that there has been a deterioration in performance or
outcomes but find it difficult to be specific about what is different.
The perception is often that more has to be done with fewer resources
and with less time, and questions that contrast the past with the
present can help to show whether the source of dissatisfaction is more
in the working processes or in the results of that work.

It is important to find a focus that many people are concerned
about so that attempts to make changes will be supported. It is not
possible to develop a vision of a future that will inspire people to
make changes unless they care enough about the possibility and
believe that there is some hope of making improvements. Spending
some time in exploring the focal areas can raise awareness and begin
to awaken the interest that will be needed to gain momentum to
create change.
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Many people are uneasy with the idea of developing a vision. The
word implies something creative, perhaps mystical, idealistic or rom-
antic and certainly rather unusual. A vision is an idea, but one that
can be described in a way that enables it to be shared with others. This
chapter begins by discussing the nature of vision, both as a way of 
seeing ideas and as something that can be deliberately constructed.

We consider some of the ways in which you can develop and
capture a vision. Different approaches will attract different people.
Some are comfortable with allowing imagination to range freely and
others are much more comfortable with approaches that build on
more concrete foundations. Similarly, if a vision is to be widely
shared, different approaches will have to be taken to communicating
the ideas and building the vision in a way that is meaningful to all
those involved.

Collaboration in developing vision is very important to gain shared
commitment, but in complex settings people often have very different
ideas about priorities. This can lead to development of a number of
conflicting visions. These need to be reconciled if people are to be
able to work together towards one shared vision of a desirable future.
Commitment to a vision is an essential step before commitment to a
direction can be developed.

Vision, in the context of change, is an idea about the future. We all
have such ideas, all of the time. If someone asks you what you want,
you might give a very practical reply or you might give a reply that
you think is exaggerated and fanciful, something that could never
happen. Both are visions. Visions are ordinary experiences and influ-
ence our everyday decisions.

Visions can also be ideas that provide hope. Someone who is lost
in a desert and who has been struggling to progress without water

THE NATURE OF VISION

CHAPTER 10

DEVELOPING VISION



 

might see a vision of an oasis and gain the strength from that hope
to go a little further. Visions can inspire us to make an extra effort.

Visions can provide ideas that describe a future that looks attrac-
tive to us, a dream of what might be. As we each have different hopes,
fears and concerns, shared visions might have multiple facets that
offer different types of attractions to different people. When a vision
is of a future that will be shared by many different people, it is advis-
able to develop that vision with wide involvement so that the variety
of interests can be included in thinking about the future.

Visions can be powerful because they can interact with our hopes
and fears, with our values and with our need to see some continuity
into the future. This is why visions are so important as part of leading
change. A clear and shared vision of a better future is very inspiring
and motivating. If the vision is accompanied by plans for progress
that appear to be achievable, people will often want to put energy
into making the vision a reality. Leading includes understanding the
value of vision and being able to develop vision both as an individual
and with your group.

Vision is associated with creativity because creating a vision
involves creating something that did not exist before or, maybe,
making something visible that was not evident before. People some-
times think that they are not creative. Let us consider what we
understand by creativity.

ACTIVITY 10.1

Allow 5 minutes.

Where do ideas come from? Where do your ideas come from? Make
a list:

Were you able to identify some of the sources of your own ideas? You
might have thought that your ideas often come from hearing or read-
ing about what other people think. Sometimes we pick up an idea and
can use it directly, but often we shape it and apply it to our own cir-
cumstances. Sometimes an idea might seem to come out of nowhere,
just appearing as an inspiration. At other times we might be aware 
of putting two ideas together and coming up with something rather
unexpected. Some people do this deliberately as a way of provoking
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more unusual ideas. People who think laterally, linking ideas from
different areas of their perception and experience, often find that
linked ideas produce surprises. Often people who are able to use dif-
ferent approaches to developing new ideas are thought to be creative
people.

There is no one way of developing ideas, dreams or visions. There
are, however, some conditions in which creativity flourishes and
conditions that dampen or prevent creative thinking. Creativity can
blossom if it is nurtured. Rather than focusing on how to provoke
creativity, simply providing the conditions in which it can grow natu-
rally will usually produce it.

Constant pressure to carry out tasks and produce results in limited
time drives out creativity because we need space to consider doing
things differently. Repeating activities in the same way ensures that
similar results will usually be obtained and no-one will be at risk of
being blamed for failure to follow procedures. Several issues are
raised here.

1 Regulating activity through inflexible processes and procedures
can lead to emphasis on repetitive behaviour without considera-
tion of whether it continues to be the best way of doing things.
There are advantages in having protocols where these are the
currently agreed best practice in particular circumstances, but flex-
ibility is often also important. Guidelines can be more helpful than
regulations when there is an option. Organisations that attempt
to regularise many of their processes and procedures risk driving
creativity away. This may seem a good thing at the time that a
process is regulated, but conditions change and any process is at
risk of failing to meet current demands if it is constrained by
outdated regulation.

2 Once processes, procedures and protocols become the prescribed
ways of doing things, people are expected to conform or face some
form of punishment. This reduces a sense of responsibility for
achieving good results and puts an emphasis on doing what is
required regardless of the quality of the result.

3 Regulation of processes brings a value to conformity rather than
collaboration to achieve a purpose. Those who conform are valued
above those who want to do better. A ‘blame’ culture can develop
in which there is an expectation that someone will be blamed if
anything goes wrong.
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4 Continuous development is impossible if behaviour is too tightly
constrained by regulation of processes.

5 Critical reflective practitioners have little opportunity to develop
in settings that are too tightly regulated. Lack of these people
reduces an organisations’s ability to respond in positive ways to
pressure to change.

Concern about safe and efficient practice often drives pressure to reg-
ulate. The advantages of regulation appear to offer reassurance that
standards can be maintained. The disadvantages in terms of reducing
the ability of staff to be innovative and to take responsibility for their
actions are rarely considered. Introduction of regimes of regulation
and inspection to ensure conformity can drive out the creativity that
is needed to provide innovative responses to future conditions.

Associated with the restrictions that highly regulated situations can
bring are cultural conditions that prevent any challenge to the exist-
ing regime. An example in health and care services can be found in
some professions where there are many barriers that make it difficult
to consider change. To some extent this can be the result of develop-
ing regulation that was, perhaps, necessary to develop and establish
standards. Professional education also often emphasises a particular
way of thinking and acting that is regarded as ‘professional’ and
which those joining the profession are expected to emulate. This
makes it very difficult for those in the profession or outside it to chal-
lenge what is considered to be the professional model. This is not to
suggest that professions are bad for health and care services, but that
regulation and suppression of challenge cannot prepare people to
think and act in new and different ways when conditions change.

Professions also provide some potential answers to this dilemma.
Principles and values that underpin behaviour provide a basis for
judgement. Professional judgement based on an understanding of
principles and values can be flexible to accommodate differences in
circumstances and people. Principles and values can be discussed and
can become a foundation for inter-professional working. New ways
of doing things can be developed in teams of mixed professions and
disciplines. But only if time and space and loose enough regulation
permit.

Another barrier to creativity is lack of hope. When people are
exhausted and can see no possibility of a better future, they struggle
to keep going and lack the energy to become inspired or to participate
in creating a vision. They may even fear any approach that might ask
a little more of them if they are already giving as much as they can.

Having considered the depressing circumstances in which creativity
is difficult, there is good news about what helps us to be creative. It
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‘Forces that threaten to
negate life must be
challenged by courage, 
which is the power of life to
affirm itself in spite of life’s
ambiguities. This requires the
exercise of a creative will
that enables us to hew out 
a stone of hope from a
mountain of despair.’ (Rev.
Martin Luther King, Jr.)
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is more about the ways in which we interact than about the restric-
tions that constrain our actions. As in all things, there is a balance
to achieve and unless we are in extremely constrained circumstances
we have the means to generate some of the conditions in which
creativity can flourish.

Ideas need mental space, not physical space. We can develop ideas
by being aware of our surroundings and the dynamic nature of 
pressure to change. In health and social care services we can often
recognise a need for change when we are aware of the experiences
of service users. We can share ideas and build on them through
conversation and listening. We can align our ideas with our shared
values and gain wide commitment to making changes.

Dreams and visions of a better future arise from conditions in
which creative ideas flourish. Some of the conditions that encourage
creativity are:

� be open to the possibility of doing things differently;
� welcome challenge to the current ways of doing things – it forces

consideration of change but does not, in itself, force change;
� avoid regulating any process that might have to be varied to be

effective in different circumstances;
� encourage sharing of ideas;
� build on ideas rather than seeking to stifle them;
� be aware of and connect with your environment;
� be respectful of the ideas of others and seek to develop wider

understanding;
� expect creativity and innovation to be a normal aspect of working

together.

Openness to people and to your surroundings will often indicate
opportunities to make helpful changes.

A vision is an idea that has been described in some way. It is not
always a visual image, but might be described in words. One aspect
of developing a vision is to turn an idea or a set of ideas into a
coherent vision.

As an individual, you can use your own imagination and ability to
be open to new ideas to develop your own vision. Shakti Gawain
describes two ways in which we can do this for ourselves:

There are actually two different modes involved in creative visu-
alization. One is the receptive, the other is active. In the receptive
mode we simply relax and allow images or impressions to come
to us without choosing the details of them; we take what comes.
In the active mode we consciously choose and create what we wish
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to see or imagine. Both these processes are an important part of
creative visualization, and your receptive and active abilities will
both be strengthened through practice.

(Gawain, 1978, p. 27)

These two approaches provide a choice. People who are comfortable
with working with their intuition and dreams can do so, and those
who are more comfortable building on their ideas and making
choices can take that approach. If we are working with groups, we
will probably have to use both approaches if we are to welcome and
respect all contributions.

Most approaches to visualisation that encourage you to be recep-
tive require you to become very relaxed before allowing your mind
to be open to ideas and impressions.

Example 10.1: Relaxing

If the context permits, this can be done by lying on the floor, on your back,
allowing your hands to turn upwards with the backs of your arms a little
away from your body and your legs slightly apart.

You can then check each part of your body to deliberately relax the
muscles. Do this by first taking your attention to your left foot. Tighten up the
muscles in that foot, so that you can feel that they are tight. Then let all of
the tightness go. Work your way to your ankle, your calf, your knee, your
thigh, each time tightening the muscles and then letting the tightness go. Do
this through the other leg, each arm; your abdomen, chest, back; your neck
and face, until you have released the tension in all of your muscles and the
floor is supporting your weight. Continue to breathe normally as you do this.
Notice the rise and fall of your rib cage and the flow of air in and out of
your lungs as you attempt to clear your mind.

You might need to practice this several times until you feel confident that
you can bring yourself into a state of relaxation. This process, in itself, often
enables people to open their minds by calming and soothing away the
clamour of demands that so often surrounds us. You might stay in this relaxed
position for a few minutes and try to keep your mind open to whatever might
drift into it. If you find that day-to-day work keeps returning to you in a
stressful way, you can maintain the relaxation by bringing your attention
back to your body whenever you need to, returning to the checking process
to let go of any tensions that have developed.

The relationship between relaxing and allowing vision to develop is
not a direct one, because our busy lives sometimes keep intruding
and demanding attention. There are some techniques that can help
you to focus on developing your vision.

Some people find it helpful to use stories to set up the conditions
in which they are open to receiving ideas. These often take the form
of a short journey to a place where you will find a message. For
example, you might imagine a walk through a wood to a clearing
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that becomes a special place for you and where you can be open to
ideas. Other people might find it helpful to imagine a short boat
journey to a special place. Use whatever imagery works for you and
allow your story to have an ‘open’ space in it for you to discover
something or to receive an idea. Then, again in your imagination,
make your return journey and bring your attention back to your
body and your surroundings. If you have had an idea or a message
or a vision, make a note of it, even if you are not sure what it means.
Sometimes it takes some time for complete ideas to develop and often
they are more about our values or ways in which we do things in
our lives than directly about different ways of organising our work.

We each have stories and symbols that are meaningful to us. One
way of using this very directly is to visualise success when we are faced
with something that we think is difficult. For example, if you have 
to make a formal presentation to a number of people and you are 
worried that your voice will dry up or your nerves will make you
shake, visualise yourself performing the presentation smoothly and
receiving warm applause. Do this as often as possible before the event.

Some people find that words and phrases work better for them
than images. Spoken or written affirmations work strongly for some
people. For example, if you frequently meet someone whose attitudes
make you feel dismissed or overlooked, you might use a positive affir-
mation whenever you begin to feel overlooked. It might be worded
something like, ‘I make a valuable contribution through my work
and my colleagues respect me.’ You run this message through your
mind whenever you begin to feel dismissed or whenever you need to
remind yourself of the value of your work. Some people find that it
is helpful to write messages of this type down and to put them in
places where they will see them frequently.

One more technique that can be very helpful for people who hold
onto anxieties and worries is to allow yourself to visualise them
floating away. This is particularly helpful for worries that take your
attention but that you cannot do anything about at the moment. The
technique works by making a strong mental image of the anxiety,
giving it a form as an image or as words. Then imagine putting it
into a pink balloon that completely encases it. Allow the balloon to
gently float away, bobbing up into the sky until it is out of sight. If
you really must, you can keep hold of the end of a string so that you
can pull the balloon back if you need to at some later date.

I warned you that creative visualisation is not something that
appeals to everyone or that everyone will find possible or useful.
There are other ways of developing vision and of incorporating ideas
from others. It is important to remember, though, that we all bring
different abilities and qualities to bear on our work and for most of
us our work is an important part of our lives. If we respect what
others offer, we are able to draw from a much broader resource than
if we restrict development of ideas to a small group of people who
think and develop ideas in similar ways.
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When we discussed rich pictures in Chapter 9 we left them at the
point in which we had identified some focal areas that appeared 
to be opportunities to make improvements. This is not enough to
provide a vision that will inspire action. We need to develop these
ideas into something that describes a better future in a way that will
be understood and supported by everyone involved. Look back at
Figure 9.2. There are many people involved in different ways. There
is also muddle in the range of demands and activities. The next stage
in a systems thinking approach is to reduce the complexity so that
we can view the situation as if it were in an ideal world.

First, consider what is supposed to be happening in the situation
described in Figure 9.2. What is the primary task? Are there any
secondary tasks? These are ones that support the primary task but
are not part of it. The primary task is the prime purpose of the work
in the setting described.

The purpose of the reception function in Figure 9.2 is to provide
appointments for patients to meet with the two doctors and the nurse
and to keep records relating to these appointments for each patient.
This is the most important task, the reason why the reception func-
tion exists. In order to do this work the staff answer telephones,
provide face-to-face information and a waiting area, file and retrieve
individual patient records and arrange appointment times with the
doctors and the nurse. There are other things happening that are
secondary tasks, including the work of the Practice Manager in this
context. It is important to remember the wider context when consid-
ering the primary task. In this case, the focus is on how patients
receive the primary care service from the doctors or nurse.

In an ideal world, what would a system look like that enabled
patients to meet their doctors or nurse when they wanted to consult
with them? At this stage you can forget about the situation in 
the rich picture and simply think about what activities need to
happen. If we start by thinking about the inputs, we have patients,
staff (including the doctors, nurse and receptionists), information
(including records), equipment (including telephones) and accom-
modation (including spaces for the staff, for patients to wait and for
consultations to take place). What would we expect the outputs to
be? We would expect each patient to have had a consultation and,
ideally, for them to be satisfied with the outcome even if they did not
find themselves completely returned to good health. We might want
to define the outcomes more closely to set targets for minimum
waiting times or for each patient to see their own doctor and we
might also want to insist that the record keeping is accurate, up to
date and available when needed.

Once we have identified the inputs and the outputs we can be
specific about the transformation that has to take place to achieve
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the outputs. In this case, the patients need to have their request for
an appointment received and processed to ensure that they are
offered an appointment with the right doctor or the nurse within the
specified minimum waiting time. The patient needs to arrive at the
right time for their appointment and to have their consultation with
the doctor or nurse. The doctor (or nurse) needs to have the patient
records to provide information for each consultation. These records
need to be updated as a result of the consultation and subsequently
filed away for future reference. There may also be other tasks to carry
out as a result of the consultation. For example, blood tests might
have to be sent to a local laboratory. These are not necessarily tasks
that have to be considered as part of the primary system if the outputs
are only concerned with providing the opportunity for consultation.
These additional tasks might be secondary to the primary tasks and
associated with them or they might be part of separate but linked
systems. In this case, we have not considered the work of other
people in the practice or the other systems that will contribute to
completing a much more complex set of outputs.

To continue with consideration of this single system, we might
now describe the transformation system in its component steps:

1 Patient requests an appointment with their doctor.
2 Receptionist identifies an appropriate appointment time with the

right doctor and agrees this with the patient.
3 Patient arrives for appointment as agreed.
4 Receptionist retrieves patient records and gives these to the doctor.
5 The consultation takes place, the doctor and patient agree a course

of action and the records are updated.
6 The patient leaves.
7 The doctor returns the records to the receptionist to be filed away.

This sounds simple and straightforward, so why isn’t life in the real
world like this? The next stage in the process is to compare this ideal
picture of the system with the rich picture and ask why the real world
system does not operate as smoothly as it does in the ideal world.
This usually needs to be considered in a discussion with those who
are involved. The rich picture is only a starting point and will not
have brought up all of the issues that need to be considered. Not
everyone was involved in drawing this rich picture, so it would not
necessarily be a good starting point for a discussion. The ‘ideal’
system can be used as a starting point by asking whether this does
represent all of the steps that make up the system or whether there
is anything that has been missed. Often people will suggest missing
elements such as lack of time or resources, in which case it might be
helpful to include discussion of the inputs and outputs to this system.
Diagrams would probably be helpful for some people and the ‘ideal’
system can be drawn as a flow chart. In effect, this discussion is the
opportunity to develop a vision of a better way of working.
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This is also an opportunity to consider some possibilities that
might improve things but that need discussion. It is helpful to avoid
thinking that there is a technological solution for things, but when
there is a need for accurate and shared record keeping, computers
should be considered. For example, if the records were to be moved
into an electronic system, they could be retrieved by each doctor 
or by the nurse when the patient was with them. They could also be
updated and refiled immediately. The ‘cost’ of this would be that a
system would have to be provided and everyone would have to learn
how to use it. In many primary care settings this has been achieved
in a way that provides advantages in managing other information
requirements. Sometimes it is difficult to consider making significant
change in one system without also noting the implications for others.

This approach can offer a practical and systematic way of devel-
oping a vision. Use of diagrams and charts can help groups of people
to share understanding and to work towards solutions to the prob-
lems that they discuss. Keeping an emphasis on the outputs can be
helpful in focusing on improvement. If the people involved in the
setting have been part of discussing the existing situation and 
the possibilities, they will be likely to want to support change.

As change in one area often has implications for other areas of work,
there may be different ideas about what a better situation would look
like. People in one area of work might have focused their thinking
on how to improve the physical conditions in which they work.
Others might have focused on making improvements to the ways in
which they work, and people in another area might have put more
emphasis on the interactions and communications that take place
within their area of work. This can be a great advantage, because
these ideas can be brought together to create a much richer vision
that can attract the support of many more people.

If no attempt is made to bring different visions together, there is
a danger that momentum to change will be lost while people compete
to support different visions. When one group of people have devel-
oped a vision they can become quite possessive about it. Involvement
at this stage of any other people who will be affected by the proposed
change can enable a more inclusive vision to be developed. This will
also ensure that more people are ready to support the changes.

The process of developing the vision is not complete until enough
people become committed to the vision to provide support for
change. The process of developing commitment has been described
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as circling frequently and closing as late as possible. The circling has
probably already taken place in the form of discussion and develop-
ment of ideas with different individuals and groups and then with
larger groups, perhaps from different areas of work. To ensure that
everyone stays in touch with the vision as it becomes more detailed
and more widely understood, the original groups need to continue
to be involved. It is helpful to stay open to minor alterations and
embellishments to the vision for as long as possible.

Communication during development of the vision is very impor-
tant. Even if there is wide involvement in developing a shared vision,
those who have not been part of the latest discussion will want to 
be kept informed and consulted about any proposed additions or 
alterations. Those who have been involved in discussions will prob-
ably talk to others, so an informal sharing of information will 
shape understanding alongside whatever formal communications are
shared. Sometimes use of flip charts as ideas sheets in convenient
places in organisations can allow ideas to be offered for considera-
tion at later meetings. News-sheets outlining progress and inviting
other ideas can help to both keep the lines of communication open
and involve those who cannot take part in the group discussions.
Two-way communications are essential if those developing the vision
are to stay aware of any discomfort or dissent. Challenges to the
developing vision are often very useful in pointing out weaknesses or
ideas that are unlikely to gain wider support. Effective communica-
tions during the development of vision will both share ideas and
enable ideas to be questioned and challenged.

When the vision seems to be fairly complete and robust in describ-
ing a desirable future that is widely supported, the process of devel-
oping the vision will have made strong connections between the past,
the present and the imagined future. You will be able to describe this
connection as a story that can help to prepare everyone for the change
process. The story will have a beginning. This may include acknowl-
edgement of past success and strengths in the organisation and lead
to how people began to realise that change was necessary. The story
might then continue to note the key issues that were discussed and
the opinions that were expressed during consultations about possible
futures. The story might describe the contradictions that emerged and
the difficulties that were faced in attempting to reconcile different
views. A compelling story will weave these elements to arrive at a
description of the future that everyone agrees will be the right next
step. This story will be the one that is repeated throughout the change
process to inform and to inspire progression towards its conclusion.

Development of a vision is more than setting a goal that sets a
marker for change. It can be a process that engages people’s hopes
and fears, that involves people in revisiting their values and facing
challenges to their assumptions. The reward for engaging in a process
that involves people in this way is the commitment that is generated.
This commitment can provide the energy and willingness to try
different ways of working that are essential to carry out change.
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This chapter brings us to strategy and planning. The focus is on what
needs to be done to develop a direction that will enable the trans-
formation to take place to achieve your vision. As we have seen in
previous chapters, the transformation is unlikely to be something that
can be achieved with a single straight pathway. Changing the ways
we do things involves revisiting our values and those of our organi-
sation. We need to consider how to progress in a way that will align
the various elements to create the new conditions.

The vision is usually redefined as a set of key objectives, in order
to begin strategic planning. The strategy provides a framework for
planning the details. It also allows the overall ideas to be shared in a
way that fits into the normal work of your organisation. Planning is
also a normal activity and there are numerous techniques that can
help you to develop your plans. Plans, however, are temporary and
need to be frequently revised and updated. In complex change we
sometimes need to consider having several sets of plans for alterna-
tive possibilities.

In planning change it is very important to consider people; how
much to involve them and when, how they might feel about propo-
sals and how to communicate the plans so that everyone understands
what is proposed and why. There is almost always some resistance to
change and this will usually be evident during the planning stage and
during the change processes. There are various ways in which we can
work with resistance and some advantages in encouraging dissident
voices during the planning stage. This will allow different views to 
be considered and perhaps to shape the planning. Ideally, planning
and communication about change will also include development of
support for the plans.

Once the direction has been developed, there is a further commu-
nication requirement, as everyone will need to know what they 
have to do in order to make progress. Knowing what is required and
doing it are, of course, different things. We conclude this chapter by
reviewing what is needed to equip people to take action and consider
what inspires people to do these things in the following chapter.
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Transformation involves a period of transition while the change is
taking place. In health and care services we are rarely able to suspend
service provision while we make a change, so we usually need to 
plan to continue provision and to make the transition to the new
conditions alongside each other. This does not necessarily mean that
everything continues to be done in the same way until the magic
moment when the change can happen, at which stage everything
changes. Usually we make the transition in stages or even in parallel
processes where change happens at different times in each of the
different systems that comprise the transforming service.

There are choices to make about what is to be done and how it is
to be done. The vision will probably give an incomplete idea of what
is to be achieved, so there will be many details to consider. One of
the key choices to make in developing direction is the choice of who
should be involved. It may be practical to have a small team devel-
oping the strategy and plans, but the members of this team might be
selected for their skills or for their ability to represent different views
in the organisation. You might choose to do both of these in a core
team but also to consult widely. If you do consult widely, you need
to consider the extent to which the results of consultation will be
allowed to shape the planning process. If people are consulted and
see that their input has not been acknowledged, they will soon lose
confidence in what will appear to be only a pretence of involvement.

Developing direction is essentially about clarifying the purpose of
change and agreeing how we’ll make the transition. In a complex
environment it is not about identifying one clear pathway but about
identifying a number of pathways that twist and turn around the
obstacles. Clarity of purpose is important, as this will provide some
broad guidance about both the way in which we travel and how to
progress in the right direction. The values that underpin the vision
of how we want to change are also crucial in providing a framework
that will enable decisions to be made.

Change stimulates us to revisit some of the important values that
underpin our work and to consider to what extent our personal
values are aligned with these. We sometime assume that our values
are at one with the prevalent organisational values. In practice, there
are often differences that have not been recognised or understood.
Sometimes the gap between our own values and the values that
underpin our work has widened without our having recognised the
gradual change. When we develop a vision as preparation for a
change in an organisation, we incorporate values in the vision. The
vision is the picture of what we want to achieve. Vision and values
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are closely connected because a vision of a better future is inevitably
coloured by values that view one state as more desirable than
another. We may have discussed these values whilst developing the
vision. We may have made adaptations to accommodate differences
of opinion without attempting to reconcile different values. As we
move closer to change in developing strategy and plans, we will have
to reconsider the values that underpin the vision of the future and
reconcile these with the values that are inherent in our current work.
If these do not easily align, we may have to consider which are the
right values to underpin our future work.

Values are deep-seated beliefs about what is right or wrong and
what is important and unimportant. An organisation’s values are
influenced both by values held in the wider world within which it
functions and also by values held by all the people who work in 
it and who use its services. In thinking about values, it is helpful to
consider these different levels.

The values of a society influence organisations and an organisa-
tion’s values influence the values of teams and individuals within it.
But the influence also passes upwards; individuals influence their
groups, their organisations and the society in which they live.

Values vary enormously in different countries, communities and
cultures. Modern industrial societies include communities with very
different values, living and working together in ways regulated by
society as a whole. Frequently there are tensions between different
values in a mixed community. In the United Kingdom, for example,
there is a tension between the extent to which a ‘free market’ is
allowed to shape the ways in which people live and work and the
extent to which public services are funded by taxpayers to provide
essential services.

Public services are very much influenced by the values of the
government in power. Public services have been criticised for being
bureaucratic, over-centralised and dominated by professionals. There
has also been increasing pressure for more attention to be paid to the
views of users of public services. A number of pressure groups, with
their own demands, emerged during the 1980s. This trend was
supported by many professionals, particularly those working in
social care who wanted to work in different ways and who were often
unhappy about the inflexibility and unaccountability that charac-
terised many of the organisations in which they worked. New kinds
of support services emerged that demonstrated different ways of
working. For example, women’s organisations set up support groups
in the form of rape crisis centres, and gay and lesbian organisations
set up telephone helplines. These established different relation-
ships between service users and service providers, met needs that had
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A useful mnemonic is SOGI,
representing the values of:

� Society;
� Organisation;
� Group or team;
� Individual.

INFLUENCE OF VALUES



 

previously been ignored, and were often run in more collaborative
ways than traditional services. As Sang commented:

The proliferation of groups, networks and formally constituted
organisations is astonishing. One London primary care group
identified more than 300 service user and carer groups in its
locality, and the College of Health has more than 2,500 self-help
and service user groups on its database . . . There is a real oppor-
tunity to be seized – and a real threat to be challenged. For if this
movement is not recognised and appropriately valued, then
patients, clients and carers will see only tokenism and betrayal –
not the ‘partnership’ that is so often, so rhetorically and so
frequently proclaimed.

(Sang, 1999, pp. 22–23)

Tensions between professionals, service users and the public were
exacerbated by concerns that people who were entrusted with
responsibility for public funds were not always putting the interests
of the public before their personal interests. Lord Nolan was asked
to convene a committee to consider and report on the expectations
that the public might reasonably have of those holding responsible
positions in government or public services.

Example 11.1: Values underpinning public service

The Nolan Committee was particularly concerned with setting principles for
those who hold senior and influential positions in public life, but the values
expressed in these principles might be considered appropriate for anyone
with any level of responsibility in public service:

� Selflessness – People in public service should act solely in the public
interest. They should not gain financial or other material benefits for them-
selves, their family or their friends.

� Integrity – People in public service should not place themselves under any
financial or other obligation to outside individuals or organisations that
might seek to influence them in the performance of their official duties.

� Objectivity – People in public service should make choices on merit in car-
rying out public business, including making public appointments, award-
ing contracts or recommending individuals for rewards and benefits.

� Accountability – People in public service are accountable to the public
for their decisions and actions and must submit themselves to whatever
scrutiny is appropriate to their role.

� Openness – People in public service should be as open as possible about
all the decisions and actions that they take. They should give reasons for
their decisions and restrict information only when the wider public interest
clearly demands it.

� Honesty – People in public service have a duty to declare any private
interests relating to their public duties and to take steps to resolve any
conflicts that may arise in a way that protects the public interest.
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� Leadership – People in public service should promote and support these
principles by leadership and example.

(adapted from the report of the Nolan Committee, 1996)

This statement of principles is helpful in making the notion of a ‘public service
ethic’ more explicit.

You might have been in a situation in which you have been concerned
about one of these principles in relation to your own values and role.
You might have been offered a free lunch by someone who hoped to
be rewarded by your support for a decision to purchase their drugs
or equipment. You might have been asked to help someone to jump
the queue for a service or you may have been offered a reward if you
would give someone preferential treatment. It is more difficult to be
selfless in a situation like this if you see a member of your own family
having to queue when in pain and waiting for an operation.

If you are working in health or care in the voluntary or private
sector, your service users may also expect you and your organisation
to demonstrate values similar to those expressed by the Nolan
Committee’s principles. They will also expect selflessness, integrity,
objectivity, accountability, openness, honesty and leadership to be
evident. Within society as a whole, people who work in various
professions and occupations also often have their own sets of values
which, though drawing on broader societal values, have their own
particular characteristics. These are often expressed in the form of
codes of ethics or statements of values or standards. The multi-
occupational and multi-agency nature of health and social care means
that different sets of values can be seen within a single organisation
or between organisations that are working collaboratively to deliver
a coherent service to patients or service users. Sometimes there are
conflicts between the priorities expressed in the values of different
groups. For example, keeping to appointment times in clinics may be
seen by doctors as less important than taking enough time to give full
attention to the patient in front of them. The focus on the individual
patient may sometimes lead to a tension between delivery of a service
to one person and delivery of that service to many people.

Organisations in the health and social care sector are guided by 
values expressed at a national level as government policies. Usually
there is an emphasis on standards and accountability, both of which
are concerns in the public, private and voluntary sectors. Values may
be specific in mentioning both standards in relation to the results
achieved by services and standards of care and respect for people, as
well as improving standards through research and education. Value
statements may mention achievement of national standards being a
local responsibility and high-quality care that delivers excellence 
to all patients. Often there is indication of a concern to meet local
needs while contributing to wider health improvements. Values may
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be explicit about responsiveness, requiring services to identify and
seek to meet people’s needs and wishes, which indicates a concern to
listen to a wider public voice than that of patients and service users.
Health and care organisations might also state an aim to enable staff
to work purposefully while feeling valued and sharing the values of
the service.

All of these themes are related to modernising services to work in
ways that fit more closely with public expectations as well as meeting
national and local needs. The themes that emerge are relevant to all
areas of public services and are central to the aim of providing inte-
grated services rather than separate specialist services. People who
are working in health services, for example, can expect to work more
closely in future with people in social care, housing and education.
There is an increasing emphasis on making sure that services are
‘joined up’ and do not leave patients and service users with their
needs only partially met.

The Institute for Public Policy Research (1999) identified eight
values that provide a national health service with its ‘moral base’:

� Good health – a commitment to improving the nation’s health;
� Efficiency in the use of public resources – treatments should

provide high value relative to opportunity costs;
� Equity – with recognition that this is a major issue given the

climate of priority-setting and rationing;
� Choice – the state should allow some degree of personal choice

for individuals;
� Democracy – the service should be publicly accountable for the

quality of service provision;
� Respect for human dignity – the relationship between the provider

and the receiver of health care should reflect this;
� Public service – includes some of the above but also covers

‘altruism rather than profit’ and the notion that health service staff
should work for the common good;

� Universality – a service for all, paid for by everyone via taxation,
is essential to provide security and reassurance to the population
and to foster social cohesion.

The Institute’s report acknowledged that some of these values conflict
with one other: for example, patient choice versus efficiency. The
public may place a much higher value on access to a local hospital
threatened with closure than on higher-quality outcomes for a small
group of patients with a particular condition.

This list of values relates to a national health service as a whole,
but you will probably also be able to identify organisational values
in relation to the unit or department in which you work. However,
within a large organisation such as a hospital or a social services
department, the extent to which staff are aware of and influenced by
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organisational values can vary enormously. A junior doctor or social
worker may be completely unaware of the hospital’s or department’s
values and may identify far more readily with the values of his or
her medical college or professional association. In addition, some-
times there is inconsistency between the values that an organisation
tries to uphold and those that it demonstrates in its actions. This is
sometimes referred to as the difference between an organisation’s
espoused values and its enacted values.

Within health and social care organisations, there is usually a
complex array of staff teams comprising people from many occupa-
tional areas. Teams that work together regularly often adopt
common values that focus on the purpose of their work and recog-
nise the contribution made by team members who bring particular
and different skills. As public services are encouraged to develop
more integrated provision and to work more closely together, the
values underlying principles and mission statements need to be more
widely discussed and considered from a number of perspectives if
they are to be implemented across services.

Those who work in multi-agency or multi-professional teams often
have to deal with situations in which there are conflicting or com-
peting values. In such situations it may be necessary to reinterpret
core values in the new setting. This might be achieved by establish-
ing agreement over a more inclusive set of values, for example by
focusing on what the service is aiming to deliver or on broader 
public service values.

Our personal values are also significant in our approach to
working with others. Our values arise from the values of our social
background, our religion (if we have one), our ethnic origin or
subculture, our upbringing and education, and our experience of life
and work. They continue to develop and change throughout our lives
as we encounter new and contradictory situations and reflect on our
experiences. Our early values are based on the culture in which we
grew up, often in the narrow confines of a family or social group. It
is not until we experience unfamiliar settings that we encounter views
and behaviours that surprise us or, sometimes, offend us. We then
have opportunities to consider the values that we hold which cause
us to respond as we do. These are often the moments that lead to
transformative learning, after which we become more aware of the
beliefs that inform our viewpoints. Some people are very aware of
their values and how they use them when making judgements, but
others make judgements without questioning the value base that
underpins them. We are all individuals and we are all different. No
wonder that it is sometimes difficult for an individual to fit in with
a group or an organisation!

Individual values fit broadly into two types:

� values about how you think things should be done;
� values about goals.
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Values about how things should be done include working hard and
being honest, open-minded, fair, forgiving, respectful of differences,
supportive of equality. Values about goals include happiness, pros-
perity, well-being, accomplishments and self-respect. The personal
challenge is to understand your own values and why you hold them
so that you can be more aware of how other people are driven by
their values. If you can recognise the differences and tensions that
arise from value conflicts, you are more likely to be able to help to
resolve them.

The challenge for change agents is to be aware of the values that
underpin the views that people express. Change is essentially about
both how things are done and the goals that are implicit in the vision
of the future. It is often possible to secure agreement over the core
values of service delivery and to work from that agreement to an
understanding of how individuals and teams can contribute to the
work of the organisation without feeling that their values are being
compromised. If you challenge another person’s values, you may
appear to be challenging very personal issues and may seem to be
undermining another person’s identity.

If we are to be successful in leading change, we need to work
within the values of our organisation. We also need to be aware of
our own values, the values held by the various individuals and teams
in our areas of work and those held by patients, service users and
carers.

Change in any part of an organisation is only likely to gain wide
support if it makes a contribution to achieving the overall purpose
and goals of the organisation. It also needs to do so in a way that
embodies the values of the organisation. Before making a plan for
change in any part of your service, you need to review the most recent
documents in your organisation that detail the overall strategy and
the policies that guide the ways in which things are done. With these
in mind, you can redefine the vision to describe it as a service or part
of a service, including a statement about how it contributes to
achieving the aims of the organisation.

Strategy is about redefining the vision as a set of aims and then
identifying the ways in which progress will be made towards
achieving these aims. There are, therefore, two important aspects to
a strategic framework for planning: the statements that describe the
aims and objectives and statements that describe how these will be
achieved. Sometimes the vision can be translated into aims that are
already well defined and can probably be achieved fairly quickly. In
this case a plan for change can follow logical steps.

There is a sequence of questions that you need to answer to
produce the steps in an outline plan for change:
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1 What are we trying to achieve?
2 What is the best way of doing it?
3 What tasks and activities are involved?
4 In what order should we do these?
5 What resources do we need?
6 How shall we review progress?
7 Who will do what and when?

These questions should help you to plan how to move from where
you are through the changes that will bring you to the new state
represented in the vision. Let us consider each of these questions and
the way in which you might develop answers.

Step 1. What are we trying to achieve?

The answer to this question should be the aims and key objectives
that, when you put them together, add up to achieving the new state
described in the vision. You might already have identified these aims
and objectives as part of the process of defining the vision. It is impor-
tant to include every aspect of the vision that contributes to it being
distinctly different from the current conditions. For example, if one
aspect of the vision is to deliver services to patients in a way that
avoids long queues or waiting lists, you need to state this and have
a clear idea of how that will be achieved. If it is an aspiration but
there are no ideas about how it might be delivered, you can either
spend more time in generating ideas and discussing possibilities or
amend the vision to something that is achievable, perhaps appoint-
ment systems within a target time.

There is no point in starting to develop plans if the vision does not
seem possible to achieve. It is more practical to allow the aspiration,
the dream, to sit as a future hope and to use it to help to develop
direction towards it. This will mean that you have to bring a practi-
cal element into discussions now and work towards agreement about
what can be achieved within a reasonable time. It is not usually help-
ful to extend the time for change to allow more to be achieved – it is
more satisfying for everyone to aim for something that is achievable
within a few months. An achievement will usually set the tone for fur-
ther development and give everyone confidence to engage in further
change. There is also an advantage in not setting too long a time-scale
because the environmental conditions that affect your organisation
and service area will change over time and you will want to keep any
internal changes flexible to respond to the new requirements.

If you realise that it will not be possible to achieve the vision in
one step change, be careful to discuss this fully with everyone
involved. If the vision has attracted support and enthusiasm for
action, people will be disappointed if it seems that too little is to be
attempted. They would also be disappointed, however, if too much
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is attempted and nothing achieved. This first question needs to be
thought about carefully and agreement reached about how big a step
might be taken. If there is to be more than one step, it is helpful to
keep the further steps visible in any planning discussions so that
thinking is focused on steps towards a future that is attractive and
worthwhile.

Step 2. What is the best way of doing it?

This is a big question because it includes defining the processes that
you will use, considering whether these adequately demonstrate your
values and how you will communicate. You will remember that peo-
ple may hold strong values about the ways in which we do things.
You may not be aware of the implications of these values until you
propose a course of action and discover that, for a number of differ-
ent reasons, people raise objections. Situations in which proposals are
challenged or rejected can be largely avoided if enough consultation
is carried out before firm proposals are made. Consultation needs to
include anyone who will be affected by the change as well as those
whose co-operation will be necessary to carry out the change.

You might distinguish between these groups. If development of the
vision has raised enthusiasm and there are people wanting to make
progress, these might be the ones who could lead consultation about
how to progress by first gaining support for the ideas and then ask-
ing for suggestions about the ways in which progress might be
achieved. It is much easier to progress consultation in this way when
a proposal for change has support at all levels and people willing to
shape opinion. Often it is difficult for senior people to ask for sug-
gestions about how to achieve a vision, especially in an organisation
where there is tight control and regulation. Change agents can oper-
ate in highly regulated conditions but they need the support of senior
people so that they can champion the cause without becoming mar-
tyrs for it. Change almost always involves challenging the existing
conditions and in highly regulated organisations this is not welcome
behaviour. We should note that it is not welcome behaviour in most
organisations and change agents always need support unless they are
ready to risk a great deal.

Another aspect of finding out more at this stage is to check whether
there is any evidence that supports choice of a particular way of
doing things. You might check whether anyone has done anything
like this before. Reports of change within your own organisation can
be very helpful, particularly if the lessons that were learnt are noted.
Reports from similar organisations can also be helpful if you allow
for the differences in conditions. You might also check whether there
is a best practice model, as people who have been successful in
carrying out a change similar to the one you propose will often be
willing to discuss their experience with you. You could also enquire
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‘Making the right sort of
space for development –
physical, social and
psychological – is an essential
task for all organizational
“architects” who are
interested in creating the
Learning Company. Noisy
manufacturing processes,
over-controlled hierarchies
and crowded premises can all
block the opportunities for
risk and reflection needed for
learning.’ (Pedler, Burgoyne
and Boydell, 1991, p. 67)



 

whether there is any benchmark information relevant to your
proposed change that might help you to set objectives and standards
that others have found achievable. Any evidence you can obtain that
supports either the proposed aims or the choice of processes to
achieve the aims will be helpful in gaining wide support for invest-
ment in change.

When change is proposed in complex service settings a number of
options often emerge, particularly when consultation has been exten-
sive. It is often tempting to dismiss some options that, in your own
opinion, are unsuitable or unlikely to succeed. If you do this, you
might find that it is hard to progress the change because people
involved feel that decisions were made too quickly or without due
consideration. It is usually helpful to generate a number of options
and then to be very open about how a decision is made. A ‘trans-
parent’ way of making a decision is to set criteria for the judgement.
These should reflect the values and the aims that are embodied in the
vision. A process can then be developed to enable the choice to be
made. Appropriate processes are described in more detail in Martin
(2002, pp. 27–36).

The ways in which we do things shape what can be done. The
processes chosen to progress ideas influence the outcomes. It is very
important to ensure that you choose ways of working that enable
change. If you attempt to make change by using existing structures
and ways of working, you will often find that the processes replicate
the present state and do not allow change into the future state that
you are attempting to achieve. This is why there has been so much
emphasis on restructuring and on designing processes that do what
we want them to do (process re-engineering). If you think about the
idea of an ideal system (discussed in Chapter 9) you can check that
the processes you choose for change represent a clear sequence of
steps to transform the inputs into the outputs that are needed to
achieve your aims.

I have mentioned the possibility that the change might not be
achieved. Once the overall plan is agreed, there will be enough infor-
mation available to carry out a risk assessment. This requires a
different type of thinking from the creative thinking that has been
part of developing the vision and attracting support. As soon as you
begin to think about investing time and money in the initiative, there
are risks to be considered. Your organisation may be able to provide
help in carrying out a risk assessment. If you need to set something
up for yourself, there is further information about managing risk and
impact assessment in Martin (2002, pp. 52–61).

Step 3. What tasks and activities are involved?

Once the broad decisions are made about process, this stage can be
one that involves everyone who will be contributing to making the
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change. If the people who are to do the work plan how they will do
it, they will have ownership of the process and be much more likely
to do it with enthusiasm.

If the change will involve several teams it is helpful to divide the
work into objectives and to identify the main activities that will have
to be completed to achieve the objectives. Once teams have been
established to take responsibility for each of these activity areas, the
work can be subdivided into tasks. Agreement can then be gained
about who will carry out each task and estimates can be made about
how long the task will take.

Step 4. In what order should we do these?

As you begin to talk about individual tasks that contribute to
achieving objectives, it becomes clear that some things cannot be
started until others are complete. We usually need to schedule tasks
in each activity area to ensure that we make good use of people’s
time and energy. Once there is a schedule of tasks and activities, 
we have a time line that indicates how long the whole change will
take. This can be surprising and sometimes raises questions about
how the change could be accomplished more quickly. It often takes
much longer than had been anticipated to carry out the work that
will be the foundation for further work. It is only when detailed 
estimates are prepared that the whole sequence of necessary tasks 
can be seen.

There are some ways in which the processes can be speeded up.
For example, we could put more people to work on the initial tasks.
Or we could increase the time that is spent on the initial tasks by
extending the working day. We might decide that a lower quality of
work or outcomes would be acceptable and achievable in a shorter
time. Our options are usually to invest more time or money or to
change the quality requirements. These concerns are faced by anyone
managing projects in health or social care and are discussed more
fully in Martin (2002).

Step 5. What resources do we need?

The scheduling of activities and tasks can be used to identify the
resource needs for each activity. If you need to maintain a service
while change is taking place, this will also need to be considered. Be
careful not to overload staff by expecting them to work on the new
activities at the same time as they continue with their existing work.
Although most people are willing to make a special effort for a short
time, asking people to carry an overload for any length of time brings
risks to the individuals and to the change initiative if people become
ill and unable to work. It would also be an expectation that many
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would find did not embody the values that they had supported in the
proposed change.

Therefore we should expect there to be a cost. If the change is
worthwhile, the cost will lead to benefits that justify the use of
resources. If we are convinced of the value of change, we should not
be shy about requesting resources. If the change is significant, people
from the personnel and finance departments will probably need to
be involved.

Step 6. How shall we review progress?

The most important issue in planning a way to review progress is to
establish how you will know what is happening. You might simply
ask teams to report progress in completion of tasks and processes.
You could then compare this with the schedule to ensure that every-
thing progresses as planned. This is unlikely in a complex setting
when other activities may impact on the planned change, so some
provision has to be made to revise the plans when necessary. A more
formal process of setting targets for key outcomes to be achieved by
specific dates might be necessary to enable you to manage resources,
particularly when one set of activities depends on another set being
completed at a particular time. These techniques are also those
needed in project management.

Another question that is important in a change initiative is how
you will know that the progress that is being made is achieving 
what was intended. This is a more general question than those asked
about specific targets because it concerns the overall outcome of the
activity. You might identify indicators of success that can be used to
discuss progress. The most important thing is to ensure that all the
effort and resource is focused on achieving the future that you intend
to achieve and not something that emerges as a result of poorly
focused activity.

You might also consider when to review and who should be
involved. There is often a need for some formal and some informal
opportunities to discuss progress. There might be specific achieve-
ments at some stages of the work that can be celebrated as success.
This can be helpful in reviving confidence and commitment.

Step 7. Who will do what and when?

The decisions about who will do what and when are mostly taken
when the activities and tasks are allocated and scheduled, but there
are some additional management tasks in planning and managing the
processes, including reviews and revision of plans. There will also
probably be some formal procedures to enable work to start and to
deal with resources.
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The seven planning steps work well when the change we are plan-
ning has clear goals so that aims and objectives can be set. When the
goals are not so clear, or the conditions in which we are working are
subject to sudden change, it is less realistic to plan a continuous
sequence of activities. Our planning takes place in a tension between
what we believe is certain and what is uncertain. It is also subject to
what we believe we can control and what we cannot control. These
dimensions can be used to set up a matrix that outlines four posi-
tions in which we might find ourselves (Figure 11.1).

As you see in Figure 11.1, there are four boxes with different char-
acteristics determined by the vertical and horizantal dimensions. Box
1 represents a position in which the conditions are certain, well
known and understood. We know what needs to change and we have
the control to make changes. In this position you can use planning
methods that assume fairly constant conditions. Change can be
managed as a normal part of working life. Project management
methods will work well in this situation. Although plans always need
some revison and change, the conditions in which the change is
happening are unlikely to change enough to cause a need for drastic
revision or to threaten the initiative. This all sounds rather secure
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PLANNING IN LESS CERTAIN CONDITIONS

BOX 1

CONTROL

NO CONTROL

U
N
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TY

Certain about what needs to
change. Control to make
change.

� Incremental change.

BOX 2

Uncertain about what needs
to change but control to make
change.

� Scan environment and be
proactive.

BOX 3

Certain about what needs to
change but no control to
make  change.

� Raise awareness and
influence opinion to create
support for change.

BOX 4

Uncertain about what needs
to change. No control to
make change.

� Scan environment, analyse.
Raise awareness.

Figure 11.1 Approaches to planning change



 

and comforting, so it is worth mentioning that the main danger in
this position is that we might think we are there because we have not
noticed the uncertainties or because we think we have control that
in reality we do not have.

Box 2 also represents a position in which we have significant con-
trol, but in this box we are aware that there are uncertainties in our
environment. We can, however, identify many of these uncertainties
as the forces driving change: social, technical, economic, environ-
mental and political pressures. As we have control we can identify the
pressures that are most likely to impact on our area of work and 
prepare our organisation to change in response to the pressure. In 
this way we can be proactive in deciding how we will respond and
we can reshape our services in a way that we want them to develop.

In Box 3 we have no control over making changes but we are 
certain about conditions that are putting pressure on our organisa-
tion or area of work and what needs to change. This is a position in
which we can visualise what we might do but we find ourselves
unable to make changes to achieve the vision. In this position we have
no control but we can raise awareness of the pressures to change. We
can use influence and persuasion to try to encourage people to make
changes that will respond to the pressures. We can work with the
informal power within our organisation or area of work to try to
change attitudes and to develop an attractive vision of change that
people will be willing to work towards. You will not be able to use
change or project management techniques that require formal con-
trols, but you might be able to use these techniques with the consent
of colleagues if they can see the benefits of organising work collec-
tively to achieve changes that they all accept are desirable.

In Box 4 we are in the position of being uncertain about what
needs to change and unable to make changes. We can choose not 
to be in this position. Anyone can make an analysis of the environ-
mental situation (see Chapter 8) and can try to raise awareness 
within their organisation or area of work. If nothing is done to make
changes, the pressures to change will cause reactive response or
complete inability to function. This can lead to an organisation being
seen to fail to achieve its prime purpose or it might be closed down
if it becomes unfit to work at all. For example, an organisation may
be so slow to react that essential targets have not been met. Or new
legislation might require adaptations to buildings to be made by a
certain date after which any organisation that is unable to comply
will be unable to continue to work.

This matrix can be used to help us to identify the position our
organisation or service is in, in relation to awareness of the need to
change and control over making changes. The way in which we
approach planning change will be different in each of these circum-
stances. In Box 1 the degree of awareness and control can provide
considerable support for change, for change agents and for those
leading change. In Box 2 more emphasis needs to be placed on 
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developing an understanding of the pressures to change so that deci-
sions can be made to make changes. The control systems are there
to support planning and implementation of change once the decisions
are made. In Box 3 the problem is one of how to initiate and control
change in a situation where people are not used to having their work
controlled. This can often be overcome by raising awareness and
facilitating discussion until enough agreement has been reached to
progress change through negotiation and individual effort.

If you are in Box 4, your organisation or area of work is threat-
ened by its lack of awareness and inability to control change.
Although you can identify the main drivers of change and explain
how these are likely to impact on the organisation, this might not be
enough to raise awareness. Scenario planning offers a method of
considering the future that is often helpful in complex settings where
the impacts of environmental pressure are not easy to understand.

Scenarios are essentially stories about the future. You can create
scenarios by taking one of the pressures for change and developing
the story about what will happen as it becomes stronger. Perhaps
imagine the scenario as it might be one year ahead and then in three
years’ time. For each of these periods, outline the environmental
conditions as they will have changed as the force for change gathers
momentum and check how your organisation might perform in those
conditions. You can use the SWOT approach by asking what oppor-
tunities and threats have emerged in the new conditions and then ask
what your organisation’s strengths and weaknesses are in relation to
these scenarios. The implications might be brought into sharp focus
by asking key individuals in your organisation to take part in a
scenario discussion in which they are each asked what they would
do if they found themselves in the new conditions. It soon becomes
apparent whether there is a need for change or not.

If you have developed the direction with wide involvement, many
people will already be aware of the intention to change and may
know something about the plans. There will be other people who
need to be informed and possibly more consultation to carry out once
the plans have been developed in some detail. Change will be much
easier to accomplish if people are broadly in agreement with the goals
of the change and the way in which it is to be carried out.

A plan can be used to facilitate communication. It can help the
organisation to explain its intentions to patients, service users and
other customers. The plan can also help us to communicate our
future intentions to other organisations with which we have contacts
of various types. It can also help us to communicate to the general
public what the organisation is planning to do in order to improve
the services offered.
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A SWOT analysis of your
organisation in relation to its
current environment will
consider:

� Strengths
� Weaknesses
� Opportunities
� Threats

in terms of how the
weaknesses might be
strengthened and the threats
reduced by taking some of
the opportunities.

COMMUNICATING THE DIRECTION



 

The plans will also be needed to prepare for implementation of
change. Everyone who will be involved needs to know what they are
expected to do and when this needs to be done. People need both to
know what is expected and to be willing to start work. Sometimes
more has to be done to create the conditions in which people are
both ready to start and equipped adequately to take on their indi-
vidual tasks.

This chapter has focused on developing direction. We have consid-
ered how values underpin our attitudes towards both the goals that
are set and the processes that are used in making changes. We have
taken an overview of a planning process that can be used when aims
and objectives can be set. We have also considered situations in
which planning is not so easily accomplished. We concluded by
mentioning the importance of communicating plans to those who
will be affected by the change and those who will be involved in
making the change. The next chapter looks at how we can inspire
and facilitate people to take action.
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The process of developing direction leads to a plan for action, but it
is usually necessary to revive enthusiasm for the vision in order to
inspire people to take action. In this chapter we focus on both how
to initiate progress towards achieving our aims and how to keep up
the momentum once we have started.

There are two aspects to this implementation stage: keeping up
morale and enthusiasm, and managing the process in relation to the
plan. We focus on the leadership aspects of this stage more than on
the management issues, but these are noted because they provide
essential reassurance and information.

Most of the issues that arise in leading change are the result of
differences in expectations. Even if we are sure that the processes in
development of vision and direction explored the different views that
people hold, the strength of these views often becomes much more
apparent during implementation of change. One of the most impor-
tant influences on people is organisational culture. We consider ways
in which culture can influence change and what leaders and change
agents can do to work with the issues.

We conclude the chapter by looking more carefully at resistance
to change and considering what might be done to reduce the impact
of resistance.

Once we arrive at the time when people can begin to make the
changes that have been agreed, the focus moves to practicalities and
the vision can seem dim and distant. We often need to remind
ourselves why we have set out on this course and what we expect to
gain as a result of the disruption that change inevitably brings.

Inspiration is an interesting word for the feeling that we have when
we are enthusiastic and empowered. The word ‘inspiration’ really
means taking in a breath, filling our lungs with life-giving air. In some

INSPIRING OTHERS

CHAPTER 12

INSPIRING ACTION



 

cultures the act of breathing is recognised as a positive contribution
to life and different ways of breathing are practiced as contributing
to meditation. In Western civilisations breathing is usually consid-
ered to be one of the automatic behaviours and not something that
we use in a deliberate way. We do, however, talk about taking a 
deep breath before doing something difficult. Inspiration provides
strength.

You might have derived personal strength from your own passion
if you care deeply about achieving the change. When we feel passion-
ately about something we often try not to show it, particularly at
work where it might feel rather silly to show that you care. We 
learn at an early age not to show our feelings when we are vulner-
able, and most of us do feel vulnerable at work, especially when our
emotions are strong and difficult to manage. In health and social 
care services staff often face tragic situations and are expected not 
to show their own feelings very strongly but to cope with the situa-
tion and to move on to work with the next set of events. It might
not come easily to you to allow others to see your passion and
commitment. It can, however, be very inspiring to others if you do
allow your own feelings to show. You don’t have to be a charis-
matic leader who can persuade by force of personality. People will
find you inspiring if you can talk about a vision of a better future
with energy and enthusiasm, showing in your eyes and voice that 
this is the future that you would like to work towards. You can
support this by giving clear descriptions of what will be different 
and why it matters. Your personal commitment and clear reasoning
will attract support.

You will keep that support if you prove to be trustworthy and a
person of integrity. As people embark on a course of change they
take a risk because they move away from familiar and safe ground.
Be careful what promises and reassurance you offer because people
will expect you to keep your promises. Promise only what you can,
personally, deliver. Your integrity is demonstrated in the way that
you behave. The ways in which you interact with other people, the
respect that you show, your conscientiousness and your compassion
all offer evidence of your integrity. The guidelines developed by the
Nolan Committee (Example 11.1) provide some food for thought
about personal integrity.

During implementation of change, both your leadership and manage-
ment skills are needed. Leadership is needed to inspire and challenge.
Management is needed to provide resources, develop plans, monitor
progress and manage the processes. These roles and responsibilities
can be shared and do not need to be together in one person, but both
roles are needed to effect change. Leaders will be needed to keep up
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LEADING AND MANAGING THE PROCESS



 

morale and enthusiasm for change and managers will be needed to
support planned progress and to collect and provide information
about the extent to which targets are being met.

At an early stage in implementation you will need to ensure that
you are empowered to act. You need to have support to initiate
action and any resources that are necessary. Others who are to take
action will also need support and resources. Some will need to be
reassured about the extent to which they can make decisions and take
action without supervision, particularly if they are used to working
in a highly regulated situation. Those who demonstrate leadership in
progressing change can be encouraged and supported to develop their
abilities. Leaders learn to lead by doing it and reflecting on the results
of their actions.

For everyone involved in change, there is an element of transition
from the current state into the new state. Some will find this a more
difficult experience than others. Some may find it hard to cope at
times and some will need support if they feel incompetent when they
begin to work in different ways. Some people will need training and
development to be able to work in different ways and this should be
provided when it is needed or in preparation for new roles. There
will also be changes in the ways that people think about work if
processes are changing. Opportunities may be needed to test out
ideas and to review new ideas in groups and teams. There may also
be opportunities to share learning and know-how as some people
begin to develop new ways of doing things. Emotions will often be
easily roused during change and everyone might be encouraged to
try to treat each other with respect and to respect dignity (particu-
larly in situations where people might feel foolish if they are not
quick to learn new ways of working).

Attention needs to be paid to management of the process. The plan
provides a model for what is expected to happen, but plans usually
become out of date very quickly. We know whether we are on track
or not if we monitor the process. Monitoring involves collecting
information about whether targets have been met as planned. If some
targets have not been met, plans have to be revised and there are
often implications for the later stages of change if delays are caused
in the early stages. Regular reviews enable people to take an overview
of progress and to discuss any changes to the plans. It is often helpful
if the reviews include many of the people progressing the activities
and tasks because they will understand and be able to explain to
others why there have been difficulties.

Reviews are not only about dealing with problems, they are also
about noting success and sharing credit for achievements. It is very
encouraging to have some early success to encourage everyone and
to increase confidence in being able to make changes successfully.
Early ‘wins’ help to keep up momentum, especially if people enjoy
feeling the success. Celebrations are helpful when there is something
significant to mark.
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‘Most people are
thermometers that record or
register the temperature of
majority opinion, not the
thermostats that transform
and regulate the temperature
of society.’ (Rev. Martin
Luther King, Jr.)



 

Motivation might be an issue, even if people fully support the
direction of change. People who realise that their work is going to
change significantly will worry about the impact on their salaries and
employability. It is important to keep in touch with the people who
are affected by change and to listen to concerns as they emerge.
Where there are practical steps that can be taken to reduce anxiety,
it is helpful to ensure that these steps are taken.

As one change is put into motion, we also need to remember that
other things are happening around us. Other parts of the service or
our organisation are not standing still until we finish making our
change – there will be other developments and our change might
impact on other areas. We need to keep in touch with those devel-
opments and try to align the progression of our change with other
areas, when appropriate. Those who have the skills to foster dialogue
are invaluable in facilitating communication.

We also need to check regularly that we are progressing in the
direction that we intend and not losing our vision. It is no good to
put in mechanisms to make sure that the wheels on the car keep
turning if we don’t also check that we are making progress in the
right direction!

The way in which we do things is an outcome of the culture of an
organisation or area of work. A vision that involves working in a 
different way involves achieving a change of culture. Many of our
expectations of work arise from our experience of the culture of an
organisation. Cultures are notoriously difficult to change because they
cannot be controlled in the way that work can be organised because
a culture is not something that an organisation completely owns or
develops in a deliberate way. Organisations often talk about needing
to change the culture, but the culture is complex and developed as a
result of the interactions of people and the history that this creates.

The concept of culture is borrowed from anthropology. Organisa-
tional culture involves both the formal ways in which an organisation
structures its work and the informal ways in which people carry out
that work. A culture has features that distinguish itself from other
cultures, including what people wear, the logos and badges used, the
language, the routines, the stories about success and failure, the way
people interact and how premises look. Such symbols carry mean-
ings and emotions (loyalty, pride, inclusiveness or exclusiveness, care
or lack of care, formality and informality) which influence every
action within the organisation.

Different functions within the same organisation often have
different cultures. In a voluntary organisation, for example, a team
of carers might have a very different culture from a team of fund-
raisers. In a large hospital, there might be a very different culture in
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the operating theatres from that in the finance department. The
culture of an area of work is often closely linked with the nature of
the work, though differences in culture are more than simply the
differences between types of work. Culture includes the way in which
the work is done and the feelings that staff have about their work.
It includes all the systems that are the ways of doing things in an
organisation or area of work, as well as the ways in which the work
is understood or experienced in that setting.

Example 12.1: Culture and change in health and social care

Gerry Johnson (1989) carried out some research to investigate the impor-
tance of culture when organisations are involved in strategic change. He
identified various elements that contribute to organisational culture and which
influence change. We can consider these elements as they might influence
change in health and social care

Power structures
There are formal and invisible power structures. The invisible power struc-
ture is the basis for the similarly invisible informal systems that often exist to
avoid formal procedures. People who hold informal power are not neces-
sarily those in the most senior positions. For example, a person in a position
of power might progress requests for resources more quickly for those who
support his or her power than for a person who undermines it. Those holding
invisible power can progress or block change.

Organisational structures
Most organisations have a chart or diagram showing how all of its parts
relate to each other. Some of these show a hierarchy of boxes that indicate
different levels of responsibility. Others show how units and departments are
grouped. These diagrams represent the formal structure of work in an organ-
isation, and provide the basis for many of its formal systems. Some parts of
the formal structure may have to change to achieve a transformation in the
way work is done.

Control systems
These are the formal systems that are used within an organisation to control
the flow of resources in order to achieve its objectives. They may include
financial systems, personnel systems, quality management systems, informa-
tion management systems and performance management systems. Each of
these may have to be adapted to accommodate new ways of working.

Routines
These are the agreed ways of carrying out work that is repeated frequently.
They are designed to ensure that predictable, day-to-day work is carried out
as efficiently and effectively as possible. In some organisations, routines are
written down as formal procedures; in others, they are accepted and taught
to new staff as the ‘way things are done here’. Informal routines sometimes
develop that seem harmless at first but may become features of the culture
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that inhibit high-quality performance if they prevent any change or devel-
opment in the way that work is done.

Rituals
Rituals are ways of behaving that become a standard that is difficult to
change. Ritual behaviour is a way of responding that avoids having to think
about the consequences of action. For example, someone whose job includes
answering the telephone may develop a ritual response in which he or she
automatically passes the caller to another person regardless of what the caller
has asked for. Such behaviour may not be very damaging to the organisa-
tion, but it fails to focus on the needs of the person who has telephoned.
Other rituals can be very destructive: for example, there are rituals in some
areas of work that put new staff through a sort of trial which allows experi-
enced staff to laugh at their efforts and only admits them to membership of
the team after they have submitted to the indignity.

Myths
Myths influence culture in a slightly different way. Every organisation has
stories about itself that influence how staff think about the organisation.
Sometimes these are positive: for example, ‘This organisation cares about 
its staff’ or ‘This organisation is a leader in its field’. Other stories might
perpetuate less positive characteristics: for example, ‘The procedures in this
organisation are Byzantine’ or ‘You will never be able to do that here’.
Stories attain the status of myths by being repeated and taught to new staff
as things that they must understand if they are to work within the organisa-
tion. Myths can make it difficult for staff to consider alternative ways of
working when anyone tries to introduce improvements. One of the most
destructive myths is ‘You will never be able to change this organisation
because it is so set in its ways’.

Symbols
There are symbols in every organisation. Some are formal and indicate status
or authority: for example uniforms and the insignia on them. Others are
informal, such as the dress codes of different staff teams (perhaps suits for
managers and more casual dress for staff who work directly with service
users).

All of these elements of culture interact to influence the culture of the organ-
isation in which you work.

It is important to understand both the culture of the whole organisa-
tion and that of your part of the organisation if you are to work effec-
tively in harmony with the culture of the wider organisation. Some
aspects of culture may act as a barrier to change. For example, if staff
in one part of the organisation are competing with those in another,
it is unlikely that either group will be looking for opportunities to
work together to integrate and improve services. If you understand
which features of the culture help to support change and which 
hinder it, you will be in a good position to influence improvements.
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ACTIVITY 12.1

Allow 10 minutes.

Think about the culture in your organisation or area of work.
Identify some of the cultural features that might make it difficult to
change the ways of working.

Power structures:

Organisational structures:

Control systems:

Routines:

Rituals:

Myths:

Symbols:

There may be features of the culture that prevent the team or the
whole organisation from performing as well as possible. For
example, there might be myths that are taught to new staff that warn
them not to be innovative or try to introduce new ideas because these
approaches would not be welcome. A familiar myth is to talk of a
senior member of staff as ‘a dragon’, implying that approaching him
or her would be dangerous. You might have noticed a tendency to
think about staff and service users from only one point of view – for
example, as though everyone was white, male and not elderly. Such
a culture would make it very difficult for staff to be sensitive to
diverse cultures, values and needs when delivering services in a multi-
cultural community.

You may feel that there are some aspects of the culture that are
helpful: for example, staff might welcome new team members and
be supportive in helping them to learn to work in their new setting.
People may be questioning the old myths and legends and wanting
to free themselves up to work differently.
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It is important to identify the features of organisational culture in
your area of work and to understand their impact on ways of work-
ing. The next step is to consider whether culture can be changed, and,
if so, how this might be achieved.

Gareth Morgan used metaphors as a way of analysing the differ-
ences between organisations. He suggested that many organisations
could be seen as machines:

Consider, for example, the mechanical precision with which many
of our institutions are expected to operate. Organizational life is
often routinized with the precision demanded of clockwork.
People are frequently expected to arrive at work at a given time,
perform a predetermined set of activities, rest at appointed hours,
then resume their tasks until work is over. In many organizations
one shift of workers replaces another in methodical fashion so that
work can continue uninterrupted twenty-four hours a day, every
day of the year. Often the work is very mechanical and repetitive.
Anyone who has observed work in the mass-production factory,
or in any of the large ‘office factories’ processing paper forms such
as insurance claims, tax returns, or bank checks, will have noticed
the machine-like way in which such organizations operate. They
are designed like machines, and their employees are, in essence,
expected to behave as if they were parts of machines.

(Morgan, 1986, p. 20)

An alternative way of viewing organisations is to think of them as
living organisms:

As we look around the organizational world we begin to see 
that it is possible to identify different species of organization in
different kinds of environment. Just as we find polar bears in arctic
regions, camels in deserts, and alligators in swamps, we notice that
certain species of organization are better ‘adapted’ to specific
environmental conditions than others. We find that bureaucratic
organizations tend to work most effectively in environments that
are stable or protected in some way and that very different species
are found in more competitive and turbulent regions, such as the
environments of high-tech firms in the aerospace or electronics
industries.

(Morgan, 1986, p. 39)

Viewing an organisation as an organism helps us to consider it as a
part of its environment. This metaphor emphasises that an organi-
sation or area of work has to adapt to ensure that it continues to
meet the ever-changing needs and demands of its environment.
Another metaphor suggested by Morgan is that organisations can 
be like brains: they can focus on learning and developing innova-
tive ideas and approaches. This metaphor builds on the previous one
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of the organisation as an organism, emphasising the need to learn
from experience in order to respond to environmental changes and
opportunities.

Culture is a strong force and can be a major impediment to change.
It is a system of beliefs and a way in which people confer meaning
on what they do, which suggests that it is not something that can be
easily changed. Beliefs and values just aren’t like that. Everything we
know about psychology suggests that our beliefs about our work and
our fellow-workers are often deeply held, reinforced over time, and
hard to change. When they do change, the process is more likely to
be a gradual, bit-by-bit affair than a sudden wholesale conversion 
to a completely new set of beliefs. (Indeed, when we come across
someone who changes their ‘mind set’ very rapidly, we often doubt
their reliability and judgement.) Organisational cultures can take a
generation or more to build up. It is therefore likely that they will
also take an appreciable time to change.

Although it is unrealistic to expect to be able to reshape organi-
sational cultures rapidly, it is possible to influence change. We can
encourage discussion of values and attitudes. We can emphasise
values such as integrity and trustworthiness. We can challenge behav-
iour that does not respect service users or their interests. We can
demonstrate respect for all staff and provide strong and unequivocal
support for equal opportunities policies. We can encourage innova-
tory thinking and a climate of constructive criticism.

You might consider that the culture of your area of work is not
always helpful in supporting staff in their work. People who feel
unsupported can become negative and make it difficult for others 
to work effectively. You can intervene by offering more support and
by giving positive feedback wherever it is possible to recognise
achievements. A team can often be helped to become more positive
by focusing on the experience of service users and looking for ways
in which it could be improved. If you can discuss these issues openly
with your staff, you will be taking action that will – in a small way
at first – affect the culture.

In health and care organisations the range of different cultures
brings the benefits of diversity. Diversity offers the opportunity to
consider many different perspectives and viewpoints, to develop ways
of thinking and working that accommodate diversity.

There are many reasons why people might resist change. Some people
simply have a low tolerance to change and will want to reduce their
own discomfort. Others might see the change as causing them to 
lose something that they value, perhaps loss of freedom to work in
a particular way that has personally suited them. Some might not 
be convinced that the proposed change is a good thing for the 
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organisation or for their area of work and others might misunder-
stand the proposals or lack trust in those who are leading the change.

There are ways of overcoming much of this resistance. Effective
communication with careful listening and explanation can reduce
misunderstanding. Discussion about the reasons for change and the
external pressures for change may help some to understand why it
needs to happen. Participation in developing the vision and the direc-
tion will often win people over to tolerating the change even if they
cannot be enthusiastic. Negotiation over particular issues with indi-
viduals and groups may gain further agreement. As a last resort, it
might be necessary to accept that the change will not suit everyone
and that those who are not willing to move in the direction of the
organisation should not be allowed to hold it back. If this decision
is necessary, then the implications will usually involve careful and
detailed management to agree how the individuals concerned should
leave the organisation. This is a difficult decision to make, but if the
proposed change is essential to the future of the organisation then
there may be no choice about progressing the change and accepting
the costs.

Example 12.2: Dealing with conflict

Many people find it difficult to deal with conflict and confrontation. In change
situations emotions are often high and conflict can flare up unexpectedly.
There are many apparent causes of conflict, but these often involve differ-
ences in beliefs, values, assumptions and expectations. Conflict can also 
arise from misunderstandings, lack of respect for differences and changing
relationships. Sometimes people misuse power or authority or are simply
unreasonable.

There are some strategies that you can use to manage conflict. If issues are
raised that it is useful to discuss, then allowing conflict is better than smoth-
ering the issues. Sometimes conflict arises as a result of a temporary set of
conditions and it may be more appropriate to offer support and try to smooth
ruffled feathers until the conditions improve. In some cases it is possible to
anticipate conflict and try to prevent it. We can do this only if we are aware
of potential clashes and have the means to avoid direct challenges.

We can often reduce the likelihood of conflict by the ways in which we
organise work. Conflict is often the result of situations in which some people
see personal gains and others losses. We can agree goals, tasks and activ-
ities before work is started to reduce conflict over values, ways of working
and roles. Good information and communications help to avoid misunder-
standings. Organising and resourcing work carefully reduces the possibility
of some feeling overloaded and seeing others working less hard.

Another way of considering conflict is to consider the degree to which
people assert their aims to satisfy their own needs and concerns and the
degree to which they are prepared to co-operate to meet the needs and
concerns of others. Thomas (1975) identified five strategies that can be used
to resolve conflict:
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� Avoiding – Low levels of both assertion and co-operation allow conflict
to rumble on unchallenged. This may lead to one party being allowed to
bully another or it may allow the cause of the conflict to become worse,
so is unlikely to be a useful strategy.

� Smoothing – This can be achieved if there is enough co-operation and
people agree to respect differences.

� Competing – When both parties are assertive but not co-operative,
competition leads to winners and losers.

� Collaborating – This is possible when both assertion and co-operation
are high and people are prepared to pay close attention to differences.

� Compromise – With moderate degrees of both assertion and co-
operation, it might be possible to find common ground and compromise.
This often requires people to give something up and so is often less 
satisfying than co-operation.

There is no single ‘best way’, but different options that can work in different
circumstances.

One of the most useful techniques for identifying where support and
resistance lie in relation to a proposed change is the force field
diagram. A force field diagram helps you to understand your current
situation so that you can make specific plans to work with both
support and resistance to the proposed change. When you draw a
force field, you identify the forces that are helping to drive your
change and those that are opposing it. Having identified the forces,
you can then decide which positive forces you can take advantage of
and which negative ones you can try to reduce. It is a useful tool to
apply to any change project, whether the proposed change is major
or minor.

Example 12.3: Force field analysis

Force field analysis is a tool originally developed by Lewin (1947). It assumes
that in any change situation there are two sets of forces, those driving the
change and those that oppose or restrain it. These forces can be written on
a chart using arrows to indicate their directions and relative strengths (Figure
12.1). It is important to recognise that they are forces as perceived by the
people involved in the change. For example, there may be no intention to
make staff redundant but if any staff believe that the change will make them
redundant, the restraining force exists.

You begin the diagram by writing a clear statement of the change you
want to make. You then identify all the forces that support and drive the
change down the left side of the chart. On the right side you write all of 
the forces that resist or restrain the change. As you write each force, put an
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arrow under the note to show the direction but use the strength of the 
arrow to indicate the strength of the force. You will produce a diagram with
opposing arrows of different widths to show their force. If the driving forces
for change are stronger than the restraining forces, progress can be made.

The list of forces can be developed by yourself, but it is usually helpful to
do this with others so that different perceptions of the situation can be
discussed and included. It can sometimes be useful to cluster them under
different headings and to use these headings to prompt ideas. Typical clus-
ters would include:

� personal (for example fear of redundancy, loss of competence or loss of
pride);

� interpersonal (for example A does not talk to B);
� intergroup (for example perceived loss of status, or competition for space

or equipment);
� organisational (for example shortage of resources or new management

structures);
� technological (for example electronic records have been computerised or

new equipment needing new skills);
� environmental (for example there are more older people or the law on

mental health is amended);
� cultural (for example perceived loss of professional status if roles change).

The diagram presents the situation as a summary of the forces that you have
identified. You can use it to help you to progress the change by examining
each of the forces to think about whether you can do anything to reduce the
resisting forces. This is usually the best place to start because if you increase
the pressure from the driving forces the resistance is likely to increase.
Attempts to force change are often unsuccessful because of strong resistance.

There are some approaches that you might take to reduce resistance:

� increase communication about the better future described in the vision
and interpret it for those with particular concerns to reassure and, if
necessary, incorporate amendments that would reduce their worries;

� emphasise the common values that underpin the vision and direction;
� emphasise the benefits that would be produced for everyone, particularly

the benefits for service users;
� discuss specific fears and worries to correct misunderstandings and

reduce anxiety;
� identify those who have particular influence and respect and ask them to

demonstrate their support for the change.

The force field may have identified some resisting forces that include
significant individuals whose influence is strong and could be very
damaging if they do not support the change. There is a technique
that you can use to assess the strength of support offered by the key
individuals involved in the change. Once you have clarified who will
help you to progress the change and whose resistance will present
obstacles, you can consider what can be done to reduce the power
of those who are resisting.

1111
2
3
4
5
6
7
8
9

10
1
2
3
4
5

16
7
8
9

20
1
2
3
4
5
6
7
8
9

30
1
2
3
4
5
6
7
8
9

40
1
2
3
4
5
6
7

118

INSPIRING ACTION 161



 

The aim of commitment planning is to examine how you can build
a critical mass of supporters. A commitment plan is a chart in which
the key people or groups are listed down one side of a sheet of paper.
Across the top are four headings that indicate levels of commitment:

� Opposing – strongly resists the change;
� Allow – will not oppose the initiative but will not actively support

it either;
� Help – will support the change with time and other resources,

provided someone else will take the lead;
� Make – will lead the change process and make it happen.

Mark each individual or group on the chart with an ‘O’ to indicate
his or her current position. Then put an ‘X’ to indicate where you
would like them to be, thinking in a realistic way about how much
they might move. It is unlikely that anyone would move from strong
opposition to making the change happen, but if you can influence
them to move to a position where they allow progress and withdraw
their direct opposition they will be far less of an obstacle. People 
who are in the ‘Allow’ position might be moved into becoming
helpers if they can be reassured that not too much will be asked 
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of them. The chart will also help you to assess whether there are
enough influential people who are committed to leading and making
the change happen. If these seem to be too few, you might need to
request more support from senior people in the organisation. You
might also consider encouraging wider leadership from people at
different levels who are enthusiastic about the change and who can
influence and inspire others. Also consider involving people outside
your immediate work area or organisation. Service users or repre-
sentatives of service user groups may be pleased to help you. Staff in
agencies whose services link with yours may also be able to offer
support.

Once you have identified whose commitment is needed, there are
a number of ways of gaining it. Here are some suggestions:

� Find out what aspects of the change are unacceptable to the 
person whose commitment you need, then try to address the
specific problems or help these people to solve the problems them-
selves.

� Find out more about the problems in ways which do not threaten
people or force them to adopt stances. For example, hold a private
unstructured meeting to talk around a problem, with no minutes
taken and with no outcomes other than a better understanding of
the issues.

� Use educational and learning settings to encourage open cross-
boundary debates and encourage individuals to find opportunities
in the change for personal development.

� Be a role model – as a leader, behave in ways that are in keeping
with the desired change.

� Use the influence of respected colleagues and peers. This can be
particularly helpful in professional cultures.

� Encourage sharing – expose people to others’ successes in ways
that enable them to copy useful ideas.

� Encourage discussion – demonstrate that there are different views
of the situation and the potential opportunities and that people
involved see the change in different ways.

� Trade – ‘Do this for me, and I will do that for you.’
� Use any power you have to reward desirable behaviour; ignore or

punish inappropriate actions.

There is a balance of forces in any change situation, and reducing
constraints is frequently more effective than increasing pressure.
Change requires a critical mass of supporters and it is important to
build this commitment.

In this chapter we have considered both how to inspire others to
take action and also how to maintain morale when spirits are flag-
ging. Culture change is acknowledged to be difficult and slow to
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achieve. It is likely to need considerable support from within a cul-
ture to change the ways in which people work. Once a change is
under way, there are likely to be conflicts to resolve. We concluded
the chapter by reviewing some ideas about how conflict might be
approached.
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Nelson Mandela commented
on his relationship with de
Klerk: ‘He had the foresight
to understand and accept
that all the people of 
South Africa must, through
negotiations and as equal
participants in the process,
together determine what 
they want to make of their
future. . . . I never sought to
undermine Mr de Klerk, for
the practical reason that the
weaker he was, the weaker
the negotiations process. 
To make peace with an
enemy, one must work with
that enemy, and that enemy
becomes your partner.’
(Mandela, 1994,
pp.734–735)



 

This chapter brings us to the last stage in the leadership process:
reviewing, revising and reflecting. These activities have aspects of both
looking back and looking forwards. We look back to see what has
worked as intended and what has not. In looking back to review what
has happened against the plan, we can also try to learn from events.

First we consider the extent to which the intended change has 
been achieved. We can do this by reviewing the change that has been
achieved against the plan. If there is a discrepancy, there are two
options: we can either revise our plans to try to bring our activities
back into line with our original plan or we can revise the plan to
incorporate a change of timing, costs or quality. We explore how we
can ensure that a cycle of change is completed and has stability and
how we ‘re-freeze’ the organisation so that the conditions that we
have created during change become the new accepted normal state.

We then look at how we can evaluate the change process. This
involves both reviewing the change process against the criteria we set
for success and reviewing the extent to which it has achieved our
vision. We also discuss the ways in which learning can be gained
from this experience for individuals, teams and the organisation.

We then review our new position, the new normal state that the
change process has achieved. This may have completed a cycle of
change and may allow time to pause and reflect, or it may have
revealed other urgent issues to address. This brings us to a review of
the process of leading change in health and social care services and
the central concern about improving services for the service user.

We use plans to help us to organise and schedule the activities and
tasks that will progress the change. Plans, however, are a rather
abstract way of representing the ideal process and change rarely 
fits the ideal conditions. As the actual progress is monitored and 
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compared with the intentions in the plan, there are usually many vari-
ations. There are also many reasons for the differences as people try
to overcome difficulties and sometimes take longer than was esti-
mated to complete tasks. Sometimes materials or equipment are not
available when required and delays are caused. Sometimes tasks are
completed more quickly than was planned. A plan is only an estimate.

If the plan is to continue to be useful as events move at a different
pace from the schedule, it needs to be revised. It is not wrong to
change a plan – it is the only way to manage change in a flexible and
practical way. If you regularly review what progress is made against
the targets that were set, you are in a position to consider the impli-
cations and revise the plan accordingly. This is why it is so important
to set targets and to monitor progress. These activities all contribute
to understanding what is happening and maintaining some control
over progress. Delays can be costly if a number of people are involved
and if other resources have been ordered in expectation that work
could be carried out on particular dates. If the plan can be revised
in time, the work can be rescheduled to make better use of time,
resources and energy. This is also important as it signals that the orig-
inal plan is not the measure of success but only a tool to help to
manage progress towards the achievement of the objectives that
really matter. If people begin to think that they are failing but could
do nothing to avoid the failures, they will soon feel demoralised and
progress will become more difficult.

As progress nears completion of the planned change, some atten-
tion can be paid to how to signal that the process is finished. Ideally,
all the objectives will be achieved and success can be celebrated. It is
important to recognise this stage, because sometimes people work
very hard to achieve a change but in the final stages of moving into
the new ways of working we forget to mark the achievement. It is
often helpful to take a brief look backwards to remind everyone how
far they have moved.

We have discussed management of change as though it can be
controlled by setting clear objectives, monitoring, reviewing and
revising. This is something of an illusion, because of the complexity
of the context in which change happens. These techniques can help
us to be aware of the extent to which we are making progress as
planned and can allow us to review and revise the plans. We need
enough equilibrium to enable people to work confidently but not so
much that it stifles innovation. Even when we accept that plans can
only be temporary, there is a danger in thinking that change can be
controlled. If we focus too much on the mechanisms of control, we
stifle creativity and suspend discussion of alternatives as new possi-
bilities become apparent.

A better way may be to progress through self-awareness and modi-
fication of thinking and acting in response to environmental factors.
This approach also has its dangers, mainly in our difficulty in
becoming sufficiently aware. Some would say that our traditional
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knowledge about the inter-connectedness of everything has been
forgotten and we have made false divisions between work and family,
body and soul, animate and inanimate worlds, men and women,
animals and people. We have put a value on being busy that makes
it more difficult to take time to think and reflect. Time has become
a problem more than a benefit and levels of stress are high. Modern
feelings of alienation are encouraging many people to reconsider the
balance of work and other aspects of their lives. Change is a natural
process, but somehow we often create stress and tension in the ways
that we do things that seem to make it harder than it ought to be.

It is not always easy (or desirable) to bring a sense of closure to the
change process because if people are beginning to work differently,
there will probably be many new issues arising that will need contin-
uing attention and adjustment. This type of continuous change is not
the same as a planned change that makes a significant difference to
the ways in which people think and work. In the ‘re-freezing’ stage
of change, the new ways of working need to become the new routine
processes. The change will be embedded only if the new ways align
with the culture or cultures in the area of work. Sometimes new
processes have to be carefully linked with existing ones that have not
been part of the change. If any links had been overlooked in the initial
planning, they will soon become apparent as gaps in the service. Gaps
in the service are more likely to demonstrate an unsuccessful change
than a successful one, at least for those who are inconvenienced.

The change cannot be considered to be successfully completed until
the systems that are involved are all running smoothly and without
interruptions and gaps. The transformation process that changes
inputs into outputs should be working better than before the change.
Many will ask whether the change has been successful and an eval-
uation is often required.

Evaluation involves making a judgement about value. If it is to be
effective, evaluation needs to be focused in some way so that it is
clear what is to be judged and what the considerations are likely to
be. Evaluations are often held to report on the value of outcomes
achieved in relation to the investment of resources to achieve that
outcome. Where value is concerned, opinions often vary, and one of
the key questions to ask at an early stage is who should carry out
the evaluation and whose opinions should be taken into account.
Evaluations are usually reported in some way and often make recom-
mendations for future change.
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MAKING CHANGE STICK

EVALUATION



 

An evaluation will often be based on the information gained through
monitoring during the change process. This will attempt to identify:

� whether the objectives have all been achieved;
� which aspects of the process went well;
� which aspects went less well;
� what you would do differently next time.

The aim of this type of evaluation is to understand the reasons for
success or failure and thus to learn from the experience in order to
improve on performance in the future. At the end of a planned
process it is possible to evaluate the extent to which each stage of
the change went to plan. It is also possible to explore the implica-
tions of any deviations from the original plan. This might reveal that
planning could have been more detailed or accurate, that there were
obstacles that had not been predicted, that estimates had been inac-
curate or that other aspects of the relationship between plans and
actions could have been managed more effectively.

A broader evaluation might consider the extent to which the
change succeeded in achieving its purpose as a contribution to the
progress of the service or organisation. This type of evaluation might
be wide enough to include all recent change within an area of work
to investigate whether the contributions made by each were good
value. It might also consider whether the value could have been
increased by managing them in a different way, perhaps by linking
them into a large formal project or by splitting them into smaller
projects. Although it will be too late to change what has happened,
much can be learnt that can inform how future change is defined and
managed. For example, it might be found that more assistance is
needed to enable managers to estimate costs and times and that other
resources from the organisation (perhaps finance, personnel or health
and safety) could have helped. The lessons learnt from evaluations
can be used to inform higher-level strategic planning.

A formal evaluation can be both time-consuming and expensive
because of the numbers of people involved and therefore must be
carefully designed and planned. The following questions will help
you to begin to plan:

� What is the evaluation for?
� Who wants the evaluation?
� What is to be evaluated?
� What information will be needed?
� How and from what sources will the information be gathered?
� How will criteria for evaluation be set and by whom?
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� Who will do the evaluation?
� Who will manage the process?
� How will the findings be presented?
� What use will be made of the findings?

All of these questions relate to the overall purpose in deciding to hold
an evaluation and if each is considered as part of the design process,
the answers will enable the process to be planned.

The purpose of the evaluation should be considered in order 
to identify clear aims and objectives for the process. It is helpful to
decide where the boundaries of the evaluation should lie – how 
much or how little is to be evaluated? A cost is involved in collecting
information and preparing documentation as well as in holding the
necessary meetings. You might save some expense by considering 
the extent to which already existing information might be used. The
purpose of an evaluation also determines, to some extent, who the
audience for delivery of the results should be. The nature of the audi-
ence may also determine the way in which the results of the
evaluation are reported and used.

A formal evaluation of a collaborative project might be held by a
group of the key stakeholders, each able to report back to their own
group or organisation. It is important that those conducting the eval-
uation should be able to understand the context and the issues that
were raised in the project, but it is also important to try to find people
who can be open and objective. This may mean seeking evaluators
who did not have any direct role in the processes or outcomes of the
project, but who know and understand your organisation well. In
some projects in health and social care settings the choice of those
who should be involved is constrained by need for confidentiality.
Although it is very important to bring a wide range of perspectives
into the evaluation, it is not always appropriate for confidential infor-
mation to be shared outside the small group that would normally
need to access it.

Value judgements are relative and subjective and it can be very
helpful to have some explicit standard against which judgements can
be made. When there are quality standards for any of the outcomes,
these provide a framework that can be used, perhaps alongside
targets for time-scales and resource use in achieving the necessary
level of quality. Another source of comparable data might be found
in benchmarks where these exist for similar activities.

Some of the key questions to consider in carrying out an evalua-
tion of the planning and implementation of change are:

� Were all the objectives achieved?
� What went well and why?
� What hindered progress?
� What was helpful about the plan?
� What was unhelpful about the plan or hindered the work?
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� Did we accurately predict the major risks and did the contingency
plans work?

� Was the quality maintained at an appropriate level?
� Was the budget managed well and did we complete the change

within the budget?
� Was the timing managed well and did we complete the change

within the time-scale?
� Did anyone or any other departments hinder the change activities?

To address these questions, you will need information from a wide
range of sources. If you plan to carry out this type of evaluation, it
is helpful to make a plan to ensure that you collect the appropriate
data when they become available, rather than expecting to find that
they are still all available at the end of the project. In particular, it
is usually worth recording the comments and decisions made in
review meetings and in any meetings held to resolve problems that
are encountered.

A number of methods can be used to collect and analyse data. 
For example, records kept for monitoring purposes may be used to
make comparisons between activities. Records of meetings and other
formal events may also provide useful data relating to the sequence
of decisions made and issues discussed. Other data might be collected
purely for the purposes of the evaluation. For example, interviews or
questionnaires might be used to collect a number of different views
or focus groups might be used to explore issues with a group of
people together. Observation or role-play might be useful if infor-
mation is needed about how activities are carried out. The balance
between qualitative and quantitative data is important because each
can supplement the other and it is difficult to achieve an overall
picture if only one type of data is used.

When you are planning the data collection for an evaluation, it is
usual to try to obtain a range of different types of data. If only quan-
titative data were available you would only have information about
things that could be counted. Although this is often very important,
you would have no information about whether quality standards and
other expectations had been achieved. The methods you choose to
collect information will be influenced by the availability of resources.
However, the key things to take into account are:

� the cost of obtaining the information in relation to its contribu-
tion to the evaluation;

� the number of sources from which information should be obtained
if sufficient viewpoints are to be represented to ensure that the
results are credible;

� the time it will take to obtain and analyse the information;
� the reliability of the information obtained;
� the political aspects of the process–for example, some ways of gath-

ering information may help build up support for the evaluation.
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Direct contact with those involved in the project might be the only
way in which sufficient information can be obtained to make the
evaluation of value.

When planning what data to use in the evaluation it is helpful to
consider how the data will be analysed. Usually, there are consider-
able amounts of data and they may be in several different forms. If
you have set clear objectives, it should be possible to identify the data
that are relevant in considering each issue. It is usual to consider:

� quantity, for example how much has been achieved at what cost;
� quality, was the quality appropriate and not too high or low;
� what evidence supports claims to quantity and quality;
� how do the outcomes compare with alternative ways in which

similar outcomes might have been achieved;
� and can anything be learnt from patterns in the evidence that can

inform future change.

It can be very time-consuming to analyse data from interviews and
observations, but these approaches often collect very relevant data.
It is usually the responsibility of the manager of the evaluation to
identify the number and types of reports that are required and to
ensure that they are prepared and presented appropriately.

The evaluation report will often contain recommendations that
suggest further actions. These recommendations need to be discussed
by those who make strategic plans and further actions may need 
to be considered. There may be recommendations that relate to
processes and procedures within the organisation. The evaluation
may have identified areas that need to change within organisations
if they are to be able to operate flexibly to respond to external
change.

As well as providing opportunities for individual learning, evaluation
and debriefing can be a learning experience for the organisation. This
learning can be lost if insufficient time is given to thinking the process
through at the end of the planned change. The highlights may stick
in your mind but the detail will disappear unless it is documented.
People are usually very happy to engage in processes to capture
learning, unless their experience has been painful and unresolved. If
that is the case, it may be necessary to help those individuals to reach
a point at which they can accept the change and then to reflect on
their experience to help them to come to terms with it. Individual,
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‘It is important that the
leadership of the company
be, and is seen to be,
involved in the change
process. Part of that
responsibility is to 
develop . . . dialogue settings
– “communities of practice”
– in which people can reflect
about their accomplishments,
their frustrations, their
attitudes, and tell their
personal stories in their own
words.’ (April, Macdonald
and Vriesendorp, 2000, 
p. 75)

LEARNING FROM CHANGE

ANALYSING AND REPORTING THE RESULTS



 

team and organisational learning cannot always be separated into
neat compartments.

Sometimes the opportunities to learn are greater if the change has
been turbulent. We often seek to achieve balance because it feels
safer, but instability is often the stimulation for meaningful discus-
sion and fresh thinking. As we know from transformational learning,
challenge often provokes significant learning because we discover
that there is a different way of seeing things or we find that a posi-
tion we were comfortable to take is no longer an option.

If you have been considering how learning might be captured from
the change process, you may already have been doing so in a variety
of ways. You may have asked to what extent you have achieved your
aims and objectives. You may also have asked whether the future
you had envisaged had proven to be realistic. You will probably be
asking whether you have succeeded in building a better future for
yourselves and for your service users than the one that might have
happened if no changes had been made.

There is much to be learnt at an organisational level from the
process, including:

� how ideas were successfully developed;
� how ideas were shared;
� how the ideas became accepted as a vision for the future;
� how other people were brought into a supportive coalition to

progress the vision;
� how values were explored;
� how the direction was developed;
� how the change was organised and progressed.

Some of these questions might be answered differently from different
perspectives, and these might indicate ways that work in some
circumstances and ways that work in others. Comparisons might also
be helpful, for example, if one team has been more successful in some
tasks than another. Asking why some of these things have happened
can also be helpful. Some experiments will have been made, prob-
ably not always successful, but something may have been learnt that
can be usefully shared. Some may have applied ideas that had worked
in other circumstances but found that they were not successful in
these conditions. Difficulties may have been overcome in innovative
ways that others could learn from.

When changes are intended to improve services for service users,
we need to involve service users in learning with us about the extent
to which the change represents a real improvement. We also need to
explore our learning with colleagues in other service areas and agen-
cies as learning together supports more collaborative working.

Teams can be encouraged to take some time before they disband
to reflect together on what has worked well and not so well within
the team. A discussion of that nature is a good time to decide what
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has been learnt that could be helpful to others within the organisa-
tion. If new ways of carrying out tasks have been developed, these
might be captured in a way that can be a resource for other teams
in future.

Individuals will often welcome feedback on their contribution 
after a period of change. This might be organised to include feedback
from various perspectives. If we are to encourage people to work
confidently and to offer leadership in change, we need to support
development in some ways similar to those we normally use to
develop performance. Those who have shown some leadership ability
might be invited to take more responsible roles in future initiatives.

As individuals, we can develop skills in learning from experience.
Some of the key skills are:

� introspection – we need to recognise how we contribute to situa-
tions or problems;

� reflection – we need to make time, distance and awareness to
reflect;

� enquiry – we need to ask questions to test our assumptions.

Our behaviour and ways of thinking have grown from how we learnt
to react in the past. We need to keep checking that these behaviours
are appropriate in the present and as we move into the future.

Some thought might be given to the ways in which learning is
captured and shared. Simply providing reports and storing these 
in databases is useful to a limited extent, but learning about ways 
of doing things will often be best shared in practical settings.
Learning that involves working more openly with differences 
might be shared only by acting out what has been learnt in different
groups and in different settings. In this way we can model what we
have learnt, demonstrate it and invite others to develop new learning 
with us.

Although we can see ways in which organisations can use and
value learning, this is rarely achieved to any great extent. Senge
(1990) commented:

It is no accident that most organizations learn poorly. The way
they are designed and managed, the way people’s jobs are defined,
and, most importantly, the way we have all been taught to think
and interact (not only in organizations but more broadly) create
fundamental learning disabilities. These disabilities operate despite
the best efforts of bright, committed people. Often the harder they
try to solve problems, the worse the results. What learning does
occur takes place despite these learning disabilities – for they
pervade all organizations to some degree.

(Senge, 1990, p. 18)
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Example 13.1: Organisational learning disabilities

Peter Senge identified seven learning disabilities that can usually be found
to some degree in organisations.

1 ‘I am my position’ – We confuse our jobs with our identities. We focus
on our day-to-day tasks rather than the purpose of our work. If we are
sure that we are doing our tasks well we find it hard to believe that our
contribution may no longer be exactly what is needed for our organisa-
tion to achieve its purpose in a changing world.

2 ‘The enemy is out there’ – We like to find something or someone outside
ourselves to take the blame when things go wrong. When the conse-
quences of our actions come back to hurt us we only see that they have
come from outside, not that they started within.

3 The illusion of taking charge – We can confuse being aggressive with
being proactive. If we simply become aggressive as a reaction to 
some provocation, we are being reactive. True proactiveness comes from
understanding how we contribute to our own problems. It is about
thinking, not about emotional reaction.

4 Fixation on events – We see life as a series of events and look for causes
and implications rather than seeking to understand the pattern of
connected events. Short-term thinking stops us noticing the slow long-term
changes in the environment that are impacting on us and our organisa-
tions.

5 The parable of the boiled frog – The nasty story about how a frog when
put into hot water will scramble out, but when put into cool water that is
gradually heated will not react but will stay there. It only reacts to sudden
change, not to gradual change, although both present threats to survival.

6 The delusion of learning from experience – We have many direct and
vivid experiences but we often do not experience the results of our actions.
This is particularly true in organisations where staff change jobs
frequently.

7 The myth of the management team – Management teams usually try to
maintain the appearance of a cohesive team and want to be considered
as competent individuals. However, to understand and improve the
complex cross-functional issues in an organisation, they will have to
engage in long-term thinking, address difficult questions, listen to diver-
sity of views and admit that they have no immediate answers.

In Senge’s view these disabilities can be reduced by practicing the five disci-
plines of a learning organisation:

1 Systems thinking.
2 Developing ourselves.
3 Being aware of the mental models that inform our thinking.
4 Developing shared vision.
5 Developing team learning through dialogue.

(adapted from Senge, 1990)

We can try to develop a climate in which learning is valued. If some-
thing goes wrong, we can respond by offering help and support and
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ensure that something is learnt from the event. We can encourage
people to question their own practice, to discuss alternatives, and we
can encourage experiments that might help us to find better ways.
We can demonstrate that we are always learning and sometimes
share that learning with others even if it means admitting to an area
of incompetence. Our need to appear competent often inhibits
sharing what has recently been learnt, but we can accept that compe-
tence is not a ‘once and forever’ state. We need to know and to be
able to do different things as our world changes around us. Lifelong
learning is a necessity, not an option.

This last stage in the process of leading transformational change (see
Figure 8.2) is a time to ask ourselves some key questions. These might
include:

� Have we improved services for service users?
� Have we held onto the values that we agreed underpinned this

change?
� What are the implications of this change?
� What needs to change next?
� Where do we go from here?

We need to take time to pause and reflect, but in reality, change never
stops. As we reflect upon these questions, our awareness is height-
ened of some of the new urgent issues and new opportunities to build
on what is going well. This awareness brings us almost immediately
back into the cycle with a new set of priorities.

The organic nature of change has led many to think of it as a
continuous process rather than a set of connected events. The process
of leading through change might be seen as a continuous process
through the cycle of change. We conclude the book with some final
thoughts about the nature of transformation.
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WHERE ARE WE NOW?



 

Throughout this book there has been a sense of old and new, of tradi-
tional ways of doing things that are in transition but have not yet
been fully replaced with new ways of thinking and acting in leading
change. We work in organisations that rely on routine and regula-
tory processes to deliver complex services. We usually acknowledge
that the contribution of people who staff these services, whether the
organisations are public, private or voluntary, creates the quality of
these services. We talk about valuing staff and respecting differences,
but we so often fail to demonstrate this. As leaders in our organisa-
tions, we have the opportunity to shape transformation. This may
only be possible when the conditions are right. One of the greatest
difficulties to overcome is complacency because people have to want
change before they will contribute to creating a new future. I wonder
how bad things have to get before we face up to the need for trans-
formational change?

South Africa is a country that has considerable experience of trans-
formation. The emphasis of leaders of change in that context has
been to find a way forward that acknowledged the history and devel-
oped understanding. We often talk of the dangers of a ‘blame culture’
without exploring what it might mean to replace punishment and
retribution with an alternative approach. A member of the new
parliament in the Republic of South Africa wrote about the issues
that the country faced in developing a process to achieve their vision
of reconciliation and reconstruction in pursuit of national unity:

We were faced with a very critical question: was South Africa
going down the road of (retributive) justice or was it seeking
reconciliation as it addressed its apartheid legacy: These options
at the time were presented as being mutually exclusive. The debate
appeared to be centred in two camps: on the one hand, on the
victims of violations seeking that alleged crimes be accounted for
(avenged) by means of retributive measures; on the other hand,
perpetrators seeking impunity by way of a general amnesty.

CHAPTER 14

TRANSFORMING



 

This approach was not compatible with the manner in which
our transition had unfolded. We had to find a formula rooted in
the need to achieve a balance between dealing with our past and
finding a way forward that was in the best interests of the country
as a whole. A win–win situation was called for. . . . The challenge
was how to achieve both justice and reconciliation – not just 
one or the other. To achieve this we had to promote a process 
of genuine reconciliation in our country within the context of
attaining social justice through transforming our country into a
united, nonracial, nonsexist, prosperous democracy, based on 
a human rights culture.

(de Lange, in Villa-Vicencio and Verwoerd, 2000, p. 23)

De Lange goes on to discuss the difficult balance that had to be
obtained to focus on the future through a process that sought under-
standing rather than vengeance, reparation rather than retaliation
and victimisation. A process was developed that included both state
prosecution and amnesty to provide a way of restoring the moral
worth and equal dignity of all people and social equality rather than
victimisation. Desmond Tutu, who led the Truth and Reconciliation
Committee, commented that apartheid had infected everyone with a
sense that human life doesn’t really matter:

we need to remind people that they do matter. And if you believe
that you matter, then you are going to find it easier to accept that
this other person matters as well. There’s been a great deal of self-
hatred that we have not faced up to. We need to exorcise our
self-hatred.

(Tutu in Swilling, Annecke and Verwoerd, 2002, p. 14)

We might seek to learn from these ways of thinking as we try to value
our differences and demonstrate social justice in our organisational
contexts. Some suggestions, again from a South African source, pose
some questions that we might consider about leading change in
organisations:

� How do we get people to work well together?
� How do we honour and benefit from diversity?
� How do we get teams to work together quickly and efficiently?
� How do we resolve conflicts?
� How do we grow people so that they can add value for their

company, their community, their society, and their country?
� Is strategy relevant?
� Are concepts like ‘organisational vision’ and ‘mission’ still valid?
� How do we partner with our suppliers, previous competitiors and

suppliers, to create more energy, more possibilities?
� What are the enablers of synergy in embarking on strategic part-

nering?
(adapted from April, Macdonald and Vriesendorp, 2000, p. 86)
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Social, cultural, religious, demographic and political issues need 
to be understood as the critical, relational inputs and outputs of
organisational processes. The new leadership, for example, excels in
strategic partnering and recognises that all participants in the system
are potential partners.

There are always tensions in our organisations between centralised
and localised decision making, hierarchies and ‘flatness’, tight and
loose controls, focused and diffused power – but these newer ideas
of leadership focus on liberating people to achieve their potential.
New concerns are empowerment, facilitation, collaboration, devel-
opment and growth. We increasingly recognise the diversity of
perceptions, the range of different views that are held about our aims,
processes and values. In such diversity, relationships become critical
to our ability to develop understanding and agreement about vision
and direction. Increasingly we may find that if we focus on devel-
oping processes that enable our values to be demonstrated, we will
have no need to use many of the traditional strategies that we have
described in this book that attempt to create change by controlling
the route towards a defined outcome. We will think and lead in more
organic ways, focusing on our values and our processes, relating
everything that we do to our purposes and the environment in which
we work.
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