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ABSTRACT

Background: Leaders who have the capability to

deliver service improvement in healthcare are much

sought after at this time of structural change. This

paper describes a leadership programme trialled in

the UK in the medical specialty of general practice,

which gave participants the opportunity to learn

about the principles of leadership in healthcare, and

approaches to service improvement. In their own
practices, participants used the skills and knowledge

that they had gained from the programme to iden-

tify, implement and evaluate a change in healthcare

service provision.

Method: A total of 13 general practitioners and one

practice business manager participated in the one-

year programme, supported by a faculty team of

three. Participants and faculty met as a learning set
for one day a week over three terms, first to focus on

the knowledge and skills needed to lead change,

secondly to support the projects as they developed,

and thirdly to review and evaluate them.

Results: The outcomes of the programme were

evaluated using a number of data sources, including

the Medical Leadership Competency Framework (a

self-assessment rating scale). Participants completed

the scale at the start and end of the programme.
Statistical analysis (Wilcoxon signed-rank test) of

the scores demonstrated statistical significance across

60 (75%) of the 80 items. Further data about the

impact of the programme on their personal and

professional development arose from their service

improvement project reports and reflective ac-

counts of the programme.

Conclusions: The Practice Leaders Programme (PLP)
was found to be effective in developing competent
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Introduction

In the modernisation and development of complex

organisations, a process which seeks to streamline

services in order to maximise benefit against cost,

leadership has become a core component in affecting

change. Approaches are varied, but tend to draw on
principles first used in manufacturing to develop more

efficient production systems. Automotive industries

in general, and the car manufacturer Toyota in par-

ticular, were notable for an emphasis on ‘lean’ ap-

proaches to speeding up production processes, reducing

waste and improving quality (Liker, 2004). In recent

years these principles have been applied to healthcare,

and a sizeable body of literature has grown around the
practice of delivering the change necessary for im-

provements in care (Berwick, 1996), and the resources

available to assist are manifold (see, for instance, the

NHS Institute for Innovation and Improvement, and

the Institute for Healthcare Improvement in the USA).

Although there has been considerable activity across

the NHS in the UK, it should be noted that the primary

care sector remains less well resourced with leadership
programmes than other sectors, and it would seem

that the independent contractor status of general

practitioners might present challenges that are not

found elsewhere.

In the UK, Lord Darzi identified the future shape of

healthcare services for the NHS and the changes needed

to achieve this vision (Darzi, 2008). His challenge

to the NHS has been to develop a ‘stronger role for
clinical leadership and management’ (Darzi, 2008,

p. 48) which is effective in delivering service improve-

ments for patients, requiring ‘a new obligation to step

up, work with other leaders, both clinical and mana-

gerial, and change the system where it would benefit

patients’ (Darzi, 2008, p. 60). This has prompted the

development of a range of educational programmes,

among other approaches. ‘Leadership’ is now firmly
established as a theme in the early years of postgradu-

ate clinical training, as well as being identified in core

clinical competencies across specialties.

Although educational programmes that emphasise

the development of leadership skills proliferate, Darzi

(2008, p. 66) notes that their scope and standard can

be variable. Few appear to make the link to the

practical delivery of service improvement, and as

McAlearney and Butler (2008) have noted, linking

such initiatives to measurable improvements in qual-

ity and efficiency is rare. It was against this background

that the Primary Care Taskforce of NHS Education

South Central (NESC) identified that a leadership

development programme in service improvement

for general practitioners was a priority in order to
respond to Lord Darzi’s report, and funding was set

aside to design and deliver a programme. The aim of

the Practice Leaders Programme (PLP) was to enable

service improvement in general practice supported by

an educational programme. The resulting programme

commenced in October 2008 in two pilot locations,

Milton Keynes and Portsmouth. The aims and objec-

tives of the programme were shared across both
locations, and both drew on the NHS Leadership

Competency Framework as the overarching model

of leadership. On the ground, however, each imple-

mented service improvement and leadership develop-

ment in different ways, especially in terms of the

learning set organisation. This article describes the

design, process and outcomes of the Portsmouth

programme.
The Portsmouth programme was established with

three core aims:

1 to engage general practitioners in the programme
2 to develop the leadership competencies of partici-

pants

3 to support each participant in delivering a service

improvement project.

The objectives of the programme were to facilitate

demonstrable benefits of participation to the prac-

tices, patients and participants by means of the service

improvement projects. It was intended that projects

would demonstrate the participants’ capabilities as

leaders-in-action, and would provide evidence of

engagement with patients and staff in improving an

aspect of practice care. By taking this approach, faculty
intended to address the issue noted by McAlearney,

and go some way towards providing evidence that an

educational programme can have an effect on service

delivery. On a more individual level, it was hoped that

the programme would also enhance the skills and

knowledge of the participants and provide them

with insight into their learning.

and capable improvement leaders in NHS general

practice. It supported the participants in developing

new skills and confidence to make changes to

healthcare services, and also provided insight into

their learning and interaction with other practice
team members.

Keywords: leadership, primary healthcare, quality,

service improvement
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Method

The programme was designed by the first and fourth

authors (RM and AW), and was delivered together

with another faculty colleague (MD), also an author.
Portsmouth was selected as the location because it is

the area with the highest deprivation scores in the

south of the NHS Education South Central area, and

practices in the area were invited to participate.

Applications to take part in the programme were

made to NESC and were reviewed by the Programme

Director. Potential practices were identified on a ‘first

come, first served’ basis, but were required to confirm
their commitment to the programme aims and re-

quirements. It was important to gain this undertaking

as an organisation and from the whole practice team,

as without it conducting a service improvement pro-

ject would be difficult. The practices received the

funded services of a newly qualified GP for 2 days a

week over the period of the scheme. The newly

qualified, vocationally trained GPs worked in two
practices throughout the scheme (4 days in total).

These GPs allowed established GPs back-filled time to

access the bespoke programme of education, which

they attended together. The newly qualified GPs were

on a 37½-hour week contract, which set out clear

terms for hours of work, number of patients to be seen,

visits, and so on, and also identified protected time to

work on a project. The participants themselves were
required to sign a ‘Learning Agreement.’

The education programme consisted of three terms

of eight weeks each, and ran from October 2008 until

June 2009. The sessions were developed using the

principles of adult learning (Knowles, 1984), and

were designed to maximise the participants’ experi-

ence, readiness to learn, orientation to learning and

motivation.
Term 1 consisted of faculty-led sessions which focused

on exploring the principles of leadership and those

underpinning service improvement and re-design.

Topics included ‘lean’ approaches to service re-design,

leading change, systems thinking, patient involvement

and the psychology of interaction and communi-

cation. The aim was to give each participant what

faculty considered to be a sufficient theoretical under-
standing of both service improvement and change

management to allow them to identify and design a

project. These sessions provided the basis for the

participants to build rapport as a group and to begin

to plan their service improvement projects collab-

oratively. This term was also significant in dispelling

anxiety about what the programme required.

Term 2 saw each participant commence their own
service improvement project supported by facilitated

‘action learning’ sets. The method of action learning is

long established (Revans, 1998), and has been used to

great effect. It has been argued that action learning is

the most appropriate method for developing leader-

ship qualities (Peters and Smith, 1998). The partici-

pants worked together in small groups or ‘sets’ and,

with the support of colleagues and faculty, they

‘learned by doing’ and questioning each other in order
to uncover new insights. Progress occurred as the

participants committed to actions which they dis-

cussed at the next session.

Term 3 was devoted to the completion of projects,

writing them up and their presentation to the team. In

addition, time was set aside for reflection on and

review of the programme as a whole.

The evaluation of the programme took a mixed-
methods approach to data collection, specifically pre-

post data sampling and longitudinal data collection

for the full cycle of the programme. All of the partici-

pants were involved in the data collection in some way.

The sources of the data were as follows:

. focus groups: with participants

. session evaluation forms: from each session

. Medical Leadership Competency Framework self-

rating: pre/post
. service improvement projects: from participants
. reflective accounts: from participants
. other documentary evidence (e.g. programme

handbooks, presentations, programme documen-

tation and correspondence).

The data sources that were used to provide the
evaluative evidence for the aims and objectives of the

project were varied, but were intended to generate

detailed evidence for the chosen approach to imple-

menting the programme in Portsmouth. An inter-

pretive approach to data analysis was taken, which

sought to identify common themes across data sources

and provide a context for the findings. Statistical analysis

was undertaken on the competency rating scales.

Patient confidentiality

As a condition of the programme, the participants

undertook not to submit any data that would make

patients identifiable in their reports or feedback.

Results

A total of 14 participants (7 male and 7 female; 8 mid-

career GPs, 5 newly qualified GPs and one practice

business manager) completed the programme. Head-

line evaluation findings were as follows:

. the successful completion of service improvement

projects by all participants
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. improved self-perception of leadership compe-

tence by participants
. increased self-confidence in taking on leadership

responsibilities and undertaking service improve-

ment.

In addition to receiving the benefit of an additional
doctor to see patients in each practice and therefore

contribute to the service capacity of those practices,

each participant completed a service improvement

project. In total, 12 of the 14 projects led directly to

service improvement in patient care. The other two

projects were close to achieving this goal, but had not

reached an operational stage at the close of the

programme.
Table 1 lists the areas covered in the projects.

The quotes below are taken from the reports written

by the participants, and illustrate the impact of the

programme on their practices, as the effects of the

projects are cascaded:

The patients got the phlebotomy service they wanted. It is

heavily utilised. The service has had an enabling effect on

other service re-design. Our diabetes service is now being

re-designed to focus on care planning. We have broadened

the skills of our staff and the patient is now seen by the

healthcare professional with the skills and knowledge

matched to the tasks required, whilst more qualified staff

are dealing with the more medically complex part of the

service. The clinicians love the immediacy of a blood

taking service in-house.

Our service improvement project involved researching

patients’ preferred method of communication of X-ray

results to them. A patient questionnaire proved that patients

wanted results sent to them in writing. Repeat question-

naire after we had initiated this change showed a higher

level of satisfaction with the overall X-ray service we

offered and particularly higher satisfaction with the com-

munication. In practice we were concerned that not every

partner would continue to write to each patient with their

result. However, there has been such a clear response in

favour from patients and staff, that staff now insist that all

X-ray and ECG results are communicated in writing to the

patients because the patients prefer it, and they are con-

vinced it saves administration time. The secretaries take so

little time to slightly adjust the standard template letters

that there is almost no expense in secretarial time, we

think all practices should adopt this.

My service improvement project has benefited patients

and the practice as follows. Patients now have a better

understanding of what chronic kidney disease is. They are

aware of the importance of keeping blood pressure well

controlled. They are aware of how changes in their lifestyle

can benefit their health. They understand the importance

of attending for an annual review in the surgery to

monitor their condition. There is increased awareness

and understanding of chronic kidney disease amongst the

surgery. The nurses have had learning needs addressed

and are now competent in testing urine and able to offer

simple advice as regards lifestyle changes to patients with

chronic kidney disease.

The participants rated themselves before and after the

programme using the Medical Leadership Competency

Framework. This contains 80 items grouped under

five domains. Respondents score themselves on a 5-

point Likert scale. Statistical analysis of pre–post

competency self-rating scores was performed using

the Wilcoxon signed rank test. This test ranks the
differences between the scores before and after the

programme. The test demonstrated statistical signifi-

cance across 60 (75%) of the 80 items. Scores were

significantly lower (improved) after the course, indi-

cating that participants’ perceptions of their abilities

in these areas had improved, generally from 3 (‘I need

to improve this’) to 2 (‘I do this satisfactorily’) or 1 (‘I

do this well’). Of these 60 scores, 33 demonstrated
significance at the P > 0.01 level (i.e. they were highly

statistically significant). These results are presented in

Table 2.

All of the participants reported that they lacked

experience in service improvement on beginning the

programme, and that they were anxious about under-

taking a project. Specifically, the newly qualified general

Table 1 Topic areas chosen by the
participants for their service improvement
projects (further information about the
projects can be obtained from the
primary author)

Asthma care 2

Repeat prescribing 2

X-ray referral and result management 2

Telephone access 1

Introduction of a phlebotomy service 1

Introduction of a system of post

hospital admission medication review

1

Access to healthcare 1

A scheme to improve patient

understanding of chronic kidney
disease

1

A scheme to improve patient

understanding of HBA1c (diabetes-

related) blood testing and its
management

1

A review of referral letter

administration

1

A review of the assessment and referral

of patients who have transient

ischaemic attacks

1
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Table 2 The Medical Leadership Competency Framework showing participants’ pre/post
test scores analysed statistically using the Wilcoxon signed rank test

Domain Sub-domains Questions Z-value Significance

(P-value)

Demonstrating

personal qualities

Developing

self-awareness

I can recognise and articulate my values

and principles, appreciating how these

may differ from those of other

individuals and groups

–2.12 < 0.01*

I can identify my own strengths,
limitations and the impact of my

behaviour

–1.34 > 0.05

I am able to identify my emotions and

prejudices and know how these can

affect my judgement and behaviour

1.13 > 0.05

I obtain, value and act on feedback

from a variety of sources

–2.12 < 0.01*

Self-management I manage the impact of my emotions

on my behaviour and actions

–1.89 < 0.05*

I am reliable in meeting my

responsibilities and commitments to

consistently high standards

–0.58 > 0.05

I ensure that my plans and actions are

flexible and take into account the needs,

requirements and work patterns of

others

–1.41 > 0.05

I plan my workload and activities to

fulfil work requirements and

commitments, with regard to my own

personal health

–2.00 < 0.05*

Self-

development

I actively seek opportunities and

challenges for personal learning and

development

–1.90 < 0.05*

I am honest about mistakes and am able

to treat them as learning opportunities

–1.41 > 0.05

I participate in continuing professional

development

–2.00 < 0.05*

I am able to change my behaviour in the

light of feedback and reflection

–0.45 > 0.05

Acting with

integrity

I uphold personal and professional

ethics and values, taking into account

the values of the organisation, and the

culture and beliefs of individuals

–2.12 < 0.05*

I communicate openly, honestly and

inclusively

–1.67 < 0.05*

I act as a positive role model in all

aspects of communication

–1.27 > 0.05

I take appropriate action where ethics

and values are compromised

–0.33 > 0.05

Working with

others

Developing

networks

I identify opportunities where working

with others can bring added benefits

–2.26 < 0.01*
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Table 2 Continued

Domain Sub-domains Questions Z-value Significance

(P-value)

I create opportunities to bring different

individuals and groups together to

achieve goals

–2.16 < 0.05*

I promote the sharing of information

and resources

–1.27 > 0.05

I actively seek the views of others –1.27 > 0.05

Building and

maintaining

relationships

I listen to others –0.38 > 0.05

I empathise and take into account the

needs and feelings of others

0.00 > 0.05
I communicate effectively with
individuals and groups

–1.73 < 0.05*I gain and maintain the trust and

support of colleagues
–1.00 > 0.05

Encouraging

contribution

I provide encouragement and

opportunity for people to engage in

decision making

–1.41 > 0.05

I respect, value and acknowledge the
roles, contributions and expertise of

others

–0.58 > 0.05

I employ strategies to manage conflicts

of interest and differences of opinion

–2.46 < 0.01*

I keep the focus of contribution on

delivering and improving services to

patients

–2.71 < 0.001**

Working

effectively within

teams

I have a clear sense of my role,

responsibilities and purpose within the

team

–2.06 < 0.05*

I adopt a team approach, acknowledging

and appreciating efforts, contributions
and compromises

–2.41 < 0.01*

I recognise the common purpose of the

team and respect team decisions

–1.89 < 0.05*

I am willing to lead a team, involving the

right people at the right time

–3.05 < 0.001**

Managing

services

Planning I support plans for clinical services that

are part of the strategy for the wider

healthcare system

–1.63 > 0.05

I gather feedback from colleagues,

patients and their representatives to

inform the development of plans

–2.41 < 0.01*

I contribute expertise to the planning

process

–2.55 < 0.01*

I appraise options in terms of benefits

and risks

–1.61 > 0.05
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Table 2 Continued

Managing

resources

I accurately identify the appropriate type

and level of resources required to deliver

safe and effective services

–2.12 < 0.05*

I ensure that services are delivered
within allocated resources

–2.12 < 0.05*

I minimise waste –2.12 < 0.05*

I take action where resources are not

being utilised efficiently and effectively

–2.65 < 0.01*

Managing people I provide guidance and direction for

others and use the skills of team

members effectively

–2.64 < 0.01*

I review performance of the team

members to ensure that planned service

outcomes are met

–2.46 < 0.01*

I support team members to develop
their roles and responsibilities

–2.27 < 0.01*

I support others to provide good patient

care and better services

–2.65 < 0.01*

Managing
performance

I analyse information about
performance from a range of sources

–2.75 < 0.01*

I take action to improve performance

and reputation
–1.98 < 0.05*

I take responsibility for tackling difficult

issues

–1.73 < 0.05*

I build learning from experience into

future plans

–1.73 < 0.05*

Improving

services

Ensuring patient

safety

I identify and quantify risk to patients

using information from a range of

sources

–1.94 < 0.05*

I use evidence to identify options –2.12 < 0.05*
I use systematic ways of assessing and

minimising risk

–2.23 < 0.05*

I monitor the effects and outcomes of

change

–2.31 < 0.01*

Critically

evaluating

I obtain and act on patient, carer and

service user feedback and experiences

–2.53 < 0.01*

I assess and analyse processes using up-

to-date improvement methodologies

–2.89 < 0.01*

I identify healthcare improvements and

create solutions through collaborative

working

–2.88 < 0.01*

I appraise options, planning and taking
action to implement and evaluate

improvements

–3.21 < 0.001**

Encouraging
innovation

I question the status quo –1.67 < 0.05*
I act as a positive role model for

innovation

–2.06 < 0.05*
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Table 2 Continued

Domain Sub-domains Questions Z-value Significance

(P-value)

I encourage dialogue and debate with a

wide range of people

–2.26 < 0.01*

I develop creative solutions to transform

services and care

–1.51 > 0.05

Facilitating

transformation

I model the change expected –2.59 < 0.01*

I articulate the need for change and its

impact on people

–2.65 < 0.01*

I promote changes leading to systems re-

design –2.43 < 0.01*

I energise and focus a group to
accomplish change together

–2.56 < 0.01*

Setting direction Identifying the

contexts for
change

I demonstrate awareness of the political,

organisational and professional
environment

–1.19 > 0.05

I understand and interpret relevant

legislation and accountability

frameworks

–1.93 < 0.05*

I look to the future by scanning for

ideas, best practice and emerging trends

that will shape the system

–2.33 < 0.01*

I develop and communicate aspirations –2.05 < 0.05*

Applying

knowledge and

evidence

I use appropriate methods to gather data

and information

–1.63 > 0.05

I undertake analysis against an evidence-

based criteria set

–2.12 < 0.05*

I use information to challenge existing

practices and processes
–1.89 < 0.05*

I influence others towards innovation

and change

–2.31 < 0.01*

Making decisions I participate in and contribute to

organisational decision-making processes

–1.81 < 0.05*

I act in a manner consistent with the

values and priorities of my organisation

and profession

–2.24 < 0.01*

I educate and inform key people who

influence and make decisions

–2.57 < 0.001*

I contribute a clinical perspective to
organisation and system decisions

–2.71 < 0.001*

Evaluating impact I test and evaluate new service options –3.21 < 0.001**

I standardise and promote new
approaches

–2.97 < 0.001**

I overcome barriers to implementation –2.00 < 0.05*

I formally and informally disseminate

good practice

–2.06 < 0.01*

* Statistically significant at the level P<0.05. ** Highly statistically significant at the P<0.001 level.
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practitioners said that service improvement had not

been included in their vocational training, and none of

the mid-career general practitioners (including the

practice business manager) had received any formal

training in service improvement. For the participants,

the service improvement projects were the most valued
part of the programme, as these provided a focus for

their learning and development. Completing the pro-

jects made the link between ‘learning about’ and

‘doing in practice’, giving them a tangible sense of

achievement.

The participants provided more detail about how

they had changed and developed in their reflective

accounts and in the focus groups. These data sources
provide further evidence and context to the Medical

Leadership Competency Framework scores. For some,

completing the programme led them to re-evaluate

where they had started from and to realise how far they

had moved, especially in terms of their understanding

of leadership and service improvement. The main

insights concerned the following:

. recognising the importance of ‘bringing people

along with you’ in making change
. appreciating the subtleties of communication and

different approaches to communication
. gaining a better understanding of teamworking

and individual contributions to a team
. improved self-awareness
. a more flexible and open view of leadership
. a change in thinking from reactive to proactive
. a commitment to involving patients in change
. an improved confidence in their own abilities (for

newly qualified general practitioners this was in
their clinical practice as well as in service improve-

ment).

The driver for completing the service improvement

projects was the interrelationship between the first 8
weeks of the programme, which were seen to provide

the knowledge and ‘theory’ to enable them to under-

take change, and the learning sets in term 2, which

provided the small group learning environment neces-

sary to ‘hot-house’ the developing projects.

The first term was thought to provide the building

blocks for the service improvement projects, namely

the ‘core knowledge’, insight into leadership thinking,
and the development of the group as focused and task

oriented. The format of the sessions (a presentation

followed by small group work development of the

presentation topic) was seen to make the learning

more ‘real’, interactive’ and ‘adult.’ The ‘tools’ that

were covered in the first term (such as systems think-

ing and ‘lean’ methods) were eye-opening for partici-

pants and gave them new ways to consider their
practice and services.

The action learning sets in term 2 then provided a

forum that allowed the projects to move forward and

develop. The shared motivation of the group to

support each other through the process provided the

stimulus to think and act. Projects were seen to have

their ups and downs, and the action learning sets were

the forum to which problems were taken and were

then worked on together in order to find ‘eureka’
moments (e.g. ‘How do I engage partners?’, ‘How do I

evaluate change?’). Faculty was viewed positively (‘a

strong team’), with each member being seen to con-

tribute in their own area of strength and expertise as

the programme moved through the terms. The quotes

from the reflective accounts given below demonstrate

the impact of the programme on individuals:

I have never had any training in managing change and

leadership, and on reflection this is a valuable course that I

have been fortunate enough to be able to undertake. It has

played a large part in my continuing professional devel-

opment and in an area that I had not considered so deeply

before.

Through these last few months I have learned how to deal

with the ups of starting the project and starting to see real

change, to dealing with the frustrations of a project not

progressing fast enough. This relates to resistance to change,

but this has been overcome by a second word that I have

found enlightening, ‘EMPOWERMENT.’ Having faith in

the staff you empower has been very rewarding, especially

with the receptionist who has taken it upon herself to train

other staff.

The changes that I’ve ever made in the surgery are all ones

that have had to be done rather than need to be done,

because they’ve been pushed either by the latest NHS

change or by a situation that’s occurred within the

practice that’s outside of your control and you’ve got to

react to it. Whereas this is the first time, really, we’ve had

time to look at processes and actually make a change that

you want to make. And I think that’s been a big difference.

So, having that time’s been great. Also, the focus is going

more on patients and improvements for patients and

that’s been a huge drive because, despite what you were

saying about it maybe not being what the practice wants,

it’s actually often not what the patients want.

To me doing the project is like a passport to experiment to

acquire the necessary leadership skills. I think the under-

lying principle about leadership is that you get yourself

engaged in being part of the process and I think it’s like a

journey, to me, really. By going through this project I can

learn from my mistakes; I can prepare myself for the next

meeting, the next step of the process.

Discussion

The Practice Leaders Programme described here has

demonstrated the power of an approach that marries

the impetus and focus of each participant to engage

with and own a service improvement project. With

faculty support providing core knowledge of service
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improvement methods, improvement in patient care

at practice level can be brought about. The linking of

such initiatives to measurable improvements in quality

and efficiency is rare (McAlearney and Butler, 2008),

and is a demonstrable strength of this programme.

The evidence provided shows both measured im-
provement in the leadership competencies of partici-

pants, and the application of their leadership abilities

to practice through the delivery of service improve-

ment projects. The achievements of our participants

have been made possible by an approach envisaged by

Darzi (2008, p. 61), which sees change as a collective

undertaking with the patient at the centre, supported

by vision, method and expectations. Thus the partici-
pants have not only learned about the theory of

leadership and change, but they can also apply their

competencies in the workplace and show themselves

to be capable leaders of improvement, bringing meas-

urable changes for patients.

The need to develop such ‘ordinary leaders of

improvement’ has been identified as a key factor in

healthcare in order to sustain successful continuous
improvement, improvement which cannot rely simply

on the efforts of those in formal positions of leadership

(Ovretveit, 2005; Darzi, 2008). As Baeza et al (2008)

have observed, the presence or absence of change

leaders at several levels throughout an organisation

is a necessary pre-condition for the progress or other-

wise of service improvement. This need is all the more

relevant in the UK, given the Government’s recent
publication Improving Quality in Primary Care (De-

partment of Health, 2009), which shifts attention to

the primary care sector for evidence that it is leading

improvement, and linking this initiative to World

Class Commissioning competencies.

It is interesting to reflect on the similarities and

differences that the present programme may share

with other NHS primary care leadership programmes.
It seems that for general practitioners, the Practice

Leaders Programme stands alone. The only other similar

programme identified in the literature was the Royal

College of Nursing Primary Care Leadership Programme

(Hayes, 2002). This, too, brought together communi-

cation skills, influencing, service planning and action

learning; but no service improvement projects were

undertaken. The Royal College of Nursing has recently
launched a ‘Leading for Quality Care’ development

programme that is available to health and social care

practitioners from all health sectors, including pri-

mary care. This programme has evolved out of the

comprehensively evaluated and long established RCN

Clinical Leadership Development Programme based

in acute hospital trusts (Cunningham and Kitson,

2000a,b). The latest programme shows a remarkable
degree of convergence with the design of the Practice

Leaders Programme, which suggests that consensus is

being reached on an efficient and effective approach to

leadership development. Notably, the Royal College of

Nursing has pared its programme down from its

original 18 months’ duration to 9 months, and now

requires the completion of a service improvement

project by each participant (Royal College of Nursing,

2009).
The main concern about the future of the Practice

Leaders Programme is whether it will be possible to

sustain a level of engagement with prospective par-

ticipants given that the funding that was enjoyed this

cycle, to enable backfill for the mid-career participants, is

unlikely to be repeated. This aspect of the programme

was a significant incentive to engage the participation

of practice teams. The hope is that the otherwise
modest costs of the programme and the evidence of

its effectiveness will find support from one or more

primary care trusts to help to promote the initiative

and sustain it. However, for now it is pleasing to have

designed a programme that has transformed its par-

ticipants into competent and capable improvement

leaders for NHS general practice.
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