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FOREWORD
‘Clinical Leadership’ occurs at all levels of patient care. At its essence, it encompasses attributes
required to lead a team, unit, stream or cluster, in improving the delivery of safe clinical care.
The Clinical Excellence Commission (CEC) initiated the Clinical Leadership Program (CLP) in
2007 as a two-year seeding initiative. In line with its mission to make healthcare in NSW
demonstrably better and safer for patients and a more rewarding workplace, its key aim was to
enhance patient safety and clinical quality by enhancing the leadership skills of those in clinical
leadership positions.
The CEC Clinical Leadership Program (CLP) has been offered in two separate but related formats
on an annual basis: Modular CLP and Statewide CLP.
The Modular CLP is directed towards senior clinicians who have responsibility for leading
programs and teams at an Area or sector/network level. It is delivered centrally in Sydney and
participants are required to complete a high-level clinical improvement project. Annual intake is
35-40 participants.
The Statewide CLP is delivered within individual area health services (AHS) as part of a
statewide program. It helps build local capacity by drawing and building upon existing expertise
and allowing the program to integrate more fully with AHS strategic directions and resources.
Multidisciplinary in nature, the program is open to clinical staff who are leading teams and are
committed to improving patient safety and quality within a person-centred approach. As part of the
program, participants design and undertake a local process improvement program.
To assess the outcomes of the program during 2007 and 2008, the CEC commissioned an
external evaluator, Dr Jane Conway, to undertake formative and summative evaluation. The
following report is the summation of this process. Interim reports submitted to the CEC indicating
the program (Modular and Statewide formats) was delivering a number of benefits to the NSW
health system helped the CEC secure funding from the NSW Department of Health to deliver the
program in 2009.

The report highlights a number of lessons from the first two years and recommendations for future
directions. While these are of particular importance to the CEC and Department of Health, they will
also be of value to other Health services within and outside NSW that are looking to develop or
implement clinical leadership programs in the future.
The CEC extends its thanks to Dr Jane Conway for her diligence and cooperation in undertaking
this evaluation and in providing a comprehensive report of the program’s merits.

Clifford F Hughes AO
Chief Executive Officer
Clinical Excellence Commission

Evaluation of the CEC Clinical Leadership Program
Executive Summary
The Clinical Excellence Commission Clinical Leadership Program (CEC CLP) was initiated
during 2006 for implementation in 2007. It consisted of two program formats - Modular and
Statewide. Participants in the Modular format were primarily medical staff. The Statewide
format consisted of mainly nursing with some allied health staff. This evaluation examines the
inception of the Program and its conduct during 2007 and 2008.
Data sources for the evaluation included documents pertinent to the Program evolution and
implementation, interviews with key informants, survey, submissions, portfolios of learning
and reflections of stakeholders.
Inherently, education and training programs are intended to bring about change in individuals
and organisations (Houle, 1980; Salt, Cervero, & Herod, 2000). The focus of this evaluation is
the capacity of the CEC CLP to bring about change in clinical staff to facilitate their leadership
of improved clinical practice.
Issues about the contribution education and training can make to achieving change in
practice within organisations have inevitably been raised. The evaluation therefore seeks to
determine the extent to which the CEC CLP has been a worthwhile investment of financial
and other resources, given that “quality, efficiency and effectiveness are challenged by
stakeholders and funding resources” (Ochs, 2001, p.3) when public funds are committed to
programs such as this.
The framework for the evaluation is Guba and Stufflebeam’s (1970) Context Input Process
and Product (CIPP) model. Stufflebeam (1983, p.122), in describing the evolution of CIPP,
states that the basic framework of CIPP is:
•
•
•
•

context evaluation to inform planning decisions
input evaluation to serve structuring decisions
process evaluation to guide implementing decisions and
product evaluation to serve recycling decisions

The findings of the evaluation indicate:
•
•
•
•
•
•

the concept of a CEC CLP was strong
the content of the Program was, in the main, well aligned to participants’ needs
the expectations of participants and other stakeholders were exceeded in many cases
the outcomes of the Program have resulted in improvements in clinical processes and
systems due to the leadership behaviours of participants
the Program has been attributed by some participants as contributing significantly to their
decision to remain working in NSW Health
the Program has had a significant and positive effect on the working (and in some cases
personal) relationships of those involved in it as participants. The impact of this on the
teams they interact with resulted in a sense of efficacy for stakeholders.
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Irrespective of the theoretical underpinning of change, it is recognised that change in
organisations is affected by various factors including the centrality of the change to the
organisation’s activity, the impetus for the change, the organisational culture and the potential
impact on organisational structure and resources (Razik & Swanson, 2001, pp.99-100).
Consistent with this, the evaluation has revealed that the extent to which change can be
realised by individuals is dependent upon not only their skills, motivation and ability, but on
the extent to which they have been able to influence and engage others, align ‘top down’ and
‘bottom up’ issues to be resolved and engage with and influence other stakeholders in order
to effect change.
The evidence provided in this evaluation is testimony to the success of the CEC CLP. A list of
the projects undertaken by participants is available from the CEC.
This Report makes a number of recommendations for continuous improvement and
sustainability of the CEC CLP which has proven to be highly successful. The forward thinking
and leadership of the CEC Board in choosing to take the risk of investing in the Program and
the resilience, commitment, tenacity and dedication of all who contributed to and participated
in the CEC CLP has resulted in a vibrant and robust Program applicable to the range of
clinical contexts in NSW Health.

Organisation of the Report
The Report consists of four sections. The first section identifies the purposes, scope and
significance of the evaluation.
The second section describes the methodology for the evaluation. In that section, the
conceptual framework for the evaluation is elaborated, the rationale for the selection of the
conceptual framework and case study methodology is presented and the strengths and
limitations of case study evaluation are identified.
The third section presents and discusses the findings of the evaluation, and includes
responses to the critical evaluation questions determined by the CEC.
The fourth section draws conclusions from the findings and makes recommendations
regarding future directions of the CEC CLP. The recommendations are as follows:
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Recommendations
It is recommended that consideration be given to the following for beyond 2009.The
recommendations relate to both the modular and statewide formats of the program.
1. The CEC should work with NSW Health to ensure that a Leadership and
Management Development framework for staff of NSW Health which identifies the
capabilities of staff at differing levels within NSW Health be established and the core
components of the CEC CLP be integrated within that.
The extent to which the outcomes from the Program align to skills sets within positions in
NSW Health need to be determined. It may be that some of the content in the CEC
Leadership Program could be addressed earlier in staff development experiences.
However, the lack of a consistent and coherent approach to development of the knowledge
and skills which are foundational to effective clinical leadership within NSW Health has
resulted in the CEC Program providing foundational content in aspects of personal and
professional development as well as more specific clinical leadership content.
While participants in the Program gained useful skills for facilitation; felt supported, listened
to and valued; and undertook a clinical practice improvement project, the extent to which
they are in positions to influence others on an ongoing basis in order to enhance quality
and safety and minimize adverse events is not clear. The need to complete a Project within
the CEC CLP may have provided some participants with an authority and legitimacy to
influence practice that they do not have in their substantive work. While this is important as
a personal development strategy, the extent to which the change in individuals is
maintained when their usual job role does not require them to utilize the knowledge and
skills of leadership potentially limits the continued impact of the Program.
There is potential for duplication of content or for confusion to occur amidst the range of
experiences available to some staff of NSW Health. It is essential that the relationships and
differences among the CEC Clinical Leadership Program, the Medical Clinician Manager
Program, Clinical Redesign School, Nursing Unit Manager Program and the Frontline
Management initiatives offered at some area health services be established through a well
defined framework for leadership development in NSW Health. Many area health services
are seeking to develop their individual frameworks.

2. The value of the CEC CLP be noted and it be a requirement that the elements
within it are adopted and delivered at Area Health Service level as part of a joint
initiative between clinical governance, clinical redesign and education and training
units.
The evaluation suggests that the support and guidance to participants is what distinguished
this Program from a set of content about leadership, change strategies, project
management and process improvement. The extent to which networking and support were
highlighted as key features of the participant experience cannot be diminished. While this
was formalised as part of the Statewide format of the program, and a highly valued
component of that format, feedback from participants in the Modular format of the program
indicated they provided peer support. Some respondents in the Modular format indicated
they would have found more formal support from a facilitator useful. The process of
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development of participants as well as the content delivered was a critical success factor in
achieving the results of the Program.

3. A whole of workforce perspective to leadership development be adopted and the
same Program should be provided to staff at similar levels, irrespective of their
discipline background.
Given the emphasis on teamwork and the interprofessional nature of quality and safety, the
assumptions upon which the decision was made to conduct separate formats for medical
and other staff are highly questionable. The distinguishing factors among cohorts should be
the context of their work and the ways in which they will be able to influence safety and
quality, not their discipline background.

4. Adequate technology and infrastructure be established in NSW Health to support
web based interaction.
There is a need for supporting resources to be available to all participants on website or
CD resources. The CEC should advocate to NSW Health for adequate infrastructure and
access to e-learning technology to facilitate discussion, networking and dialogue; reduce
risk to staff who are at present traveling between sites; and enhance cost effectiveness of
initiatives such as the CEC CLP.

5. Establishment of a CLP alumni.
There is need to draw on the capacity building in leadership that has been created as a
result of the Program and continue to utilise the techniques of personal support and
relationship building that were developed particularly in the Statewide format.
The approach taken in the CEC CLP has highlighted the lack of existing capacity within
NSW Health for facilitation of leadership development through strategies other than
delivery of content-oriented training style sessions about leadership. Although a number of
participants indicated they had attended courses about leadership, the strengths of the
CLP appear to have been in its support for participants as they implemented the range of
skills they had acquired throughout the Program and applied these to implementing a
clinical practice improvement project/response to a clinical challenge.
The true capacity building in the CEC CLP is the development of leaders who work with
staff on local initiatives in context. There is considerable evidence that highlights the extent
to which leadership behaviours that enable and develop others in work teams was an
outcome of the CLP. Participants in the current Program need to be fostered as leaders
and facilitators of clinical practice improvement. A number of respondents identified the
need for Executive commitment and support for their role as clinical leaders as being a
critical success factor and have raised concerns about the extent to which such support for
their leadership work will be maintained once they have completed the Program.
The development of the skills of clinical leaders as facilitators of change in clinical practice,
systems and processes in area health services has resulted in increased capacity in a
range of techniques for facilitation of leadership and personal development through
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strategies that facilitate individual and group reflection, learning, and problem identification
and small project management.
Those who have undertaken the Program have themselves acquired a skill set that makes
them effective facilitators, role models and champions for clinical leadership activities. It is
recommended that as part of the future direction of the Program, the employment of people
as primarily CEC program facilitators at area health services cease. Rather, the techniques
and strategies for facilitation and support should be recognised as inherently leadership
behaviours and those who have completed the program should integrate this into their
repertoire of leadership behaviours in the workplace. This will require that leadership work
be considered part of, not additional to, workload in health and may impact on staffing
arrangements.

6. The different Program formats be retained.
According to Rusaw (2000, p.294) it is frequently assumed that by “giving employees skills
and insights for identifying and defining organisational problems, individuals will have
greater capacity to change unproductive and unsatisfying organisational structures and
processes”. The extent to which participants were able to initiate change as individuals was
based on their degree of authority to influence change.
The differing program formats each have merit however recruitment of people into one or
other format should be based on development need and position of influence rather than
discipline background. Renaming the formats of the program to something other than
Statewide and Modular could be considered however given the recognition that has been
obtained for each of the current titles it may be worth retaining the names Statewide and
Modular.
Foundational and application components within both formats of the Program should be
sequenced in order to develop foundational skills for undertaking change and methods for
undertaking change. For example modules could be themes around concepts such as
“Foundations for Clinical Leadership” and “Enacting Clinical Leadership for System
Improvement” in order to distinguish among these. The “Foundations For Clinical
Leadership” content could be delivered to clinical staff as part of professional development
in area health services. The other content should be delivered by those with governance
and systems improvement expertise.
The Statewide format component should include content related to the importance of
clinical leadership in health, the knowledge, skills and attributes of effective clinical leaders,
self awareness, humanistic approaches to practice improvement, values clarification and
team building. It should also include exposure to a range of strategies for gaining and
providing feedback, using emotional intelligence, and an introduction to clinical
governance, quality and safety and practice improvement. The nature of any project
undertaken by participants should be reflective of their degree of influence and authority
and therefore may have less strategic impact than projects undertaken by those in the
Modular format of the Program. Nevertheless, these relatively small scale changes will
have impact and meaning for the participants and the teams with whom they engage and
should continue to be seen as valuable outcomes of the Program.
The Modular format should build upon the skill set of those in position of influence in order
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to enable them to lead and effect service or system wide practice improvement. The
content and outcomes should be clearly directed to quality and safety projects in order to
align with the CEC mission.
The lack of a robust curriculum framework for the Program may have contributed to the
sense of fragmentation and adhocracy reported by stakeholders. A leadership framework
proposed by Gerald V Miller has been promoted as the framework for the Program.
However, how this was used in the design of the Program was not made explicit within the
Program nor was it used to full effect as a curriculum framework for the Program content,
activities and desired outcomes. There needs to be further work to develop a robust
curriculum based on Miller’s framework in order to ensure the conceptual framework for
leadership is aligned to the leadership development strategy. The development of the
curriculum by the CEC, in collaboration with other stakeholders, does not predetermine
who the providers of the curriculum are and should not be seen as contradicting previous
comments.

7. The CEC CLP should become a model for interdisciplinary learning.
It has been noted that, while there has been a movement toward increased collaboration,
that is working jointly with others to take on specific tasks and share responsibility for
success among health professional practitioners and educators (El Ansari, Phllips &
Hammick 2001), in Australia, these efforts remain largely profession-centric. Until recently,
there has been little evidence of commitment to interprofessional partnership in health
professional education at policy or practice level. However, both National and State policy
agencies are seeking to reform health service delivery in order to capitalize on workforce
capacity (Australian Council for Safety and Quality in Health Care 2001; New South Wales
Health 2004). By 2010 the CEC should ensure that each and any delivery format for the
Program is multidisciplinary and selection should be based on sphere and nature of
influence and teams rather than professional background. Each program should continue
to be implemented collaboratively with area health services particularly clinical governance,
clinical redesign and education and training units.

8. Teaching and support strategies should be modified.
While all participants should have a 360 or some other form of feedback provided re their
leadership style and behaviours, the number of people having input into this feedback
should be consistent and from more than one person. The feedback needs to be delivered
by an appropriate and skilled person. The post 360 degree process should be reviewed.
The 360 feedback process was useful to participants on the initial round. The condensed
timeframe in which the Program occurs does not make investment in a post 360 valid or
valuable.
Support for staff in area health services irrespective of the format of the program they are in
should be available. In some cases alumni who are senior staff in clinical management
positions may be best placed to provide this support to other senior clinicians in the area
health service, rather than Statewide facilitators.
Although evaluations of the Clinical Practice Improvement (CPI) workshops conducted
during the Program were positive with regards to increasing participants’ knowledge of this
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approach, feedback was provided during this evaluation that some stakeholders were
unclear about whether CPI was being presented as the preferred and most valid approach
for practice improvement. It was identified that the extent to which a single practice
improvement method should be promoted needs to be examined carefully by the CEC and
other experts in practice improvement and if a single method is preferred then the rationale
for this needs to be made quite explicit to participants in the Program. It would appear that
this has been noted and responded to in 2008 where a range of methodologies are
identified as applicable to clinical practice improvement.
The costs of some presenters in the Modular format of the Program were quite high. This
expense was justified for the initial conduct of the Program as there was a need to gain
credibility among participants. Now that the Program itself is seen as valuable by the
participants and other stakeholders, consideration should be given to selecting less
expensive presenters. The coordination of the Modular format and ‘chairing’ of the seminar
days within the Modular format could be undertaken by staff at the CEC. There seems to
be no need to continue to contract the services of an external facilitator for the Modular
sessions.
The administrative support provided in area health services should be reviewed in terms of
demand. It may be more appropriate to fund administrative support for peak periods such
as recruitment to the Program rather than staff a full time position.

9. The need for the award of a qualification be reviewed
There is a need to review whether the award of the Advanced Diploma of Government (or
any other qualification) is a desired outcome of the Program or if participants should be
advised that the Program facilitates collection of evidence for them to seek recognition of
learning in the Program against the award. A sustainable process for assessment of
applications for the award of the Advanced Diploma of Government needs to be developed
in consultation with NSW Health RTO or another provider. Should participants then wish to
obtain the qualification, they, rather than the CEC should meet costs of this process.

10. Mechanisms for disseminating knowledge about attempts to undertake
innovative activity such as that which has occurred during the CLP should be
enhanced both during and upon completion of projects.
There is need for cross fertilisation of ideas in order to maximise linkages within and across
Program groups as well as greater need to promote outcomes of projects beyond the
Program in order to maximise the impact of projects and diffuse new solutions to significant
challenges in clinical practice.
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EVALUATION OF THE CEC CLINICAL LEADERSHIP PROGRAM

Section 1: Overview
1.0

Introduction

This Report is of a single case study evaluation of the implementation of the Clinical
Excellence Commission Clinical Leadership Program (CEC CLP) which was first delivered in
2007 and repeated during 2008. Education and training programs are frequently initiated by
agencies in order to facilitate change in publicly funded institutions (Ziderman, 1996) and are
accepted as fundamental to achieving social, cultural, technological and structural change.
Education and training programs in clinical leadership provide a mechanism for both creating
awareness of the need for clinical leadership and communicating expectations about the
implications of implementing clinical leadership.
The evaluation explores
• the factors that led to the development of the CEC CLP
• the design and delivery of the CEC CLP
• modifications made to the design and delivery between the 2007 and 2008 intakes.
Further modifications have been made as part of the refinement of the Program for 2009
however these are outside the Terms of Reference of this evaluation.
• the experiences of participants’, facilitators and coordinators of the CEC CLP and
• the outcomes of the CEC CLP.
Factors which impact outcomes and sustainability of the CEC CLP are identified and a
number of recommendations about any future clinical leadership program for staff of
NSW Health are made.
The number of participants in each Program and status as at February 2009 provided by the
CEC is as follows:

Modular CLP Participants, 2007 and 2008

2007

2008

Modular CLP
Commenced
Withdrawn
Completed
Incomplete
Commenced
Withdrawn
Completed
Incomplete

31
1
30
0
34
5
24
5
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2007 Statewide Clinical Leadership Program
158 completed from initial 192 enrolments (82% completion rate). The withdrawals include
two participants who attended all components of the program, but did not complete the
activities.
Completion rate by professional grouping 2007 cohort
Prof Gp
Ambulance
Allied Health
Medical
Midwifery
Nursing
Other-TBC

n
% total
6
3.8%
23
14.6%
11
7.0%
3
1.9%
93
58.9%
22
13.9%
158
100.0%
‘Other/TBC’ primarily includes program or project staff – professional grouping unable to be determined
from title.

Statewide CLP Completion Rates by AHS – 2007 cohort
CHW

Enrol

no. completed

%
completion

10

6

60.0%

GSAHS

21

18

85.7%

GWAHS

22

13

59.1%

HNE

21

18

85.7%
100.0%

JH

7

7

NCAHS

20

16

80.0%

NSCC

20

20

100.0%

NSCC-MH

20

18

90.0%

SESI

31

27

87.1%

SWAHS

20

15

75.0%

Total

192

158

82.3%

Breakdown of reasons for withdrawal 2007
Reason

n

%

Work/time commitment

18

53%

Medical reasons

6

18%

Personal Reasons

5

15%

Resigned/left position

3

9%

Completed inadequately

2

6%

34

100%

Withdrawal refers to those who provided notice of their withdrawal and does not include those
who ceased participation. Withdrawals were not from one particular professional group.
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2008 Statewide Clinical Leadership Program
166 completed the program (includes those who work was not satisfactorily completed by
‘graduation’ but it was considered they would complete program requirements satisfactorily)
from an initial 187 enrolments – completion rate of 89%.

Successful completion – by speciality
Professional Gp

n

% of total

Allied Health

36

21.7%

Ambulance

5

3.0%

Medical

4

2.4%

Midwifery

3

1.8%

Nursing

104

62.7%

Other-TBC
Total

14
166

8.4%
100.0%

Completion rate – by AHS
AHS
CHW
GSAHS
GWAHS
HNE
JH
NCAHS
NSCC
NSCC-MH
SESI
SWAHS
Total

No. Enrolled
12
19
21
20
6
21
20
19
29
20
187

No. completing
9
17
20
16
6
17
19
16
28
18
166

% completion
75.0%
89.5%
95.2%
80.0%
100.0%
81.0%
95.0%
84.2%
96.6%
90.0%
88.8%

Note: Total includes approximately 10 ‘Incomplete’ which it was considered would complete the
program requirements, but had not done so at the time of ‘graduation’

Reasons for withdrawal: 2008
Reason

n

%

Time-work commitments

10

47.6%

Personal-health reasons

8

38.1%

Resigned / transferred

3

14.3%

Total

21

100.0%
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1.1

Rationale for the Evaluation

The development of education and training programs has long been seen as a mechanism
for enabling change in practice. According to Guba and Stufflebeam (1970, p.29) “Education
is highly valued as a means for meeting the social, economic, technological and scientific
needs of society as well as the intellectual needs of its citizens”.
The evaluation was undertaken using Guba and Stufflebeam’s (1970) Context Input Process
and Product (CIPP) approach to evaluation. Appendix 1 presents the interrelationship among
the elements of CIPP framework, evaluation questions and data sources for the evaluation.
The evaluation is significant for two main reasons. Firstly, the CEC CLP is an important
initiative in its own right that seeks to provide a statewide approach to support the
development among staff in NSW Health to foster clinical leadership aimed at systems
improvement. It is important to identify the strengths, areas for improvement and outcomes in
order to inform future clinical leadership development programs in NSW Health.
Secondly, over the last decade there has been renewed emphasis on accountability and
transparency in public agencies (Hughes, 1998; Strathern, 2000) which necessitates that all
attempts at reform are evaluated in order to be consistent with a culture of performance,
increased accountability, effectiveness and efficiency in the public sector (Hoque & Moll,
2001). As a considerable amount of funding has been invested in instituting the CEC CLP, a
robust evaluation is required to inform future decision-making about investment in and
structure of the Program.

1.2

Background to the Evaluation

The CEC Clinical Leadership Program was initiated during 2006 for implementation in 2007.
It consisted of two program formats - Modular and Statewide. Participants in the Modular
format were primarily medical staff. Some senior service managers from non-medical
backgrounds participated in this group. The Statewide format consisted of mainly nurses with
some allied health staff. The Modular format consisted of a series of sessions presented in
blocks while the Statewide format included employment of facilitators and administration
support staff in each Area Health Service.
The consultation and development process that occurred prior to the commencement of the
Program was led by Ms Margaret Coffey and other staff at the CEC including Ms Mary
Lambell and Ms Mary Mitchelhill. According to CEC documents, this preliminary scoping
process included consultation with the following:
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•
•
•
•
•
•
•
•
•
•
•

CEC Clinical Council
AHS Chief Executives
Chief Nursing Officer
Chief Allied Health Officer
Directors of Nursing
Directors of Workforce Development
Directors of Clinical Governance
Directors of Clinical Operations
NSW Institute for Medical Education
and Training (IMET)
Professional Colleges
Departments of Health / Quality
Councils in Victoria, South Australia
and Queensland

•
•
•
•
•

•

Institute for Innovation and
Improvement, NHS (UK)
The Advisory Board, Washington
University providers of executive
short courses
Providers of e-learning programs
Interviews with approximately 30
senior medical clinicians who have
not previously undertaken leadership
education
Sponsors and facilitators of the Royal
College of
Nursing in Australia Clinical
Leadership Program

In addition, the CEC was welcomed as observer to:
• RACMA Management for Clinicians 2-day program
• NCHI 4-day Clinical Practice Improvement Program.
A series of research reports from the Centre for Leadership Studies, University of Exeter
(Bolden et al, 2003) and other key literature related to clinical leadership development,
systems improvement and enhanced quality and safety in health were reviewed by the
group at the CEC to conclude “while many leadership qualities (communication skills;
strategic thinking; and self-awareness) can be developed, core personal characteristics
(dominance and sociability) are less amenable to change the relative effectiveness of any of
these factors will be determined by a range of situational and contextual factors in the
organisational environment.”
The following points were made by advocates of the CEC investment in the Clinical
Leadership Program:
• leadership is a process – and that harnessing the leadership qualities of a number of
individuals requires processes which deliver improved organisational effectiveness.
• leadership development of small numbers of individuals, in isolation, is unlikely to result in
marked improvements, and may largely be a waste of resources
• a compelling case existed for taking a cohort of leaders through a program that is aligned
with organisational culture, context and goals.
It was noted that at that time NSW Health had not specifically invested in clinical leadership
programs at a statewide level and, despite there being ‘pockets of excellence’ within the
State, the situation was fragmented. Additionally, where there was a strong emphasis on
leadership development, this was often accessed as part of a generic leadership
development program and tended to focus on individual development as a leader rather
than development of clinical leadership for the purposes of systems improvement. Moreover,
the challenge in securing both a focus on, and funding for, development programs for staff in
area health services was such that investment in clinical leadership development was not
able to be prioritised in the majority of area health services.
There was general agreement that action was required in order to progress the clinical
leadership capability in NSW Health and that, given the relationship among patient safety
and systems improvement and clinical leadership, the CEC was well placed to drive a
statewide strategy for clinical leadership development.
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A business case for the development of a CEC CLP was developed and put to the CEC
Board. Key to this business case was the underlying belief that strategies for sustainable
patient safety and system improvement are dependent on strong clinical leadership
capabilities.
At the CEC Board Planning Day of 22 March 2006, approval was given to the development
of a clinical leadership framework and program. According to the business case put forward
to the CEC Board, the CEC leadership program needed to:
• enhance the capacity of the professional groups to be agents of system improvement,
rather than perceiving them as inhibitors
• embed the time and the processes for giving people skills, not just messages and
insights
• build a cohort of effective clinical leaders who progressively become the ‘critical mass’
needed for system change factor in the local area health service context and priorities of
the relevant Clinical Streams
• demonstrate the links between effective clinical leadership and effective management
skills (for example, it was recognized that senior medical clinicians may not need to
know how to manage a budget, but need to know how the budget is managed) and
• provide links to AHS and other ‘management’ programs needed by individual
participants.
The nominated framework for the Program was adapted from Gerald V. Miller‘s Leadership
Framework which appears below:

Profound
Strategy
Leader:
creates meaning
defines clear outcomes
addresses human impact of
changes
manages resources

Leader:
models the vision
matches words and deeds
monitors / supports changes

•
•
•
•

•
•
•

Congruence of Activity

Constancy of Purpose

Purposeful
Direction

Purposeful
Behaviour
Compatibility of Values

Competency of Outcome

Leader:
promotes interdependence over
independence
reviews staff performance
models ethical behaviour

•
•
•

Leader:
understands systems
communicates effectively
builds team

•
•
•

Leadership Capabilities
Leadership Dimensions

Profound
Knowledge
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A broad based communication strategy about the Program, led by Ms Coffey, was
undertaken during the second half of 2006 and each area health service, Justice Health,
Ambulance Service of NSW and the Children’s Hospital Westmead were invited to
participate in the 2007 Program. One area health service declined to participate on the basis
that it had an existing and robust program for the development of clinical leaders.
Two formats for the Program were determined to be an appropriate initial approach given
the perceived varying availability to commit to attending face to face sessions; and the
perceived differing cultures, needs and challenges of medical and what was, (in the main,)
nursing staff. It was decided that the Modular format would be conducted as nine two day
sessions which were primarily presentation/ seminar format with opportunity for networking
in the evening of the first day of each session and the Statewide format would be delivered
through a group facilitation model with a set of program materials, guided activity and active
and experiential learning strategies.
A flurry of activity occurred in late 2006-early 2007 to promote, inform about and recruit into
the 2007 Program. Recruitment involved both recruitment of participants and
presenters/facilitators.
Five days of facilitator preparation were held during December 2006 - February 2007 for
those who were facilitating the Statewide Program. Recruitment into the Program was
completed by February 2007.
The third section of this Report identifies the issues that arose during the implementation of
the Program. The fourth section identifies that while many of those issues have been
addressed there are some further improvements that could be made to continue to enhance
the Program.
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Section 2: Evaluation Methodology
2.0

Approach

This section identifies key concepts in evaluation and explores the interrelationship between
evaluation and decision-making. The term evaluation is used differently by different
agencies and authors. Stufflebeam (2000, p.110) asserts “evaluation means a study
designed and conducted to assist some audience to assess an object’s merit and worth.”
(italics in original). Leviton (2003) suggests there is potential for evaluation to contribute to
decision making at individual, interpersonal and collective levels.
Patton (1997) observes that evaluation is intended to minimize uncertainties, improve
effectiveness, and facilitate the making of decisions with regard to both the implementation
and effects of programs.
Other authors distinguish between monitoring activities, which are conducted during project
or program implementation to assess the efficiency and effectiveness with which inputs are
used to achieve intended outputs, and evaluation activities, which assess the extent to
which projects or programs have achieved their intended objectives and have produced their
intended changes and benefits in the target populations. In other cases the term evaluation
is used more broadly to cover both of these functions (Bamberger, 2000, p. 96). (italics in
original).
As identified in the following table, evaluation can be both a formative and a summative
activity.
Table 1: Formative vs summative evaluation

It is important to differentiate between formative and summative evaluation in order to
confirm the intent of this Report. Although it draws on the formative evaluation undertaken
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during the conduct of the CEC CLP, this evaluation is essentially summative in that it seeks
to report findings after the completion of the first period of implementation of the CLP.
Formative evaluation occurred throughout the implementation of the CLP in order to respond
to issues that were occurring contemporaneously to the conduct of the Program, or those
issues that emerged during the Program implementation that required an immediate
response from the CLP coordinators and/or facilitators.
This Report presents a retrospective, summative evaluation which attempts to take a
‘helicopter view ‘of the CLP in its entirety. In order to do this, it draws from and comments
upon the formative evaluations undertaken throughout the conduct of the CEC CLP.
Trochim (2000) has categorised evaluation approaches as follows:
• Scientific-experimental models: which include educational objectives-based research;
theory-driven evaluation approaches and cost-benefit analyses against financial
indicators of return on investment;
• Management-oriented systems models: these emphasise comprehensiveness in
evaluation and locate evaluation within a larger framework of organisational activities;
• Qualitative/anthropological models: these approaches can be linked to
phenomenological research approaches and value observation and subjective human
interpretation in the evaluation process;
• Participant-oriented models: in which participants’ input into decisions about the design,
conduct and use of evaluation is of central importance.
The CIPP approach to evaluation falls within the category of management-oriented systems
models as it provides a framework to examine a range of activity about program
development, design and implementation in order to inform decision making and improve
future implementation. CIPP is a framework that can be applied to a range of methods,
including case study.
The case study method was chosen as appropriate to the evaluation. Case study is widely
accepted as a form of qualitative research (Simons, 1996) and over the last two decades
has become increasingly common in evaluation research (Saez & Carreteri, 1996; Yin,
1994).
According to Yin (1984, p.23) a case study is an empirical inquiry that: “investigates a
contemporary phenomenon within its real life context, when the boundaries between
phenomenon and context are not clearly evident and in which multiple sources of evidence
are used.”
In this evaluation of the CEC CLP, the use of multiple data collection methods enhanced
rigour through adding to completeness in the data analysis process as it enabled
triangulation of data sets using both qualitative and quantitative analysis.

2.1

Data Collection

The recognition of the need for enhanced leadership development for clinical practice
improvement is an example of what Guba and Stufflebeam (1970) describe as a situation
that requires neomobilistic educational decision-making. According to Guba and Stufflebeam
(1970, p.43), neomobilistic decision-making denotes innovative activity for inventing, testing
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and diffusing new solutions to significant problems. Seeking to address and improve
responses to quality and safety in health care through enhanced clinical leadership capacity
is an example of such activity.
Required change is often supported by little theory or extant knowledge, yet the change is
large often because of great opportunities that result from the change. Guba and
Stufflebeam also argue that evaluation is focussed on providing information that is
illuminating and enlightening in order to improve decision-making, and is not about proving
whether something is right or wrong per se. Guba and Stufflebeam recommend that
neomobilistic change be evaluated using exploratory and heuristic approaches. The
approach used in this evaluation and the associated data collection strategy were consistent
with this.
Surveys of all participants and other stakeholders in the both the 2007 and 2008 cohorts of
the program has been completed. The survey tool is included at Appendix 2 of this Report.
As depicted in Table 2, participant response rates to the surveys were very low in terms of
percentage of total participants in statistical terms. However the information provided by
respondents was useful to the overall evaluation and has been validated through other data
sources. Some respondents did not appear to be certain of which format of the Program
they were undertaking and the self categorization of them as statewide or modular may have
resulted in incorrect classification of responses. Nevertheless, there was sufficient
congruence among responses when collated across the format of the Program to support
conclusions that have been drawn.
Table 2 - Survey response numbers
Survey
Number of statewide
participant responses
2007 initial
32
2007 post completion
42
2008 initial
18

Number of modular
participant responses
18
9
16

No follow up survey of the 2008 participants was undertaken because:
(a) there was evidence that improvement made to the Program implementation had
addressed issues raised by the 2007 cohort
(b) saturation of issues related to implementing change in the workplace through clinical
leadership was achieved through other forms of data collection
(c) additional information related to a description of the 2008 participants’ projects many of
which were at various stages of completion at the time of the final phase of evaluation (
November 2008) and to evaluate these may have been premature and / or placed
additional demands on participants and facilitators.
Interviews were conducted with key informants from the CEC, area health services and
those involved with the initial conceiving and implementation of the Program.
In addition to the distribution of a survey and interviews with key informants, analysis of the
evaluations of each series of workshops in the Modular format have been examined and
examples of the incremental evaluations undertaken by facilitators and presenters in the
Statewide format have been reviewed.
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DVD presentations by participants in the 2007 Modular Format have been analysed in terms
of nature of the project, key learnings and utility of Program content to practice. Summaries
of projects undertaken by those in the Statewide Program have also been reviewed via
review of the evidence submitted by twelve people seeking the qualification Advanced
Diploma in Government, reports provided from facilitators (see Appendix 3 for an example)
and review of data collected by the CEC regarding projects that were undertaken during the
Program.
Feedback from facilitators in the Statewide format has been obtained through examination of
the claims, issues and concerns they have provided; modifications they have made to the
implementation plan for 2008 cohort and reflective comments they have provided during
meetings and email communication.
A breakdown of facilitator time and activity was also requested from Statewide facilitators
post 2007 implementation - three facilitation teams responded to this request.

2.2

Ethical Considerations Pertinent to the Evaluation

The evaluation has been undertaken within a constructivist approach to evaluation.
Traditional approaches to issues such as confidentiality, privacy, and anonymity for research
respondents are sometimes inadequate for evaluations such as this and, as Lincoln has
argued, there are times when participants in studies may be willing to “give up strict privacy
and anonymity rights for the larger right to act with agency in participating in the research
efforts as full, cooperating agents in their own destinies” (Lincoln, 1990, p.280).
Nevertheless, the need to ground all investigations in principles of ethics has pervaded the
conduct of the evaluation in that it seeks to maximise benefits and minimise risks associated
with the conduct and conclusions of the evaluation. The proposed benefits from this
evaluation are the collection and analysis of information about the conduct of a statewide
initiative to inform a number of intended audiences. A number of ethical considerations
relate to:
• the need for permission to access all materials used in and created during the Program
• the need to gain respondent consent for all aspects of the data collection
• the potential risk to third parties such as patients and other staff.
While no individual response will be identified by name in this evaluation, the limited number
of ‘characters’ in positions of influence in the evaluation may mean they can be identified
(sometimes incorrectly as anonymity could result in false conclusions about an individual’s
behavior or opinion). However it is believed that the risks to individuals in the Report are
minimal and are outweighed by the potential utility of the outcomes that arise from the
evaluation.

2.3

Role of the Evaluator

It should be noted that the author of this Report was involved in the initial development of
the CEC CLP. In evaluation, the fundamental distinction between the roles of internal and
external evaluator must be recognised and articulated (Clarke & Dawson, 1998; Weiss,
1972).
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Weiss (1972, p.20) states “some of the factors to be considered are administrative
confidence, objectivity, understanding of the program, potential for utilization, and
autonomy.” She argues that while debate about insider-outsider evaluation has generated
much discussion, the general conclusion is that each has its advantages and disadvantages.
Shaw (1978, p.128) observes that “How to dredge up, post facto, the unspoken comments,
the suppressed criticisms, how to show that obstacles masquerading as prudence were
effectively resistance, is by no means easy”. Further, while some authors argue that the
potential for bias is increased in evaluation studies where evaluators have intimate
knowledge of the program being evaluated, others argue that in evaluating evolving
curriculum processes participation can foster knowledge construction through observation,
reflection and participatory inquiry (Levine,2002; Preskill & Preskill, 1997).Therefore, in
addition to the range of records examined in this evaluation, my personal observations may
provide additional insights and enhance the validity of the evaluation through reflection on
the ‘unspoken comments’ and ‘suppressed criticisms,’ rather than detract from it.
It is possible to distinguish between two interrelated periods in the timeframe being
examined in this evaluation and my roles during each of those periods.
As an “insider” attempting to conduct an objective, critical, evaluative review of the context in
which the CEC CLP was situated and of the CEC CLP inputs; actual processes and
products, presented a number of methodological challenges and raised questions about the
degree of objectivity possible or desirable in any evaluation. My role in the initial
establishment of the CEC CLP was to:
• contribute to the identification of the key concepts within the program
• participate in collegial discussions with those aiming to develop the Program through the
CEC
• suggest approaches to consultation and communication with key stakeholders
• develop the initial set of training resources for the Statewide program
• contribute to facilitator workshops re program implementation in advance of the 2007
Statewide program commencing
• suggest incremental, formative evaluation process to facilitators when asked
• provide occasional support and mentorship to those involved in facilitating the 2007
statewide program
These activities were undertaken primarily in the period late 2006-mid 2007. At no point
have I had direct involvement in the design or delivery of the Modular Program. I have
reviewed submissions for the award of the Advanced Diploma of Government. The process
of my review and conclusions I have drawn about the quality of the submissions as meeting
the requirements for the award has been peer reviewed and validated through NSW Health
RTO quality control mechanisms.
In order to overcome perceptions of bias given my involvement in the initial development of
the Statewide format of the Program, my analysis of the survey data has been
independently reviewed by Ms Shayne Small of the Sydney South West Area Health
Service. She has endorsed the data analysis process as reflective of the data and indicated
the conclusions I have drawn regarding issues and themes to emerge from the data are
unbiased and supported by evidence (see Appendix 4).
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2.4

Delimitations of the Evaluation

This Report is intended to inform the CEC in its decision making about its future direction
with regard to the CEC CLP from the perspective of evaluation of an education program. It
does not seek to comment upon nor directly influence decision making about the role of the
CEC and other education and training providers. I have been asked to suggest in this
evaluation where the Program coordination and ownership rests in the light of the Garling
Report and feel that is beyond the scope of the evaluation and my role. Similarly I cannot
comment upon funding sources but would anticipate that given the merit of the Program
illuminated through this evaluation, funding would be provided based on sound business
cases.
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Section 3: Findings of the Evaluation
The findings are presented as follows
3.1: quantitative data gained through surveys
3.2: key themes to emerge through analysis of qualitative data sources (document review,
interview, response to open ended questions on survey)
3.3: responses to key questions asked by the CEC in its terms of reference for the
evaluation.

3.1

Survey Results

The following tables provide a breakdown of responses to the survey.
Table 3: Respondents by category
119 respondents completed the question related to their status as follows
2007
Current participant in Modular format of Program
Current participant in Statewide format of Program
Previous participant in Modular format of Program
Previous participant in Statewide format of Program
Modular Program presenter
Statewide Program facilitator
Administration Officer
Statewide Leadership Program Sponsor
Modular Leadership Program Sponsor
Other Stakeholder (e.g. Director Clinical
Governance, Learning & Development Manager)
Total

2008

Total

18
32
0
0
4
9
3
2
0

16
18
1
0
0
6
0
0
0

34
50
1
0
4
15
3
2
0

4

6

10
119

Table 4: Respondents by professional group
Responses to the question about the professional group with which the respondent
identified were :
Allied Health
Health Administration/ Management
Nursing
Medicine
Training and Development
Other, please indicate

2007
11
17
28
13
7
2

2008
13
8
16
10
3
1

Total
24
25
44
23
10
3

Additional information from respondents indicated that those in the ‘Other’ category in 2007
were from Project management -Clinical Redesign and Community Palliative Care Service.
In 2008 the respondent in the ‘Other’ category was an ED Director.
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Table 5: Previous formal education about leadership
Respondents indicated their previous formal education about leadership was via
2007
2008
Initial professional education
Post graduate qualifications
Short courses conducted within a NSW health service
Short courses conducted by a professional body/ college
Other

15
26
29
31
5

Total

14
18
17
18
5

29
44
46
49
10

Analysis of these responses (combined across 2007 and 2008) by professional group and
program format revealed that the following types of training had been undertaken.
Table 6 - Previous education and training in leadership
Initial
professional
education

Allied Health
Nursing
Medicine
Training and
Development
Other

Post graduate
qualifications

Short courses
conducted
within a NSW
health service

Short courses
conducted by a
professional
body/ college

Other

8
12
5
4

5
10
3
6

13
10
10
2

10
7
9
5

1
2
3
1

0

1

2

2

1

The survey questions focused on identifying respondents’ satisfaction with the Program
content and teaching processes and the Program outcomes in terms of implementation of a
clinical services challenge/improvement project and development of clinical leadership
capability.

3.1.1

Content

The Program content in both formats was quite similar in terms of themes, however
emphasis on elements within the Program varied. This was particularly apparent in the
Statewide format where the duration of session and activities related to given content in
workshops varied considerably. The variance appears to have been due to particular
interest of facilitators and/or participant groups, availability of expertise and familiarity with
specific areas of content within implementation sites.
Specific references to content from participants in both formats were on the whole extremely
favourable. The content areas mentioned favourably in more than 80% of aggregated
responses from surveys, review of participants’ learning journals, review of presentations
during the Modular Program and review of evaluations of each workshop that have been
provided through coordinators of both Modular and Statewide Programs were:
• Understanding of clinical governance and how it ‘sits’ with clinical leadership and the
espoused goals of client centred care
• Negotiation skills
• Appreciation of and respect for different perspectives (emotional intelligence, supported
questioning, open listening, understanding personality and learning types)
• The usefulness of the 360 feedback in providing validation of existing strengths and
focus for development
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•
•

The importance of values clarification when working with others
The skills for providing feedback to others

Frequency analysis of responses to the questions inviting respondents to write 3 words
about their perception of the Program and a response to a person who was considering
doing the Program were consistently positive. The most frequently recurring themes in the
comments were that the Program was enlightening, valuable, interesting, enabling,
engaging, challenging, stimulating, fun and rewarding.
The least favourable comments regarding the Program content, particularly amongst
Statewide participants in 2007, were the lack of clarity regarding expectations of participants
with regard to the processes for the clinical improvement project and assessment of their
learning.
The content related to self and team development and activities such as values clarification
and team effectiveness survey were seen to be valuable in providing techniques that
enabled participants in the Statewide format to use as a platform for engaging with others as
clinical leaders.
Respondents provided a range of comments regarding other aspects of the Program. The
nature of these comments was dependent upon the way in which content was focused on
during workshops. For example, some of those in the Statewide Program in 2007 suggested
the emphasis on learning strategies be reduced, that sessions and activities related to
emotional intelligence be reduced and that CPI workshops be lengthened. The responses
provided valuable feedback to inform Program design and delivery during 2008.
Participants in the Modular format of the Program made explicit requests for reading
material in leadership and governance as part of future Programs. There were numerous
comments from participants and facilitators in the Statewide format during 2007 and to a
lesser extent 2008 regarding the lack of integration and clarity about the workbook for
participants and how it linked with workshop content and activity.
Four participants (3 in Modular and 1 in Statewide formats) who responded to the survey in
2007 recommended that the Program include more financial management.
When data from survey and incremental evaluations were aggregated over the two years,
more than 85% of respondents in both formats of the Program indicated that they were
satisfied or very satisfied overall with the Program content, found it relevant to their practice,
were confident in the presenter’s knowledge and had experienced considerable learning as
a result of the Program.
The most valuable aspects of the Program for participants in both formats (in order of most
frequently commented upon) were:
• the opportunity to network within and across their discipline and area of practice;
• the extent to which it caused them to reflect on their own behaviour and identify areas of
strength and areas for consolidation/improvement
• being encouraged by the good work and intent of themselves and others; an enhanced
understanding of the context of their work at both local and State level; and
• the opportunity for collegial support from peers or facilitators
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Given the outcomes of the Program were intended to be directed toward a clinical
improvement project, it is important to share respondents’ views of the content related to
clinical governance and improvement. This was on the whole positive and immediate post
workshop feedback collected by the presenter revealed that participants valued the CPI
training and had a greater understanding of it as a method for clinical practice improvement.
However during this evaluation some stakeholders, in the main those in the 2007 statewide
cohort had varying views of the extent to which the workshop was aligned to the intent of the
Program and its sequencing within the overall Program. Some respondents felt that the
workshop on Clinical Practice Improvement methodology would have been more beneficial
earlier in the Program and would have assisted them to focus on setting goals in the
Program. In contrast to this, others provided feedback that they felt the way in which the
techniques of CPI were presented diminished the philosophy of engagement, respect and
support within a multidisciplinary team and still others felt that it would have been useful to
have the concepts of CPI and governance more clearly articulated in the first session with a
follow up on techniques during the Program. Some respondents in both 2007 and 2008 also
questioned whether the Program was about CPI method only or included other improvement
methodologies. For example, while not minimizing the need for some learning about CPI,
concern was expressed during interviews with stakeholders that the focus on CPI
methodology as a single method may place undue emphasis on a method for change rather
than a process for change and that the Program may become another version of CPI and
similar courses in area health services which focus on the method in isolation of the
leadership behaviours inherent in implementing any improvement method. A key informant
during the evaluation has indicated that many of these issues have been addressed as the
Program has evolved.

3.1.2

Organisation/ Presentation/ Sequencing

The strongest feedback regarding the organisation of the Program came not unexpectedly
from those in the 2007 Program. This feedback was about rushed recruitment into the
Program and the consequences of rapid development of a Program in a tight time frame.
Key personnel in the Program development and initial implementation, particularly in the
Statewide format, were undertaking other roles at Area Health Service level. There have
been a number of staff changes at the CEC since the inception of the Program and the
commitment of personnel located at the CEC has enhanced the stability and capacity for
continued improvement and refinement of the Program as well as being perceived by some
stakeholders as evidence of the CEC’s commitment to clinical leadership development as
part of a longer term strategy. It has also negated possible perceptions that the CEC
program was essentially a purchasing of an existing approach in a single Area Health
Service.
In data from both the Modular and Statewide participants, there was some feedback
regarding the rushed pace of the workshops, the perceived lack of individual presenters’
awareness of the intent of the Program and their lack of confidence in presenting to groups.
The comments from Statewide participants appeared to be related to the pace of engaging
with the Program and a lack of clarity regarding expectations and content of the Program,
while the Modular participants commented specifically that some of the presentations within
the workshops were rushed.
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Additionally there were a few comments regarding the use of jargon in presentations in both
formats. The time demands for participants in both Programs was commented upon as
unexpectedly high by those who responded in 2007.
In 2007, 10 respondents in the Statewide format made explicit reference to the time
demands and large workload. They described the Program as rushed, frustrating, promising
but abstract, not practical, flawed, rushed and lacking in support for the Program. By 2008
expectations of participants were more well defined and explicit prior to acceptance into the
Program. Several participants in the Modular format in both 2007 and 2008 commented on
the need to attend on a weekend and the demands this placed on them and their families.
This has since been modified by the CEC.
The sequencing of the content in both formats was commented upon by participants and in
general it was felt that this was satisfactory. However in 2007, 3 respondents in the
Statewide format described feelings of disappointment and one respondent described the
Program as useless and wasteful.
The delivery of content was generally well received. There was consistently positive
feedback about the calibre and significance of the negotiation workshops in the Modular
format and the broader understanding of health budget allocation provided by Ken Barker to
the Modular group. Having attended one of these sessions, my sense is that it was as much
the fact that a senior executive of NSW Health spent time engaging with the group as the
content of the presentation that was valued by respondents.
In 2007, there were very few comments (less than 10%) made regarding the inexperience of
facilitators in the Statewide format in terms of their perceived lack of confidence in their
facilitation skills and lack of initial understanding of the Program. Where these comments
were made, the tone of the comments indicated support for the facilitators and awareness of
the challenges they were responding in all but two responses. These two responses were
from individuals in different area health services and were scathing of their entire
experience. They are so inconsistent with other responses to the extent that it is
questionable what insights into their communication skills these respondents gained during
the Program and if indeed any Program could have met their expectations. In 2008 there
were no comments that were directly about facilitator knowledge or skill.
Similarly, fewer than 10% of comments made in response to the Modular presenters could
be construed in any way as having a negative impact on participants, although individual
preference for presentation style and content areas was apparent.
In both formats and over a range of sessions, some participants reported that they or their
colleagues were angered by the critique of practice by presenters in ways that they found
offensive and they commented upon their disengagement during these sessions. There is
evidence to suggest they provided feedback about this during the incremental evaluation
undertaken by presenters and facilitators at local level as well as this summative evaluation.
In response to questions about the Clinical Services Challenge/Project as an activity, over
85% of survey respondents felt it assisted in changing practice, while over 80% of
respondents who were participants in the Program indicated it motivated and assisted them
to respond to challenges in work, engage with the Program, develop their own leadership
behaviours and support others.
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Participants in both the Statewide and Modular format of the Program commented
favourably upon the attempt to integrate leadership development and the concept of
governance and methods for practice improvement as part of the CEC CLP framework.
However, in 2007, only 59% of survey respondents felt the concept of a Clinical Services
Challenge was well presented. The lack of clarity regarding the Clinical Services Challenge
was reinforced in comments obtained from other data sources. Again, by 2008, greater
clarity appeared to have been developed and there were fewer comments about this.
The proposed time requirements for participation in activities in the 2007 Statewide format
were considered unreasonable given the clinical context and geography in many area health
services. While responses to the survey and other evaluation data sources indicated that the
majority of participants found 360 feedback, action learning sets and coaching useful in
developing their own leadership behaviours, responding to challenges in the work context,
changing practice and supporting others; evaluation data from 2007 also indicated that a
number of sessions were cancelled or cut short, that there were sometimes fewer
participants than anticipated in group activities and that travel costs for both participants and
facilitators were high. For example, one facilitation team provided information that revealed
they had spent almost 200 hours (or 5 weeks FTE) traveling. This information was not from
the most geographically dispersed region.
The challenges with instigating the 360° feedback process in 2007 were addressed by 2008
with a shift in responses re the 360° feedback revealing a more positive experience (see
Table 7).
Table 7: Comparison among 2007/ 2008 responses re experiential learning strategies
2007: 360 feedback/ coaching/ action learning set
Top number is the count of
respondents selecting the option.
Bottom % is percent of the total
respondents selecting the option.
Enhanced my understanding of
the program
Assisted me to change practice
Motivated me to engage with the
program
Was well presented/ organized
Assisted me in developing my
own leadership behaviours
Assisted me to respond to
challenges in the work context
Was relevant and timely
Enabled me to support others

Strongly
Disagree

Disagree

Agree

Strongly
Agree

N/A

5

3

10

7

2

19%

11%

37%

26%

7%

4

2

12

7

2

15%

7%

44%

26%

7%

4

4

10

7

2

15%

15%

37%

26%

7%

5

9

5

5

3

19%

33%

19%

19%

11%

4

1

10

9

3

15%

4%

37%

33%

11%

5

2

8

9

3

19%

7%

30%

33%

11%

6

6

7

5

3

22%

22%

26%

19%

11%

2

5

11

5

3

8%

19%

42%

19%

12%
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2008: 360 feedback/ coaching/ action learning set
Top number is the count of
respondents selecting the option.
Bottom % is percent of the total
respondents selecting the option.
Enhanced my understanding of
the program
Assisted me to change practice
Motivated me to engage with the
program
Was well presented/ organized

Strongly
Disagree

Disagree

Agree

Strongly
Agree

N/A

0

3

4

9

0

0%

19%

25%

56%

0%

0

2

7

7

0

0%

12%

44%

44%

0%

0

1

9

5

1

0%

6%

56%

31%

6%

0

1

6

9

0

0%

0%

6%

38%

56%

Assisted me in developing my
own leadership behaviours

0

1

4

11

0

0%

6%

25%

69%

0%

Assisted me to respond to
challenges in the work context

0

1

6

9

0

0%

6%

38%

56%

0%

Was relevant and timely
Enabled me to support others

3.1.3

0

1

7

8

0

0%

6%

44%

50%

0%

0

2

6

6

2

0%

12%

38%

38%

12%

Support

The factor that was ranked most highly by participants who responded to the survey as
assisting them in developing their own leadership behaviours was contact with facilitators
and presenters, with 91% of respondents agreeing or strongly agreeing with the statement
pertaining to this.
The supports, other than the Statewide format facilitators, most frequently accessed by
participants who responded to the survey, were their work group/professional colleagues
(92% of respondents), peers in the Program (75%) and their line manager (52%). Clinical
Governance Units were accessed occasionally by 15% of respondents and frequently by
11%. Each of these supports was accessed primarily by those in the Statewide format.
The administration officer was accessed not at all or rarely by 73% of respondents in 2007
and 58% of respondents to the 2008 survey. Email discussion and HS Net was used
frequently by only 9% of those who responded to the survey in 2007 and by 22% in 2008.
Despite this, there were recommendations for enhanced access to electronic communication
for discussion groups and networking, interaction among groups between face to face
sessions, and use of personal video communications through interfaces such as Skype in
responses from both 2007 and 2008.
The extent to which line managers and others were able to be supportive of attendance at
the Program and its activities varied considerably. This was particularly commented upon by
participants and facilitators in the Statewide format during 2007.
A few managers felt they were not sufficiently informed and included by the participant in the
project.
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3.2

Thematic Analysis

Qualitative evaluation data has been consistent with the quantitative data collected in the
surveys and confirmed that the Program has been well received and has been a success.
An analysis of the overall impact of the Program indicates it has been a successful,
worthwhile investment as indicated by the exemplar comments below:
The CLP is in my opinion the most useful direction NSW Health has chosen to go in (in
terms of performance improvement) that I have seen.
There are all levels of benefit both locally and systematically. The participants gain
experience at different levels and disseminate this information in their units and hopefully
increase the recognition of clinical leadership and skills gained in the program
I did think this program was enormously costly… Having seen the success and outcomes of
the Program I have been caused to think maybe this is what happens when the system
invests in the development of its staff
More than 90% of the participants in the Program in the AHS have moved to positions of
greater influence. It has been good at identifying talent and supporting people to use their
talent to contribute to what we need to achieve.
Giving more clinical leaders in our hospitals the opportunity to participate in the program is
crucial to ensuring that a culture of excellence, good governance and quality improvement
exists and is fostered to grow
The program should continue with more available places for staff. It is a big investment for
an organisation, however it is worth the expense.
I would like to see the programme continue because without more people gaining the skills
and knowledge it will be harder for those of us who have 'seen the light'. We need a critical
mass of clinical leaders in health and if its not run via an independent body such as the CEC
it could be watered down or not given the same level of commitment.
Thematic analysis of qualitative data provides richer insight into the degree to which the
Program has effected change. The following section of this report presents the themes and
exemplar comments sourced from 2007 and 2008 survey responses, comments and
examples within the portfolios of evidence submitted for the award of the Advanced Diploma
of Government, interviews with key informants who attended celebrations in area health
services at completion of the 2007 and 2008 programs and direct communication with the
evaluator from both participants and facilitators in the program over the past two years. The
themes have been identified through both frequency of comments made and the evaluator’s
perception of the import of the comments.
As an evaluator it was interesting to note that when participant feedback was analysed by
participant professional background, feedback from nurses in the Statewide format of the
Program was most critical and discriminatory, while feedback from medical officers was
presented in a way that suggests this was the first time NSW Health had supported many of
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them to access professional development that was about their role as leaders. It is possible
that this reflects the access and diversity nursing staff have to professional development
opportunities within NSW Health system and hence they had a broader range of
experiences against which to compare the Program. A few Allied Health staff provided
feedback, particularly in 2007, that in some locations that the Statewide Format content and
facilitation was too nursing focused and did not engage or challenge them sufficiently.

Theme 1: Positive influence and outcomes through personal development
In contrast to authors who suggest that innovation is an interpersonal or organisational
process such as advocated by diffusion or complex organizational change models, Kozma
(1985, p.312) asserts that innovation is, in its dominant form, an internal process of
individual development. According to Hall and Hord (2001, p.7), one of the seeming
paradoxes of organisational change is that:
Although everyone wants to talk about such broad concepts as policy, systems, and
organisational factors, successful change starts and ends at the individual level. The
entire organisation does not change until each member has changed.
Evidence within the evaluation indicates that participants have achieved both personal and
professional change and in some cases this has been quite profound.
They have:
•

Recognised their own strengths, areas for improvement and goals-

Personally, I feel that I am still in the process of consolidation the lessons and skills I took
away from the CLP, and therefore still changing my own style of leadership...I believe I will
be in a better position to influence and change my groups in the second half of this year
Myself- many facets --> negotiating/ financial/ management leadership skills. Also learned
alot about myself and my style. My Colleagues- noticed improved interpersonal skills and
management style.
I am able to tackle problems and issues with a methodology and approach that is effective
and timely, rather than feeling overwhelmed.
I have used the tools I learnt in the program to change every part of what I do. The response
from my work team seems to support the positive nature of the changes in my behavior
The need to look for an alternative job as I was able to identify that I could not grow any
further in the position I was in, due to in-grained patterns of team behaviour and poor skill
mix. It gave me a good understanding of what I was looking for in future employment
•

Experienced a sense of collegiality amongst themselves and other participants/
contributors -

Seeing the successes of my peers with whom I built up a good rapport over the year is
further ongoing benefit from the course. I feel a share in their success. This flows on to how I
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manage my team and help them overcome some of the problems with daily practice in the
health service
We have had a wonderful opportunity. I have met many people who I would not otherwise
have met during this Program. I know that no matter where we go now we have a shared
experience and that bonds us in some way
There are some really interesting aspects to the Program, the greatest benefits are meeting
inspiring people ( Named two ) – people who have got to really high levels but are
passionate about making a difference and encourage that anyone can make a difference
A great opportunity for a physician to not only develop core leadership skills that would last
an entire career, but also a fantastic opportunity to connect with other leaders across NSW
who are also interested in leading improvements and making a positive difference in
Australian health care
•

Developed improved organisation and project management skills -

A far greater understanding of what constitutes evidence based and formalised project
management are some of the examples that I can cite. The individuals seem to recognise
the importance of personal development and teamwork, setting goals is seen as critical to
success.
Increased knowledge about how to find statistics and relevant information to support claims,
concerns requests
•

Increased confidence as reported by both participants and their managers -

I have increased confidence in tackling interpersonal and management issues in role as a
leader, particularly related to bullying and inappropriate behaviour at work and better ability
to manage own emotional reactions
Much more confident to act as a leader and role model for my dept. Using the tools offered
to develop vision statements and team development plan

Theme 2: Perspective Changing
The change in perspective afforded through participation in the Program was commented
upon by several respondents. This appears to have occurred in two main areas: a greater
understanding of the broad context of health service delivery and improvement and, coupled
with this, heightened awareness that there are a range of factors that influence others
behaviours and decisions:
Better knowledge of the 'bigger picture' i.e. outside my individual clinical area. Awareness of
stakeholders, red tape, finances or rather restriction of.
My negotiation skills have improved tremendously, I understand the importance of the
background and perspectives of people I negotiate with, and I am more understanding of the
constraints within which executives must operate.
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I have greater appreciation of the way that different personalities can affect the contribution
that colleagues make to the management and development of services
If you are interested in leading change within the workplace this is a wonderful start. You
need to be prepared for challenges as leadership requires a very different approach to a
clinical background

Theme 3: Team Development
Team development was evident in participants’ enhanced recognition of the strengths and
potential of those they work with and the team members’ positive response to changed
behaviours from participants in the Program:
I have greater confidence in leading a multidisciplinary team and a better understanding of
my own management style. In addition, I have a greater appreciation of the way that
different personalities can affect the contributions that colleagues make to the management
and development of services. I delegate more often, as appropriate.
I am able to tackle problems and issues with a methodology and approach that is effective
and timely, rather than feeling overwhelmed. I have enhanced knowledge of my team’s
abilities and weaknesses and advanced skills to lead the team in the task of providing an
effective and well functioning service to patients.
Most team members are happier, motivated, supportive, I am more confident, able, have
more self belief, improved management style, we are a more united group and our negative,
less productive staff have either left or improved, just a general overall improvement with all
staff
I knew I was an excellent clinician - through this program I have come to realize I was
difficult to work with. My team has supported me through changing my behavior and
interactions through a project. We are all different and for the better now…
Greater confidence to challenge other people, which has a knock on effect on teams.
Clearer idea of their strengths and limitations. Much greater awareness of communication
and skills around having difficult conversations. Greater awareness of the need and the role
of support.
I have improved my ability to engage with and negotiate with staff, resulting in ability to
implement change which can improve patient care.

Theme 4: Commitment and (re) Engagement with health service delivery
There was evidence that the willingness to contribute to broader systems improvement and
changing to positions of greater influence:
Six 2007 participants put in applications to the XX Health Awards. Two won their category
and I received a commendation. Another received an award for XX Hospital. One participant
has 'stepped up' to become the chairperson of the Allied Health Council. One participant has
now progressed to a NUM position (from a team leader/ RN position)
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This course has been great for me as a professional and for which ever service I work for. It
has developed my skills and has made me want to do more.
I believe that the skills I developed in the CLP were of immense benefit to me in progressing
my career and enhancing my abilities in bringing about change and improvement in clinical
practice.
I also believe the skills, knowledge and experience gained enables me to develop
professionally and be much more reflective in my practice. Within the last year I have been
appointed to a more senior role, the program has been a continued reference point for me an invaluable tool!
Over 90% of the participants in the CEC CLP have taken up positions where they are able to
influence change in clinical practice. They have assumed new roles but remain committed to
effecting positive change in clinical practice. They are now in positions where they can have
greater influence as clinical leaders.
I do not know if I would have attended the Commissioner’s enquiry previous to undertaking
the CLP. Time constraints and value of importance would always govern my past decisions.
But having undertaken the CLP, I felt as a “new’ Clinical Leader I owed it to my team and
patients and thus had a private hearing with the Commissioner.
Moreover the flow on effect of re-engagement with health service work can be potentially
quite significant as the example of an attempt to capture program impact undertaken by one
area health service facilitation team demonstrates (see Table 8).
Table 8 – Capturing the potential Program impact (example from one AHS)
Program Impact
2007
2008
No of Graduating participants
6
9
Total No of teams they work in
22
38
No of staff in those teams
476
893
No of teams without duplication
20
36
No of staff in those teams without duplication
385
795

Total
15
60
1369
56
1055

Theme 5: Suggestions for Further Improvement
Thematic analysis also highlighted areas for improvement in the Program. Many of the
issues identified were specific to the 2007 cohort and were not identified by those in the
2008 cohort. This would suggest that they have been addressed.
Areas for improvement related to:
•

The lack of clarity about the target group for the Program and its desired
outcomes

This resulted in participants in the Program being selected with limited understanding of the
requirements of the Program in terms of both commitment and the need to engage in a
workplace project. Some participants appeared to have been selected because of the
challenges they presented in the workplace rather than as potential clinical leaders. Others
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appeared to have not anticipated the commitment required beyond attendance at workshops
and sought to blame the Program for the pressure they were under when trying to complete
it and meet other commitments, for example a Masters degree.
Feedback from participants in the 2007 cohort indicated the necessity to engage in, and the
parameters for, the clinical improvement project were not clear at the outset.
•

The lack of involvement of key stakeholders in area health services and limited
acknowledgement of the interrelationship among the Program and their work and
resources.

Key partners in quality and safety and client centred care in area health services, particularly
Clinical Governance Units and Clinical Redesign teams, were made aware of the Program
at fairly late notice during the communication strategy and the opportunity to engage them
meaningfully in the Program implementation varied across implementation sites. More
effective relationships have been established since the Program was instigated.
In 2008, as the CEC CLP gained greater momentum and credibility, there has been
enhanced engagement of key stakeholders particularly through presentation of projects in
area health services to senior staff. Several examples have been reported where project
teams were able to present systems or personnel issues that challenged them in
undertaking their projects which were speedily resolved once the Executive member or
senior personnel became aware of these during presentations.
•

Administration

In addition to the above, a number of administrative matters impacted on the perception of
the quality of the Program including:
•

The recruitment process into the Program was poorly coordinated and rushed for the
2007 Program and the resource material contained frequent typographical and spelling
mistakes and the distinction among it being a set of resource materials versus a
workbook for training and assessment purposes was not well understood by facilitators or
participants.

•

The limitations of the technology components of the 360° process caused considerable
frustration for all involved and was the focus of much comment.

These appear to have been addressed as they were not identified as issues in the 2008
cohort.
•

Award of a Formal qualification

The commitment to provide a formal qualification upon completion of the Program has not
been followed through in a timely fashion. Ideally, this would have been arranged prior to the
commencement of the Program as assessment requirements for any qualification should be
communicated prior to commencement.
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The assessment requirements have been determined and communicated to both the 2007
and 2008 cohorts, however the delay in adding the award of Advanced Diploma in
Government to the NSW Health Registered Training Organisation scope (which was due to
factors entirely beyond the control of the RTO) has influenced participants’ perception of the
value of seeking the Award. It was a source of considerable and ongoing frustration within
the Program that participants in 2007 were not able to be assessed until late 2008 for the
Advanced Diploma.
The application to add the qualification of Advanced Diploma of Government to the NSW
Health RTO scope has been progressed and by January 2009 12 people had submitted
their applications for the award of the qualification. All have met the requirements and will be
issued with their Advanced Diploma in February 2009 through the administrative processes
at Sydney South West as part of the NSW Health RTO.
While review of those for purposes of assessment has formed part of this evaluation work,
there needs to be an ongoing strategy to ensure that the NSW Health RTO has both the
expertise and capacity to undertake the assessment and administrative processes required
for the award of a Nationally Recognised Qualification. Plans for future implementation and
any assessment of the remainder of the 2007 and 2008 participants in the Program will need
to factor in the cost of these processes to the budget build and may require a formal service
level agreement between the CEC and the NSW Health RTO. For future intakes into the
Program, given that the primary benefit of the award of a qualification is to individuals, it is
appropriate that individuals pay for a recognition process should they wish to obtain the
qualification. Again, the CEC and NSW Health RTO should negotiate agreed fee for service
arrangements in order to ensure any cost participants bear is standardized and affordable.
Formal arrangements for articulation into post graduate programs offered at universities
have not been progressed through the CEC and participants will be required to negotiate
these individually with their chosen education provider.
•

Improved networking and sharing of ideas

Other comments suggesting improvements to the Program focused on the need to enhance
networking and communication among disciplines, across groups in health services, across
health services and amongst those who had participated in the Program in order to balance
the need for top down and bottom up change, capitalize on the potential outcomes of
projects, minimize replication of effort and support those who undertake leadership work.
Exemplar comments related to this included:
It is definitely worthwhile, but would probably be more productive in effecting change and
improvement if managers actually did the program with the people they have nominated for
their area.
Need to consider ways to maintain linkages between the participants after course
completed.
We now have a 'critical mass' of 'effective clinical leaders' and it would be a shame to lose
that impetus by stopping the program altogether. Continuing to identify and support clinical
leaders is essential for empowering the team to improve the patient journey. I can also see a

Page 34

need to support these clinical leaders in their continued development and for them to
encourage members of their teams to seek further development
I think it would be good to help participants identify projects that may be more in line with
area strategic plans, but I don’t think all the projects need to be Area driven
Enhanced opportunity for networking/dissemination of project/collaborative activity within
and across AHS
There was little capacity to link and strengthen project work across participants- it was not
until the final presentation of projects that I discovered that others were working on initiatives
that would have strengthened my project and promoted better sustainability across the AHS.
The development of clinical leadership in the NSW health system is inevitably about more
than changing the knowledge, skills and attitudes of individual clinicians. It requires that
health services develop a culture that is accepting of the need to foster clinical leadership
and demonstrates commitment to this through systems and processes that are congruent
with the principles that support clinical leadership. Engaging in the process of change
required to do this is influenced by the extent to which health services are capable of
organisational learning and development.

3.3

Response to the Questions Specifically Asked by the CEC of
this Evaluation

3.3.1

Did the program meet its objectives?

The business case presented to the CEC Board proposed that the following were objectives
for the program participants:
•
•
•
•
•
•
•

Demonstrate a high level of technical mastery
Build the capability of the clinical team
Advocate for patient safety and integrate system improvement into clinical care
Have insights into their own leadership style and its impact on others
Work effectively with a range of clinicians and managers
Use consensus development and vision to set, align and achieve goals and
Resolve conflict and balance demands within the larger Health environment.

The CEC CLP has demonstrated that it has provided participants with the knowledge and
skills to meet all of the above criteria. Moreover, the projects undertaken by participants
have resulted in significant practice and culture improvement in NSW Health.
The most frequently commented upon outcomes noted by respondents to the survey and
those who had completed incremental evaluations at area health service level were:
•
•
•
•

An increased focus on continuous improvement in practice
An increased interest in the patient /carer perspective
An increased confidence in own skills as a leader
An examination of values in health service delivery
An ability to review policy and suggest improvements
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•
•
•
•
•
•

Increased use of strategies to support staff in the workplace in order to increase team
effectiveness
An enhanced ability to respond to feedback and be accepting of own strengths
An increase in use of techniques to create dialogue and negotiation in work teams
An increase in ability to reflect on practice in a context that is multifaceted and
multidimensional
An enhanced understanding of context beyond the immediate work team
Enhanced motivation and enthusiasm for change

Some respondents commented on how participation in the Program had highlighted the
dissonance among the espoused values of the area health service in which they worked and
their experience of working in an area health service.
There were also a number of by-products resultant from engagement in the process of
facilitation of others for the facilitators in the statewide program. The commitment of
resources within the CEC to support the Program implementation and those who implement
it has resulted in a relatively consistent, entirely committed and high quality network which
has progressed Program improvements necessary to meet participant and other
stakeholders’ needs.
There is evidence that participation in the Program energised, motivated and re-engaged
some clinicians with their work and for some it assisted them to make decisions to alter their
career paths within Health. Given the cost of recruitment to the NSW Health System and the
potential impact of loss of experienced clinicians, this is an important outcome of the
Program.

3.3.2

Was this the right program structure to deliver the Clinical Leadership
Program?

The CEC Clinical Leadership Program has been a success. The pace at which it was
conceived and implemented created a number of challenges, however the decision to
implement and improve during implementation over two years has impacted on NSW Health
in ways that are a credit to the resilience, tenacity, capacity and resourcefulness of all
involved.
A number of adjustments have been made to address issues that emerged during the initial
implementation of the Program. The content and strategies within the Program have
achieved a number of positive outcomes for quality and safety and staff working in NSW
Health
However, there are broader issues that need to be considered in terms of future Clinical
Leadership initiatives for staff of NSW Health, including the alignment among the CEC
Clinical Leadership Program and the capability frameworks proposed to be developed within
NSW Health and aligned to the Department of Premier and Cabinet.
The general structure of the Program was appropriate for the first run of the program - i.e.
different formats for differing cohorts of staff, workplace support, facilitated and structured
feedback through 360 and other processes, provision of resources etc.
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The concepts covered within the Program were appropriate and consistent with other
Leadership Development Programs, including clinical leadership programs nationally and
internationally. There is evidence that the outcomes of the program resulted in development
of attributes consistent with Miller’s framework. However, the extent to which Miller’s work
was explicitly applied as the framework for the CEC CLP is highly questionable. There is no
evidence that it was used explicitly to inform the selection of content, the delivery strategy,
or the incremental evaluation undertaken during the Program. The CEC has sought to gain
efficiencies in Program delivery based on feedback that will further refine the structure of the
Program and the delivery format.

3.3.3

What were the outcomes?

Both the Statewide and Modular formats of the Program have led to outcomes of personal
and professional growth for individuals and their work teams, and the more tangible success
of practice improvement projects instigated by participants. The CEC has developed a
summary of some of the projects undertaken by participants and this is being produced by
them.
Area health service facilitators have created internal documents that showcase the
outcomes in each AHS to stakeholders and organised graduations at each of the sites at
which the Statewide Format was delivered. There has been positive feedback about the
extent to which projects have linked to initiatives such as quality improvement awards.
Additionally, the facilitators in the Statewide format have responded to the major issues
which arose for them in constructive ways and have continued to improve a number of
issues as required. For example, Appendix 5 presents a summary of a Statewide CLP
Facilitator Planning and Review Day held on 19th September 2007. As a whole, the
facilitators and working parties established as part of the Statewide format coordination have
demonstrated leadership as staff developers through their continued review and
improvement in program coordination, materials and structure.
The evaluation suggests that the support and guidance to participants is what distinguished
the Statewide format of the Program from a set of content about leadership, change
strategies, project management and process improvement. The extent to which networking
and support were highlighted as key features of the participant experience in both formats
cannot be diminished. The process of development as well as the content delivered was a
critical success factor in achieving the results of the Program.
The Statewide format has facilitated capacity building in the development of facilitators to
work with staff on local initiatives and other Statewide projects. For example, there has been
commendation to those involved in the development and implementation of the Statewide
format from those involved in the Essentials of Care project undertaken through Nursing and
Midwifery Office as the Program has resulted in increased capacity for the facilitation
necessary to achieve the goals of that Project.
The development of the skills of staff as facilitators in area health services to support the
Program has resulted in them gaining increased capacity in a range of techniques for
facilitation of personal development among through strategies that facilitate individual and
group reflection, learning, problem identification, and small project management.
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There is considerable evidence that highlights the extent to which development of facilitation
of others was an outcome of both formats of the CLP. Participants in the current Program
need to be fostered as leaders and facilitators of clinical practice improvement.
Clinical leaders in both the Modular and Statewide formats have become known in their
workplaces as people who are able to act as positive role models and engage in important
initiatives in the AHS. It must be noted that some of those in the Program have referred to
the burden of leadership and the expectation of others and themselves as being very high.
There is a need for ongoing involvement of facilitators and clinical leaders in a community of
practice /alumni for clinical leaders in order to retain their links with the CEC and each other
and provide support in their roles as clinical leaders.
In some cases, the need to complete a Project within the CEC CLP appears to have
provided some participants with an authority and legitimacy to influence and innovate
practice change in ways that they do not have in their substantive work. However, the
primary outcome of the Statewide Program appears to have been personal and professional
development around governance, quality and safety and skills in reflective practice and
problem solving rather than success in implementing projects to enhance these aspects of
practice on any significant scale across NSW Health. This should not be interpreted as the
Program not having met its goals for developing foundational knowledge, skills and
behaviours in effecting change is critical to successful change at any level and the projects
undertaken had significant local impact.
The program should be viewed as a talent identification and succession planning process for
executive clinical leaders (i.e. those who are in a position to execute change in the clinical
practice related to quality and safety rather than those who are in Executive positions).
The supportive strategies used in the Statewide format of the Program should be maintained
and offered to those within the area health service irrespective of their professional
background or the delivery format for the content.
There is a need to continue to focus on personal and professional development and use
engagement in a quality improvement project as both stimulus to learn and opportunity to
apply the learning to clinical practice.
The impact outcomes of the Modular format were reflective of both positional authority and
system experience. Additionally, there were outcomes that indicated that this was the first
time that many participants felt invested in as leaders and were encouraged and supported
to explore concepts such as emotional intelligence, personality traits, negotiation and
leading change

3.3.4

Were the most appropriate participants selected?

There was some evidence that the initial selection of participants was in some cases based
on an expectation the CEC Clinical Leadership Program would either provide remediation
for people who had been resistant to change/difficult to manage or provided a way of
recognising and rewarding ‘deserving’ people.
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As the Program entered its second year, there was enhanced clarity and sophistication in
selection of participants and it appears that the selection process and criteria have evolved
to result in the most appropriate participants being selected.
A process for ensuring that the most appropriate facilitators or content experts in
presentations were selected also needs to be considered.
Again, the evolution of the Program has led to development of facilitators and enhanced
clarity in the requirements of both facilitators and presenters. The use of external presenters
for some of the content in both Programs appears in some cases to have been very
expensive and should be reviewed from a return on investment perspective.

3.3.5

What were the issues relating to implementation for the CEC and AHS?

Initially these were related to the lack of clarity about the program, the pace of
implementation and a lack of clarity regarding the implementation approach, role of project
sponsors and demands placed on other parts of the organisation in particular clinical
governance units. These matters appear to have been largely resolved.
As the Program has been implemented and the outcomes from the 2007 implementation
have been observed, there has been wider awareness of the Program and
acknowledgement of its benefits.
There is a need for supporting resources to be available to all participants on website or CDresources. The CEC should advocate to NSW Health for adequate infrastructure and access
to e-learning technology to facilitate discussion, networking and dialogue; reduce risk to staff
who are at present travelling between sites and enhance cost effectiveness of initiatives
such as the CEC CLP.
Although the CEC CLP has been funded for the 2009 calendar year, a matter of ongoing
concern to both the CEC and area health services relates to the ongoing sustainability of the
Program and the need to embed it in core business of NSW Health. The recommendations
within the Garling Inquiry related to the need to develop clinical leadership in NSW Health
may lead to mechanisms for enhanced sustainability of the CLP and for greater capacity for
flexible delivery of the Program.
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Section 4: Recommendations
Trends in contemporary general education and workforce development as well as education
specific to clinical leadership development all suggest that education and training should be
relevant to practice, evidence based and encourage skills such as critical thinking and
problem solving (Knapper, 2001; Mathias, 1988; Roche, 2001). The CEC CLP evaluation
confirms the Program is robust and effective against these and other parameters.
However, the following recommendations for improvement are made for consideration.

Recommendations
It is recommended that consideration be given to the following for beyond 2009.The
recommendations relate to both the modular and statewide formats of the program.
1. The CEC should work with NSW Health to ensure that a Leadership and
Management Development framework for staff of NSW Health which identifies the
capabilities of staff at differing levels within NSW Health be established and the core
components of the CEC CLP be integrated within that.
The extent to which the outcomes from the Program align to skills sets within positions in
NSW Health need to be determined. It may be that some of the content in the CEC
Leadership Program could be addressed earlier in staff development experiences. However,
the lack of a consistent and coherent approach to development of the knowledge and skills
which are foundational to effective clinical leadership within NSW Health has resulted in the
CEC Program providing foundational content in aspects of personal and professional
development as well as more specific clinical leadership content.
While participants in the Program gained useful skills for facilitation; felt supported, listened
to and valued; and undertook a clinical practice improvement project, the extent to which
they are in positions to influence others on an ongoing basis in order to enhance quality and
safety and minimize adverse events is not clear. The need to complete a Project within the
CEC CLP may have provided some participants with an authority and legitimacy to influence
practice that they do not have in their substantive work. While this is important as a personal
development strategy, the extent to which the change in individuals is maintained when their
usual job role does not require them to utilize the knowledge and skills of leadership
potentially limits the continued impact of the Program.
There is potential for duplication of content or for confusion to occur amidst the range of
experiences available to some staff of NSW Health. It is essential that the relationships and
differences among the CEC Clinical Leadership Program, the Medical Clinician Manager
Program, Clinical Redesign School, Nursing Unit Manager Program and the Frontline
Management initiatives offered at some area health services be established through a well
defined framework for leadership development in NSW Health. Many area health services
are seeking to develop their individual frameworks.
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2. The value of the CEC CLP be noted and it be a requirement that the elements within
it are adopted and delivered at Area Health Service level as part of a joint initiative
between clinical governance, clinical redesign and education and training units.
The evaluation suggests that the support and guidance to participants is what distinguished
this Program from a set of content about leadership, change strategies, project management
and process improvement. The extent to which networking and support were highlighted as
key features of the participant experience cannot be diminished. While this was formalised
as part of the Statewide format of the program, and a highly valued component of that
format, feedback from participants in the Modular format of the program indicated they
provided peer support. Some respondents in the modular format indicated they would have
found more formal support from a facilitator useful. The process of development of
participants as well as the content delivered was a critical success factor in achieving the
results of the Program.
3. A whole of workforce perspective to leadership development be adopted and the
same Program should be provided to staff at similar levels, irrespective of their
discipline background.
Given the emphasis on teamwork and the interprofessional nature of quality and safety, the
assumptions upon which the decision was made to conduct separate formats for medical
and other staff are highly questionable. The distinguishing factors among cohorts should be
the context of their work and the ways in which they will be able to influence safety and
quality, not their discipline background.
4. Adequate technology and infrastructure be established in NSW Health to support
web based interaction.
There is a need for supporting resources to be available to all participants on website or CDresources. The CEC should advocate to NSW Health for adequate infrastructure and access
to e-learning technology to facilitate discussion, networking and dialogue; reduce risk to staff
who are at present traveling between sites; and, enhance cost effectiveness of initiatives
such as the CEC CLP.
5. Establishment of a CLP alumni.
There is need to draw on the capacity building in leadership that has been created as a
result of the Program and continue to utilise the techniques of personal support and
relationship building that were developed particularly in the Statewide format.
The approach taken in the CEC CLP has highlighted the lack of existing capacity within
NSW Health for facilitation of leadership development through strategies other than delivery
of content-oriented training style sessions about leadership. Although a number of
participants indicated they had attended courses about leadership the strengths of the CLP
appear to have been in its support for participants as they implemented the range of skills
they had acquired throughout the Program and applied these to implementing a clinical
practice improvement project/response to a clinical challenge.
The true capacity building in the CEC CLP is the development of leaders who work with staff
on local initiatives in context. There is considerable evidence that highlights the extent to
leadership behaviours which enable and develop others in work teams was an outcome of
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the CLP. Participants in the current Program need to be fostered as leaders and facilitators
of clinical practice improvement. A number of respondents identified the need for Executive
commitment and support for their role as clinical leaders as being a critical success factor
and have raised concerns about the extent to which such support for their leadership work
will be maintained once they have completed the Program.
The development of the skills of clinical leaders as facilitators of change in clinical practice,
systems and processes in area health services has resulted in increased capacity in a range
of techniques for facilitation of leadership and personal development through strategies that
facilitate individual and group reflection, learning, and problem identification and small
project management.
Those who have undertaken the Program have themselves acquired a skill set that makes
them effective facilitators, role models and champions for clinical leadership activities. It is
recommended that as part of the future direction of the Program, the employment of people
as primarily CEC program facilitators at area health services cease. Rather, the techniques
and strategies for facilitation and support should be recognised as inherently leadership
behaviours and those who have completed the program should integrate this into their
repertoire of leadership behaviours in the workplace. This will require that leadership work
be considered part of, not additional to, workload in health and may impact on staffing
arrangements.
6. The different Program formats be retained.
According to Rusaw ( 2000, p.294) it is frequently assumed that “giving employees skills and
insights for identifying and defining organisational problems, individuals will have greater
capacity to change unproductive and unsatisfying organisational structures and processes”.
The extent to which participants were able to initiate change as individuals was based on
their degree of authority to influence change.
The differing program formats each have merit however recruitment of people into one or
other format should be based on development need and position of influence rather than
discipline background. Renaming the formats of the program to something other than
Statewide and Modular could be considered however given the recognition that has been
obtained for each of the current titles it may be worth retaining the names Statewide and
Modular.
Foundational and application components within both formats of the Program should be
sequenced in order to develop foundational skills for undertaking change and methods for
undertaking change. For example modules could be themes around concepts such as
“Foundations for Clinical Leadership” and “ Enacting Clinical Leadership for System
Improvement” in order to distinguish among these. The “Foundations For Clinical
Leadership” content could be delivered to clinical staff as part of professional development
in area health services. The other content should be delivered by those with governance and
systems improvement expertise.
The Statewide format component should include content related to the importance of clinical
leadership in health, the knowledge skills and attributes of effective clinical leaders, self
awareness, humanistic approaches to practice improvement, values clarification and team
building. It should also include exposure to a range of strategies for gaining and providing
feedback, using emotional intelligence, and an introduction to clinical governance, quality
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and safety and practice improvement. The nature of any project undertaken by participants
should be reflective of their degree of influence and authority and therefore may have less
strategic impact than projects undertaken by those in the Modular format of the Program.
Nevertheless, these relatively small scale changes will have impact and meaning for the
participants and the teams with whom they engage and should continue to be seen as
valuable outcomes of the Program.
The Modular format should build upon the skill set of those in position of influence in order to
enable them to lead and effect service or system wide practice improvement. The content
and outcomes should be clearly directed to quality and safety projects in order to align with
the CEC mission.
The lack of a robust curriculum framework for the Program may have contributed to the
sense of fragmentation and adhocracy reported by stakeholders. Although a leadership
framework proposed by Gerald V Miller has been promoted as the framework for the
Program. However, how this was used in the design of the Program was not made explicit
within the Program nor was it used to full effect as a curriculum framework for the Program
content, activities and desired outcomes. There needs to be further work to develop a robust
curriculum based on Miller’s framework in order to ensure the conceptual framework for
leadership is aligned to the leadership development strategy. The development of the
curriculum by the CEC, in collaboration with other stakeholders does not predetermine who
the providers of the curriculum are and should not be seen as contradicting previous
comments.
7. The CEC CLP should become a model for interdisciplinary learning.
It has been noted that, while there has been a movement toward increased collaboration,
that is working jointly with others to take on specific tasks and share responsibility for
success among health professional practitioners and educators (El Ansari, Phllips &
Hammick 2001), in Australia, these efforts remain largely profession-centric. Until recently,
there has been little evidence of commitment to interprofessional partnership in health
professional education at policy or practice level. However, both National and State policy
agencies are seeking to reform health service delivery in order to capitalize on workforce
capacity (Australian Council for Safety and Quality in Health Care 2001; New South Wales
Health 2004). By 2010 the CEC should ensure that each and any delivery format for the
Program is multidisciplinary and selection should be based on sphere and nature of
influence and teams rather than professional background. Each program should continue to
be implemented collaboratively with area health services particularly clinical governance,
clinical redesign and education and training units.
8. Teaching and support strategies should be modified.
While all participants should have a 360 or some other form of feedback provided re their
leadership style and behaviours, the number of people having input into this feedback
should be consistent and from more than one person. The feedback needs to be delivered
by an appropriate and skilled person. The post 360 degree process should be reviewed. The
360 feedback process was useful to participants on the initial round. The condensed
timeframe in which the Program occurs does not make investment in a post 360 valid or
valuable.
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Support for staff in area health services irrespective of the format of the program they are in
should be available. In some cases alumni who are senior staff in clinical management
positions may be best placed to provide this support to other senior clinicians in the area
health service, rather than Statewide facilitators.
Although evaluations of the Continuous Process Improvement (CPI) workshops conducted
during the Program were positive with regards to there increasing participants’ knowledge of
this approach, feedback was provided during this evaluation that some stakeholders were
unclear about whether CPI was being presented as the preferred and most valid approach
for practice improvement. It was identified that the extent to which a single practice
improvement method should be promoted needs to be examined carefully by the CEC and
other experts in practice improvement and if a single method is preferred then the rationale
for this needs to be made quite explicit to participants in the Program. It would appear that
this has been noted and responded to in 2008 where a range of methodologies are identified
as applicable to clinical practice improvement.
The cost of some presenters in the Modular format of the Program were quite high. This
expense was justified for the initial conduct of the Program as there was a need to gain
credibility among participants. Now that the Program itself is seen as valuable by the
participants and other stakeholders, consideration should be given to selecting less
expensive presenters. The coordination of the Modular format and ‘chairing’ of the seminar
days within the Modular format could be undertaken by staff at the CEC. There seems to be
no need to continue to contract the services of an external facilitator for the Modular
sessions.
The administrative support provided in area health services should be reviewed in terms of
demand. It may be more appropriate to fund administrative support for peak periods such as
recruitment to the Program rather than staff a full time position.
9. The need for the award of a qualification be reviewed
There is a need to review whether the award of the Advanced Diploma of Government (or
any other qualification) is desired outcome of the Program or if participants should be
advised that the Program facilitates collection of evidence for them to seek recognition of
learning in the Program against the award. A sustainable process for assessment of
applications for the award of the Advanced Diploma of Government needs to be developed
in consultation with NSW Health RTO or another provider. Should participants then wish to
obtain the qualification, they, rather than the CEC should meet costs of this process.
10. Mechanisms for disseminating knowledge about attempts to undertake innovative
activity such as that which has occurred during the CLP should be enhanced both
during and upon completion of projects.
There is need for cross fertilisation of ideas in order to maximise linkages within and across
Program groups as well as greater need to promote outcomes of projects beyond the
Program in order to maximise the impact of projects and diffuse new solutions to significant
challenges in clinical practice.
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Section 5: Conclusion
Clinical governance is the system by which the governing body, managers and clinicians
share responsibility and are held accountable for patient safety, minimising risks to
consumers and for continuously monitoring and improving the quality of clinical care.
Through the CEC CLP, there is enhanced capability and capacity for clinical governance
within NSW Health.
The pace at which the Program was conceived and implemented created a number of
challenges, however the decision to implement and improve during implementation over two
years has impacted on NSW Health in ways that are a credit to the resilience, tenacity,
capacity and resourcefulness of all involved.
The CEC CLP is essentially an example of an attempt to achieve significant change, or
‘systemic reform’, through education and training. Frechtling (2000) highlights the popularity
of the term ‘systemic reform’, yet suggests that it is poorly defined. Citing the work of Smith
and O’Day (1991), Frechtling (2000, p.25) examines the tenets that underpin systemic
reform. She argues:
Systemic change is based on a set of standards, that includes high expectations…involves
aligning all of the components of an educational system … with these standards…requires
new relationships among people and institutions, with collective dialogue and decisionmaking rather than hierarchical arrangements…(and occurs at) a hierarchy of levels of
impact.
There is substantial evidence that the CEC CLP has resulted in achievement of systemic
change against the criteria identified by Frechtling.
Successful education and training requires the interconnectedness of four key elements:
teachers, learners, the learning task and learning environments (Armour & FernandezBalboa, 2001, p.105). It would appear that in meeting the requirements for the first three
elements of these, the CEC CLP is fostering the fourth.
The content and strategies within the Program have achieved a number of positive
outcomes for quality and safety and staff working in NSW Health. As has been noted, a
number of adjustments have been made to address issues that emerged during the initial
implementation of the Program. However, there are broader issues that need to be
considered in terms of future Clinical Leadership initiatives for staff of NSW Health.
In essence, these relate to the ongoing sustainability of the Program and the need to embed
it in core business of NSW Health. The CEC is not in the position to provide perpetual
funding for the development of clinical leaders. While the initiative shown by the CEC in
seeding this Program in NSW Health is to be commended, the extent to which the CEC
should deliver professional development for the NSW Health workforce is unclear. While the
CEC sponsorship of the Program provides profile and credibility to development of clinical
leaders in NSW Health, unless clinical leadership development is seen to be part of the core
business of area health services, staff may continue to see clinical leadership as something
extra to usual work or for a select few.
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Appendix 1- Overview of evaluation approach
Element and boundaries Evaluation Objective
of Framework(Guba &
Stufflebeam,1970, pp 4749)

Superordinate Evaluation Question

Example Data source & collection
method
.

Identify and discuss the factors that
Context
Defines the environment in led to the determination of need for
a CLP
which the change is to
occur, depict unmet needs
and identify problems that
result in needs not being
met

What is the rationale for the CEC Clinical
Leadership Program?

Literature review
Document analysis
Records of meetings and minutes- CEC
Board meeting minutes where program
discussed
Interview with senior staff and Program
Sponsors-

What are the expected outcomes of the
Program?

Discussion with Evaluation Steering
Committee members re leadership in NSW
Health and their understanding of Program
aims
Determine the allocation of
What were the Program inputs and
Input
resources to the Program
resources?
Identify and assess the
capabilities of the proposing
What was the philosophy underpinning the
agency in order to present a Examine the decision- making
processes pertaining to the design, formats of workshops? On what basis were
cost – benefit analysis of
alternative program designs delivery , implementation of the CLP presenters selected and content developed
programs
What processes were implemented to
manage and monitor the use of resources?

Records of meetings and minutes
Interview with those involved in Program
design and content –
Review of Program Budget and financial
arrangements

How can workshops/decision
making/communication be modified/
improved?
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Identify modifications made or
Process
Evaluation during program issues identified in the design and
implementation to detect or delivery of the Program
predict potential sources of
failure and enhance
continuous quality
improvement

What was the content of the Program- how
was it delivered?

Interviews with coordinators and facilitators

Session plans and overall evaluation of
What were the similarities and differences in workshops- to be collected from facilitators
content, strategies and experiences among
participants?
Evaluation of learning activities eg
frequency, duration, outcomes What modifications were made throughout questionnaire results analysed
implementation of the Program? Why were
these made?
Analysis of reflective journal of facilitators
What were the perceived strengths and
and participants/learning logs etclimitations of the Program and its
conducted when submitted for review for
implementation from the perspective of
award of Adv Dip
stakeholders?
Analysis of communication between CEC
and other stakeholders re program
implementationReview and comparison of facilitated
workshop programs – from facilitators
Survey of program participants re
experiences-
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Product
Evaluation at the end and
during the project cycle in
order to measure and
interpret attainments

Examine the products ( ie
What were the outputs of the Program?
leadership projects undertaken by
participants) and comment on their Were these consistent with the stated
capacity to enhance clinical
objectives of the Program?
excellence
Determine the extent to which the
CLP has changed individual and
work team practice

To what extent has the CEC Clinical
Leadership Program changed individual,
work team and organisational practice?

Review of participant’s project
reports/videos etc
Survey to participants re key learning,
perceived success, barriers/enablerPre and post program Leadership
Questionnaires- analysis of sample 360
feedback and Team effectiveness
questionnaires

Has there been evidence of improved client
care as a result of the Program?
What factors enhanced or inhibited
successful implementation of projects within
the Program?
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Appendix 2-Survey

CLINICAL
EXCELLENCE
COMMISSION
EVALUATION
QUESTIONNAIRE
July 2008
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Instructions:
This questionnaire is a follow up to those involved in the 2007 delivery of the Clinical
Excellence Commission Clinical Leadership Program. To date, the evaluation has
analysed the responses to the survey distributed in October 2007. Feedback that has
been received and collected since the commencement of the Program includes;
•

Interviews with participants and other stakeholders

•

Initial projects and achievements of the participants in the 2007 Program

•

Facilitator and coordinator feedback

As a result of this analysis a number of modifications to the Program have been made
for 2008 implementation.
The aims of this questionnaire are to try to determine the impact of the CEC Clinical
Leadership Program on participants’ ongoing practice as clinical leaders and to gain
feedback on some of the issues explored as a result of analysis of the information
received to date.
You are asked to complete this based on your experience as a participant or other
stakeholder in the 2007 Program.
The questionnaire will take about 20 minutes to complete. Responses are anonymous.
The nature of the evaluation is that it seeks your thoughts about the Program and as
such there are a number of open ended questions. Please respond to these as fully as
you can.
Once you have completed the questionnaire, please return it to the following email
address where it will be deidentified before being sent to me or place it in the addressed
post paid envelope by Monday 28th July 2008.
Return to clps@cec.health.nsw.gov.au

Thank you
Jane Conway,
Evaluator, Clinical Excellence Commission Clinical Leadership Program
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Part 1. This section obtains some information about you and your overall perception of
the Program and its impact.
Question 1. I am a:
Previous participant in the Modular format of the 2007 Program
Previous participant in the Statewide format of the 2007 Program
Manager of a participant in the 2007 Clinical Leadership Program
Statewide Program facilitator
Statewide Leadership Program Sponsor
Modular Leadership Program Sponsor
Other Stakeholder (eg Director of Clinical Governance, Learning and Development
Manager)
Question 2. I currently work in:
Ambulance Service of NSW
Children’s Hospital Westmead
Greater Southern Area Health Service
Greater Western Area Health Service
Hunter/New England Area Health Service
Justice Health
North Coast Area Health Service
Northern Sydney Central Coast Area Health Service
South Eastern Sydney Illawarra Area Health Service
Sydney South West Area Health Service
Sydney West Area Health Service
Question 3. The professional group I identify with is:
Allied Health
Health Adminstration/Management
Nursing
Medicine
Training and Development
Other (Please indicate) ________________________________________
Question 4. Please indicate your overall perception of the extent to which the Clinical
Leadership Program has resulted in enhanced leadership practice.
(1 = No change, 2 = Short term change only, 3 = Significant and sustained change)
Among individuals in the program
1 2
Among the work teams with whom participants interact
1 2

3
3

Question 5
What are the key outcomes you have experienced or observed as a result of the
program in individuals, their work teams or other aspects of the service?
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
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Question 6
As part of the 2007 Program, participants were required to implement a practice
improvement project. What is the status of that project at this point in time?
Completed fully and has resulted in sustained improvement in practice
Completed fully but did not result in sustained improvement in practice
In progress with commitment to complete
In progress but future is uncertain
Commenced but abandoned
Not commenced
Question 7
If the project has been completed fully and resulted in sustained improvement in practice
what do you consider to have been the critical success factors for this?
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
Question 8
If the project has not commenced, commenced and been abandoned, or is in progress
with an uncertain future; which of the following factors do you perceive have been
influential in this?
Scope of project too ambitious
Project did not have sufficient buy in from stakeholders
Project did not align to service goals
Human and other resources not available
Motivation for the project diminished
Project placed too great a demand on those involved
Other (please describe)
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
Question 9
Overall, how would you rate the 2007 CEC Leadership Program? (tick your response)
Has exceeded my expectations
Has met my expectations
Has not met my expectations
Not certain
Was a worthwhile investment of resources
Was an overinvestment of resources given its outcomes
Is important to continue to deliver to staff of NSW Health
Is not essential to continue to deliver
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Comments_____________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Part 2: This section obtains information about your thoughts regarding possible
directions of the Program. Please note, the questions reflect some of the discussions
and ideas and are not recommendations at this stage. Your comments are invaluable.

Question 10
If you were designing a leadership program for clinical staff in NSW Health and based on
your knowledge of the CEC Clinical Leadership Program. Would you:
(1 = Definitely yes, 2 = Definitely no, 3 = Maybe, 4 = Not able to comment)
Put more of the Program content up front as workshops

1 2 3 4

Have one format for all disciplines

1 2 3 4

Place more emphasis on clinical process improvement and other
improvement methods in the program ( e.g. two full days on CPI)
Reduce the emphasis on ‘soft skills’ e.g. culture change, negotiation skills

1 2 3 4

Put more emphasis on managerial skills such as performance
development, financial management
Continue to separate medical and other participants in the Program

1 2 3 4

Drive the Program through identifying strategic projects in the Service that
people nominate to undertake and only support participation of those
involved in these projects
Involve the Clinical Governance Unit earlier and more fully

1 2 3 4

Place accountability for the Program with Learning and Development Units
at area health service level
Place accountability for the Program with Clinical Governance Units at
area health service level

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

Question 11
If you have observed changes to the conduct and implementation of the Program
between 2008 what are they and how effective do you think they have been?
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
_____________________________________________________________________
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Question 12
If you think the Program is worthwhile, what recommendations would you make about its
continuance beyond 2008?
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

THANK YOU VERY MUCH FOR TAKING THE TIME
TO COMPLETE THIS QUESTIONNAIRE
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Appendix 3- Example report from facilitator in one area health service
summarising projects
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Appendix 4- Independent data review
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Appendix 5 - Example facilitator group work from Statewide format
CLP FACILITATOR PLANNING & REVIEW DAY – 19 SEPTEMBER 2007- REVIEW SUMMARY

1.

PARTICIPANTS: Recruitment, selection, retention
What worked well
What didn’t work so
(keep)
well (address)
Selection / mix:
Rural
Selection / mix:
Having ‘high flyers’ or
facilitators
Variety –
involuntary
multidisciplinary
participation
Geographical spread
Undertaking
Less senior, not
concurrent study
necessarily current
Geographical spread
managers (depends)
(travel)
Clearly defined team
Aggressive /
(though geographical
frustrated participants
considerations)
Voluntary participation

Metro
facilitators

Variety of
professionals – allied,
medical, nursing
Keen participants –
internal driver
Active management
support and
knowledge of program
Choosing of
participants with
DONs, Health Allied
Health, facilitators and
program sponsors
Endorsement of
participant by
participant’s manager

Coerced performance
management or
remedial placements
Co-studying – too
much commitment
Secondments;
moving roles
Not aware what
putting hand up for
Not being released by
line manager
Small cohort meant
when people sick or
left, numbers declined

Recommended
Strategies 2008
Recruitment
considerations /
criteria:
Recommended
prerequisites: clearly
defined team;
motivation; support
from manager
(interview); talent
identification vs.
performance
management;
strategic geographical
recruitment; staff
release agreements
Clear selection criteria
– commitment
agreement
Application form
addressing key criteria
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2.

FACILITATORS: Support, training, communication, coordination, etc
What worked well
What didn’t work so
Recommended
(keep)
well (address)
Strategies 2008
Review of FTE: 0.8 vs.
Rural
Support from sponsor Geographical factors
0.5 / 1FTE?
– eg distance from
facilitators
and clear role
Access to education /
sponsor / admin
definition (variable
0.5 allocation: 2 roles; supportive expertise
across AHS)
within the area health
‘productive time’
Education
reduced given travel / service
opportunities
Tap into expertise
distance
(variable)
available from other
Limited education
AHS / facilitators
opportunities
Support variable
ALS for facilitators
HSNet not effective
Metro
Facilitators –
Teleconference,
communication
facilitators
fabulous, committed
steering committees
strategy
Networking / training
for AHS
No ongoing support
days
Skype; regular
Diversity and skill mix from CGU outside
networking forums /
workshop
Co-facilitation
workshops for
Teleconference
facilitators
Support by AHS (in
parts)
Active support of
CGU and sponsor
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3.

PROGRAM DELIVERY: curriculum; structure; direction; etc
What worked well
What didn’t work so
Recommended
(keep)
well (address)
Strategies 2008
Geographical factors / Improve organisation /
Rural
1 on 1 contact
schedule (timeline) at
limitations re
facilitators
Flexibility
central level, eg
Relationship building / conducting ALS and
module printing /
workshops
networking
o
availability; availability
360 assessment!!
Communication
of CEC facilitator /
systems
Lack of structure,
coach for facilitators
Workshops
especially initially
More workshop days,
Format and quality of
eg project
modules (participant
presentations; network
resource book)
days; coaching / catch
Changing goalposts,
eg team effectiveness up
survey; timelines
(decreased local
credibility)
ALS in rural AHS
Perceived lack of
Clearer links between
Metro
Action Learning Sets
framework, theories,
facilitators
– diversity; networking communication
between CGU / CEC
tools and outcomes
Face to face ALS
Confusion re ALS –
Project requirements
times / calendar
How often? Location? brought up earlier in
Workshop days (6)
Who by?
program
Coaching
Expectations?
Explicit / upfront
Flexibility re delivery
Written material –
statement re Program
for facilitators
unclear re activities,
/ ALS commitment
expectations,
Criteria for completion;
linkages; not well
options for projects
presented
(eg self, team, CGU)
o–
360 SHL mode
Clear plan of activities
and requirements –
Intensive workload of
timeline
program – current
workload
overwhelming for
some participants
Not clear expectations
re effectiveness
survey; 360o; values
clarification
No early info re
project
Unclear links between
framework, theories,
tools, outcomes
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4.

RESOURCES
What worked well
(keep)
Rural
Human resource
facilitators
(facilitators) – variety
of expertise
Development /
sharing of resources
Rural teleconferences
– sharing ideas /
documents / problem
solving

Metro
facilitators

Facilitator allocated
time
Admin involved in
360o
Central contact in
CEC

What didn’t work so
well (address)
Lack of cars and
accommodation (could
require CEC
intervention)
I.T.
Time for participants,
eg attendance, missed
appointments
Sponsor /
management
restrictions

Recommended
Strategies 2008
2008 Schedule =>
clear expectations for
participants from
outset / 1st contact
Better utilise facilitator
(AHS and beyond)
skills / expertise
Facilitator days –
more regularly;
motivation; rallying the
troops
Sponsor / manager –
need someone
influential or with signoff authority to make
things happen

Facilitator allocated
time - not enough for
participant or facilitator
co-support
Delays in starting
(admin)
Non-access to internet
/ intranet
Folders - not robust or
available at start of
program
No office for
facilitators
Spreadsheet
(participant data)

Admin staff involved
in 360o
Ensure all participants
have internet access
(put in application
letter for sponsor and
participant)
Folders available in
advance
‘Who’s who’ of
facilitators – identify
expertise, knowledge,
etc on database
Professional
development toolkit
for facilitators (cf
RCN-UK)
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