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Project proposal
To deliver the mandated simulation requirements of a new postgraduate curriculum for Internal Medicine trainees in Wales.
Background
From August 2019 the junior doctor inpatient medicine training programme is changing. Core Medical Training (CMT) is changing from a two to a three-year programme called Internal Medicine (IM). Health Education and Improvement Wales (HEIW) is a newly established NHS Special Health Authority which is responsible for the delivery of postgraduate medical education to the standards set by the General Medical Council, including delivery of this new curriculum. In my one year role, as a Clinical Leadership Fellow working in HEIW, I aim to implement the simulation elements of the new curriculum to ensure every IM trainee receives high quality simulation training wherever they are in Wales.
There are two elements to the simulation based education (SBE) curriculum requirements; practical procedures and human factors with scenarios training. Eleven practical procedures need to be delivered as early as possible in IM Stage 1 training, from August 2019, with refresher training where necessary. Human factors and scenarios training can be delivered in either IM Year 1 or IM year 2, therefore by August 2020 at the latest. A total of 15 sites across Wales will potentially host IM trainees. 
SBE involves replicating real world educational experiences interactively in a safe environment (Gaba 2004). This includes using models and mannequins to practice procedures or to replicate clinical scenarios. Human factors or ergonomics refers to non-technical skills, including communication, team work, processes and equipment, and their impact on patient safety (Mitchell 2013).

Customer Impact 
This is a mandated curriculum change across the UK and this is because of the growing evidence that simulation is beneficial for trainees and more significantly patient safety (Aggarwal et al. 2010). IM trainees will practice clinical procedures on models until they are competent to perform them on patients. Their leadership, communication skills and clinical knowledge will be developed in a safe setting and this will positively impact on the experience and safety of patients (Aggarwal et al. 2010). Health boards will hope to benefit from the upskilled junior doctors working in their hospitals. High quality simulation is paramount since the curriculum change is UK wide. If we provide a poor educational experience in Wales, it could negatively impact on IM recruitment, in an already undersubscribed training programme. 
Deliverables and Activity Timeline
Short term (December 2018)
1. To scope equipment and facilities across sites in Wales held locally in health boards
2. To explore options and establish the best model for delivering IM simulation to trainees across Wales  
3. To identify current barriers and challenges to implementation of IM simulation across Wales
4. To identify funding streams for any costs associated with simulation implementation such as equipment and faculty development
Medium term (August 2019)
5. To establish an IM simulation network of named faculty across Wales with an ability to share resources
6. To ensure any equipment, resources or training requirements are delivered
7. To design a quality assurance strategy
Long term (August 2020)
8. To implement a sustainable quality assurance process for delivery of IM simulation
9. To develop and expand IM simulation network and shared resources

Key relationships and stakeholders
There are key working partnerships between organisations that are required for success in different circles. Firstly, there needs to be close working relationships between HEIW, the relevant 6 Local Health Boards in Wales and the Royal College of Physicians Wales. Secondly, with private providers such as simulation equipment companies and faculty development course providers on a procurement and commissioning basis. Lastly, to gain an understanding of simulation on a national level it will be necessary to liaise with other national health education bodies such as Health Education England and NHS Education for Scotland.
In terms of stakeholder engagement, key individuals in Health Boards include Postgraduate Centre Managers, Simulation Leads and Associate Medical Directors for Medical Education. Many medical consultants will have roles with organisations in addition to their clinical roles in the NHS. This includes Royal College Tutors or even roles within HEIW as Training Programme Directors and Heads of School for Medicine.

Challenges and barriers to success
In October 2018 the Wales Deanery leaves Cardiff University to become part of HEIW, an NHS Special Authority. There is a high risk of disruption since facilities, staff, processes and funding routes will be subject to change. Organisations undergoing great change often struggle to deliver business as usual, so driving a new initiative in this setting will be a challenge (Seo and Hill 2005).
It will be challenging to implement a change that may require Health Boards to invest in equipment and medical consultants’ time. There is no planned budget within the medical deanery for this curriculum implementation and this is likely to cause conflict between HEIW and Health Boards. 
Physicians have been slow to adopt SBE compared to other specialities such as anaesthetics, emergency medicine and paediatrics (JRCPTB  and HEE 2016). This has resulted in a particular lack of experienced medical faculty to deliver IM simulation. The gulf between current faculty experience and the IM simulation requirements is a particular challenge, not faced by other specialities with more simulation experience.
This role is a one year leadership fellow post from August 2018 to August 2019. However, the IM curriculum begins August 2019. I will not be in post to oversee the delivery and react to problems as they arise. I will not be able to assure the long term deliverables of sustainability and expansion but aim to prepare processes to put in place to achieve these. 

Ethical approval:
No ethical approval is required for this service implementation project since it is not a research based project. This project takes the format of a service development project. This was clarified internally by the HEIW Medical Deanery Senior Management Team. Additionally the NHS Health Research Authority (2017) online tool and definition of research confirmed that ethical approval was not required.

Outcome Criteria
1. All sites have required equipment for procedures and simulation scenarios by August 2019.
2. There is a nominated IM simulation lead in post for every site in Wales hosting IM trainees by August 2019.
3. All IM trainees across Wales receive high quality sim training as per curriculum. This will be measured by trainee feedback locally and GMC training survey annually.
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Aim
To deliver the mandated simulation requirements of a new postgraduate curriculum for Internal Medicine trainees in Wales.
Background (800 words)
Postgraduate deaneries are the responsible body for ensuring that postgraduate medical training programmes are delivered to appropriate standards in the UK. The Wales Deanery has been responsible for the training of all postgraduate doctors in Wales and previously formed part of Cardiff University. In 2015 the Welsh Government commissioned a report into investment in health professional education and workforce development (Evans et al. 2015). The recommendations of this report resulted in the creation of the first NHS Special Health Authority in Wales called Health Education and Improvement Wales (HEIW) in October 2018. HEIW was created by the merger of various educational bodies including the Wales Deanery.
Internal Medicine (IM) is the new programme for doctors training in hospital medicine. This 3 year programme is being introduced across the UK in August 2019 and replaces Core Medical Training (CMT) which was a 2 year programme. The IM curriculum has many overlapping requirements with the old CMT curriculum, however simulation is a completely new curriculum requirement. HEIW are responsible for delivering the new IM curriculum requirements to trainees in Wales. A total of 15 hospitals across Wales will host 68 IM1 trainees from August 2019. 
Simulation based education (SBE) has become a mandatory IM curriculum requirement following a report detailing good evidence that patient safety and experience is improved with SBE compared to traditional teaching methods (JRCPTB  and HEE 2016). This report found that using SBE for procedures had an attributable positive effect on patient care for certain practical procedures such as central line insertion (Barsuk et al. 2009). Human factors training can include communication skills, managing team dynamics, situational awareness and using processes to minimise medical error (Leonard et al. 2004). When junior doctors received training in human factors there was a positive effect on their patient care behaviours and practices downstream (JRCPTB  and HEE 2016). 
The IM SBE curriculum requirements encompass two main elements. Trainees in the first year of training (IM1) must have training in 11 practical procedures through simulation. These procedures include clinical skills such chest drain insertion. From August 2019 all IM1 trainees in Wales must have access to the necessary mannequins, models and faculty to train in all 11 procedures in a simulated environment. The second element of simulation is that during year 2 (IM2), trainees must have access to simulated emergency scenarios such as cardiac arrest and sepsis. It also stipulates that these scenarios should encompass human factors training. Therefore by August 2020 all IM2 trainees in Wales need access to a simulation suite with high fidelity mannequins and faculty trained in facilitating and debriefing human factor elements. 
I was tasked with delivering the IM simulation requirements as part of a secondment to HEIW as a Welsh Clinical Leadership Fellow, from August 2018 to July 2019. This development year seeks to equip junior doctors with management and leadership experience. The project supervisor was the Director of Secondary Care in HEIW and the project had the support of the Medical Dean. There was no budget to ensure the delivery of IM simulation curriculum requirements were fulfilled. 
To achieve the outcome criteria of the project there were four main activities. This report details the methodology of these activities whilst critically evaluating the process in context of management and leadership theory and personal reflections. The main four activities of the projects were:
1. Scoping exercise to determine existing simulation facilities in Wales
2. Determining model for IM simulation delivery across Wales
3. Developing a simulation strategy with local faculty
4. Addressing key problems

1. Scoping exercise to determine existing simulation facilities in Wales related to IM simulation 
There was no deanery record of simulation equipment across health boards in Wales and no existing process for obtaining this information. Before designing or implementing models for the delivery of simulation it was essential to understand the current landscape of simulation equipment and delivery in the relevant postgraduate centres across Wales. Having a clear understanding of the quality gap between existing systems and the new vision is essential before beginning transformational change (Institute of Medicine (US) Committee on Quality of Health Care in America 2001). Identifying the quality gap between current simulation provision and the ideal of delivering the simulation curriculum requirements was therefore a priority. It was important to comprehend the scale of the challenge and required degree of change in order to inform any implementation plans.
Travelling to 15 individual Postgraduate centres (PGCs) across Wales to personally record all the equipment in centres with unfamiliar and varying stock processes was inefficient and risked inaccuracy. Local engagement and ownership of change is required when successfully implementing a national quality improvement project (Jabbal 2017). Maintaining ownership of the delivery of the new simulation requirements with the PGCs and health boards was therefore important. Through the process of completing the inventory, PGCs could identify what equipment they were lacking at an early stage and maintain responsibility for simulation equipment. E-mail surveys have an ever declining response rate especially in healthcare settings due to survey fatigue and time constraints (Cunningham et al. 2015). Care was taken not to present the scoping exercise as a survey and to individualise it as much as possible. There were no links to complete or attachments, the template was visible and embedded within the e-mail.
All 15 postgraduate centres at the hospitals hosting IM trainees, were contacted via telephone to establish who would be best placed to complete the equipment list. Follow-up e-mails were sent to the relevant staff members at each hospital with the postgraduate centre manager copied in, asking them to complete what equipment they had against the new curriculum requirements.
This scoping exercise involved engaging with and persuading busy administrative and clinical staff to complete the inventory. It was difficult to get pressured NHS staff to take on additional work without personal reward. Therefore personal relationships, influencing and persuasion were important skills. Belief in persuading and motivating others to win their allegiance to the desired course of action is an important leadership quality and related to having an internal locus of control (Yukl 2013). The approach to the scoping exercise is evaluated against Cialdini’s (2007) 6 Principles of Persuasion:
a) Reciprocity
This was a key factor in achieving a good response rate. Communication forms a key part of organisational change (Elving 2005). Speaking directly with staff over the phone gave the opportunity to convey a professional but approachable manner. Demonstrating respect when dealing with staff members who were reluctant to get involved and at times displayed frustration or hostility was important. The most likely effective reciprocity action was the offer of time and advice regarding simulation. Several staff knew little about the new curriculum change so welcomed a point of contact and information. Using favours was effective and some took the offer of assistance at existing simulation sessions. Others made contact repeatedly in the year when they needed advice about purchasing simulation models. However, the most effective show of reciprocity for their help would have been financial assistance from HEIW to purchase new models for the curriculum. Several PGCs enquired about this in the initial conversation, and it was important to be clear that this was not possible. 
b) Consistency and commitment
Making initial contact over the phone enabled an opportunity to get a verbal commitment to complete the inventory. This was important since it is easier to ignore e-mails from people who you have never had contact with before. The follow up e-mail thanking them for agreeing to assist, with the inventory template for them to complete was sent on the same day to the named staff member with the PGC manager copied in. This prevented the diffusion of responsibility when asking a group to complete a task (Hinrichs et al 2013). The next show of engagement with simulation was cemented by completing and returning the inventory.
c) Social Proof
We have more trust in something when it is endorsed by people that we respect and trust (Cialdini 2007). This is also true when the consensus is positive, demonstrated by others participating and being perceived as popular. It was useful that all of the PGCs hosting IM trainees were being asked to do this, and I was fortunate that many were helpful which created a consensus. For example, when liaising with one of the North Wales sites, it was useful to explain that I had spoken to their counterparts at the other two hospitals in North Wales who had agreed to complete the scoping exercise. It was also helpful to mention that I had spoken to other PGCs who kept pre-existing inventories of their simulation equipment, as it made others consider that perhaps they should be doing this routinely as good practice. 

d) Liking
This is based on the simple principle that people prefer to say yes to those they like. We like people who are similar to us, pay us compliments and cooperate towards mutual goals. Speaking on the phone allowed for introductions and to build rapport before requesting their assistance. It was important to be as personable, authentic and helpful to the PGC staff, which is the manner we should have in all our professional interactions rather only when you are seeking help. Sharing personal experience of having worked at their hospital or having been there as a student was useful. On reflection, being bilingual was potentially helpful as it was natural to identify who may prefer to speak Welsh and continue the conversation in Welsh helping to build a rapport. However, meeting the PGC staff face to face would have created the best rapport and may have been particularly useful when encountering the more reluctant staff. There is an element of this principle which is rather uncomfortable. Since we tend to like those similar to us, there is a risk of an informal culture bias contributing to differential attainment (Woolf et al 2016). It is important to have awareness of certain social privileges we may be privy to, and identify when theses are not afforded to others. This principle also risks advocating using likeability only when there is personal gain and may conflict other leadership qualities such as personal integrity. 
e) Authority 
There is little conferred authority in the title of junior doctor and this was likely exacerbated due to my natural predisposition to introversion (Quenk and Kummerow 2019). I am not naturally authoritative or directive in my leadership style, preferring to collaborate and act as a team worker (Belbin 2019). There was an element of imposter syndrome in my role as project lead, which is a longstanding issue for women in leadership roles where self-confidence may be lacking (Clance and Imes 1978). This correlates with consistently rating myself lower in self-assessment than my colleagues rated me (NHS Leadership Academy 2019) .
Authority is particularly difficult to convey over the phone especially when balancing with being perceived postively. Following initial conversations, I developed an draft script to ensure I was introducing myself and my request clearly and consistently. Using the title Welsh Clinical Leadership Fellow in my introduction and then going on to explain my background as a trainee was helpful. Explaining my interest and experience in simulation demonstrated to others that I did have some expertise even though I was a trainee. Being employed by HEIW and knowing colleagues who worked closely with the PGCs was also useful. The importance of a clear introduction and establishing your rationale for a request was invaluable in being well received. 
f) Scarcity
This was a principle that wasn’t effectively used in the scoping exercise. It may have been more useful to emphasise that I was in this role for one year only or think more carefully about the language I used. Using loss language can be effective since we respond to what they stand to lose by not acting rather than what we stand to gain (Cialdini 2007). The scoping exercise was framed positively with a focus on what was stood to gain by helping, but perhaps some more consideration to language and framing an offer in terms of what they would lose by not participating would have been beneficial.
In summary the scoping exercise on the whole utilised many of the 6 principles of persuasion. However there was an over reliance on liking and reciprocity. Being more considered in terms of  language may have helped to create a sense of scarcity and authority. 13 of the 15 PGCs responded within the allocated time frame, whilst 2 others were problematic and required me to involve their local consultants to exert some influence. Meeting face to face with each PGC at the start of the year, although time consuming may have developed fruitful relationships and been a good investment of time in retrospect.

2. Determining the model for IM simulation delivery across Wales (800 words)
The next step was to design a model for the delivery of IM simulation for trainees across Wales. There were many potential models such as local, regional or national delivery. There was no guidance in the curriculum regarding how simulation should be delivered or how frequently. This process therefore began by exploring current models of delivering simulation training in other UK regions. These models were discussed with the HEIW Medical Deanery Senior Management Team and the Training Programme Directors (TPDs) for IM, who are responsible for running the IM programme across different regions in Wales. Each proposed model is described with an evaluation summary with reference to relevant existing programmes in the UK:
Model A:  Regional simulation study days
This is based on the Yorkshire Deanery model which delivers regional Acute Simulated Core Medical Emergencies (ASCME) days for IM trainees (Health Education England 2019). The simulation day is repeated across multiple locations and IM1 trainees book onto a course that is convenient for them to attend. It is fully funded and it is mandatory that IM trainees attend the course in their first year. The benefits of using this model in Wales is that it would provide standardised simulation scenarios to all trainees, providing quality assurance. Trainees are taught in small groups which minimises the disruption to clinical services. Due to the ASCME course being mobile and being delivered in settings, it is convenient for trainees to attend. 
The disadvantages are that with 68 IM1 trainees in Wales there would need to be over 11 separate days, placing a high demand on resources and time. A consultant faculty lead would need to be appointment to deliver and co-ordinate the programme, which would involve a cost to HEIW. It would require extensive travel across Wales or alternatively a pool of faculty would need to be employed. 
Conclusion: Although this may be a future option for HEIW it is not feasible to implement without a budget and in time for the August 2019 intake. The TPDs felt that although this would be an ideal model in the future it would not be realistic to develop this within the timeframe. 
Model B: National IM simulation ‘bootcamp’ 
This is based on the Core Surgical Training programme in Wales, which is the surgical equivalent for IM training. They have recently developed a three day surgical bootcamp for Core Surgical Trainees to attend in their first year of training. This provided training in simulated procedures and operations and non-technical skills including human factors training (Brown et al. 2018). The benefits for a national simulation bootcamp delivered at the start of the year includes the opportunity to equip all trainees with the same skills at the beginning of their training. This would mean that IM1 trainees would have the confidence to take opportunities to perform procedures on patients from an early stage, maximising their experience. 
The Core surgical training programme has appriximately half the number of trainees of IM. There would therefore be logistical challenges running one bootcamp for all IM trainees to attend. There is currently no simulation facility in Wales which could support a national bootcamp approach for this number of trainees. The TPDs also felt that hospitals could not manage their clinical services if all IM trainees were off-site simultaneously.  
Conclusion: This aspirational model is not feasible due to infrastructural, educational and clinical challenges. 
Model C: Local delivery of simulation at place of work
Simulation is delivered locally at the hospital site where IM trainees are working. This involves semi-regular simulation sessions as part of the existing IM trainees local teaching programme. 
The TPDs felt strongly that this was the best option for the 2019 intake. They felt that continuity of trainee and simulation faculty relationship  would be beneficial from an educational perspective. Several sites are running local procedure days and ad hoc simulation scenarios already. Since trainees remain onsite they can return to clinical work following the teaching, minimising the impact on clinical service. This could be delivered within the remit of clinicians educational roles, meaning there would be no cost to HEIW. However, local delivery by multiple faculty increases the chance of variability of standards making quality assurance difficult. 
Conclusion: This model could be delivered at short notice and without a budget and is a feasible option. This option was favoured by HEIW and the TPDs.
Feasibility took precedence over ambition since the curriculum requirements are mandatory and need to be introduced in a short time frame. However, this is taking a very short term approach. The IM simulation programme is limited by a lack of a national simulation network and strategy which forms a wider remit for HEIW. Once this is developed, the IM simulation delivery model may evolve and develop into a regional study day approach, similar to the Yorkshire model. However, in the short term a pragmatic approach is needed to work within the financial and logistical constraints of the existing structure. 
This evaluation process would have benefited from being formalised and consulting a wider range of stakeholders. Although I completed Core Medical Training (CMT) in Wales, for the purposes of this evaluation my experience was not sufficient to represent trainees’ interests. Direct engagement with junior doctors is key for any change within the NHS (Clark 2012). On reflection, facilitated focus groups of junior doctors currently undergoing CMT would have better provided the trainee perspective and would have been valuable.

3.  Developing a simulation strategy with local faculty 
Each hospital or local health board hosting IM trainees nominated a consultant physician to take on the role of delivering the simulation curriculum, a designated ‘IM sim lead’. In total 11 IM sim leads were identified, with three co-ordinating simulation across all hospitals in their health board. IM sim leads were contacted via e-mail with the offer to meet in person, speak on the phone or liaise over e-mail. There were individual face to face meetings with 7, telephone interviews with 2 and e-mail correspondence with the remaining 2 IM sim leads.
It was important to ascertain how prepared the IM sim leads were for the curriculum changes, harness their ideas and create a sense of urgency (Kotter 2012). Influencing for change can be broadly categorised into ‘Push or Pull’ styles (Dent and Brent 2006). Although short term goals can be more efficiently achieved using ‘Push’ approaches such as persuasive reasoning or being directive, it risked affronting the IM sim leads. Across medical leadership in the UK there has been a trend away from the traditional hierarchy model with the advent of collective and distributed leadership (Fitzgerald et al. 2013) (West et al. 2014).  However my experience as a junior doctor has taught me that in reality the NHS clinical traditional hierarchy is often maintained. This power differential made it particularly difficult to lead a project involving my senior consultant colleagues. A push approach  risked alienating IM sim consultants especially if using a directive style.  Therefore a collaborative approach in line with a ‘Pull’ style was chosen which demonstrates some deference and respect to colleagues (Dent and Brent 2006). 
Appreciative inquiry is a positive approach to organisational change that explores systems and people’s strengths, possibilities and accomplishments in contrast to the traditional approach of problem solving by concentrating on the deficits or barriers (Stavros et al. 2016). It encourages learning from and building on what is working well rather than concentrating on fixing problems (Whitney 2003). I used the 4-D Cycle of appreciative inquiry to frame my discussions with IM sim leads to attempt to create energy for a positive change. This 4 stage cycle of discovery, dream, design and destiny guided the interviews (Whitney 2003):
A. Discovery: “Appreciate what is” 
i. To explore what simulation scenarios and procedures are currently running at each site
ii. To explore what personal experience and knowledge the IM sim leads had of simulation and human factors
iii. To explore what are the individual strengths at each site
B. Dream: “Imagine what might be”
i. To identify the potential at each site for simulation to be run at each site
ii. To think ‘outside of the box’ for sustainable ways to deliver simulation and recruit faculty
iii. To explore IM leads hopes for the ideal simulation programme
C. Design: “Determine what should be”
i. What should each IM simulation lead be doing at each site?
ii. What should HEIW be doing to support IM sim leads collectively?
D. Destiny: “Create what will be” 
i. Commitment to specific actions by individual IM sim leads
ii. Achieving commitment to supporting IM simulation implementation by HEIW’s executive team.
Despite attempting this affirmative approach, IM sim leads were almost consistently keen to discuss barriers, their fears and challenges they faced in delivering simulation at their site and were less engaged in exploring the existing positive aspects. It became apparent that the appreciative inquiry approach was not gaining much traction with the IM sim leads. My attraction to the positive approach may be explained in personality assessment tools such as the Myers-Briggs Type Indicator Step II report. This classified me as having ISFJ preferences; Introversion; Sensing; Feeling and Judging (Quenk and Kummerow 2019). Within the ‘Feeling’ preference I had a strong affinity for the ‘Accepting’ facet, which relates to focusing on the good in people and therefore expecting others to respond similarly. However, I had failed to consider the range of personalities I would be working with and some consultants were more critical or sceptical than I had expected. It was necessary to adapt my approach and to determine what to next I listened to their grievances and concerns. 
The difficulty in engaging and interacting with the IM sim leads may be partly due to the professional culture. Hardy’s Gods of management theory (2011) classifies four different organizational structures according to the attributes reflecting four different Greek god. Doctors are mostly likely to have the traits of ‘Dionysus’ which reflects the culture of the self-managed autonomous professionals who view themselves as individuals and may lack team spirit (Bligh and Browne 2012). To influence a group, it is important to consider and adapt to their behaviours and thought processes. This explains why the initial affirmative approach was not effective in this group. Dionysus organisational culture tends to resist being forced to do something and can be initially suspicious of change or newcomers. Establishing credibility with key members can be an effective, and this can also serve as guiding coalition (Kotter 2012). On reflection putting concerted effort into establishing particularly good relationships with a few influential consultants within the IM sim lead group would have been beneficial. Listening to the IM sim leads concerns rather than trying to force my own agenda, was helpful.
Active listening is an effective way of demonstrating respect in addition to trying to understand a different perspective (Rogers and Farson 1984). The power of empathic listening is summarised in Covey’s (2013) fifth habit of ‘Seek First To Understand, Then To Be Understood’. Active listening gave me an appreciation for the extremely high clinical workloads and pressures the IM sim leads faced, and it became apparent that my initial plans for IM simulation consultation were too ambitious and needed to be more focused. Three consistent themes emerged from discussion with IM sim leads:
1. IM sim leads were time-poor
2. IM sim leads did not feel they had the expertise to deliver human factors teaching through simulation.
3. A lack of a national overarching simulation strategy in Wales was a barrier to implementing new curriculum simulation requirements effectively
This process had guided me back towards the traditional problem solving approach of bringing about change by focusing on fixing deficits. Although I was initially disheartened that my positive approach had failed, it was a useful learning process, reminding me of the reality of making changes in the NHS and of the importance of pragmatism. Achieving change through problem solving following active listening can be effective in the NHS setting and is aligned with compassionate leadership approach (West et al. 2017). One of the advantages were that three clear issues were identified giving a narrower focus and increasing he likelihood of tangible outcomes, but it had been a difficult process to arrive at this conclusion. On reflection I was attempting to cultivate a short term win using strategies such as appreciative inquiry which is better suited to longer term goals. 

4. Addressing key problems 
After identifying three key problems it was essential to try and address them. Firstly, IM sim leads identified they did not have sufficient time to do the role well. To address this I wrote a IM sim lead job plan equivalent to one consultant session which was ratified and agreed by HEIW senior management (see Appendix A). This was circulated to the IM sim leads who could share it with managers in their local health board to support being given additional paid time for this role. I liaised with local health boards Associate Medical Directors for Medical Education to highlight the need for their health boards to invest in this role but also in all simulation activity in their site. Specific key arguments put forward were benefits to the health board through increased for patient safety and using simulation as a tool to learn from never events and critical incidents (Reid 2011). One health board has given their IM sim lead a paid session and also invested in new simulation equipment, which sparked an interest from other health boards. These interventions came at no cost to HEIW.
The IM sim leads also highlighted that they had insufficient expertise to deliver human factors simulation. HEIW does not deliver human factors training or simulation train the trainer courses. Despite having no budget allocation, I felt it was imperative to address this learning need. Given HEIW’s organizational culture best reflects the ‘Apollo’ task based culture, I presented my arguments through a business case emphasizing organizational risk (Handy 2011). The business case to HEIW Medical Deanery Senior Management Team requested funding for Human Factors in Simulation Study Day for IM sim leads (see Appendix B). There was a high risk to HEIW if they were unable to deliver the mandatory requirements of a new curriculum. The business case was accepted and I was granted funding as a pilot project to test whether HEIW should be delivering these courses internally. Adapting to the organizational culture and using the language and processes of the culture achieved a positive result. Following procurement processes an external provider has been chose to provide two study days this Autumn (see Appendix C).
This fed into the concern that a lack of national simulation strategy hindering the implementation of new training curricula. This was reported back to the  HEIW Medical Deanery Senior Management Team and a simulation task group was set up to examine this issue. I undertook a national scoping exercise of simulation equipment across all hospitals in Wales and fed back the fragmented and variable standards. In March 2019 HEIW included a commitment to simulation in their Annual Plan:

“Strategic Objective 5D: By the end of 2019/20 we will have developed a clear plan for simulation as part of education and training in Wales” (HEIW 2019, p. 39)

A senior responsible officer and project manager have been appointed to achieve this and work is ongoing to appoint a Sub-dean for Simulation and Human Factors.

Impact of the project
The main impact of the project is that all three outcome criteria in the project proposal have been achieved. There is the equipment and faculty in place to deliver simulation to IM trainees across Wales. However this project has had an impact in other ways through raising the profile of SBE in Wales and the lack of existing infrastructure and co-ordinated networks. It has highlighted the need for investment in simulation equipment and faculty training at a local health board level and has become a priority for HEIW over the next 12 months. This will likely have the greatest impact for trainees across Wales in all specialties despite note being the key aim of the project.    
Challenges and limitations 
There were many challenges in delivering this project. The main one being that IM training began after my secondment with HEIW had ended. The real test is from August 2019 and over the first year of IM training. However, I had to take a pragmatic approach to attempt to prepare and predict potential issues. 
One of the key challenges I faced was being in a clinical leadership role but as a junior doctor. I felt that I was very respectful of my senior colleagues and collaborative rather than directive, yet some consultants failed to engage with me fully due to my status as a junior doctor. Although this was not surprising it was disappointing to me as I view myself very much as a team worker which is supported by  personality tests I have completed (Belbin 2019).  As a result of my experience I am much more mindful of outwardly affording my junior colleagues the respect they deserve in the clinical environment. Working in a non-clinical role was challenging and I was often regarding by those with clinical roles with a degree of suspicion. The tension between clinical and managerial roles are well established in the NHS, and although my primary identity is clinical this may not be how I was perceived by others (Merali 2009). 
My lack of leadership and management knowledge and experience at the beginning of the project was also challenge. Using a specific and single change model, such as Kotter (2012) from the beginning would have provided me with a better focus and strategy. 

Future plans
The next phase of the project is to be continued by the School of Medicine Team within HEIW. Two Human Factors simulation study days are due to be held in North and South Wales this Autumn. These will be evaluated and fed back to HEIW to consider whether these courses could be delivered internally. IM trainees will begin their training including exposure to simulation for the 11 procedures. Quality assurance is the main focus moving forward. IM trainees give feedback to HEIW annually and this will help inform whether they are achieving the curriculum requirements and identify area of good and bad practice. IM sim leads have been linked up remotely to create an informal network with peer review and shared learning encouraged. Although IM sim leads have access to a shared resource of simulation scenarios, this is expected to develop and expand.
HEIW is co-hosting an All Wales Simulation Conference in September 2019 with an opportunity to consult with interested parties regarding a national simulation strategy. Although there is much work to be done on developing simulation teaching across hospitals in Wales, there is a drive and momentum to achieve this and raise training standards.
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Internal Medicine (IM) Simulation Training – Lead Role
Job Description

The Health Board ‘IM Simulation Lead’ will be required to undertake the following tasks to ensure appropriate and suitable training for junior doctors. 

TERM OF OFFICE
3 years in the first instance. Subject to agreement of the employing Health Board and Postgraduate Dean.

RESPONSIBILITIES.
It is essential that the Lead for Simulation training is aware of the current training curriculum requirements for skills and simulation training. 

They should have been in a consultant post for a minimum of 12 months and should also be able to demonstrate evidence of their own Continuing Professional Development. Simulation leads must also be up to date with latest developments in simulation training including human factors and debrief.
It is recommended that time within the consultant job plan is identified for this educational role.  We suggest 1 clinical session.

Lead Role Responsibilities:
1. Responsible for organising the delivery of practical procedures training via simulation for IM1 trainees at the earliest opportunity in line with requirements of the IMT curriculum.  Completing DOPs assessments or providing evidence of competency / experience where necessary.
1. Responsible for ensuring the consistency and quality of teaching delivered in relation to practical procedures / simulation training for IM trainees over the 3 year training programme.
1. Organise refresher training for any practical procedures required via simulation for IM 1/2/3 trainees as required.
1. Deliver twice monthly scenario-based immersive simulation training with human factors incorporated into the scenarios for IM 2/3 trainees.
1. Complete relevant work based assessment for trainees following simulation scenarios or provide evidence which can be linked to portfolio / provided to Educational Supervisors.
1. Lead on the development of a local faculty / pool of simulation trainers particularly for scenarios / skills which require a multi professional approach
1. Ensure access to practical procedures and scenario based simulation training is equitable and sufficient for all IM trainees to meet curriculum requirements.
1. Liaise closely with Royal College tutors and training programme directors to ensure the training provided meets requirements locally and that trainees have sufficient access to training opportunities.
1. Liaise with postgraduate education department and other specialty simulation leads to foster a multidisciplinary approach where possible.
1. Ensure IM trainees have access to required equipment including consumables to deliver the IM simulation/skills curriculum. 
1. To be an active member of simulation working group either across Wales or within the Royal College, attending meetings and sharing good practice
1. Contribute a minimum of 5 scenarios annually to the IM simulation scenario database mapped onto the curriculum requirements.
1. Ensure scenario based training is appropriately evaluated and scenarios reviewed on a regular basis.
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	1. 
	Executive Summary 


 
Background 
From August 2019 Core Medical Training (CMT) is changing to a new three year programme, Internal Medicine (IM). Simulation-based education (SBE) is now mandated in the new IM curriculum and this was not previously the case for CMT. 
 
There are two elements to the SBE curriculum requirements; practical procedures and human factors with scenarios training. Eleven practical procedures need to be delivered as early as possible in IM Stage 1 training i.e. from August 2019, with refresher training where necessary. Human factors and scenarios training can be delivered in either IM1 or IM2 i.e. August 2020 by the latest. A total of 15 sites across Wales will potentially host IM trainees. Each of these sites have identified a senior clinician to become an IM simulation lead on a local or health-board wide basis, resulting in 11 IM simulation leads across Wales. 
 
SBE and human factors training is an important element of training but ultimately aims to provide a safer service to patients. It is an important tool for both individual and teambased practice. It can be used to develop basic or advanced technical and non-technical skills and is now becoming mandatory in several new curricula.  
 
Physicians have been slow to adopt SBE compared to other specialities such as anaesthetics, emergency medicine and paediatrics. This has resulted in a particular lack of experienced senior medical faculty to deliver IM simulation. Delivering mandatory SBE is particularly difficult in medicine since many consultants have no experience of SBE and it has not historically been embedded in physicians’ training. This is supported by the fact that most IM simulation leads have not had any accredited simulation training. The gulf between current faculty experience and the IM simulation requirements is a particular challenge, not faced by other specialities with more simulation experience. 
 
Most generic simulation teaching skills are acquired through Train the Trainer (TTT) courses. Although HEIW are exploring developing a multi-professional All Wales simulation TTT course, this is still in the early stages and is unlikely to be delivered before August 2020. There are no specific human factors simulation training courses in Wales currently. 
 
 
	2. 
	Outline of Business Case 


 
Current Service Provision 
There has only been one TTT simulation course run in Wales by Cardiff University on the Heath Park campus but this is infrequent with limited spaces and does not have any confirmed upcoming dates. Bristol simulation centre’s TTT is the nearest to South Wales. There are no TTTs open to external trainers in close proximity to North Wales. HEIW are exploring options to deliver an accredited All Wales TTT, however, this is unlikely to be delivered by August 2020. Two health boards are exploring setting up an internal TTT courses but these remain in planning stages and would be open to healthboard employees only.  
Case for change  
IM simulation leads have expressed concern that they are not adequately trained to deliver the simulation element of the curriculum. There is a high risk that simulation teaching may be of substandard quality with large variability for IM trainees dependent on where they train in Wales. Currently there is no way of quality assuring this element of IM training.  Patient safety is at the heart of simulation and human factors training and the IM curriculum requirements reflect this.  
Evidence Base 
A scoping exercise of equipment and sites hosting IM trainees demonstrated that equipment for procedures and simulation scenarios is not a barrier to implementation of the IM curriculum. IM simulation leads were contacted via e-mail or phone to discuss IM simulation implementation. Faculty time and lack of formal simulation training particularly around human factors were highlighted as major concerns. This is supported by the fact that most of the IM simulation leads have not had any accredited simulation training. Several IM simulation leads had no understanding of the term human factors, and were particularly concerned about their ability to deliver this aspect of training.  
 
Workforce Implications 
Attending additional training would take between 1-2 days of IM simulation leads’ time but would significantly upskill the physician workforce in Wales, and reduce the gap between medicine and other specialties.   
 
 
	3. 
	Desired Outcomes and Benefits  


 
HEIW led faculty development for trainers delivering IM simulation will: 
· Provide a level of quality assurance to the delivery of IM simulation 
· Reduce variation in IM trainees’ simulation training across Wales 
· Upskill senior physicians across Wales in simulation and human factor training resulting in dissemination of knowledge  
· Be an effective method to close the gap between physicians simulation and human factor knowledge and other specialties.  
· Serve as a pilot to assess the benefit of simulation faculty development courses and help inform HEIW’s wider simulation strategy 
 
 
	4.  
	Option Appraisal 


 
Option 1: No change 
 
This means that HEIW will not provide simulation-based education for IM simulation leads. Although this does will not incur any cost there are considerable risks if there is no change: 
 
1. No ability to quality assure the mandatory simulation element of the new IM curriculum with high risk of variation in standard of training across Wales.  
 
HEIW will be unable to satisfy GMC Promoting Excellence quality standards as per recommendations: 
(i) 4.3 “Educators must have access to appropriately funded resources they need to meet the requirements of the training programme or curriculum” 
(ii) 5.0(d) “opportunity to develop their clinical, medical and practical skills and generic professional capabilities through technology enhanced learning opportunities, with the support of trainers,  before using skills in a clinical situation”. 
There is a high likelihood of this risk if no faculty training is given. To mitigate this risk HEIW could contact healthboards to establish the timeframe for healthboard wide TTT courses being developed and whether HEIW could fund additional external places on these courses.  
 
2. Substandard simulation training impacting on HEIW’s reputation for quality training and future trainee recruitment to Internal Medicine in Wales  
 
This is counter to the Train Work Live promise of high quality training in Wales. Most other UK LEPs or regions have established simulation networks able to deliver IM training locally or centrally. Due to the geography and lack of national simulation framework in Wales, HEIW is at particular risk of reputational damage amongst trainees which could impact future recruitment. The likelihood of this risk is moderate, would be unlikely to impact immediately, and is most likely to affect the 2022 recruitment cycle. 
 
 
Option 2: Fund faculty to attend a two day Train the Trainer simulation course externally (Bristol Medical Simulation Centre course used for costing) 
 
This would give a broad overview of many aspects of simulation and would provide a good grounding in using simulation software, educational theory, scenario design, scripting and debriefing. It would provide quality assurance for the general delivery of simulation. It runs several times a year, and faculty would be able to book onto a course that is convenient to them. If they found an equivalent Train the Trainer at a more convenient location or time then they could attend up to the equivalent of the Bristol cost if HEIW permits this. 
 
Costs: Cost of each participant: £486 
Total cost for 11 (all IM simulation leads): £5,346  
Total cost for 15 (one participant per IM training site): £7290 
 
The risks include: 
1. No in depth training in human factors in this generic course. 
This may result in faculty not feeling prepared to deliver human factors simulation despite attending this course.  
2. This model is difficult to administer in terms monitoring attendance and funding. This would rely on the initiative of IM simulation leads to book onto a course and HEIW would need a clear process of funding the requested courses. Due to it being two days, faculty may struggle to take time out from their clinical commitments and may request expenses for travel and accommodation, increasing the cost again. There is no commercial Train the Trainers simulation course in close proximity to North Wales that faculty could attend.  
3. Focusing on individuals rather than creating a network and sustainable pool of faculty.  
This will not bring IM simulation leads together to meet, support each other and network. This approach involves a high level of investment in small group of people and is at risk of being unsustainable. If faculty give up the IM simulation lead role in the future, their expertise and HEIW’s investment would be lost.  
 
 
 
 
Option 3: Human Factors simulation 1 day course delivered by an external company, Atrainability, at a venue in Wales (maximum 20 places) +/- e-learning module. 
 
This specifically focuses on delivering human factors training through simulation, including debriefing. Delivering human factors simulation has specifically been highlighted by IM simulation leads as a concern. This day would be specific for IM simulation faculty and would bring faculty from across Wales together, helping to establish the IM simulation network and build relationships. No specific simulation facilities are required so a suitable HEIW or NHS room could be used at no cost.  For novices the course content is usually delivered over two days, however one of the days can be substituted for a short e-learning module introducing human factor theory and key concepts. This would allow for a one day course focusing on interactive debriefing and facilitation skills. Participants would be provided with a CPD accredited certificates and resources. An evaluation report would be provided to HEIW by Atrainability. 
 
Atrainability has been contacted to provide a quote for this option since HEIW has used them to provide Human Factors training for SAS doctors in North Wales in February 2019. Attached to this proposal include this feedback and a proposal document provided by Atrainability detailing recommended programme content and testimonials.  
 
Costs: Course cost for one day  course: £1600 excluding VAT (£1920 with VAT) 
 	 Travel expenses of company quoted at £150 
 	 E- learning module (including VAT): £60 per person/ £1200 for 20 delegates 
 
Total cost for one day course (20 participants) including VAT, expenses and including elearning: £3,270 
 
Total cost for one day  course run twice (40 participants total) including VAT, expenses and e-learning:  £6,540 
 
There are associated risks with providing a human factors simulation focused course: 
 
1. This does not provide training in generic simulation skills 
This may result in some variation in delivery of general simulation scenarios, writing scenarios and technical expertise. Mitigating options include the IM sim leads being an early priority/pilot group for HEIW All Wales TTT course once developed; however, there is no confirmed date for this. IM simulation leads can already access a simulation scenario database. 
 
2. All faculty may not be able to attend on a specific day and have to travel long distances 
Given that IM simulation leads are busy clinicians it is unlikely that everyone will be able to attend a specific day and many may travel significant distances. To mitigate this, if IM simulation leads cannot attend they could nominate a deputy from same site to attend.  To maximise attendance HEIW could liaise with RCP Wales to co-ordinate a good date possibly adjacent to RCP college tutor updates. Another option is to provide two one-day courses, one in North Wales and one in South Wales. This would allow for best attendance and more than one person at each site to be trained enhancing the sustainability of IM simulation delivery.  
 
 
 
 
 
4. Conclusion & Recommendation: 
 
In conclusion, IM simulation leads have identified delivering human factors simulation as their primary concern. Medical faculty currently lack the experience to deliver this aspect of the curriculum without further training. IM training is likely to face recruitment challenges in the future and high quality training is important to attract trainees to Wales. It is important to create a sustainable IM simulation faculty pool and network. There is an existing simulation scenario database that IM simulation faculty can access.  
 
Given the above, Option 3 is recommended proposal with a one day human factors simulation course with e-learning module run twice, once in South Wales and once in North Wales. This would train up to 40 faculty with human factors at a total cost of £6,540. This would allow at least two faculty at every site delivering IM to be trained in human factors simulation. The additional 10 spaces could be prioritised according to need for IM faculty or across emerging medical curricula that mandates human factors simulation. Option 3 would provide targeted education to the most number of faculty, providing best value for HEIW. 
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Human Factors Programme Objectives: 
 
The Objectives of this programme are to equip a faculty of consultant physicians to be able to add Human Factors to their practical training and coaching including in simulation scenarios. 
 
There are two fundamental aspects: 
· Human Factors Awareness 
· Facilitated debriefing 
 
Proposed Schedules 
 
	 
 
	Price (excluding VAT and expenses unless specified otherwise) 

	 
Human Factors training 
 
Human factors awareness and/or practical facilitated debriefing 6hr workshop 
20 delegates per session 
 
E-Learning Human Factors Awareness 
Module 
 
 
	 
 
 
£1,600 per day plus expenses plus VAT 
 
 
 
Approximately £40 per individual timelimited module licence to be negotiated 
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Human Factors awareness modules. 
 
Typically, the focus is towards:  understanding error and practical tools to avoid, trap and mitigate,  situation awareness & decision making,  
communication including assertiveness and effective intervention 
Dealing with difficult people (colleagues?) leadership and teamwork behaviours  
Briefing – Checklists – Debriefing for learning. 
 
Course Content 
Modules may be chosen from these below, but some clearly are part of a logical flow.  
NB to cover the entire content in depth would require 2 days. 
However, an E-Learning module is available that could cover most significant concepts in 1 hour in delegates’ own time. 
 
Introduction to programme including the ‘System model’ and Threat & Error Management.  This module introduces the underlying evidence for the crucial part that Human factors play in team and individual performance of tasks. Using the ‘Swiss Cheese’ model of Professor James Reason to highlight how easy it can be to recognise those hazards and threats to safety that exist all the time. We will discuss what these factors are for the delegates and the people with whom they interact. 
 
How people make errors – recognition of the limitations of the human brain. 
Here we examine the limitations of the human attention mechanism, the dangers of interruptions and distractions, the problems with ‘pattern-matching’ and high risk work situations. The ‘Sterile Cockpit’ concept is offered as one solution. 
 
Why people make errors and violate the rules, attitudes to rules and processes.  
This module deals with the effects of physiological aspects such as dehydration, low blood-sugar levels, fatigue and high workload and some practical tools to mitigate the effects. It also discusses Amalberti’s research on attitudes to regulations and rules. 
 
Stress solutions – help in the workplace for distracting stress and worry. 
looking at the recognition, causes and solutions to high levels of personal stress in self and colleagues and the role of empathy and understanding to promote safe team-working. 
 
Situation Awareness  
Definition and understanding of this concept which is at the core of all facets of everyday personal and professional life. We will focus on the warning signs of loss of an accurate recognition, understanding and prediction of the situation. 
 
Individual and Team Decision Making 
The majority of decisions throughout any day are not made with much conscious thought. It is apparent that many decisions when reviewed have been performed without sufficient analysis. We will explore different modes of decision making and offer an analytical solution tool as used in high reliability professions. 
 
Communication – verbal and non-verbal and assertiveness 
There are a number of traps and techniques to aid effective two way communication. We will explore question types and proven tools to try and ensure safe mutual understanding 
 
Crucial conversations and dealing with difficult people 
All of us have to deal with challenging situations and individuals from time to time. We offer proven practical techniques in preparing ourselves to handle these important situations.  
 
Leadership and team working in a clinical setting 
This session discusses traps and preferred skills of leading teams including emotional intelligence plus aspects such as destructive goal pursuit. 
 
Adherence to safety protocols and checklists 
Design and use of checklists is well understood in high reliability professions but seemingly less so in Healthcare. The team have unparalleled experience in design and use of checklists from industries such as aviation and their implementation in healthcare with practical tips. 
 
Briefing the Team  
Briefings and handovers - planning for the expected and preparing for the unexpected - are encouraged but not universally well executed. We believe they are key to the working day. All the previous concepts come together here. 
 
Debriefing – a focus on learning from success and excellence and not seeking to blame. 
The team is the finest resource any organisation has and it is frequently under used as a source for improvement. Lean principles revolve around learning and here we introduce easy effective methods of sharing the learning. A ‘just’ culture is the desirable outcome without undue blame attribution. By focusing on success, not only is excellence captured and shared but also morale improves as a culture of praise evolves. 
 
Facilitated Debriefing techniques. 
 
Debriefing team-working behaviours is a crucial aspect of learning and subsequent behaviour change. No-one likes to be told how to behave. It doesn’t work with teenagers and is not useful for adults. Facilitation, however, where students are encouraged to find their own solutions is highly successful because it is very difficult to ignore ones’ own advice. The tutor skill comes in leading and guiding students to recognise their own successes and self-development needs. 
However, many tutors, long established in an instructional technique, which is arguably more effective for clinical skills teaching, can find it a challenge to switch to a more questioning, coaching style. But questioning alone is not sufficient. 
One cannot, though, facilitate if students don’t know the basics. It works best when used to build on experiences and so Human Factors tutors require a basic level of understanding of the concepts of effective behaviour and the skill to help students apply it to their learning. 
 
Recommended plan. 
 
Considering the budget and time constraints, we recommend the tutors receive an E-learning pack on the basics of Human Factors. They then attend a minimum 1-day course in recognising these behaviours in scenarios and practice debriefing techniques in role play sessions. 
 
 
Collated attendee evaluation reports will be provided to the client at the end of each programme along with electronic copies of CPD accredited certificates for each attendee.  A copy of the evaluation form is attached to this tender.  All attendees will receive a comprehensive set of handouts at the end of the programme emailed to them in PDF format. 
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Trevor Dale FRAeS, MRCPS(Glas) Honorary 
 
Trevor specialises in Human Factors and has experience of training back to 1990 when he was part of the team that introduced it into British Airways. He retired as a Training Captain flying Boeing 747’s in 2005 and had focused on training trainers and crew in simulation, class and aircraft. He began working in human factors in healthcare in 2002 with paediatric cardiac surgery and now continues to do so across the entire spectrum from surgery, ITU, anaesthesia to mental health. Developing clinical simulation for human factors training is a particular focus. He is involved with expanding understanding of how examiners are affected by fatigue and repetition during physician examinations. Currently he is also working with a team to bring human factors to the work of child protection workers. His passion is to help professionals develop and maintain their full range of skills, both technical and non-technical.  
 
Karen Speight MSc 
 
Karen is a Captain on the Airbus A320 for a major international airline, having previously flown the Boeing 757/767. She has a Masters in Experimental Psychology from Oxford University. As well as training in healthcare, Karen has been involved in training of both cabin crew and pilots since 1998, specialising in Crew Resource Management and Human Factors. She has trained trainers and coached them in delivery of this material. She also held a four year post as a technical trainer and has been involved in pilot recruitment since 2000. 
 
Peter Fields 
 
Peter has recently retired from the front line of the NHS as a member of the Ambulance Service in 
Emergency Care. Previously he was funded by the British Heart Foundation to implement the Chain Of Survival project concentrated on the North East of England. This involved increasing the survival rates of out of hospital cardiac arrest patients by training and empowering people across all sections of the community, statutory organisations and charities to engage and cascade the skills required to use strategically placed life-saving equipment to enable early intervention and defibrillation. He has a keen interest in mental health issues and is involved in providing support to Veterans through the Royal British Legion. Peter had a former career in the military with a fascinating history in special forces in many challenging situations. A qualified Neuro Linguistic Programming Practitioner (NLP) Coach he regularly provides effective support and coaching at both work and within his local community. 
 
Nic Steevenson B Eng 
 
Nic has extensive experience delivering human factors training in healthcare and other professions. served for 10 years in the RAF as a Tornado Navigator. Nic was also a highly qualified instructor; mentoring and designing training for trainees undergoing the advanced phase of their fast jet training. After she left the RAF Nic was Chief Ground Instructor for a major European Airline. She provided oversight and management of all internal and 3rd party pilot ground school training and instructed Human Factors internationally. She has completed Crew Resource Management Instructor Training. More recently Nic has been working developing and delivering innovative and immersive training techniques for Human Factors training. She has been working using tools such as a 737 full motion flight simulator and Virtual Reality to deliver unique training solutions for the NHS and other clients. 
Nic has a B Eng in Aerospace Engineering and also consults on Error and Safety Risk Management. 
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Stephen Tipper, Human Factors Programme Manager UHCW NHS Trust - Winner of Safety Team of the Year 2018 HSJ Awards Patient Safety Congress July 2018- 
  
Integrating Human Factors principles into our safety investigations has been a key part of the changes we have made. An understanding of these concepts is key to learning and improving as an organisation when things go wrong. We started our Human Factors journey two years ago with Atrainability and their Train the Trainers course, and this gave us the knowledge and confidence to develop a systems-based investigation process that moves away from blame, towards learning and ensures that the patient is at the heart of what we do. 
  
Stuart Hamilton, Head of Clinical Skills & Resuscitation, The Royal Wolverhampton Hospital NHS Trust Clinical Simulation Centre  
“I've never had such a positive response from a faculty training course. Thank you so much for facilitating a wonderful experience pitched expertly and controlled with genuine expertise and experience. I really hope that this is the start of a strong working relationship.”  
 
David Wood, Associate Director of Safe Services, Cheshire and Wirral Partnership NHS Foundation Trust (CWP) 
 
The Human Factors training that Atrainability has provided to CWP transformed the way that we think about safety.  It has helped us to develop a safety management system, which we have been implementing for the past year.  This is already being promoted regionally as an exemplar due to the pace and scale with which we are working with our frontline teams to help them deliver care which increases safety. 
 
Atrainability were very flexible to our individual needs.  As a trust that provides mental health and community physical health services, we face specific challenges that perhaps traditional Human Factors educational approaches overlook.  Many high reliability industries, that the NHS is learning this craft from, work in controlled environments.  But the majority of our practitioners manage risk autonomously and in the community setting – this not only makes the argument for Human Factors even more compelling, but because it is so vital, it is really important to work in partnership with a partner that recognises how Human Factors applies in different settings.   
 
As a direct consequence of our learning from Human Factors, we have since invested in a simulation suite.  This is to support staff to practise real life scenarios and hone their skills in a safe, controlled environment, with a strong emphasis on multi-professional, multi-disciplinary training and selfevaluation.  Having a simulation suite is perhaps one of the most significant indicators that Human Factors is an operating principle of an organisation.  It is important to get approaches like this right, as by definition it is more difficult to set up simulation for environments that are less easily controlled – not just community settings, but also inpatient settings of the type provided by CWP where there is unpredictability and challenging behaviour.  
 
The training provided by Atrainability has had a lasting legacy; even now we look through a “Human Factors lens”.  One example is that in recently developing our quality improvement strategy, we have underpinned it with the principles of Human Factors.  Another example is that we include Human Factors in our investigation of incidents.  This training has therefore made us resilient since, nationally, including through the work of the HSIB, the move is to use quality improvement science in the investigation of incidents. 
We could not have done any of this without the help of Atrainability as our external partner in challenging our traditional ways of thinking.   
 
 
 
Deborah McAllion Head of Midwifery at Dartford & Gravesham NHS Trust 
 
“Hi Trevor, 
What a fantastic 2 days of brilliant education and training! 
  
Thank you so much to yourself and Karen for running 2 inspirational days. 
I have just reviewed the evaluations form both days and it would seem that you have worked your magic again. 
Exceptional feedback from both the midwives and GP’s and very well deserved! Thank you!” 
 
Kelly Angus 
Head of HR Services and Development 
Northumbria Healthcare NHS Foundation Trust 
 
“The trust has worked with Atrainability in a number of scenarios over the last 4-5 years. Human Factors awareness, training and team facilitation is a key feature of both the patient safety and quality improvement agenda for the Trust.  
 
Ensuring our teams are communicating as well as they can be, providing a challenge in situations that are important to patient safety and that they are well placed to be aware of each other’s’ actions is an essential component of having Human Factors trainers within the Trust.  
 
Using Atrainability has allowed us to access expert trainers who facilitated a multi-disciplinary group and develop health & social care simulation experience which could be used for all staff, regardless of role/grade which for our Workforce of approximately 9,000 is exactly what we need. The multidisciplinary team who participated in Atrainability’s training have all given excellent evaluation and the passion for Human Factors the trainers come through in the training. We would highly recommend Atrainability for Human Factors training provision and we are likely to use Atrainability again” 
 
Jo Watts, Head of Compliance, Cheshire & the Wirral NHS Trust 
 “Fantastic course, energetic facilitators.  Re-enforced common sense & a number of known factors.  Time to reflect & think about implications of how we work”  
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Patrick Mitchell & Trevor Dale (2015) 
Side errors in neurosurgery and human factors training,  
http://eprint.ncl.ac.uk/file_store/production/212083/88C77343-4BDB-4507-A80C400FCA4F8BA4.pdf 
 
McCulloch P, Mishra A, Handa A, Dale T, Hirst G, Catchpole K, (2009) 
The Effects of Aviation-style non-technical skills training on technical performance and outcome in the operating theatre. http://qshc.bmj.com/cgi/content/full/18/2/109 
 
Dale, TJ, Giddings, AEB, Hirst, DG, Smith, P, Catchpole, K (2008).  
Aviation-style briefing and debriefing for the operating theatre.  
In S. Hignett, B. Norris, K. Catchpole, A. Hutchinson and S. Tapley (eds).  
Improving Patient Safety 2008: From Safe Design to Safe Practice, pp.15-19. Loughborough: The Ergonomics Society. ISBN 978-0-9554225-2-2 
 
Mishra A, Catchpole K, Dale T, McCulloch P. (2008) 
The influence of non-technical performance on technical outcome in laparoscopic cholecystectomy. Surgical Endoscopy. Jan;22(1):68-73. Epub 2007 May 4 
 
Catchpole, K, Giddings, A, Hirst, G, Dale, T, Peek, G, De Leval, M. (2008). A Method for Measuring Threats and Errors in Surgery. Cognition, Technology and Work in Press. [Epub ahead of print]. 
 
Catchpole, K, Giddings, A, Wilkinson, M, Hirst, G, Dale, T, De Leval,M. (2007)  Improving patient safety by identifying latent failures in successful operations.  Surgery 142(1), pp.102-110. 
 
Catchpole, K, Giddings, AEB, Hirst, G, Dale, T, de Leval, M (2006).  
Human errors, system failures, and non-technical skills in surgery. Patient Safety 2006, Birmingham, 1-2 February 2006.  
 
Catchpole, K, Giddings, A, De Leval, M, Peek, G, Godden P, Utley, M, Gallivan, S, Hirst, G, Dale, T (2006).  
Identification of systems failures in successful paediatric cardiac surgery.  Ergonomics 49(5-6), pp. 567-588. 
 
Catchpole, K, Giddings, A, de Leval, M, Gallivan, S, Godden, P, Utley, M, Dale, T, Hirst, G (2005).  
Identifying and reducing systems failures through non-technical skills.  
The Surgeon, Supplement FP1.4: Proceedings of the Royal College of Surgeons Edinburgh Quincentennial Conference, Edinburgh, July. 
 
Catchpole K, Godden, P, Giddings, A, Hirst, G, Dale, T, Utley, M, Gallivan, S, de Leval, M (2005)  Identifying and Reducing Errors in the Operating Theatre.  
Patient Safety Research Programme (HMSO) 
 
Catchpole, K, Giddings, AEB, de Leval, MR, Dale, T, Hirst, G, (2005).  
Systems failures, human error and teamwork: the role of the perfusionist.  
Society of Clinical Perfusion Scientists of Great Britain and Ireland Annual General Meeting, 
Stratford-upon-Avon, 4-5 November 2005. Available at http://www.sopgbi.org/perfusionists.html 
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Single Equality Scheme 
 
 
We confirm that it is the policy of Atrainability to comply with its statutory obligations under the Equality Act 2010 as amended (or equivalent legislation).  It is the practice of Atrainability not to discriminate directly or indirectly on grounds of colour, race, nationality, or other ethnic or national origins in relation to decisions to recruit, select, remunerate, train, transfer and promote employees. 
 
In the last three years, there has not been any finding of unlawful racial discrimination in the employment field against Atrainability by any court or tribunal, or in comparable proceedings in any other jurisdiction. 
 
In the last three years, Atrainability has not been the subject of formal investigation by the Commission for Racial Equality (CRE), or a comparable body, on the grounds of alleged unlawful discrimination in the employment field. 
 
We confirm that it is the policy of to comply with the statutory obligations under the Sex 
Discrimination Act 1975, as amended, the Equal Pay Act 1970 as amended, the Disability 
Discrimination Act 1995 as amended, the Employment Equality (Age) Regulations 2006 as amended (or equivalent legislation).  
 
In the last three years, there has been no finding of unlawful or disability discrimination in the employment field been made against Atrainability, by any court or tribunal, or in comparable proceedings in any other jurisdiction. 
 
Atrainability is currently subject to UK legislation. 
 	 
 
[bookmark: _Toc13174]TERMS AND CONDITIONS 
 
The following terms and conditions relate to all work booked and engaged with Atrainability by the ‘Client’ unless mutually agreed in writing prior to commencement. 
1. Period 
The terms and conditions will remain in force from the date of the booking until cancellation, in writing. 
2. Fees 
The fees cover work for the Client whether carried out on his/her premises or elsewhere, as specified separately. All fees and expenses are subject to VAT currently 20%. 
3. Payment Terms 
Invoices will be submitted on completion of the specified work (or in stages if agreed prior to the work being carried out). Payment will be due within 28 days of the invoice date. A 5% per month charge WILL BE INCURRED for ANY delayed payments. 
4. Cancellations and Postponements 
If, for any reason, you have to cancel or postpone an agreed booking, this should be notified in writing, and the cancellation fees will apply as set out in the table below. However, if the particular work of the same or higher value were re-booked at this time for a date within 6 months, then this will be treated as a postponement and a reduced scale of fees will be applied. 
5. Force Majeure 
Atrainability will use its best endeavours to carry out the contract as agreed, but shall not be liable for the loss (whether direct or consequential) suffered by the Client, in the event of Atrainability being unable to complete the work in whole or in part due to matters beyond its reasonable control. This shall include (but shall not be confined to) illness, strikes, lock outs or other labour disputes, shortage of materials, accident or breakdown of motor vehicle or other forms of transport (including public transport), errors made by hotel staff or similar in making booking arrangements, other delays in travel, riot, civil unrest or war. 
6. Variation 
Any variations must be agreed and confirmed in writing in advance of the delivery date by both parties. 
7. Confidentiality 
Atrainability shall not disclose, publish or authorise others to publish any reports or information pertaining to the agreed contract with the Client, without prior written approval of the Client. 
8. Copyright 
Atrainability retain the copyright in any reports or manuals or other materials that might be supplied, unless specific agreement is made in writing to assign any rights to the Client. 
9. Replacement Representatives 
Where a specific representative is scheduled to deliver a particular piece of work and is unable to fulfil this commitment, Atrainability will make every effort to replace him / her with another experienced Atrainability representative subject to the agreement of the Client. Where representatives cannot be replaced, there will be no charge for the day involved or for any agreed re-arrangement and delivery of the original commitment. Notice Given  
 
Cancellation Postponement 
Less than 2 weeks 100% 
Between 4 & 2 weeks 50% 
More than 4 weeks No Charge 
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