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Introduction

In the following chapters we offer a guide for developing a public health leadership course. The guide
should serve as a platform to be adapted in the different schools of public health in Israel, according
to specific contexts (e.g., addressing more relevant communities that are engaging with the school),
existing curricula, priorities, and emphases. The guide is divided into three chapters: Leadership,
Problem-Based Learning (PBL) and Simulations. The aim of the guide is to provide tools to
develop a course that will introduce students to the foundations of leadership in public health
through a combination of frontal lectures, case study analysis according to PBL method, and

simulation training.

The guide is built on previous experiences developed by ASPHER, especially ASPHER/WHO
Europe Road Map to Professionalizing the Public Health Workforce. It is part of a larger project
titled: Sharing European Educational Experience in Public Health for Israel (SEEEPHI):
Harmonization, employability, leadership and outreach, an EU ERASMUS+ funded project on
Capacity Building in the Field of Higher Education. Based on previous work packages within
SEEEPHI and course pilot conducted at Ben Gurion University Health Leadership Program during
Spring 2022 the current guide is part of workpackage lead by Ben Gurion University of the Negev
and Maastricht University on building leadership capacity via cutting edge training in the Israeli

public health schools and programs, including peer-to-peer and train the trainers offerings.

We hope that by using this guide, all schools will have to the foundations to provide students with
tools to develop leadership competencies, and to experience decision making processes in health
while working in a multi-professional team. The next step would be leading to the development of
Public Health Leadership Academy in Israel based both on Leaders for European Public Health
(LEPHIE) methodology and the Israeli experience emerging from this specific work package and
the broader SEEEPHI project.




Syllabus: Public Health Leadership Course

Name of the module: Public Health Leadership

Number of module: xxx

Course Description: In an era of dwindling public trust in health care systems, leadership training for
public health professionals is more important than ever. This course will deal with the salient leadership
skills required for developing and improving teamwork within the public health system. The first part of
the course starts from drawing the distinction between leadership and management and proceeds to
introduce the students to modern leadership theories. These theories are the basis from which modern
problems in health leadership, such as non-adaptive and naive leadership can be tackled. The second part
of the course will be based on PBL method and will present students with practical leadership tools and
allow them to test them in a case study and in practical simulations.

Aims of the module: Introducing students to the foundations of leadership in public health through a
combination of frontal lectures, a case study analysis according to PBL (Problem Based Learning) method,
and simulation training.

Objectives of the module: providing students with tools to develop leadership competencies, and to
experience decision making processes in health while working in a multi-professional team.

Learning outcomes of the module: On successful completion of the course, the student should be able to:

Define leadership and understand different approaches to modern leadership.
Analyze ethical aspects of dilemmas in the fields of leadership and decision making in health.
Analyze case studies in public health and health policy.
Be better prepared to utilize problem solving skills and leadership skills in situations that require
it.

5. Be better prepared to chairing small groups and collaborate with others.
Attendance regulation: mandatory attendance.

R A

Teaching arrangement and method of instruction: Frontal lectures, group projects and simulations.

Assessment:

1. Assessment task simulation 40%

2. Case study analysis and presentation 60%
Work and assignments:

1. Active participation in the simulation and a written summary report on the activity.

2. Active participation in class discussions as well as presentations according to the analysis tasks of the
case study.

Time required for individual work: in addition to attendance in class, the students are expected to do their
accinnment and individual waork in a senone nf 10~ hoiirs
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Module Content\ schedule and outlines:

Lesson 1: Introduction- What is Leadership and how does it differ from management?
Required reading:

Algahtanil, A. (2014). Are leadership and management different? A review. Journal of Management Policies and
Practices, 2(3), 71-82.

Kumar, R. D. (2013). Leadership in healthcare. Anaesthesia & Intensive Care Medicine, 14(1), 39-41.

Lessons 2-3: Leadership in health theories- Servant leadership, transformational leadership & ethical
leadership.

Required reading:

Rowitz, (2013), Public Health Leadership: Putting Principles Into Practice, Chapter 2, Leadership Styles and
Practices

Avolio, B.J., Walumbwa, F.O. and Weber, T.J., 2009. Leadership: Current theories, research, and future directions.
Annual review of psychology, 60, pp.421-449

Jambawo, S. (2018). Transformational leadership and ethical leadership: their significance in the mental healthcare
system. British Journal of Nursing, 27(17), 998-1001.

Northouse, P.G. (2015), Chapter 9: Transformational Leadership

Additional reading:

Van Dierendonck, D. (2011). Servant leadership: A review and synthesis. Journal of management, 37(4), 1228-
1261.

Trastek, V. F., Hamilton, N. W., & Niles, E. E. (2014, March). Leadership models in health care—a case for servant
leadership. In Mayo Clinic Proceedings (Vol. 89, No. 3, pp. 374-381). Elsevier.

Lesson 4: Conflict resolution in healthcare
Required reading:

Rowitz, (2013), Public Health Leadership: Putting Principles into Practice, Chapter 21: Leadership and decision
making.

Additional reading:

Shortell, S.M., & Kaluzny, A.D. (2011). Health Care Management: Organization Design and Behavior, Chapter 5:
Conflict Management and Negotiation

Shortell, S.M., & Kaluzny, A.D. (2011). Health Care Management: Organization Design and Behavior, Chapter 8:
Coordination and communication




Lesson 5: Ethical decision making.

Kimberly S. Peer & Jonathon S. Rakich (1999) Ethical Decision Making in Healthcare Management, Hospital
Topics, 77:4, 7-14, DOI: 10.1080/00185869909596532

Ignatowicz, A., Slowther, A. M., Bassford, C., Griffiths, F., Johnson, S., & Rees, K. (2022). Evaluating
interventions to improve ethical decision making in clinical practice: a review of the literature and reflections on
the challenges posed. Journal of medical ethics, medethics-2021-107966. Advance online publication.
https://doi.org/10.1136/medethics-2021-107966

Lesson 6: What is PBL? Briefing for the following sessions

Wood, D. F. (2003). Problem based learning. Bmj, 326(7384), 328-330.

Lesson 7: Case study: Vaccine hesitancy- presenting the case + supporting lecture

Lesson 8-9: Case study: group work on the project

Lesson 10: Case study 1: presentations of students’ investigative process and recommendations.

Lesson 11-12: Leadership simulations.

Lesson 13: course summary




Chapter I: Leadership

Lesson 1: Leadership; Definitions and theoretical background

The question “what is leadership” has many answers. It can be answered through descriptions of
who the leader is (i.e., traits and abilities), what the leader does or should do, who the leader is
working with, what is the position from which a leader functions, etc. That being said, Leadership
does have a common defining core that sets it apart from similar concepts like management. In
this section, | will provide a brief overview of some of the main leadership theories that represent

these different perspectives.

One of the earliest descriptions of leadership was one which stemmed from the traits of the leader.
Originating in the 19" century, Thomas Carlyle’s “Great man theory” was the first frequently
mentioned conceptualization of leadership and was based on historical accounts of past famous
leaders. This theory depicts the leader as a hero, one that is born, not made, a godsend who is
noble, just, and knows what’s best. Fittingly, it is the public’s duty to identify and obey the “great
man” (Spector, 2016). While this theory is considered archaic, its echo can be seen today in what
is known as “the trait approach” or “trait theory”. This approach is concerned with what traits
differentiate effective from ineffective leaders (Northouse, 2019). An interdisciplinary example of
this are studies which look at how leaders are positioned on “the big five” personality dimensions
(e.g., Langford; Dougal & Parkes, 2017). Recent emphasis has also been given especially to
visionary and charismatic leadership (Bass, 2008; Jacquart & Antonakis, 2015; Taylor, Cornelius
& Colvin, 2014).

Another approach which deserves a brief mention is the “skills approach”. It is similar to the traits
approach, but shifts the focus from personality characteristics, which are usually viewed as innate
and largely fixed, to skills and knowledge one can master (Northouse, 2019). A good
representation of this approach can be seen in the early works of Katz (1955) on the three skills

approach (dividing the leadership skills into technical, human and conceptual skills).

The Trait and skills approaches can help us understand who would make a good leader, but they
do not address the question of what is it exactly that a leader does? This brings us to the behavioral
approach to leadership. Researchers studying the behavioral approach determined that leadership

is composed of two general kinds of behaviors: task behaviors and relationship behaviors. Task




behaviors facilitate goal accomplishment: They help group members to achieve their objectives.
Relationship behaviors help followers feel comfortable with themselves, with each other, and with
the situation in which they find themselves. The leader combines these behaviors to influence
people to reach a goal (Northouse, 2019). It is within this framework that we may ask, how does
leadership differ from management? Since both terms refer to the influence of one person (leader
or manager) on others in order to reach certain goals. In that sense, every leader also manages, and

every manager also leads.

Indeed, management and leadership are sometimes used synonymously in the literature. In a
review article designed to elucidate the similarities and differences between the two terms,
Algahtani (2014) summarizes the role of the leader as comprised of two components: “the process
of influencing a group of individuals to obtain a common goal; and to develop a vision.” The latter
aspect being an important differentiating characteristic from management, which is focused more
on formal directing and controlling of resources (e.g., human, budget, structures etc.) to reach
short term goals (Kotter, 2001; Kotterman, 2006). In the words of Kotter (2001) “The aim of
management is predictability—orderly results. Leadership’s function is to produce change. Setting
the direction of that change, therefore, is essential work.” Leaders go about setting a direction for
change through people-oriented inspiration, of both vision and trust (Bennis & Townsend, 1989;
Barbuto, 2005; Northouse, 2019).

In summary, the answer to the question “what is leadership” depends on the aspect of leadership
we’re looking at. Leadership can be viewed through the image of the leaders themselves, their
capabilities, some of which are considered more innate, like extraversion, while others can be
learned, like analytical skills. Leadership can also be understood through the process that is to lead:
Influencing other people to achieve a certain goal. And unlike management, doing so not only
from a formal position of power to control for organizational chaos, but through inspiration, setting

forth a vision and long-term strategies which give the organization its direction.

Bibliography:

Algahtani, A. (2014). Are leadership and management different? A review. Journal of

management policies and practices, 2(3), 71-82.




Barbuto Jr, J. E. (2005). Motivation and transactional, charismatic, and transformational

leadership: A test of antecedents. Journal of Leadership & Organizational Studies, 11(4), 26-40.

Bass, B. M., & Press, R. M. S. F. (2008). The Bass Handbook of Leadership Theory Research and
Managerial Applications Ebook.

Bennis, W. G., & Townsend, R. (1989). On becoming a leader (Vol. 36). Reading, MA: Addison-
Wesley.

Jacquart, P., & Antonakis, J. (2015). When does charisma matter for top-level leaders? Effect of
attributional ambiguity. Academy of Management Journal, 58(4), 1051-1074.

Katz, R. (1955). Skills of an effective administrator. Harvard BusinessReview, Jan-Feb.
Kotter, J. P. (2001). What leaders really do. Harvard business review, 79(11).

Kotterman, J. (2006). Leadership versus management: What’s the difference. The Journal for
Quality and Participation, 29(2), 13-17.

Langford, P. H., Dougall, C. B., & Parkes, L. P. (2017). Measuring leader behaviour: evidence for
a “big five” model of leadership. Leadership & Organization Development Journal.

Northouse, P. G. (2019). Leadership: theory and practice. Eighth Edition. Los Angeles: SAGE

Publications.

Spector, B. A. (2016). Carlyle, Freud, and the great man theory more fully
considered. Leadership, 12(2), 250-260.

Taylor, C. M., Cornelius, C. J., & Colvin, K. (2014). Visionary leadership and its relationship to

organizational effectiveness. Leadership & Organization Development Journal.




Offered presentation — Lesson 1

What Is Leadership?

How does it differ from management?

Great Man Theory

* depicts the leader as a hero, one that is born, not made.

* a godsend who is noble, just, and knows what’s best

* it is the public’s duty to identify and obey the “great man”
* “the history of the world was the biography of great men”

(Spector, 2016)




Trait Approach

* A more recent evolution of the great man theory.

* Attempts to answer the question: “what traits differentiate effective
from ineffective leaders?” (Northouse, 2019)

* Examples: Measuring leaders’ traits on the Big Five Model of
personality.

* Other Models identified many characteristics of emergent or
effective leaders (e.g. Self-confidence, emotional stability,
conscientiousness, creativity etc.)

Criticism of the trait approach

* Too simplistic (Conger & Kanungo, 1998).
* Situation dependent

* Hard to find a unifying model

* Assumes leadership cannot be learned.
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Behavioral approach

* Leadership as a set of skills that can be learned, practiced and
improved upon.

* Originated in the mid-20t" century.

* Research shifted its focus from innate traits to the behaviours of
effective leaders.

* Among its pioneers was Katz (1955) with the three skills approach:
technical, human, and conceptual skills.

Great man theory —

~—"" Whoisthe
leader?
Traitapproach
Skills —
approach
Behavioral approach ‘>— What does a

Jf leaderdo?
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Behavioral approach- what does it mean to
lead?

* “Leadership is a process whereby an individual influences a group of
individuals to achieve a common goal.” (Northouse, 2013)

* Two general types of behaviour:
1. Task Behaviors

2. Relationship Behaviours

This all sounds quite broad, how does it differ from management?

Leadership vs. Management

* Leadership: “the process of influencing a group of individuals to
obtain a common goal; and to develop a vision.”

* Management: focused more on formal directing and controlling of
resources (e.g., human, budget, structures etc.) to reach short term
goals (Kotter, 2001; Kotterman, 2006)

12




Leadership Vs. Management

Establishing directions Planning and budgeting
Creating a vision Establishing agendas
Clarifying the big picture Setting timetables
Setting strategies Allocating resources
Inspires trust Relies on control
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Lessons 2-3: Transformational, ethical, and servant leadership

In the last lesson, we’ve discussed an abridged evolution of leadership theories, and established
some differentiating characteristics between leadership and management. Now we turn our
attention to the characterization of specific leadership styles. namely transformational, ethical, and
servant leadership. Following that, we’ll take a look at the importance of these leadership styles in

public health.

The term transformational leadership was introduced by Burns (1978), who recognized it and
“transactional leadership” as two distinct styles of leadership, that should be complimentary. In
short, the transactional leader engages others in the reciprocal activity of exchanging one thing for
another. That is, the leader and the follower both act to serve their own self-interests. It may take
different forms, for instance: the leader could clarify for the follower through direction what the
follower needs to do to be rewarded for the effort. it could also take the form of monitoring the
follower’s performance and taking corrective action if the follower fails to meet standards (Bass,

1999).

In contrast to transactional relationship, Transformational leadership refers to the leader moving
the follower beyond immediate self-interests. Burns (2003) stated “When I wrote my book
Leadership in 1978 1 described this process as one of ‘leading by being led.” The leader's self-
actualizing qualities are turned outward. He empathetically comprehends the wants of followers
and responds to them as legitimate needs, articulating them as values...(his) ability to stay closely
attuned to the evolving wants, needs, and expectations of followers — in short, to learn from and
be led by followers. And it requires a commitment to a process in which leaders and followers
together pursue self-actualization” (Burns, 2003, p. 143). This pursuit of self-actualization requires
the transformational leader to be visionary, creative, and to promote radical change whenever
necessary (Burns, 1978, 2003).

Expanding on the work of Burns, Bass and colleagues offered a four-dimensional model (also
known as the four I’s) to break down the characteristics of transformational leadership. These are:
idealized influence (charisma), inspirational motivation, intellectual stimulation, and
individualized consideration (Bass, 1998a, 1998b; Bass, Avolio, Jung, & Berson, 2003).
Idealized influence refers to whether a leader is perceived as ethical, confident, trust worthy,

idealistic and charismatic; (b) inspirational motivation refers to leadership behavior that motivates
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followers by portraying optimism, inspires commitment to a shared vision, and communicates high
expectations;(c) intellectual stimulation comprises of critical thinking about solution of problems,
and stimulating creativity; and (d) individualized consideration is identified by providing
supportive climate for individual development, growth and considering individual needs of
follower (Avolio & Bass, 2004).

Despite being around two decades old, these four dimensions are strongly tied to the way
leadership in general, and transformational leadership in particular, have been measured over the
years, with the MQL (Multifactor Leadership Questionnaire; MLQ 5X; Bass & Avolio, 1996)
Being the most commonly used (Angel & Leper, 2020; Batista-Foguet, Esteve & van
Witteloostuijn, 2021).

While intrinsically connected to transformational leadership, notably missing from Bass and
colleagues’ four-dimensional model are the ethical and societal components of leadership.
Misusing and manipulating the loyalty and obedience of others is of course something that should
be avoided when practicing leadership, especially in healthcare where the overarching goal is to

work for the greater good. This brings us to the concepts of servant and ethical leadership.

It was Greenleaf (1977) who formulated and explained the concept of servant leadership theory.
This approach view leaders as servant to their followers, as Greenleaf asserts that the servant-
leader is a servant first. a servant leader puts the needs, well-being and welfare of the followers
first. Therefore, the main focus of servant leadership is to serve the interest of the followers first
(Yasir & Mohamad, 2016).

The concept of ethical leadership is relatively new compared to the other two. Brown et al. (2005)
defines ethical leadership as “the demonstration of normatively appropriate conduct through
personal actions and interpersonal relationships, and the promotion of such conduct to followers
through two-way communication, reinforcement, and decision making” (p. 120). These leaders
influence ethical conduct of their followers by encouraging ethical behavior (Trevifio et al., 2003).
Ethical leaders consider ethics in mind while making any decisions, and are likely to enforce
policies, procedures and practices that serve to uphold ethical behavior (Mayer et al., 2010). Thus,
ethical leaders seek to influence subordinates by managing their ethical behaviors and attitudes
(Brown and Trevifio, 2006).
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All three of these leadership styles have significant overlaps, however there are some distinctions.
Yukl (2010) identified the differences between servant leadership and ethical leadership. He
asserts that the main concern of servant leaders is to develop, empower and protect followers.
Whereas the main concern of ethical leaders is to act and make decisions ethically, including
rewarding ethical conduct and punishing or criticizing unethical conduct (i.e., employing

transactional leadership).

Transformational, Ethical and Servant leadership in the context of public health

Public health, by its nature, presents problems of large scale that cannot be solved by a single actor
or organization. As such, they require collaborations between multiple sectors which don’t always
have formal ties, nor a built-in hierarchy (Sun & Anderson, 2012). Meaning, employing
transactional leadership skills cannot suffice in order to achieve fruitful collaborations.

We can take two components of transformational leadership, “intellectual stimulation” and
“individual considerations” as examples and review how they are uniquely helpful in the context

of collaborative leadership:

Intellectual stimulation: When issues are shaped to resonate with the dominant logics of partner
organizations, there is a greater willingness for partners to engage in new learning without being
overly defensive. This forms the base for the integrative public leader to intellectually stimulate
others to question time-worn assumptions and to be creative in their problem-solving approach
(Ospina & Foldy, 2010).

Individual Consideration: This higher-order behavior helps partners in the multi-sector
collaboration to deal with changing economic, social, and political forces that may affect them.
Because transformational leaders are individually considerate, they are able to understand and thus
give due consideration and respect to the opinions and feelings of the diverse stakeholders in the
collaboration. They are able to intellectually craft compelling messages in different ways so as to

resonate with the valued identities of individual organizations (Jansen, Vera, & Crossan, 2009).

Another important contribution of transformational and servant leadership is in times of crisis.

transformational leadership has long been believed to be particularly effective during crises
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(Zhang, Jia & Gu, 2012), and collaborative contexts frequently involve crises, such as major
differences in views. This is also true on a macro level when we consider the COVID-19 pandemic.
Indeed, research on the topic has shown that transformational leadership had a positive effect on
work performance and innovation among health-center workers, and servant-leadership was
connected to reduced burn-out among nurses during the crisis (Suprapti et al., 2020; Ma et al.,
2021).
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Offered presentation — Lessons 2-3

Leadership Styles in health

Transformational, servant, and ethical leadership

Leadership Challenges in Healthcare
Macro:

* Crisis response: requires collaborations between multiple sectors that don’t have a
formal hierarchy (e.g., dealing with vaccine hesitancy)

* Budget constraints, measures taken to avoid deficits.
* Inequalities in access to healthcare
Meso:

* Beurocratic and hierarchical culture hindering interdisciplinary collaborations and
efficiency

* Emphasis on targets over care quality

Micro:

* Increasing dual clinician and manager and leadership roles

* Managers’ roles aren’t always clearly defined.

* High rates of burnout in healthcare workers, especially during COVID.
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Addressing the issues: Transactional vs.
Transformational Leadership

Transactional Leadership Transformational Leaderships

* Leadership is responsive * Leadership is proactive
*  Works within the organizational * Works to change the organizational culture by
culture implementing new ideas
* Employees achieve objectives * Employees achieve objectives through higher ideals and
through rewards and punishments moral values
set by leader * Motivates followers by encouraging them to put group
* Motivates followers by appealing to interests first
their own self interest * Individualized consideration: Each behaviour is directed to
* Management-by-exception: maintain each individual to express consideration and support.
the status quo; corrective actions to  * Intellectual stimulation: Promote creative and innovative
improve performance. ideas to solve problems.

The Four I's of transformational Leadership

* Idealized influence

Is the leader perceived as leader is perceived as ethical, confident, trustworthy,
idealistic and charismatic?

* Inspirational motivation

leadership behavior that motivates followers by portraying optimism, inspires
commitmentto a shared vision, and communicates high expectations

¢ Intellectual stimulation

comprises of critical thinking about solution of problems, and stimulating
creativity

¢ Individualized consideration

individualized consideration is identified by providing supportive climate for
individual development, growth and considering individual needs of follower
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Servant Leadership & Ethical Leadership

Servant Leadership:

Mainly deals with the way leaders conducts themselves with their
followers:

* Put the needs and well-being of the followers first and clarifying that
to followers (a goal in it of itself, not just to promote efficiency).

* see themselves as stewards of the organizations In which they work.

* Behaving Ethically: interacting honestly, openly and fairly with
followers.

Servant Leadership & Ethical Leadership

* Ethical Leadership:

“the demonstration of normatively appropriate conduct through personal
actions and interpersonal relationships, and the promotion of such
conduct to followers through two-way communication, reinforcement,

and decision making” (Brown et al., 2005)
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Relevance to aforementioned challenges

* Servant leadership and job satisfaction (Bennet & Hylton, 2020).

* Servant leadership and proactive behaviour in the public health
sector (Mostafa & Motalib).

* Transformational Leadership and public health center workers’
innovative behaviour during COVID (Suprapti et al., 2020).

* Transformational leadership and psychological well-being of
healthcare workers (Irshad, Majeed & Khattak, 2021).

* Ethical Leadership in nursing effects on satisfaction among both
nurses and patients (Barkhordarh-Sharifabad et al., 2018).
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Lesson 4: Conflict Resolution in Healthcare

In previous lessons we’ve discussed the importance of articulating a vision and inspiring followers.
Of course, any organization’s vision and mission need to be tied to the real world. A vision without
substance is pointless. In the journey for realizing a vision, conflicts between decision makers are
highly likely to arise, and resolving these conflicts effectively is an essential skill for the aspiring
leader. This chapter will briefly summarize (a) advantages and disadvantages of shared decision-
making; (b) main sources of conflict and obstacles to conflict resolution; (c) leadership styles of

dealing with conflict, and (d), a conflict resolution process as described by weeks (1992).

*This chapter is taken (edited) from Rowitz’s book “Public health leadership: Putting principles
into practice” chapter 21 (2014)

As you well know, the decision-making process does not occur in a vacuum and is usually a group
process (e.g., teams, coalitions). This is especially true in public health collaborations, where
power is shared. This is both a boon and a bane for the decision-making process. There are at least
3 advantages to shared decision-making: (a) each party brings to the table new information, a
diversity of experience, different professional credentials, and a different perspective. Second, a
group is likely to come up with more options than an individual. Third, a decision made in a group

is likely to receive more acceptance and legitimacy- it is a decision with a ready-made consensus.

There are also at least 3 disadvantages to shared decision making: First, the process can consume
a great amount of time where reaching a quick decision is often crucial. Second, a strong minority
will sometimes try to dominate the process and will sometimes succeed (conformity). Third, shared
decision making could also lead to distribution of responsibility: where no one feels responsible

for negative outcomes related to the decisions made.

Due to the multicultural nature of our society and the wide spectrum of political positions held by
policy makers, there will almost always be individuals who disagree with any position taken on an

issue. A disagreement can be both over the solution and/or over its implementation.
Major sources of conflict and obstacles to conflict resolution include the following:

1. Leaders asserting their authority and engage in a power struggle (in parliament for
example, this often leads to a gridlock).
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2.

Assignment of the wrong people to a team or task force can lead to conflict. It is
unfortunately common to see an executive appointed to a major task force either not attend
most of the meetings or send as a proxy someone without the power to make decisions.

Naturally arises in a meeting run by someone who lacks respect for the attendees,

communicates poorly, or hides the reason for the meeting.

Prerequisites for conflict resolution:

(@) Conflict resolution by a group requires that it be given full authority to resolve the conflict.

If the group doesn’t have adequate authority, it will spend fruitless hours discussing issues
that are beyond its power to do anything about.

(b) Effective interpersonal communication skills are crucial to conflict resolution (e.g., active

listening, conversational etiquette).

A preliminary step in resolving conflict is to select an appropriate strategy or style. Which

conflict resolution style is best depends on the nature of the conflict and the situation in which

it occurs. Rahim (1983) has mapped 5 styles that a leader might use to deal with conflict. These

are arranged by the degree of concern the leader shows for himself/herself and others.

1.

Integrating style: involves collecting pertinent facts as part of the conflict resolution
process. It is oriented towards finding an innovative solution that satisfies both parties. The
leader who uses this style exhibits a concern for both self and others.

Obliging style: typical of a leader who showed great concern for others but little concern
for self. The leader would tend to go along with whatever the other party to the conflict
wanted, perhaps out of a worry that he or she lacked the expertise necessary to resolve the
conflict in any other way.

Dominating style: diametrically opposed to no.2. the leader exhibits great concern for self
but little for others. The leader acts in an authoritarian manner and basically lays down
what the resolution is going to be.

Avoiding style: used by leaders who exhibit a low degree of concern for self and for others.
The goal is to protect the status quo, and the conflict avoiding leader stays in the
background and lets others deal with the conflict and its ramifications.

Compromising style: the middle of the road style. The compromising leader shows

average concern for self and others. Compromise involves reciprocity, which means that
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each party to the conflict gets something. Useful for resolving conflicts between partners,

as they are treated the way they expect to be treated- with equal respect.

Conflict resolution process

There are at least two sides to every conflict. Each party enters the conflict with agenda based

on personal, organizational or community concerns and values and possibly goals and

objectives. Emotions often get involved. Out of this mix, a consensus of some kind needs to

be forged. The steps toward reaching that consensus are outlined by Weeks (1992) who devised

a process for dealing with conflict. The steps are as follows:

1.

Create an effective atmosphere. (e.g., make sure that the times and locations of the
meetings are agreeable to everyone, a neutral place).

Clarify perceptions: the leader needs to determine whether the conflict is tied to personal,
organizational, community or professional concerns. Is the conflict related to values or
needs? Are goals and objectives driving the process? Finally, the leader must examine the
components of the conflict and develop strategies based on the analysis.

Focus on individual and shared needs: each party to the conflict identifies their personal
needs. The leader then helps the parties to identify needs that they share. The process of
looking at their needs often helps the parties to discover needs, values and perceptions they
unknowingly possess.

Build shared positive power. For power sharing to occur, the parties must come to share
a clear mission and vision, be willing to settle for realistic goals and objectives, and view
resolution of the conflict as in everyone’s best interest.

Lead to the future, then learn from the past. Requires the leader to evaluate how past
decisions influence the present conflict and prepare the way for a less conflictive future.
The parties need to be careful not to let past experiences get in the way of building a better
future.

Generate options. Parties identify and explore options for resolving the conflict. These
options can help the parties to see the issues more clearly and be less governed by previous
perspectvies. This requires the parties to be creative and analytic to examine the likely

consequences of various options. Dialogue can be very useful here (i.e, allowing each party
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to present their position and possible solutions to the conflict without interruption). Moving
into the discussion, the agenda of each party will be on the table.

7. Develop doables. Small actions that are easy to complete and which will improve the
relationship between the parties (building trust). Hopefully this will make them better able
to agree on a final resolution to the conflict.

8. Make mutually beneficial agreements. Must be realistic and mutually beneficial.
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Offered presentation — Lesson 4

Conflict Resolution In
healthcare

Shared Decision Making: a Boon and a Bane

* Decision making, especially in public health, does not occur in a
vacuum.

Advantages of shared decision making include:

* More diversity of information, experience, credentials and
perspectives.

* More solutions to choose from.
* Decisions have a “ready-made consensus”
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Shared Decision Making: a Boon and a Bane

Disadvantages of shared decision making:

* Time consuming where sometimes reaching a quick decision is
crucial.

* A minority might dominate the process (conformity)

* Distribution of responsibility

Common Sources of Conflict

* Leaders asserting their authority and engage in a power struggle (Think of a

gridlock in parliament)
* Assignment of the wrong people to a team or task force can lead to conflict

* Naturally arises in a meeting run by someone who lacks respect for the attendees,

communicates poorly, or hides the reason for the meeting.

» differences in ideologies and organizational objectives
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Prerequisites for conflict resolution

(a) Conflict resolution by a group requires that it be given full authority to resolve
the conflict. If the group doesn’t have adequate authority, it will spend fruitless
hours discussing issues that are beyond its power to do anything about.

(b) Effective interpersonal communication skills are crucial to conflict resolution

(e.g., active listening, conversational etiquette).

Dealing With Conflict

Rahim (1983) defined five styles a leader might use to handle conflict:

1. Integrating style: involves collecting pertinent facts as part of the conflict resolution
process. It is oriented towards finding an innovative solution that satisfies both parties. The

leader who uses this style exhibits a concern for both self and others.

2. Obliging style: typical of a leader who showed great concern for others but little concern
for self. The leader would tend to go along with whatever the other party to the conflict

wanted.
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Dealing With Conflict

* Dominating style: diametrically opposed the obliging style. the leader exhibits great
concern for self but little for others. The leader acts in an authoritarian manner and

basically lays down what the resolution is going to be.

* Avoiding style: used by leaders who exhibit a low degree of concern for self and for
others. The goal is to protect the status quo, and the conflict avoiding leader stays in the

background and lets others deal with the conflict and its ramifications.

* Compromising style: the middle of the road style. average concern for self and others.
Compromise means that each party to the conflict gets something. Useful for resolving
conflicts between partners, as they are treated the way they expect to be treated- with

equal respect.

Conflict Resolution Process

1. Create an effective atmosphere. (e.g., make sure that the times and locations of
the meetings are agreeable to everyone, a neutral place).

2. Clarify perceptions: the leader needs to determine whether the conflict is tied to
personal, organizational, community or professional concerns. Is the conflict

related to values or needs? Are goals and objectives driving the process?

3. Focus on individual and shared needs: each party to the conflict identifies their
personal needs. The leader then helps the parties to identify needs that they

share.
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Conflict Resolution Process

4. Build shared positive power. the parties must come to share a clear mission and
vision, be willing to settle for realistic goals and objectives, and view resolution of

the conflict as in everyone’s best interest.

5. Lead to the future, then learn from the past. Requires the leader to evaluate
how past decisions influence the present conflict and prepare the way for a less

conflictive future.

Conflict Resolution Process

6. Generate options. Parties identify and explore options for resolving the conflict.
Requires creativity and analytical skills to examine the likely consequences of

various options. Dialogue can be very useful here

7. Develop doables. Small actions that are easy to complete and which will improve

the relationship between the parties (building trust).

8. Make mutually beneficial agreements. Must be realistic and mutually

beneficial.
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Exercise

* “Purpose: to recognize the causes of conflict and how to resolve the conflicts.

* Procedures: the class should break into groups of 8-10 members. First, each
group member offers one word in reaction to the term “conflict”. The words
are put on a large sheet of paper and discussed by the group. The group then
divides into two subgroups, one of which assumes the role of a team from
the local health department, the second of which assumes the role of a
management team from a local health maintenance organization (HMO). The
HMO wants to build a major new medical center on land owned by the city,
but the public health department wants the land for a new substance abuse
clinic. Each team explains its position, and together they try to resolve the
conflict between them.”- Rowitz, 2014, p.547
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Lesson 5: Ethical Decision-making in health

The weight and impacts of decisions made by healthcare organizations often carry with them moral
implications that should be considered. This makes ethics, sometimes referred to as the science of
morality, central to their decision-making processes (Peer & Rakich, 1999). The goal of this
chapter is to introduce students to the ethical aspects of decision-making in healthcare

organizations, from both a bioethical and a public health perspective.

In the field of philosophy, ethics is a branch that deals with understanding and justifying different
approaches to morality. Ethics provides a compass to human behaviour at both the personal and
the professional level. Fittingly, Brown defined ethics as "a process of deciding what should be
done™ (Brown, 1990). Of course, since ethics is rooted in personal beliefs and values, establishing
ethical principles often leads to disagreements regarding their importance and how they should be

applied.

That being said, ethics can and should be applied to both management and leadership in healthcare.
Applied ethics involves the integration of normative ethical principles. It provides a strategy for
fostering professional responsibility by focusing on the stimulation of moral imagination,
recognition of ethical issues, development of analytical skills, promotion of a sense of moral
responsibility, and the tolerance and resolution of disagreement (Peer & Rakich, 1999).

Leaders in healthcare should be familiar with the field of bioethics, and with its subfield of public

health ethics, as the two offer different points of focus in their application. Bioethics is the study
of ethical issues emerging from advances in medicine, biology and technology. It was first
conceptualized as a bridge between two cultures: sciences and the humanities, and it posits that
"ethical values cannot be separated from biological facts" (Potter, 1971). Its application is usually
focused on decisions regarding the individual in healthcare, such as informed consent, decisions
affecting resource allocation, experimentation, death and dying, abortions etc. (Peer & Rakich,
1999; Lee, 2017).

Public health ethics is a newer field, coming into its own in the early 2000s. Initially the field
borrowed heavily from the principle-based approach of clinical ethics, but added a clear focus on
justice—social justice and distributive justice—and on public beneficence— doing good for the
community (Lee, 2017). Applied ethics in public health are often manifested as dillemas between
principles of individual autonomy and the common good (Davidovitch, Levin & Rashfon, 2009).
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One prominent example of such a dilemma can be seen in the different restrictions and vaccination
strategies for combatting COVID-19. A challenge facing public health leaders is how to promote
community health with minimal breaches of bodily autonomy and privacy, that is by increasing

compliance rather than relying on coercion.

Furthermore, public health interventions sometimes unintentionally generate social inequalities
on a socio-economic basis. Such interventions are often media campaigns or workplace smoking
bans that are of greater benefit to advantaged groups compared to disadvantaged groups (Lorenc
et al.,, 2013). These unintentional consequences highlight the importance of developing
interventions with these ethical considerations in mind, and working to mitigate inequalities (Bast
etal., 2021).
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Offered presentation — Lesson 5

Ethical Decision-Making

What is ethics?

* The philosophical discipline that seeks to understand different

approaches to morality.

* Studies the nature and justification of moral principles, decisions, and

problems.

* Provides guidance to human behaviour at both the personal and the

professional levels.
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Bioethics

* the study of ethical issues emerging from advances in medicine,
biology and technology (e.g., ethical implications of CRISPR,
euthansia, etc.)

* Attempts to bridge between the sciences and the humanities: “ethical
values cannot be separated from biological facts" (Potter, 1971)

* Its application focuses more on curative clinical practice in the context
of individuals. For example decisions affecting resource allocation,
death and dying, experimentation ethics, etc.

Public Health Ethics

* Focuses on the public, the good of the community (e.g., addressing
inequalities)

* How to implement a national or local vaccination strategy?

* Sometimes public health interventions have unintended

consequences: such as generating inequalities (as in reduced smoking

rates mostly in advantaged groups.
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Ethical dilemmas

* Ethical dilemmas are faced at the macro, meso and micro levels.
The conditions to ethical dilemmas according to Hiller (1986):
(a) “A real choice must exist between possible courses of action “

(b) "each possible action or its consequences must hold a significantly
different value and the manager must be able to distinguish between
ethics and values and to acknowledge that personal values often

affect decisions”

Ethical Dilemmas

* The real dilemma occurs when a resolution has conflicting effects on
the various constituencies; it is then that the manager must rely most
on the ethical foundations for decision making and the organizational

philosophy (Price 1992).
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An evaluation questionnaire (Transformational leadership).

Recommended to hand out at the beginning and at the end of the course.
Clark, D. R. (2011). Transformational Leadership Survey

1. 1 go out of the way to make others feel good to be around me.
2. | help others with their self-development.
3. I help others to understand my visions using tools, such as images, stories, and models. 4. |
ensure others get recognition and/or rewards when they achieve difficult or complex goals.
5. | let others work in the manner that they want.
6. | get things done.
7. | have an ever-expanding network of people who trust and rely upon me.
8. I provide challenges for my team members to help them grow.
9. | use simple words, images, and symbols to convey to others what we should or could be
doing.
10. I manage others by setting standards that we agree on.
11. I rarely give direction or guidance to others if | sense they can achieve their goal.
12. | consistently provide coaching and feedback so that my team members know how they are
doing. 13. People listen to my ideas and concerns not out of fear, but because of my skills,
knowledge, and personality.
14. | provide an empathic shoulder when others need help.
15. I help others with new ways of looking at new and complex ideas or concepts.
16. 1 ensure poor performance gets corrected.
17. As long as things are going smoothly, | am satisfied.
18. I monitor all projects that | am in charge of to ensure the team meets it goal.
e Charisma (questions 1, 7, 13)
e Social (questions 2, 8, 14)
e Transactional (questions 4, 10, 16)
e Delegation (questions 5, 11, 17)
e Execution (questions 6, 12, 18)
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Chapter 11: PBL

Problem-Based Learning (PBL) as an instructional approach

A part of this course is designed for a different style of teaching than the lecture based, teacher-
centered approach most of us are used to in academia. This short chapter aims to answer 3
questions: 1. What is PBL? 2. Why should we use PBL in a leadership in health course? And 3.
What strategies should the teacher (facilitator) employ to promote effective learning?

Beginning with the first question, PBL is a type of experiential learning approach. It is an
instructional (and curricular) learner-centered approach that encourages learners to conduct
research, integrate theory and practice, and apply knowledge and skills to develop a viable solution
to a defined problem. An integral part of the approach is the selection of ill-structured problems
(often interdisciplinary) and a facilitator who guides the learning process and conducts a thorough
debriefing at the conclusion of the learning experience (Savery, 2015). It is set apart from other
similar experiential learning methods (like the Inquiry-based approach) by the role of the
facilitator. That is, in a PBL approach, the tutor supports the process and asks questions, but they

do not provide information related to the problem- that is the responsibility of the learners.

PBL has been described as organized around the investigation and resolution of messy, real-world
problems, that don’t have a single correct answer (Hmelo-Silver, 2004). The key learning
principles behind the PBL process are that it is (1) constructive, in that it emphasizes learning as
an active process where students are stimulated towards activation of prior knowledge and
elaborations on the topic, thus effectively constructing or reconstructing their knowledge
networks; (2) self-directed, in that learners play an active role in planning, monitoring (including
both cognitive and motivational self-regulation) and evaluating the learning process; (3)
collaborative, In that learners should be stimulated to interact with each other because these
interactions may positively influence learning; and (4) Contextual, in that learners are exposed to
the problem in a professionally relevant context and from multiple perspectives, as this stimulates

transfer of knowledge (Dolmans et al., 2005).

In line with those principles, students are to work in collaborative groups to identify what they
need to learn in order to solve a problem, engage in self-directed learning, apply their new

knowledge to the problem, and reflect on what they learned, and the effectiveness of the strategies

40




employed. Literature reviews of PBL tend to converge around the following learning outcomes:
(@) an extensive yet flexible base of knowledge, (b) problem-solving skills, (c) self-directed
learning (SDL) skills, (d) intrinsic motivation to learn, and (e) collaboration skills (Hmelo-Silver,
2004; Loyens et al., 2012; Loyens, Magda, & Rikers, 2008).

Now that we understand what the PBL approach is, we can move on to the second point: its
effectiveness in leadership development. Among the key leadership development trends recently
identified for Human resources development practitioners is the use of experience-based programs
(Ardichvili et al., 2016). Experiential leadership development initiatives are cited as an essential
part of leadership development (Allio, 2005; Amagoh, 2009; Dalakoura, 2010), and they seem to
be particularly well suited for developing the complex skills required of leaders (Hezlett, 2016).
That is, dealing with ill-structured problems that have multiple solutions better emulates the
challenges that managers and leaders in healthcare face. Furthermore, overuse of conventional
didactic methods such as lecturing and teacher-centered instruction consistently tops critics’ lists
of reasons why institutions have failed to develop the teamwork, leadership, and problem-solving
skills necessary for managers to be successful in the 21st century (Scott, 2017).

Applied to leadership development, PBL has been described as a powerful approach to
simultaneously teach transferable critical thinking skills and domain-specific content, allowing
learners to achieve both the cognitive and behavioral development necessary to solve complex
problems (Scott, 2017). Furthermore, it may be an effective technique for developing tacit
knowledge, or knowledge that is difficult to explain to others, derived from experience, and
associated with higher levels of job performance (Armstrong & Mahmud, 2008).

Asking the students to define the problem, generate hypotheses, identify knowledge gaps and,
research them and seeks solutions is the formal structure of PBL. However, if the facilitator
shouldn’t provide information regarding the problem, what exactly is it that they should do? To
answer this question, we’ll draw upon Hmelo-Silver & Barrows (2006) analysis of the goals and
strategies of the PBL facilitator. In general, the facilitator is always looking for moments in which
he or she can use any of a variety of strategies to (1) keep the process going with all students
involved, moving in productive directions, (2) help make students’ understanding and thinking
transparent, and (3) guide them towards the curriculum’s educational goals. These strategies are

not scripted in advance but are rooted in the students’ discussions while keeping the overall goals
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in mind. Below is a list of some of the strategies Barrows used in a PBL program for medical
education, with brief explanations. It is important to note that this summary is by no means an

exhaustive review of these strategies, and the reader is encouraged to read the full text.

1. Pushing for explanations: when a student raises an idea in the group, the facilitator should strive

to make their thinking process apparent by asking them to explain their idea, or to define the terms
that they used when expressing that idea. Ideas and answers, even when flawed, can evoke thinking
in the rest of the group as well as provide a window for the facilitator into the current understanding
of the student, so as to help him/her with guiding questions. More importantly, asking the student
to clearly define the building blocks of their idea helps them realize the limits of their own
understanding.

2. Revoicing: essentially restating what the students have said. This is a useful tool when
hypotheses or ideas come fragmented or vaguely phrased (e.g. different students contributing to
the same idea). It can also be useful in navigating the discussion and giving attention to some ideas
over others (can keep important ideas in the discussion and legitimize the voices of low-status

learners in the group).

3. Generating hypotheses: encouraging students to generate hypotheses can help students focus

their inquiry and become aware of the limitations of their knowledge. This is important for
promoting self-directed learning as well as keeping the process moving along. It can help prevent

students from engaging in unfocused data collection.

As for a protocol for the PBL process itself, we’ll draw on a case study by (Stankunas et al.,
2016) where a PBL healthcare management training course was implemented. The learning

process is outlined in figure 1 (taken from Stankunas et al., 2016)
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Presentation of a Problem
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1. Clarify unclear terms
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new information
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' 2. Define the problem:
5. Formulate learning goals What exactly needs
explaining?

T ]

. 3. Problem analysis:
4. Problem analysis: arrange the ST

. . produce as many ideas as
ideas systematically and analyze .

. . - possible
them

In their study, the following schedule was repeated each day. In our course they will be performed

over 3 lessons. An outline of the schedule is presented below:

1. Supporting lecture on the topic.

2. Pre-discussion session: analyzing the PBL case (first 5 steps- ends with identification of 2-
3 goals).

3. Self-study/group work time (no strict instructions).

4. Post discussion to sum up learning results and previous discussions.

* Each pre- and post-discussion session had a chair and note-taker selected from among the group

of students. All steps are supervised by the facilitator.
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Case study: Vaccine hesitancy
Vaccines are an essential tool in disease prevention, as they have been responsible the for the
eradication or drastically reduced mortality rate of various infectious deadly diseases (e.g.,

smallpox, measles, and polio; Greenwood, 2014). However, In some regions where vaccinations

are readily available and accessible, certain groups are slow to accept or outright refuse vaccination

due to various concerns. This has resulted in difficulty controlling new diseases (such as COVID-

19) and in reversing decades of progress towards elimination of diseases like measles in many
countries (Gardner et al., 2020). This phenomenon, known as Vaccine hesitancy, is therefore one

of the greatest challenges facing public health leaders today (MacDonald, 2015).

In the distant past, one way of dealing with vaccine hesitancy was to make them mandatory, as
was the case in the UK’s 1871 Vaccination Act (Allen & Fitzpatrick, 2007). Since coercive
methods like these are both morally controversial and may propel vaccine-hesitancy sentiments, a
more sensitive method that promotes cooperation is required. In order to come up with specific

solutions, we must start by exploring the known determinants of vaccine hesitancy.

First, it’s important to note that vaccine hesitancy is vaccine and context specific. That is, the
degree of vaccine hesitancy in a community depends on various factors (e.g., the vaccine itself,
community characteristics, perception of policy-makers motivations etc.; MacDonald, 2015).
According to the 3 C’s model, developed by the WHO, the three components determining an
individual’s vaccine hesitancy are Confidence, Complacency, and Convenience (MacDonald,
2015; Gerretsen et al, 2021).

Confidence refers to the perceived safety and effectiveness of the vaccine and the system
recommending and providing it. Complacency exists when perceived risks of the vaccine-
preventable disease are low, vaccination isn’t believed to be necessary, and when possible,
consequences are believed to outweigh the benefits. Immunization programme success may,
paradoxically, result in complacency, as individuals weigh risks of vaccination with a particular
vaccine against risks of the disease the vaccine prevents, which is no longer common.
Convenience refers to the the quality of service (real or perceived) and the degree to which
vaccination services are delivered at a time and place and in a cultural context that is convenient,
comfortable, and affordable (MacDonald, 2015).
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These 3 individual components are of course influenced by a variety of larger factors, such as:
communication of vaccine-related policies by authorities, media environment and misinformation,
historical influences, religion, mode of administration, education, vaccination schedule and others
(Macdonald, 2015; Truong et al., 2022).

Exercise:

Each group, consisting of 5-6 students chooses a vaccine to investigate (e.g., COVID, MMR, Polio,

Influenza etc.)
The final product should be a 20-30 minutes long presentation that includes:

1. Presenting the subject (each group and their vaccine).

2. Policy abroad

3. The issue of vaccine hesitancy in the context of the specific vaccine, what are the vaccine
characteristics that result in hesitancy.

4. lsraeli and worldwide vaccine coverage.

5. Characteristics of vaccine-hesitant group (what communities are they from)

6. Offer at least 3 ideas for combatting the issue. For each idea the group should analyze

advantages, disadvantages, and applicability.
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Chapter I11: Simulation

What is a simulation?

A simulation is a tool which allows participants to experience reality-like situations in a controlled,
safe environment, in order to improve professional and personal skills through practice, reflection
and feedback (Eizenhammer, 2014). It combines theoretical knowledge and practical experience
in a variety of fields, such as: health sciences, educations, management, leadership, flight etc. In
health sciences the simulation facilitates the practice of a variety of skills like clinical skills,
therapeutic procedures, time management, teamwork and decision making under pressure (Lane,
Slavin & Ziv, 2001). Additionally, healthcare workers operate in a professionally and culturally
diverse environment, and thus must have high social awareness. For this purpose, simulation of
cultural pluralism practices can strengthen egalitarian and inclusive behavior. Moreover, it allows
to simulate conflictual situations and thus hone communication skills and effective ways of

managing conflict.

The simulation is based on The Experimental Learning Cycle, according to which learners should
be faced with a direct experiential encounter with a meaningful phenomenon, the interrogation of
which requires reflective observation stemming from related knowledge and experience (Kolb,
1984). The simulation-based experiential learning process includes four different steps that repeat
themselves in a circular motion: concrete experience in which the individual performs a task and
handles a challenge, observation of the experience and reflection, construction of new perceptions
and ideas, application through the acquired insights and experiencing a new scenario. That is,
learners must link the theoretical knowledge they acquired and the practice they experienced, while
employing reflective processes. The reflection, which is done as part of the debriefing, helps in
raising awareness of the existence of varying courses of action through group reflective

observation in the simulation workshop.

Facilitation

A successful simulation begins with proper facilitation. A simulation is an engineered situation,
therefore the scenario’s flow and the extent to which the simulation objectives are achieved hinge
largely on the facilitator’s skill (Franklin et al., 2013). The facilitation is comprised of three
aspects: pre-scenario, within-scenario and post-scenario. In the pre-scenario phase, the facilitator

must know the primary and secondary objectives of the scenario and create a scenario that is as
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realistic as possible. Therefore, it is crucial to phrase the scenario and participants’ roles clearly.
The scenario should then be allowed to proceed uninterrupted, and the facilitator should observe

the group dynamics carefully. After the scenario the facilitator should perform the debriefing.

Debriefing

The debriefing is an integral and crucial part of the simulation (Kolbe et al., 2015). It is one of the
most important components that contribute to simulation-based learning (McGaghie et al., 2010),
and is usually based on reflective watching of the experience as it was recorded on video. It is a
learning mechanism which allows for (a) venting emotions that arose from the experience; (b)
exposure to challenges and successes and discussing them as part of the professionalization
process, and (c) analyzing the situation and performing a personal and group reflection (Levett-
Jones & Lapkin, 2014). The debriefing deals with the process rather than the result and is designed
to identify strong and weak points of the participants’ conduct while addressing both overt and
covert aspects of their behavior. The overarching goal of the debriefing is to help participants
understand, learn and apply insights from the simulation experience (rather than focusing on
mistakes), in order to change their future behaviors according to the learning objectives. Upon
completion of the debriefing, the facilitator summarizes the lessons learned, to imbue the learners
with the feeling of achieving practical and useful information. The facilitator should ensure that
the debriefing is conducted in an enabling, respectful, non-judgmental way, and that he provides
feedback to the learners. There are many models for preforming a debriefing. The two leading
models are the Structured and supported Debriefing Model, and the Debriefing with Good

Judgment Model (Bowe et al., 2017). Below is a brief overview of the models:

The Structured and Supported Debriefing Model (O’Donnell et al., 2009):

The acronym of the structured section are GAS (Gather, Analyze, Summarize). Gather- The
purpose of this stage is to gather information which will be used for the later stages. At the
beginning of this stage, participants are invited to share their thoughts and concerns regarding the
simulation. The facilitator should use open ended questions such as: “what are your thoughts?” or
“how did that make you feel?” to create an open dialogue and investigate the most relevant topics
for the participants. Additionally, the facilitator can begin to identify perception gaps in
performance. Perception gaps refer to the dissonance between participants’ perceptions of their

own performance compared to the facilitator’s perception of it. The Gathering stage should take
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around 25% of the total debriefing time. Analyze- in most cases, 2 or 3 learning objectives provide
the focal point for topics to be discussed during the analysis stage. The purpose of the analysis
stage is to encourage reflection among the participants and promote self-discovery. The analysis
stage draws from the information gathered in the previous stage and guides the participants to
reflect and progress through their skill set. The analysis stage should take around 50% of the total
debriefing time. Summarize- the purpose of this stage is to guarantee a clear understanding of the
most important points. It is recommended that the facilitator makes the transition to this stage clear.
For instance, “I think we had a fantastic discussion, let’s talk about the main points we can take
away from this simulation”. In this model the summary stage iS organized around Plus-Delta
technique. Plus-Delta is a model which focuses on effective actions or behaviors (+) and behaviors
and actions where there is room for improvement (A). During the summary stage, the participants
will be asked to provide 2 positive aspects of performance and 2 aspects that they will change the
next time they encounter a similar scenario. The summary stage should take the remaining 25% of

the total debriefing time.

Debriefing with Good Judgment Model (Rudolph et al., 2006)

This model is characterized by 4 key principles: (1) defining clear learning goals prior to the
simulation, (2) defining clear expectations for the session, (3) approaching the learners with
genuine curiosity and feedback while resisting the urge to “correct” them, and (4)- dividing the
debriefing session into 3 stages: responses, analysis and summary. Responses- this stage is an
opportunity to clear the air following an emotionally loaded and stressful experience. The stage
begins with questions like “how did it feel?” so as to hear preliminary reactions, corroborate
emotional responses and note potential goals created by the learner for the debriefing session. The
responses stage is comprised of feelings and facts. Analysis- the analysis stage allows the facilitator
and learners to work together in order to observe the gaps between the desired performance and
actual performance, to provide feedback on these gaps and work towards closing them through
discussion and didactics. The performance gaps won’t be uniform among a group of learners and
won’t be perceived equally by each learner. The analysis stage provides an opportunity to reach
cohesion in content and in the extent of the gaps, so they can be efficiently solved for each learner.
Questions like “I noticed that...” or “I’m happy/concerned about...” may be used, followed by

concrete examples of what the facilitator had watched. Afterwards, an open-ended question
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(inquiry) to understand the perspective or frame of reference of the learner, like “what were you
thinking about at the time?” or “how did you see it?” Summary- the summary stage is the
facilitator’s opportunity to encourage learners to share insights to take away from the session. That
iS, the main lessons they intend to use. It allows learners to process and fully review what they

plan on taking away from this experience, with the hope that they will also apply it in practice.

Simulation based learning- developing leadership in health

In order to build leadership skills, simulations that allow for experiential learning and immediate
feedback are required. Simulations that develop leadership skills are applied around the world in
all health professions and through all career stages and have been proven effective in developing
leadership and management skills (e.g., Adams et al., 2010; Cooper et al., 2011; Fernandez et al.,
2020; Labrague, 2021). The underlying assumption at the heart of developing the current
simulation in the setting of a public health leadership course is that collective involvement of the
participants in a reality-like situation which contains a leadership dilemma, will illustrate basic
concepts of teamwork and decision-making, and act as a steppingstone to the learners for
examining their leadership and management skills (Johnson, Huang & Shepherd, 2021).

Goals of the simulation experience in the present course

e Promoting skills in a complex environment and creating collaborations with organizations
outside the health system.

e Improving cultural competence.

e Improving conflict management skills.

e Strengthening teamwork and mobilizing a multi-professional team while leading by
example.

e Developing an ethical decision-making ability, through persuasion and reaching
consensus.

e Developing skills of conveying messages in a convincing fashion, including to the press.
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Scenario 1- Leadership in a complex environment

All following scenarios open with a general overview and definition of the learning objectives.
Next, there are detailed descriptions of the case, participants, and each participant’s role. After
which there are reference points in the debriefing based on the different stages of the scenario, and
finally an evaluation questionnaire to be filled by the participants on the simulation. It is important
to note that all scenarios and roles are designed for all genders, and he/his pronouns were used for

clarity and convenience purposes only.

Figure 1: a general overview of the simulation “leadership in a complex environment”

Simulation title Leadership in a complex environment
Simulation Dr. Keren Dopelt

developer

Estimated time: 20 min

Estimated 40 min (20 without watching the video footage)
debriefing time

Target group: Students in the leadership in health course

Core: developing leadership skills
1. Leading a coalition of parties outside the health system to promote change
2. Creating a vision and a plan for action
3. Creating a plan for removing barriers identified by the team

Learning outcomes: students who complete the scenario will demonstrate an ability to use
leadership skills to form a coalition and mobilize stakeholders from different fields to action.

Specific learning objectives:
1. To advance processes in a complex environment
To create collaborations with parties outside of the health system
To develop a vision and relay it to stakeholders
To define barriers
Planning how to overcome barriers. Thinking outside the box
Managing a team
Managing conflicts.

No ko

Prior to the simulation:

Each participant will read the scenario carefully and realize their specific role.

Each participant will sign an informed consent form for recording the session for learning
purposes.
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Figure 2: Scenario, participants, and roles descriptions

a) Case abstract

In the city of Be’er Sheva the vaccination rate of children ages 5-12 against COVID-19 is
around 24%, whereas the national goal was set to 75%. One of the main components of the
lack of adherence to children’s vaccination against COVID is distrust in the health system and
parental concern over side effects.

The largest HMO in the city did not designate enough facilities, flexible hours and manpower
for the vaccination operation. The HMO turned to the municipality in a request to vaccinate in
the community centers spread across the city, and the municipality is taking its time with
responding. COVID incidence among children is rising, and the mission to increase
vaccination rates is of great national importance.

b) Main context

The minister of health is expressing his concern to the COVID project manager given the high
incidence rates and low vaccination rate in the city. The project manager convenes a
multidisciplinary team for a discussion on what he views as a national responsibility, as well
as on the barriers that prevent parents from vaccinating their children.

c) the team participating in the scenario

Negev regional HMO Head of the city’s parental COVID tsar (COVID national
manager committee. coordinator)
Director of education The mayor

d) The environment

Mayor’s office

e) Required equipment

A quite room Cameras Microphones

A table circled by chairs A recording program

f) description of the participating characters

COVID national coordinator- a doctor with a rich history in administrative roles, including
hospital administration. Has been in office for about a year and is determined to prove himself
so he could get to a more senior position within the ministry of health. He is Assertive and
extreme in his positions regarding children’s vaccination. In his opinion, parents should be
forced to vaccinate their kids. He is under tremendous pressure in the wake of a new wave of
COVID which he is trying to prevent through encouraging vaccinations. The prime minister
and minister of health are urging him to increase vaccination rates and lower incidence rates
without imposing further restrictions on the population. The project manager is the one who
initiated the meeting and is leading the discussion. His goal is to plan an intervention program
that will incorporate all parties in order to increase vaccination rates.

The mayor- In his 40’s, father of 2 vaccinated children. He takes the side of the project
manager on the issue of raising the vaccination rates, not through coercion, but rather
through soft interventions, advocacy, and persuasion. He refuses to allocate community
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centers as vaccination centers for the HMO. From his perspective it is a hang-out place for
children, and he doesn’t wish to see it turned into a medical facility. He is angry at the
district manager who pressures him to authorize this. He wants to raise vaccination rates in
the city, but also to look after citizens’ welfare and to appease them, meaning not turning
urban recreational facilities into vaccination facilities. He thinks the HMO can put in more
effort and allocate its own facilities for this purpose. He also wishes to issue a press release
on the planned intervention program after the meeting.

Head of the city’s parental committee- approaching age 40, an energetic high-tech man,
highly intelligent and difficult to persuade. Father of 3 three children ages 6, 9 and 12. All of
whom study in the education system. He and his wife were vaccinated, but they are hesitant
to vaccinate their children. He is dealing with many inquiries of parents regarding the
vaccines. He is angry at the project manager for his intent to force parents to vaccinate their
kids and asks pediatric doctors to explain the side effects to the parents, so as to alleviate
their concerns.

Director of education- 55 years old. He has a PhD in education. Father of adults. Seeks to
create a climate of transparency, involvement, and partnership with all parties for the good
of the children. Interested in open dialogue with the students, parents, and pedagogical staff.
He believes it is important to act with sensitivity and to develop a feeling of solidarity
among the parents who are concerned about vaccinating their kids. He is also interested in
coming up with solutions for immune suppressant students and staff. He is against
pedagogical staff giving information on the vaccines and insists that this is job is the health
system’s only. Isn’t interested in vaccination knowledge translation to parents or kids on
school grounds.

Negev regional HMO manager- a medical doctor, has been in office for 4 years. Has
experience in a variety of managerial positions in the southern district of the HMO. He is
under a huge workload and is going around the different cities to try and convince people to
get vaccinated. Due to the shortage of HMO facilities and the difficulty to allocate rooms for
the vaccines he turned to the mayor in a request to allocate designated rooms in local
community centers. The mayor refused which created tension between the two. He is angry
at the mayor and is trying to convince the rest of the team members to help him get an
authorization to vaccinate in community centers.

Debriefing:

The debriefing will be done immediately upon completing the simulation (with no intermission).
It is vital to conduct the debriefing in a reflective manner, while addressing the skills that the
simulation attempted to develop. For instance, “As COVID project manager you said that...

what was the purpose of this statement? Did it promote the discussion in your opinion? Did it
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lead to cooperation, or did it lead to the opposite goal? What could have been done differently to

further the mutual goal?” etc.

Figure 3: points of reference in the debriefing based on the different stages

Points of reference

stage

Mutual listening, patience, ability to analyze the barriers. The
facilitator should pay attention: did everyone express their
opinion in the discussion? Were participants interrupting each
other? Were barriers addressed?

The project manager
convenes the meeting in the
mayor’s office to discuss
barriers to vaccination in the
city.

Ability to lead/participate in a discussion, thinking outside the
box, getting the team to cooperate.

The facilitator should pay attention: did the team members
listen to each other? Has there been cooperation between team
members or did each of them only represent their own side
without open mindedness and flexibility? Did the team
members try to find creative solutions to barriers?

Overcoming the barriers and
developing strategies to
increase vaccination rates

Leadership, teamwork, ability to manage and solve conflicts,
reaching consensus. The facilitator should pay attention: what
were the main barriers that created conflicts? How long did it
take to reach consensus? What caused a change and reaching
consensus? And finally: take an idea of one of the participants,
was it a compromise or a new idea?

Developing an intervention
program that includes all
parties

Scenario end:

Ability to convey messages, ability to draft a press release.
The facilitator should pay attention: was the message agreed
upon? Was the team able to convey the message they wanted
and draft a short press release?

Drafting a press release on
the planned program for the
city

Evaluation

It is recommended to give the participants an evaluation questionnaire so that we could learn which
objectives were achieved and where there is room for improvement.
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Figure 4: scenario evaluation questionnaire for the participants

Demographic questions

1.

2
3.
4

What is your position at work?

. What was your role in the simulation?

How old are you?
Have you participated in simulations before? If so, please state when, where, and what
the goal of the simulation was.

Open-ended questions

1.
2.
3.

©oN Rk

How did the experience feel to you?

Did you have the knowledge and abilities to achieve the scenario’s learning objectives?
What gaps did you identify in your set of knowledge and/or the preparation for the
simulation?

What relevant information was missing in the scenario that affected your performance?
How did you overcome the knowledge gap? Did it happen in a short period of time?
What did you take away from the simulation experience?

What strengths or weaknesses of yours were you able to identify?

What did you enjoy the most in the simulation?

What did you enjoy the least in the simulation?

. Will the participation in the simulation help you when encountering similar situations

in the future?

Closed questions (Likert Scale, 1-5 from not at all to very much)

1.

w N

N o ok

© o

How satisfied were you from the conditions under which the simulation was
performed? (room, equipment etc.)

How confident did you feel having the discussion?

How confident did you feel in your ability to identify issues that require leadership and
in your own leadership ability?

To what extent did you feel that the discussion was run in a respectful manner?

To what extent did you feel that you are furthering the team’s dynamics?

To what extent did you feel able to influence the others?

To what extent did you feel that you could have been a role model in your professional
behavior?

To what extent did you feel able to defend the decision and draft a press release?

How satisfied were you from the results and the conveyed message?
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Scenario I1- Decision making and dealing with ethical dilemmas

Figure 5: a general overview of the simulation “decision making and dealing with ethical

dilemmas
Simulation Title Decision making and dealing with ethical dilemmas
Simulation developer Dr. Keren Dopelt
Estimated time: 20 min
Estimated debriefing time: 40 min (20 if not watching the video footage)
Target group: Students in the leadership in health course
Core: developing leadership skills
1. Decision making under pressure
2. Dealing with ethical dilemmas
3. Dealing with objections

Learning outcomes: students who complete the scenario will demonstrate the ability to use
leadership skills to make decisions under pressure, deal with ethical dilemmas and objections.

Concrete learning objectives:

1.
2.
3.

Ability to make decisions (sometimes “unpopular’’) under pressure

Dealing with objections from within and from outside of the health system

Having a discussion about ethical dilemmas, advantages, disadvantages and
alternatives.

Managing conflicts while defending the decision and conveying it outwards through
the press.

Prior to the simulation:

Each participant will read the scenario carefully and realize their specific role.

Each participant will sign an informed consent form for recording the session for learning
purposes.

Figure 6: Scenario, participants, and roles descriptions

a) Case abstract

The state of Israel, like the rest of the countries in the world, is combating the corona virus. At
the beginning of the month a new variant has been discovered in Africa, a deadly and
contagious one. The variant has leaked to the country of Israel through Israelis who stayed in
Africa, contracted the variant and brought it into the country. More Israelis, some vaccinated
and some unvaccinated, were found to be carriers of the new variant. In light of the experience
with the delta variant, which is also very contagious and caused the outbreak of a fourth wave
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(after there have been nearly no new cases in the country), there is a concern that the new
variant will cause a fifth wave outbreak of corona incidence.

b) Main context

In light of previous experience and the concerns over a fifth wave outbreak, and due to the fact
that the new variant is deadly and contagious, and it is unclear whether it is resistant to the
vaccine, the minister of health has convened different parties to discuss ways of preventing
further spread of the variant.

c) the team participating in the scenario

Corona National coordinator | Head of public health Minister of health
Services
Minister of defense Minister of finance

d) The environment

Minister of health’s office

e) Required equipment

Microphones Cameras A quite room

A table circled by chairs A recording program

f) description of the participating characters

Minister of health- in his 50’s. has been appointed to be minister of health about half a year
ago as part of the forming of a new government. He stands at the head of a radical left-wing
party that advocates for guarding individual rights. It is important to him to raise vaccination
rates. He encourages communication and actively advocates for the importance of the
vaccines, and like any public figure he is very concerned with public relations around the
issue. Thus, he is trying to produce an image of persuasion and advocacy rather than coercion.
He realizes that the African variant may be lethal and highly contagious. Therefore he is
supporting the stance of the head of public health services, according to which the spread of
the variant must be contained so that we can try and avoid a fifth wave, which may lead to
further strain on the health system and its already burned out staff. However, since he stands at
the head of a party that advocates for individual rights, he is uncomfortable with the idea of
cellphone tracking of the variant’s carriers by the GSS (General security service, Israel’s
equivalent of the FBI). The minister of health is the one who initiated the meeting and is
leading the discussion. He must decide on this issue, that is between individual rights on the
one hand, and guarding the public’s health and keeping the health system from collapse on the
other. Meanwhile it is well-known that he adamantly opposed cell-phone tracking for the same
purpose when the previous government was using it.

COVID national coordinator- a doctor with a rich history in administrative roles, including
hospital administration. Has been in office for about a year and is determined to prove himself
so he could get to a more senior position within the ministry of health. He is Assertive and
extreme in his positions regarding children’s vaccination. In his opinion, parents should be
forced to vaccinate their kids. He is under tremendous pressure in the wake of a new wave of
COVID, especially upon the appearance of the African variant in the country. He is an
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enthusiastic supporter of cell-phone tracking by the GSS in order to eradicate the plague, and
from his point of view, the ends justify the means.

Head of public health services- a doctor, in his 40’s, entered office two years ago during the
pandemic and is fighting to end it. He is assertive and interviews a lot for the media. He is
dealing with harsh criticism from the public on his conduct, with slander and even threats to
his life by anti vaxxers and Covid deniers. He is less extreme in his position than the national
coordinator and is not convinced that a tool which violates individual rights should be used for
the relatively few cases discovered in the country. He trusts the epidemiological investigations
conducted by the healthcare system.

Minister of finance- in his 60’s. an assertive and tough type. Has been in office for 6 months.
Has filled many meaningful roles during his rich political career. Has emigrated to Israel from
the former Soviet Union, so government intervention in citizens’ lives is nothing new to him.
He is interested in avoiding sanction on the population for as long as possible, so as not to
harm the economy, and therefore supports GSS cellphone tracking of carriers of the African
variant. From his perspective, the good of the country is above all else, even if invasion to
privacy is required by security services. He does not trust the healthcare system to perform the
best investigation to identify infections.

Minister of defense- in his 60’s. In the past he assumed senior commanding positions in the
military. He has been in office for 2 years as minister of defense. Not an assertive type. As part
of his role, he is responsible for the secret security services, and was therefore invited to the
meeting. He is not sure that the extreme measure of cellphone tracking should be taken, but he
is not intending to oppose whatever is decided.

Debriefing

The debriefing will be done immediately upon completing the simulation (with no intermission).
It is vital to conduct the debriefing in a reflective manner, while addressing the skills that the
simulation attempted to impart. For instance, “As the minister of health you decided to... what
was behind this decision? Could you have decided differently given the positions expressed by

X7 etc.

Figure 7: Reference points in the debriefing based on the different stages

Points of reference stage

Mutual listening, patience, ability to analyze each participant’s | The minister of health
stance. The facilitator should pay attention: did everyone convenes the meeting in his
express their opinion in the discussion? Were participants office to discuss the
interrupting each other? Were stances regarding the tracking possibility of GSS cell-
issues addressed? phone tracking in light of
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the newly discovered
variant in the country.

Ability to lead/participate in an ethical discussion around
clashes of values.

The facilitator should pay attention: was there a discussion
around the clash of values with the fifth wave of infections
looming in the background? did the team members listen to
each other? Did they try to convince each other?

Discussing the ethical
considerations regarding the
issue of GSS tracking and
whether they are necessary
at this stage

Leadership, decision making under pressure. The facilitator
should pay attention: how was the decision reached? Was the
team able to reach consensus? How long did it take to decide?
What were the decisive considerations?

Reaching a decision of
whether to track cell
phones.

Scenario end:

Ability to convey messages to the press

The facilitator should pay attention: were they able to convey
the message as well as the different considerations that led to
the decision?

Drafting a press release of
the decision

Evaluation

It is recommended to give the participants an evaluation questionnaire so that we could learn

which objectives were achieved and where there is room for improvement.

Figure 8: scenario evaluation questionnaire for the participants

Demographic questions

5. What is your position at work?

6. What was your role in the simulation?
7. How old are you?
8

the goal of the simulation was.

Have you participated in simulations before? If so, please state when, where, and what

Open-ended questions
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11.
12.
13.

14.
15.
16.
17.
18.
19.
20.

How did the experience feel to you?

Did you have the knowledge and abilities to achieve the scenario’s learning objectives?
What gaps did you identify in your set of knowledge and/or the preparation for the
simulation?

What relevant information was missing in the scenario that affected your performance?
How did you overcome the knowledge gap? Did it happen in a short period of time?
What did you take away from the simulation experience?

What strengths or weaknesses of yours were you able to identify?

What did you enjoy the most in the simulation?

What did you enjoy the least in the simulation?

Will the participation in the simulation help you when encountering similar situations
in the future?

Closed questions (Likert Scale, 1-5 from not at all to very much)

10.

11.
12.

13.
14.
15.
16.

17.
18.

How satisfied were you from the conditions under which the simulation was
performed? (room, equipment etc.)

How confident did you feel having the discussion?

How confident did you feel in your ability to identify issues that require leadership and
in your own leadership ability?

To what extent did you feel that the discussion was run in a respectful manner?

To what extent did you feel that you are furthering the team’s dynamics?

To what extent did you feel able to influence the others?

To what extent did you feel that you could have been a role model in your professional
behavior?

To what extent did you feel able to defend the decision and draft a press release?

How satisfied were you from the results and the conveyed message?
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Simulation chapter translated into Hebrew

179899390 YN

NPNNPN WY T, NP1 NIV NX2DI MINIX MITH DXAXNI MDINNY TWANNI Y95 NI 7INIINION
MOINM YONNN YT P2 NAOWN NN (2014 ,IMTR) 1IWND) MIXPIT 9NN NIYININI NPYINY NPWNINPN
NIYAND MINYIIN SYTNHI TV DOV, MNNIA 017, TN, NMINIIN YT 1N ,0ONNN DDINNA NPWYN
NYAPY NN NTIAY,)AT DI ,07919°0 D301 ,071DP DIV : 1N ,NMVY NPNNN DIINY MSOINON
NNMN N2X202 DOMNND MINIAN NMVNSPN SWIN 90N .(Lane, Slavin & Ziv, 2001) Y\nY NN MLSNN
TPX9INDI MOINNN T OWY .NMIAY TPNIIN MYTIN DY NPNY DNPHYY ,THPMAIM NIDINDIIN NPNIN
NIVAND TPXION ,TIVY IR .NDMINY TIPNY NHRMNN PIND NI YMAIN DHHNDI DY MP vPI9a
.DYONILPILANP DYANND 5IMD NPDLPAN DYITTI NNYPN NPWNVH TTNDY LPIYANP YANN MNTH

Mo v »ay (The Experimental Learning Cycle) momoinnn n1ndn 55vn Sy Nooann myomon
2Y MIYYIN NDLPYAT NNNANN NN NNPPN TYN ,TPMIYOYI NYIIN DOY YN1NM Y ¥I9N DI TIMDD
D25V NYAIN 591D MIXDINIDA TIMOINNN DTN ToNN .(Kolb, 1984) nyaind oy Nnwpn 1ONIM Y10
TANN ,NNN DY TTINNNI NIWN YN VN N NPVIPIP MODIND :P2H¥N 19IND DNNY DY DINNN DINY
PYNIVIDI MODINT IWINY NNDINN NITYA DIY» ,DOVUTN NNPYI MDAN NN ,MNPHT MOINNA
VIOV TIN IOINN NIV NPYORIAN P22 WV OVNININN YN P IWPY 021N DXOINNN ,IID .IVTN
OV NPPY MYTIND DX PIND NYPON N PPNNT NINDN YY) MMXPIIN .DMDVPYIN DIIONNI
NN NMHTOA PNXIAPI NI NNINIAND MYNNINI NINY NI 97T

(Facilitation) n'nan

TMHYN NTNY YWNIND NN IIY,DTNNN 2NN XN 7IXINO0 .DDIRNND 1PNINA NDPNNN NNOXIN 7PN
: 00N 3 N1 NINN (Franklin et al., 2013) NNINN NN Y NIRXIN N NN )N TPIDINDION ITY
AONIN-INNY YWNIN-TIN ,WNIN-0TP

TPMNOND TPEDNID NN, WININD DY NN NPNIYRIN MIVNND IR NYTY NNIND DY ¥NINN 0Tpa
V> YNINN TINA .DONNYNN DY DX PPINT NN INNIVIDN NN 17172 17N NOIY ¥ 1D HY IWIND 9D
INRY .DANNYNN P2 NPMINTI 2V MANNDYT MAIWNN KOO NYINN KOO DTPNND YWNIND IWIND
PPN NN YN NNIND DY WNIND

(Debriefing) 9*pnn
N2 DVWNN 025990 TR MY (Kolbe et al., 2015) MXYID YVIPY YHINVIN PON XIN PPNNN
a8 Yy W) 57772 X (McGaghie et al., 2010) MX919°0 NODIAN NTNY DY NPDVPIND OINNNN
,MDINNN TINN VYW MUK IIMIRD IWIRNDN ,NTDD NN INT IRTNA NHPDINHND MOINN MIVPHI
TPNPO9T YNNI ANNN NN NN ,MYNPHRNN DV TONNN POND DN NTOY MNINNDY DNNND qUNIND
YNIN POINN NI NINNINA XY PHNNA pow Ppnnn .(Levett-Jones & Lapkin, 2014) nonX1ap) mYON
NIVNN .DANNYNN MOTHINNA ONDN DN D312 MONMNN TIN AYINMN PHIN MTIPI MM »T
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TPNNNY NI MIXDION NMNINND MINN DWMDY TINDY ,1PANY DXANNWNID IMNYY X PPNNN DY NOHYON
DODN NNINN PPNNN DY .NTNION YTYY DXNNA DNYY NPTNYN NPNMNNN NN NNYD YT (MMyva
PPNNN NN DY OVPIN MNPN YN IVWIT DIY NYINH DXTNIDN 2992 NN YD PNV DNPHN NN
.DY0INNY 2IVWN NI OVIDY NDY 1290 ,IVAND 19INA DIINND PPNNNIY Topny

TRNIN NN PPNNN DTN NIXR DD DYDY PPNNN MIXT NIV .PPNNN VINIAD D27 DO TN DIV
Debriefing with ) 210 nyT 9)1>w oy PpNnn Y7 NN (Structured and Supported Debriefing Model)
: I8P OO TIIN MNN PNY .(Bowe et al., 2017) (Good Judgment Model

(O’Donnell et al., 2009) 791 N3N PPNNN ITIN

v nvn -(Gather) 910x5 .(Gather, Analyze, Summarize) GAS ©n MmN PHNN HY MNN OYNA
NN PWYNY DINHN DANNYNN ,ADUN NDNNA .DINNNN DXAVWI VNRYOIY YN POND NN N DY
MaVYNNN N7 NI ,NMINNS MORYA YHRNYND NNIND DY .7IXIN0N 22D DPMYIND DPMIAYNN
NP2 DOVLINDIN DOINYN 1 DX NYNDYT MNS NINT XD 7D 71¢XIND T D) NT PN IN 11OV
DINDTH DIONMNN NOAN MY .DMWINI DD NDION MY NMINY DINNNY 91D NNIND L,GONL .DXINNWNIY
YA 25%-0 NNPY TN POINN 25V .INIHN NDXAN NMIYY DNOY DXYINAN NN DYANNYNIN NDXN Pa
¥ DNV DIRVIY TPINN NN DXPADN NN ¥TY 3N 2 ,0MPNnn 212 -(Analyze) N5 591510 pnnn
DNNY N DTPOY DANNVYNN 2P IXPYT TTIYD NN MNMIN 2OV HYW INIVN .MINMIN 2OV TONN2 N9
QN9 TIND DTPNNY GPYO DXANNWNRN DX NNINDY NOIXRND 2DVWA DApNNY YHRNN AN MDD 2OV
25v YW NYVNN -(Summarize) O507.99150 PPNNN I 50%-d NNPY TN NINNIN A5V .DNYY MNDMN
YT DY NYYIY NN 12yN MY DD NPT MAWNN MTIPIN DY N2 MIN NPVIND NN DION
NP NRY NPIPWN MTIPIN DY 92T INIA TN PT DD PO 2WIN NIRY DNNTY .NT ADWD NNINN
ST NN RNDT-DIVAN .NNDT-DIVI NPMNOL 120 PNNND DIPDN 2OV MY DTN 7.1/ MPXIOIN

A5V ToNN2 (A) NDY NIAYD MDY NPNTND IN MDW (+) MDY NPNMND IN MW TPNRNNN
DNV NNI2N DY N DNY DININD 2-) DIWINAN DY DMIAPN DIV 2 PADY IWPIAN DXONNWYNN 010N
99191 PPNNN I OINNN 25% NN NNPY NNINX DIDON 2DV .NNYT YNINL WPN»

(Rudolph et al., 2006) 210 NYT NH1P>W OY VPPNNND ITIN

YN (2) ,7P891P0N 9 NN NTNRD MIVHN NITHIN (1) : NN MNIPY NYIIND PXIIND 1Y TN
-), OMX MPNY? QTN MY TIN ONOIHNX 2IWNI) NNIPOA DXTMDY 7129 (3) ,¥I907 NN NYPN
NN NMPID NNTINN NN MANNN 2DV -72207.015°01 NN, MIANN : DAY 3-9 PPNNN NV )NIN (4)
YTD 7IWNIN MY PR NI MORYA DONNN NT DY .DNNDN) PUIT NINYY THIION 7NN INNRD ,NPNIRD
NWNAY TNION YT DY 1IXNY DNONIXIVID DXTY> PIND) NPWIT MANN NNHNRD ,NPIYRT MIANN NNYD
Oy TN TIAYY DX TMDDY NNIND IWINRND MNN 2DV N7 . TITNY MVIIN 250 MIANNN A5V . PPNNN
NNIPY DIVADY 1N DMIYON DY 2IWN PADY ,O¥191 DIYINIIY DIMNININ DIINIIN P DY MIAND TN
DY19Y NXIAP 2992 OXTNNX P KD WINAN Y TN 290 NPYOPTTY IPT MYNNNI YN DY NYIO
,D7I¥97 9271121 191N MTNAND YIND NNNTIN IYINND NMNIN 2OV .TMD DI 37> DY NNV J9INI IDIN NI
NN IN 7.2 OMNIANY HIND MONYA WHNYND 1N TP DD 72y MDWa 0N K905 7P MY 1D
YT (NPPN) NNINS NIRY 10N INND .12 N NNIANY NN NPVIPNP MINDINT JPINN) ... W NNPY/ARTIN
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TONRY PR IN 77903 ININD TNYTA NOY NN D, TN DY MONMNNN NNON IN VNN NTIPI NN PIAND
LINIAN DNPYY NN PN DXTMDD AWAND NNIND DY NINTINN NN DIDN 2OV -012°0 17T NN
NN NDN 19IND DIDDY T2YH OYTNIDD GWAND NT . WHNWYNY DMNPR DN 1NAY NPIPIYN MTIPIN DN 990D
NINISNA OWMYOIDNTIN I9INDY LT PONNN NOYY DIMNONN DNY NN

PPNNN VINXAY DINYIWN DOYTIND MDY P DINNWD : 1 MY

20 NYT PO DY PPNNN HTIN AT MHN PPNNN DTN
MNIN MONY Y MNIN MONY BBl
MY [ Mann 71N DN DY | NOND
PIYININ NV PR - PIPMIAYNN NN
1779V NPNYNIN MAYNNN 1NN - PIYOYIND IO 0N N PR

POV NPTHONN MIANNN NN -
MTAWY | MM | DAOVN DY NAYD NN, DNV MDY [ NN

MSND YT MPT NND WTPNY MNIY - 1N YININN DINND DIINNNN
1. 0PNN MTIY DX 7,08 DY TIY OY 990 ...NNNY 2D Nnnpwr
NIPNRN NN NPOY MNIL, PUNIY )Y - 11,90 NVIIN PRV
7. DMININN P’ DOV T 71,99 NaYN NN Yy

IPN/MN0

.2 D YN .Y TY TIDINYOITINY -
71307 IMNI NAVYN NN DN MIN

PPNNN .0OMANNYN DY DTN | D0 | avin N .MAYNN Yy Do9dY Ty | 0ooh

DON TANX Y POINY NI NN .DPNON 7N D50 NI . PIND POT VY PNY
, 0 TONY NN DY PMIAYNN IR PYND PINID DNPY 2IWNY MTIP)
99V IN MNIVYD INTI MDINY NN DY DI D D210V NI NN ,DIRWYI) 1901 MIPO”

e p))Vnl N NNNN NNPO DXXY BN NN VN

MINYI22 NN MM - NIEIIND NODIAN NPNIY

NP NTNY ,THPNNN MOINT MIYINNDT ,NPIINDDI WINIWI TN ¥ MPOTIN DY MDD NNIY NIvNa
,NMIPN 725V 5521 MINIAN NWINPN D32 DY MNPYPKD MNP PNYID NN’ NP TN NWN
Adams et al., 2010; Cooper et al., 2011; ,7I07T9) MPNID D) MNIWD MN’AT MW INM
DNP NNDNI NOPNNN MXINON MNS ©021 NN NNINN .(Fernandez et al., 2020; Labrague, 2021
19179 AUN NDYITH-TPMININ)D 7PNNL DIXOINNN DY MDLPNP MANWNAY NN NDNN MINI2L MPIIN
VIP D72Y WNRYmM MOLINN NYAPY NNX NTIAY DY DMDI02 DNOWIN DXTMDY YWINNRN 1IN NN
.(Johnson, Huang & Shepherd, 2021) onbw m»ninm 91170 MY NN )INIY DY
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NN TNPA NPEIINIDI MOINNN MIVN

MNIAN NOIYNY XINKD DN DY N2W dXNNOY IXMHY NADTIN NDADA DIIONN YINY NN OTPY =
HMIAIN MPYI YY) =

DXOPLMNP KD NN NN WD =

PR NNNT 1NN TINOWINPN 27 INY YINI NN NTIAY Pin> - =

DINNNPY NYIM YNNIV TIN, 7PN MOONN NYIAP Y1 DD =

NNVYPNA 91D, NYIDWN NN DDN NIIYND NNHPH NNAD =
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N3259 N32%202 My N - 1 vIinn

DXNNON DY TUNNA ,NTNON YTV NITIN MOYD NPPDI DONMO PNY DININND OONIND DD
A7y PPNNT MONMNND MMTIPI 19N INND ,9NNWN D DY DPINMm DANNYNN ,NIPNN DY DOV
DYYININN INNON I PIXD ¥ .DY0INNN T DY WININN NOIYN NORY MDD, WNINN DY DMNWN DXAOWN
9T PYH DXNDNN T292 NN MNYVNI , D9 RIWN RIY THND DINNN NIYD DNMNN OXTPINTN

71125910 N2°202 MINMNY MHSONION DY YYD NPPO 2 ND

N259 N2°202 MPMN PNYION NIMD

VONT YIP T NN NNNN

1720 R RARIAN

('PT 20 INTNN D18 DINN XD ON) 'PT 40 ST PPN YT
NN MPTN DINPI DOVITIVD ST NP

NN OINYD NN : N
MPY NYIND NINIAN NIIWND NINKD DN DY DONIP NN .4
N2WA NIM MN NPY .5
TNXN T HYINNTY OMNION NIONY TINN NP .6

XNY YT MPNIN NPNHPNL YHNYND NI 1) YWNIND DX MDY DXOITIVD : NTNRY 1IN
DY ONINNN IV OOV NDWAD WINDY INONIP

: DMPNID NN YTY
12591 N2202 OHINYINY .8
MINIAN NN XINN DD DY NOWIINTPY NN .9
PANY LYY ININ IWPNY N NNSY .10
DON PTHINY .11
NOMNPY XINN 2IWNY .OMIDN DY 1NN T PONY .12
MmN ony .13
DOVPOIMNP DO .14

: TPNDINDION MY
APYWHOPNIDN PPONN NX P2 WININD NN 2V NIP NOINN DO
D19 HY9NIND YWININN DIDIND NYTHN NNODN DAY DY OINN NOINN DD
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DYTPINM DXANNWNN ,WININD NN : 3 MY

NIAPNN ONHN (N

TNV OIMINIT TN IWND ,249% -5 157 INNP T 5-12 XM D197 DY NNONNNN HINK YaY N2 Pya
NN PAX IDIN NXIN INNP T DYT2 MNDXNY NNIYNN TDINT DMIDINN D25991 TAN .75% 10
IRND MYMNN OXNNN DY wYN MINMIAN

NNPN .DINDINN YN TN N7 MY MYY ,D0IPNNI 22900 NNSPN XY YA NYITIN DINN NP
12IVNN NN DY NNHNNNNHD 1PPYN NNDYI DINDNN DYD7INKDA YOND NYPIL NHPYY NN
MYN NYYI NPNIND NNOWN NN NOIND NWNN MWW NIROYND NNIWNM ,NDW Y DXT27N IXIDNN
VDY

12990 WP (2

NNONNNN NYYI DN NRIDNND 1IN DY NNNPN NVPNID 19 ININT NN YD MINIAN WY
VAW AN Y TN

DY D) D ,TPNIND NPINND AN XINY 1D PNTY YT ONIND 29 NN DI )NTY DION NVPMNIN
APNNND DYDY AN NNPY DNNN DXNINN OPONN

YNNI GNNYIY INND ()

N79YP HY 23 AN SN MPY OOND T VY ANMPN MOPMID
TN NN WX YN YN
N300 (T

YN YN NOYH

VAT TYN (N

DMOMIPN mMnS3n VPV TN

22010 NINDIY NOW NOOPN NN

7PN212°02 MANNYNN NMNTN NNON ()

VPN TPIN KNI .OMIN 1A 51177 D010 ) YPPAN PWY 72y DY R -NNNPN NVPNI
MNP HPDVION .MINIIIN TIVHNI NP P2 PPONY DTPNNY 2T 1KY NN NN NI TINDY VO
TN ONW NNN R¥NI NI .OMTI NX JOND DNNN DY MDY ¥ INYTIY D17 DN DD PIITHYI
NN W) NOWNNN YR .OMNDN TITY MYNNINI YNND NDIN XIN NN G0N NRIDNN D) YW NNl
2y MADN MY DPONY OYAN IRWNND NN TNNJT NIODNNNN PNYY IR MOYND 12 0XPMT
DN PONY PN INTVN JPTN NN DNN NI IYNAN NN DHDY N NIN NVPMIN . IPDIVIIND

NONNNN MY NINOYN TNND OMINN DD NN ADWNY MAWYNN

NN MOYND WYY NV NTHYL TN NN .NONNNY DXTD NYH AN 1N 40 -N NNV -YN UK
29017 NI .YNIYY NI20N ,NDT MIAIYNN MYSNND KON LMD MYNNIND XD TR, NNONNNN YNV
NI 7222 DIPN INT NN .OINN NP NIV OINDIN MNPNNID DINNY XTI DXOINNN NN MINPNY
10 WN LANT AURD POY XMSY HINNND DN DY DY XIN INRIDT JPNNY TIONY NN NN DT
MNID NPNN TIOND RV, OMN NMINIDY DXIAVIND NNNID NIXTD D) TN,V NIDNNNN NV X MOYND
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DNPNNN IR MXPNDY YIAND NP MWYY 191D DINN NP 1D 921D NIN .OMNDN MITHYD DONPY
oY
AP DY INDA YA NNOINNT NAIYNNN NN DY NNVPND NYTIN NIXIND PINYN

DY AYIZYY AN YNNIV Y DVINDVIN TINGD , NI PO WIN,40 DD 29PNN -01Y DXNN TN 'Y
.DYHPN NN JONY DOWYIN ON TN ,1IDNNN INYXY NI .TINN NOIYNA DX 10D 0915 .12 - 9,6 NDM2
NN YOND ©NN DY MDY TNVPMIAN TN HY DD .DMDNY TYNI DXNN DY MIT N DY TTINNN
LDOMMYYN DX I PNXNDN NIYOIN DY) NONN DY DINND 1D DX 1IN ORI Ypam DT
MYYN DX PMIYYN DX 1IN PMIYH .MV PNOINNY INYT NN INDY DXIPNND INNNDND MIXID YPYNn
.DYNNN INY

PPV OV DDPR NN ORIV .DMIND DT AN TN YOOV ININ DY .55 12 -T1NN DN UKD
DXNNN ,O>TNIONN DY NYIM NINTA PNYN .OXTON NIVY DNINND YYD DY MMV MIANIYN
DXVYVINY DNNN 27P2 NPT NYIND NN MY DIVAD vIw PHIND .DYNIPNN DINNSM
TIOPNN ONNKY TN .DNDN INIITI TN SNNN DX TNION 9N2Y MNIND NN D) 1INYNI .DNDNNIN
IN DINY NIA0NY PINYN NN .TA02 TIONN NN DV TPINN MY YPYNNI DXNNY 17200 WY
LD7P2)5MD PP DNON

MPN DY DIVT HINNA DI PPN HHWA 1D .DNY 4 TPINT KNI NI -NIP IV 23 AN DN
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