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Abstract

Background: Hospitals routinely collect large amounts of administrative data such as length of stay, 28-day readmissions, and
hospital-acquired complications; yet, these data are underused for continuing professional development (CPD). First, these clinical
indicators are rarely reviewed outside of existing quality and safety reporting. Second, many medical specialists view their CPD
requirements as time-consuming, having minimal impact on practice change and improving patient outcomes. There is an
opportunity to build new user interfaces based on these data, designed to support individual and group reflection. Data-informed
reflective practice has the potential to generate new insights about performance, bridging the gap between CPD and clinical
practice.

Objective: This study aims to understand why routinely collected administrative data have not yet become widely used to
support reflective practice and lifelong learning.

Methods: We conducted semistructured interviews (N=19) with thought leaders from a range of backgrounds, including
clinicians, surgeons, chief medical officers, information and communications technology professionals, informaticians, researchers,
and leaders from related industries. Interviews were thematically analyzed by 2 independent coders.

Results: Respondents identified visibility of outcomes, peer comparison, group reflective discussions, and practice change as
potential benefits. The key barriers included legacy technology, distrust with data quality, privacy, data misinterpretation, and
team culture. Respondents suggested recruiting local champions for co-design, presenting data for understanding rather than
information, coaching by specialty group leaders, and timely reflection linked to CPD as enablers to successful implementation.

Conclusions: Overall, there was consensus among thought leaders, bringing together insights from diverse backgrounds and
medical jurisdictions. We found that clinicians are interested in repurposing administrative data for professional development
despite concerns with underlying data quality, privacy, legacy technology, and visual presentation. They prefer group reflection
led by supportive specialty group leaders, rather than individual reflection. Our findings provide novel insights into the specific
benefits, barriers, and benefits of potential reflective practice interfaces based on these data sets. They can inform the design of
new models of in-hospital reflection linked to the annual CPD planning-recording-reflection cycle.

(J Med Internet Res 2023;25:e40685) doi: 10.2196/40685
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Introduction

Continuing Professional Development
There is growing recognition that routinely collected
administrative information can be repurposed to provide the
foundation for meaningful professional development that is
grounded in rich data. Health practitioners are interested in
reusing data such as length of stay, readmissions, and
complications for personalized professional development [1].
At present, however, clinicians have relatively limited access
to these data outside of external quality and safety reporting.
Little is known on how the data can be used for collaborative
learning [2,3]. There are several recognized system design
challenges. First, reuse of administrative data for performance
feedback introduces data quality issues, resulting in distrust of
underlying clinical indicators [4]. Second, new health care
information technology solutions require sustained support to
ensure engagement and integration into practice [5]. Finally,
clarity over data governance and access is required to address
concerns that data would be used punitively rather than
formatively for learning and development [6]. Improved access
to previously fragmented and inaccessible data sets could
provide new forms of evidence to meet annual professional
development reporting requirements.

Continuing professional development (CPD) is well-recognized
as critical for doctors to practice competently and ethically
throughout their working lives. Practicing specialist clinicians
need to undertake regular self-assessment to identify areas for
improvement. Best practice CPD frameworks are based on adult
learning principles of reflective practice [7] and lifelong learning
[8]. Regular performance feedback, collaboration with peers,
and self-reflection are among the cornerstones of lifelong
learning [9]. Accordingly, medical regulators have shifted from
traditional educational activities, that is, conferences, online
courses, and workshops, to activities where clinicians review
their performance and measure patient health outcomes [10-12].
This can be based on peer review, multisource feedback, and
mentoring or coaching. Patient outcomes can be measured
through audit and feedback (A&F) [13] and analyzed through
morbidity and mortality (M&M) meetings or reflective practice.

Currently, doctors may find CPD becomes a “tick-the-box”
exercise for compliance rather than for meaningful learning and
behavioral change [14]. Clinicians can find it difficult to obtain
evidence and record activities of participation, such as
attendance at internal multidisciplinary team meetings. They
feel CPD frameworks are complex, inflexible, and unrealistic
[15,16]. Providing easy access to data about their performance
presents an opportunity to address some of the barriers to
high-quality CPD.

Background and Significance
Our work aims to explore the potential for doctors to perform
reflective CPD based on access to interfaces built on routinely

collected administrative data. Although there is a recognition
of its potential, there is a small but growing number of initiatives
[17]. It is therefore timely to learn from these initiatives. As
such, we designed a study to interview thought leaders
internationally in addition to those in Australia to capture
in-depth information about the experiences of authentic practice.
The maintenance of professional competence varies
internationally. In general, it involves the completion of
educational and assessment activities related to reviewing
clinician performance and patient outcomes. In the United
States, CPD and continuing medical education activities (CME)
include the use of knowledge testing for summative purposes,
with a focus on underperformance, while other programs in the
United Kingdom and Australia only use formative assessment
and focus on development [18]. Despite these differences,
investigating the benefits, barriers, and enablers to creating
reflective practice tools is of international significance, as there
is growing interest in how best to use evidence and health data
to inform decision-making in health care delivery [19].

Objective
Our study aims to gain understanding of the reasons that
routinely collected administrative data have not yet become
widely used to support reflective practice and lifelong learning.
To do this, we explored the following research questions (RQs).

RQ1: What are the potential benefits of these reflective practice
data tools?

RQ2: What are the barriers to the successful implementation?

RQ3: What are the enablers for such tools?

We interviewed thought leaders, asking them to reflect on their
experiences and to identify the benefits of reflective practice
interfaces based on administrative data. We then asked them to
identify the barriers and enablers to implementation to capture
the key considerations for their design.

Methods

We used a qualitative methodology based on semistructured
interviews. We designed the interview around the 3 RQs and
asked background questions to capture data about their current
role and professional and academic experience (Multimedia
Appendix 1).

Recruitment
We recruited a purposeful sample of thought leaders [20]. Table
1 shows the diversity of their job categories, specialty, and
country. We sought thought leaders with experience in using,
implementing, or evaluating static reports and interactive
dashboards. We used 3 recruitment strategies. First, we invited
authors cited in a recent scoping review [17] for their
experiences in design, implementation, and evaluation. They
are authors from diverse countries, representing different
medical jurisdictions. The second recruitment group was from
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the research partners in the Practice Analytics program within
the Digital Health Cooperative Research Centre (DHCRC). The
DHCRC Practice Analytics program was established to explore
the reuse of data from disparate hospital systems to support
reflective practice, understand clinical variation, and improve
patient health outcomes [21]. We recruited these participants
from DHCRC for their relevant experience and their leadership
roles within their organization. Research partners were based
in Australia; therefore, their views provide depth in 1 country,
complementing the first group. In total, 43 email invitations
were sent to potential interviewees who met the inclusion

criteria. Of the 43 invitations, 19 interviews were scheduled
and conducted for the study. We did not receive a response from
22 of the email invitations. We had 2 more potential
interviewees accept the invitation initially; one was unable to
confirm a time for the interview and the other eventually
declined to be part of the study.

Finally, we conducted snowball recruitment by asking each
participant to recommend other suitable thought leaders. The
sample size was determined by the diversity of the roles of the
participants and when no new insights emerged from the
interviews [22].

Table 1. Characteristics of the participants (N=19).

CountryClinical experienceCurrent specialtyCurrent job categoryID

AustraliaNoInformation and Communications
Technology

Data analystP01

AustraliaNoInformation and Communications
Technology

Technology administratorP02

AustraliaYesMedical administrationChief Medical OfficerP03

AustraliaYesMedical administrationChief Medical OfficerP04

AustraliaYesNursing administrationChief Nursing OfficerP05

AustraliaNoeHealthResearcherP06

CanadaYesCancerResearcherP07

United KingdomNoClinical Decision-MakingResearcherP08

NetherlandsNoLearning Health SystemsResearcherP09

United StatesYesUrologyResearcherP10

AustraliaYesPalliative Medicine, General and
Acute Care Medicine

Clinician/ResearcherP11

AustraliaYesUrologyClinicianP12

Australia/United KingdomYesGastroenterology, General and Acute
Care Medicine

ClinicianP13

AustraliaYesPsychiatryClinician/Medical educatorP14

AustraliaYesInformatics, PediatricsClinical informatician/ClinicianP15

AustraliaYesInformaticsClinical informaticianP16

AustraliaYesInformaticsClinical informaticianP17

CanadaYesSurgical OncologySurgeon/Industry leaderP18

AustraliaYesInformation and Communications
Technology

Industry leaderP19

Data Collection
We used email to receive signed consent at the start of each
interview and asked for verbal consent for audio recording. At
the end of the interview, participants were invited to nominate
other thought leaders for this study. The first author conducted
the interviews online, and these ran for 45-60 minutes. The
audio recordings were transcribed and then deidentified before
analysis.

Data Analysis
BB and EWW conducted unstructured thematic analysis on the
interview transcripts to identify themes and subthemes [23].
The thematic analysis process involved 6 steps: (1)

understanding the data by reading the transcripts and making
notes, (2) generating an initial set of basic codes based on the
RQs, (3) identifying top-level themes to categorize codes, (4)
reorganizing themes and codes, (5) consolidating themes into
their simplest form or idea, and (6) summarizing the findings.
Both coders independently coded 1 transcript to generate an
initial coding scheme. They then met to discuss their schemas
and to resolve conflicts in coding. These steps were repeated 4
times until a consensus was reached. TS was the final arbiter
where a transcript’s line code could not be resolved. Once the
final coding scheme was agreed upon, the first author completed
the coding for the remaining 15 interview transcripts. The coders
met 3 times to organize the lower-level codes into coherent
themes and subthemes. The 2 main coders then refined the final
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themes and subthemes structure to reduce redundancy and
emphasize groupings. Finally, illustrative quotes were identified
that best represented each theme.

Ethics Approval
This study was granted ethics approval by The University of
Sydney Human Research Ethics Committee (protocol/project:
2021/016). Care was taken during participant recruitment to
ensure informed consent was obtained. BB distributed the ethics
committee–approved email invitation to prospective participants.
The coinvestigators ensured that the prospective participants
contacted first met the inclusion criteria and that there were no
existing conflicts of interest with the interviewer. Participants
were able to ask clarifying questions about the study via email
and before the interview recording commenced. Participant
privacy and confidentiality were maintained by deidentifying
the interview transcripts and audio recordings, replacing names
with unique identifiers, for example, P01. Participants were not
compensated for their involvement in the research study.

Results

We present the results by highlighting the emergent themes
from the interviews. For each RQ, we summarize the related
themes identified. Although we identified clear themes and
found little disagreement between job categories, there were
differences between individual participant experiences.
Illustrative quotes from the transcripts are provided for each of
the themes (Multimedia Appendix 2).

RQ1: What Are the Potential Benefits of Reflective
Practice Data Tools?
The key benefit identified was that the access to new data
sources improved the visibility of outcomes for all stakeholders.
The visibility of outcomes allowed individual clinicians to
compare their performance with peers or established
benchmarks. The transparency of outcomes allowed specialty
groups to identify cases of interest to support reflective
discussions. Participants valued how the increased visibility of
outcomes and group reflection led to practice change. Table 2
shows the illustrative quotes that identified potential benefits.

Table 2. Illustrative quotes on the potential benefits of the reflective practice data tools.

QuoteTheme

…I think it’s vitally important and it’s one of the things we try and do [...] and not only individuals, but also as groups
or departments to highlight areas where there could be room for improvement. For example, we can look at length of
stay for individual doctors versus the average. We can look at pressure areas, with falls. It’s really a very important
and useful tool. [P12, Clinician, Australia]

…The problem with sending data to individuals, it’s only useful if you send them the comparisons, because otherwise
you might think you’re doing fine. But if you don’t know where you sit against your peers locally and your peers nation-
ally, you don’t know how it is. [P13, Clinician, Australia/United Kingdom]

Peer comparison

…Things like length of stay, hospital acquired complications, and 28-day readmissions generate sufficient patients of
interest to make a very robust discussion. So those 3 indicators really don’t say much about the outcome for the specialist
on their own. But they highlight patients that are worth discussing as a craft (specialty) group. [P17, Clinical informati-
cian, Australia]

Reflective group discussions

…If I’m trying to drive some sort of change through a specialty, we might pick out some data of interest and then show
them what the data is now, and then decide together on a project - that we might be working on some sort of quality
improvement project. Then track the same data over time. [...] So that’s another way we use data. [P03, Chief Medical
Officer, Australia]

…I think what happens is that we see that data becomes a nice to have, not that data becomes the thing that drives the
change or drives the practice. I think really that the pendulum is still swinging and we need it to swing to the stage
where data is the key thing behind driving all things, the decisions that we make, whether that be financial, patient
flow, even clinical. [P15, Informatician/Clinician, Australia]

Practice change

Peer Comparison
Examples of peer comparison included league tables and
benchmarking outcomes locally or against external data sets.
However, some highlighted that peer comparison and
competitiveness could be damaging. They acknowledged there
were benefits for peer comparison on a unit level but felt
individual competitiveness “goes slightly against the grain” as
“we should be working collaboratively in health care” to
improve performance and outcomes [P08]. Another participant
noted that there may be a risk of a clinician reviewing their own
data in isolation. They explained that with comparative data,
individuals may misinterpret their own data; so, there is value
in clinicians reviewing their data with peers.

Reflective Group Discussions
There was agreement that access to deidentified individual and
group performance data for benchmarking supported robust
team reflective discussions. One informatician noted that the
goal is to discuss interesting patient cases rather than singling
out individual clinicians.

Practice Change
Most of the participants identified changes to practice as a key
benefit of reviewing routinely collected hospital data. This
sentiment was shared across the different job categories
interviewed. They stressed that having access to data, visibility
of outcomes, and robust reflective discussions on interesting
cases can lead to changes in practice that ultimately improve
patient outcomes. One clinician stressed that while it is now
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easier to provide data for practitioners to review their
performance, translating data insights to drive practice change
is still a complex process. Other participants focused on the
technology benefits of a new functionality to support the
exploration of data, such as having the ability to drill down to
case level information, quick searching, and filtering of large
amounts of patient episode data, which previously required
manual reporting by a data analyst or informatician. Finally,
participants remarked on the efficiency improvements gained
through new dashboard interfaces and electronic reports that
saved time and reduced costs.

RQ2: What are the Barriers to Successful
Implementation?
The key barriers identified were both technical and
human-centered. Participants had concerns with the existing
technology and the quality of underlying data. They reflected
on their experiences with reports and dashboards and were
critical of the design of the data presented. Participants
highlighted team culture as a barrier to conducting robust group
reflective discussions. Table 3 shows the illustrative quotes
related to the barriers to implementation.

Table 3. Illustrative quotes on the barriers to successful implementation.

QuoteTheme

…So that’s another technical challenge and then there’s challenges with getting the data out of the medical
records. I’m sure you’ve run into this too. If you’ve worked, actually worked with hospitals, but that’s a process
by itself. [P10, Researcher, United States]

Legacy technology and fragmented
systems

…They’d see deidentified data of their colleagues. So it was the surgeon and their chief of staff [who] would also
get the data. Then the idea is, would someone act on it? Especially when things are administrative claims type
of data, you get a lot of questions about the quality of the data and that becomes a big barrier. So if people don’t
trust the data, they’re going to ignore it. [P07, Researcher, Canada]

…There’s then working with the specialists particularly the craft (specialty) group leaders to make sure that
they’re comfortable with the process. They need to know what data will be presented, and [have] confidence that
those indicators are reasonable and valid. They need to know what the consequence of having the data shared
is. [P13, Clinician, Australia/United Kingdom]

…I am wholeheartedly in support of it. We actually put this into practice and published a paper back in 2014 on
this issue. It’s a difficult process, it’s difficult to get engagement. It’s difficult to maintain confidentiality. It’s not
difficult, but you have to be very careful about maintaining patient confidentiality. So I’m supportive of it, but
it’s not an easy task. It’s not something that’s a slam dunk, as we would say. [P18, Surgeon/Industry leader,
Canada]

Data quality, privacy, and lack of
trust with underlying data

…Because it’s really easy to have and to look at the same data with different systems and set up your visualizations
slightly differently to give people different impressions or to create confusion in what’s right. When you create
that confusion, you bring in again more detractors who claim the data is wrong rather than actually the way the
system is being applied, it’s not being then used logically. [P12, Clinician, Australia]

Presentation and (mis)interpreta-
tion

…The issues around data for improvement rather than judgment are real. Even though clinical teams want to
improve, there’s always going to be a chance that you disintegrate into a culture of blaming people or being
critical of people based on, often small, data sets or small numbers of stuff rather than looking at, and that can
be a powerful problem. [P08, Researcher, United Kingdom]

Team culture and openness to
group reflective discussion

Legacy Technology and Fragmented Systems
Aging technology infrastructure and fragmented data sets within
hospitals were identified as an important barrier. The
incompatibility and complexity of the systems make it difficult
for informaticians and clinicians to drill down to review
individual cases. They also limit hospitals’ ability to implement
new solutions. Some staff clinicians do not have access to a
searchable database within their practice site, and another
participant stressed the difficulty of extracting data from
electronic medical records for individual and group reflection.

Data Quality, Privacy, and Lack of Trust With
Underlying Data
Particular emphasis was put on the distrust with the underlying
administrative data generated from day-to-day operations, such
as length of stay, readmissions, and complications. However,
some participants felt that the concerns around data quality were
unfounded. They highlighted that the quality of the data is
largely dependent on the documentation of medical records,
which is later coded into the system. Interestingly, 3 participants

suggested that the average practitioner may not be aware that
their poor documentation may introduce coding errors, which
ultimately impacts the overall quality of the data. Further, even
if the data met the quality standards of clinicians, use in team
meetings would likely depend on the openness of specialty
group leaders.

Nine participants conveyed their concerns on doctor privacy
and confidentiality. Although they were supportive of
repurposing administrative data for reflection and professional
development, both clinical and nonclinical participants
highlighted the need for the performance data about team
members to be deidentified. One informatician/pediatrician
noted that smaller teams would increase the risk of identifying
the consulting physician based on the rare conditions and
specific medications for the patient episode.

Presentation and (Mis)Interpretation
Static reports and interactive dashboards were either overloaded
with data or were too complex, leading to misinterpretation.
One clinician remarked how the confusion created from the
poor presentation may contribute to the concerns regarding data
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quality. The difficulties with interpretation were compounded
by the varying levels of data literacy. Participants noted that
designers should be mindful of data presented on reports,
visualizations, and dashboards to ensure comprehension and
minimize confusion. The problem of individual clinician
attribution as part of a wider care team was also identified as a
barrier. This occurs when multiple clinicians from either the
same or different specialties, as part of a multidisciplinary team,
were involved in a single patient episode of care.

Team Culture and Openness to Group Reflective
Discussions
Establishing the right team culture was integral to promoting
robust group reflective discussions. Participants felt that a
punitive approach to reviewing performance data was not
conducive to peer sharing and learning. Ultimately, the success
of any performance data tool is underpinned by the culture of
the teams supporting its use. Participants acknowledged that
the varying levels of individuals’ engagement with their own
data can be overcome by proactive specialty group leaders. For
team members who may be hesitant to share their data with

peers, these group leaders are crucial in coaching them to be
more open to contributing to group reflective discussions.
Unsurprisingly, participants also stressed that clinicians are too
busy to be involved with the design and evaluation, resulting
in new tools deployed with minimal end user feedback. The
lack of adequate infrastructure and support staff to assist the
rollout of new systems was also mentioned. Thought leaders
also conveyed the link between these issues and concerns around
the privacy and confidentiality of practitioners, suggesting that
practitioners are hesitant to engage with new tools where the
data access rules within the hospital were unclear.

RQ3: What Are the Enablers to Such Tools?
The key enablers that surfaced were human-centered.
Participants recommended identifying local champions to
engage clinicians throughout the design process. They noted
the important role of designers of new interfaces to prioritize
clinicians’understanding rather than simply sharing data. Team
culture was a focus of discussion in the interviews, as they felt
it played an integral role in supporting new reflective practice
tools. Table 4 shows the illustrative quotes related to the enablers
to implementation.

Table 4. Illustrative quotes on the enablers to such tools.

QuoteTheme

…Before anything is delivered, the key stakeholders are consulted to get their opinion in terms of what would be
useful to them or if there was a suggestion of something to get their feedback. So they actually feel as if they also
have some ownership in it. [P05, Chief Nursing Officer, Australia]

Champions and co-design

…Simpler is better. What you need to do is give them the information they need to be able to make the decision
or make a change in practice, but not overload them. [...] I think what you do is you take the data and you give
it back to the team in the way in which they’ve asked for it. Then you leave them to figure out how they act on the
results of that because each team will operate slightly differently. [P08, Researcher, United Kingdom]

…And it does get reported in finance reports I can assure you of that. But for us, if we’re reporting length of
stay, it’ll be done at a clinician level and will be tied very much to the approach we’re taking, tying it to individ-
ual patient risk adjustment. So we’re using that HIPAA model of patient risk adjustment, and we’re going to drive
our reporting at clinician level based on that. [P13, Clinician, Australia/United Kingdom]

Present data for understanding, not
for information

…But if the goal is primarily to get the data out there to learn from it, I think it’s very possible to learn from
imperfect data. But again, that requires a certain level of trust and it requires an environment in which people
aren’t judged for quote unquote poor performance. But in which people are understanding of the fact that different
people work in different settings with different patients in different situations. [P09, Researcher, Netherlands]

…It is tough, you know, and it is educational. The process we go through is deliberately not pointing fingers at
anyone. It’s saying: “You look different to your peers. Would you like to find out why?” It’s not saying “Oh my
God, you’ve got a problem here.” Because we wanted to say to people, actually, “You should get used to looking
at your own performance and simply saying you’re within the gray zone of the shaded zone of the funnel plot,
means you’re okay.” [P11, Clinician/Researcher, Australia]

Coaching and facilitation

…One of the problems, like today, I did 3 meetings where I could claim CPD. But that would mean going out of
the system, going into another system, finding my login, working out which of the five groups or whatever it is in
and I’m going to put it down as. Then by the time I’ve done that, I’ll say “bugger it” and just do it like I normally
do it - in a year or so. I go to two meetings a week. I think to make it meaningful and useful that some form of..
if it could be done with that kind of reflections automatically reflected because I think that would be an encour-
agement for people to do it. [P12, Clinician, Australia]

Timely recording of reflections for
continuing professional develop-
ment

Champions and Co-Design
Participants suggested identifying local champions or key
opinion leaders to assist with promoting wider engagement with
end users. Interviewees did acknowledge the difficulty of
recruiting clinicians for consultation interviews and focus groups
due to being time poor. Champions and opinion leaders do not
necessarily have to be heads of departments; they can be
unofficial leaders—any staff member who is well-respected

within a group. Practitioner input into all stages of the design
and implementation was seen as an important success factor.
They highlighted the need for involving end users throughout
the process to ensure they take ownership of the tool and
integrate the tool into their practice. Co-design could include
clinicians identifying relevant clinical indicators and suggesting
effective ways to present the data. Clinicians could provide
feedback on the reports and dashboards in development, thereby
reducing errors and unanticipated consequences.
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Present Data for Understanding, Not for Information
A third of the participants stressed that the presentation of the
data should be optimized for understanding to minimize
confusion. One respondent recommended minimal processing
of the data, opting to provide the data as close to its original
form back to practitioners. Therefore, specialty groups may
transform and visualize the data specifically to their needs.
Conversely, participants also stressed the importance of
risk-adjusted clinical indicators to account for patient age and
comorbidity or other factors that influence the results. When
presenting comparative data, clinicians want to understand how
CIs have been statistically weighted to take into account these
factors so that teams are comparing “like for like.” Another
participant emphasized the need for granularity of data. They
wanted the ability to drill down and see the data broken down
to be able to make sense of the data. Interestingly, a clinical
informatician noted that some specialty group leaders prefer
simple tools they are familiar with, such as Excel spreadsheets
and PowerPoint slides, suggesting that access to data could be
improved simply by using existing familiar tools.

Coaching and Facilitation to Support the Technology
Although participants saw value in individual specialists
reviewing their own performance, they preferred having regular
structured reflective discussions to embed the tools into practice.
Respondents reflected on their experiences with tools, and data
“dropped” onto them without any formal structures such as
coaching or support to implement the change. One clinician
described their experience where the team culture was not based
on blame but rather sharing and learning.

Timely Recording of Reflections for CPD
Some respondents suggested that the reflection on practice
undertaken within hospitals could be better captured for
recording CPD. Currently, the systems are separate, which make
it cumbersome to log reflections directly after a meeting. They
suggested that a streamlined process could make the reflection
more meaningful. Other enablers that emerged related to
leveraging competition between practitioners. A chief medical
officer remarked that league tables can be used to build healthy
competition between clinicians in specialty groups. A researcher
noted the importance of having robust data governance within
the hospital to support the proper access and sharing of
performance data for reflective practice. Other enablers related
to the adequate provision of information technology support to
specialty group leaders and individual clinicians during
implementation.

Discussion

This qualitative study captured the perspectives of Australian
and international thought leaders on the potential benefits,
barriers, and enablers of repurposing routinely collected
administrative data sets for reflective practice interfaces.

Proposed Benefits
Reflective practice interfaces are used in a diverse range of
specialty domains, though they lack the best practice guidelines
for a consistent end user experience. Thought leaders suggested

enhanced visibility of outcomes, peer comparison, reflective
discussion, and practice change as the main benefits.
Transparency in the outcomes and peer comparisons play an
important role in helping clinicians identify discrepancies
between current and desirable practice and improve
self-assessments [24]. Comparative data allow individual
clinicians to reflect critically on their performance to gain new
insights about their practice. In group settings, they can discuss
patient cases of interest through peer learning. Regular reflection
on data is central to lifelong learning that underpins the
maintenance of many professional competence frameworks
governing specialist registration [8,25,26]. Prior evaluations on
the impact of clinical dashboards have shown some evidence
of changing practice [27]. These dashboard interventions are
largely based on electronic medical record and clinical registry
data sets. Although our study focused on administrative data,
we found thought leaders also view administrative data sets as
rich sources to drive practice change [1]. Respondents were
overall in agreement with the potential benefits of reflective
practice interfaces based on administrative data. Our findings
did reinforce the known barriers related to legacy technology
infrastructure, siloed data sources, complex data visualizations,
and cognitive overload [28].

Team Culture and Group Reflection
Overcoming local cultural and organizational barriers to using
reflective practice tools was viewed as important as the technical
barriers to data presentation and technology infrastructure. A
major theme was the culture and organizational structures
required to implement and support the adoption of new reflective
practice tools. Our findings are consistent with those in an earlier
work on sustainable learning health systems, where transparent
governance and clarity on the purpose of the data are considered
vital for continued success [6]. Group leaders should reassure
team members that the data will be used in formative learning
contexts to support professional development rather than in a
punitive manner, that is, singling out underperforming
practitioners [1]. Only when team members feel safe, they will
be willing to take interpersonal risks, be vulnerable, and give
feedback to colleagues without being afraid of any negative
consequences [25]. Respondents highlighted the difficulty of
attributing individual performance to clinicians who work in
highly collaborative specialties and multidisciplinary teams
[29]. Despite this concern, there was a preference for group
reflection over individual reflection. First, individual reflection
is difficult, as practitioners may misinterpret the data or may
lack the self-assessment skills required to identify areas for
development. Second, robust discussions on patient cases of
interest, supported by reflective practice tools, can be integrated
into existing team meetings rather than adding work to
clinicians’ busy schedules. These views were in line with the
literature on the benefits of group reflection on performance
improvement and practice change [26,30]. Reflective discussions
on individual or team practice can be facilitated in both
one-on-one meetings between a practitioner and a peer or
facilitator or in a group meeting led by a facilitator [25].
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New Models of Reflection Linked to the CPD Cycle
Unlocking access to administrative data sets and requirements
to review individual performance data provides an opportunity
to develop new models of in-hospital reflection linked to
professional development. Many medical practitioners engage
in their CPD program as a compliance task rather than for
professional learning and development [16]. A theme identified
was the opportunity to streamline in-hospital review of data and
subsequent recording of reflective discussions to meet the
requirements related to practice-based review of performance.
Assuming that data quality and governance concerns were
addressed, respondents were supportive of the creation of new
reflective data tools based on routinely collected administrative
data. Although there has been extensive research into dashboards
based on existing local processes such as A&F and M&M
meetings, there is a gap in the literature linking in-hospital
reflective interfaces and impacts to CPD [2].

There are similarities and differences with this type of reflection
and reflection as part of A&F and M&M meetings. The existing
tools are reactive in nature, starting with questions about practice
performance, and data are collected accordingly. They are
largely driven by external quality and safety reporting and
hospital-level key performance indicators. The insights from
the tools are discrete snapshots of performance and are
retrospectively recorded for annual CPD reporting. In contrast,
reflective practice tools provide a longitudinal view to
professional development. They start with routinely collected
data that are reviewed proactively. Patient cases of interest are
identified to support robust team discussions that may lead to
actions for improvement. Finally, they are driven by the internal
professional goals of a clinician, documented in their personal
development plan.

Limitations
The participants interviewed represented views from a diverse
range of fields and medical jurisdictions. We ensured that the
participants interviewed had highly relevant backgrounds but
strong Australian representation. As such, care should be taken
in generalizing findings to local jurisdictions. Although the
coding scheme was generated by 2 independent reviewers and
reviewed by the coauthors, the majority of the transcripts
ultimately were coded by 1 reviewer. To mitigate the researcher
bias, coauthors were consulted multiple times during the coding
and analysis process to verify the coding themes, interpreted
themes, and conclusions.

Conclusions
Our findings provide novel insights into the benefits, barriers,
and enablers to repurposing administrative data for professional
development. First, we identified that the potential benefits are
visibility of outcomes, peer comparison, reflective group
discussions, and practice change. Second, the barriers identified
included legacy technology, distrust with data quality, privacy,
data misinterpretation, and team culture. Third, the enablers
identified included local champions participating in co-design,
presenting data for understanding, specialty group leader
coaching, and reflection linked to CPD. Despite issues with the
underlying clinical indicators, clinicians are interested in reusing
routinely collected data for professional development. We found
that there was a strong preference for group reflective
discussions supported by specialty group leaders over individual
reflection. The application of these findings offers the potential
to develop new models of in-hospital reflection linked to the
annual CPD planning-recording-reporting cycle.
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