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Health Care Leaders’ Perspectives on How
Continuous Professional Development Can Be
Promoted in a Hospital Organization
Åsa Alsiö, MD, PhD; Anna Pettersson, PT, PhD; Charlotte Silén, RN, PhD

Introduction: Leaders play a central role in continuous learning processes aimed to improve health care. However, knowledge of
how leaders with power and influence in hospital organizations promote the means for continuous learning in practice is scarce.
This study aims to explore how key stakeholders in a hospital organization think about approaches and roles when promoting the
reflective practice in small groups as means for continuous professional development in their organizations.
Methods: Six key stakeholders from a regional hospital (two department directors, two ward managers, and two resident supervisors)
were recruited through purposive sampling. Semi-structured interviews were conducted, and an abductive content analysis was performed.
Results: In the current study, leaders stressed that cultural and structural conditions at all levels in the system were important for
the practice of small-group learning. Yet, their suggested approaches referred exclusively to a limited part of the system and were
directed to staff at lower hierarchical levels within their jurisdictions.
Discussion: The identified gap between the suggested approaches and the claimed conditions for implementing a new strategy
for continuous professional development among leaders in a health care organization illuminates difficulties in the implementation
process. Providing adequate conditions at all levels of the system demands implementation approaches that include the entire
hospital system. This requires that leaders first recognize their need to learn and apply a systemic perspective, and second, that
they can create such learning opportunities for themselves.
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Expanding scientific knowledge and rapid developments in
technology require all health care professionals to learn,

collaborate, and apply new insights to deliver safe and informed
health care. The growingneed for up-to-date knowledge among
health care professionals challenges the health care sector on
how to organize and stimulate continuing professional devel-
opment (CPD). Economic and personnel resources in health
care limit the number of health care professionals that can be
excused from clinical duties to participate in formal courses.
Research in the field of CPD stresses the need for strategies to
extend learning activities beyond traditional educational
approaches.1 By applying formats of learning that can be inte-
grated into daily clinical practice, access to CPD could increase.

Reflective practice in small groups is a format of learning that
could be applied as a part of daily clinical work. This practice
can be organized with a facilitator that is engaged to support
discussions on clinical issues. Educational research shows that
reflecting on experiences has the potential to increase accep-
tance of feedback, improve self-assessment, and promote
the development of professional identity.2–4 Furthermore,
enhanced learning and improved collaborative competence
have been linked to reflective practice in a small group setting.5

Beneficial effects for clinicians engaging in small group reflec-
tive practice in an enhanced sense ofwell-being, job satisfaction,
and professionalism have been reported in several studies.6,7

Learning through reflective practice in a small group setting is
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underpinned by socioconstructivist learning theories where
learning occurs as a result of the learner’s active internal pro-
cessing and active interaction with other people and the
environment.6

However, the task of accomplishing organizational uptake
and incorporation of new learning formats in different practices
in a hospital organization is a challenge. The integration of new
practices in a complex system such as a hospital necessitates
engagement and learning at and between all levels.9 Medical
education has traditionally been based on a teacher-oriented
perspective, and education in the clinical setting has been
organized in apprenticeship models.8,9 Introducing reflective
practice in small groups denotes a shift from a teacher-oriented
learning perspective to a learner-centered perspective that could
be difficult to advocate.10 Supporting active learning rather
than teaching others what one knows puts demands on super-
visors and teachers that could evoke feelings of uncertainty and
resistance.10 Moreover, in the system, there may be divergent
and even conflicting views among individuals at different levels
of the organization, not only about what it means to introduce
new learning practices but also on how development is best
initiated and driven in the system. The notion that development
is accomplished through a leader-led rational agency stands in
contrast to the notion that agency is distributed and constructed
through social interactions that are influenced by context.11

Considering the challenges to accomplish change in a
health care organization, ambitions to implement newmeans
for continuous learning may fail if leaders are unaware of
their role in the implementation and how to exercise support
in a complex system. A hospital organization is a complex
system where different interacting and interdependent parts
continually adjust to changing circumstances. The system
can be illustrated by a micro-meso-macro-level model.12,13

Taking a macro perspective means including a whole orga-
nization as a system, where a part of a system is considered
from a meso perspective and individuals are considered from
amicro perspective.12We argue that leaders at all levels in an
organization play a central role in continuous learning pro-
cesses aimed to improve the delivery of health care services.
Although managerial support has been demonstrated to be
essential for a successful change process,12,13 the research
focus so far has mainly been on how to implement learning
opportunities and how to motivate individuals on a micro-
level. Insights in how key stakeholders at different levels in a
hospital organization perceive approaches and roles when
promoting CPD within their establishment could inform
future organization of CPD within health care.

In this study, we aim to explore how key stakeholders at the
macro- and meso-levels in a hospital organization think about
approaches and roles when promoting the reflective practice in
small groups as a new strategy for CPD in their organizations.
Themeso-level in this study refers to the departments andwards
at the hospital, whereas the macro-level refers to the entire
hospital organization represented by the hospital board.

METHODS

A project to integrate reflective practice in small groups in the
clinicalwork, as a new strategy forCPDandas the development
of local clinical practices, was developed at a Swedish regional
hospital. Reflective practice was arranged in small groups to

discuss clinical matters brought up by the participating resi-
dents. The group sessionswere led by a tutor as a facilitator. The
tutors were prepared for their tasks within the project. In the
process of incorporating reflective practice in small groups in
the hospital organization, both educational leaders in the clinic
and managers at the meso- and macro-level in the organization
were considered key actors. Accordingly, in this study, per-
ceptions among these leaders about approaches and roles when
promoting the reflective practice in small groups as a new
strategy for CPD in their organization were explored.

The point of departure for this study is an interpretative
paradigm, meaning that interpretations of phenomenon or
experiences in a specific context are considered useful for
understanding actions and thoughts.14 Thus, a qualitative
approach for the collection and analysis of datawas chosen. Six
health care leaders at themacro- andmeso-levels at the hospital
were recruited throughpurposive sampling (Table 1). To gather
rich data, we aimed to include participants with diverse expe-
riences and potentially diverse perspectives. Variety in gender,
age, supervision experience, profession, and role in the orga-
nization contributed to the elucidation of different perspectives
on how reflective practice in small groups could be promoted.

Data were collected through semi-structured in-depth inter-
views.15 In the study, three domains were explored: perceptions
of reflective practice in small groups, potential benefits in clin-
ical practice, and thoughts about the application in clinical
practice in the hospital organization.

The interviews rendered a large amount of rich data and were
read and considered as a whole. In the interest of keeping the
presentation clear, this article reports the results relating to the
domain about application in practice. The other domains will be
presented in detail in later publications. In summary, the health
care leaders perceived reflective practice in small groups as an
important opportunity to reason about experiences and learn in
collaborationwithothers both related to individual development
and as a support to improve practices in the organization. They
also pointed out its potential for discussions about challenging
issues such as ethics, behaviors, and emotions.

Thedomainabout the application inpracticewas initiatedwith
thequestion:What doyou think about your role in promoting the
reflective practice in small groups? Initial answers were followed
up with probing questions to enhance the collection of rich data,
and the participants were encouraged to give examples and to
further describe their views. The interviews were tape-recorded
and lasted between 30 and52minutes. Transcriptionsweremade
verbatim. Content analysis with an abductive approach using a
nonlinear relation between data and theories was applied.16,17

This means that even though no predefined theories were directly
applied, the process of selecting data and identifying patternswas
influenced by the character of the data and by the researchers’
previous experience and knowledge of the concepts studied.18

TABLE 1.

Description of the Respondents

Role in the Organization N Profession N Gender N Age

Educational leaders in the clinic 2 Nurses 2 Female 2 34–62 years

Health care unit managers 2 Physicians 3 Male 4

Department directors 2 Psychologist 1

N indicates number.
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The transcripts were read repeatedly to obtain a general
understanding of their content before meaning units were
identified. Based on variations and similarities, the units were
then grouped into categories before being further condensed
into codes. The codes within each category were interpreted
considering their underlying meaning, resulting in three main
themes and two sub-themes. Table 2 illustrates an example of
howan original transcriptwas condensed and interpreted. Two
of the authors (C.S., Å.A.) read all the transcripts, andone of the
authors (Å.A.) identified the meaning units and grouped them
into categories that were discussed among the authors before
theywere condensed into codes. The interpretation of the codes
and identification of themes was a collaborative process where
all authors participated. Two of the researchers (A.P., C.S.) are
teachers at a facultywhere reflective practice in small groups is a
means of teaching and learning. The third researcher (Å.A.) is a
clinical teacher at a regional hospital where this practice is
uncommon. Although the researchers all have research expe-
rience in medical education, we represent three different health
professions: nurse, physiotherapist, and physician, and our
different experiences have enabled us to contribute with and
elucidate different aspects in the process of interpreting data.

RESULTS

Three main themes were identified when interpreting responses
from the respondents. Cultural and structural conditions
important for practice are illuminated in the first two themes:
Culture shapes conditions for reflective practice in small groups
andLearning necessitates space and place. Ideas of how and by
whom practice could be stimulated are elaborated on in the
third theme:Approaches to accomplish change. The quotes are
marked by a letter in brackets that represents the different
respondents, A–F.

Culture Shapes Conditions for Reflective Practice in
Small Groups
The existing culture, in norms and attitudes to learning, was
described to set the scene for reflective practice in small groups.
Leaders at the macro-level were described to have the respon-
sibility to signal the importance of reflective practice in small
groups to lower hierarchical levels in their organizations.

“. . .An awareness among healthcare leaders of an organiza-
tion that this [reflective practice in small groups] is important
is demanded. It has to be expressed in someway and diffused
down in the organization...”(A)

Experiences of a nonhierarchical culture characterized by
sharing knowledge in an open atmosphere were exemplified to
promote reflective practice in small groups: “. . .Then...it [the

implementation of reflective practice in small groups] depends a
lot on the culture. Is it ok to educate, to accept new knowledge,
and share knowledge with each other? That is not always the
case. . .” (C)

Attitudes toward qualitative methods, in general, were
described to influence perceptions about reflective practice in
small groups. Skeptical attitudes toward qualitative methods,
reflective practice in small groups, and discussions about ethical
issues were described as constraints for the implementation:
“. . .The challenge will be to find supervisors suited for the task.
Sometimes there is a mentality towards those methods” “. . .
Well, there could be resistance towards qualitative methods
that hinder learning in small groups. . .” (E)

Learning Necessitates Space and Place
Sufficient space and an appointed place of learning in the
organization appeared as a key for the implementation of
reflective practice in small groups. Space and place were not
only described as structural resources consisting of human and
economic capacity in the health care organization but also as
cultural signals of importance. Instructions and responsibilities
on how to disseminate knowledge and participate in reflective
practice were explained to signal importance and promote
implementation. Appointed educators with mandates to create
opportunities for reflective practice in small groups were iden-
tified as central actors for change in practice.

“. . .The person who is to implement it [reflective practice in
small groups]musthavea clearmandate toarrangeanadapted
schedule. . .where there is space for education. . .” (C)

Existing ideas that reflective practice in small groups reduces
resources for health care appeared as a hindrance to the
implementation.

“. . .If you take some individuals out of healthcare pro-
duction to participate [in reflective practice in small groups],
others have to compensate for them being away. . .” (D)

Approaches to Accomplish Change
Ideas of how topromote theuse of the reflective practice in small
groups came to the fore as different approaches. On the one
hand, participants identified how they, as leaders, could drive
change. Yet, on the other hand, they placed the responsibility
for change in the lap of the hospital organization. The first
subtheme (“how leaders can drive change”) illuminates ways
the respondents, in their capacities as leaders, could stimulate
reflective practice in small groups in their organization. Con-
trasting perceptions of the system as the agent for change make
up the second subtheme, “assigning responsibility for change to
the hospital organization.”

TABLE 2.

Steps in the Process of the Content Analysis Illustrated by an Example

Meaning Unit Category Code Sub-theme Main Theme

“. . .The organisation has to create possibilities to be absent from

the clinic to do other things, such as lunching or participating in

education and so on. . .”

Conditions

required to

accomplish

change

The organization has to create

possibilities to be absent to

participate in education

Assigning responsibility for

change to the hospital

organization

Approaches to

accomplish

change
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How Leaders Can Drive Change?
The respondents, as leaders, expressed themselves to be initia-
tors and driving forces for change. The use of reflective practice
in small groups could be promoted if the participants as leaders
acted as rolemodels andprioritized learning in practice:“. . .It is
really important to set a good example. If we, for example, are
really busy at the ward, I can, as a manager, bring in extra staff
to liberate time. . .” (F)

Talking about reflective practice in small groups and
involving co-workers in creating structures that would
enhance its use was expressed as means for leaders to be
supportive: “. . .We have worked a lot with improvements.
Among other things, we have considered how to adapt the
work schedule to be able to work with reflective practice in
small-groups. . .” (F)

Involving representatives from all health care professions
was stressed to stimulate a positive attitude toward changes in
general, which was also believed to be important when
increasing the use of the reflective practice in small groups in the
hospital organization: “But if I, as a leader, can find some small
change and involve all professions inworkingwith the change, I
believe that it could feed a change culture. . .” (A)

Another proposed method for a leader to drive change was
by giving their formal support or approval: “. . .I would
not mind working to implement it or support it... Well, it could
be to suggest...or approve of time being used to work in this
form...” (D)

Assigning Responsibility for Change to the
Hospital Organization
The enhanced use of the reflective practice in small groups in the
hospital organization was expressed to demand active support
from the organization in structure, resources, and leadership.
Structural hindrances to participate in small-group learning
were to be resolved by the organization. The organization was
assigned accountability for learning opportunities: “. . .The
organization has to create possibilities to be absent from the
clinic . . . to participate in learning . . .” (B)

The allocation of resources was identified as an organiza-
tional obligation: “. . .Education must be prioritized and built
into the system; enough resources must be reserved so that as
many as possible can participate in education. . .” (E)

Leadership in the hospital organization that promotes a team
culture was deemed important for the use of small-group
learning: “. . .I believe that it [the development of a team cul-
ture] is a question of leadership. We have had managers that
have worked to make the staff become a part of the organiza-
tion. I believe that is the key to making people grow potentially
beyond yourself. To demonstrate a belief in the staff you have
that you want them to engage and participate. . .” (F)

DISCUSSION

The current study provides insights into aspects that leaders on
the macro- and meso-levels in a hospital organization find
important when promoting the reflective practice in small
groups as means for CPD in their organizations. Interestingly, a
gap was exposed between the leaders’ views of prerequisites for
the practice of reflective practice in small groups and their
strategies to stimulate practice.On the onehand, they referred to
systemic conditions in a hospitable climate, sufficient room, and

also anacknowledgedvalue of reflective practice in small groups
at all levels of the organization. On the other hand, their sug-
gested strategies referred to a limited part of the system. Ideas of
how tomake a difference in their roles as leaders were described
exclusively in relation to the staff they were in charge of.
Notably, they talked about themacro-level as something outside
their reach. Instead of acknowledging themselves as being a part
of or having the ability to influence the system as a whole, the
macro-level was described as a separate autonomous entity.

Consistentwith sociocultural learning theories, both cultural
and structural circumstances were found relevant to the
reflective practice in small groups.19 Importantly, the leaders
identified engagement at all levels of the hospital system as a
prerequisite for creating such circumstances and implementing
new practices of education in line with learning organization
theories.20 The somewhat contradictory finding that their
strategies focused exclusively on staff at the lower hierarchical
levels of their jurisdiction mirror previous studies of the diffi-
culty to connect themacro-level with operational approaches at
the meso- and micro-levels.21

Interestingly, the findings indicate that the leaders had an
interest in and knowledge of how to interact and drive devel-
opment by supporting learning at the micro- andmeso-levels of
the organization.Their strategies refer todifferent incentives for
participation in reflective practice in small groups in structure
and cultural prerequisites, such as allocated time for learning,
work structures adjusted for the benefit of learning, and the
existence of a nonhierarchical culture.However, although these
strategies may be supportive at the meso- and micro-levels, we
argue in line with theories of learning organizations that they
will not contribute to the incorporation of the practice in the
hospital system unless they are disseminated at all levels of the
organization.20 Moreover, isolated practices relying on a few
stakeholders are not likely to be sustainable over time. If leaders
at themeso- andmacro-levels do not stimulate engagement and
learning in thewhole organization, including their colleagues at
the same hierarchical level or above, there is, from our per-
spective, no obvious actor that can take on the role of creating
engagement and learning in the entire hospital system.

We claim that a shift in strategy is the result of an active process
in which different perspectives and experiences are considered.
Following this line of reasoning, a shift in strategy among leaders
demands them to engage in a transformative learning process.22

Although, to engage themselves and develop a strategy that
stimulates learning and engagement in the entire hospital system,
we claim that they not only need to accept their own learning
needs but also to create learning opportunities for themselves.
Notably, the leaders in this study identified the importance of
culture, time, and space for the education of their staff in linewith
socioconstructivism learning theories.19 Leader engagement in
their learningprocesses couldbe counteractedby existing cultures
and traditions in their organization. A top-down management
culture, as signaled in the findings of the current study, may
impede leaders from learning strategies on how to interact
between levels and drive change in the system as a whole.20

Moreover, creating learning opportunities that attract leaders
with divergent views about the practice of learning is a chal-
lenge.23 Views of learning as an occasion where professionals are
taken out of daily practice and where knowledge is primarily
delivered stand in contrast to views of learning as a processwhere
learners construct knowledge together in daily practice.
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A limitation of this study is that the findings are based on
inquiries from a small number of respondents in one setting.
Nevertheless, it is beneficial that they represent different health
care professions and leadership levels in a hospital, and through
the in-depth interviews, they contributed rich data that illumi-
nate the research questions. The research process, from its
design through the collection and interpretation of data, is
clearly described to enhance the ability of readers to judge its
credibility and potential transferability to other settings.

The authors’ professional knowledge and preunderstanding
may have affected the interactive process of collecting, analyzing,
and interpreting the data.17 All authorswere engaged in reflection
at different stages of the study to improve rigor. Their different
roles and knowledge made it possible to challenge each other’s
assumptions and continuously return to data for confirmation of
interpretations and to reflect on methodological procedures.

Future studies that explore how leaders can be supported to
learn and apply systemic strategies are warranted, considering
that the future delivery of safe and efficient health care services
depends on leaders having the knowledge and motivation to
influence conditions at all levels of their organization.

CONCLUSION

A gap was exposed between the views of prerequisites for
reflective practice in small groups among leaders in a health care
organization and their strategies to stimulate practice within their
organization. Although the leaders identified key conditions for
learning at all system levels in time, space, and learning culture,
their strategies focused exclusively on staff at the lower hierar-
chical levels of their jurisdiction. The exposed gap illuminates the
need for leaders to approach conditions in the entire systemwhen
implementing learning practices within their organizations.
However, the application of an approach that includes the entire
system demands that leaders recognize their own need to learn
how to apply a systemic perspective. In addition, they need to be
able to create such learning opportunities for themselves and their
leader colleagues at the same level or above. External incentives
may be needed to initiate this transformative learning process
considering the indications of top-down management culture in
the findings of the current study.

Lessons for Practice

n Sustainable implementation of new practices of continuous
learning in a hospital requires approaches involving the entire
hospital system.

n Leaders at all levels of a hospital organization must learn how
to create support in the entire hospital system for new learning
practices to become sustainable.

n In a top-down management culture, external incentives may
be needed to initiate the transformative learning required for
leaders to engage in learning and application of an approach
involving the entire hospital system.
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