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Session aim 

 
 

 

• To describe leadership behaviour in groups of Commissioners.  

 

• Explain how decisions are made by leaders. 

 

• Define why this is relevant to culture and safety outcomes.  

 

 



e.g. 182 Coal dust  

DIY  

Construction   

Agriculture  

Roads  

MRSA   

Asbestos 

UK Mortality Rates 

38 

 

72 

 

39 

 

1,760 (2012) 

 

467 

 

4291 (2011)  

 

 

 

 



‘Why is Commissioner’s behaviour important?’  



Why does behaviour matter? (Challenger 1986) 
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Challenger Video 



Leadership & culture (group think)  

• The Rogers Commission found NASA's organisational culture and behaviour  
influenced decision-making processes that contributing to the accident. 

 

• NASA managers had known contractor Morton Thiokol's design of the rocket 
booster contained a potentially catastrophic flaw in the O-rings since 1977, 
but failed to address it properly. 

 

• NASA disregarded warnings from engineers about the dangers of launching 
posed by the low temperatures and had failed to adequately report these 
technical concerns to their superiors. 

 

• The group decided to override external influences as the cohesion was so 
strong.    

 



• The organisational causes of this accident are rooted in the space 
shuttle program’s history and culture.  

 

• Cultural traits and organisational practices detrimental to safety 
were allowed to develop, including:  

 

• Reliance on past success as a substitute for sound engineering.  

 

• Organisational barriers that prevented effective communication of 
critical safety information, stifled professional differences of 
opinion. 

 

 



 
    



  

 
 

 
 
   

 

• ‘If the NHS were an airline 'planes would fall out of the sky all the time' 
 
• Chances of being involved in airline incident 1-15,000,000 
 
• NPSA estimate risk of harm in the NHS 1-10  



NHS leadership research  

• Executives understood what type of leadership style was appropriate and 
included:- 

 

• Being honest, inclusive, supportive and showing integrity. 

• Saw themselves as transformational. 

• Providing clear accountability and lines of control to ensure staff where 
effectively educated and engaged. 

• The style would need adapting dependant on the situation they were in.  

• DoH and Commissioners set the tone for the Trust. 

• Transactional and autocratic leadership was often required in the achievement 
of targets.  



Transactional Management Style 

• Directive style may be used in a medical emergency. ‘I don’t mind being 
shouted at in a cardiac arrest situation.’  

• The style of the DoH cascaded down the line ‘if there is a failure in targets 
there is a kicking all the way down the line, that creates the behaviour.’  

• Dictatorial bullying was the most inappropriate style; most Executives had 
seen or been a victim of bullying in the past. 

• Working to a autocratic Manager was described as being ‘absolutely 
horrendous.’  

• Increase in safety incidents was described as ‘Commissioner would be very 
aggressive about us intervening and stopping this problem’ however,  this 
causes a safety paradox. Increased reporting means an improved safety 
culture. 

 



Outcome of research   

• Executives defined the strategic vision for Q&S with clear values.  
   
• The leadership programme was evaluated to ensure the strategy was 

effective in changing the behaviour of leaders within the organisation. 
 
• A cultural survey tool was used to evaluate the current climate within the 

organisation. 
 
• Governance had a higher profile and lessons learnt through triangulation of 

data between claims, complaints, incidents and OH referrals.  
 
• A staff engagement strategy was implemented to get better clinical 

engagement in decision making.  
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Morecambe Bay  

• The maternity unit had been "dysfunctional" with "substandard care" 
provided by staff "deficient in skills and knowledge" 

• Working relationships between doctors and midwives had been extremely 
poor, with midwives referring to themselves as "the musketeers" as they 
pursued normal childbirth "at any cost" 

• There had been "significant organisational failure" on the part of the Care 
Quality Commission. 

• The Department of Health had been reliant on misleadingly optimistic 
assessments from regulators. 

 



 In considering the DoH as a cultural leader, the evidence before the Inquiry does 
not justify a conclusion that there is in fact a culture within the DoH which could 
properly be described as one of bullying. 

  

 What the evidence does establish is that well-intentioned decisions & directives 
emanating from the DoH have either been interpreted further down the 
hierarchy as bullying, or resulted in them being applied locally in an oppressive 
manner. 

 

Francis Report  



Process of research 

Q&S Outcome of 
Research  

Staff 
Questionnaire  

Commissioner 
Forum  

 

Risk Analysis  



Process of Workshop  

• The groups worked for 50 minutes on 5 scenarios based on Mid Staffs 
including:- Finance, Clinical Effectiveness, Culture, Complaints, Targets.   

• They were advised the information was from a Provider of Healthcare, & 
asked to define the risks as a Commissioner.    

• At the end of the session we discussed the answers given. 

• The findings of the research were published in the British Journal of 
Healthcare Management (Aug 2015).  
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Commissioners research   

 

 

 
 
 

 
 

  

 

 
 

 
 

 
 

 
 

 
 
 

 

 
 

 

 
 

 

 

 
 

 

  



Verbal coding scheme 

Table 2. Verbal coding scheme 

  Behaviour type Definition of characteristic shown Examples from commissioners 

1 Assertive is closely aligned to 

transactional management theory 

Clear on what is required takes control of the situation. 

Self-defending own position 

a. ‘Exactly’  

2 Delegating transformational  

leadership style 

Giving others support/direction in a  friendly open 

manner 

a. ‘I know what you are saying but we don’t  want to jump to 

controls’  

3 Agreeing with others in  a 

transformational style 

Supporting others/sees others as  adding value a. ‘Again it’s about what you said doing a proper impact 

assessment’ 

4 Passive management by exception No clear direction provided to others or self a. ‘Just thinking about reasons why’ 

5 Negative closely aligned to 

transactional management 

Does not clearly listen to others, corrects others, is not 

open to others’ views, talks over others, disagrees with 

others, providing negative feedback 

a. ‘No, no, it’s not clear’  

6 Aggressive style aligned with 

transactional leadership 

Disagrees strongly with others, shows negative 

behaviour towards others in the group, defends own 

view aggressively 

a. ‘That’s the point I want to make’  

b. ‘Read that again’ 

7 Open closely aligned  

with transformational management 

Willing to change view/seeks further information from 

others/clarifying, questioning, asking the group for 

approval 

a. ‘So one of the risks is not having the information to make 

the right decision’  

8 Positive vision showing 

transformational leadership 

Shows a vision for the future seeks change/ rewards 

others in group by providing positive feedback 

a. ‘Yes the safe decision’  

b. ‘Yes that’s right’ 



Frequency verbal-non verbal coding  
Numbers of verbal responses evidenced. Non verbal communication.  

Assertive cle ar  on w hat  i s  re quire d t ak e s  cont rol .  n6=30  n8=31  n9=26   

Total n=172 

Example 6. Authoritative palms down on table. n2=11  n6=2 n8=4 n9=10 Total n=33 

Delegating giv ing  ot he rs  support /d i re c t ion  n1=4  n2=1 n4=3  n6=4  Total n=13 Example 7. Moved paper on table. n8=14 n9=8 Total n=33. 

Agreeing (3) suppo rt ing ot he rs /se e s  ot he rs  a s  add ing v al ue . n1=10 n4=3 n6=4 Total 

n=19.   

Example 1. Head nodding agreeing. n6=12 n7=15 n8=20 n9=20 Total n=84. 

Passive no c le a r  d i re c t ion  pro vide d t o  ot he rs  or  se l f  n2=7  n6=11  n8=9   n9= 7 Total 

n=51 

  

Example 3. Hand supporting chin. n4=8 n5=7 n6=4 n7=7 n9=15 Total n=60 Example 

10 runs hands through hair n7=4 n8=5 n9=3 Total n=22. Example 2 Hand placed on 

mouth n4=14 n5=8 n8=21 n9=12 Total n=71.  

Negative doe sn’ t  c le ar ly  l i s t e n  t o  ot he rs ,  c o r re c t s  ot he rs  i s  not  ope n t o  ot he rs  

v ie w s,  t a lk s  ove r  ot he rs ,  d i sagre e s  w it h  ot he rs .  n5=4 n9=7  Total n=19 

  

Example 11. Crossing arms. n7=8 n9=3 Total n=21. Example 9 Scratching nose ears 

pushing glasses back. n8=5 n9=8 Total n=25. 

Aggressive disagre e s  s t rongly  w it h  ot he rs ,  show s  ne gat ive  be haviour  t ow ards  

ot he rs  in  t he  group,  de fe nds  ow n v ie w  aggre ss ive ly  n8=4   n9=3 Total n=16. 

Example 4. Hand chopping the air n6=14 n8=7 n9=8 Total n=50. 

Open wi l l i ng  t o  c han ge  v ie w ,  seek s  fur t he r  in f orm at io n f r om  

ot he rs/c lar i fy ing,  que st ion ing,  ask in g  t he  grou p f or  ap prov al  n1=11 n8=30   

n9=11 Total n=94. 

Example 8. Open palms n8=14  Total n=31. 



Questionnaire results  

• 10 distinct themes of leaders behaviour include:- 

 

 

 

 

 

• Leaders who focused the team’s efforts in a transformational style; show good 
behavioural traits to the staff who work for them.  

• Leaders who support their staff, spend time coaching and developing team 
member skills. Results in better performance.  

• Good behavioural traits correlate with transformational leadership style.  

• Leaders with vision show a clear line of sight between the individual and job role. 

• Staff think positively about the leader if they are transformational.  

Clear on vision Individual 
perception 

Conflict 
management 

Behaves well as 
leader 

Supportive 
behaviour 

Performance 
management 

Team think 
positively of 
leader 

Team beliefs Target & 
decision 
making 

Focus on 
positive 
outcomes 



Results of research  

• Transactional actions (53.49%) - transformational (33.07%).  

• The most dominant/assertive 3 in the group developed allies quickly, by 
being most open and agreed with individuals more frequently.  

• The most active displayed the highest number of transactional actions in 
the scenario.  

• Transactional behaviour type predominates within the boardroom, with 
the majority of the commissioners’ actions in line with this.  

• Commissioning group meetings could be dominated by a few individuals, 
who may impose their own views on the agenda. 

• While this evidence may indicate the type of leadership behaviour in a 
group of commissioners, it may not mirror a much larger social system 
(Bales, 1950). 



Commissioners view of risks  

• Commissioners felt they had little control over risks as providers frequently 
blocked information and avoided passing data relating to risks to them.  

• Commissioners felt they had a close working relationship with the providers, 
others had a more autocratic and punitive approach.  

• “Professional drift” was a term used when staff didn’t follow procedures,  
their was reluctance to challenge providers at times.  

• Commissioners had the power to put in place contract sanctions, when 
providers did not ‘toe the line’   

• Commissioners may be severely criticised and face additional scrutiny if they 
raised concerns too early, which were not later substantiated.  

• Commissioners, regulators, policy makers and politicians recognise that 
process management and reliability in health care requires long-term 
mainstream investment rather than individual short-term initiatives alone.  

 



Recommendations 

• Commissioners leadership behaviour in groups requires measurement. 

• Encouragement of the concept of a critical friend is required to question 
leaders in meetings. 

• Develop general techniques to determine risk tolerance, flow charts for 
action to be taken when risks are identified, control if not effectively 
implemented. 

• Learn lessons from enquiries focusing more  on culture than targets and 
finance; closing services that cannot run at safe staffing levels  or provide safe 
clinical systems. 

• The video-observation methods can be used in the field to evaluate 
leadership behaviour, capturing naturalistic leadership actions. CCGs should 
establish the behaviours expected within the group and define how they can 
tease out poor or good decision making processes. 



What drives unsafe behaviour?  



Who follows the speed limit?  



Reason’s Swiss cheese model  
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Think of brains as buckets, if full-system fails  



What pressure makes people work unsafely?  



Herald of Free Enterprise  
 

• Leadership focused on productivity and finance  

 

• Left Zeebrugge harbour with bow doors open 

 

• 188 people died the majority from hypothermia 

 

• Serious failings identified at senior level in safety management  

 

• Prosecution for Corporate Manslaughter failed 

 

• The conclusion:- ‘The organisational management was rife with the disease of 
sloppiness’ 



Bristol Infirmary Enquiry  

• Competing cultures exist within the NHS  

• Nursing, medicine & management are distinct & internally closely knit. They 
become like a `tribe‘  

• Tribalism provides a sense of belonging with common goals & support.  

• Tribes can threaten a set of agreed core values within an organisation.  

• When tribal groups fall out, or disagree the Quality & Safety of care given to 
the patient is put at risk.  

• We must create an environment of mutual understanding among the groups 
rather than one group gaining dominance over others.  

• ‘If one group dominates in a service which calls on the skills of many groups, 
the interests of patients are not served’.  

 

Dr Terry McNulty  



How can we stop the disaster  
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The NHS dominant style is Pace 
Setter Leadership (Kings Fund)  

• The dominant NHS approach is ‘pace setter’ typified by demanding targets being 
reluctant to delegate, leading from the front & not collaborating. 

• Targets have secured impressive improvement with shorter waiting times, better 
access & faster treatment.  

• They have done so at the cost of other leadership styles such as ‘affiliative’ 
creates trust & harmony. 

• Highly performing leaders deploy a range of leadership approaches dependant on 
the demands of each situation.   

• The top down culture is a prime cause of poor care ‘If senior managers impose a 
command & control culture that demoralises staff & robs them of the authority 
to make decisions poor care will follow’ 
 



 



Leadership behaviour   

• Leadership behaviour is differentially related to team performance. 

 

• When subordinates maturity is low, leaders need to focus on structure. 
When maturity is high, structure can be de-emphasised.  

  

• Transformational leadership produces higher levels of performance in staff 
groups (4%-31% Bolder & Gosling 2003). 

 

• A strong strategic narrative is required to give a clear line of sight between job 
role, responsibilities & the organisations vision.  

 

• It is vital to give clear direction & behaviour from leaders to enact positive 
worker behaviour.  



 
 

 IT’S SIMPLE REALLY. WHEN TEAM MEMBERS ARE MADE TO FEEL LIKE ALL 
THEY CAN DO IS FAIL, THEY WON’T TRY TO SUCCEED. 



Transforming the Culture 

• People can be trusted 

 

• Everyone has a contribution to make 

 

• Complex problems should be handled at the lowest level 

 

• Norms are flexible adapting to changing environment 

 

• Superiors are coaches, mentors, models 
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Primary Mechanisms 
 

• Focus attention 
• React to crisis 
• Act as role model 
• Allocate resources 
• Establish hire/fire criteria 
• Formal statements 

 
 

Secondary Mechanisms 
 

• Design systems & Policies 
• Design organisational 

structure 
• Design facilities 
• Stories, legends & myths 

Leaders act as “change agents” to develop safety 
culture  



Levels of maturity-‘Safety culture’ 

A. Why 
waste 
our time 
on 
safety? 

B. We do 

something 

when we 

have an 

incident 

C. We have 

systems in 

place to 

manage all 

identified 

risks 

D. We are 

always on 

the alert for 

risks that 

might 

emerge 

E. Risk 

management 

is an integral 

part of 

everything 

that we do 



‘Was this worker engaged?’  

Engagement is a heightened emotional or intellectual connection that a 
person has for their work, organisation, manager or co-workers that in turn 
influences them to apply discretionary effort to their work. 

 



Key elements of performance   

• At some point even good organisations will have failures in the system; few 
involve reckless or malicious individuals. 

 

• We may not be able to change the human condition but we can change the 
conditions humans work in. 

 

• Traditional responses to accidents are to write a new policy, retrain or  
name and shame the individual. 

 

• We need to deal with the system, culture and engagement of staff. Make 
sure the culture is clear through briefings, tool box talks, bulletins, 
communications and structured meetings.  

 

• Staff education about leadership and governance requires integrating in all 
projects to ensure the vision of the organisation is implemented. 

 



Summary  

• Commissioners use transactional leadership behaviour more frequently than 
transformational. 

 
• Focused video ethnography should be used as a tool to measure a range of verbal & 

non verbal cues to evidence leadership traits both transformational, transactional & 
passive to identify how decisions in groups are made. 
 

• Subordinates express a clear desire & expectation that Commissioners should be 
using transformational leadership behaviours. 

 
• Commissioners lacked understanding when analysing risks & holding providers to 

account.     
 

• Culture & leadership behaviour influences safety at all levels within organisations. 
Further understanding of human factors & behaviours are required to maintain safe 
systems of work.   

 
 

   
 





Thank you - any questions? 
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Contact Details: bohan869@btinternet.com or peter.bohan@nhs.net  
 
Publications: 
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