Critically reflecting upon methods of multi- and inter-disciplinary working involved in successful design of GP access model driven by Asynchronous Online Consultation Platforms 
Improving convenient access to GP services by introducing digital tools is part of both the NHS Long term plan and General Medical Services (GMS) contracts agreed in Wales. The aim of these policies and contracts is to improve the service offered to patients by tackling bottlenecks when phoning a GP practice, increase the convenience of accessing GP services, and ensure patients are signposted to suitable services that offer the same care (British Medical Association, 2022; NHS England, 2019). One of the technologies that promises to tackle these is Asynchronous Online Consultation Platforms (AOCPs). This online platform allows patients to make requests to GP practices using an online form accessed via the practice website. This tackles the aims of the policies in the following ways:
· Allow patients to make requests at all times of day and be safely signposted to other care when the practice is closed
· Improve convenience by allowing a discussion with a GP via digital messaging in an asynchronous manner
· Queries can be resolved sooner by reducing the number of face-to-face appointments required and allowing for improved workflow in the practice (Ask my GP, 2021; eConsult Health Limited, 2021)
This assignment reflects on how stakeholders were identified, engaged and communicated with during the implementation of an AOCP in a large GP practice in Devon. To facilitate this discussion, I will employ the Gibbs’ reflective cycle as described by The University of Edinburgh (2020). 
Engaging Stakeholders
The first step in engaging with stakeholders is identifying them and categorising them to best determine how to engage with them effectively. Table 1 shows a generalised view of stakeholders identified as part of this project. 
Table 1 - Stakeholder analysis for the introduction of an asynchronous online consultation platform to a GP practice
	[bookmark: _Hlk104652667]High Control
	· Local Health Board or CCG
· Local council and elected officials
· British Medical Association
· Indemnity organisations
· Unions
· Local medical council (LMC)
	· Practice partnership
· Salaried GPs
· Senior management
· Primary Care Network or integrated care network board/management

	Low Control
	· Local care providers i.e., hospitals, MIU, A&E, dentists etc. 
· Local care homes
· Local press
· Patients of other GP practices
	· Other Staff 
· Locum GPs
· Registered patients
· Patient Participation Groups
· Healthwatch (or other patient advocacy groups)

	
	Low Interest
	High Interest



My experience so far has been that whilst the greater the control and interest results in a greater need for messaging to be bespoke to that stakeholder, the same is not always true in how you would engage a stakeholder. For example, the messaging for the Practice Partnership and Other Staff will be bespoke to each group. However, it is important that Partners are engaged both individually and collectively whilst the larger staff membership is better engaged as a collective. Further consideration must be paid to the needs of the stakeholder. This includes the need for courtesy and empathy. For example, Local council and elected officials tend to respond positively when discussions are personal and not as part of a larger group.
Strategy for engaging stakeholders can be generated through the employment of various mapping techniques designed to address the various facets of a stakeholder. These multiple maps build up a strategy that will inform how to best engage with stakeholders and whose responsibility it will be (Mayfield, 2014). Table 2 indicates the engagement methods used during the project.
Table 2 - Methods of engaging with stakeholders and the use of collective or separate messaging. Stakeholders have been grouped where the messaging would be the same.
	Stakeholder
	Individually or collectively messaging
	Engagement Methods

	Practice partnership
	Individual and collective messaging
	Group presentation, face-to-face meetings, email

	Salaried GPs
	Individual and collective messaging
	Group presentation, face-to-face meetings, email

	Senior management
	Individual and collective messaging
	Group presentation, face-to-face meetings, email

	Primary Care Network or integrated care network board/management
	Collective messaging
	Group presentation, face-to-face meetings, newsletter, email

	Other Staff 
	Collective messaging
	Group presentation, small group meetings, newsletter, email, intranet

	Locum GPs
	
	Newsletter, email, intranet

	Registered patients
	Collective messaging
	Newsletter, posters, prescription footnotes, SMS, email/letter, website

	Patient Participation Groups
	Collective messaging
	Group presentation, newsletter, email/letter

	Healthwatch (or other patient advocacy groups)
	
	

	Local Health Board or CCG
	Individual messaging
	Face-to-face meetings, email/letter 

	Local council and elected officials
	Individual messaging
	Face-to-face meetings, email/letter

	British Medical Association
	Collective messaging
	Email/letter

	Indemnity organisations
	
	Email/letter

	Unions
	
	Email/letter

	Local medical council (LMC)	
	Individual messaging
	Email/letter, face-to-face meetings

	Local care providers i.e., hospitals, MIU, A&E, dentists etc. 
	Collective messaging
	Email/letter

	Local care homes
	Collective messaging
	Email/letter, newsletter, website

	Local press
	Collective messaging
	Email, website

	Patients of other GP practices	
	
	Practice advertising, website



Reflection on communicating and engaging with stakeholders
Two key methods of communicating with key stakeholders in the GP practice were group presentations and email. A variety of other methods were used, rightly and wrongly. Below I reflect on these two key methods that were chosen.
Group presentation
To proceed with the AOCP project, we needed authority to do so from the partnership who owned the GP practice. This was gained by communicating via a presentation to the group. Prior to the meeting, the proposing GP partner had individually discussed the new model with GP partners. The presentation was conducted by the operations managers, the proposing GP partner and me. During the presentation several GPs engaged in conversations during the presentation which was later met by disgust from the lead GP partner. The meeting ended with near full approval of the change.
I felt that the presentation itself was good and presented all of the facts required to allow for the approval of the project. However, some partners were not convinced and were frustrated by the plan. Whilst the presentation itself was widely lauded, the presentation failed to tackle more than just the technology and the logic of the model. 
The success of the presentation was in part a result of my previous teaching experience that allowed for good structuring of information, clarity of slides and confident presentation to the group. However, having not personally discussed the plan with members of the partnership meant that it did not address some key issues that would be identified. Thus, resulting in some partners becoming disaffected and disruptive.
My greatest lesson from this method is the role of engaging with participants or ensuring an understanding of the factors that contribute to their views. Being able to understand the political, economic, social, technological, legal and environmental views of participants would aid in mitigating or controlling aversions. Therefore, this method is most efficacious having conducted more personal engagements with individuals in the group to test assumptions being made. This allows for common issues to be addressed and avoid the appearance of having missed key observations.
Email
Email is often used as a method to directly deliver information to individuals and therefore seen as a proactive method of communication. It is a very useful methods of delivering information when needing to reach many individuals at near to no cost. However, this makes it a popular method of communication and emails are often competing for the users’ attention or hoping the user regularly uses their email.
A good example that highlights this, albeit not from the AOCP project but is a model of my point, is the use of a corporate email newsletter to communicate with stakeholders about a migration to SharePoint. This project is changing how all users access and store data shared within teams/services/departments. The newsletter is sent to all staff in the Health Board, often 3 times a week depending on the provision of content. The newsletter contains information that varies in both relevance and importance to users given it is not differentiated across the Health Board. In lieu of a better method of contacting all users, the newsletter has been used to communicate milestones, webinars and training to users.
I felt assured that presenting information in this corporate channel would reach a significant number of users and dramatically increase the visibility of the project. When this became apparent this was not true this led to anger and impatience. I became more stubborn that communication should be delivered in this manner and frustrated that the project could not issue bespoke communications via this route. Whilst the sending of information out proved a simple task and did encourage some engagement, this engagement rarely resulted in more than 2% of staff accessing the resource being advertised.
The reason this method has not been successful ensuring good exposure of the information is that that all too often the newsletter is not relevant to users. Therefore, it is often disregarded as noise and not a priority to review. Further, email is not an integral part of all roles within the NHS. For many roles there is not the time or impetus to review emails regularly and then spend time engaging in the content within them.
Email is efficacious when communication resource is limited and there is a need to be seen to provide information. However, whilst you can guarantee an email has been received by a mailbox you cannot guarantee it has been read or engaged with. Following emails up with personal visits to departments/services with can increase the efficacy of this method as a supporter of communication i.e., having sent an email allows the communicator to quickly pop in to check in with a department if they had read the email and if there are any question. If they have not, then the communicator can simply signpost to the email rather than repeat what has been said.
Balancing consensus with groupthink
There can be a conflict between maintaining a consensus that achieves the needs of those involved in a group and a high-quality output. For example, the need of a project team to change the access model by satisfying the partnership versus the delivery of an effective model that reduces patient waiting time. 
Groupthink was a termed coined by Irving L. Janis in 1972 in his book “Victims of Groupthink: A Psychological Study of Foreign-Policy Decisions and Fiascoes” (Ransom, 1974). In this book, Janis discusses how the desire for arriving at a consensus within a group can actually lead to decisions of poor quality that neglect both the moral and practical consequences (Ransom, 1974; Skelsey, 2014).
Ransom (1974) writes how Janis described historical events where group elements were successful and failed. Janis’s hypothesis is that historical events seen as fiascos were the product of where groups failed to use individual critical thinking and worked from misguided interpretation of facts. It is a warning to all that trying to achieve social harmony through consensus can create a negative consequence outside of the group.
Skelsey (2014) lists various common techniques for disrupting this groupthink status quo. These tackle groupthink by creating elements that challenge assertions being made by the group and encouraging those with a quieter voice to be heard. These include encouraging less experienced participants to contribute before more experienced colleagues, providing time to critically evaluate proposals, appointing individuals to purposefully challenge with an opposing view, and introducing the views of experts.
It is very possible that this project suffered from groupthink at multiple stages, including the authorisation of the project. Hierarchical structures and siloed teams often led to decisions neglecting the reality of other silos and, in hindsight, why the restructuring of teams in the practice to flatten the structure may have been a suitable alternative…had we engaged in some critical training and changed our interpretation of facts.
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