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The US Army War College introduced the term VUCA -
volatile, uncertain, complex and ambiguous - to describe
the multifaceted world which emerged after the end of
the Cold War and the collapse of the Soviet Bloc. It is
just as relevant to the modern business environment

and to public services, where understanding constant
change and adapting to it has become part of the
everyday job. Linear management in pursuit of neat,
long-term plans is out.

Reframing the goal - as Sougarret did at the Chilean
mine - is an important part of problem solving in a VUCA
environment. It breaks massive problems down into
parts that people can understand and grapple with.

The four-partrecipe for
successina VUCA world

1. Aimhigh

Set a clear, ambitious, compelling, meaningful vision
which inspires people by focusing on the humanity

of the work - the things that matter to us, not some
business process or performance indicator - and aligns
their effort around that goal. No one is going to rally to
the cause of delivering fairly safe care, or be fired up
by the thought of reducing costs by 3%. But they could
easily be inspired by the goal or providing safe, high
quality, compassionate care for all, reducing suicide

to zero, or reducing the time it takes to treat a serious
illness.

The aim doesn’t have to be a perfect articulation of the
entire project, and it is likely to be closer to the hearts
of some people than others. But it does have to be
good enough to galvanise people. Setting the vision is
a leadership action, not a team activity.

But wherever you are in the healthcare system, you are
not going to be able to achieve ambitious goals on your
own. So the next step is...



2. Teamup

Teaming up means collaborating with a wide range
of others, who could be inside or outside the NHS,
including families and local government.

Diverse teams work best - don’t they?

Across the NHS, the message is driven home that
diverse teams - from different specialties to different
ethnicities and backgrounds - make the best decisions.
The reality is more nuanced.

Homogenous teams are likely to have strengths such
as cohesion around shared culture, identity and values
and easier understanding of each other’s verbal and
non-verbal communications. As the graph below shows,
there is compelling evidence that homogenous teams
outperform diverse teams.

High Team Homogeneity H High Team Diversity

But if you look at the individual data points you will see
that although homogenous teams are less likely to

fail, they lack the potential to achieve a breakthrough
performance. Homogenous teams may be good at
delivering a standardised, routine task. Diverse teams
carry more risk and are more likely to unravel, but they
can also achieve something spectacular by creating the
synergies to innovate. A homogenous team could not
have saved the Chilean miners.

The challenge of leading a diverse team is that it
presents barriers to knowing enough about each
other to work together well. Leaders need to create
the right performance climate to enable high quality
conversations, which bridge differences to create new
ways of thinking.

So simply convening a diverse group is only the start. A
key ingredient, as we will discuss below, is enabling each
member of the team to perform at their best by creating
an environment of psychological safety, where people
know it's okay to take risks, make mistakes, ask for help
and suggest ideas that might sound ridiculous.

The quality of leadership is likely to determine whether
a diverse team excels or crashes. A key leadership goal
is to encourage people to move from common, often
instinctive behaviours which stifle innovation and disrupt
collaboration towards joint problem-solving.

Too often people will look for someone to blame rather
than try to understand why the problem occurred. They
see people with a different perspective as obstacles

to getting their own way rather than resources who
could bring something new to the discussion. They
spend their time trying to convince others of the
rightness of their arguments rather than listening and
engaging. Seeing themselves as being in possession

of all the important facts and expertise, they make
statements and issue directions rather than make
offers and pose questions which might encourage
different perspectives. Unable to look beyond their

own personal and professional boundaries, they rely on
what they already know rather than working with others
to create new knowledge.

Working across boundaries: An Alternative

The default Joint problem solving
orientation orientation
Who did it? Why did this happen?

See others as obstacles See others as resources

Convince Co-create

Statements & directives Questions & offers

Using what you know Creating new knowledge

together

Teaming up changes the orientation of the discussion
towards joint problem solving. If team members
approach the task with this mindset they can get up to
working speed quickly - they don’t need days or weeks
getting to know each other to form judgements as to the
value of each team member, because they have gone
into the room with the assumption that everyone has
something to contribute. They just want to get going on
the task. The trust is then developed through the task-
focused interactions to tackle the problem.

Crucially, this joint problem solving orientation facilitates
progress even when the way forward is unclear.

All this will rarely happen spontaneously - it takes
leadership. Leadership actions which promote joint
problem solving include uniting people around the
mission, framing diverse and perhaps conflicting
perspectives as resources which will help develop
solutions, and create forums for cross-silo collaboration
to build mutual understanding and empathy.

In the context of teaming we don’t need to know
someone’s back story to form an effective relationship
quickly. Three useful, task-oriented questions are: what
are you trying to achieve; what is getting in your way;
and what skills do you bring?



3. Fail well

In tackling an unfamiliar or complex problem, things will
inevitably go wrong. The key is to fail well. ‘Fail quickly
and fail well’ is a familiar expression in the NHS, but it

is poorly understood. While all failure is not bad, it is
certainly not all good either. There are three main types
of failure:

» Preventable failures - mistakes such as operating
on the wrong surgical site. This is where we know
how to do something right, but got it wrong. It is an
opportunity to learn but certainly nothing to celebrate.

- Complex failures - accidents caused by a bunch
of different factors coming together in a familiar
context but in an unexpected way. An example might
be extreme weather coinciding with an IT failure to
exacerbate winter bed pressures in a hospital. Again,
there is something to learn but nothing to celebrate.

« Intelligent failures - these are failures linked with
research, innovation and forays into new territory
which offer opportunities for discovery. Intelligent
failures are still unwelcome - a scientist does not want
their hypothesis to be disproved or a drug trial to fail
- but the mindset needs to be one of celebrating the
opportunity to understand and learn.

Intelligent failures have six elements:
1. They explore a significant opportunity

2. The outcome will be informative

3. The cost and scope of the failure are relatively small
- such as testing a computer simulation of a new
bridge before building the real thing

4. The key assumptions which are being tested are
spelt out - this is essential if the reasons for failure
are to be understood

5. The plan will test those assumptions

6. The risks of failing are understood and mitigated
where possible.

Why did our new system fail when the pilot worked?
The health service loves testing new ways of working
by running pilots. Recent examples include the 50
vanguard sites which tested ideas in the 2014 Five Year
Forward View and the ‘global digital exemplars’ trialling
ways of using digital technologies and data. But there
is a tendency to set pilots up to succeed, bringing in
money, staff and expertise which will not be replicated
when the system goes live.

The purpose of a pilot should not be to demonstrate
that everything is fine, but to identify weaknesses. The
point at which the system breaks down will often be
the greatest opportunity to learn. Setting the pilot up to
succeed may well be setting the real process up to fail,
such as by this establishing unrealistic expectations of
capacity or performance.

Running a smart pilot to deliver intelligent failure
Smart pilots will be run under realistic conditions, not
optimal ones. The goal will be to learn as much as
possible, not to impress the people in charge to secure
approval. A new IT system will be tested with the least
tech savvy staff, not digital enthusiasts. Staff will not be
bonused on the pilot being ‘successful’. Finally, the pilot
programme will result in changes which strengthen the
resilience of the final system.

So failing well means...
» Reducing preventable failures - caused by
incompetence, inattention or violation of procedures

» Anticipating and mitigating complex failures - caused
by complexity and uncertainty

« Promoting intelligence failures through
experimentation as a natural, integral part of
innovation. Top performing staff are not those that
never fail, but those who learn from intelligent failures
and share the lessons widely. But whatever the type
of failure, the manager’s job is to promote learning.



4. Learnfast

There is no point in failing without
learning. Maximising learning
requires focus, discipline and
structure, not a casual ‘washup’
meeting. The US Army uses four
simple ‘action review questions’

1. What did we intend to do?
2. What actually happened?
3. What is the difference and why?

4. What will we do the same and what
will we do differently next time?

Then repeat

Modern healthcare is an endless
cycle of setting ambitious goals,
teaming up and finding the

right solution.

How teaming can find new ways to deliver high quality care

University Hospitals of Morecambe Bay Foundation Trust had a patient with learning difficulties who

needed four separate procedures and was terrified of hospitals. A team of more than 50 people including
paramedics, surgeons and lawyers came up with the plan. Anaesthetists and paramedics went to the
woman’s house. She was anaesthetised in her bedroom and taken by ambulance to the operating theatre.
Four teams who had never been in an operating theatre together carried out their procedures in succession.
The patient was then taken to recovery, stabilised, taken back home in an ambulance and brought round

from the anaesthetic in her bedroom.




Secoming a fearless

organisation — creating
psychological safety for
teaming, failing and learning

A psychologically safe organisation is not a panacea,
or one where people never make mistakes. It is an
organisation where people are less concerned with
constantly managing the impression they are making
because they believe the environment in which they are
working is safe for interpersonal risk-taking.

In a psychologically safe environment, speaking up with
ideas, questions, concerns or problems is welcomed
and valued. Psychological safety gives permission

for candour.

It is important to understand what psychological safety
is not. It is not about being nice. It is not about giving
people time to whine or complain. It is not about being
touchy-feely and it is not the same as a ‘safe space’

for people who feel marginalised - indeed, it may well
involve conversations that people find challenging.

It is not about sacrificing performance to give people
an easier time. On the contrary, high standards coupled
with high psychological safety provide the ideal
environment in which to learn and develop. It is about
creating room for the behaviours needed to execute
complex, uncertain, interdependent work effectively.
What constitutes psychological safety will vary between
teams and situations.
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Establishing psychological safety depends on
leadership. The sort of behaviours that psychological
safety enables include reporting errors and near misses,
sharing knowledge and finding new ways to improve
quality and safety.



Redefining the role of healthcare leader

The idea of psychological safety means that leaders
have two big jobs. One is the job we are all familiar with
of inspiring, coaching, enabling and putting systems

in place to help people perform to the best of their
abilities. The other is creating a climate of psychological
safety, where people can speak up.

If you are a healthcare leader with high expectations

of your staff but have created a climate of low
psychological safety you will be putting patients in
danger, because frontline staff will feel they cannot ask
for help or highlight a problem.

Healthcare quality improvement experts such as

Don Berwick emphasise that the role of the modern
healthcare professional is not simply to manage or
deliver the service, but to improve it. Berwick and his
colleagues introduced the concept of the Triple Aim of
healthcare - enhancing patient experience, improving
population health and reducing costs. In a safety critical,
VUCA world, creating an environment where there
can be a continual cycle of innovating, learning and
improving to achieve the Triple Aim requires a culture
of psychological safety. Simple techniques to help this
process include:

» Frame the work accurately and in ways that build a
shared understanding of the complexity, uncertainty,
novelty or ambiguity that lies ahead. This will
encourage the right types of behaviours.

For example, a safety improvement drive which
recognises that errors happen because the systems are
complex and error-prone rather than because individual
staff fail will encourage staff to override the instinct to
hide mistakes and instead to bring them to the attention
of the wider group to improve the system. Championing
the idea that speaking up saves lives will do far more for
safety than admonishing people when there is an error.
Talking about your own mistakes and how you have
learned from them helps set the tone.

« Invite engagement - asking good questions focussed
on what matters broadens the discussion, invites
careful thought and gives people a voice. Who has
a different perspective? (not ‘does anyone have a
different perspective’, which is less inviting). What
do others think? What are we missing? What other
options do we consider?

Then drill down on specific points - what evidence leads
you to that conclusion? What concerns do you have
about this? What do you think would happen if we did

X? Remember that the tone in which a question is asked
makes a huge difference to the way it is interpreted.

» Respond productively even when the news is bad -
receiving honest feedback needs to feel a positive
experience. Responding badly to difficult information
will encourage a culture of covering up.

A quick checklist for a leader is:

Purpose: what can | do to foster a compelling, shared
purpose in my group, helping everyone to see why our
work matters, and for whom?

Framing: how will | emphasise the complexity and
interdependence of our work to make it easier for
people to relate fearlessly to each other?

Inviting: what can | do to model appropriate humility?
In what situations can | ask more, and better, questions,
rather than just expressing my perspective?

Responding: What should | do to signal that what

| am hearing matters? What will | do to acknowledge
and thank people for bringing their ideas or
questions forward? What can | do to destigmatise
intelligent failure?



Conclusion

Redesigning the NHS around local Integrated Care and skills to make it a reality. Teaming is how this will
Systems is one of the most ambitious goals in the happen. Understanding and embracing teaming skills
history of the health service. Everyone knows it is hard, is not an optional extra, but is the only way to deliver

but we also know that between us we have all the ideas the objective.




