What is clinical leadership
and why might it be important

in dentistry?
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IN BRIEF

® Provides an overview and critique of the
different theoretical positions of clinical
leadership.

® Explains how the changes in the NHS
will directly impact general dental
practitioners through the establishment
of Local Professional Networks.

® Explores the potential role of ‘clinical
leadership’ within Local Professional
Networks.

The concept of leadership means different things to different people. At present there is no single definition of leadership
nor an established theoretical approach. Despite this, leadership in the clinical environment is becoming increasingly cited
as an important component in the transition of the National Health Service (NHS) and in the development of clinician led
services. In medicine, clinical commissioning groups (CCGs) will soon be operational and the Department of Health (DH)
seeks to establish a similar approach in dentistry, where local clinicians drive forward a quality agenda with a focus on
patient outcomes. To facilitate this, the NHS Commissioning Board (NHSCB) are in the process of developing Local Profes-
sional Networks (LPNs) for dentistry. Given this shift towards localism and clinician led services it would appear that lead-
ership will have a significant role in both medicine and dentistry. This paper explores what leadership is, before determining
why it might be important in providing a clinician-led, patient-based and outcomes-focused service.

INTRODUCTION

Leadership is a nebulous concept and means
different things to different people.! This
is because there is no single definition, no
established theoretical approach or consen-

sus about how best to identify leaders or
help individuals become leaders. As such,
leadership is difficult to define and diffi-
cult to measure, but is becoming increas-
ingly cited as an important component
in the transition and development of the
National Health Service (NHS).? Localism
and clinician led services are concepts that
are fundamental to the reorganisation of
the NHS.>* The aim of this paper is to briefly
discuss the approaches to the study of lead-
ership and explore why it may be important
in dentistry in the future.

WHAT IS LEADERSHIP?

Leadership has been described as a pro-

cess of influence of one individual over a
group of individuals.” However, determin-
ing what knowledge, skills and attitudes
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a ‘good leader’ possesses is difficult and
often relational and context specific.! It
is also influenced by the prevailing belief
system or ontological paradigm in use
within a particular culture.

The classification or taxonomy for under-
standing ‘leadership’ has developed in the
literature across two broad themes: leader-
ship as the individual and leadership as the
relationship.®” Much of the early literature
on leadership stems from the United States
and took a predominantly individualistic
perspective, attempting to determine spe-
cific attributes that made someone a good
leader.® These so-called trait theories have
also been labelled as ‘great man’ or leader
centric theories.

Differences in good ‘leadership’ are
ascribed to innate ‘trait-like’ and ‘state-
like’ differences within an individual
that interact and produce ‘leadership’ as
a behaviour. Meta-analyses has provided
some evidence for trait-like individual
differences; charisma, intelligence,*™
extraversion, integrity, creativity and
self-confidence have been identified as
important attributes of a good leader.>"
State-like individual differences include
interpersonal and problem-solving skills
and the ability to make difficult decisions.’

Many leadership programmes are still
based on the assumption that acquisition

of these qualities creates good leaders,
despite reviews failing to establish a causal
link.? Equally there is scant evidence on the
impact of leadership on outputs like pro-
ductivity and as Hartley and Benington'?
highlight, such theories tend to ‘idealise
individuals and assume that they have
pre-eminent capacity and power’. Despite
this, ‘leadership as the individual’ theories
remain popular.”

As the literature has evolved, academ-
ics have become more interested in lead-
ership as a process rather than a defined
set of traits or skills. Such models include
those of Tannenbaum and Schmidt’s"
where leadership is classified according to
the different styles of behaviour that are
observed. In the 1980s, this taxonomy was
used to distinguish leaders from managers;
leaders being seen as those who do the
right thing, compared to managers who
do things right.! Leadership in this manner
was seen as a process of influencing oth-
ers'” in the context of a relationship. This
idea gained ground in the 1990s as tall
hierarchical managerial structures within
organisations were replaced with flat-
ter networks. As such, leadership became
important for specific time limited tasks
or projects and so became more dispersed
and less associated with a defined role
in an organisation.''* This led to the
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development of contingency theories,'
which advocated that leaders need to adapt
and change their behaviour according to
their environment.

Modern theories of leadership have
taken this approach a step further and
see it as a process, which is informed by
the task in hand, the people involved, the
organisation where they work and the pre-
vailing culture. In this sense, leaders are
seen to be interdependent, contingent on
others and affecting and being affected
by the surrounding environment.'® In
addition, leaders provide empowerment
to develop the potential of others, while
aligning their values with those of the
organisation.'”!® This has become known
as ‘transformational leadership’® and
formed the basis of the NHS leadership
programme, which had a leadership quali-
ties framework and a defined set of com-
petencies (Fig. 1).?° The framework was
composed of three categories: ‘personal
qualities’, ‘setting direction’ and ‘deliver-
ing the service’, which were divided into
15 qualities (Table 1). Personal qualities
are at the core of the framework, as NHS
leaders are seen to draw upon these essen-
tial attributes. ‘Setting direction’ describes
how the leader sets a vision for the future
and ‘delivering the service’ explains how
this vision is then implemented.

This framework is helpful as it focuses
on leadership as a process and has under-
gone further revision to form the new
Leadership Framework (LF). The LF pro-
vides a consistent approach to leadership
development for staff in health and care
irrespective of discipline, role or function,
and represents the foundation of leader-
ship behaviour. Further information on
the LF can be found at www.leadershipac-
ademy.nhs.uk/LF.

IS LEADERSHIP IMPORTANT
IN DENTISTRY?

In medicine, Roland ef al.?! argue that in
addition to promoting high standards,
doctors should take the lead, advocate
healthcare system reforms and define the
future characteristics of their profession.
This builds on the ‘new professionalism’
being advocated by a number of key
medical documents,?-?* which affirm ‘the
primacy of a just distribution of limited
resources, patient welfare and autonomy,
honesty and integrity, the importance of

qu
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Fig. 1T NHS Leadership Qualities Framework. The LQF is ©NHS Institute for Innovation and

Improvement, 2010. All rights reserved.

quality improvement, avoiding discrimina-
tion and reducing inequalities in access’.*
The King’s Fund report Leadership and
engagement for improvement in the NHS*
has also recently been published and again
advocates the importance of both leader-
ship and engagement in driving the quality
of patient care.

Although good clinical leadership was
enshrined in Darzi’s High quality care for
all: NHS next stage review,” this report
had more influence in the management
and commissioning structures of the NHS
and in secondary care, compared to the
provision of care by general dental prac-
titioners (GDPs). However, this is all in the
process of change as the NHS is reshaped
by the Health and Social Care Act and
the Localism Act.>*** New powers and
responsibilities for health improvement
and provision are causing a fundamental
shift in the way that services are to be
delivered and more importantly, the role of
local clinicians in driving this change. In
medicine, clinical commissioning groups
(CCGs) will soon be operationalised and
the NHS National Commissioning Board
(NHSCB) wants to adopt a similar approach
in dentistry, where clinicians take the lead

in driving forward quality improvement
and patient focused outcomes. The princi-
ple of clinician led services that is at the
heart of the model in medicine will also
drive the provision of care in dentistry.
To facilitate this the NHSCB are in the
process of developing Local Professional
Networks (LPNs) in dentistry. These will
become a vehicle for clinician led commis-
sioning and quality improvement. Guidance
is still under development, but it is likely
that LPNs will be composed of consult-
ants in dental public health, dental com-
missioners, local GDPs, representatives of
the local deaneries and successors to the
dental practice advisors. The Department of
Health argue that this represents a profound
paradigm shift compared to current system
for commissioning and service delivery.
However, the extent to which GDPs on the
LPNs will take the lead and become respon-
sible for local service provision remains
uncertain and will depend on whether the
model will be as ‘bottom-up’ as medicine.
LPNs will be expected to provide input
into the emerging health and wellbeing
boards within local authorities and joint
atrategic needs assessments (JSNAs).
In addition, localism will become an
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important part of training and educa-
tion, with LPNs working alongside the
new Local Education and Training Boards
(LETBs) to strategically plan and develop
the workforce locally.

LEADERSHIP AND DENTISTRY?

Given this shift towards localism and cli-
nician led services it would appear that
leadership will have significant a role in

both medicine and dentistry. However,
there will be a number of challenges and
opportunities. In medicine, the Academy of
Medical Royal Colleges and NHS Institute
for Innovation and Improvement devel-
oped the medical leadership competency
framework and the medical leadership
curriculum and this now forms the NHS
Leadership Academy (Table 2). Although
the GDC has placed more emphasis on
leadership in education and training for
dental professionals,’®*” there is a need to
define and scope the leadership traits and
behaviours that are required for develop-
ing leaders within the specific context
of dentistry.

Leadership roles within LPNs must also
be attractive for local clinicians to take on.
This requires implementation of appropri-
ate remuneration mechanisms to ensure
GDPs neither lose money or profit from
their LPN role; but this needs to be deliv-
ered within the challenges of financial aus-
terity and the national operating model of
the NHSCB. There is also the potential for
conflicts of interest and self interest, with
clinicians being both the commission-
ers and providers of care. This makes the
appropriate governance arrangements and
selection of LPN members critical, along

Table 2 Resources for clinical leadership

with the correct number and proportion of
primary and secondary care professionals
to ensure a representative and balanced
professional network.

GDPs are at the same time both busi-
ness people and health professionals.*
While entrepreneurship and leadership
does have some theoretical overlap,” they
can also be mutually exclusive.’® Kempster
and Cope argue that the complex process

Self belief

of ‘becoming’ a leader happens through
naturalistic learning.>® Environments and
contextual experiences, which provide
opportunities to participate in and observe
leadership, are the dominant process in
which emerging leaders develop their
understanding and practice of leadership.
To this extent GDPs are at a disadvan-
tage given the limited scope for observa-
tion within the relative isolation of the

Table 1 Qualities within the NHS Leadership Qualities Framework'®

How the inner confidence of succeeding can overcome obstacles
for service improvement.

Self awareness

Knowing how your behaviour can affect others.

Self management

How managing your emotions can develop resilience.

Drive for
improvement

How a deep motivation to improve performance can make a real
difference to others' health and quality of life.

Personal integrity

A strong commitment to openness, honesty, inclusiveness and high
standards in undertaking the leadership role.

Seizing the future for the future.

Being prepared to take action now to shape and implement a vision

Intellectual

Ability to embrace and cut through ambiguity and complexity and be

flexibility open to creativity.

Broad scanning Taking the time to gather information from a wide range of sources.

Political
astuteness

Commitment and understanding of diverse interest groups and power
bases within organisations and the dynamic between them.

A strong commitment to improve performance and achieve positive

Drive for results .
service outcomes for users.

Leading change
through people

Communicating the vision and rationale for change and improvement,
and engaging and facilitating others.

Holding to The strength of resolve to hold others to account for agreed targets
account and to be held accountable.

Empowering Striving to facilitate others' contributions and to share leadership,
others nurturing capability and long-term development of others.
Bz ) Being able and prepared to adopt a number of ways to gain support
and strategic ; ! .

. . and influence diverse parties.

influencing

Collaborative
working

Being committed to working and engaging constructively with internal
and external stakeholders.

NHS Leadership academy

http://www.leadershipacademy.nhs.uk

Aims to deliver outstanding leadership, at all levels and across
all health professions in the NHS

Faculty of General DentalPractice (UK)

http://www.fgdp.org.uk/courses/dentists/certifi-
cateindentalhealthservicesandleadership.ashx

Aims to provide those involved in the provision of dental care
with a range of educational experiences that will advance
their knowledge and competence in the operational and
strategic management of dental services

Faculty of Medical Leadershipand Management

http://www.fmim.ac.uk/

Aims to promote the advancement of medical leadership,
management and quality improvement at all stages of the
medical career for the benefit of patients

King's Fund leadershipdevelopment

http://www.kingsfund.org.uk/leadership/

Aims to develop leadership for individuals working in the new
health and social care environment

NHS North West LeadershipAcademy

http://www.nwacademy.nhs.uk/

Aims to develop new world leaders for health care

NHS leadership programme

http://www.come2life.nhs.uk/

Aims to introduce standards, policies, incentives and a culture
for improving and inspiring leadership in the NHS
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practice environment. Surgeries are not
easily shared and the one-to-one relation-
ship between dentist and patient means
it is difficult to observe other clinicians?®
and providing clinical leadership at a sys-
tems level is quite different from leading
a practice team. If the model for medi-
cine is adopted, the GDPs that will form
part of the LPN will need to be given sup-
port and encouragement to look beyond
their practice population in order to drive
local commissioning.

In conclusion, the reorganisation of
the NHS aims to provide a clinically-led,
patient-based and outcomes-focused ser-
vice. The establishment of dental LPNs as
part of this change provides the profession
with a hitherto undreamt of opportunity
to have a very significant influence on
how the NHS dental healthcare system is
organised and delivered. To enable clini-
cians to make a success of this challenge
they need appropriate support and training
to develop their leaderships skills (Table 2).
This evolving situation requires on-going
academic support to develop an evidence
base for the assessment and development
of leadership skills and for the evaluation
of the impact of clinical-leadership in the
dental context.
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