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Self-reflection in the health professions
Kevin Eva:	Thanks very much and it is truly my distinct pleasure to be here with you over a couple days.  It is a quick trip unfortunately this time, but I will certainly make the most of it as best I can.  I [unclear] a little bit uncomfortable whenever someone provides such an introduction because it's truly going to all downhill from here.  I can't possibly leave you a better person than what [Anna*[endnoteRef:1]] has but I'll try not to make it too bad. [1:  * [Unclear] words are denoted in square brackets and time stamps may be used to indicate their location within the audio.
Distribution of this transcript requires client authority and is subject to the provisions of the Australian Privacy Principles.] 

I say it's a pleasure to be here in large part because I just want to start off by reinforcing just how critically important this work is that you're doing.  You probably heard a couple consumers or patient voices in the room this morning and it's very easy to lose track of what the public assumes to be going on in the health professions.  As much as these can seem like very difficult challenges, because they are very difficult challenges, I hope that everything I say today is interpreted as being encouragement to continue to keep at it, because it is so truly vital.
I should also perhaps start off by acknowledging Michael's comment that I was going to give you all the answers in my address this morning.  What I can promise after I have spoken, is that you're going to continue to have problems.  These are complex issues, and part of the reason you'll continue to have problems is that there is no one solution.
But there are many professions in the room today, I understand, who all have different cultures to one degree or another.  But even within any of your individual professions there are going to be different individuals with different views and different experiences, and a vastly different perspectives.  Inevitably you're going to be in a situation where you're having to adjust on the fly to address the needs of particular individuals.
I hope that you see events like this weekend as being ways of just try to come to some common understanding of some of the pitfalls that can arise, some different ways of thinking about the problems that you're grappling with while recognising that as Lorne Michaels once said, who's the - Lorne Michaels, for those of you who don't know is a comedian and who was the executive producer of Saturday Night Live, the sketch comedy show.  He once said the show doesn't go on because it's perfect.  It was on because it's 11:30.
So, the continuous quality improvement that continues during professional development, that you're here to try to encourage our practitioners, I hope you take the time to reflect that that's effectively what you're going to always be engaged in in your roles in this room because this process that you're developing is going to have to continue to develop and there are going to be missteps along the way and that's okay.  That's how we collaboratively move forward from them.
So, with all that said as probably too much introductory commentary, I've used this image to start off just to again emphasize that there's a bit of a balancing act that you're going to be engaged in.  I think that act is particularly challenging given the perspective that you're coming to this issue from in terms of being a group that's obligated to mount some quality assurance activity.  As much as we will try to talk over the next few days about how to make those educational and beneficial, and directed at improvement for individual practitioners, those practitioners are going to have good reason to look sideways and maybe mistrust a little bit what the motivations are.
So, how do we strike the right balance between maintaining and fulfilling our obligations, while also maximising the benefit for the vast majority of practitioners which, as someone has already said this morning, are actually doing quite well in engaging in these activities quite willingly.
So, let me start off by giving a couple of definitions just to make sure we're all on the same page.  I've heard the phrase self-assessment, and self-reflection, and self-regulation, and a lot of self-acts thrown around already this morning.  Those things can become confused in the way they're used interchangeably.  I think as we talk about self-regulation we're clearly here over the course of this weekend to talk a bit about how we might use self-reflective activities to enable individual practitioners to maintain their competence.
Almost always those self-reflective activities involve some component of self-assessment.  Which I'm going to define for the purpose or our conversation as a person summary judgment of performance or ability.  These are the questions that we asked in that cycle of CPD that we mentioned this morning.  What am I doing well?  What am I weaker in?  What activities do I need to undertake to fill in any gaps that I might not identify?
Self-reflection I think of is something a bit more broad, more about the deliberate effort that we're trying to encourage to understand ones contribution to a problem.  To use those self-assessments as well hopefully other information to reinvest in thinking about why do things play out a certain way.  Why didn't this particular case go on from my expectations.
What do I need to adjust in terms of my expectations, or my understanding of that particular case to really make sense of it and allow it to help me move forward in a way of practising with new cases in the future?
Incidentally, similarly people taking notes, if that's helpful to you then by all means, please continue.  I'm leaving my slides behind too and more than happy for them to be distributed to everybody in the room.  So, if there are any things that you're worried about, forgetting specific details, you'll have access to those after the meeting.
This is the metaphor that I'm wanting for self-reflection [unclear] - yeah this is the [unclear] from the Alice in Wonderland stories.  It was a poem that was presented and Alice realised she couldn't read it except for looking in the mirror, and looking at the text in reflection.  The reason I like the metaphor, is what Alice does with that experience afterwards.
It seems very pretty but it's rather hard to understand.  It fills my head with ideas and I don't know exactly what they are.  I think it's just incredibly insightful as much as Carroll's writing was because it is so powerful.  We get so caught up in our experiences and the strong interpretation that we make of those past experiences that to even question whether or not somebodies opinion of their own abilities or knowledge might not be totally accurate, has been met with resistance over many many decades and many efforts to look at what is the role that self-assessment, self-reflection plays in meeting [unclear] competence?
If you look across the world, this isn't just an issue of chiropractic training here in Australia.  If you look across the world at models of continuing professional development, as [Peck] has said, they all contain the same basic concept that the ability to self-assess is a corner stone of self-regulation.  Entire curriculum delivery models have been built up around trying to enable practitioners who will over the course of their careers be thoughtful and reflective and then spend time assessing where their gaps are in their practice, and what they need to fill in those gaps.
Often those strategies, or those concerns, are expressed because of the common experience people have with certain individuals who seem to have an inflated impression of what they're capable of.  At the practitioner level, they're doing things that perhaps they're not well trained at, not recognising that there are others who required some support or there are limitations that should be placed on their own practice [unclear] would say. I don't do that anymore or at all.
The model has generally been to express worry about these concerns, so we need to help people better understand the gaps and their abilities and their knowledge.  If we feed that back to them and help them recognise where their limitations are, that will establish learning goals.  It will create motivation.  Raise awareness.  Provide them a benchmark that will lead to the ideal state that we're trying to get everybody to which is where people are not only people are competent to perform but their confidence in their ability to perform.
There have literally been hundreds of studies done on various aspects of that model within the health professions and their [unclear].  Dozens of literature reviews but they have all come to the exact same conclusion that self-assessment doesn't work.
I didn't say that everything I was going to say today was going to be comforting.  I hope to provide some ways around this, but I want to start off by saying this very plainly.  This is a rollercoaster - sorry a treadmill I should say as much as a rollercoaster that we've been on.  It's the health professions for years.  What I want to argue today by pointing out that there are flaws in our self-assessment is that we can best improve it by ignoring it.  We need to influence it without changing it, and we can't trust it, we need to encourage it.
We're going to go through those one by one.  I'll try to give you a bit more detail as to why I say those things to make them a bit more clear.  Let me start off with a fairly simple study.  This is some [sampler] work that was done in the psychology department by Kruger and Dunning.  The exact same patterns have showed up in clinical samples.  So, I'm using this even though it's a non-clinical [unclear] set we have [truth] because it was the seminal work in this domain.  
But after many years of questions being raised about the accuracy of self-assessments, Kruger and Dunning were concerned that perhaps the issue arises not because we can't judge ourselves, but because we don't know very well how good other people in our situation tend to be [unclear].
In this particular study, they administered a grammar test.  They then divided people into quartiles based on their actual score on that test.  So by definition the fourth quartile outperforms the third and so on.  They also asked every individual in the study to indicate how strong they were at grammar.  If my speech is slowing at this point, whenever I talk about this study I become very conscious of my own grammar.  So, they asked individuals how good are they in this domain, and mapped their self-assessments.
The three things to know from this data, even though it's in the bottom quartile, I tended to believe they were above average.  The 16th percentile on average.  This is a much flatter line than the blue line.  That doesn't do much more than reinforce the many studies that have shown correlations between self-assessment and some external measure.
What they didn't think was really powerful was they said in many the problem is that we can judge our own abilities, but we don't know where we stand relative to our peers.  After the tests, they handed the test forms of five or six colleagues to the individuals and ask them to read through their colleague's answers, and then judge again how good are you.
As expected, those in the fourth quartile looked at the responses of their peers and said actually, I'm better than most of these schmucks, and they raise their self-assessments in exactly the direction that [they could be told].
The difficulty is that those in the bottom quartile also said I'm better than most of these schmucks.  What they argued was that it's actually equivalent to a perceptual blindness that we have.  When we don't have skill in the domain, we don't have the knowledge or ability to judge whether or not we have skill in that domain because it's the capacity to perform the task that allows us to judge whether or not we're performing it well.
Because people in the bottom quartile, they don't have good grammar skill, and as a result they can't judge whether or not somebody else's grammar is better than their own.
This I start with because it reinforces a few things that I think are critically important for us to keep in mind.  One is that self-assessment isn't a stable skill.  It tends to be limited to the places that we don't need it, meaning we appear to be good at self-assessing in domains where we actually have capacity.  Many of those people in the first quartile on that grammar test would have been in the fourth quartile on some other measure.
On those measures, they would have appeared to have good self-assessment development.  But it's not because their self-assessment is better, it's because we're optimistic and we tend to believe that we're above average at things that are socially desirable.  So, when our performance comes up to meet our expectations it's just an [unclear] phenomenon or a bi-product that we appear to have good self-assessments.
The other thing I would point out is that in the follow up study to that work I've just presented to you, again they were able to teach people how to improve their grammar skills, and as their performance shaped it up that curve, sure enough their self-assessment appeared to improve.
Again, there's nothing more than ability coming to meet their self-impressions rather that the improved self-assessment was the means to which ability improved.
In a variety of other studies where people have presented, for example a video review of performance with a clinical encounter, you can go through that and help the participant better understand the things that they could have done better, and better understand the things that they did particularly well.  You see a sort of a saw tooth pattern over time where the participants perceptions start to align with the impressions of the external measures of performance.  The problem is you then put them into the next situation, and performance being contact specific, and their self-assessment goes right back to square one in terms of whether or not they see things similar to the way other people see them.
Again, I know this is uncomfortable.  There are a few typical responses that I want to acknowledge.  I suspect some of you in this room are saying, come on the studies just aren't being done right.  This is the reason I refer to this literature as a bit of a treadmill because for 30 years we have run studies like the one just described, demonstrate that self-assessment was weak, and conclude the methodology was wrong, run the next study, and come to the same conclusion, and it went over and over and over again.
These are also often met with challenge.  How can people be so bad at self-assessment?  I know for a fact that I will never play footy professionally.  What I want to be crystal clear about is that when I say self-assessment isn't trustworthy, I'm not saying it's always wrong, I'm saying it's wrong as often as it's right, and therefore we can't know when we're in that state of being the fourth quartile or the first quartile.
It also tends to prompt people to action.  We need to teach this better.  The problem is that we just haven't been trained on how to do it.  Again, we bring many studies showing that you can get people to come to understand the strengths and weaknesses on a particular case, but doesn't tend to generalise to other cases.
Lastly, and perhaps my favourite, is sympathy.  I'm sure you all recognise the type of people that I'm talking about when I say that self-assessment isn't particularly powerful.  We all know individuals who have had artificially inflated senses of their abilities.  If you're in that mode, let me try to stress that this is not somebody else's problem.
My favourite result from this entire literature is if you ask people how well they self-assess, they generally say above average.  These are just some examples that I've taken from that same paper that any number of errors or cognitive challenge to the people you have, any number of social desirable activities, if you ask people who judge how susceptible the population is, and how susceptible they are generally they think they are more productive than the general population.
I'm going to try to move beyond [unclear] this pessimism very quickly, but I stress it because I think it is a fundamental component of the culture that we want to try to create within the health professions which is one of humility, and recognising that maybe we don't have all the answers that we think we have and wherever we need to look to get the information that would help us make more trustworthy judgements about how to continue moving forward as a practitioner, because education is learned where you didn't even know you didn't know.
That I'm going to argue is the fundamental purpose of CPD activities.  Is to help move people along with experiences and with opportunities that lead to greater appreciation about what we have come to learn that they didn't even know they weren't aware of in the first place.
These are some data taken from McMaster which is the university I worked at before I moved UVC.  Many of you will know that McMaster's medical school is world renowned for its educational practices.  They created problem based learning which has swept the world.  One of their reasons for that was to try to train self-directed lifelong learners who practise over and over again developing awareness of their own abilities and make sure they're reinvesting and try to continue to get better.
These are the data year by year of that school's performance on the nationalised listening exam.  It has surprised many people to learn that despite that reputation I just alluded to, in the mid to late 1980s McMaster had a failure rate of five times the national average despite all the great innovative work that they were doing, and all the efforts they were making to try to encourage learners that would be well beyond the norm.  They were graduating positions at rates that were distressing in terms of how many people would never be able to practice because they just couldn't get through the minimal competence thresholds that the medical community as a whole had set within the country.
I put them in this context to say that those early years from 1969 to the late 1980s, the entire assessment protocol was built around issues of self-assessments and trigger raised assessment which can be equally flawed.  The entire process was built to be very student centred to try to enable students to determine what they needed to work on to become good practitioners rather than relying on the faculty to decide what it means to be a good physician.
The reason this data were published is because that disconnect you see around 1990, and nobody could count for every blip in the year by year transitions, but what you can see is that there's a very clear shift towards the state where McMaster is now [performing] where they were willing to release this data.  
What happened in that year, is they started implementing what they call the progress tests.  There is nothing more than 180 multiple choice exam that students had to sit every four months in the program.  The idea was that it was given a better information on whether or not their knowledge was growing at the rate it was expected.
In those early days, they were literally told that you achieved a score of X you have a Y per cent chance of passing the licensing exam.  They were trying to be a very good directive and move beyond the sorts of processes that we also talk about in continuing professional development realms and giving people data from which to make some informed decisions about what they need to do to continue to improve.
To quote an example on the CPD level we don't have nearly as extensive data, but it's a very promising model I think that builds on similar ideas, is the American Board of Anaesthesiology has now moved towards a system where their practitioners to maintain their certificate of competence are going to have to sit multiple choice question exams, but they're done in a very flexible way.
Where rather than coming in and sitting a three-hour exam, or a three-day exam, they're filtered out to people through the technology that we were talking about this morning.  Sometimes through weekly emails.  Sometimes through a web portal, or through an app that somebody may have on their phone.  They're deliberately encouraged to spread out the answering these questions over time so that it's less of a burden at any given moment.
But also, because we know full well that learning tends to be better if it's based over time [rather than] if it's all done at a particular moments.  It doesn't take a lot of effort to give feedback in this context, because the question can be marked in live time, and the practitioners are given immediately the correct answer rationale underlying that answer and they're given few resources where they can go and look up more information if they want.
I'm going to focus quite a bit of my comments this morning on testing types of interventions, not in any way because I think that they are the [only] strategies that are useful, but because recognising that resources are limited and some of the ideal activities in terms of having coaches available and some of the more group sorts of activities aren't always logistically feasible.  Putting together interventions like multiple choice exams are relatively easy and if they're done well and do required some expense and resources, but they're things that can be put out and used in very flexible manners.
Again, I'm using [data] there to say that we can best improve self-assessment by ignoring it.  It's not the ultimate purpose of the CPD activities in which you're engaging, it shouldn't be to teach people at the bottom of the curve, that they are at the bottom of the curve.  It should be to try to help everybody on the curve move up and making it a much more normal process for everybody to engage in.  Because everybody has something they can be working on.
Part of the reason I say that is the second notion of when you do influence self-assessment without changing it.  Why I say that first of all is to try to recognise that we have this very romantic notion that all health professionals, all people want the impeccable performance.  But you don't have to delve very far into the educational literature to find it one of the most robust findings in that entire world is students saying they don't get enough feedback.  The faculty turn around and say we give more than enough feedback.  The students say we don't get enough.
Well, we've started delving a little bit more deeply into what people are actually saying, or meaning when they claim that they want feedback.  Often, they're not looking for feedback, they're looking for reassurance.  The one other work they're doing is taking them on the right path that you have the uncertainty that they have about doing the right thing can be put to the sides.
I say that in part because we lose track of the fact that feedback is threatening.  There's cognitive dissonance that sets in whenever we - especially if we've been practising in something for a long time, and we built our identity around being able to do that thing, if with then get feedback in any form that tells them you're not quite as good as I thought you were, that can be very startling.
As with all forms of cognitive dissonance it puts the recipient in a position of having to decide, is the feedback right, or is this impression generated over many experiences more likely to be correct.  Because we all like within our professional lives and otherwise, we have a tendency to discount the negative.  It's very easy to do when you're in a state of having had however many years of experience in a particular domain and all those things suggesting that you're doing fairly well, it's easy to say those occasions when things didn't go well are one offs.
Here's a quote from something we did with the midwives and nurses, and physicians, spread across three countries.  Where this individual said sometimes somebody will watch and you've done everything right, but when things don't go wrong, it's just one of those things.  It's seen as something that's an anomaly as opposed to reflection of something you need to do differently the next time around.
Similarly, sometimes I've got one who'll say that was a really good [job] today, and other times if I have a headache we never hear people make contrary statements and things like [well] I don't really like you today.  I didn't have a headache so things went well.  We tend to attribute good experiences to our ability and negative experiences to something else.
Similarly, we have a tendency to seek the positive.  These are data taken from a medical school context in the Netherlands where they created a system [Afgar and Osky] where people could go online and spend time wading through the feedback that was collected through that experience.  They looked at how frequently people use that resource as a function of how long it performs.  As you can see by these data, those who were excellent by their matrix, spent a lot more time reading their feedback than those who just barely go by.  It's a hard plane to take the time and take the hints that come from reading the things that we didn't do as well as hoped we might.
There isn't really many indications of what I might think of a mirror mirror on the wall phenomena.  We're all looking to be the fairest of them all, but if you look at the multisource feedback literature of practising physicians when they get data back our patients and colleagues and allied health professionals, and this particular study was done by physicians, those who like multisource feedback can't be those who scored well in multisource feedback.
Sometimes we're worrying that these practitioners who need some support due to engage in CPD activities, let's not lose sight of the fact that they are in a particularly sensitive and are risk prone position.  Not just in terms of whether or not the college or the regulatory authority might take whatever certificate, but also just in terms of their own capacity to keep at the task.
A colleague [Caroline Wallman] who head of [unclear] research at the University of Toronto has spent a lot of time going into the operating room and trying to understand what happens in those moments of uncertainty.  In the briefing with people afterwards she also hears statements, research coming after disastrous operations.  They're saying things like if only the resident had done X, Y, or Z.  And what it boils down to if only the resident hadn't put his thumb through the patient's heart.
Those are dramatic experiences that are discounted in part because that surgeon is now going to go back into the operating room if she tends to believe that every mistake is her fault.
This is something that [Carol Black, and Ben Dura], and many others have pointed out for many years now which is that total efficacy or belief of their own abilities aren't simply influenced by the experiences in the feedback we got, but their determinants of our performance as well.
In a number of studies that came under fire is to potentially not being fully ethical by current standards, involved randomising students or learners to a group that got positive reinforcing feedback versus a group that got negative feedback about their performance.  Even though they're randomised into those two groups and all baseline measure suggest that they were no different from one another, or the [pioneer] group that was given the reinforcing policy feedback did actually start to [over perform] the weaker group.
Carol Dweck's work is particularly valuable in this regard.  There's a paper she has that in fact she started sending around to all our friends who are parents because she calls it something like the dangers of [prints].  Because she points out that it's not only important that we do provide reassurance and reinforcement, but that we do it for the right reasons.   And then in a series of studies she shows that if you reinforce learners for how smart they are they tend to not perform as well over the long term as if you reinforce them for the effort they're putting in.
So, we can make CPD activities about our reinforcement of good practice being that ethical reinvestment of self-reflecting and trying to determine how to continue improving one's practice rather than being a statement about how good they are or they're innate abilities as a practitioner, we'll much more likely to see better accounts over the long term.
So, what I'm trying to argue in this section is that self-assessment is poor, but it's adaptively poor.  We're more likely to stay with things if we have confidence that we will be able to do it even if we can't at the moment.  Then our job as leaders in terms of quality assurance and regulating is again to try to help people move up to levels we want them to rather than necessarily commit to them they don't belong.
Obviously, there are some circumstances where that conversation has to happen as well, but at the risk of over generalising it, and I'm talking about the masses of how we get it to group as a whole to continue moving forwards.
In summary, when I think of it as the rose-coloured glasses approach to self-assessment or self-reflection, it's not only understandable but I think it's necessary.
As I said at the start, we can't create good self-assessors but this literature suggests that we probably shouldn't even try.  That the self-assessment isn't the means to performance improvement, it's a biproduct of it.
In other words, we want the feedback that we provide to be focussed on the performance, not on how people understand how weak they are.  Because if we can help them understand how to continue to get better and give them resources to enable that movement, then accuracy and self-assessment is just going to come along for the ride.
Which leaves me to the last segment for my formal remarks today, and is this section going to be something that we'll pick up again tomorrow as we start thinking more carefully about what can we do to try to encourage receptivity on part of those who maybe aren't as eager to engage in these activities as others are.
While I've said self-assessments can be trusted, we need to keep in mind that no matter what you say to somebody about their ability or their performance, no matter what data you provide, they're going to interpret that through the lens of their own experiences and their own impressions.
We ran a study a few years ago where upon coming to stronger and stronger conclusions, that we couldn't trust self-assessment.  We want to know what cues are people using to determine the goals that they're setting for themselves in terms of how they're going to continue to get better.  This was done in an undergraduates' medical school setting after [unclear] in fact, we asked them to give us data on the quality of the feedback they receive, of the particular score they thought they deserved.
We looked at a number of things and then afterwards had them document for us as a result of this [ten station] experience you've just had, what are your highest priority things you need to work on?  What are the goals you're setting for yourselves over the coming months?  What we're interested in was primarily what was it that was leading to the generation of those goals rather than trying to make strong claims about their accuracy.
What I'm showing you here is that the individuals perception of their own performance matters much more to whether or not they choose to work on something than anything that you can tell them.  Whether we looked at the difficulty of distinction or the particular content area, the rating the observer provide, the quality of the feedback that they perceive they had received.  None of those things mattered nearly as much in terms of whether or not learning goals were generated as the individual believing that they had performed less well than they hoped they would on a particular station.
This is part of the reason that I've come to fall in love with Robert Bjork's idea of desirable difficulties.  This is a concept where the team is calling to you to say that mistakes aren't simply valuable to enable us to learn, they're necessary to enable us to learn.  We as learners rarely induce the failures that are truly valuable in terms of furthering our own advancements.
We require external guidance to create situations where we can discover the limits of our own ability and you will be prompted to act rather than being told that we have gaps in certain areas.  Let me just give you a couple of examples.  One formal desirable difficulties that were studied quite extensively that I've chosen because of my own remarks earlier about the value of testing for learning is a phenomenon known as test enhanced learning.  Which is the label assigned to [unclear] those findings suggesting that being tested on material we're trying to learn has greater long-term benefit than studying at multiple times.
In some studies, [Oakland] give you several examples, in this condition or in this particular study the authors had learners study material and then study it a second time.  Then they measured their memory for that material over variable lengths.  Of course, forgetting [unclear] as it does for most things.  Rather than having a second group studying the material a second time however, in the second group they had them study once and gave them a test on that material.
There again, there's some sort of decline but it was a much shallower slope than when people had studied it twice.  In some studies, it's been reported that even studying certain materials 16 times over isn't as influential as being tested on it once.
Generally, what this literature suggests is that active retrieval, trying to test ourselves and bring to mind the knowledge that we have been learning about actually strengthens the memory [traits], and makes it more likely that that material will be memorable in the future.
We've also seen with some [Tollow] studies that that challenge of being tested on material actually makes it more likely that people will spontaneously go and think about the material afterwards.  In these particular data, we just had the report how much time we spent thinking about the material they were tested on versus the material they studied, how much time they spent actively studying that material.  We saw that 50 per cent [unclear] in the time spent on the material as a result of the testing.
In other studies, we've done things like just open up a web browser and told them you have 10 minutes to kill.  We just need you to fill some time while we get to the next experience or activity set up.  We’ve tracked the websites that they look at during that 10 minutes, and being tested on the material and struggling to come up with the right answers makes it more likely that people just spontaneously Google that information and try to find the answers that they need to the questions that they're grappling with.
I think importantly in this particular study, their performance on the pre-tests wasn't as predictive as their performance on the post-tests as with the amount of time that they claimed to have spent rehearsing or studying material between the pre-test and the post-tests.
What we're trying to encourage is experiences for these individuals so that they're motivated to go off and learn for themselves how to fill some of the gaps that they've discovered rather than us telling them you're weak in this particular area, go and fix that.
But again, as much as I said I was going to focus largely on passing interventions, I'd be remiss to not point out that in a variety of literatures one of the more robust features determining whether or not feedback intervention is effective, is the presence of a coach.  That doesn't have to be an expert necessarily, but it's the presence of somebody who can work with you as an individual to try to make sense of not only your data but what things might you try to continue to get better.
The health professions, if you look across the expertise literature are very unique in the extent which they place the onus on the self.  It starts [off with] self-assessment, self-reflection, self-regulation, like in every other domain of expertise, the critical factor is placed on the coaching aspects that learners get engaged with.
So, I'm going to encourage you over the course of the next few days to think how can we innovatively bring together peer groups or communities of practice, or individuals who might go in and not necessarily play a judge and jury role, but actively work with the individual practitioners to help them think about whatever data become available to them, how do we avoid simply discounting the things that are uncomfortable?  What activities might be worth experimenting with to see the change at one's practice for the better.  
It's not about providing the right answer, it's about providing people with that opportunity to engage and share their own insights in a way that might help the coach themselves, because most people in these sorts of activities report that serving as the peer reviewer is as beneficial to them, or more beneficial to them than it is to the person being reviewed.
So, how do we set up those peer relationships for their trusted spaces and there is some opportunity to raise all [shapes] rather than honing in and focussing truly on those who've been shown deficient in some way, and therefore are likely to become even more reticent to engage actively in the process.
We'll talk about that a lot more tomorrow.  For now, I'll say simply is that if you're thinking about those sorts of activities, credibility is going to be absolutely central.  Some of the work that we've been doing exploring dimensions of credibility suggest that it's not just credibility in terms of whether or not the data are meaningful or accurate, but it's credibility in terms of where the interactions come from.  Does this person here have a genuine interest in helping me get better, as opposed to because they have a job to do, or they're trying to prove that they're not as good as they are, or there's some other indication that maybe their heart isn't in the right place.
[Unclear] says it's in part because this is the upheld battle that you're going to have as regulators more than an undergraduate training program would have.  There's going to be some scepticism about whether or not your hearts are in the right place.  I think this comes back to the propaganda building or the marketing efforts that were mentioned before the break, about how do we keep getting that message out there that these activities are trying to make us all better rather than trying to simply suss out those who are not up to the task.
[bookmark: _GoBack]To summarise and wrap up, what I'm trying to argue is that as we're thinking about craving a culture of self-regulation and CPD, that should amount in part to helping people recognise that they can't rely on self-assessment exclusively.  We need to emphasise the importance of creating a safe space where people can discover the limits of their knowledge and take accountability and responsibility for the action that's going to come as a result of those discoveries.
Again, without the aim being to isolate out the bottom dwellers for the purpose of deciding that they are in fact bottom dwellers.  They can sometimes, in extreme cases, need to be put into a different category, but that shouldn't be the fundamental goal of our CPD practices.
Because what I think we're trying to argue from what we'll talk about more this afternoon and tomorrow, is how do I know from what I've defined as self-assessment as a personal summary judgment towards informed self-assessment, which is still relying on that individual's impressions, but the impressions that are influenced by a variety of sources of data.  So that we can try to have some guidance based on cues that are meaningful and valuable rather than simply the cues that ultimately mislead us.
I will end there and thank you for your patience.  I'm more than happy to take any tomatoes or disagreements, or comments or questions that you care to throw my way.
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