
[image: Graphical user interface, text, application, letter

Description automatically generated] Figure 1: Policy taken from CW1 

This essay will reflect on the identification on stakeholders in CW1 and crucially how it could be improved upon. Gibbs’s model of reflection (1988) provides a structure finalising with an action plan for future projects. Argyris and Schon (1978) suggest double-loop learning where the team and organisation question the value and assumptions to modify policy continuously. 

Stakeholders, as defined by Clarkson, 1995 ‘persons or groups that have ownership, rights or interests in the activities’ require optimal identification and management.
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Figure 2. List of Stakeholders identified in CW1. 
This list included the appropriate stakeholders however much of the analysis was done informally without documented consideration. I have reflected on this and drawn up an analysis chart taking into consideration the level of value and engagement required for each stakeholder, for example: HEIW; top priority/keep satisfied, medical educators keep informed and engage to promote influence. The level of influence and interest needs to be considered. 
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Table 1: Stakeholder analysis 





Despite including patients within the list of key stakeholders this was subsequently not prioritised. I was focussed on the faculty delivering the education and the staff receiving. Time constraints, a focus on tangible quick deliverables and a lack of knowledge on how to ‘engage the public’ played a part however this is a missed opportunity. 

Toncinic, 2020 discuss the benefit of engaging both patients and public within decision making projects; this supports sustainability and widens the number of stakeholders which may support subgroup analysis. Moving forward I would look to include a lay person in meetings. Directly approaching specific charities or patient safety groups and requesting volunteers would support wider knowledge, diversity and provide a larger project workforce. Welsh language translation would particularly lend itself to this stakeholder group.

A diverse professional lens was included, multi-disciplinary teams (MDT) however not necessarily cultural, gender or religious diversity. All health boards and HEIW representation from across Wales were invited however I didn’t actively encourage further diversity. NHS Business Services Authority state there is a benefit of increasing the diversity of ‘lived’ experiences within teams and I will actively seek input from specific groups in the future, such as diversity and inclusion leads.

Simulation scenarios may include faith and medical decisions such as Jehovahs Witness’s blood product preference. Inclusion of stakeholders with this background may support optimal delivery and reduce prejudice. Wider involvement of stakeholders has the additional benefit of creating long term relationships which may promote future collaborations and wider scope. (Brugha, 2000)

A way to promote the digital strategy with mainstream understanding could have been utilised- communicating the project to all staff and even the public using language that is understood and potentially delivered via a blogpost or shared via the hospital Twitter feed may have been an optimal method of engagement. I could have identified commonalities of the project needs across the wider NHS, this could incorporate other strategy policies with similar end points which may have better utilised resources and increased the stakeholder pool. This approach is utilised by the NHS Business Service Authority.

The internal and external motivation for the project weren’t considered. Some stakeholders may wish to publish the process- this could be supported and would provide further drive which could have been harnessed. In the future I would ask for volunteers to work on publishing. I often think I need to lead all aspects however this is a section that could be delegated with supervision. 

An approach, promoted by NHS Business Services Authority is funding teams and not projects. This could support a portion of the budget being allocated appropriately to the team that are working to provide a service without cost. Squeezing a hardworking team to deliver objectives may not be attainable without detriment within the system.
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Figure 3: Extract from CW1 which demonstrates both advantages of both in house and external collaboration. 

A reluctance to pay for outside agency involvement can be detrimental and subsequently compounds the ‘easy route’ of staying internal. This could lead to groupthink conditions as it isolates the group from outside sources of information and judgement (Macloed, 2011) The advantage would be working beyond the normal boundaries and widening the ability to change whilst forming professional collaborations.

Positives included representation across Wales NHS, multi professional and utilising a digital platform which reduces both time and cost of travelling.(Toncinic, 2020).

I mentioned how the project would be iterative however I didn’t consider how to share developments and what has been done or learned as it progresses. Defra digital, data and technology (defradigital.blog.gov.uk) suggest a blog which is updated regularly containing hyperlinked examples, sharing knowledge. Agile communication techniques would support my own experiential learning and reflection (Kolb, 1984) but also promote critical thought by others to support continuous improvement. (Mathieson, 2016).

Phycological safety, published by Edmondson (1999) refers to an environment whereby all members of the team feel that they can speak up and share a concern without fear of reprisal. I used some mechanisms to encourage active participation such as online polls allowing anonymous voting which reduces the risk of bias and supports individual answers however the next step is developing a culture where sharing and alternate views is promoted. Whilst shared beliefs can shape a positive team, favouring existing familiar routines or systems can hinder development and change. (Edmondson, 1999). As a leader I could share mistakes and pitfalls openly to encourage ‘learning from experience’- this could encourage others to speak up. Interpersonal threat (Argyris, 1978) impedes learning; I need to look out for this and acknowledge the hierarchy within healthcare looking for ways to flatten this. Debriefing following events or meetings could promote shared learning and provide this opportunity to recognise opportunities to make changes early. (Diaz-Nevarro, 2021)

Stakeholder engagement requires ‘planning, execution and transition’ (Public Participation Framework,2018)- The planning stage which should include tailoring the engagement to the induvial stakeholders wasn’t really considered as just one group stakeholder meeting. The benefit was that all voices were in one virtual room however I now realise that this wasn’t focussed on each stakeholder appropriately and also lends itself to problems such as groupthink. Future actions would include separate meetings, questionnaires online; option to share anonymously. Tbasihudg, 2020 discuss the benefits of this; decrease the risk of bias based on personality or professional status and it could also provide an opportunity for the voices of those that are usually quiet within virtual meetings. 

I will request feedback which could be delivered anonymously if preferred; this could alert me to concerns for example- ‘the team sticking with a course for too long’, I summarised the project at stages to support clear objectives however I didn’t offer feedback to others which may provide double loop learning. (Edmondson, 1999, Argyris, 1978). Seeking feedback on actions and developments needs to be continuous and may form the final stage of reflection (DEBRIEF method, Allan 2009).

The term groupthink, originally penned by sociologist William H Whyte for Fortune magazine (1952) and expanded on by Irving Janis (1972) considers the pressure for groups to conform at the potential expense of independent thought. 

During initial stakeholder meeting a comment was made by a senior ’We don’t need to reinvent the wheel, we have MS Teams so we will utilise that with no additional cost’. 
This meant that considering new technology was immediately dismissed. Identification and evaluation of alternative delivery methods is fundamental however groupthink may minimise this due to peer pressure or willingness to conform. (Macleod, 2011)
High profile attendees with dominant voices can hinder information sharing. Breakout rooms and splitting groups could enable non dominant attendees to speak out. In the future I will actively ask each person if they have any final thoughts or considerations (allowing enough time for this planned within meeting). I will remind the team of the wider attitudes; The NHS vision for digital, data and technology (2018) set out plans to increase the supplier market (National Audit Office, Report - Digital transformation in the NHS, 2020). The solutions were limited almost immediately and full analysis skipped in a bid to unite as a cohesive team. 

When groupthink exists this may promote ‘self-censorship of ideas’ where doubts are withheld. (Macloed, 2011)There could have been an assumption that silence means agreement. I will ensure to ask for all opinions in meetings but have an awareness that this may not ‘allow’ for true thought sharing. Full expression from less assertive team members could have been encouraged using an advocacy and enquiry method. A ‘stance of curiosity’ includes conversational techniques and objective observation to attain greater depth of consideration (Rudolph, 2006).

Recognising dominant individuals and actively planning strategies to manage is something I will plan for with future projects; inviting all participants if they’d like to share/add content before a meeting finishes. Ensure ground rules are delivered including ‘no interrupting’ and promoting a long-term culture of psychological safety (Edmondson, 2009)

Future strategies to avoid groupthink will be alerting the team to its existence; article shared ahead of meetings. I will frame issues objectively and lead by example raising my doubts and thoughts, promote group diversity within the group and not shying away from creating a group which has different perspectives. A systematic approach to evaluating alternatives should be standard regardless of dominant opinions. Protocolising and normalising this may reduce the impact of dominant opinions that don’t want to deviate from the status quo. ( Macleod, 2011).

Table 2: Self made table of strategies that could reduce groupthink if this project was undertaken again. Contains suggestions adapted from Macleod, 2011)
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In conclusion, this opportunity to reflect critically has allowed me to discover what went well and know why and how to utilise this in the future. Crucially I have learnt new skills and approaches to maximise policy goals and multi stakeholder working in the future. 
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Policy Document:

Health Education England (HEE)
National Framework for Simulation Based Education (SBE)

‘Health Education England will ensure
development of a well-trained and engaged
multi-professional workforce that is able to
deliver safe, effective care by utilising
meaningful and cohesive simulation-based
education.’

Figure 1: Policy statement. Taken from Health Education England (HEE)
National Framework for Simulation Based Education (SBE), www.hee.nhs.uk

Faculty development within SBE has been chosen by Health Education and
Improvement Wales (HEIW) for an independent taskforce to deliver;

Simulation Faculty Development (SimFD) is an objective in the HEIW annual plan
2021- 2022, Strategic Objective 2.11, Milestone Q2: Develop faculty development
training materials
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Stakeholders:

Patients who receive care

Staff who will receive training

Faculty who deliver simulation training

Local health boards

National governance (HEIW)

IT staff responsible for design, installation and maintenance
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The benefits of in-house development includes local upskilling and capability of workforce.
Workforce feel valued, developed and there is improved knowledge and capacity to problem solve
without outsourcing.

Engage wider stakeholders who may collaborate without expense; explore local universities;
education, IT, engineering and relevant businesses may be able to cooperate which would provide
expertise but also reduce workload on clinical staff. This could be a mutually beneficial project
providing evidence for thesis etc. This path will be explored alongside the predominant delivery
method so as not to reduce efficiency.
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Strategy to Avoid
Groupthink

How would it work?

Practical delivery

Alert the team

Inform the concept of
groupthink and the
pros/cons

Share short article ahead of initial
meetings.

Initiate meetings saying — ‘we want this
group to change the culture and avoid
pitfalls’ — positive acknowledgement

Frame issues objectively

Avoid bias and encourage
debate

Lead by example raisings doubts.
Assign an antagonist who's role is to
request evidence based rationale

Encourage unbiased thinking. Stress the
need to decisions based on data not
assumptions.

Promote group diversity

Invite outside experts and
diverse representation and
different perspectives

Actively source groups both within trust
and external for example ‘Women in
Cardiothoracic Surgery’.

Withhold leader opinion

Prior to requesting input

Teams may try to figure out
leader opinion prior to
sharing. Leader could share
different strategies and list
benefits of each

Promote alternative opinions. Provide an
option for anonymous online
suggestions.

Normalise reflections on the groups final
decisions/ summary
Votes/Ballots

Debrief and deliberation
time.

Provide a forum for second
thoughts and normalise
change of direction if
appropriate

Promote a culture of
debriefing so that lessons can
be learnt

Provide time to do this within deadlines.
Actively initiate debriefing sessions at
various stages of the project as well as the
end.





