Reflective account on electronic handover tool development initiative
Introduction
The policy aim and goal that I chose to address within our health board context through a key digital enabler is the concept of ‘handover’. Handover has featured as a key area of policy within several authoritative bodies including the General Medical Council.
Clinical handover is a theme that generates passionate views across the clinical spectrum, and every colleague I spoke to about the issue had a story, a concern, an example of poor handover, an example of patient harm, poor efficiency and medico-legal consequence to share. The issue seemed to cut through grades, seniorities, roles and motivations. Whilst scoping out views as to the feasibility of taking this initiative on, it was striking that every conversation resulted in an expression of yearning to resolve this with a digital solution.
The pace of this project was incredible, and given the limited availability of key individuals, I had to juggle several balls in the air over the Easter period. This meant that I had not managed to keep a reflective log that was contemporaneous. Whilst considering the different models of reflection, I felt that the Driscoll model (Driscoll, 2007) provided me the best recall of events in addition to the recorded meetings. Therefore, it felt ‘right’ to choose this model for this account.
The stakeholders
The following table shows the list of individuals who were identified as key personnel to shape this initiative.
	No.
	Wider role
	Role within the initiative

	1
2
3

4

5
6
7

8
9
10
11


	The Royal College of Physicians Tutor
The Junior Doctors Forum representative
Representative of the OMD (Office of the Medical Director)
Training Program Director (TPD) representing the Welsh Deanery
Senior Consultant User representative
Department of Surgery representative
Clinical Informatics Senior Leadership Team Member (The Program team for governance)
Information Governance representative
Medical Informatics Officer
In-house design team member
Member of the Cito team (Digital ecosystem supplier)

	Visionary
End user
Sponsor

Thought leader

Senior user
Senior user
Project leader

Information Governance
Digital visionary
Development 
Commercial partner



‘What?’
Gap analysis
The gap analysis was constructed with the help of a focus group derived from the above who had agreed in principle to participate in shaping this solution. Although the first scoping meeting was held around the Easter break period, the attendance was hearteningly good (all but two individuals were able to participate), which was a key indicator as to the level of investment these stakeholders were prepared to make to progress this aim. The meeting was held virtually through Microsoft Teams, and was recorded for the benefit of those who were unable to attend. These recordings were viewed within 24 hours by the relevant key individuals without prompt.
I had managed to discuss my proposed plan of constructing a roadmap to improve handover within the health board with most of the stakeholders prior to the meeting. I was struck by the determination of potential end users to make this succeed and this had provided me with the motivation and hope that this ‘essay’ has a strong chance of materialising into a usable solution.
The initial meeting was to complete the gap analysis required to derive the long list of options, and we had hoped to get to the point of agreeing a shortlist within the session, but the allocated 90 minutes were not sufficient to achieve this (we had but a long list at the end of this session)
The gap analysis and the option appraisal sessions were sandwiched by the interview with site medical director (MD) to provide strategic clarity and context to this policy goal. I was struck by the level of frustration felt by his office that the issue of handover had not been dealt with effectively despite evidence (Chakrabarti, 2013) showing that this was an area of concern within the health board. The site MD guided me towards narrowing the definition of clinical handover to a narrower realm in order that the solution meets the most urgent concern within the health board. The wealth of resources at his disposal and evidence painted a clear picture, confirming the determinations of the gap analysis. He finished the interview with the remark, ‘it is about time we fixed this!’
I had also managed to complete my evaluation of available literature on quality improvement work elsewhere in the world in this domain.
The options appraisal meeting had all stakeholders attending with one exception (the Civica Cito representative, but I had managed to have a discussion with the team prior, which informed the conversation), which was a remarkable feat considering that I had requested a second slot within a fortnight of the first. This was the key conversation that would shape the eventual direction of travel, and I was eager that we work across disciplines and arrive at a solution that meets the needs of the health board. At the end of the meeting, we had arrived at the likeliest option with the best chance of success in design, resource, implementation and evaluation terms. Quite remarkably, this was not the choice I had thought was the front runner before that meeting.
There was a subsequent meeting with end-users, and the technical team to arrive at the list of requirements as an output which has been submitted as my course work. There have been further subtle iterations of the plan and timelines since my submission, which gives me the hope that this proposal will translate into a workable and viable solution.
‘So what?’
[bookmark: _GoBack]Throughout the process, I was struck by the enthusiasm of senior leaders and clinicians to advance this aim, and the frustration that we do not have a digital product for this domain. In contrast with some other initiatives in the past, where engagement with key personnel had been challenging, it was refreshingly easy to access views, anecdotes and time from colleagues on this project. I reflected on the motivation of the individuals to engage, and I found that there were positive (eagerness to shape something that was integral to their daily working) and negative (deep frustration at the poor level of digital maturity within the health board) drivers, which culminated in strong engagement. These thoughts are in line with other industries where motivation of staff has been identified as the key that can unlock progress with engagement (Delaney & Royal, 2017). This also reinforced my view that the choice of domain for this assignment had met some of the key factors such as psychological empowerment, task cohesion, transformational leadership and value for time (Fischer et al., 2021), that have been shown to enable clinicians to engage effectively.
At the first meeting, I felt that the outline discussion that set out our aim took the longest amount of time, as every member had at least one, if not many, emotive examples of the current gaps. Whilst I was keen to allow the participants to express their views freely, I regretted the fact that we had not met our objectives. I had intended to provide some glimpses of a potential solution, which I felt was required for the group to ‘return’ in strength to complete the task at hand on the second session. However, I was pleasantly surprised that we had a complete turnout to ensure all views were represented at the key session when a conclusive direction was chosen.
I had prepared a table of pros and cons to accompany the long list of options and this was very effective in avoiding repetition of ground that had been covered. I was surprised to find that the diverse voices eventually agreed on the most pragmatic way forward, which wasn’t ‘my’ leading choice. This has taught me to avoid my personal bias in future, and has given me the humility to remember to let the conversation take its shape without leading it, as described in other settings (Fernandez, 2007).
I was acutely aware of the phenomenon of groupthink, described by Janis in 1972 and subsequently in 1983 (Janis, 1983), where there isn’t sufficient lateral thought. I had some prior conversations with junior medical staff who were present as end user representatives to ensure they felt empowered to express themselves. I was pleasantly surprised that they needed little encouragement to make themselves heard, and indeed took the lead in nudging the group towards expanding the functionality of an existing solution which was eventually agreed. They proved to be the ‘devil’s advocate’ which has been shown to be successful (MacDougall & Baum, 1997).
I had encouraged the technical design team staff to contribute to the conversation with their expertise, but they were largely silent and resorted to taking notes. Later, they reflected that the requirements were simple and did not require to intervene. However, my efforts to create an interdisciplinary conversation had not materialised. I was satisfied that the output of our group was ‘multidisciplinary’ as defined by some authors (MacCaull et al., 2010)
What now?
I would regard engagement with all possible stakeholders as an essential ingredient for success in future endeavours, and I would remind myself to prepare more thoroughly prior to a group session to focus and redirect conversations. I would prepare a document with background, historic perspective, broad aims and scope to facilitate understanding. I would set aside separate time for key thought leaders as a group meeting is unlikely to be suitable ‘for making the case’. I would utilise ‘devil’s advocates’ as lateral thinkers in a group to avoid personal biases to materialise. I would utilise written plans/options and preparatory notes that helps avoid repetition and utilise time more effectively. 
I need to further hone my skills to ensure solutions are truly interdisciplinary and not merely a list of instructions passed from one section to another to enact. I need further development to execute a truly interdisciplinary output.
Conclusion
My reflection of this coursework has left me highly motivated to translate the option chosen into a reality. I have learnt about techniques that prove effective in liaising with and energising stakeholders, and most significantly, to seek progress in the areas which matter most to end users. I have identified my own strengths and weaknesses which requires further personal development.
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