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Background: Although most health care is high quality, many patients and members of staff can recall
episodes of a lack of empathy, respect or effective communication from health-care staff. In extreme
form, this contributes to high-profile organisational failures. Reflective learning is a universally
promoted technique for stimulating insight, constructive self-appraisal and empathy; however, its
efficacy tends to be assumed rather than proven. The Patient Experience And Reflective Learning
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(PEARL) project has used patient and staff experience to co-design a novel reflective learning
framework that is based on theories of behaviour and learning.

Objective: To create a toolkit to help health-care staff obtain meaningful feedback to stimulate effective
reflective learning that will promote optimal patient-, family- and colleague-focused behaviours.

Design: A 3-year developmental mixed-methods study with four interlinked workstreams and 12 facilitated
co-design meetings. The Capability, Opportunity, Motivation – Behaviour framework was used to describe
factors influencing the behaviour of reflection.

Setting: This took place at five acute medical units and three intensive care units in three urban acute
hospital trusts in England.

Participants: Patients and relatives, medical and nursing staff, managers and researchers took part.

Data sources: Two anonymous surveys, one for patients and one for staff, were developed from existing
UK-validated instruments, administered locally and analysed centrally. Ethnographers undertook interviews
and observed clinical care and reflective learning activities in the workplace, as well as in the co-design
meetings, and fed back their observations in plenary workshops.

Main outcome measures: Preliminary instruments were rated by participants for effectiveness and
feasibility to derive a final set of tools. These are presented in an attractively designed toolbox with
multiple sections, including the theoretical background of reflection, mini guides for obtaining meaningful
feedback and for reflecting effectively, guides for reflecting ‘in-action’ during daily activities, and a set
of resources.

Results: Local project teams (physicians, nurses, patients, relatives and managers) chaired by a
non-executive director found the quarterly reports of feedback from the patient and staff surveys
insightful and impactful. Patient satisfaction with care was higher for intensive care units than for
acute medical units, which reflects contextual differences, but in both settings quality of communication
was the main driver of satisfaction. Ethnographers identified many additional forms of experiential
feedback. Those that generated an emotional response were particularly effective as a stimulus for
reflection. These sources of data were used to supplement individual participant experiences in the
nine local co-design meetings and four workshops to identify barriers to and facilitators of effective
reflection, focusing on capability, opportunity and motivation. A logic model was developed combining
the Capability, Opportunity, Motivation – Behaviour framework for reflection and theories of learning
to link patient and staff experience to changes in downstream behaviours. Participants proposed
practical tools and activities to enhance reflection ‘in-action’ and ‘on-action’. These tools were developed
iteratively by the local and central project teams.

Limitations: Paper-based surveys were burdensome to administer and analyse.

Conclusions: Patients and health-care staff collaborated to produce a novel reflective learning toolkit.

Future work: The toolkit requires evaluating in a cluster randomised controlled trial.

Funding: This project was funded by the National Institute for Health Research (NIHR) Health Services
and Delivery Research programme and will be published in full in Health Services and Delivery Research;
Vol. 8, No. 32. See the NIHR Journals Library website for further project information.
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Plain English summary

‘I could tell whether we would be spoken to each week by looking at the consultant rota’, said the
daughter of a critically ill patient in the intensive care unit. ‘I was moved from one ward to another

at 2.00–3.00 am. Nothing explained – very upsetting and frightening’ was a patient’s experience of the
acute medical unit. By contrast, another patient reported that ‘everyone seemed happy in their work
and demeanour which makes all the difference to us patients’. Empathic attitudes and behaviours
can transform, both positively and negatively, the experience of health care for patients and staff.
Reflective learning is mandated in the UK for health-care professionals to promote insight, empathy
and understanding. However, reflective learning is not a simple and standardised activity, and the
evidence that it ‘works’ in its current form is not strong.

The Patient Experience And Reflective Learning (PEARL) project builds on the desire of health-care staff
to provide excellent care. We formed a collaboration of three acute medical units and five intensive care
units in three hospital trusts to develop a novel theory of reflective learning using the experiences of
patients and staff obtained from surveys, interviews and direct observations in the workplace. Using
co-design by patients, staff and researchers, we created a range of locally adaptable tools that can be
used by staff in their daily work to promote effective reflection and to use that reflection to improve
care. We present this toolkit in the form of a box with sections for a formal introduction to reflection,
mini guides for acquiring and using feedback to reflect individually or in groups, guides on reflection in
daily practice, and a range of interactive resources. The toolkit encourages development and creativity
to promote local ownership.

The toolkit requires formal evaluation in a subsequent randomised controlled trial across acute
hospital trusts in England.
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Scientific summary

Introduction and background

Reflective learning is widely promoted as an educational tool for health-care professionals and is a
required component of continuing professional development and revalidation. Reflection is included in
all UK health-care postgraduate training programmes and is evidenced in professional portfolios, which,
for doctors, must include multisource feedback from patients and colleagues. The General Medical
Council states that ‘reflecting on . . . experiences is vital to personal wellbeing and development, and to
improving the quality of patient care’ (Reproduced with permission from the General Medical Council.
© 2020 General Medical Council. All rights reserved).

However, despite the widespread promotion of reflection as a tool for self-improvement, evidence that it
is effective as such is weak, as is the evidence that feedback from patient experience surveys promotes
effective reflection. To be effective, reflective learning must involve more than just completing a form
and ticking boxes. The current ‘summative’ emphasis on reflection for career progression and revalidation
may diminish its potential for lifelong reflective practice. Techniques for reflection need to be based
on insights from behavioural sciences and evaluated using relevant process and outcome measures.
The work of reflection must become a social enterprise rooted in a community of learning. This is the
ethos of the Patient Experience And Reflective Learning (PEARL) project.

Location

The PEARL project was developed in collaboration with three acute hospital trusts: University Hospitals
Birmingham NHS Foundation Trust (Queen Elizabeth Hospital), Heart of England NHS Foundation Trust
(these two have since merged) and Newcastle upon Tyne Hospitals NHS Foundation Trust (Royal Victoria
Infirmary and Freeman Hospital). These trusts were selected because they care for large numbers of
patients and provide a representative mix of both general and specialist clinical expertise.

The three trusts included three acute medical units and five intensive care units. We chose these
settings to ensure that the reflective learning tools and activities would be acceptable to staff working
in pressured and challenging environments.

Participants

Each participating unit established a local project team consisting of clinical, managerial and administrative
staff as well as patient and relative representatives with experience of the acute medical unit or the
intensive care unit. Teams held bimonthly local project team meetings that were chaired by a non-executive
director (executive director at one trust).

Design and methods

The project had four interlinking workstreams.
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Workstream 1: project set-up
Local leads for each unit established a local project team consisting of medical, nursing, allied health
professional, administrative and managerial colleagues and patients and relatives. Existing opportunities
for feedback and reflection were identified. Teams held meetings once every 2 months to review project
outputs, encourage team reflection (e.g. through existing meetings, team briefs and formal reports) and
to consider methods for incorporating feedback in routine practice. The project funded a 0.4 whole-time
equivalent research nurse for each team.

Workstream 2: surveys of patients and relatives, and staff experience
Although the NHS routinely collects large numbers of data about the safety and quality of care, there is
no single survey that offers sufficient detail to inform reflective practice at a local level, nor a centralised
system for reporting free-text responses. Therefore, we chose to develop two PEARL project-specific
surveys, taking care to avoid duplication of effort, retain question validity and maximise integration with
currently active national surveys. Questions were converted to statements with a 5-point strength of
agreement Likert scale. Both surveys were anonymous. Following piloting, units chose to distribute the
patient surveys by post from the trusts’ admission and discharge records, accompanied by an information
letter and a pre-paid reply envelope. Staff surveys were handed directly to staff members with a pre-paid
reply envelope. Ethics approval was obtained for implied consent. Surveys were printed in machine-
readable form for central processing using Formic software (Formic Solutions, Uxbridge, UK). Free text
was extracted and analysed using NVivo (QSR International, Warrington, UK).

For the patient and relative survey we selected questions from the Family Satisfaction Survey, the
Adult In-Patient Survey and the Friends and Family Test. All survey questions were already validated
in the UK. The survey was distributed continuously for 24 months. Unit-specific reports were prepared
centrally and distributed to sites every 3 months. Unit data were benchmarked against comparable
national data for specific questions, and against aggregated responses for all acute medical units and
intensive care units in the PEARL project. Performance–importance plots were presented to show
the extent to which responses to individual questions were related to overall ratings of satisfaction.
Free-text responses were anonymised but otherwise presented verbatim.

For the staff survey we selected questions from the NHS Staff Core Survey, the Staff Friends & Family
Test, the Hospital Survey on Patient Safety Culture, the Teamwork and Safety Climate Survey, the
General Medical Council Trainee Survey and the Maslach Burnout Inventory. We developed additional
questions to investigate attitudes towards the use of feedback for reflection and the potential for
biases related to anxieties about transparency and honesty. The survey was offered to staff over a
1-month period in years 2 and 3 of the project.

Workstream 3: ethnography
This workstream had two phases:

1. Phase 1 aimed to describe the current use of patient experience data, to explore options for the
feedback of data as part of the reflective learning process and to investigate experiences of, and
barriers to and opportunities for, workplace-based reflective learning.

2. Phase 2 focused on observations of co-design workshops, and on the implementation and piloting
of reflective learning interventions. Findings from both phases were used to inform the development
of the reflective learning framework and toolkit in workstream 4.

Workstream 4: development of the reflective learning framework and co-design
of the toolkit
The data collected through workstreams 2 and 3 were brought together in workstream 4 and used
in the co-design process to develop the PEARL project reflective learning framework and toolkit.
Through a series of local co-design meetings and plenary workshops in which staff and patients and
relatives worked together, we explored what sort of events or interactions stimulated reflection and
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how reflection occurred, how reflection ‘styles’ differed between individuals and what sort of activities
or tools would stimulate effective reflection ‘on-action’ and ‘in-action’. We evaluated current theories
of behaviour and how these might link to theories of reflection and learning to create the reflective
learning framework, the logic model for the PEARL project.

Tools and activities developed in the co-design workshops or observed in use by the ethnographers were
subjected to a prioritisation exercise by all participants to achieve a final list for development in the toolkit.
These were classified based on the Capability, Opportunity and Motivation – Behaviour framework:
behaviour (in the case of PEARL, reflection) is determined by capability, opportunity and motivation.

The toolkit structure and content were developed by the project management committee and the Art and
Design Research Centre, Sheffield Hallam University (Sheffield, UK), and reviewed by the collaborators.

Findings and outputs

Patient and relative survey
Over 2 years, a total of 18,616 surveys were distributed and 4747 were returned (response rate: acute
medical units, 20.1%; intensive care units, 35.4%; overall, 25.5%). Eight quarterly reports and one final
summary report were provided to each unit. For both acute medical units and intensive care units,
aspects of communication were more important determinants of overall (dis)satisfaction than care
delivery. Overall satisfaction with care was high, but there were notable differences between unit type:
median overall levels of satisfaction were higher among intensive care unit respondents than acute
medical unit respondents. In response to the question ‘How likely are you to recommend our unit to
friends and family if they needed similar care or treatment?’, 93.5% of intensive care unit patients and
relatives selected ‘extremely likely’ or ‘likely’, compared with 74.3% of acute medical unit respondents.
A similar difference was evident in responses to ‘How would you rate the overall quality of care you/your
relative received in the unit?’ (93.1% of intensive care unit respondents selected ‘excellent’ or ‘good’
vs. 72.0% of acute medical unit respondents). Confidence in staff was high in both settings, but more
respondents stated that they received answers that they could understand from doctors (89.2%) and
nurses (92.7%) in the intensive care units than in the acute medical units (77.6% and 80.2%, respectively).
Relatives stated that they were more likely to understand the responses they received from nurses than
those they received from doctors (intensive care unit, 93.2% vs. 86.9%, respectively; acute medical unit,
78.6% vs. 72.7%, respectively). Local project teams circulated the reports to staff and discussed them
at team meetings.

Staff survey
Two rounds of the PEARL project staff survey were conducted, one in 2018 and the other in 2019.
Of the 3235 questionnaires that were distributed, 1551 were returned (response rate 47.9%). There was
no significant difference in overall domain scores between the first and the second surveys. Considering
all responses, and combining negative and neutral responses, 90.2% of staff had confidence in the
standard of treatment provided, 84.4% were proud to work for their unit, 80% were positive about
teamworking and 86% would feel safe being a patient in their unit. By contrast, 52% of respondents
did not feel valued by their trust, 30% felt that they were not treated with respect and 36.5% felt
unable to make quality improvement suggestions. Almost half (47.7%) of the respondents considered
communication between senior management and clinical staff to be ineffective and felt unable to
question those with more authority (45.7%). However, staff were very positive about feedback and
reflection. The great majority (92.8%) wished to use patient and carer feedback to improve their
practice, but 43.6% said that resource constraints limited their unit’s ability to act on patient feedback
and only 53% thought that feedback would lead to changes in the unit. Almost half of the respondents
felt emotionally drained by their work.
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Ethnographic observations

Types of feedback of patient or staff experience
Staff described a diverse range of forms of feedback: formal trust-level patient surveys, informal
personal feedback, mandatory multisource feedback for appraisals and unit-based activities, such as
patient coffee mornings.

Barriers to collection of patient survey feedback
Barriers to collection of patient survey feedback included high throughput of patients and limited time
to establish relationships with patients and families (primarily in acute medical units). Staff in both
acute medical units and intensive care units found it more difficult to approach patients lacking capacity,
those whose primary language was not English or bereaved families.

Dissemination of feedback
Units varied in the extent to which they actively ‘pushed’ patient experience data to staff, and how
these data were disseminated and presented (e.g. e-mails, noticeboards, handovers and performance
dashboards).

Responding to feedback
Staff wanted and valued patient feedback. They acknowledged the value of both quantitative and
qualitative data, and recognised the power of stories in generating emotional engagement. Critical or
‘negative’ feedback was important but also more difficult to handle. Feedback about matters outside
their scope of influence was regarded as of little value.

Barriers to engagement with formal patient feedback
Barriers to engagement with formal patient feedback, such as surveys or complaints, included concerns
about bias, the feeling that patient experience was a nursing issue and not a ‘clinical’ matter, that most
feedback was too general to have direct relevance and that critical comments or complaints were not
delivered well.

Reflective learning
All staff recognised the potential value of reflective learning, and most said that they reflected frequently
or ‘all the time’. They more frequently described reflecting on clinical practice than on patient experience,
and on technical changes occurring in response to feedback than on changes in behaviour. Some felt that
mandated reflection hampered authenticity. Reflecting effectively required training and a supportive
organisational structure. Informal reflection was difficult to translate into improvements in behaviours.

Implementing reflection activities
Within 2 months of the final co-design workshop, some activities were successfully implemented and
becoming embedded in the units or used beyond the original plan. Other interventions had proved
more problematic and either had not been started or had been tried but required amendments.
The activities chosen by sites tended to focus on improving feedback on patient experience and
providing opportunities for reflection to take place; there were fewer examples of using tools to
support effective reflection, or ensuring that reflection resulted in learning or change.

Optimising toolkit design
Staff wanted both ready-made and locally developed or adaptable tools and activities for reflection,
accompanied by guidance and real-world examples of implementation by other units. They preferred
tools suitable for use in the busy working environment that were not reliant on single individuals to
make them successful. They wanted more time in the working day and more organisational support
for reflection. They also wanted information to be included on the behaviour change ‘science’ behind
the tools.
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Reflective learning framework
We drew on the Capability, Opportunity and Motivation – Behaviour framework (to determine behaviour)
because this is a synthesis of 19 different theories of behaviour change.We linked the ‘output’ Behaviour
(reflection) of Capability, Opportunity and Motivation – Behaviour to two theories of reflective learning
(Dewey’s three phases of reflection and Gibbs’ six-step cycle), and to Schön’s categorisation of reflection
occurring ‘in-action’ or ‘on-action’. We tested and developed this model iteratively during the ethnographic
work in workstream 3, and in the co-design workshops, and found it to be useful as a descriptive and
explanatory tool.

Co-design of the toolkit
The nine local co-design meetings and three collaborative workshops were facilitated by the Art and
Design Research Centre, Sheffield Hallam University. All meetings were well attended despite the
clinical service demands. Eight of the nine local workshops included patient and family representatives.
The first set of local co-design meetings in each centre focused on ‘reflectable moments’, in which
participants used cut-out figures to recreate real-life situations that had stimulated insight into and
understanding of patient and staff experiences. In the second set of meetings, the participants discussed
reflective personae: fictitious but believable characters with differing approaches to reflection. In the
third, they piloted a ‘behavioural specification’ to create an activity that would promote reflective
learning. The interaction with patients and relatives, and the experiences of staff who had been patients,
helped to maintain focus.

From the workshops and the ethnography observations we assembled 49 candidate reflective learning
tools that were prioritised by the participants and edited by the project-managed team to achieve a
final list of 25 tools. Seven of these reflective learning tools related to acquiring and using feedback,
14 to reflecting effectively (on-action) and four to reflecting in clinical practice (in-action). Each centre
then held a final local co-design meeting without external facilitation to choose a maximum of three of
the 25 prioritised interventions and develop them into practical tools. These ranged from a reflection
poster to a Schwartz-type round. The tools were piloted and each centre then reported their experience
to the final plenary workshop.

The central project team edited the selected tools in the form of short practical guides to promoting
‘meaningful feedback’, ‘effective reflection’ and ‘reflection in practice’. The tools were assembled in a
layered box for presentation to participating centres, together with resources and a booklet describing
the background to the project and the underpinning theories. The utility and effectiveness of the
toolkit should be evaluated in a subsequent cluster randomised trial.

Funding

This project was funded by the National Institute for Health Research (NIHR) Health Services and
Delivery Research programme and will be published in full in Health Services and Delivery Research;
Vol. 8, No. 32. See the NIHR Journals Library website for further project information.
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Chapter 1 Introduction

Background and context

High-profile failures in health care,1–3 the paradigm for which were the events at the Mid-Staffordshire
NHS Foundation Trust,4 demonstrate the important contribution that staff attitudes and behaviours
make to the experience of health care and to patient outcomes. They also show how easy it is for good
intentions to be subverted, and how entire organisational cultures can become dysfunctional through
the actions or inactions of individuals. Despite a near-universally expressed desire to provide the best
possible care to their patients, staff may find themselves hampered by ‘inner context’ factors, such as
power differentials, inadequate leadership, burdensome bureaucracy and overlapping and competing
priorities, or conflicting organisational and personal values and beliefs that are aggravated by ‘outer
context’ factors, such as health service pressures or attitudinal changes within wider society.5,6 These
factors may give rise to individual behaviours that at the micro level degrade patient experience of
care from ‘excellent’ to ‘good’ or from ‘good’ to ‘poor’, and in the aggregate contribute to failure of
whole organisations.

Our hypothesis is that dysfunctional behaviours that are harmful to both patients and staff can be
mitigated by promoting insight and empathy through effective reflective learning at the level of the
individual and of the organisation. We developed a preliminary logic model that links theories of
behaviour change with those of learning to create a reflective learning framework (RLF). The tangible
expression of this framework is a toolkit that links meaningful feedback from patients and staff to
stimulate effective reflection ‘on-action’ and ‘in-action’ to promote optimal care.

Patient and staff experiences offer important insights into health-care quality
Patient and staff experiences offer important insights into the quality of health care, which complement
organisational-level data on processes and outcomes.7–9 Patient experience is an explicit outcome measure
in the UK NHS10,11 and in the regulation of care quality.12 All NHS trusts are required to collect patient
experience data through surveys13,14 and additional insights are available through patient complaints.15

In the USA, patients are surveyed through the Hospital Consumer Assessment of Healthcare Providers
and Systems,16 whereas in Australia health organisations are required to involve consumers in accreditation
processes.17 Staff experience also provides insights into care quality: earlier action on staff concerns could
have mitigated failings in care.4 The NHS staff survey18 has been conducted annually since 2003. Patients
and staff appear to share complementary insights into care quality: patient satisfaction is higher in hospitals
in which nurses also reported better care quality.19,20 Patient and staff perceptions appear to offer both
overlapping and unique insights into safety in hospital.21

Patient and staff experience is strongly influenced by staff attitudes and behaviours
The NHS National Inpatient Survey13 asks respondents to rate their overall experience on a scale of
0 (‘very poor’) to 10 (‘very good’). In 2017, 50% of respondents rated their experience as ≥ 9.13 This
indicates that there are substantial opportunities within the health system for ‘learning from excellence’.22

However, ‘good’ ratings by patients (as opposed to ‘very good’) may also disguise important opportunities
for improvement.23 A survey by Healthwatch England (London, UK) reported that half of those experiencing
substandard care do not report it.24 Patients who respond to surveys with perfect ratings but with negative
free text frequently describe lapses in staff behaviours and attitudes,25 such as communication, empathy,
courtesy, consideration, compassion and patient focus. A study of patient-reported safety incidents26

found that 22% were related to communication failures alone, whereas a systematic review of patient
complaints27 judged that one-third of complaints were related to staff–patient relationships. This may
well be an underestimate given that staff behaviours are mentioned in up to two-thirds of all complaints
(Queen Elizabeth Hospital Birmingham local data on file). Attitudes and behaviours of other members of
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staff are also important determinants of staff (dis)satisfaction, as demonstrated by the 487,727 respondents
to the NHS staff survey18 in 2018. Taken together, patient and staff experience, both positive and negative,
provide an important opportunity for improvement through behaviour modification.

Patient and staff experience data are not used optimally to change behaviours
Despite this investment in data acquisition, health systems have difficulty using patient and staff
experience data to improve care, particularly the non-technical skills related to attitudes, behaviours
and culture.28–30 Reflective learning underpins approaches to improving non-technical skills, but the
processes by which experiences are translated into reflection, and reflection into behavioural change,
are not well understood. Using patient experience to improve care is not a trivial task.31 Lapses in care
are usually multifactorial, the product of interactions between the individual and the ‘system’; however,
from the perspective of the patient, quality is largely about trust-based relationships with specific
individuals,32 not ‘systems’. Trust boards and quality governance committees must contend with the
competing priorities of hundreds of quality indicators each month and may prioritise avoiding falling
below a quality threshold rather than achieving higher values of a performance standard once met.
A review in 201233 that examined how hospitals had used research from the UK National Inpatient
Survey concluded that ‘simply providing hospitals with patient feedback does not automatically have a
positive effect on quality standards’. Even trusts with a tradition of collecting and using patient survey
data may struggle to convert these data into tangible improvements.34 In a study of 50 clinical and
managerial staff in three English hospitals, Sheard et al.35 found that ward staff had difficulty using
patient feedback, and the collection of patient experience feedback was a ‘self-perpetuating industry’
conducted ‘at the expense of pan-organizational learning or improvements’.35 They concluded that
‘macro and micro prohibiting factors come together in a perfect storm which [prevents] improvements
being made’.35 In a systematic review, Gleeson et al.36 reported that ‘patient experience data were
most commonly . . . used to identify small areas of incremental change to services that do not require
a change to clinician behaviour’.36 Institutional commitment to using patient feedback may not
be reflected at the front line, where single individuals can adversely influence other members of
staff.37 Conversely, front-line staff can struggle to get their voices heard at senior levels; one of the
recommendations of the Mid Staffordshire NHS Foundation Trust inquiry4 was to establish ‘Freedom to
Speak Up Guardians’ in all NHS trusts to ensure that staff concerns are heard and acted on.38 These
findings indicate that changing behaviours requires a change in underlying attitudes at individual,
group and organisational levels. How is this best achieved?

Reflection as behaviour
Behavioural modification is a universal preoccupation, and behavioural sciences now inform
government policy.39 A large number of techniques exist and a proposed behaviour change taxonomy
has so far identified 93 different interventions.40,41 However, evidence supporting the primacy of one
technique over another is not strong.42,43 Many interventions involve personal insight development
through reflection, but few behaviour change theories express this explicitly. One which does is the
Capability, Opportunity, Motivation – Behaviour (COM-B) framework,44 which assimilates 19 behaviour
change theories into a single framework in which the behaviour of interest has three determinants,
each with two subtypes: capability (physical and psychological), opportunity (physical and social) and
motivation (reflective and automatic). The automatic subtype for motivation relies on heuristics, is
engaged in conditions of complexity and stress, and maps to Daniel Kahneman’s ‘System 1’ thinking.45

The reflective component of motivation is slower, more effortful and analytical (Kahneman’s ‘System 2’
thinking). These two subtypes of motivation map to the ‘peripheral’ and ‘central’ routes described in the
elaboration likelihood model of persuasion.46,47 Factors influencing motivation (particularly the automatic
subtype) are summarised by the acronym MINDSPACE (messenger, incentives, norms, defaults, salience,
priming, affect, commitment and ego).48 As the behaviour of interest here is reflection itself, we need to
consider both the automatic factors that influence the desire to reflect and the more effortful elements
of ‘reflecting on the need for reflection’.
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We next consider how theories of reflection as a behaviour link to theories of reflective learning as a
tool for personal insight development.

How does reflection stimulate learning?
Kolb and Fry49 presented reflection as a four-stage model: experience, observation, analysis and
recalibration. Schön50 described reflection ‘in-action’ and ‘on-action’. Others emphasise the importance
of an emotional component to reflective learning,51 including the ‘disorientating dilemma’:52 the
realisation that there is a gap between desired and actual behaviours. Sandars53 describes reflection
as a metacognitive process that creates a greater understanding of self and situation to inform future
actions: looking back to look forward. This involves a transition from tacit to explicit knowledge54 in
which socially acquired norms of behaviour55 are modified either through individual reflection or, more
powerfully, through group activities.56 The process shares similarities with Broadwell’s57 four stages of
competence: unconscious incompetence (unaware of problem), conscious incompetence (data received,
now being processed), conscious competence (using data to improve or disseminate excellence) and
unconscious competence (effortless excellence). Effective reflection appears to involve making this
transition while recalibrating and reinterpreting experience in-action and on-action.

Reflective learning could be deployed more effectively to improve care quality
First described by Dewey in 1933,58 reflective learning is now a mandatory tool in the education,
appraisal and revalidation of health-care professionals. In the UK, the General Medical Council (GMC)
and others define reflective practice as:

The process whereby an individual thinks analytically about anything relating to their professional practice
with the intention of gaining insight and using the lessons learned to maintain good practice or make
improvements where possible.

General Medical Council.59 Reproduced with permission from the General Medical Council.
© 2020 General Medical Council. All rights reserved

They state that:

. . . reflecting on . . . experiences is vital to personal wellbeing and development, and to improving the
quality of patient care.

General Medical Council.59 Reproduced with permission from the General Medical Council.
© 2020 General Medical Council. All rights reserved

Reflection is incorporated in all UK health-care postgraduate training programmes and is evidenced
in professional portfolios, which, for doctors, must include multisource feedback from patients and
colleagues. The Nursing & Midwifery Council require five written reflections over 3 years by nurses
for revalidation.60

However, despite the widespread promotion of reflection as a tool for self-improvement, evidence that
it actually improves performance is weak,61–63 as is the evidence that feedback from patient experience
surveys promotes effective reflection.64 We are biased towards favourable events and judgements65,66

and tend to reject adverse patient feedback,67 thereby missing the opportunity to learn from either
through critical analysis. Poor performers additionally lack insight into their abilities.68 It takes emotional
strength and resilience to take a critical view of one’s own skills, particularly those relating to attitudes
and behaviours given that these touch us personally; undesirable information is processed as a threat with
physiological correlates that can actually impede learning.69 In the UK, doctors are concerned that honest
reflections documented in personal portfolios might incriminate them in a court of law.66 Guidance on
reflective practice for doctors70 proposes that solely negative events and errors should be used for
reflection, rather than permitting a mix of both negative and positive events. The GMC also mandates
reflecting on ‘significant events’, which are defined as ‘any unintended or unexpected event, which could
or did lead to harm of one or more patients’59 (Reproduced with permission from the General Medical
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Council.59 © 2020 General Medical Council. All rights reserved), in guidance on supporting information for
appraisal and revalidation.71 The emphasis on negative events could be viewed as diminishing the value of
learning from positive experiences and role models.22 The current emphasis on reflection for appraisal
has had the effect of diminishing its potential for translation into lifelong reflective practice.72 If reflective
learning is to be effective, it must involve more than just completing a form and ticking boxes.

Could communication skills training substitute for training specifically in reflection? A review of 243 studies73

of teaching communication skills to medical undergraduates identified only 16 interventional studies,
and of these only two reported behavioural outcomes, making it difficult to determine whether or not
‘communication skills’ are sufficient or even if such courses are effective at all. At postgraduate level,
the effects of communication skills training appear to be weak or evanescent.74–79 In one randomised
controlled trial (RCT) of staff training in end-of-life care,80 communication skills were associated with
worse depression among patients in the intervention group.

By contrast, interventions that focus on engaging staff in workplace-based activities, which improve
teamworking,81 insight, patient-centred care and empathy, may be more effective and more durable.82–93

The Cleveland Clinic offers short videos on empathy,94 and similar internet-based resources demonstrate
how emotion may be engaged to stimulate reflection and promote mutual understanding.95,96 For reflective
learning to improve patient and staff experience, it probably needs to influence hearts as well as minds.
Techniques for reflection need to be based on insights from behavioural sciences and evaluated using
relevant process and outcome measures. In summary, the work of reflection must become a social
enterprise rooted in a community of learning. This is the ethos of the Patient Experience And Reflective
Learning (PEARL) project.

Aims and objectives

The aims of the PEARL project were to develop methods for acquiring patient and staff experiences;
to use those experiences to promote effective reflection, insight and empathy; and to develop tools
that would help staff apply effective reflection in clinical practice to improve care. In the longer term,
our aim is to evaluate the impact of the toolkit through a RCT.

Specific objectives were:

l establishing surveys for recording patient and staff experience
l determining attitudes to and uses of patient and staff experience data
l determining attitudes to, techniques for, barriers to and opportunities for reflective learning
l developing a RLF – a programme theory or logic model – linking experiential feedback to reflective

learning and change
l mapping factors that influence reflective learning to the COM-B framework of behaviour change
l developing and piloting methods in the form of a toolkit to incorporate effective reflection in

routine practice.
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Chapter 2 Methods

Parts of this chapter have been reproduced from the PEARL protocol by Brookes et al.,97 previously
published in BMJ Open. This is an open access article distributed in accordance with the Creative

Commons Attribution Non Commercial (CC BY-NC 4.0) license, which permits others to distribute,
remix, adapt, build upon this work non-commercially, and license their derivative works on different
terms, provided the original work is properly cited, appropriate credit is given, any changes made
indicated, and the use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.
The text below includes minor additions and formatting changes to the original text.

Workstream 1: introduction and overview of workstreams

The PEARL project was conducted over a 3-year period at the following NHS trusts: University
Hospitals Birmingham NHS Foundation Trust (Queen Elizabeth Hospital), Heart of England NHS
Foundation Trust (these two have since merged) and Newcastle upon Tyne Hospitals NHS Foundation
Trust (Royal Victoria Infirmary and Freeman Hospital). This was a mixed-methods project combining
both qualitative and quantitative data with patient and staff co-design techniques. The project
consisted of four interlinking workstreams (WSs):

l Workstream 1 (WS1) included setting up the project and establishing and supporting the local
project teams to form the collaboration (see Appendix 1).

l Workstream 2 (WS2) involved developing, disseminating, collating and reporting the patient and
relative survey and the staff survey.

l Workstream 3 (WS3) involved the ethnographic work, which was conducted in two phases.
l Workstream 4 (WS4) was the co-design of the RLF and the toolkit.

We describe these in detail below.

Location
The project was located in the acute medical units (AMUs) and intensive care units (ICUs) of the four
participating hospitals.

Acute medical units are generally the first point of emergency admission to hospital for patients, usually
from the emergency department (ED) or following direct referral by general practitioners in the community.
Of those admitted, around 40% of patients may be discharged home from the AMU within 48 hours and
60% transferred to general or specialist wards for continuing care. Specialist acute physicians will generally
work 12-hour daytime shifts in the AMU, providing twice-daily ward rounds; weekend cover may be
provided by acute physicians or by a general physician on duty. Nurse-to-patient ratios may be in the region
of 1 : 6. The clinical team has to cope with large numbers of patients, a rapid turnover and making quick and
accurate diagnostic and therapeutic decisions in conditions of uncertainty.

Intensive care units care for the most severely ill patients in the hospital using highly trained staff and
complex equipment. Nurse-to-patient ratios are usually 1 : 1 or 1 : 2, providing care to one of the most
vulnerable populations in health care, requiring burdensome technical support for multiple failing organ
systems and experiencing a mortality rate of around 30%.98 Intensive care consultants usually conduct
two ward rounds per day, 7 days per week, and provide continuous care for periods of several days,
or whole weeks, as well as undertaking regular night duties to maximise continuity of care. Providing
reliable care in this complex environment requires both high-level technical and non-technical skills.
Non-technical skills include effective teamworking, situational awareness and leadership, and the ability
to integrate information across locations and over time to co-ordinate communication and actions, and
to provide care with compassion.
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Participants
Each participating unit established a local project team consisting of clinical, managerial and administrative
staff as well as patient and relative representatives with experience of the AMU or ICU. Teams held
bimonthly local project team meetings that were chaired by a non-executive director (executive director
at one trust).

Staff on the units participated in interviews and observations (carried out as part of WS3) as well as
the co-design work to develop interventions to enhance reflection (WS4).

Participants in the experiential data collection workstream (WS2) were patients and relatives who had
spent time in the AMU or ICU. Their experiences were collected through the PEARL project patient
and relative experience survey. Staff experience data were collected from staff whose primary working
area was the AMU or ICU at the participating trusts, using the PEARL project staff experience survey.

Project set-up
Local project leads for each participating unit were appointed. The leads then established a local
project team, which consisted of medical, nursing, allied health professional (AHP), administrative and
managerial colleagues from their units. The teams were also encouraged to invite patient and relative
representatives. Once established, the team agreed local arrangements for project delivery following
confirmation of capacity and capability for their site. Existing opportunities for feedback and reflection
were identified. With direction from the central project team, local teams held meetings once every
2 months to review project outputs, encourage team reflection (e.g. through existing meetings, team
briefs and formal reports) and consider methods for incorporating feedback in routine practice.

In addition, we held four plenary workshops (three of which were co-design activities), nine facilitated
local co-design meetings (three in each centre) and one further local co-design meeting without central
facilitation. Our ethnographers observed all of these activities and provided feedback on each.

Workstream 2: the PEARL project patient and relative survey
and staff survey

General aspects of survey development
The aim of the PEARL project surveys was to acquire experiential data from patients, relatives and staff
that could be fed back to the local teams as evidence of the need for reflection, and as a motivating
stimulus. We were sensitive to the need to avoid duplicating existing survey work and to minimise the
burden on recipients of the surveys and the administrative load for local teams. We describe first the
generic considerations for both surveys, followed by the specific development of each survey.

A survey subgroup was established, which consisted of project management committee members
(including patient representatives) and the local project leads. A scoping review was undertaken of
English-language surveys that had been used in the UK and focused on the experience of care of
patients or relatives, or the experience of providing care by health-care staff.

Data acquisition varied between these surveys: some employed questions and others used statements
with strength of agreement ratings. The working group, therefore, prioritised a standard approach
for the patient and staff surveys, expressing a preference for the use of statements with strength of
agreement ratings using a 5-point Likert scale. A limited number of direct questions were also included
in the patient and relative survey.

Survey statements were selected or excluded through iterative discussion. The focus of attention was
to identify those aspects of health-care behaviours that were within the competence and capability
of individuals to address. We aimed as far as possible to preserve the original wording of the source

METHODS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

6



surveys to retain questionnaire validity; where questions had been used, these were edited to statements.
For the staff survey, we also conducted a modified Delphi process to prioritise the final set of questions
(see Staff experience survey).

For the format of the surveys, we considered at an early stage whether these should be paper based
or web based. A study from the Netherlands comparing both formats in colorectal registry cancer
patients found a preference for paper surveys among respondents aged > 70 years, which was offset
by a trend for web-based responses among those aged < 70 years.99 A study from Denmark100 found
lower response rates, higher completion rates and much lower administrative costs for an e-mailed
web-based survey than the postal paper-based format; however, they did not factor in the costs of
developing or hosting the web-based survey. Patients may not possess, and medical record departments
do not universally record, e-mail addresses or mobile telephone numbers (for social media applications)
for sending out invitations to complete the survey, and fewer young people now use e-mail as a primary
mode of communication. The local project teams and the patient representatives were of the view that
paper-based surveys were preferable at this stage, but recognised that these would in the future be
supplanted by web-based approaches.

Participant information sheets accompanied each survey, explaining their purpose and that completion
was optional, not mandatory. Questionnaires were anonymous; no person-identifiable information
was collected.

The research ethics committee approved implied consent for those respondents who returned the
completed questionnaires using the free-post return envelopes.

Analysis was undertaken by the central project team. Each completed survey was reviewed, focusing
particularly on the free text to ensure that if serious concerns had been raised the relevant local
project lead could be informed for subsequent investigation.

Responses were allocated subject numbers and reported to the Clinical Research Network using the
National Institute for Health Research’s (NIHR’s) Central Portfolio Management System for uploading
research accruals. Dissemination logs outlining the numbers of surveys disseminated were kept locally,
with figures reported to the central team to allow calculation of response rates for each unit.

Surveys were scanned using Formic software (Formic Solutions, Uxbridge, UK) and the data uploaded
to a spreadsheet for analysis. Data were presented to the units as standardised reports that showed
the proportion of respondents selecting each level of strength of agreement with each statement.
The data management team checked a random sample of 10% of the responses to ensure that there
were no problems with the scanning. When issues were identified the data management team would
undertake further action: either check all data or request a new scan of surveys. Free-text responses
were transcribed manually and listed verbatim in the reports. They also underwent thematic analysis
using NVivo software (QSR International, Warrington, UK).

Patient and relative experience survey
Questions from the following existing UK-validated questionnaires were reviewed for inclusion by the
survey subgroup:

l NHS National Inpatient Survey13

l Jenkinson et al.’s Picker Patient Experience Questionnaire101

l Sullivan et al.’s Reduced NHS National Inpatient Survey AMU questionnaire102

l Family Satisfaction in ICU survey103

l NHS Friends and Family Test.14

DOI: 10.3310/hsdr08320 Health Services and Delivery Research 2020 Vol. 8 No. 32

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Bion et al. under the terms of a commissioning contract issued by the Secretary of State for
Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

7



From these surveys, we extracted those questions that were most relevant to attitudes and behaviours
and were applicable to any acute care area in the hospital. We excluded questions that related to
logistics (e.g. waiting list delays), related to technical aspects of care (e.g. complications of treatment)
or were location specific (e.g. outpatient clinic attendance). This allowed us to use the same survey for
the AMUs and the ICUs. We focused on questions relating to non-technical aspects of care (e.g. care
delivery and communication), which could be influenced by individual members of staff.

The survey that best met our criteria was the Family Satisfaction in ICU survey,103 which provided the
majority of the questions in the final set and obviated the need to undertake a prioritisation exercise
for question selection. An additional question was from the Friends and Family Test.14 Two free-text
options were included to ask which aspects of care could be improved and what went well. Limited
demographic information was requested. Respondents were given the option of providing their contact
details if they wanted a response from the local project lead.

We chose not to offer the survey in languages other than English, partly on grounds of cost–benefit
(the process of translation, reverse translation and validation for multiple languages would have added
considerable complexity) but mainly because the aim of the survey was to obtain sufficient information
to provide material for staff reflection, not to provide a comprehensive assessment of the clinical
service, which was the responsibility of the trust.

The final survey that was developed was reviewed and piloted by the whole collaboration prior
to implementation.

Eligibility
The PEARL project patient and relative experience survey was offered on alternate days to patients
who had been in the AMU for ≥ 24 hours and to patients who had been in the ICU for ≥ 48 hours, to
take into account the numbers of patients and the median length of stay for each type of unit. Family
members were invited to complete the survey if the patient did not have full capacity to do so. Units
liaised with their informatics departments to create automated lists of eligible patients on a weekly
basis. A letter accompanied each survey, which contained information on the purpose of the enquiry.
If patients had died during their hospital stay, a different letter was sent to the next of kin, expressing
condolences and asking if they would mind completing the survey from their perspective. Surveys were
accompanied by a pre-paid return addressed envelope.

Dissemination
The PEARL project patient and relative survey was distributed for a continuous 2-year period from
June 2017 to May 2019. Participating units were given three different options for disseminating the
PEARL project patient and relative experience surveys to eligible participants:

1. option 1 – offer the questionnaire on unit discharge (implied consent from the return of
the questionnaire)

2. option 2 – take consent and provide questionnaire on unit discharge
3. option 3 – clinical team post out the questionnaire following hospital discharge (implied consent

from the return of the questionnaire).

During piloting, hospital teams used the method most suitable for their unit (unit size and capacity
varied widely). The teams found that personally handing out the questionnaires to patients on the unit
was very time-consuming and, therefore, all units moved to posting out the questionnaires following
discharge from hospital.

Surveys were sent with the appropriate cover letter, participant information sheet and pre-paid return
envelope. Completed surveys were sent back to the central project team for processing and analysis.
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Surveying bereaved families
Previous studies have shown that satisfaction with care is often higher in bereaved families; therefore,
we did not want to exclude these families from the PEARL project. Each local team was encouraged
to liaise with the bereavement services in their trust for support with any interactions project staff
may have with the families at a sensitive time. An appropriately adapted cover letter for families of the
bereaved accompanied the PEARL project questionnaire, clearly providing the contact details of the
local project lead at each site for the relatives to make contact with if they felt upset and wanted to
speak or meet with someone from the research team. Counselling was available for families, which was
provided through the bereavement departments at trusts, if they felt that they would benefit from this.

Processing and analysis
Once the completed questionnaires arrived to the central team they were initially reviewed, and any
serious concerns were flagged to the appropriate local project leads for investigation.

Responses were allocated subject numbers and logged as a research accrual with NIHR’s Central
Portfolio Management System. Each centre recorded the number of surveys distributed and reported
these data to the central team to allow calculation of response rates for each unit.

Surveys were developed and prepared for digital scanning. The responses were digitised, analysed and
reported to each local project team on a quarterly basis. Once the surveys were scanned, the data
management team would take a random sample of > 10% of the data and check that there were no
issues with the scanning. When issues were identified, the data management team would undertake
further action: either check all data or request a new scan of surveys.

Data were presented to the units as standardised reports that showed the proportion of respondents
selecting each level of strength of agreement with each statement. Performance–importance plots
(PIPs) were also provided to illustrate the relationship between the level of satisfaction with each item
in the questionnaire and how that particular item influenced overall satisfaction. Free-text responses
were transcribed and underwent thematic analysis using NVivo software. Using sentiment analysis, the
first node divided free text into positive or negative responses; those containing both were allocated
to both categories. Within each of these categories, secondary coding employed emergent themes as
these were identified by the researchers reviewing the data.

The reports that were returned to the centres were a graphical representation of the survey data
returned in the previous quarter, even if they were from an earlier quarter. Data from the NHS Friends
and Family Test for the corresponding time period were obtained for the corresponding hospital sites
or trusts and an estimate for the national AMU and ICUs. Not all organisations use the Friends and
Family Test in ICUs and each trust has different naming conventions for their ICUs/AMUs, so we may
not have captured the results of the Friends and Family Test for all AMUs/ICUs.

In addition to the stacked bar charts and pie charts, a domain score was calculated for experience of
communication and experience of care, and PIPs were also generated. The domains are a weighted
score of all relevant indicators in which a strong positive statement is given a score of 100, a positive
statement a score of 80, a neutral statement a score of 50, a negative statement a score of 20 and a
strong negative statement a score of 0.

Performance–importance plots were generated for each unit and for the combined ICU/AMU. The PIPs
report the correlation between each question and the overall satisfaction score and how many respondents
chose the ‘best’ answer for this question. From the median values for each axis, four quadrants are
identified: areas performing well, areas in higher need of improvement, areas potentially overperforming
and areas that may need improvement but are a lower priority.
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Staff experience survey

Development of the survey: Delphi method for prioritisation and selection of survey items
The aim of the PEARL project staff survey was to gain insights into individual, contextual and
organisational influences on staff behaviour that might affect patient experience. This included
attitudes towards reflection and to the use of patient experience data.

As with the patient and relative survey, it was felt that there was no single existing survey that met
our requirements for the project. Therefore, we assembled material from four existing UK-validated
surveys that focused on staff experience and patient safety: the NHS Staff Survey18 from 2016,
Hospital Survey on Patient Safety Culture,104 Teamwork and Safety Climate Survey105 and the GMC
Trainee Survey.106 To these we added questions derived from the PEARL project ethnography topic
guides. These were based on the COM-B44 framework and the theoretical domains framework.107

Where the original surveys employed questions, we converted these to statements using a 5-point
strength of agreement Likert scale, retaining as much of the original phrasing as possible (as with the
patient and relative experience survey).

We used a prioritisation method (Delphi) for statement selection because of the diversity and range of
options available. The statements were circulated by e-mail to the collaboration and the respondents
were asked to rate each statement using a four-point scale: ‘definitely include’, ‘probably include’, ‘probably
exclude’ and ‘definitely exclude’. Each e-mail ‘round’ carried forward the outputs from the preceding round.

Responses were categorised as follows:

l Statements that achieved ≥ 75% agreement to definitely include did not go into the next round, but
were extracted and reserved for the final survey.

l Statements that achieved ≥ 50% agreement to either definitely or probably exclude were removed.
l Statements that achieved < 100% but ≥ 50% agreement to either definitely or probably include

were retained for the next round.

Following three rounds of Delphi prioritisation, a final set of survey questions emerged to form the
final PEARL project staff survey. The Delphi process and outputs are presented in Figure 1. Basic
demographic questions were included along with one free-text question asking ‘Do you have any
additional comments about working in this organisation?’.

Eligibility
The PEARL project staff survey was offered to all clinical, administrative and managerial staff whose
primary working area was the AMU or ICU at the participating hospitals. This included doctors
(consultants to foundation grade), nurses (bands 5 to 8), administrative and clerical staff (including
operational managers), health-care assistants, maintenance and ancillary staff, AHPs and pharmacists.
Dissemination logs were maintained locally, with figures reported to the central team to allow
calculation of response rates for each unit.

Sampling and consent
The staff survey was distributed twice for a 2-month period during the PEARL project (January to
February 2018 and January to February 2019). As with the patient survey, implied consent applied
and the surveys were anonymous.

Dissemination
Local units were advised to use the method of dissemination most appropriate for them. Options
included via staff pigeon holes, attachment to monthly payslips, at weekly/monthly staff meetings, in
staff/locker rooms or posting out. Questionnaires were disseminated with a pre-paid return envelope
for completed responses to be sent back to the central project team for processing and analysis.

METHODS
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Round 1

Number of items
(n = 84)

Final survey items

• If a friend or relative needed treatment I would be
    happy with the standard of care provided by this
    organisation

• I am supposed to receive training as part of my
    professional development

• I receive feedback from colleagues about my
    performance

• In this unit, we discuss ways to prevent errors from
    happening again

• I would feel safe being treated here as a patient

• I see acting on patient/carer feedback as part of my role/
    professional duty

• Do you have any additional comments about working 
    in this organisation?

• Gender

• Age

• Ethnicity

• Years worked for organisation

• Occupation group

• In your staff position, do you typically have direct
    interaction or contact with patients?

• Staff will freely speak up if they see something that 
    may negatively affect patient care

• I am proud to work for my unit

• In this unit, people treat each other with respect

• In this unit staff work as a team

• Handover arrangements in this unit always
    ensure continuity of care for patients between shifts

• There is an organisational culture of learning lessons
     from concerns raised

• I am keen to use patient/carer feedback to improve my
    practice

• Patient/carer feedback, compliments and complaints lead 
    to changes in my unit

• I would recommend my organisation as a place to work

• I am able to make suggestions to improve the work of
    my team/department

• Communication between senior management and
    clinical staff is effective

• Staff feel free to question the decisions or actions of
    those with more authority

• I know how to act on patient/carer feedback to improve 
    my practice

• Resource constraints limit my unit’s ability to act on
    patient/carer feedback

• I regularly receive feedback about patient/carer
    experience in my unit

• Debriefings are common in this clinical area

• I feel valued by my organisation

• I feel emotionally drained from my work

• I look forward to going to work

Removed (< 50% definitely
or probably include), n = 5

Removed (< 50% definitely
or probably include), n = 3

Removed (< 50% definitely
or probably include), n = 3

Removed, n = 20

Included in final
survey, n = 11

Included in final survey
(≥ 75% definitely

include), n = 7

Included in final survey
(≥ 75% definitely

include), n = 1

Included in final survey
(≥ 75% definitely

include), n = 13

Removed, n = 21

Round 2

Number of items
(n = 66)

Round 3

Number of items
(n = 41)

31 items
remaining; further
editing by project

management group

Project team editing
to remove duplicates

FIGURE 1 The PEARL project staff survey Delphi methodology flow chart. Italic text indicates an item developed from
PEARL ethnography topic guides.
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Processing and analysis
As with the patient and relative survey, once the completed staff surveys were received by the central
team a random sample of 10% was reviewed by the data management team and any issues identified
were resolved before further processing. All free text was transcribed and classified using NVivo; any
serious concerns were flagged to the appropriate local project leads for investigation.

The responses were digitised, analysed and reported to each local project team as standardised reports
that showed the proportion of respondents selecting each level of strength of agreement with each
statement. In addition to the stacked bar charts and pie charts, an overall domain score was calculated
for staff experience. The domain score was calculated using the responses to statements relating to
perceptions of care quality and the working environment and excluded those statements relating to
personal reflection: a strong positive statement was weighted with a score of 100, a positive statement
with a score of 80, a neutral statement with a score of 50, a negative statement with a score of 20 and
a strong negative statement with a score of 0. Data from the NHS staff Friends and Family Test for
the corresponding time period were obtained for the corresponding hospital sites or trusts. National
comparative data for AMUs and ICUs were estimates because different naming conventions for these
units between trusts meant that some may have been omitted. For the second survey, comparisons
were made with the results of the first survey.

Survey validity and reliability
Before disseminating the first survey, we decided to exclude any question with any of the following
response characteristics:

l a non-response rate of > 10%
l a lack of discrimination (defined as > 70% of all respondents ‘strongly agreeing’ or ‘strongly

disagreeing’ with the statement)
l redundant (defined as questions with an item-scale Cronbach’s α of < 0.7).

Based on the initial analyses of the first survey, no question met any of the above criteria; therefore,
all questions were retained for the second round. Following the second round the analyses were repeated
and again no question met any of the above criteria for removal.

Workstream 3: ethnography – phase 1 and phase 2 methods

Workstream 3 took place in two phases.

Phase 1 aimed to investigate current use of patient experience data, to explore options for the feedback
of data as part of the reflective learning process and to investigate experiences of, barriers to and
opportunities for workplace-based reflective learning.

Phase 2 focused on observations of local co-design meetings and of the implementation and piloting of
components of the toolkit in practice. Findings from both phases were used to inform the development
of the RLF and toolkit in WS4.

Phase 1
Ethnographic research that was conducted in phase 1 focused on gaining insight into attitudes and
practice relating to feedback and reflection on patient experience, through observing day-to-day
practice and interviewing a purposive sample of staff across the sites. Topic guides were developed to
ensure consistency between ethnographers for phases 1 and 2.

METHODS
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Our key aims for phase 1 were to:

l systematically describe the approaches used to feedback experiential and quality and performance
metrics in ICUs and AMUs

l obtain staff views about credibility, utility and impact of different approaches to feed back patient
experience data

l explore staff engagement with reflective learning based on patient experience data and identify how
individual and group reflection can be promoted in practice

l identify the factors that affect the extent to which reflection is translated into action at the front
line of practice

l inform the co-design of the RLF and toolkit.

We conducted observations and interviews in eight acute care units (three AMU-type and five ICUs)
in the three NHS trusts participating in the PEARL project, between May and December 2017.
Characteristics of the sites were as follows:

l Site P1 had an ICU and a high-dependency unit (HDU), referred to jointly as ‘critical care’, as well as
a separate large AMU.

l Site P2 had an ICU and a separate clinical decisions unit (CDU) (equivalent to an AMU) with an
acute medical clinic attached to it.

l Site P3 was split over two sites: one site had two ICU wards with attached HDUs and an AMU
(referred to as the ‘assessment suite’) and the other site had one ICU with an attached HDU.

We conducted > 140 hours of observations in ICUs and AMUs, including 81 informal documented
conversations with a wide range of staff. We collected relevant documents, such as newsletters and
photos of patient experience displays, in the units. Observations were recorded as written field notes
and audio-recorded debriefs. We undertook 45 formal, semistructured interviews with a purposive
sample of staff members, including administrative, nursing and medical staff, sampled to include diversity
in their role and level of involvement in trust activity around patient experience data. Interviews and
observational visits were conducted in two rounds (May to June 2017, prior to the introduction of the
PEARL project patient experience questionnaire, and November to December 2017, after data collection
had started). We conducted 36 interviews in round 1, which were focused on the collection and use of
patient experience data and engagement in reflection, and nine interviews in round 2, which focused in
more detail on reflection in practice. Interviews lasted between 10 and 90 minutes (mean 38 minutes).
Informed consent was obtained for interviews. Breakdown by site is shown in Table 1.

TABLE 1 Ethnography phase 1 data collection

Interview characteristic P1 P2 P3

Approximate observation time (hours) 43 49 55

Interviews (n)

Formal 15 14 16

Informal 17 23 41

Staff (n)

Medical 5 6 6

Nursing 6 7 7

Administrative 4 1 3
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Phase 2
Phase 2 involved observations and interviews. The main aim of phase 2 was to gain insight into staff
experiences of using tools to select and design interventions to promote reflection in practice in order
to inform the development and implementation of the reflective learning toolkit.

We conducted observations of the local project team meetings in which sites piloted components of
the draft toolkit that had been designed to support the selection of reflective practice interventions,
and planned for implementation (April to May 2019). We conducted interviews with members of
staff at each site who had attended these meetings in order to gain feedback on the approach taken
in the meetings and how well the draft toolkit components had worked as well as to capture their
experiences of developing and trialling their selected interventions (June 2019). We observed four
meetings in total (site P1, two meetings; sites P2 and P3, one meeting each). The first meeting at
site P1 lasted approximately 1 hour and the second meeting was approximately 2.5 hours long; the
meetings at sites P2 and P3 lasted around 2 hours. Observations were recorded as written field notes
and audio-recorded debriefs. We conducted 15 interviews (June to July 2019) with a range of staff
(five per site) about their experience of choosing interventions during the meeting and the progress in
implementing any chosen interventions on the ICU or AMU wards. Informed consent was obtained for
all interviews. Interviews lasted between 26 and 85 minutes (mean 49 minutes). Breakdown by site is
outlined in Table 2.

Analysis of phases 1 and 2
Interviews and observation debriefs were recorded and professionally transcribed verbatim; anonymisation
took place during transcription. We conducted regular team debriefs during the data collection period to
reflect on emerging findings and guide ongoing data collection, and we discussed findings with the wider
team. Analysis of data from phases 1 and 2 was conducted separately.

For phase 2 we conducted an analysis to characterise the features of meaningful patient experience
feedback and to explore the barriers to and facilitators of effective reflection on patient experience
in practice. A thematic analysis approach was taken to analyse the transcripts of the interviews and
observational data.108 A subset of interviews was read in close detail and open-coded to create a code
frame and initial thematic categories; these were discussed with the wider study team. The coding
frame was then applied to the remaining interviews and observational data transcripts. As new themes
arose, there was flexibility to extend the coding frame to capture these. We used case studies, narrative
reports and visual data displays as ways of facilitating comparison across sites and synthesising findings.
Findings from the analysis of phase 1 data were used throughout the co-design process to inform the
development of reflective practice interventions and the toolkit as a whole. Phase 2 data were subject
to a separate thematic analysis closely linked to the aims of identifying lessons for development of the
toolkit. NVivo 11 software was used to support the management, coding and querying of the data.

TABLE 2 Ethnography phase 2 data collection

Interview characteristic P1 P2 P3

Approximate meeting observation time (hours) 3.5 2 2

Number of interviews (n) 5 5 5

Staff (n)

Medical 1 4 3

Nursing 4 1 2

METHODS
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Workstream 4: co-design of the reflective learning framework and
development and piloting of the toolkit

Introduction
Co-design refers to a set of practices that can be used to allow diverse stakeholders to come together
to address a shared issue. The ‘co’ prefix refers to the participatory nature of the activity and ‘design’
refers to both the technical skills and practices of design and the unique approach to problem-solving
approach used by designers.

Co-design has previously been used in health care. The most widely published approach is experience-based
co-design, which accesses the experiences of patients and relatives and staff from videoed interviews109

or directly in interactive group discussions. The PEARL project co-design approach was supported by
the Translating Knowledge into Action (TK2A) theme110 of the NIHR Collaborations for Leadership in
Applied Health Research and Care Yorkshire and Humber. The TK2A theme is a multidisciplinary team
of health service researchers who have developed over the last 10 years111 methods drawn from design
practice, with a focus on the use of creative practice to support the successful sharing and synthesising
of knowledge.112

The reflective learning framework
The RLF is the programme theory or logic model for the PEARL project. It is the health services equivalent
of a systems specification in computing or a drug’s mechanism of action. It describes how reflective
learning might ‘work’. We developed the RLF iteratively throughout the project, making modifications to
the theory as we gained insights from the ethnographic work and from our observations of the co-design
process for the toolkit. We based our approach on that recommended by Davidoff et al.113

We defined reflective learning as an experiential process of personal insight development in which one’s
own and others’ experiences are used to produce a change in attitudes and behaviours.We characterised
the features of effective reflective learning based on Dewey’s58 three phases of reflection (retrospection,
self-evaluation and reorientation), to which we subsequently added Gibbs’ six-step cycle114 and Schön’s50

categorisation of reflection occurring in-action or on-action.

In mapping out the factors affecting engagement in effective reflective learning, we drew on the
COM-B framework.44 With effective reflective learning as the behaviour of interest, the COM-B
framework identifies three domains of determinants, each with two subtypes: capability (physical
and psychological), opportunity (physical and social) and motivation (reflective and automatic). As the
COM-B framework was both parsimonious and evidence based, we decided to incorporate it in our
preliminary version of the RLF. An important element of our conceptualisation is that the ‘B’ in COM-B
signifies engagement in effective reflective learning: completing the cycle of insight development,
attitude change and resulting change in interpersonal behaviour and practice.

This framework incorporates the dynamic in which an input (e.g. experiential information from the
surveys) would, depending on the ‘COM’, result in the behaviour of effective reflective learning
(primary output). This would generate measurable changes in attitudes and practices, and enhanced
care delivery and teamworking (proximal and distal outcomes).

Iterative versions of the RLF were developed by the core project team and presented for critique
at the co-design workshops. Participants at the co-design workshops reviewed the RLF for both
understandability and scientific credibility and provided feedback that was used in the next iteration.
The COM-B framework was used to classify interventions to drive engagement in effective reflective
learning as these emerged from the co-design process. We show the evolution of the RLF in Chapter 3.
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Toolkit co-design

The co-design meetings
Three facilitated and supported local meetings were held at each of the three sites (nine meetings in total)
plus three plenary workshops for all participants. A fourth local meeting was then conducted by each team
working without an external facilitator or project team support.

There were three main aims of the co-design meetings:

1. to identify ‘touchpoints’ – key moments in the experience of health care – that provide insights into
how we use reflection to understand ourselves and others

2. to understand how different individuals may experience reflection
3. to create or adapt interventions to promote reflective learning in the workplace.

Participants
The co-design meeting participants included a broad range of patients and staff, not just members of
the PEARL project team. There were between 10 and 20 attendees, which resulted in manageable and
productive meetings. Patients and relatives were equal contributors; they received prior explanation
about the purpose of the meetings and the facilitators ensured that they had time and space to
develop their own ideas and voice. Mutual understanding emerged from this process. For example,
a mother and son gave important insights into communication behaviours, such as staff directing
questions and information to the mother when it was quite possible to communicate directly with her
son (the patient). Conversely, at the end of one co-design session, an erstwhile patient said that he had
not realised how emotional the experience of delivering acute care was for the staff. These and many
other insights provided useful examples for linking the COM-B theory to practical reflection tools.

Planning
Each co-design meeting was planned in advance by the PEARL project management committee and
facilitator. Recognising that taking time out of the working day is often difficult, local teams were asked
to obtain approval from managers and colleagues, and allowances were made for last-minute variations
in the number of participants, consequent on the demands of the clinical services. A meeting room was
booked, with refreshments and lunch, for a minimum of 4 hours.

Facilitation
Facilitation of the nine co-design local meetings and the three workshops was provided by the Art and
Design Research Centre, Sheffield Hallam University (Sheffield, UK). Skilled and sensitive facilitation
was essential to promote the flow of conversation, manage emotions, permit periods of silence, allow
humour to release tension and ensure that everyone had an opportunity to express their ideas and
opinions, regardless of status, seniority or specialty. The facilitation team comprised three members of
the TK2A team. The theme lead and clinical researcher are a nurse and physiotherapist, respectively,
both having worked on creative co-design projects across a broad range of topic areas for the last
10 years. The third member of the TK2A team is a designer who has worked in health-care contexts
and co-design since completing their doctorate. The team were able to function as experts in the
co-design process but could claim independence from the team, unit and hospital. A scribe recorded
key points, conclusions and actions, and how these were derived. Each meeting was observed by two
ethnographers for subsequent distillation and analysis.

The tools and techniques used for co-design were based in part on the NIHR’s Better Services by
Design website.115 The process was underpinned by the ‘double diamond’ approach (‘discover, define,
develop, deliver’) in which the first workshop focuses on the key issue, the second expands the
discussion to consider the wider context, the third refocuses on developing specific interventions
and the final workshop allows participants to report their piloting of the interventions.
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Each session started with a brief summary of the purpose of the project and a recap of the preceding
activities. The facilitator then invited everyone to introduce themselves, followed by an ‘ice-breaker’
exercise to promote the conditions required for co-design to take place, after which the group undertook
the activities described below. Each small working group (between two and four for each meeting,
dependent on numbers) was supported by the facilitators and team. Plenary sessions allowed sharing
of discussions and outputs. A summary was constructed at the end from all of the participants.

Co-design 1: reflectable moments
The aim of this first workshop was to allow the group to explore the meaning of reflection and how it
‘works’. Participants were invited to describe ‘reflectable moments’: events or activities that stimulated
reflection in themselves or others, what feelings were aroused, how these feelings were used to
gain insight into oneself or others and how those insights could stimulate generalisable learning.
This process aroused emotions that the facilitator channelled into creative energy.

Participants modelled reflectable moments using cut-out figures (Figure 2) to recreate the characters
and situations that they had encountered. This allowed the participants to tell their story with both
realism and a degree of detachment, recognising the benefits of making the intangible tangible through
creative practices.116

(a)
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think and feel?
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happened in
this way?
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(b)

FIGURE 2 Co-design meeting 1 resources. (a) Cut-out figures; and (b) reflection wheel.
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Analysis of the thought processes used by the participants allowed us to combine the three-stage
Dewey model58 and six-step Gibbs cycle114 into a single ‘reflection wheel’. It was also clear that
individuals varied in their approaches to reflection: in-action, on-action, solitary and group.

Co-design 2: reflection personae
The second workshop gathered participants’ opinions and experiences of reflective behaviours as
demonstrated by others, by creating reflective character types or personae. Individuals may accommodate
more than one reflection stereotype, but isolating these in caricatures permits participants to focus on
specific issues and promotes examination of one’s own attitudes to reflective learning.

The participants were invited to form four groups to consider one each of the following types: the
‘groupie’, the ‘ruminator’, the ‘loner’ and the ‘non-reflector’ (Figure 3).

For each of these personae:

l Small group session 1 – participants created a fictitious but believable character based on that
reflection type using the template (20 minutes).

l Plenary session 1 – participants described that character to the other groups (5 minutes for
each group).

l Small group session 2 – participants discussed how each character would respond to a good
feedback scenario and a negative feedback scenario (20 minutes).

l Plenary session 2 – participants considered what actions or interventions might promote effective
use of feedback by each character (5 minutes for each group).

The scribe classified outputs from plenary session 2, which were subsequently transcribed using the
2 × 2 table to categorise actions and interventions according to whether they were predominantly
in-action or on-action interventions and for use by groups or individuals.

Co-design 3: designing interventions to incorporate reflection in everyday activities
The third meeting was conducted twice: the first time it was facilitated and supported by the PEARL
project management committee and the second time it was conducted independently by the local
teams using additional tools. We describe here the second of these two meetings.

Participants were asked to examine the list of prioritised reflection tools and activities (see Table 9).

In step 1, participants were given polling cards to give their private views on the extent to which
the unit staff had the capability, opportunity and motivation to reflect on patient and staff experience
(Figure 4). The anonymous responses were collected, the scores for each element (capability, opportunity
and motivation) were summed and the percentage agreement for each proposition was determined by
dividing the sum of the scores for each element by the number of respondents and multiplying by 100.

(a) (b)

FIGURE 3 Co-design meeting 2 resources. (a) Reflection personae; and (b) reflective learning activities table.
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In step 2, the difference between the actual percentage agreement and the maximum percentage
agreement (100%) provided an indication of the perceived gap between the current position and the
ideal position for each element of the framework. Participants were asked to discuss the possible
reasons for each gap, for example by asking ‘What would be needed for you to give this element a top
rating of 5?’.

In step 3, based on the gap analysis, from the list of prioritised interventions (see Table 9) and working in
small groups the participants developed a maximum of three using the reflection specification template
(Table 3). Participants were asked to focus on actions or activities that promote reflection, not on those
that ‘fix the problem (identified using the feedback collected)’. For example, when considering how to
enhance reflection during handovers or ward rounds, using a checklist is unlikely to promote reflection
(although it will be highly beneficial for many other reasons), whereas starting the handover or round
with some feedback from one of the surveys, encouraging input on the round from the relatives or
ending the round with a quick debrief, could stimulate reflection by giving everyone a voice.

How strongly do you agree with the statements below:

STEP 1: polling card

5 = strongly agree, 4 = agree, 3 = neutral, 2 = disagree, 1 = strongly disagree

Statement Score

Opportunity: our working environment supports effective
reflection on patient and staff experience

Motivation: all staff in our unit want to reflect effectively on
patient and staff experience

Capability: we have the knowledge, skills and resilience to
reflect effectively on patient and staff experience

FIGURE 4 Co-design meeting 3 resources.

TABLE 3 Reflection specification template

Reflection intervention

Describe briefly here the nature of the intervention (e.g. ward round, handover, debriefing, posters, coffee mornings, induction
training) and then complete the right-hand column below:

What will you do? •

Why will this activity help staff be reflective? •

Who can participate in this activity? •

When will it occur? In-action (‘hot’), near action (‘warm’), or on-action (‘cold’)? •

Where will the reflection take place/be located? •

How can the reflection be structured or supported? •

Barriers: what might limit the effectiveness of this reflection? •

Enablers: what factors might make the reflection more effective? •

Outputs: what impact will this particular act of reflection have? •

This specification template was used by the local teams during the final stage of the co-design process to structure
their planning of activities to promote reflection in practice. They were asked to maintain a focus on the primary task
of promoting reflection rather than on merely describing ‘better care’, thus enhancing awareness of how important
communication is for the patient and relatives rather than mandating that staff must communicate with patients or use
a checklist.
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In step 4, in plenary session, participants presented their activity to the whole group. A task management
and delivery plan was completed for each activity.

In step 5, teams were asked to pilot the intervention using rapid cycle approaches (test, evaluate, retest
and spread) and provide feedback to the final plenary workshop.

Prioritisation of the reflection activities and tools
We identified potential candidate tools and interventions for inclusion in the toolkit in several ways.
During the co-design meetings and workshops, staff identified numerous methods for promoting
reflective learning. Some of these activities were already in routine use, others were aspirational and
some were unconstrained by practical considerations. The ethnographers also identified and described
approaches for reflection in practice from their observations and interviews.

We combined the outputs of these nine workshops with the findings from the observational and
interview work undertaken by the ethnographers to assemble a list of tools and activities that had the
potential to enhance reflective learning. This list was then circulated to the local project teams as a
questionnaire, with the request that each member rated each of the tools or activities for effectiveness
and feasibility using a 5-point Likert scale (5 = strongly agree, 4 = agree, 3 = neutral, 2 = disagree and
1 = strongly disagree). Effectiveness was defined as ‘the likely impact of the activity if it were to be
introduced to your unit’. Feasibility was defined as ‘the likelihood that it could be introduced and would
be acceptable to most staff’.

Responses were aggregated and median ratings were determined. The following cut-off points were
used to determine inclusion, exclusion or further consideration:

l inclusion – effectiveness median of 4 or 5
l exclusion – effectiveness median of 1 or 2, or effectiveness median of 3 and feasibility median of 1,

2 or 3
l further consideration – effectiveness median of 3 and feasibility median of 4 or 5.

The outputs from this process are described in Chapter 3.

Patient and public involvement

The PEARL project has put patients and relatives at the centre of the research because they were
involved in the inception in the initial design, contributing as full collaborators. There was patient and
public involvement (PPI) representation on all of our project teams and committees. The central project
team had two PPI representatives, the Project Steering Committee had one PPI representative and the
local project teams had eight PPI representatives.

Patient and public involvement representation in the local project teams were as follows: site 1
benefited from two PPI representatives, one of whom was disabled, and sites 2 and 3 each had three
PPI representatives. A benefit of the PPI members attending was the opportunity for local leads to
consult with them about the running of the project locally (such as raising awareness of the patient
and relative experience survey). Patients and relatives also offered their thoughts on the feedback
received in the reports from the project surveys, and contributed to actions that were taken as a result
of the feedback.

The PEARL project is a developmental project using co-design to develop the RLF. To develop the
framework, the PPI representatives in the local project teams were equal partners in the co-design
meetings and the facilitated plenary workshops (described above). They have informed decisions about
the extent to which PPI representatives can contribute to this type of co-design process. An example
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of PPI engagement is that they developed the cue cards that were used in group work for stimulating
effective reflection.

All PPI representatives who have been involved in the project are full members of the PEARL project
collaboration and are acknowledged as co-authors in all publications and project outputs. They will also
participate in dissemination activities.
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Chapter 3 Results

Given the inter-related nature of the four workstreams, we present the project outputs by theme
rather than by workstream.

Overview

There was excellent engagement by the three trusts, with the AMUs and ICUs working together to
form a unitary local project team at each centre. This was a comparatively novel collaboration for the
staff because acute medicine and intensive care medicine are distinct specialties working in separate
locations. Each local project team included patient representatives, with the initial contact being made
through existing unit-based patient groups, Patient Advice and Liaison Service (PALS) or personal
interaction after a period of clinical care. The fast-paced throughput of the AMUs made it more
difficult for the staff to establish longer-term relationships with patients, unless the acute physicians
also undertook follow-up clinics. The patient representatives supported the co-design meetings and
workshops, with a median of two members from each centre attending each session.

Each local project team was chaired by a non-executive director (two centres) or an executive director
(one centre). The choice of the executive director was made by the chief executive of that trust.
The chairpersons tended to provide support locally rather than engage in the plenary workshops.

The PEARL project patient and relative experience survey

Respondents and response rates
The PEARL project patient and relative survey was distributed continuously for 2 years from June 2017
to May 2019. A total of 18,616 surveys were disseminated and 4747 responses were received (overall
response rate 25.5%). Response rates were higher in ICUs (35.4%) than in AMUs (20.1%) (Table 4).

TABLE 4 The PEARL project patient and relative survey response rates

Trust AMU/ICU
Number of eligible
patients

Number of
questionnaires
administered

Number of
questionnaires
returned

Per cent of eligible
patients receiving
questionnaire

Response
rate (%)

Site 1 AMU 1 8508 6131 1212 72.1 19.8

ICU 1 5574 3177 1112 57.0 35.0

Site 2 AMU 2 5173 3276 593 63.3 18.1

ICU 2 784 426 114 54.3 26.8

Site 3 AMU 3 4125 2642 620 64.0 23.5

ICU 3 1357 1051 342 77.5 32.5

ICU 4 1206 937 380 77.7 40.6

ICU 5 1413 976 374 69.1 38.3

All AMUs 17,806 12,049 2425 67.7 20.1

All ICUs 10,334 6567 2322 63.5 35.4

Overall 28,140 18,616 4747 66.2 25.5
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Approximately 60% of surveys were completed by the patient, 20.5% by family members and the
remainder by both the patient and the relative. Given the difference in the severity of illness, it was
expected that more ICU than AMU responses would have been completed by the relative; however,
this was not the case: the distribution of respondents in the categories was similar for both AMUs and
ICUs (Table 5).

The self-identified ethnicity of the respondents was predominantly white British (88.8%) (Table 6).

Age characteristics of the respondents are shown in Figure 5. In total, 59.8% (n = 2796) of respondents
were aged ≥ 66 years.

TABLE 5 The PEARL project patient and relative respondent categories, AMU and ICU

Trust AMU/ICU Patients, n (%) Relatives, n (%)

Patients
supported by a
relative, n (%) Unknown, n (%) Total, n

Site 1 AMU 1 705 (58.2) 275 (22.7) 220 (18.2) 12 (1.0) 1212

ICU 1 702 (63.1) 220 (19.8) 180 (16.2) 10 (0.9) 1112

Site 2 AMU 2 381 (64.2) 108 (18.2) 101 (17.0) 3 (0.5) 593

ICU 2 46 (40.4) 37 (32.5) 30 (26.3) 1 (0.9) 114

Site 3 AMU 3 446 (71.9) 86 (13.9) 83 (13.4) 5 (0.8) 620

ICU 3 167 (48.8) 117 (34.2) 56 (16.4) 2 (0.6) 342

ICU 4 258 (67.9) 66 (17.4) 54 (14.2) 2 (0.5) 380

ICU 5 255 (68.2) 65 (17.4) 53 (14.2) 1 (0.3) 374

All AMUs 1532 (63.2) 469 (19.3) 404 (16.7) 20 (0.8) 2425

All ICUs 1428 (61.5) 505 (21.7) 373 (16.1) 16 (0.7) 2322

Overall 2960 (62.4) 974 (20.5) 777 (16.4) 36 (0.8) 4747

TABLE 6 The PEARL project patient and relative survey respondent characteristics: ethnicity

Trust AMU/ICU White, n (%) Non-white, n (%) Unknown, n (%) Total

Site 1 AMU 1 1055 (87.0) 131 (10.8) 26 (2.1) 1212

ICU 1 966 (86.9) 125 (11.2) 21 (1.9) 1112

Site 2 AMU 2 468 (78.9) 111 (18.7) 14 (2.4) 593

ICU 2 93 (81.6) 18 (15.8) 3 (2.6) 114

Site 3 AMU 3 590 (95.2) 20 (3.2) 10 (1.6) 620

ICU 3 321 (93.9) 12 (3.5) 9 (2.6) 342

ICU 4 362 (95.3) 13 (3.4) 5 (1.3) 380

ICU 5 361 (96.5) 7 (1.9) 6 (1.6) 374

All AMUs 2113 (87.1) 262 (10.8) 50 (2.1) 2425

All ICUs 2103 (90.6) 175 (7.5) 44 (1.9) 2322

Overall 4216 (88.8) 437 (9.2) 94 (2.0) 4747
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Quantitative analysis of survey responses
Respondent ratings from ICU patients and relatives were more positive for all questions than for AMUs.
In response to the NHS Friends and Family Test question ‘How likely are you to recommend our unit
to friends and family if they needed similar care or treatment?’, 93.5% of ICU patients and relatives
selected ‘extremely likely’ or ‘likely’, compared with only 74.3% of AMU respondents (p < 0.0001).
This difference was also evident in response to the question ‘How would you rate the overall quality
of care you/your relative received in the unit?’: 93.1% of ICU respondents selected ‘excellent’ or ‘good’,
compared with 72.0% of AMU respondents (p < 0.0001). There was concordance between patients
and relatives in the ICU in their responses: 93.9% of ICU patients selected ‘extremely likely’ or ‘likely’,
compared with 92.0% of ICU relatives in response to the Friends and Family Test; 93.4% of patients
rated care as ‘excellent’ or ‘good’, compared with 92.3% of relatives. In AMUs, however, patients rated
care more positively than relatives: 76.2% of patients compared with 66.7% of relatives selected
‘extremely likely’ or ‘likely’ to the Friends and Family Test question, and 74.4% of patients but only
62.6% of relatives rated AMU care as ‘excellent’ or ‘good’ (p < 0.0001).

All other questions in the PEARL project patient and relative experience survey (excluding question 5,
‘were you ever in pain?’) were phrased as statements with a 5-point Likert scale of agreement for
responses (strongly agree to strongly disagree). Notable differences were seen between ICU and AMU
respondents, with higher ratings for perceptions of being treated with dignity and respect in ICU
respondents (97.0%) than in AMU respondents (88.9%) (p < 0.0001). No other differences were evident
between responses from patients and responses from relatives. Confidence in staff was high for both
the ICU and the AMU, but again differences were apparent: ICU respondents were more likely to express
confidence in doctors (97.7%) and nurses (96.5%) than AMU respondents (88.8% and 88.3%, respectively).

All respondents stated that they were more likely to get answers that they could understand from
both doctors (89.2%) and nurses (92.7%) in the ICU than in the AMU [77.6% (p < 0.0001) and 80.2%
(p < 0.0001), respectively]. Relatives stated that they were more likely to understand the responses
they received from nurses than responses they received from doctors (ICU 93.2% vs. 86.9%, p < 0.0001;
AMU 78.6% vs. 72.7%, p < 0.0001).

Significant differences were seen in response to the statement ‘I was able to speak to a doctor when
I wanted to do so’: 75.4% of ICU respondents agreed or strongly agreed with this statement, compared
with 53.7% of AMU respondents (p < 0.0001). No difference in response was seen between ICU
patients and ICU relatives; however, there was a notable difference between AMU patients and AMU
relatives: 57.1% of patients agreed or strongly agreed with the statement, compared with 45.8% of
relatives (p < 0.0001).
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FIGURE 5 The PEARL project patient and relative survey: respondents by age.
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Analysis using performance–importance plots
To illustrate the relationship between the level of satisfaction with each item in the questionnaire and
how that particular item influenced overall satisfaction, PIPs were generated. As described in Chapter 2,
the PIP compares the percentage of ‘best response’ ratings for each survey item with the correlation
coefficient of each item and the overall weighted satisfaction score. Figures 6 and 7 include guidance on
interpreting such plots.

The results for ICU respondents are shown in Figure 6 and for AMU respondents in Figure 7. Each
survey statement is identified by a number. The survey statement responses relating to communication
are coded dark blue and those relating to clinical care are coded light blue. The two questions relating
to overall satisfaction are coded orange.
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FIGURE 6 Performance–importance plot: aggregated ICU patient survey responses (n = 2322).
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FIGURE 7 Performance–importance plot: aggregated AMU patient survey responses (n = 2425).
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Three conclusions can be drawn from inspection of these plots. The first is that all of the responses
relating to communication are clustered in or near the left-upper quadrant, indicating that perceptions
of the adequacy of communication strongly determine overall satisfaction. The second is that ICU
respondents have a higher median best satisfaction rating (54%) overall than AMU respondents (31%).
The third is that, despite this difference between AMUs and ICUs, the pattern is retained: patient and
relative experience of communication with staff remains the main driver of (dis)satisfaction.

There are several plausible explanations for these differences between AMUs and ICUs. Compared
with ICUs, AMUs have much lower nursing and medical staffing intensities, a higher patient throughput,
shorter lengths of stay and, therefore, less time for staff to establish fiduciary relationships with
patients and families. It is also likely that, given the high throughput and short length of stay, the AMU
data are ‘contaminated’ by patient and relative experiences acquired before AMU admission (e.g. in the
ED or a ‘holding area’ awaiting admission) and after transfer out of the AMU to other wards in the
hospital with even lower staffing levels.

However, the purpose of the survey is to provide staff with quantitative and qualitative data that can
be used as the raw material to promote reflective learning at both the individual and the organisational
level. Here, a very clear message emerges: the technical aspects of care are by and large well delivered
and it is the non-technical, behavioural aspects of care that affect patient and relative experience.

Analysis of free-text responses
Of the 4747 survey responses received, 3275 (69%) had additional comments relating to how care
could be improved and what was done well. Free-text responses from patients and relatives were
substantially positive (≈ 60% of comments).

Positive feedback
Most of the positive feedback related to general aspects of the service for both AMUs and ICUs:

First-class service all round.

Keep up the excellent work.

Around one-third of the positive feedback received referred to the high level of care and compassion
that was shown to both the patients and their relatives on the units:

The whole family were treated with respect and kept up to date with everything going, the family we
were not pushed out and were able to stay with the patient round the clock. All staff showed empathy
and respect.

Most positive feedback was generic, referring to all of the staff in the units without singling out professional
groups. Sometimes, positive comments referred to named individuals: we reported these separately
from the main report to the local project lead. The following descriptors for those individuals were
frequently used: caring, friendly, fantastic, excellent, compassionate, polite and kind. The professionalism
shown by all staff was also noted. This gave patients and their relatives confidence in the individuals
treating them and the care that they received:

My only comment is how excellent all the staff are, and what an extremely frightening time for me and
my relatives, they helped put us all at our ease with their confidence, skills and abilities.

Negative feedback
Negative feedback was provided by around one-third of respondents and related predominantly to
the following four categories: staffing and resources, communication, the unit environment, and care
and compassion.

DOI: 10.3310/hsdr08320 Health Services and Delivery Research 2020 Vol. 8 No. 32

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Bion et al. under the terms of a commissioning contract issued by the Secretary of State for
Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

27



Staffing and resources
Feedback for this category was more frequently cited by respondents who had spent time in the AMU
rather than the ICU. ICU patients often commented on noticeable differences once they were moved
from the ICU to general wards:

Excellent care in the intensive care unit, but due to staff shortage not so good on the ward.

Although a number of respondents described staff as being ‘rushed off their feet’, there was a sense of
gratitude from patients and their relatives as they appreciated and understood the difficulties that the
staff faced while providing care:

I think they did most things well and the nurses were always cheerful even though they never seemed to
have enough time.

Comments were also made relating to the lack of continuity of care between shifts. Often a shift would
end and new nursing staff were allocated; however, time was not spent getting to know the individual
needs of the patient or where in the care pathway the patient was.

Furthermore, patients and relatives on one particular AMU noted how staff were having to manage
with the limited resources available to them, highlighting the need for investment in new equipment
and improved technology.

Issues relating to communication
As with the feedback relating to staffing and resources, negative comments associated with issues in
communication were more frequent from AMU respondents than ICU respondents. There were several
different themes that arose relating to poor communication.

A number of comments referred to the use of appropriate language that patients and relatives could
understand. Feedback was received from both ends of the scale; some respondents complained that
they did not understand and would have appreciated ‘less complex language’, whereas other
respondents would have preferred more technical details and medical terminology:

Clinical care cannot be faulted but discussions with family could benefit from review – we were treated
like we were stupid, just because we do not wear suits does not reflect intelligence.

A number of respondents mentioned the issue of having to repeat themselves numerous times to the
different staff members (in both the AMU and the ICU):

More communication between patient and doctors and relatives. More communication between staff –
should not have to keep repeating self to all new staff especially when one is ill and cannot always
remember everything.

Even when patients and relatives did repeat themselves, they often felt that they were not listened to,
with their concerns being passed from one staff member to another without being addressed:

The doctor on the ward did not listen to my concerns although I believe I expressed them logically
and clearly.

A number of negative free-text comments were received from patients and relatives on the AMU regarding
issues in communication during the discharge process. Relatives arrived at units to find that patients
had been moved to another clinical area or prepared for discharge without the relative being informed.
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Finally, a number of complaints were received referring to staff members (specifically nursing staff)
having inappropriate conversations in front of patients and relatives:

Staff should have personal conversations during their own time and not on wards while patients are
trying to listen to doctors talking to them. Doctors should not have to remind nurses of this.

Issues relating to the unit environment
A frequently cited source of dissatisfaction related to the high levels of noise at night. Patients on ICUs
made comments referring to the sounds of equipment, whereas patients on AMUs complained about
nurses talking loudly while they were trying to sleep:

Sleeping was a problem. Nurses were quite loud at night they had a good chat about a planned night out,
which was annoying while trying to sleep.

A number of patients made comments about difficulties sleeping because of the uncomfortable beds
and requested for lights to be dimmed where possible.

Some patients and relatives were not happy with the standard of cleanliness on the units:

My bed sheets were dirty; pillowcase had dried vomit on it!!

Furthermore, on AMUs some patients and relatives raised concerns about the appropriateness of the
location of the patient on the ward. These comments were often made by relatives of patients who had
died; they would have preferred more privacy at such a difficult time. Comments were also received
from those with disabilities:

My son is severely disabled and we would have been better in a cubicle with a hoist.

Issues with care and compassion
Issues relating to lapses in care and compassion were split fairly equally between AMUs and ICUs.
A large number of these negative comments were about nursing staff, relating to rudeness in particular:

Staff need more training with compassion, patient needs, respect and to keep patient dignity. Nurses were rude.

Further negative feedback was received regarding staff members making inappropriate and insensitive
comments about the care of the patient. These comments were largely received from patients suffering
from mental health conditions, who often felt that the staff did not treat them with the respect that
they deserved because they were admitted because of their mental illness. Some comments identified
issues that were of concern to patients but were not recognised as important by the staff member:

No one asked me if I had had my bowels opened neither did anyone ask me when I was back on the ward.
On the day that I was being discharged I did mention to a nurse that I hadn’t done so since the day before
my operation. Her comment was ‘Oh yes I’m like that when I am away from home’. This to me was a most
inappropriate reply. The problem caused me a great deal of pain and discomfort which took 3 weeks to be
resolved with laxatives.

Some comments were made relating to issues with the medical care received. Examples include
patients asking numerous times for dressings to be changed but being ignored, and doctors prescribing
meal supplement drinks and nurses not administering them. Other comments referred to confusion
around tests and investigations:

I was taken for CT [computerised tomography] scan twice by mistake. Once the porter had the wrong
patient, and the second time was 4 hours after I’d had CT scan as my name was on the list twice!
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A difference in the level of care received during the day and night on AMUs was noted:

Some nurses on night shift didn’t take care of the wounds properly when dressing it (cleaning and cream).

Other less frequent complaints were made in regard to the food, discharge process and waiting times,
and pain management.

The PEARL project staff experience survey

Response rates
Two rounds of the PEARL project staff survey were conducted in January and February 2018 and 2019.
In 2018, 1694 surveys were distributed to AMU and ICU staff, of which 681 completed questionnaires
were returned (response rate 40.2%) (Table 7). In 2019, 1541 surveys were distributed and 870 completed
questionnaires returned (response rate 56.46%). Surveys were supplied with a freepost return envelope,
allowing respondents to complete the survey anonymously before returning it to the central project
team for processing and analysis. Aggregated reports that outlined findings for each unit were provided.

Quantitative analysis of survey responses

Survey performance
There was a high degree of internal consistency between survey statements (Cronbach’s alpha = 0.924).
The most highly correlated questions were those of the Friends and Family Test and ‘Staff will freely
speak up if they see something that may negatively affect patient care’ (r = 0.6922).

TABLE 7 The PEARL project staff experience survey: number distributed, returned and response rate, 2018 vs. 2019

Year Trust AMU/ICU
Number of questionnaires
distributed (n)

Number of questionnaires
returned (n) Response rate (%)

2018 Site 1 AMU 1 192 74 38.5

ICU 1 676 268 39.6

Site 2 AMU 2 95 40 42.1

ICU 2 189 91 48.2

Site 3 AMU 3 121 61 50.4

ICU 3 150 47 31.3

ICU 4 135 49 36.3

ICU 5 136 51 37.5

Overall 1694 681 40.2

2019 Site 1 AMU 1 139 59 42.4

ICU 1 563 357 63.4

Site 2 AMU 2 150 69 46.0

ICU 2 130 82 63.1

Site 3 AMU 3 112 26 23.2

ICU 3 149 73 49.0

ICU 4 133 106 79.7

ICU 5 165 102 61.8

Overall 1541 874 56.7
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Aggregated responses
There was no significant difference in the overall domain scores between the first and the second
surveys for AMUs (63.1 vs. 67.9) and ICUs (68.9 vs. 68.1).

To facilitate interpretation of the results of the survey we have combined ‘strongly agree’ with ‘agree’,
and ‘strongly disagree’ with ‘disagree’ and have excluded non-response rates, which were low (mean
non-response rate, 1.11%; average number of non-responders, n = 17). Considering all of the responses
from both types of unit combined (Table 8), 90.2% of staff had confidence in the standard of treatment
provided, 84.4% were proud to work for their unit, around 80% were positive about teamworking and
handover arrangements and 86% would feel safe being treated as a patient in their unit. Less positively,
more than half of the respondents did not feel valued by their trust, 30% felt that staff were not treated
with respect and 36.5% felt unable to make quality improvement suggestions. Almost half of the
respondents (47.7%) considered communication between senior management and clinical staff to be
ineffective and felt unable to question those with more authority (45.7%).

TABLE 8 Aggregated PEARL project staff experience survey responses: overall responses from all trusts and all units

Statement

Agree Neutral Disagree

n % n % n %

1. If a friend or relative needed treatment I would
be happy with the standard of care provided by
this organisation

1391 90.2 58 3.8 93 6.0

2. I would recommend my organisation as a place
to work

1181 76.5 124 8.0 238 15.4

3. I feel valued by my organisation 739 48.0 380 24.7 420 27.3

4. I look forward to going to work 875 56.8 209 13.6 456 29.6

5. I am proud to work for my unit 1300 84.4 61 4.0 179 11.6

6. In this unit, people treat each other with respect 1074 69.8 190 12.3 275 17.9

7. I am able to make suggestions to improve the
work of my team/department

977 63.5 207 13.5 355 23.1

8. I am supported to receive training as a part of
my professional development

1136 73.5 165 10.7 245 15.8

9. In this unit staff work as a team 1225 79.3 114 7.4 205 13.3

10. Handover arrangements in this unit
always ensure continuity of care for patients
between shifts

1234 80.6 106 6.9 191 12.5

11. Communication between senior management
and clinical staff is effective

807 52.3 275 17.8 460 29.8

12. Staff feel free to question the decisions or
actions of those with more authority

837 54.3 331 21.5 373 24.2

13. In this unit, we discuss ways to prevent errors
from happening again

1191 77.4 113 7.3 234 15.2

14. I would feel safe being treated here as
a patient

1329 86.0 58 3.8 159 10.3

15. Staff will freely speak up if they see something
that may negatively affect patient care

1248 80.7 88 5.7 210 13.6

16. There is an organisational culture of learning
lessons from concerns raised

1074 70.1 119 7.8 340 22.2

continued
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Staff were very positive about feedback and reflection. The great majority of respondents (92.8%) wished
to use patient and carer feedback to improve their practice, 86.7% considered it a professional duty to do
so and 80.5% felt that they knew how to do this. By contrast, 22.2% of respondents disagreed that there
was a culture of learning from the concerns raised, 43.6% said that resource constraints limited their
unit’s ability to act on patient feedback and only 53% considered that feedback would lead to changes
in the unit. Almost half of respondents felt emotionally drained by their work.

Comparisons between trusts, units and staff
The responses from one of the three trusts were generally less positive than for the other two trusts,
with lower ratings for recommending the trust if family members needed treatment, for recommending
the trust as a place to work, feeling valued, being proud of their unit and perceptions of teamworking.
This trust also had higher rates of feeling emotionally drained. Attitudes to feedback, reflection and
practice improvement did not differ between sites.

The AMU staff tended to give less positive ratings of teamworking and collaboration, communication,
safety, contextual factors and well-being, but shared the same perspectives as ICU staff in terms of
their responsibilities and desire to use feedback to improve practice.

Doctors were more positive than non-doctors for most domains but were less likely to agree that they
received patient feedback (42.1% vs. 53.3%) and that they knew how to act on patient/carer feedback to
improve practice (71.5% vs. 83.6%). Both groups were equally committed to using feedback to improve
practice. Trainee doctors gave similar ratings to consultants in terms of speaking up and raising concerns,
but only 29.1% of trainees agreed that they received patient experience feedback (consultants 56.9%).

Emotional exhaustion was common, but with a seniority and professional gradient: junior nurses were
most likely to agree that they felt emotionally drained (57.2%), followed by senior nurses (51.8%),
junior doctors (39.1%) and consultants (38.2%).

TABLE 8 Aggregated PEARL project staff experience survey responses: overall responses from all trusts and all
units (continued )

Statement

Agree Neutral Disagree

n % n % n %

17. I receive feedback from colleagues about
my performance

917 59.4 278 18.0 349 22.6

18. I regularly receive feedback about patient/carer
experience in my unit

764 49.9 317 20.7 450 29.4

19. I see acting on patient/carer feedback as part
of my role/professional duty

1325 86.7 32 2.1 172 11.2

20. I am keen to use patient and carer feedback to
improve my practice

1424 92.8 7 0.5 103 6.7

21. I know how to act on patient/carer feedback to
improve my practice

1234 80.5 53 3.5 245 16.0

22. Resource constraints limit my unit’s ability to
act on patient/carer feedback

665 43.6 248 16.3 613 40.2

23. Patient/carer feedback, compliments and
complaints lead to changes in my unit

811 53.0 133 8.7 587 38.3

24. Debriefings are common in this clinical area 537 35.1 535 34.9 460 30.0

25. I feel emotionally drained from my work 761 49.4 381 24.7 398 25.8

RESULTS
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Analysis of free-text responses
Of the 1551 PEARL project staff experience survey respondents, 35% provided additional free text
about working at their organisation. The proportion of positive to negative free-text comments was the
reverse of that seen with the patient survey: approximately 78% of staff free text contained negative
comments. These predominantly related to lack of training and progression opportunities, issues with
teamworking, staff feeling unsupported in their roles, communication and the overall impact of working
on staff well-being.

Positive comments
Respondents appreciated working in a team-based environment, which allowed them to be creative
and to achieve high standards of care. Pride in work was a common theme:

I feel proud to work for this organisation, it’s dynamic, innovative and has high standards. I also feel
extremely lucky to work with the team that I have, who are friendly, respectful caring and responsive.

Good organisation. Good team culture, all levels approachable.

Being treated with respect, and being able to raise concerns, were essential:

The work within the team on the floor is exceptional. All members of the multidisciplinary team work well
together with respect and dignity.

I would recommend this trust as a good place to work. I do feel comfortable about raising concerns if necessary.
Our manager is very approachable and supportive.

Pastoral support evidenced by regular senior–junior staff meetings were considered important:

Good environment to work in. More frequent meetings with senior staff on progress/performance would
be beneficial and help me to feel more valued rather than just a number.

In addition, direct experience of local care was influential:

Family members been treated here. Happy with care received.

Negative or critical comments

Issues relating to staffing levels
The pressure of understaffing in both AMUs and ICUs was noted by staff from all occupational groups.
Staff expressed clear concerns about the impact of inadequate staffing levels on staff well-being, with
increased stress and lack of job satisfaction being reported. A number of comments linked understaffing
with adverse consequences for patient safety:

Low staffing levels can make the unit feel unsafe and affect staff satisfaction. Staff are feeling burnt out
and drained.

Staff well-being
Both AMU and ICU staff members described the adverse impact on staff well-being of poor staffing
levels, feeling unappreciated, lack of respect shown by colleagues and safety concerns. The impact of
these factors on retention of staff and high staff turnover was also noted:

I don’t feel appreciated at this unit. I feel this unit can make me so stressed out it effects my life outside
of work.
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Issues relating to training and progression
Comments regarding issues with personal training were received from nursing staff and junior doctors.
A large proportion of these respondents worked in the ICU. Causes of this included a lack of funds to
support professional development and high workload from understaffing. The lack of opportunities for
nurses to progress to more senior grades was also noted:

Lack of money and high workload stop changes and staff training education from happening. Study days
are often cancelled in order to put the attending staff to work on the unit.

Although the opportunities for training were considered to be limited, in one unit the high quality of
the training, when it did occur, was noted:

The unit is so busy and dynamic that opportunities to do training are limited. However the quality of
on-ward teaching from all staff is high.

Team working and respect
Negative comments in this category were largely received from nursing staff, bands 5 and 6 in particular.
Often, a feeling of a lack of respect shown by their senior colleagues was noted:

It is sadly clear that the senior managers/nursing team at times may not respect each other (junior team
members and new starters are aware of this). It makes me really sad that some of our most committed
staff members may be leaving based on poor culture and this is something that needs to be worked on
and addressed.

Comments that were made by AHPs in this category referred to a poor relationship with senior doctors.
Physiotherapists in particular felt that their professional advice and knowledge was often disregarded
during multidisciplinary team meetings:

Variable respect between the team. Extremely dependent on consultant working and the level of respect
with which they treat the rest of the MDT [multidisciplinary team] . . . appears to disregard nursing or
AHP opinion in favour of his own. Even in situations where the former team members know an individual
patient very well.

Communication issues
As reported by the patients and relatives, issues with communication were expressed by staff of all
occupation groups on both the AMU and the ICU. Staff also often referred to a lack of feedback
received from their managers, and hearing from them only if there is was problem:

I feel that communication between senior management staff and clinicians could be improved.

I never receive feedback on how I am doing in my role. Only ever hear from managers if there is a
problem. No regular contact from team leaders or managers.

Larger organisational issues
Some comments were received that linked to larger organisational issues, lack of appreciation, praise
and recognition and wider national NHS issues. A large proportion of this feedback was provided by
consultants. The general state of the NHS is a clear concern for consultants, as is the working of their
trust and individual unit:

I feel that in general [trust] is a good organisation and is one which I am happy to work for, but recently
I feel there are a lot of increasing demands and pressures put on staff. The workload is increasing with
sicker patients and more expected of staff. I feel that morale has decreased because staff feel under
pressure and under valued. I am aware that these issues are not specific to [trust], but are wide felt in the
NHS. I feel that more staff and better training would help relieve some of these pressures.

RESULTS
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Unit environment
Comments raising concerns about the unit environment were received from both the AMU and the ICU;
however, the issues raised for each unit were different. Negative feedback about the ICU environment
referred to a lack of dedicated work/desk space for doctors on the units:

One major issue is the lack of dedicated handover area for doctors. There are also no dedicated areas for
doctors to sit and work on the units. This is a major factor affecting quality and safety of our work.

Negative comments about the environment from one AMU specifically referred to the lack of basic working
equipment. Some patients and relatives who had spent time on this unit had also noted this issue:

Lack of good, working equipment adds to frustration.

Pride in unit and organisation
Despite raising a large number of concerns about working in the AMU and the ICU, staff still expressed
how proud they were of their units. This was displayed by staff of all occupation groups:

I enjoy working for this unit and I enjoy my role enormously.

Proud of a fantastic unit.

Ethnography phase I: approaches to feedback and to reflective learning

Patient experience data
Patient experience data are collected in different forms, which fall into three broad categories. Formal
data are collected and collated at the organisational level, such as questionnaires/surveys (including the
PEARL project survey) and the Friends and Family Test, and through non-solicited mechanisms, such as
complaints, contacts via the PALS or recognition of individual members of staff through local awards.
Informal data available to individual front-line staff about patient experience come from items such
as ‘thank you’ cards and gifts from patients/relatives and bedside comments. In between these formal
and informal sources of feedback are other forms of feedback that front-line staff receive that are
generated as part of organisational activities; however, these types of feedback are not collated and
used formally for organisational activities. These include patient stories generated when patients are
invited to come back and share their experiences, and individual-level feedback that is collected for
mandatory revalidation or appraisals. We refer to these three different types of feedback as happening
‘above-the-line’, ‘below-the-line’ and ‘between the lines’, respectively (Figure 8).

If all types of data are taken into account, there are currently a broad range of sources of patient
experience data potentially available as a stimulus for reflection. Sites varied in their approaches to
actively gathering formal data on patient experience and in the extent to which staff had access to the
different forms of feedback. In terms of formal sources of data, where questionnaires were being used
these were usually administered during the patient’s stay, but were often not used systematically, and
the approach was widely described as being ‘hit and miss’. The Friends and Family Test was used in
some of the AMUs but did not tend to be used in the ICUs at any site. A few ICUs, or sections of ICUs,
did try to collect regular patient or relative data through the use of questionnaires/forms. Not every
ICU had formal, regular collection of patient experience data; some ICUs collected patient experience
data on an annual or 2-yearly basis, whereas others used forms, such as the ‘Take two minutes’ form,
or ‘suggestion boxes’ in the relatives’ room to collect relatives’/patients’ experiences. All sites had
systems for collating and feeding back complaints.
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Doctors who collected patient experience data for the purpose of their own appraisals were able to
collect from any ward in the hospital including the AMUs and the ICUs; however, it seemed that the
doctors felt that it was difficult to hand out patient surveys in these locations.

In terms of organisational opportunities for staff to hear patient stories, in some participating ICUs
(usually those with extended stays) staff had the opportunity to attend follow-up clinics or coffee
mornings to hear about patients’ experiences from patients and relatives/carers; however, these
sessions were primarily designed to help patients’ reorientation as opposed to a means of generating
patient experience feedback. AMUs did not have a similar scheme.

All staff had the opportunity to receive informal patient feedback, for example at the bedside or
through receiving thank you letters, but this was more likely to occur on ICUs, where patients had
extended stays. In addition, some staff felt that nurses and other ward-based staff were more likely
than doctors to receive verbal patient experience feedback because they were more of a consistent
presence on the ward.

Barriers to data collection: formal patient experience data
In terms of barriers to collecting patient experience data through formal data collection systems,
such as surveys, there were differences between the ICUs and the AMUs. On the whole, the AMUs
were described as very busy, with a high turnover of patients and a pressure to free bed spaces, which
made collecting formal patient experience data challenging. Some patient groups on these units (e.g.
toxicology patients, those with delirium or dementia and those not having English as a first language)
were sometimes considered unsuitable to approach to collect data from; occasionally relatives would
be approached to ask for feedback, but this was difficult because there had been little time to build
up a relationship with the relatives. In the ICUs there were similar groups of patients (e.g. those with
delirium or dementia, those who were sedated or those who were critically ill) whom staff considered

Visual Oral Experiential
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FIGURE 8 Forms of feedback. M&M, morbidity and mortality. a, Facebook, Inc., Menlo Park, CA, USA; URL: www.facebook.com.
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could not be directly approached; however, relatives would be asked more often for feedback. This was
generally considered to be easier on ICUs than on AMUs because the staff had had more time to build
up a relationship with the relatives and, therefore, found them easier to approach; the staff across all
sites described how they got to know some patients and families very well. However, relatives of those
who had passed away did not tend to be asked for feedback on any of the units at any of the sites:

So the last thing they’re bothered about is filling out a form, so response rates are not great. And again
the staff are dead busy, so trying to gather patient experience [is difficult], you always find that in acute
sector, in emergency sector.

Interview (int) 043, admin

Ways in which patient experience data are fed back and the impact of this
We observed numerous ways in which formal data from surveys and other organisational activities, such
as complaints monitoring, were fed back to the staff. Some feedback was provided actively (e.g. feedback
at handover) whereas other feedback required the staff to actively seek out data. Across the different
sites, there were those who placed a high value on formal patient experience collected through survey
methods and those who placed a lower value on it. This was demonstrated in attitudes to and engagement
with patient feedback and on how valuable the outputs were perceived to be. Staff wanted to receive
data in various ways; for example, many front-line staff preferred to see free-text comments from surveys
(as well as or instead of graphs and figures) because these were more impactful and helped them see what
they had done well or to identify concrete issues for improvement. Staff responded differently depending
on who presented the data and how they were presented. Negative feedback presented in a judgemental
way was seen as more likely to be resisted or ignored. Survey data were fed back via many different
mechanisms, which included active feedback in which the staff were informed about the data through
face-to-face encounters, e-mails or noticeboards.

Patient experience was also discussed at various meetings at the sites where a variety of grades
attended, some quite senior, depending on the purpose of the meeting and the hospital site. Efforts
were made to cascade this information to more junior staff, but this had varying levels of success:

With the patient feedback forms, we get a lot, a lot of feedback. So every shift, before we start our shift
we do our expectations, which are things that have gone well, not so well, things we need to improve on
or things we have improved on, and we do get a lot of patient feedback in there.

Int 029, nurse

There were also ‘passive’ mechanisms for feeding back, in which the member of staff would have to
go and find the data on, for example, a poster display on a ward, the trust dashboard or the hospital
Facebook page (Facebook, Inc., Menlo Park, CA, USA; URL: www.facebook.com). Across the sites different
members of staff had responsibility for patient experience data. Each site had staff designated as being
involved in patient experience through either patient experience teams or patient services. Some clinical
staff at each site had also taken on or been given the role of collecting, analysing and disseminating
patient experience data. All sites had mechanisms for feeding back complaints, and it was also common
for complimentary e-mails that had been received by the organisation, which named members of staff,
to be forwarded on so that the staff member knew that they had been praised.

Feedback obtained through informal means, such as direct feedback from a patient at the bedside, was
highly valued. If the verbal feedback at the bedside was negative, it gave the staff a chance to address
the issue before anything was escalated further (i.e. became a formal complaint). Informal feedback
tended to be reflected on by an individual but was not always integrated into formal structures for
collating feedback at a unit or trust level or for prompting learning and reflection at a group level.

Overall, nurses were often more aware of all types of patient feedback than doctors, and there was a
common view that nurses received more ‘bedside feedback’. There seemed to be more awareness
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across staff groups of informal patient feedback, such as thank you cards, and unit-level compliments
and complaints than patient feedback obtained through survey methods. Many staff claimed that they
received no information about patient experience, despite survey data being made available (e.g. on
ward noticeboards or trust dashboards). There was, however, an appetite among staff for wanting to
know how they were doing:

We may get feedback from survey results, but certainly I don’t – I’m not aware of where to look for it.
Int 045, nurse

It would be nice to get some patient feedback, positive or negative, because that’s how you improve or . . .
change your clinical practice or your . . . practice in general.

Int 025, doctor

Responding to feedback
The type of feedback that front-line staff wanted was around the care that they provided (e.g. ‘were
they gentle, kind, caring?’); however, they also wanted ‘actionable’ feedback from which they could
make a change or an improvement. Patient experience data that were not within the control of staff
to act on were felt to be of little value:

Depending on what the results are, some of the things we can’t change. I know last month there were
people complaining about the use of the visitors’ waiting area, it’s not very big, but any area that isn’t a
ward in the hospital is like gold dust . . . There’s nothing else we can do, we have no rooms. So some of
the things that come back were ‘we need a bigger waiting area’, however, we can’t.

Int 001, admin

There were several barriers to engaging with patient feedback. In terms of survey data, there were
issues related to the ‘faith’ that staff had in the data, and whether or not they were valid, reliable and
legitimate. There were concerns around bias in terms of which and how many patients were providing
data; some very low response rates to surveys were recorded for some units. Within and across sites
there were different levels of engagement with patient experience survey data, which was demonstrated
by some staff not knowing what data were collected in their unit or how these were was fed back to
the staff. Granularity of data were also important; some staff placed lower value on the data fed back
if they could not relate to them personally or if they were combined with other data from other units
that had different experiences.

Engagement with patient experience data was undermined in some staff groups by the perception that
patient feedback was a ‘nurse type’ activity; however, all levels of staff admitted to this not necessarily
being their top priority on occasions. Some staff expressed views that sometimes ‘clinical’ results were
more meaningful and important than patient ‘experience’ feedback. Other barriers included too much
focus on negative feedback and the lack of priority given to patient experience in meetings.

Staff in managerial and improvement roles were more likely than other staff to see survey patient
experience data, including numerical data, as valuable for identifying problematic issues and guiding
their efforts to improve their service. Quantitative data were seen as valuable for showing trends
and having the potential to reflect practice at the unit level. For front-line staff, informal mechanisms,
including feedback at the bedside and coffee mornings, tended to provide richer and more engaging
feedback and were described as being more likely to prompt reflection. They were most likely to
engage emotionally with informal, personal feedback and to be motivated to change their practice
based on it. Staff suggested that there would be value in trying to collate and share these types of
informal qualitative data at the level of the unit:

And as a manager, when I can’t be here 24/7, so getting the feedback from the patients also gives you
that reassurance that actually when you’re not here the care is being delivered to the standard that you
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would expect . . . And I think as managers you want hard facts and figures, so you want percentages,
numbers and that sort of thing.

Int 041, nurse

They’ve just started running regular coffee mornings as support for patients . . . [at] their last meeting . . .
there was a lot in there about noise and sleep at night. And then I worked a night shift the next day and
everybody’s shouting down the ward at 2 o’clock in the morning, I’m like ‘shut up’!

Int 011, doctor

Reflective practice

Reflective practice activities
All staff were familiar with the term ‘reflective practice’ once it had been described to them. Reflective
practice took several forms across the sites and across different staff levels. Staff said that they were
taught how to reflect during their medical training, which mainly involved writing reflective pieces.
Some staff had portfolios in which they continued to write reflective pieces. Consultants also talked
about encouraging the doctors to reflect and teaching them how to do it. Doctors and nurses were
required to demonstrate reflective practice for appraisal and revalidation purposes; here, the approach
was more formalised and tended to be in writing, plus a discussion with a more senior member of
staff. Staff felt that they were more likely to reflect on clinical aspects of practice and could more
easily come up with examples of changing their clinical practice, as opposed to their attitudes and
behaviours, after reflecting on an event:

I think most of us prefer to concentrate on the clinical aspects and not the sort of non-clinical and
reflecting about those topics . . . I guess maybe, there isn’t a structure and there shouldn’t be a structure
for the non-clinical reflections they tend to be very superficial because you don’t really know what you are
doing. So you just stop, after like a line of reflection . . . we are not taught to reflect particularly well.

Int 014, doctor

Although staff were less likely to initially describe reflection as something that they did in everyday practice,
on prompting they were able to describe examples of spontaneous reflection in day-to-day practice:

I asked her if she tends to reflect on things during the day and then she . . . said actually yes she does do
that an awful lot . . . She said that a couple of weeks ago she’d had a patient who was really upset, and
she said that all that day she spent time thinking about how she could have dealt with the patient better
and how she could have made the patient feel more at ease and more comfortable, and so she said
actually she reflects on that sort of thing quite often.

Observation

Attitudes towards and engagement with reflection
On the whole, the staff who were interviewed and observed had very positive attitudes towards reflection.
Staff were able to articulate reasons for and the impact of reflecting, which included improving their clinical
skills and professional development as a clinician, to make the patient’s experience better, to enable staff
members to be better able to handle situations, to de-stress and to reassure themselves that they were
doing a good job. Staff believed that reflection could make a difference; there was some belief that
reflection helped remind staff of how to do their job well and gave a deeper understanding of situations
that might arise. Managers used reflection to facilitate learning.

There were, however, some negative views expressed concerning reflection. These were that some staff
felt that others reflected inadequately, that there was usually no time to reflect, that even if someone
reflected there was little impact from this and that there was some resistance to the mandatory nature
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of some reflection activities. There was an indication that staff attitudes towards reflection could change
over time, with a generally more favourable attitude developing with experience:

I guess maybe I saw reflection, in the early years I reflected on negative incidents, and it had very, reflection
had negative connotations. Something I’d done, I’d done wrong . . . Whereas now maybe reflection is a kind of,
it’s not necessarily that something wrong has happened, maybe it’s something that I could just learn from . . .
I’m much quicker to see the positives in reflection now than I used to be.

Int 053, doctor

Practicalities of reflection
All respondents talked about ‘doing reflection’. What this entailed varied among people but included
thought and written reflections, with spoken reflections being either with one other person or in a group
setting. Reflections were both formal and informal, with formal reflections tending to be required for
revalidation, appraisal and complaints procedures, whereas informal reflections often happened in the
coffee room, on the way home or at home. The timing of the reflection varied: sometimes reflection
happened as the event was taking place, but more often it took place later and some said that they
reflected constantly. On the whole, respondents said that they were encouraged and expected to reflect
as part of their practice, and that some opportunities were already in place for this (such as through
supervisions). Barriers to reflection included the lack of ability to reflect effectively. Some respondents
felt that the ability of some doctors to reflect was really poor, which was because they were not taught
how to do it properly. There was also evidence of a lack of understanding of ‘closing the loop’ on reflection
through gaining insight and changing practice; for example, some described having a chat with colleagues
in a coffee room or simply thinking over things themselves as reflection. Other barriers included little
support to facilitate the reflection process, lack of prioritisation of reflection (particularly compared with
quality improvement), lack of time or space to reflect (either individually or in group settings) and a low
level of motivation to reflect if there was little confidence that it would make a difference:

When I go home I like to vent a little bit, and that’s kind of how I get things off my mind sometimes.
And then I’m absolutely fine. Whether you call that reflection or not, I don’t know.

Int 027, nurse

Sometimes I wonder though whether, you know, you’re so ingrained in the way you do something, you can
reflect on it all you like and think I’m going to be slightly different and then you find out you’re no
different than you were before.

Int 010, admin

Staff said that they valued both negative and positive feedback to reflect on but that negative feedback
was the most likely to result in a change in their behaviour or the system. However, staff also described
the risk of rumination, in which negative experiences could be thought about without resolution.

There were a variety of ways in which staff were prompted to reflect, which included being involved
in a positive or a negative incident (clinical or patient experience). This incident could be their own
practice or someone else’s. Patient experience feedback could prompt refection if it was personally
meaningful and/or emotionally engaging. Reflection was also prompted in a more intangible way when
there was a gradual realisation that a change was required to improve patient experience. Staff also
reflected on their personal experiences of health care, such as times when they had been the relative
of a patient in intensive care; these experiences could transform their perspectives on how patients
experienced acute care:

Speaking from someone that’s experienced that side when my dad happened to be in intensive care and
whatever, and in A&E [accident and emergency], it’s very important. And I’ve seen both sides of it.

Int 003, nurse
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Co-design meetings and workshops

As described in Chapter 2, we conducted three facilitated co-design meetings at each centre (nine in
total) linked to three facilitated plenary workshops for the whole collaboration. Each centre held one
further local co-design meeting without external facilitation. The workshops allowed the three centres
to share and feed back their experiences, the central project team to provide scientific support and
the whole collaboration to participate in developing reflection tools and activities.

Staff from both the AMUs and the ICUs attended all nine facilitated local meetings; patient representatives
attended all except one local meeting and participated in all of the plenary workshops. Ethnographers
observed all meetings and provided generalised feedback at the plenary workshops. The degree of
collaboration and mutual respect was impressive, as was the capacity of team members to provide
constructive challenge and self-criticism. Rather than providing a separate forum for the patient
representatives, we chose to include them with the clinical staff from the start. In the early stages of
the project, the facilitators needed to ensure that the patient representatives were able to express
their views, but they became more confident and empowered as the project proceeded.

The co-design meetings
At the start of the first meeting in each centre, following introductions, participants were invited
to describe touchpoints or ‘reflectable moments’ that had happened during clinical practice and
stimulated reflection and personal insight in themselves or in others. Many of these accounts, from
both staff and patients, were emotionally charged and at times transforming, in the sense that there
was little need thereafter to explain why effective reflection was important. It also demonstrated that,
once emotional engagement had occurred, it needed to be balanced by sufficient distance to permit
objective analysis and the transition to ‘conscious competence’. This was achieved in the second half of
the meeting by asking participants to create a reflective learning scene or event using pre-prepared
cardboard cut-out figurines and ward furniture, which participants could personalise. There was excellent
engagement by team members in this activity, but the team members varied in the extent to which
the events were used to describe personal learning. The clinical staff in particular tended to focus
their attention on producing better care rather than ‘better reflection to produce better care’. Indeed,
throughout the project we had to emphasise the need for clinical participants (including core project
team members) to focus on reflection as the behaviour, not the secondary outcome of better care.

In the second set of local co-design meetings, participants used stylised characters (‘personae’) to discuss
individual differences in reflective learning. Themes that started to emerge from these discussions included
the need for organisational support for reflective learning, integrating reflection in continuing professional
development activities, training in reflection, senior role models, reflection mentors or ‘buddies’ to
provide individual support and prompts for reflection. ‘Loners’ or ‘ruminators’ were perceived as
needing 1 : 1 support to encourage participation in group activities. Non-reflectors were perceived as
problematic if this was associated with dysfunctional behaviours and a lack of insight, in which case
forms of mandated feedback (multisource/360-degree feedback), senior engagement and sanctions and
challenges could be deployed if there was organisational support for speaking up. There was a desire for
methods of evidencing reflection that would not compromise confidentiality or diminish authenticity, and
for demonstrating that reflection had resulted in learning, either individually or at an organisational level.

Teams were invited to the third set of co-design meetings to test a method for developing two
reflection interventions. In the first half of the meeting, teams were asked to identify and discuss
the various opportunities for reflection that they had experienced, or would have liked to be made
available, in their units; 31 opportunities were identified, ranging from solitary reflection on-action at
home to formal reflection meetings or reflection in-action. Teams then selected the two opportunities
that they considered the most effective, and in the second half of the meeting they developed these
ideas using the reflection specification template (see Table 3). This provided a ‘dry run’ for the final
team meetings that were held locally without external facilitation (described in detail below and in
the second phase of the ethnography observations).
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Plenary workshops
The four workshops were held on 14 June 2017, 15 February 2018, 20 December 2018 and 4 June
2019. The workshops were held in the conference park of the University of Birmingham, Birmingham,
from 10.30 to 16.00, with a break for lunch. There was variation in attendance, which was driven in
large part by the constraints of the clinical service. There was PPI representation at each workshop.

Following the first scene-setting plenary workshop, the second, third and fourth workshops were
interdigitated with the local co-design meetings. For each workshop, the morning session enabled
teams to report on progress with reflective learning activities and on how they had used the patient
and staff survey reports. This allowed teams to share experiences and learn from each other. The
central project team members then provided de-identified feedback on ethnographic observations,
discussed pedagogic considerations (methods of reflection and learning) and reviewed tools and
techniques for behaviour change. In the afternoon sessions, teams undertook practical exercises
and the day concluded with a summary from the chairperson of the steering committee.

In the second and third workshops we introduced to the local teams various models of COM-B as a
framework linking forms of reflection (on-action and in-action, group and solitary) to determinants of
reflection (capability, opportunity and motivation) and their subdomains, and thence to factors influencing
those domains. We show this in Figures 9–12. This framework was considered too complicated to be
used as a practical tool by the local teams but functioned well conceptually and for diagnostic and
developmental applications by the central project team. The high-level elements of capability, opportunity
and motivation proved to be useful classifiers of the reflective learning interventions that were prioritised
by the local teams following workshop 3. In workshop 4, the participants presented the reflective learning
tools that they had selected, developed and piloted. We describe this in detail in the next section.

Prioritisation of reflection tools

Participants were invited to rate 49 proposed reflective learning tools and activities (see Chapter 2).
Of these, 13 were excluded, three were merged into one activity, 30 met the criteria for inclusion and
three were included following review by the project management team. The 33 retained items were
discussed further by the project management team, edited, amalgamated where there was substantial
similarity in function and classified in accordance with the contribution each would make to addressing
capability, opportunity or motivation. The final set consisted of 25 items for incorporation in the
toolkit (Table 9).

Final co-design meeting and workshop 4

Following workshop 3, each team held a final local co-design meeting without external facilitation to
develop a limited number of reflection tools, describing the activity using the reflection specification
template and piloting the activity at least once before reporting their experience with this at the final
plenary workshop 4. The teams had some difficulty with the exercise in which participants were invited
to express their strength of agreement with the statements about unit capability, opportunity and
motivation to reflect. One centre provided numeric responses from the ICU and the AMU separately,
one provided a combined rating for all units and one was unable to conduct the rating exercise. The
difficulty appeared to be with summing participants’ Likert scale responses and expressing this as a
group percentage. For those teams that did provide responses, the mean (range) agreement was 76%
(75–80%) for capability, 46.6% (25–67%) for opportunity and 71% (68–80%) for motivation, suggesting
that the participants viewed lack of opportunity as the predominant barrier to effective reflection.
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Behaviour: reflection
(personal insight development):

in-action, on-action, solitary or group

Capability
Skills to reflect?

Motivation
Desire to reflect?

Opportunity
Environment

facilitates reflection?

Psychological

Physical
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Social
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(system 2)

Automatic
(system 1)

• Training in reflection and responding
    to both good and critical feedback
• Counterfactual reasoning
• Reflection models

• Performance data (surveys, etc.)
• Quiet time
• Office space
• Mindfulness, well-being

• Senior management support
• Peer group
• Workplace colleagues
• Contractual obligations

• Local/national norms for reflective
    learning
• Mandatory professional requirement
    (MSF and portfolios)
• Availability and use of patient and
    staff feedback
• Evidence for and outcomes of reflection

• MINDSPACE

• Fatigue
• Multitasking
• Sleep deprivation
• Burnout
• Resilience

The desired output: incorporating
effective reflection in daily activities

Main behavioural
determinants

Behavioural
subtypes

Examples, influences

Examples of
forms and levels

of ref lection

Forms of ref lection

In-action or
in-practice

• Ref lective
    practice
    mentors
• Posters,
    prompts,
    reminders

• Patient and staff
    survey reports
• Multisource/
    360-degree feedback
• Exit interviews
• Reflection book
• Storyboards
• Freedom to Speak 
    Up Guardians

• Ward
    rounds
• Debrief ings
• Challenges
    and
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Group: shared
activity

• Patient and staff
    meetings
• Induction or CPD
    training sessions
• Schwartz-type rounds
• Patient stories at 
    staff handovers
• Survey feedback at 
    QI meetings

On-action, post event

FIGURE 9 The PEARL project COM-B reflection framework. CPD, continuing professional development; M&M, morbidity and mortality; MSF, multisource feedback; QI, quality
improvement.

D
O
I:
1
0
.3
3
1
0
/h
sd
r0
8
3
2
0

H
ealth

Services
an

d
D
elivery

R
esearch

2
0
2
0

V
o
l.8

N
o
.3

2

©
Q
u
een

’s
P
rin

ter
an

d
C
o
n
tro

ller
o
f
H
M
SO

2
0
2
0
.T

h
is

w
o
rk

w
as

pro
d
u
ced

b
y
B
io
n
et

al.
u
n
d
er

th
e
term

s
o
f
a
co

m
m
issio

n
in
g
co

n
tract

issu
ed

b
y
th
e
Secretary

o
f
State

fo
r

H
ealth

an
d
So

cial
C
are.T

h
is

issu
e
m
ay

b
e
freely

repro
d
u
ced

fo
r
th
e
pu

rpo
ses

o
f
private

research
an

d
stu

d
y
an

d
extracts

(o
r
in
d
eed

,
th
e
fu
ll
repo

rt)
m
ay

b
e
in
clu

d
ed

in
pro

fessio
n
al

jo
u
rn
als

pro
vid

ed
th
at

su
itab

le
ackn

o
w
led

gem
en

t
is

m
ad

e
an

d
th
e
repro

d
u
ctio

n
is

n
o
t
asso

ciated
w
ith

an
y
fo
rm

o
f
ad

vertisin
g.

A
pplicatio

n
s
fo
r
co

m
m
ercial

repro
d
u
ctio

n
sh
o
u
ld

b
e
ad

d
ressed

to
:
N
IH

R
Jo
u
rn
als

Lib
rary,

N
atio

n
al

In
stitu

te
fo
r
H
ealth

R
esearch

,
E
valu

atio
n
,
Trials

an
d

Stu
d
ies

C
o
o
rd
in
atin

g
C
en

tre,
A
lph

a
H
o
u
se,

U
n
iversity

o
f
So

u
th
am

pto
n
Scien

ce
P
ark,So

u
th
am

pto
n
SO

1
6
7
N
S,U

K
.

4
3



Messenger

Incentives

Norms

Defaults

Salience

Primes

Affect

Commitment

Ego

• Inf luence of peers, opinion-
    leaders, seniors and inf luential
    individuals in the group

• Appraisal, revalidation, impact
    and recognition

• Senior leadership: ‘the way we
    do things around here’
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(system 2)

Automatic
(system 1) • MINDSPACE

• Local/national norms for ref lective
    learning
• Mandatory professional requirement
    (MSF and portfolios)
• Availability and use of patient and
    staff feedback
• Evidence for and outcomes of reflection

• Performance data (surveys, etc.)
• Quiet time
• Off ice space
• Mindfulness, well-being

• Senior management support
• Peer group
• Workplace colleagues
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• Multitasking
• Sleep deprivation
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• Resilience

• Training in ref lection and responding
    to both good and critical feedback?
• Counterfactual reasoning?
• Six tips for ref lection

FIGURE 10 The PEARL project COM-B reflection framework: motivation to reflection (MINDSPACE). MSF, multisource feedback.
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    to both good and critical feedback?
• Counterfactual reasoning?
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• How many participants:
    solitary or group? If group, is
    there an ideal size?
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• Performance data: access,
    presentation?

FIGURE 11 The PEARL project COM-B reflection framework: opportunity to reflect. MSF, multisource feedback.
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Capability
Skills to reflect?

Motivation
Desire to reflect?

Opportunity
Environment

facilitates reflection?

Psychological

Physical

Physical

Social

Conscious
(system 2)

Automatic
(system 1)

• MINDSPACE

• Local/national norms for ref lective
    learning
• Mandatory professional requirement
    (MSF and portfolios)
• Availability and use of patient and
    staff feedback
• Evidence for and outcomes of reflection

• Performance data (surveys, etc.)
• Quiet time
• Off ice space
• Mindfulness and well-being

• Senior management support
• Peer group
• Workplace colleagues
• Contractual obligations

• Fatigue
• Multitasking
• Sleep deprivation
• Burnout
• Resilience

Training in ref lection and responding
to both good and critical feedback?

Counterfactual reasoning?
Six tips for ref lection

What is the current capability for
ref lective learning among our staff?
Can we:
   • recognise and interpret data on
       patient and staff experience?
   • reflect on these data?
   • implement changes?
   • differences between individuals?

How effective are our activities?
   • How does our current practice
       compare with ‘good practice’
       (see six tips)
   • Are some staff more difficult to
       reach than others, and, if so, why?

Is there a need to develop the
capability for reflection further?
   • If yes, what form should this take?
   • If no, why not?

How could our ref lective learning
capability be developed?
   • In-action or on-action?
   • Specific activities (courses,
       workshops, online, workplace)?
   • Who attends?

FIGURE 12 The PEARL project COM-B reflection framework: capability to reflect. MSF, multisource feedback.
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TABLE 9 Reflective learning tools and activities prioritised by the PEARL project collaborators

Themes Tool or activity Capability Opportunity Motivation

Obtain meaningful feedback

Documenting
experiences

Patient and staff surveys with free-text
comments

✓ ✓

Staff rating of colleagues for excellence in
using reflection to enhance patient and staff
experience

✓ ✓

360-degree/multisource feedback ✓ ✓

Exit interviews for departing staff to provide
feedback on working environment

✓ ✓

Sharing ‘reflectable
moments’

Reflection book or Post-It NoteTM (3M,
Cynthiana, KY, USA) box in the workplace for
written comments

✓

Unit storyboards displaying anonymised patient
and staff experiences

✓

Extranet collation of anonymised patient and
staff experiences [e.g. Health Talk online
(www.healthtalk.org; accessed June 2020)]

✓

To reflect effectively

Patient involvement Patient and staff group meetings to hear and
reflect on patient stories

✓ ✓

Patient or relative participation in quality
improvement meetings

✓ ✓

Prompts Posters or screen savers in the workplace ✓

Support systems,
critical friends,
mentors and role
models

Freedom to Speak Up Guardian champions or
confidential contacts

✓ ✓

Peer support/staff well-being/social media
groups to share reflections

✓ ✓

Reflective practice mentors/role models/
champions trained to provide local support
using toolkit and to stimulate reflection
in others

✓ ✓

Reflection skills: how
to reflect

Training in reflection skills ✓

Staff induction training to include patient and
staff feedback

✓ ✓

Techniques and models for reflection, reflection
diaries, templates, checklists or applications

✓

Time out from clinical work, continuing
professional development sessions or study days
on reflection including role play, patient and
staff stories and feedback

✓ ✓ ✓

Written reflection in portfolios for appraisal/
revalidation

✓ ✓

Group reflection
activities

Group reflection (e.g. Schwartz-type rounds),
away days

✓ ✓ ✓

Informal staff room chats, ‘coffee cup
conversations’

✓ ✓

Patient/staff stories before staff handovers ✓ ✓ ✓

continued
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A total of 11 activities based on nine themes were developed (Table 10), with varying degrees of piloting
because the interval between the local co-design meetings and workshop 4 was only 3–4 months.
The ethnographic evaluation of this phase is described below.

Ethnography phase 2: toolkit design phase

As well as feeding in the findings from phase 1 to the design of workshops and development of the
toolkit, the ethnography team observed and provided formative feedback from local team meetings and
project workshops during the toolkit design phase. In addition, the team observed and documented the
fourth set of local co-design meetings (see Chapter 2) to capture experiences of piloting the process of
selecting and implementing toolkit interventions. The team also interviewed 15 members of staff, five at
each participating site, about their experience of piloting the implementation of some of the reflective
learning tools.

Meeting logistics
As described in Chapter 2, a meeting was planned by each hospital taking part in the study to select
up to three interventions for each unit to aid or promote reflection. The core project team provided
guidance on how to run these meetings, with a pre-designed slide set and a pre-meeting telephone call
with the project leads. The meetings were observed by an ethnographer. Interviews were conducted
with a sample of meeting participants, who were chosen to access the views of people with a variety of
roles; interviews were conducted by telephone following the meetings. The focus was on optimising the
approach for sites to select and implement interventions: key lessons learned about how to optimise
the approach are included in Selecting interventions.

TABLE 9 Reflective learning tools and activities prioritised by the PEARL project collaborators (continued )

Themes Tool or activity Capability Opportunity Motivation

In clinical practice

Reflection during
clinical activities

Handovers ✓ ✓

Ward rounds ✓ ✓

Debriefings ✓ ✓

Morbidity and mortality or clinical review
meetings

✓ ✓

TABLE 10 Reflective learning activities selected and developed by the local teams

Activity n

Schwartz-type rounds 1

Reflective practice mentors 1

Reflective practice meetings 2

ICU patient and staff coffee mornings 2

Staff induction training to include patient and staff survey feedback 1

Patient and relative participation in quality improvement meetings 1

Posters prompting reflection 1

Patient and relative feedback storyboard 1

Positive feedback from surveys announced at clinical handovers 1

RESULTS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

48



A variety of staff from the ICUs and the AMUs attended these meetings including, among others,
consultants, registrars, matrons and nurses; one hospital site also had PPI representatives. There was
variation among the participants in terms of seniority within the hospital and familiarity with the PEARL
project. For all of the meetings there was a good mix of staff present; however, it was felt that attendance
by more senior staff and a wider mix of hospital staff, such as physiotherapists and health-care assistants,
would have benefited the discussion and selection of interventions:

Because obviously I’m quite a junior sister to the unit . . . I think from both our point of view, and just
seeing who was involved in the other teams at the other trusts, I feel like maybe we weren’t represented
enough from more senior staff.

Int 017, nurse

The obvious staff groups that weren’t represented would be allied health professionals, so I’m talking about
physiotherapists . . . and pharmacists and people like that. They’re not kind of absolute core members of the
team . . . but they are there a lot of the time, and should probably be represented as far as possible.

Int 038, doctor

The meetings took place at different times during the day at the hospital sites, with breakfast meetings
and lunchtime meetings being two of the options. There were disadvantages to both time slots, with
respondents generally feeling that people were rushing to leave the breakfast meeting and that
lunchtime meetings were delayed because morning activities were over-running. Although all the
sites had scheduled different lengths of time for the meeting, ranging from 1 to 2.5 hours, all
respondents commented that more time was necessary and that the meeting felt rushed at the end:

There’s something about that there should have been more time, definitely and there should have been
more time then to go through these activities contributing to reflection because that was not discussed.
It was literally they were given the list, quickly choose one, quickly discuss it.

Observation

There were staff attending the meetings who were less familiar with the PEARL project and the
methodology; although time was given to provide background information, some respondents felt that
this was inadequate. This was particularly the case for one of the exercises that required staff to judge
the ‘capability’, ‘opportunity’ and ‘motivation’ for reflection already present, so that a ‘gap’ could be
identified. It was felt that this exercise was overly complicated and, although it did create discussion,
it was not used by all to select interventions:

I think I added two slides in, and I did make some changes. I think, because at the meeting there were
some people who were new to PEARL. Completely, they needed at least one slide that actually explained
the capability, opportunity, motivation model. And what sort of things we were looking for.

Int 035, doctor

The meetings were viewed positively on the whole; they were described as being very constructive
with lots of enthusiasm from the participants. During the meetings there were occasions when groups
were working together; this may have been a unit with different disciplines discussing ideas or it may
have been those from a similar discipline but different grades working together. What was observed
was that these groupings gave an opportunity for exchanges of ideas and learning from others, be that
a different unit, discipline or grade. Further discussions, through e-mail or formally planned meetings,
took place after the initial meeting to help develop ideas:

It was actually one of the, I felt, one of the better meetings that I’d been to regarding PEARL. I think it
was very well attended, people were very enthusiastic, and seemed keen and interested in it. There was
quite a lot of revelation during our meeting, you know, the ITU [intensive therapy unit] nurses discovering
that the CDU nurses had no staff room.

Int 036, nurse
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Overall, negative comments about the meeting that highlighted areas for improvement included the
length of time allowed for the meeting, there not being enough background for new people, the need
for a broader spectrum of staff to attend and the complexity of some of the exercises. There were
different views expressed about the selection process for the interventions, with the view being that
the key criteria should be that the interventions should be practical and feasible, whereas some felt
that this potentially restricted their creativity:

I think we were quite constrained to what was said, and it may have been that more ‘out of the box’
suggestions might have come up, but because of the format we did just come up with things that . . .
were not particularly ‘out of the box’, were not particularly novel.

Int 038, doctor

Selecting interventions
There were a variety of approaches taken to select the interventions; very few of the groups used the
capability, opportunity, motivation exercise, described above, that focused on identifying the gaps to
then inform the selection of interventions:

I think from our point of view, because we were already in the process of certainly starting the coffee
mornings, they were already running, that one seemed very obvious, because actually we could build upon
it and do it within the reflective PEARL framework.

Int 020, nurse

I think we went through them and looked at what was practical and what might not be practical.
Int 057, doctor

I think it almost gave it a bit more of an impetus to sort of go OK, this might have a bigger impact,
but a bit trickier, but actually why don’t we go with it.

Int 039, doctor

Approaches taken to select the interventions included:

l voting on the supplied list of interventions
l developing an idea that was already ongoing
l selecting an intervention that was feasible to implement in a short time period
l choosing interventions that were felt would have a lot of impact.

After the interventions had been selected, the teams had to outline the plans for implementing them.
Some found this harder than others, depending on whether the intervention was already in place to
some degree or if it was a completely new idea. There were tensions evident in some groups in which
the discussion about the potential intervention focused on the potential problems without taking a
solution-focused approach.

The respondents expected the interventions that they had selected to have an impact on reflection,
but could not always say how much impact or how long this might last. Some commented that they
hoped the intervention would last beyond the life of the project. There did appear to be a trade-off
between impact and feasibility, with interventions that were seen as easier to do expected to have
less impact than other interventions that required more time and resources. One issue that caused
problems for groups was finding suitable metrics that would give evidence that reflection had taken
place. Concern was raised regarding how impact would be measured and, therefore, how staff would
know that the intervention had made a difference:

I think the main issue with us was like that it was . . . about the metrics, wasn’t it? I think that was my
main issue . . . we had patient feedback from like coffee mornings, and that was given to staff as well who
came along, but we have no official way of measuring [impact].

Int 017, nurse

RESULTS
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Will the intervention make a difference to certain individuals? Yes, I’m sure it will. And therefore in that
respect, it’s worth doing. Will it make a difference that’s measurable in any way, whether, in terms of
staff morale or staff sickness rates or patient experience? I’d love to think it will but I think it will be very
difficult to show.

Int 037, doctor

Implementing interventions
Many of the selected interventions had been implemented following the meeting; therefore, it was
possible during the interviews for the respondents to comment on the ones that they were involved
with. Some interventions had been quite successful and were starting to become embedded in the unit
or used beyond the original plan; this was often the case when the intervention was already partly
under way and some staff members had taken ownership of the intervention (e.g. patient coffee mornings).
Other interventions proved more problematic and either had not been started or had been tried with
the realisation that amendments were needed if the implementation was to continue. Reasons for the
intervention not working included practical limitations; for example, the discovery that reflecting during
handover was ineffective because there was not enough time, or that staff at the end of their shift
were exhausted and were, therefore, not engaging well. A common feature of the interventions chosen,
however, was that sites had primarily chosen interventions that provided improved access to patient
feedback, put prompts in the environment to encourage reflection or provided an opportunity for reflection
to take place, such as through time in meetings or interaction with reflection mentors:

As I said, the mandatory training days slot, we’ve almost embedded that actually, it’s almost become a
permanent fixture.

Int 059, nurse

A notable omission from the interventions selected was the use of frameworks or models of reflection
to ensure that reflection was effective, in particular ensuring that staff ‘closed the loop’ on reflection
to ensure that there are changes in attitudes and behaviours. One exception to this was one site that
developed and displayed a poster illustrating the steps involved in completing a reflective cycle.
This was developed further by the project management team, with the centre involved to create the
PEARL project reflective cycle.

Respondents indicated that they would continue to work on the interventions that they had selected,
as well as look to implement other ideas. There also seemed to be a ‘knock-on’ effect, with some
interventions being used more widely as other members of staff became aware of them and saw other
opportunities for their implementation:

The education side, we were just literally launching them [feeding back about patient experience from
the coffee mornings] . . . and as a result of the PEARL, [person 5], our matron, has actually asked, after
listening the other day to what we were actually doing with the role play and things, she’s actually asked
us to present it to band 6 and band 7 meetings and things like that.

Int 017, nurse

Staff suggestions for the final toolkit
Staff were asked about the main challenges to be overcome in promoting the take-up of the toolkit in
hospitals. These included the following:

l Reflection was seen as very important by the respondents but was also acknowledged as easy to
avoid when there were intense time pressures.

l The ability of staff to have the time and opportunity to go and reflect if it meant them leaving
their patients.
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l Staff may not feel motivated to reflect, for whatever reason, and, therefore, culture change may be
necessary to motivate these staff to reflect – this is challenging.

l There was concern raised about the legal implications of doing written reflection and how that may
impact the staff member and how they choose to reflect.

l Staff identified that having a means of capturing that reflection had taken place through some kind
of metric as an important but challenging element of the toolkit.

l Staff felt that it would be challenging to introduce the toolkit if there was not enough support from
the organisation and buy-in from senior staff.

l It was seen as important to make sure that the ‘right’ people were involved from the start of
introducing the toolkit to promote its use.

l For the toolkit to be successful it was felt that it needed to be introduced with lots of promotion
and maybe a social media campaign, so that all staff were aware that it was taking place.

l A further challenge was having interventions that were not heavily reliant on one member of staff
to make them successful.

l Tools need to be sustainable beyond the initial PEARL project support.

Staff were asked in interviews to give feedback on what they thought was important to include in the
toolkit and implementation plan. One of the main responses was to have examples in the toolkit of how
the intervention had worked in other units and enough guidance to be able to replicate the intervention
but with the flexibility to adapt it to their specific requirements. Staff wanted prompts that they could
use to help direct their reflection and exercises they could do to help facilitate discussion and reflection.
There was also a request to have some background information on how the PEARL project developed,
details on the ‘science’ behind behaviour change and a glossary (because it was felt that some staff may
not be familiar with all the terminology) included in the toolkit:

So I think a little bit of guidance, which is where I see the reflection mentors coming in, so that people are
reassured that what they’re doing, that they are sort of doing it in a beneficial way. Because we can all
just chat about things, but I think to really actually, if we’re going to use this toolkit to benefit the staff,
maybe just a little bit of guidance about the background to why we did PEARL, what we found from
PEARL, this is why we’ve come up with this toolkit, and you know, we want it to help you, and this is how
we envisage it helping.

Int 035, doctor

Key features that staff wanted to be included in the toolkit and in the plan to support its
implementation were:

l examples of where the tool has worked in other units (this could be built into an electronic
repository or hard-copy examples)

l background on the PEARL project and details on the ‘science’ behind behaviour change
and reflection

l glossary of terms used
l simple, straightforward tools that could easily be picked up and used
l access/pointers to other useful resources
l tools that could be completed in a few minutes
l ways of measuring the impact so that there is evidence that reflection has happened or that the

tool has worked
l strong branding in the toolkit and maybe some publicity to support its launch
l guidance/tips on how to use the tool – maybe also a video guide.

What excellent reflection would look like
For most staff, a successful outcome from the PEARL project would be reflection becoming normalised
and something that happened naturally on the unit and did not feel like a tick-box exercise. It was felt
that staff would feel more valued if they were given time and space to reflect and that this was an
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activity that was encouraged by more senior staff. Excellence would also be indicated by having
measurable changes happening as a result of the interventions:

If you get PEARL embedded into the culture of a unit in the same way, that it’s just something we do,
I think that would be the ideal utopian state.

Int 038, doctor

I think excellent would look like . . . that people’s reflection would be both a personal thing and an
individual thing, but also a team dynamic and a change. I think personally for it to be excellent we need
to demonstrate change. Whether that change is of attitudes, behaviours, changes of practices or changes
of the environment.

Int 019, nurse
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Chapter 4 Synthesis

Linking the PEARL project findings to the Capability, Opportunity,
Motivation – Behaviour model

The PEARL project highlights two paradoxes. The first is that, despite the beneficent intentions of the
great majority of health-care staff, our surveys show that a notable proportion of patients and relatives,
and of staff themselves, experience staff attitudes and behaviours that are amenable to improvement.
The second paradox is that, although all staff endorsed the concept of reflective learning to improve care,
and the great majority considered that they reflected frequently or ‘all the time’, they found it difficult to
describe how reflection functioned or give examples of how it changed behaviours. ‘Reflection’ appeared
to be synonymous with ‘thinking’ (or perhaps with ‘ruminating’), not necessarily with learning or
behaviour change.

The behaviours that strongly influence patient satisfaction are those related to communication rather
than the more technical aspects of care. Although this may appear unimportant to (or may not even
be noticed by) some busy health-care staff, for patients and relatives suboptimal behaviours degrade
‘excellent’ care to merely ‘good’, or ‘good’ to ‘poor’, and for some they transmute grief into grievance,
persisting in memory long after the event. For staff, adverse behaviours by colleagues contribute to
dissatisfaction and work-related stress, which impede teamworking and speaking up and diminish
self-respect and feeling valued. These deficits are accentuated by power gradients, and could affect
patient satisfaction and patient safety. By contrast, the excellent behaviours of potential role models
are to some extent taken for granted and infrequently subjected to constructive analysis, which means
that opportunities for generalisable learning may be missed.

Adverse behaviours may well be stimulated or exacerbated by service pressures but they are not fully
explained by them; the ‘Good Samaritan’ experiment showed that individuals respond differently to the
needs of others despite being exposed to the same (randomised) conditions of urgency.117 Moreover,
the majority of patient and relative survey responses identified excellent care and high levels of
satisfaction despite exposure to the same service pressures. Although we explicitly chose the most
acute areas of the hospital to conduct the PEARL project, the overall levels of satisfaction are higher
than comparable national data, so acuity alone is not the explanation. However, context matters, as is
evident from comparison of the two surveys between ACUs and ICUs, and the views expressed to
our ethnographers. The (better staffed) ICUs tend to have higher patient and staff ratings than AMUs
for several aspects of clinical practice and organisational support, but there was no difference in the
enthusiasm of staff between both types of unit for using feedback to learn and improve care. When
the behaviour in question is reflective learning, contextual differences disappear.

Current approaches to reflection, although intended to be formative, tend to be used in a summative
manner to determine progression to the next stage of training or for revalidation. Written reflections
in portfolios were regarded as lacking impact, perhaps because in creating these reflections it may be
easier to focus on technical rather than behavioural aspects of care delivery, because a mandated and
standardised approach to documentation diminishes authenticity or because of fears of exposing the
writer to criticism or litigation. The PEARL project surveys provided staff with meaningful feedback
about patient and staff experience in a manner that was relevant and personal and that was presented
in such a way that it was easy to assimilate and difficult to ignore. By presenting survey data in
quantitative and qualitative forms, the survey reports engaged both the analytical and the emotive
mind, providing the motivation to reflect, to learn and to improve. One of the teams likened the
discovery that their care was less than perfect to a group grief reaction118 in which initial denial
gradually evolves into acceptance and improvement. The gap between manifest and desired
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behaviours – the disorientating dilemma – challenges us personally and touches on who we are, on our
norms and on our social settings. Effective reflection, therefore, demands personal resilience and the
skills to conduct critical self-evaluation: capability is a key element in effective reflection. Organisations
can maximise the benefits of reflective learning by ensuring that staff are valued, empowered, supported
in developing critical self-evaluation and able to access professional development time to do this in a
safe and supportive environment. This is the third element of the COM-B framework: the opportunity
to reflect.

The use of the COM-B framework in diagnostic mode appeared to have some merit despite that during the
final non-facilitated co-design meeting some of the local teams seemed to have difficulty in converting
the outputs of the ranking exercise into a percentage (see Final co-design meeting and workshop 4). For the
three groups providing responses, there was agreement that the main barriers to effective reflection
were those impeding opportunity to reflect. The exercise would probably have been completed by all teams
had we asked them to perform the ranking exercise alone and performed the calculation for them separately.

Therefore, we find that the COM-B framework has potential as a diagnostic tool in considering the
various factors that influence reflective learning. We consider next the development of the PEARL
project logic model, linking feedback, reflection and learning to better care.

The reflective learning framework

Our initial logic model for reflective learning (Figure 13) polarised behaviours as suboptimal or exemplary,
and attempted to describe the resolution of the disorientating dilemma through an interplay between
tacit and explicit knowledge and progression through four stages of awareness of competence. Although
the PEARL project did not explicitly set out to test theories of learning, we found no evidence to deny the
validity of these concepts. However, the design of this model did not lend itself to prospective testing, and
nor did it offer a useful foundation on which to build a practical toolkit for use in the clinical environment.

Measures of experience

FS-ICU, Friends and Family Test, Staff Friends and Family Test, NHS Inpatient Survey,
NHS Staff Survey, multisource feedback and other relevant clinical performance data
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FIGURE 13 Preliminary logic model for reflective learning. FS-ICU, Family Satisfaction in the Intensive Care Unit.
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As we acquired experience and information from our collaborators on their approaches to reflective
learning, it became clear that a linear model was preferable, linking meaningful feedback to effective
reflection (the target behaviour) and thence to proximal and distal outcomes (Figure 14). The proximal
outcomes would be improvements in behaviours in the clinical environment and distal outcomes would
be patient and staff experiences of care. The model is agnostic to the type of behaviour described in
the initial feedback given that both positive and negative experiences can be used to promote learning.
We found that this model satisfactorily described the processes by which individuals make use of
experiences through reflection. The model could also be used predictively to explain variations in
reflection as the target behaviour based on differences in access to experiences, such as meaningful
feedback, or differences in capacity, opportunity and motivation to use those experiences effectively.

To describe effective reflection we combined Dewey’s58 three-step process of retrospection, self-evaluation
and reorientation with Gibbs’ six-stage cycle of reflective learning114 to create the PEARL project
‘reflection wheel’ (Figure 15). This encourages the user to view reflection as a creative exercise in
self-improvement, reducing the risk of ruminative recycling.

From framework to toolkit

The final stage in the evolution of the RLF was to present the reflective learning interventions (see Table 9)
in a form suitable for use in the clinical environment. Working with the Art and Design Research Centre,
Sheffield Hallam University, four templates were evaluated by the local project teams, with a clear
preference for a boxed and layered design in which an introductory booklet describing the background,
theory and outputs of the PEARL project is followed by two sections containing A5-sized mini guides to
practical tools for meaningful feedback and effective reflection and one section with A4-sized guides of
reflection in clinical practice. Beneath this lies a resources section containing the surveys, sample reports,
posters and cue cards. The toolkit box is attractively presented to stimulate a degree of curiosity and a
desire to see what lies inside. The inside of the lid contains a storyboard in the form of a cartoon, and
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interposed between the box lid and the introductory booklet is a (non-glass) mirror inscribed with the
PEARL project reflection wheel.

The mini guides were developed by the project management team with feedback from the local teams,
incorporating the reflection specifications used by the local teams for the nine reflection activities
produced in their final co-design meetings. The focus for each was to convey as synoptically as possible
the key elements needed to get the activity under way. A standard format was employed, with sections
for describing the activity, resources required and ‘top tips’. Figure 16 is an example for patient and staff
group meetings. The ‘COM’ box indicates which of the three components of the COM-B framework this
activity addresses.

What
happened?

What did you
and others

think and feel?

What was
good and bad

about the
experience?

Why do you
think it

happened in
this way?

What could
you have done
to improve the

outcome?

What will you
do in similar
situations in
the future?

1

2

3

6

5

4

R
eo

ri
en

ta
tio

n Retrospection

Self-evaluation

FIGURE 15 The PEARL project reflection wheel.

FIGURE 16 The PEARL project toolkit example effective reflection mini guide.
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Chapter 5 Discussion

Overview

The PEARL project is a novel mixed-methods exploratory study that aims to improve patient and staff
experiences of the health-care system by enhancing staff insight and empathy through reflective learning.
Over 3 years we formed a highly effective collaboration of clinicians, patients and researchers; developed
two surveys to measure patient, relative and staff experiences of health care; provided regular feedback
reports to local teams and explored their use of the data; worked with clinicians and patients to co-design
reflective learning interventions; and evolved a behaviour change model of reflective learning. This logic
model provided a framework with which we have created a toolkit containing activities that will help
health-care staff acquire meaningful feedback, use that feedback for effective reflection and ultimately
apply reflective learning in the clinical environment to produce better outcomes for patients and staff.

Local leadership was crucial for successful project delivery. We combined senior managerial support
with strong clinical leadership to encourage staff participation and to identify and welcome patients
as collaborators in the local project teams. To minimise creating additional work for already very busy
staff, we asked teams to integrate project work as far as possible in existing activities. This approach
should facilitate sustainability after the end of the project.

The PEARL project surveys were an essential element in providing meaningful feedback combining
quantitative and qualitative data in an easily accessible format. The surveys provided an easy
justification for team meetings. For the patient surveys, the PIPs provided information (not just ‘data’)
showing that patients’ and relatives’ satisfaction with care is determined by their perceptions of how
well staff communicate, especially doctors. This finding held true for both ICUs and AMUs, despite the
difference in overall satisfaction. Medical staff who make time for patients and relatives, who listen
as well as talk and who use accessible language will enhance patient experience and are valuable role
models for trainees. Free-text comments brought quantitative data to life and engaged the emotions,
which helped to motivate staff to address matters of concern; positive narrative feedback helped teams to
recognise excellence and enhance morale. The value of positive feedback was two-fold: to make negative
feedback more palatable and, and where detail was provided, to offer benchmarks for excellence.

The staff surveys revealed strong support for reflection as a professional duty and for improving
patient care, and they provided a rich source of materials on which to reflect, by exposing concerns
about care quality, pressures of work and emotional exhaustion, and evidence of opportunities to
flatten hierarchies and promote empowerment, ‘voice’ and teamworking. The contextual differences
between AMUs and ICUs in staff experience, combined with the absence of differences in the desire of
staff to use patient feedback to improve care, should stimulate organisations to reflect on how best to
support staff in hard-pressed clinical areas: effective reflection and staff well-being are complementary.

The key finding from our ethnographic observations is that reflective learning is not a simple task.
Despite (or possibly because of) the widespread requirement for written reflections to form part of
professional portfolios for appraisal and revalidation, and despite the strong endorsement by staff
of the use of patient experience to promote reflective learning, few clinical staff seem to analyse
the processes involved in using feedback and apply them creatively for critical self-analysis and
reorientation. This was not necessarily from a lack of desire to do so, but probably because their
primary desire was to improve care directly, rather than improving insight and empathy as the more
proximate target. However, as we know, if we could mandate better care just through providing
checklists, there would be no need for reflection and no high-profile organisational failures in health
care. Therefore, we had to provide regular reminders to participants that the task in hand was to
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design interventions to enhance reflection, not to design ‘better ward rounds’ or other clinical activities,
despite these being the ultimate desired outcomes. Closing the loop on reflection is central to making
reflection creative: using experiences to learn, to improve and to design a better health-care system.
The creative element stops reflection from being rumination. Our reflective learning model and the
PEARL project wheel are designed to promote this approach.

The PEARL project logic model has the potential to be used both diagnostically to evaluate the
reflective learning environment and predictively to test behavioural interventions. Our data are
highly preliminary and require large-scale prospective testing; however, among front-line staff we
find strong support for the use of patient and staff feedback for reflection and a wide range of ideas
about how to make feedback accessible and meaningful and how to use it to best effect. Staff perceive
the main obstacle to effective reflection to be the lack of opportunities to reflect in the workplace.
This is probably symptomatic of the workload pressures of the health service, as reflected in the high
rates of work-related stress reported in the staff survey and observed by patients and relatives in their
free-text responses to the patient survey.

Not all members of staff will be as highly motivated as the local PEARL project teams, who will need
to make reflection ‘part of what we do’ every day and create an ethos of reflective learning as the
norm, not the exception, and diffuse this throughout their units and trusts. Real-world stories make a
profound difference by engaging emotions and making experiences relevant. Seeing the world through
others’ eyes takes imagination, time and effort, and these can be constrained by the demands of a busy
clinical environment. Many of the PEARL project tools, therefore, take these factors into account.

We identified many sources of feedback regarding patient experiences, both formal and informal;
however, staff often missed opportunities to use these experiences, perhaps because some were highly
personal or regarded as less legitimate because they were informal. All experiences are legitimate
for reflection. In addition, sometimes the most transient experiences are the most affecting: a raised
eyebrow or a shrug of the shoulders, or an affectionate embrace or squeeze of the hand, may ‘speak
volumes’ and are well worth subjecting to analysis. Guidance on recognising triggers for reflection
and finding ways of using and sharing these experiences is also included in the toolkit. Our patient
representatives developed ‘cue cards’, which can be used not only as a resource in group discussions
but also to allow staff to record events occurring during clinical work for later exploration and analysis.

An important but possibly undervalued element in professional development activities is enjoyment.
The local teams not only maintained momentum for 3 years but grew in terms of interest, participation
and ownership during that time, with excellent engagement by unit staff in promoting the surveys,
completing the staff survey and using the survey reports to promote reflection. The co-design meetings
and plenary workshops included time for socialising, with refreshments and lunch included. The meetings
were expertly facilitated, and the sense of creating something new seemed to engage all of the participants
and foster innovative thinking. The PEARL project was a worked example of how reflection in practice can
contribute to staff well-being,119–123 which could also be a relevant outcome metric in evaluating the PEARL
project. This approach was carried through to the design of the toolkit itself. We chose a mix of contents,
from short accessible guides for use in the clinical environment to more discursive accounts of the science
of reflective learning, and presented them in a format that should appeal to a wide range of staff. The tools
ranged from a poster, which could be displayed behind lavatory doors (without removal by hospital estates
management), to short guides on setting up Schwartz-type rounds124 or PEARL surveys, to full reports of
the patient and staff surveys. Effective reflection is challenging; however, it can also be creative and
ultimately fulfilling.

The PEARL project toolkit is not the end of the PEARL project: it is the beginning. Our intention is to
build on this work by evaluating the toolkit as a complex intervention125 in a prospective randomised
step-wedge trial.

DISCUSSION
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Robustness of the study and limitations

The PEARL project is a novel approach to developing reflective learning. We have empowered staff
and patients from AMUs and ICUs to collaborate with content experts to create a range of tools to
gather meaningful feedback, to use that feedback for effective reflection and to reflect in clinical
practice with the intention of improving patient and staff experience. As far as we can tell, the project
outputs – the RLF and toolkit – are unique in this context.

The surveys were a central element of the PEARL project. Setting them up required the AMU and ICU
staff to work together in their local project teams to develop the best method for dissemination and to
use the feedback to promote reflection and compare results between units. Regular reports helped to
maintain interest and focus. However, the analysis of the questionnaires and preparation of these reports
was onerous, despite using machine-readable forms, and took the combined resources of the project
manager, a data clerk and our statistician. We do not regard this as sustainable outside the environment
of a funded research project. Web-enabled electronic surveys will be required for future work.

Similarly, the extraction, transcription and analysis of the free-text contributions from both surveys was
time-consuming. We are undertaking an exploratory study of machine-learning analysis of free text,
with the intention of developing methods for automated thematic analysis that could be applied
prospectively to web-based surveys.

A strength of the PEARL project was the broad range of participants, particularly our patient and
relative contributors. We recognise that the PEARL project collaborators represent those who are
committed to reflection and quality care, and may, therefore, be more invested in the project outputs
than those who come to it de novo. However, we did not find resistance when we piloted the toolkit
in the three centres. We do not regard them as atypical: the respondents to the staff surveys were
similarly committed to reflection as a means of improving care quality. It is nevertheless very likely that
a large-scale study with more centres will reveal differences in local contexts and cultures, which may
act as barriers to adoption of the toolkit. A potential weakness of the surveys is under-representation
of certain ethnic groups. For example, white respondents represented 70% of the total respondents for
the two trusts situated in Birmingham; however, at the last reported population census in 2011, 57.9%
of the local urban population were in this category.126 We do not know if this represents reduced
engagement by non-white populations or language barriers. It was not possible logistically or financially
to translate the patient survey into non-English languages. We will conduct subanalyses to explore
possible ethnic differences in the experience of health care, but this was not the main purpose of the
patient survey, which was to provide feedback that could be used by staff for promoting reflection, and
in this respect it served that purpose well.
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Chapter 6 Conclusions

Implications for practice

In the PEARL project, we have shown that staff in AMUs and ICUs have a strong desire to improve practice
through reflective learning and that this desire seems to be independent of variation in contextual factors
that affect staff experience, such as workload and staffing pressures, or the experience of being valued and
heard. Indeed, staff view reflective learning as an instrument for addressing some of these workplace-based
challenges and stressors. However, the ability of the individual to actually perform reflection effectively
is not independent of organisational context. To convert desire into action, positive staff attitudes
towards reflection need organisational support, paralleled by evidence that the organisation itself is
capable of reflective learning. The first implication for practice is that trusts should understand that
effective reflection needs to be led, practised and demonstrated by senior executive leadership, senior
clinical staff and middle management.

Because the desire to use reflection effectively is context independent, we would assert that the
PEARL project can apply to all fiduciary relationships, not just to those in health care. The second
practice implication of our work, therefore, is that the PEARL project should be generalisable.

The current approaches to reflective learning are perceived as suffering from deficiencies, such as a lack
of authenticity, a focus on short-term or summative outcomes or a failure to effect genuine change.
We have also shown that staff prioritise certain aspects of reflection over others. They tend to reflect
on their own clinical practice rather than specifically on their patients’ experiences; to select the more
technical aspects of health-care delivery rather than attitudes and behaviours as examples of reflection;
and to focus on interventions or activities that enhance access to feedback and opportunities for reflection
instead of dissecting the (effortful) mental processes required for performing effective reflection.
The third implication, therefore, is that for reflection to become effective it needs to be ‘unpackaged’, to
become explicit and deliberate in the initial stages: the phases of conscious incompetence and conscious
competence in reflective learning. Get this right and effective reflection will become a virtuous habit
(unconscious competence).

By using co-design techniques with front-line staff and patients and relatives, together we have developed
reflective learning tools that can be integrated with existing professional development activities and
can be locally owned and adaptable, so that individual units can participate in this creative process
and share their work between units or between trusts. The toolkit is not intended to be a static entity:
it is a beginning, not an end. Our fourth implication is that staff must make the PEARL project their own
creative enterprise and participate in a networked community of practice. This approach is considered
to have contributed to the success of the Future Hospital Programme.127

We have found the COM-B framework to be a valuable approach for describing reflection in terms of
capability, opportunity and motivation. By combining the COM-B framework with pedagogic theories
of learning we have created a composite model that has diagnostic potential, for example by identifying
that staff tend to focus on opportunities for reflection more than on capability or motivation. Another
example is provided by the unit that had better than expected staff ratings of their capability to reflect,
and then realised that they had two members of staff who were employed as mental health nurses who
discharged this responsibility primarily by providing staff support through workplace-based mentorship
in reflection, thus an impact on capability. Our fifth implication for practice, therefore, is that the PEARL
logic model could be employed in a predictive manner to evaluate different approaches for enhancing
reflection to improve patient and staff experience and to explore how variations in context influence
reflection. This links to our recommendations for further research.
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Further research recommendations

Although the toolkit has considerable face validity, it cannot be assumed that all that is required for
successful implementation is to deliver the box to the units and trusts who wish to use it. There is
a substantial gap between developing a promising intervention and applying it effectively in a new
context.128–130 Moreover, we regard the toolkit not only as a preliminary offering requiring further
development but as a platform for local staff to adopt, adapt, revise and recreate the tools in their
own units. If it is received as an immutable and perfectly formed set of commandments for reflection,
it will suffer the same fate as many other well-intentioned best practice recommendations.

The toolkit should be evaluated as a complex intervention125 in a mixed-methods, prospective, randomised,
stepped-wedge cluster trial. This method allows all units to be in both control and intervention arms
and gives the trial team time to undertake the cluster inductions. It also provides the best approach to
evaluate the impact of context on fidelity of adoption and application of the PEARL project. Study metrics
would include process measures (adoption, development and use of the toolkit), proximate outcomes
(staff survey responses) and distal outcomes (patient survey responses, staff absenteeism and complaints).

A prospective cluster RCT would provide a firm foundation for evaluating other research questions.

How do local cultures influence reflective learning?
A collaborative local culture with quality-focused inclusive leadership is essential for the success of
quality improvement interventions,131 and we would propose to characterise trusts and units in terms
of organisational subcultures6 before and towards the end of the intervention. We would propose to
evaluate two hypotheses among others. The first is that compliance-orientated organisations may be
less susceptible to behavioural modification than collaboration-orientated organisations. The second
is that, within whole organisations, multiple subcultures (cliques/clans, hierarchies, developmental and
rational) can be identified, which are driven largely by the impact of single individuals.

How do social media create communities of learning?
We would wish to establish web-enabled surveys and to create moderated social media support groups
in parallel with the roll-out of the toolkit. Disseminating outputs and sharing experiences in a concise
and targeted manner is essential for reaching busy staff members, who may respond differently
depending on the way information is presented (‘narrative for nurses’ and ‘data for doctors’ would be
one such meme).

Are the results of locally driven experiential surveys more potent influencers than
standardised national surveys?
We know that survey results are more influential the closer they are to the subjects themselves. Data
and narrative are also complementary. We would, therefore, propose to compare the PEARL project
surveys with the results from national surveys (NHS Inpatient Survey, NHS Staff Survey and the GMC
Trainee Survey) in terms of how these various sources are used to influence practice and learning, and
the extent to which their results influence staff.

CONCLUSIONS
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