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Reflections on methods of multi and inter-disciplinary working in digital technology design


Introduction

My previous assignment considered two-way messaging systems between patients or carers and healthcare professionals. This could be delivered either as stand-alone systems, nested within a bundle of additional applications or within an all encompassing patient record system. This would enable outpatient transformation towards a clinical model of patient initiated follow up as opposed to the traditional clinic review every six months and the inefficiency of reviewing patients who require no active medical intervention. To determine the ideal outcome, effective stakeholder engagement is crucial to the process of requirements engineering (Sommerville, 2016).


Stakeholder Engagement

A broad range of stakeholders have been identified and their potential agendas are summarised in the following table.


	Stakeholder

	Potential Agenda
	How to engage

	Patient

	Wants best quality care at time suitable to them. Wants quick response to queries. Wants system that provides multiple benefits and is easy to use. Want to be reassured their doctor is in support of this change
	Face to face or digital meetings, either 1:1 with representatives or group session

	Family member or carer

	May want to access service on behalf of patient and have clear pathway to do this
	

	Doctor in specialist service

	Concern that workload should not be significantly affected in short term through responding to messages
	1:1 or professional group meetings, perhaps by attending service MDTs. Specific queries answered quickly to ensure engagement

	Clinical nurse specialist

	Concern on workload. Perception of workload shift from doctor to nurse and require resourcing for this
	

	General practitioner

	Concern secondary care transferring work to primary care without consultation or funding
Interoperability of hospital systems with primary care systems
	Primary care meetings through GP clusters, piggyback onto existing educational and service meetings to ensure attendance and representation

	Practice nurse

	Concern secondary care or GPs transferring work to them without plan for further resource. Concern may be forgotten about when training in new system
	

	Service management team

	Ensuring good use of resource and diligence in commercial processes
	Meet individuals 1:1 with semi-structured questionnaires to anticipate requirements and understand existing processes

	Information governance 

	Ensuring data protection and service standards are upheld
	1:1 meetings either face to face or digital

	Patient support group

	Ensuring all patients needs are met not simply digitally literate
	Direct contact with change team or by supporting patients who are providing feedback

	Healthcare administrator 

	Concern excess queries may come through administrative teams when technology not operational or if difficult to use
	Change team meeting group of administrators and clarification of early concerns with line manager in advance



In this table, I have grouped some of rows where it would be beneficial to engage jointly, particularly with co-located professional groups, e.g. practice nurses and GPs. Examples of engagement events where all groups are consulted together are in my reflections below, and my experience has suggested that professionals, particularly senior professionals like consultants can become dominant and prevent other groups such as patients who might otherwise articulate opposite views. From personal experience, medical consultants become leaders in their field precisely because they can articulate well and demonstrating and defending their knowledge and opinions is tested through their junior careers through clinical examinations. 

The method of stakeholder engagement would be flexible, e.g. using digital methods or face to face. Many patients would engage with digital events, particularly if they would have far to travel or were anxious about COVID-19 transmission, although a sole focus on digital would exclude the digitally excluded. To ensure high uptake of a digital intervention, conversations need to happen with those with no digital footprint to elucidate their requirements, e.g., training, hardware, or adaption of systems to fit their needs (e.g. large typeface if visually impaired).

Another method of stakeholder engagement could include a survey for all to fill in with structured and unstructured questions to determine requirements. This could allow those unwilling to speak up at a group meeting to have their opinions heard without fear of being judged.




Personal reflections 

In this section, I utilise formal reflection techniques (Tanguay, 2020) from two contrasting experiences to demonstrate how effective engagement can work in practice. I use the Kolb learning style as it facilitates iterative learning which could then be used to influence how I approach the second experience by providing an opportunity for active experimentation to improve the value of the reflection (Kolb, 1984). 

1. The service reconfiguration experience

Before moving to Wales, I worked in an English service that was commissioned directly by the local authority. Due to emergency budget cuts in local government, the financial package reduced by 10% in one year and the service had to decide how to make significant cost savings. A document was produced by the senior management team outlining reductions in staff costs and significant shifts to digital services (e.g. online testing for infections replacing face to face consultations) with group meetings and consultations to follow. The process took about three months in total and resulted in redundancies for nursing staff. The urgency of the change required was the behest of the commissioners.

The entanglement of digital service change with a human resource agenda to make clinical staff redundant felt to many clinicians to be a cynical appeasement to the commissioner rather than making changes to embrace digital transformation to improve the quality of patient care. There was no patient voice in the process and there was little chance for clinicians to influence digital change as much time was spend helping anxious staff who were worried about paying their mortgages in the short term. 

Externally this may have been perceived as ‘groupthink’ through the lack of disagreement although this simply reflected the strong views and personality of the senior leadership team and I reflect that the perception of groupthink may sometimes be the subordination of many to a dominant figure rather than collective agreement. Groupthink has been described as a term to “depict premature consensus seeking in highly cohesive groups” (Janis, 1971) and is a negative descriptor, worse than open differences of opinion where meaningful consensus may be ultimately reached. 

The outcome for me was that I did not feel secure in my role given the vulnerability of others and when given the opportunity, I relocated to my current position with a different employer. Whether this was due to longer term financial uncertainty, or on reflection that the engagement left me feeling excluded from the change process I cannot be certain.

In future situations, I reflected that challenging the dominant view may overall lead to better positive outcomes, and in digital transformation where others have neither the skillset nor the confidence to develop services this challenge, or disruption may be particularly beneficial. The development of online clinical services in sexual health must be considered as part of the overall strategic vision of the service rather than a cost-saving short term measure to prevent clinical disengagement. However, I recognise that my own position as a senior clinician may prevent others from sharing their views when they have insightful perspectives to shape the transformation process.


2. Away day experiences

In 2019, our department had a strategic ‘away day’ to produce a vision for how HIV outpatient services would be modernised to incorporate the needs and demands of patients in the upcoming five years. The aim was to deliver statements of intent and an action list which would develop into workstreams. Digital transformation was crucial to this through the electronic patient record system and review of patient-healthcare worker communication pathways.

As a result of ineffectual chairing and organisation, the sessions drifted into resolving operational issues neglecting the strategic priorities. Although my prior experimentation after reflecting on previous events suggested I should challenge a dominant view, it became clear there was no dominant view, rather a vacuum and although I risked becoming the dominant force, I tried to steer the agenda towards the intended aims. This resulted in some digital requirements being generated in haste in the closing minutes of the meeting.

Unfortunately, to date none of the actions of the day have been completed. The subsequent COVID-19 pandemic may have contributed to this, however in many other clinical services, transformational change accelerated due to the combination of tightened staff resource due to redeployment and an organisational culture change necessitating change through pivoting of outpatient services from traditional face to face models to digital services using patient initiated follow up to meet demands.

In this case, leadership was required to clarify the outcomes and I should have personally stepped in where this was lacking. However, this may have undermined my colleagues who are in the leadership positions and may have resulted in inter-disciplinary conflict. On reflection there is a balance between being dominant and obscuring alternative views and being so passive that the intended outcomes are missed. 


Final reflections

Extensive stakeholder engagement, with diverse methods and tools may overcome issues relating to dominance in the development of requirements for new systems in digital transformation. However, care is required to ensure that the voice of the patient and crucially the digitally excluded minority is considered if the intention is for sustainable change rather than the simpler focus on groups that already invest in digital services. 

There is no literature that groupthink is more or less harmful than departmental ennui but it has been said that it is “better to do something imperfectly than to do nothing flawlessly” (Schuller, 1984). Perhaps on reflection, the opportunities for digital transformation, even within dysfunctional ecosystems where the primary aim is diverting attention away from cost (and therefore staff) reductions in my first reflection result in more real transformation than the vague drift towards service improvement outlined in my second reflection.




Bibliography

Janis, I. (1971). Groupthink. Psychology Today, 84-90.

Kolb, D. (1984). Experiential learning: experience as the source of learning and development. Prentice Hall.

Schuller, R. (1984). Tough Times Never Last, but Tough People Do! Bantam.

Sommerville. (2016). Requirements Engineering. In Sommerville, Software Engineering (pp. 101-137). Pearson.

Tanguay, H. M. (2020). Reflective Writing for Nursing, Health and Social Work. Bloomsbury.


