
47© Springer International Publishing Switzerland 2016 
S. Billett et al. (eds.), Supporting Learning Across Working Life, 
Professional and Practice-based Learning 16, DOI 10.1007/978-3-319-29019-5_3

    Chapter 3   
 Learning to Work Together Through Talk: 
Continuing Professional Development 
in Medicine                     

       Walter     Eppich     ,     Jan-Joost     Rethans    ,     Pim     W.     Teunissen    , and     Tim     Dornan   

3.1          Learning         to Work Together Through Talk 

 Becoming a  physician   is  a   lengthy  process  .  The   trajectory begins after secondary 
school, may include a  general   university  degree   before entering 4–6 years of medi-
cal school, and ends with some form of  structured   graduate training program. The 
latter can last from 3 to more than 10 years,    after which physicians must continue to 
learn throughout their professional lives. They need not only to stay abreast of the 
evidence that informs practice, but also to translate evidence into action within the 
social context of clinical environments. In discussing how all of this might progress, 
this chapter has three main sections. In the fi rst one, we focus on learning from work 
when becoming a doctor and explore an emerging framework for  practice-based 
learning   in healthcare. We highlight the essential role of ‘talk’ as a mediator of 
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learning and how it informs  communication   practices. We address limitations of 
learning from work, including social structures that promote communication break-
downs. In the second section, we outline the current state of formal continuing pro-
fessional development (CPD) in medicine, the stated goal of which is to maintain or 
further develop physicians’ competence. In doing so, we highlight the paradox 
between: (a) how CPD is currently organized around activities that promote decon-
textualized knowledge and skill  acquisition  , and (b) the evolving understanding that 
learning and  participation   in authentic workplace activities are inextricably linked. 
We explore the limitations of formal CPD by addressing the primary factor that 
threatens patient safety: breakdowns in  communication   among  healthcare profes-
sionals  . Since current CPD models foreground individual competence, the compe-
tence of healthcare teams—and patient care—likely suffer. In the fi nal section, we 
explore recent developments in healthcare education  discourse   relevant to clinical 
practice since collaboration and communication across professional and disciplin-
ary boundaries are prerequisites for safe patient care. We then envision a world in 
which  workplace learning   plays a central role in certifi ed CPD, and how foreground-
ing talk as a medium for collaboration and learning can enhance practice.  

3.2     Section I: Becoming a Doctor 

 Medicine is one of many health professions. Undergraduate medical education con-
sists of mostly uni-professional training programs, which are accredited by govern-
mental and/or local medical regulatory bodies. These training curricula are not the 
focus of this chapter; see “Educating Physicians: A Call for Reform of Medical 
School and  Residency”   for an overview (Cooke, Irby, & O’Brien,  2010 ). After 
undergraduate medical studies, medical students emerge as doctors and enter the 
second phase of clinical training, or graduate medical education, termed ‘residency’. 
After residency, doctors become independent practitioners (Cooke et al.,  2010 ). In 
primary care settings, as well as in hospitals, they work in teams usually composed 
of several fully-trained doctors and a complement of  nurses   and other providers. In 
teaching hospitals, teams might also include a number of doctors in training (i.e. 
residents) and perhaps undergraduate medical students if the institution is affi liated 
with a medical school. A newly qualifi ed doctor might enter a 1 or 2-year period of 
foundational training in a broad area such as internal medicine or surgery with the 
aim of pursuing focused training in general practice, internal medicine, obstetrics 
and gynaecology, surgery, paediatrics, or emergency medicine. Not infrequently, 
physicians pursue further specialized training to master the nuances of a specifi c 
area within their specialty (Cooke et al.,  2010 ). Examples include:

•    Internal medicine: e.g. endocrinology, cardiology, gastroenterology  
•   Surgery: e.g. colo-rectal surgery, heart surgery, neurosurgery  
•   Paediatrics: e.g. cardiology, critical care, neonatology, emergency medicine    
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3.2.1     Practising Medicine Requires More Than Acquiring 
Knowledge 

 We can apply two metaphors of learning to doctors’ education: ‘learning as  acquisi-
tion  ’ and ‘learning as  participation’   (Sfard,  1998 ). Medical education requires 
learners to command large amounts of codifi ed propositional knowledge. A ‘knowl-
edge as competence’  discourse   emphasizes knowledge mastery as an indicator of 
competence (Hodges,  2006 ) and foregrounds formal classroom learning, embodied 
by the metaphor ‘learning as acquisition’ (Sfard,  1998 ). Although learning from 
clinical practice alongside more experienced clinicians in a classic apprenticeship 
model (Dornan,  2005 ; Swanwick,  2005 ) is a time-honored form of physician train-
ing, recent trends towards the ‘learning as  participation’   metaphor explicitly recog-
nize the social nature of healthcare (Sfard,  1998 ).  Lave   and  Wenger   ( 1991 ) 
popularized the notion of learning by engaging in situated social activity in ‘com-
munities of practice’. Medical learners, thus, prepare for independent practice not 
only through acquiring knowledge by reading books or attending lectures, but by 
gaining access to healthcare communities—through legitimate peripheral participa-
tion—in order to work and learn with and from others, and consequently develop 
their professional identities (Lave & Wenger, 1991; Dornan, Boshuizen, King, & 
Scherpbier,  2007 ; Teunissen et al.,  2007 ). There is, accordingly, a movement to 
promote earlier clinical experiences within undergraduate medical curricula 
(Diemers et al.,  2007 ; Dornan & Bundy,  2004 ; Dornan, Littlewood et al.,  2006 ; 
Littlewood et al.,  2005 ). 

 In contrast to formal curricula focused on knowledge  acquisition  ,  Eraut   ( 2004 ) 
outlines four categories of work-based  learning  : (a)  participation   in group activities; 
(b) working with others; (c) assuming challenging tasks; and (d) working with cli-
ents [or patients], all of which apply to healthcare. Eraut ( 2000 ) also proposes vari-
ous forms of non-formal learning at work, including: (a) unconscious  implicit 
learning  that may never reach awareness, such as how to interpret social cues, (b) 
conscious  reactive learning  that is spontaneous and responds to emergent learning 
opportunities, such as unexpected changes in patients’ conditions, and (c)  delibera-
tive learning , which involves actively reviewing past events and experiences and 
planning for future learning, as, for example, when  debriefi ng   after clinical events. 
As he notes, learning at work is mostly invisible and, thus, easily taken for granted 
(Eraut,  2004 ). Hence, the resulting knowledge is acquired without awareness and 
remains tacit (Eraut,  2000 ; Reber,  1989 ). Billett ( 2001c ), however, views the dif-
ferentiation between formal and informal learning critically since it suggests a situ-
ational determinism that de-emphasizes the role of human agency in the constructive 
processes of thinking-acting-learning. To the contrary, workplaces are characterized 
by participatory practices (Billett,  2004 ) that afford opportunities for individuals to 
engage in work activities (Billett,  2001b ) within a guided learning workplace  cur-
riculum   (Billett,  1996 ,  2000 ; Dornan, Arno, Hadfi eld, Scherpbier, & Boshuizen, 
 2006 ). Despite tendencies to emphasize formalized components of medical educa-
tion, recognition that the social nature of clinical work environments affords both 
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tacit  and  explicit learning has refocused clinical training on authentic patient care 
experiences.  

3.2.2     Learning to Practise Medicine Involves Participating 
in Patient Care 

  Sociocultural learning   theories stress the importance of both context and social 
interactions within those contexts as prerequisites for individual and  collective   
learning (Brown, Collins, & Duguid,  1989 ; Durning & Artino,  2011 ; Eraut,  2007 ; 
Lave & Wenger,  1991 ; Yardley, Teunissen, & Dornan,  2012 ) and highlight learning 
by doing, or experience-based learning (Ashley, Rhodes, Sari-Kouzel, Mukherjee, 
& Dornan,  2009 ; Dornan et al.,  2007 ; Teunissen et al.,  2007 ). Features of curricula, 
such as predetermined learning objectives on the one hand and, on the other hand, 
social interactions between medical learners and  nurses  , doctors, patients, and peers 
while engaged in supported  participation   in authentic environments, combine to 
promote competence and a sense of readiness for practice (Dornan et al.,  2007 ). 
Importantly, feeling invited to participate and engage with a team is essential to 
initiate and maintain meaningful participation (Sheehan, Wilkinson, & Billett, 
 2005 ). 

 Indeed,  Teunissen   ( 2015 ) claims that the key strength of learning from practice 
is that it enables people to learn how to perform, think, and interact in ways appro-
priate for their specifi c work setting. Further,  health care   settings are particularly 
challenging as  workplace learning   environments since not only are they highly con-
textual, they are also structured primarily for patient care rather than learning. In 
exploring this tension, he outlines an empirically-based framework for  practice- 
based learning   in healthcare workplaces (Teunissen,  2015 ). In conceptualizing 
those who participate in healthcare, including patients, as learners, he also views 
learning as a process of constructing meaning that is both situated in specifi c con-
texts at individual and social levels. Learning may be visible if it leads to changes in 
future behaviour, making it easier to describe and study. However, learning often 
represents reinforcing or slightly modifying existing knowledge or behaviours, 
making it diffi cult to recognize or observe. The utility of Teunissen’s experiences- 
trajectories-  reifi cations   (ETR) framework is to explore how individual and  collec-
tive   effects contribute to acting and learning in workplaces (Teunissen,  2015 ). First, 
learners engage in acts within specifi c situations embedded in social and cultural 
systems, select and make sense of information, and then adapt their behavior, which 
leads to personal  experiences . They can be helped in this process when clinical 
teachers maximize the affordances of workplaces, support learning, and help create 
meaning from  participation   in clinical work activities (Bleakley, Bligh, & Browne, 
 2011 ). Of course, different learners will experience situations—and draw meaning 
from them—differently, because of their unique personal histories. These collec-
tions and combinations of personal experiences lead to  trajectories  over time—for 
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multiple individuals, whose trajectories intertwine as their professional and social 
identities evolve. Indeed, Teunissen also asserts that because many aspects of indi-
viduals’ experiences and trajectories are shared with others, norms and conventions 
develop, hierarchies are established and exercised, and specifi c tools are invented, 
and a shared understanding of the situational requirements for performance emerges 
(Teunissen,  2015 ). Examples of these   reifi cations    are standard operating proce-
dures, practice guidelines, tools, ways of talking, and structured  communication 
  strategies. Given the importance of talk and communication in healthcare work-
places for both learning and patient care, we will give these aspects special 
attention.  

3.2.3     Talk Is Central to Learning from Clinical Practice 

 Learning from work can be seen as a by-product of engaging in work activities 
through social interactions with patients and other members of healthcare teams, 
highlighting the important role of talk in learning (Edmondson,  2012 ; Steven, 
Wenger, Boshuizen, Scherpbier, & Dornan,  2014 ). Both formal and informal oppor-
tunities to engage in conversation, including interactions over coffee with more 
experienced clinicians, contribute in important ways that promote learning and 
encourage professional thinking (Sheehan et al.,  2005 ). Indeed, “learning to talk”, 
represents the shift in modern societies away from “manual work to  discourse   work” 
(Scheeres,  2003 , p. 332) in which talking has become one of the main components 
of the work (Iedema & Scheeres,  2003 ). Thus, although talk has always played a 
role in the work of healthcare, rather than a supporting role, we argue here that talk, 
as discourse, now plays a central role since it is a core activity in learning and in 
caring for patients. 

 Oral case presentations are a prominent example of healthcare talk through 
which medical students legitimately participate in patient care. During  oral presen-
tations  , medical learners verbally summarize and present information gathered 
through interviewing patients/families, examining patients, and—importantly—
interpret what it means in terms of diagnosis and/or management. In general, giving 
an oral case presentation to colleagues represents a fundamental  communication 
  skill for  all  physicians, not only to report key fi ndings of patient assessments and 
diagnostic evaluations, but also to demonstrate an ability to process, prioritize, and 
synthesize information, formulate possible diagnoses, and outline steps in patient 
management.  The key is to include only what is relevant to the listener in a given 
setting.  Haber and colleagues used rhetorical analysis to explore how medical stu-
dents learn oral case presentation  skills   (Haber & Lingard,  2001 ). Students struggle 
to tailor presentations to the context, in contrast to more experienced physicians 
who view the rhetoric of their presentations as fl uid and dependent on patient, time, 
and situational factors (Haber & Lingard,  2001 ). In short, physicians  must  master 
oral case presentations.  Lingard   and colleagues ( 2003 ) note that socialization 
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involves learning to speak like other community members, both learning to talk  with  
and  about  patients (Lingard, Schryer, Garwood, & Spafford,  2003 ). Indeed, profes-
sional identities are “constructed and co-constructed through talk” (p. 40) 
(Monrouxe,  2010 ). In addition to demonstrating an ability to synthesize and inte-
grate patient information, medical students shape their professional identifi es 
though oral case presentations, particularly in learning to deal with and convey 
uncertainty (Lingard, Garwood, Schryer, & Spafford,  2003 ). For example, students 
observe more experienced doctors using modal auxiliaries (e.g. can, could, may, 
might must, shall, etc.) and adverbs (e.g. perhaps, maybe, etc.) in oral case presenta-
tions to manage uncertainty in a skilful manner (Lingard, Garwood, et al.,  2003 ). 
Thus, oral case presentations represent a textual form of talk that comprises a sig-
nifi cant form of work for many physicians, one that has important implications for 
both learning and patient care in all career phases. 

 The  discourse   of clinical teaching is, like case presentations, an important exam-
ple of talk in medicine for which learning is an explicit goal. Supervising or attend-
ing physicians are more experienced and fully qualifi ed doctors who oversee 
medical trainees and are ultimately accountable for patients’ care. These more 
senior physicians often use questions to assess trainee competence during oral case 
presentations (Kennedy & Lingard,  2007 ). For example, supervising physicians 
often pose clarifying questions to support their own understanding of the case. In 
addition, three other forms of question help assess trainee competence: (a) case- 
related probing questions to explore the trainee’s understanding of diagnostic 
decision- making or management plans, (b) knowledge-related probing questions to 
assess medical knowledge, and (c) challenging questions to test the trainee’s 
assumptions of shared knowledge that emerge during case presentations. Thus,  oral 
presentations   refl ect a “regular discursive meeting place” (p. S14) for medical train-
ees and supervising physicians that plays an important role in how trainees develop 
and demonstrate evolving competence and thus earn progressive autonomy 
(Kennedy & Lingard,  2007 ). Further, a critical  discourse   analysis explored descrip-
tions that both medical students and physician supervisors provided about their 
moments of interaction supplemented by follow-up student  debriefi ng   interviews 
(van der Zwet, de la Croix, et al.,  2014 ). The authors identifi ed various  discourses 
  within the Question-Answer dynamic between physician supervisors and medical 
learners. These included discourses related to a ‘power game’, ‘distance’ and 
‘equality and reciprocity’ between educators and learners. Importantly, this analysis 
revealed affordances of student-doctor relationships conceptualized as ‘develop-
mental spaces’ that generate positive learning momentum for students and doctors 
and ‘developmental vacuums’, which stifl e learning. Another study examining the 
audio diaries of seven general practitioners (GPs) during a 10-week-long clinical 
placement uncovered trajectories of developing relationships through evolution of 
dialogue (van der Zwet, Dornan, Teunissen, de Jonge, & Scherpbier,  2014 ). Doctors 
in the study used dialogue to defi ne and shape their  discourses   of good medical 
practice, both infl uencing  and  depending on students’ learning trajectories. 

 Supervising physicians often view their questioning practices as activities that 
serve both teaching  and  patient care. However,  Goldszmidt   and colleagues ( 2012 ) 
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found that supervisors’ interruptions to pose questions or make teaching points led 
to detours from the standard case presentation format that disrupt critical informa-
tion sharing (Goldszmidt, Aziz, & Lingard,  2012 ). There is also a form of question-
ing known in medical circles as ‘pimping’, which is a slang term (Kost & Chen, 
 2015 ) referring to the practice of posing a rapid series of ever-more diffi cult ques-
tions (Brancati,  1989 ) in a manner that can be interpreted as intimidating or even 
humiliating to junior medical trainees (Martin & Wells,  2014 ). In ‘pimping’ we see 
an example of the ‘power game’ (van der Zwet, de la Croix, et al.,  2014 ), which is, 
ultimately, pedagogically unproductive. Indeed, as a manifestation of inherent hier-
archical structures within healthcare, ‘pimping’ may have negative impacts on med-
ical students and junior doctors, such as fostering future disrespectful behaviour (as 
a doctor) towards  nurses  , trainees, colleagues, and patients (Leape et al.,  2012 ). 
And, yet, both senior surgeons and resident physicians said that intimidation and 
harassment could have legitimate educational value (Musselman, MacRae, Reznick, 
& Lingard,  2005 ). 

 Talk plays a central a role in learning, identity formation, and socialization of 
doctors(-to-be) as well as being a core mechanism of patient care. The dialogical 
nature of interactions within healthcare teams and with patients has numerous posi-
tive benefi ts and in many ways refl ects the shift to ‘ discourse   work’ seen in other 
professions. Given the complexity of healthcare settings in which it occurs, how-
ever, talk also has the potential to amplify less favourable social structures and prac-
tices that impede learning and patient care. These insights highlight the need to 
understand the positive and negative impact of talk in clinical practice so that we 
can better design strategies to improve  communication   for patient care  and  
learning.  

3.2.4     Shortcomings   of Practice-Based Learning in Medicine: 
When Communication Breaks Down, Learning 
Breaks Down 

 The achievements of  modern    healthcare   are, unfortunately, accompanied by  errors   
that have the potential to harm patients. A majority of them result from breakdowns 
in communication, which we are only beginning to understand. These relate to a 
number of factors, including authority gradients and power differentials (Cosby & 
Croskerry,  2004 ; Nugus, Greenfi eld, Travaglia, Westbrook, & Braithwaite,  2010 ), 
confl ict (Janss, Rispens, Segers, & Jehn,  2012 ), incomplete information sharing 
(Manser,  2011 ; Maughan, Lei, & Cydulka,  2011 ), and failures to speak up about 
questions or concerns (Okuyama, Wagner, & Bijnen,  2014 ; Rainer,  2015 ). Team 
communication in operating rooms (ORs), for example, was characterized by ‘high- 
tension’ events that impacted whole teams including trainees (Lingard, Reznick, 
Espin, Regehr, & DeVito,  2002 ) and led trainees either to disengage from the com-
munication or mimic their senior colleagues whose behaviour contributed to the 
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tension. Thirty percent of over 400 communication events in ORs refl ected com-
munication failures, which compromised patient safety (Lingard et al.,  2004 ). These 
failures included not sharing information at all or giving inaccurate information, 
failing to take account of important contextual issues, and communication without 
clear purpose. Effects included delays, ineffi ciency, patient inconvenience, proce-
dural error, and tension. 

 Accurate information sharing is particularly important at times of transition of 
care, such as patient  handoffs   or handovers, which are highly contextualized forms 
of oral case presentations. A handoff is the verbal exchange of information between 
health professionals when responsibility for patient care changes hands (Cohen & 
Hilligoss,  2010 ). This verbal communication occurs in person or by phone and is 
called handover or handoff—both are interchangeable terms. An example would be 
a physician or team of providers handing over care of patients at the end of a shift 
to a new physician or team before leaving the hospital, thus passing the baton of 
accountability.  Handoffs   are also essential when patients are transferred from one 
area of a hospital to another, such transfer from intensive care units to hospital 
wards when life-threatening illness has improved. Factors that predict handoff qual-
ity include conveying clear, reliable, and salient information, developing shared 
understanding, and having a supportive working atmosphere (Manser, Foster, Gisin, 
Jaeckel, & Ummenhofer,  2010 ). An effective  handoff   includes a clear assessment of 
a patient’s status and anticipated problems (Manser, Foster, Flin, & Patey,  2013 ) 
with the goal of co-constructing a shared understanding of the patient (Cohen, 
Hilligoss, & Kajdacsy-Balla Amaral,  2012 ). In  surveys  , however, residents in emer-
gency medicine report receiving little training in effective  handoff   practices, increas-
ing the likelihood of communication  errors  ; standardized handoff tools are rarely 
used (Kessler, Scott, et al.,  2014 ; Kessler, Shakeel, et al.,  2014 ). There are several 
essential needs: enhancing our conceptual understanding of handoff communica-
tion (Beach et al.  2012 ; Patterson & Wears,  2009 ,  2010 ) and then developing com-
prehensive strategies to promote effective communication (Cheung et al.,  2010 ). 

 In high-risk settings of emergency departments (EDs), despite the best inten-
tions, information can be erroneous or omitted altogether when one physician hands 
over patients to another at change of shift (Maughan et al.,  2011 ). In addition to 
within-unit  handoffs  , which are generally planned and involve team members from 
the same unit who know each other, between-unit handoffs require particular nego-
tiation and coordination  skills  , such as when patients require hospital admission 
from the ED to the ward for ongoing care. Patient admission  handoffs   are more 
complex due to differences between health professions in their orientations towards 
illness and treatment, unequal power distribution, and lack of established relation-
ships (Hilligoss & Cohen,  2013 ; Nugus et al.,  2010 ). During  handoff   from ED doc-
tors to inpatient teams, a particularly crass  discourse   is ‘selling’ patients; in other 
words, to persuade the inpatient surgical or medical teams to accept patients for 
hospital admission by minimizing and/or embellishing aspects of their cases (Nugus, 
Bridges, & Braithwaite,  2009 ). The goal is procuring inpatient beds expeditiously 
in order to maintain the fl ow of patients out of EDs (Nugus et al.,  2011 ), especially 
when waiting rooms are full of patients still needing care. Selling patients is but one 
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of four metaphors for  handoffs   between doctors in EDs, who are hospital  gatekeepers, 
and physicians who care for patients after admission. Three others (Hilligoss,  2014 ) 
are:

    1.    Sports and games: handoffs as competition   
   2.    Packaging:  handoffs   as expectation matching   
   3.    Teamwork and conversation:  handoffs   as collaboration    

  These metaphors highlight that  handoffs   represent more than just information 
transmission. Handoffs are social interactions in which conversation partners co- 
construct meaning in the heat of clinical care (Cohen et al.,  2012 ; Patterson & 
Wears,  2010 ). This explains why simple technical fi xes such as handoff tools to 
structure information exchange are insuffi cient to prevent communication break-
downs. Importantly, the social nature of such dialogues develops professional iden-
tity (Burford,  2012 ) and a tribe mentality (Weller, Boyd, & Cumin,  2014 ). There is 
an interesting relationship, moreover, between those dialogues and the media 
through which they take place. In-person compared with telephone conversations, 
for example, are differently shaped by their social contexts in ways that are familiar 
to all physicians but currently ill-understood by researchers (Henn et al.,  2012 ). 

 An insidious and pervasive communication defi cit is a failure to ‘speak up’, or 
raise concerns to colleagues or supervisors (Okuyama et al.,  2014 ); in other words 
giving ‘voice’ (Morrison,  2011 ) to information, ideas, and opinions (Van Dyne, 
Ang, & Botero,  2003 ). In contrast to communication lapses that represent honest 
mistakes (Reason,  2000 ), not speaking up and giving voice to concerns represent 
deliberate choices to remain silent (Maxfi eld, Grenny, Lavandero, & Groah,  2011 ) 
about poor and unsafe patient care or defi cient actions by healthcare team members. 
Factors infl uencing whether or not providers speak up include (Okuyama et al., 
 2014 ): (a) being motivated by a perceived risk to patients depending on how clear 
the clinical situation appears and what needs to happen; (b) contextual factors such 
as relationships among team members, attitudes of leaders/supervisors, and organi-
zational support; (c) individual factors such as confi dence in  skills   and education 
and feelings of responsibility toward patients; (d) feeling that  speaking up   will make 
a difference, and (e) the perceived impact of speaking up, for example, fear of repri-
sals or being made to feel incompetent. The ability to ask questions, express con-
cerns or admit mistakes—thus taking risks—is part of learning (Edmondson,  1999 ). 
An important counterpart to trainees feeling empowered to speak up is supervisors 
being sensitive to unease in colleagues, such as  nursing   staff, and creating spaces 
where concerns can be voiced (Edmondson,  2012 ). Being able to speak up is related 
to the climate of learning environments (Boor, Van Der Vleuten, Teunissen, 
Scherpbier, & Scheele,  2011 ) and the approachability of clinical supervisors (Boor 
et al.,  2008 ), which infl uence willingness to seek support when help is needed 
(Kennedy, Regehr, Baker, & Lingard,  2009 ) and ask for feedback (Bok et al.,  2013 ; 
Teunissen et al.,  2009 ). When viewed through a lens of ‘feeling safe to speak up’, 
the harassment and intimidation that is regarded as legitimate and of educational 
value in surgery (Musselman et al.,  2005 ), ‘pimping’ by clinical supervisors 
(Brancati,  1989 ; Kost & Chen,  2015 ), ‘tense’ communication in ORs (Lingard, 
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Reznick, Espin, et al.,  2002 ), and witnessing rude behavior (Flin,  2010 ; Porath & 
Erez,  2009 ) are threats to learning and safe practice because they inhibit a work-
place culture of  speaking up  . These factors infl uence the internal tension providers 
face when faced with choosing ‘voice’ over ‘silence’ (Eppich,  2015 ). 

 As an example of how social milieus contribute to communication breakdowns, 
we explore some factors that impacted the activation of rapid response teams (RRTs) 
in four Australian hospitals (Kitto, Marshall, et al.,  2014 ). RRTs are comprised of 
physicians and  nurses   who provide expert support to colleagues when a patient’s 
clinical status deteriorates. In one-third of patients whose clinical status warranted 
RRT activation, issues of hierarchy between treating physicians and nurses, discrep-
ant perceptions about who makes ultimate decisions, and barriers to interprofes-
sional communication prevented RRTs from being called (Kitto, Marshall, et al., 
 2014 ). The opposite also occurred: nurses activated RRTs as ‘work arounds’ to 
compensate for breakdowns in collaboration with doctors. Together, those two types 
of shortcomings represent  collective   incompetence (Kitto, Marshall, et al.,  2014 ). 
Unfortunately, however, the dominant  discourse   of competence is an individualistic 
one, which defl ects attention from relational issues like power dynamics or inability 
to adapt  collaborative   strategies to new or changing situations (Lingard,  2012 ). 

 To summarise, this section shows that learning to become a doctor is more than 
just acquiring knowledge. Learning and doing are part of the same process 
(Teunissen,  2015 ), and participating in authentic patient care within the social con-
text of healthcare teams is essential for learning. Shared activities in these social 
contexts are structured through verbal and non-verbal communication (Lingard, 
Reznick, DeVito, & Espin,  2002 ) enacted during work activities. Thus, talk is the 
vehicle to co-construct the meaning of shared experiences and is central to learning 
from practice. Now that we have explored the role of talk in learning, we turn our 
attention to the current state of continuing professional development  .   

3.3     Section II: The Current State of Continuing Professional 
Development 

 After completing  residency   and subspecialty training, doctors become independent 
licensed practitioners alongside  nurses   and other health professionals. Doctors 
must, however, participate in educational programs for the rest of their careers. 
Continuing professional development (CPD) helps them acquire and maintain 
specialty- specifi c knowledge and  skills  , which meet the needs of their patients 
(Peck, McCall, McLaren, & Rotem,  2000 ).  Participation   in approved programs of 
CPD allows them to remain licensed (Sole et al.,  2014 ), maintain their specialty 
certifi cation (Campbell & Parboosingh,  2013 ; Hawkins, Lipner, Ham, Wagner, & 
Holmboe,  2013 ; Holmboe,  2013 ), and be ‘revalidated’ as practitioners who are fi t 
for purpose (Archer & de Bere,  2013 ). 

 The United Kingdom’s General Medical Council (GMC) defi nes CPD in this 
way:
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  CPD is any learning outside of undergraduate education or postgraduate training that helps 
[physicians] maintain and improve [their] performance. It covers the development of…
knowledge,  skills  , attitudes and behaviors across all areas of…professional practice. It 
includes both formal and informal learning activities. p. 7 (GMC,  2012 ) 

 Traditionally, CPD focuses on the maintenance and development of medical knowl-
edge and  skills   that are specifi c to an individual doctor’s specialty practice (Davis, 
Davis, & Bloch,  2008 ; O’Neil & Addrizzo-Harris,  2009 ; Peck et al.,  2000 ) and 
takes various forms (Davis et al.,  1999 ; Mazmanian, Davis, & Galbraith,  2009 ). 
Unfortunately, however, it targets relatively low order cognitive  skills   of remember-
ing and understanding (Legare et al.,  2015 ) rather than behaviour change, which is 
more likely to impact clinical practice. CPD is largely decontextualized from work-
places, thus divorcing learning from the social context of clinical practice and mini-
mizing the complexity of the learning experience (Bleakley et al.,  2011 ). ‘Knowing 
in practice’, which is an essential element of vocational  expertise   (Billett,  2001a ), 
plays only a secondary role in CPD. 

 Likewise, interprofessional and multidisciplinary working, which is ubiquitous 
in clinical workplaces, is largely ignored by contemporary CPD. Current frame-
works privilege individual over  collective   accomplishment because they are 
profession- specifi c, constrained by regulatory bodies (Barr,  2009 ) and removed 
from the talk between different health workers, which is necessary for safe, effec-
tive patient care. While the metaphor of ‘learning as  acquisition’   (Sfard,  1998 ) has 
at least some place, traditional CPD foregrounds ‘acquisition’ over ‘ participation’ 
  disproportionately. The work of  Lingard   ( 2012 ), which contrasts individualist and 
collectivist  discourses   of medical competence, supports that interpretation. The 
individualist discourse views competence as a construct which individuals acquire 
and possess, is context-free, and represents a state to be achieved. In the collectivist 
discourse, competence evolves from  participation   in authentic situations, is situated 
across networks of persons and artefacts, and manifests in interconnected behav-
iours occurring within time and space (Lingard,  2012 ).  Lingard   notes that “compe-
tent individuals can come together to form an incompetent team” (p. 44). Therefore, 
individualistic CPD is not well aligned with patients’ needs (Kitto et al.,  2013 ; 
Rowland & Kitto,  2014 ). It does little to combat tribal confl ict between providers 
from different disciplines, whose  values   and cultural norms diverge (Weller et al., 
 2014 ). It seems reasonable to conclude that siloed initial and ongoing health profes-
sions education (Kohn, Corrigan, & Donaldson,  2000 ) contributes to  collective 
  incompetence. 

  Collective   incompetence is a serious problem because, according to the 2000 
United States (US)-based Institute of Medicine (IOM) Report  To Err is Human  
(Kohn et al.,  2000 ), over 70 % of medical  errors   are caused by  communication break-
downs   within healthcare teams. Medical errors are a leading cause of death, esti-
mated at 210,000–400,000 deaths/year in 2013 in the US (James,  2013 ). 
Communication within and amongst healthcare teams is a critical medium for 
enacting knowledge and forms the basis for teamwork (Salas, Cooke, & Rosen, 
 2008 ),    interprofessional collaboration and learning (Hammick, Olckers, & 
Campion-Smith,  2009 ) and safe patient care. Communication breakdowns involve 
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verbal, non-verbal, and written  communication   during patient  handoffs  , communi-
cation with patients, and failures to speak up with concerns (Sutcliffe, Lewton, & 
Rosenthal,  2004 ). 

 Interprofessional education (IPE), enacted “when members (or students) of two 
or more health and/or social care professions engage in interactive learning activi-
ties to improve collaboration and/or the delivery of care” (p. xiv) (Reeves, Lewin, 
Espin, & Zwarenstein,  2010 ), is one potential antidote to  collective   incompetence. 
But it is, at best, a partial solution. IPE, continuing education, and  workplace learn-
ing   intersect (Kitto, Goldman, Schmitt, & Olson,  2014 ) as do  quality improvement  , 
patient safety, and continuing education (Kitto et al.,  2015 ). In contrast to uni- 
professional, off-the-job education, work is  the  primary medium for learning inter-
professional collaboration and  communication  . The next section explores how 
physicians and other  healthcare professional   can enhance their clinical practice by 
the way they work, talk, and learn together around the central task of giving patients 
high quality care.  

3.4     Section III:  Aligning Workplace Learning, CPD, 
and Improved Care Quality 

 We now envision a world in  which   workplace learning plays a central role in certi-
fi ed CPD, and enhances practice through  quality improvement  . We focus on three 
examples of fundamental structural changes, which support  collective    team learning   
and enhance communicative practice. Each example exemplifi es  Teunissen  ’s ( 2015 ) 
ETR framework by representing concrete experiences and trajectories of activities, 
shared between individuals and groups over time. Each structural change focuses on 
a mechanism for steering the talk of practice through  reifi cations  , which promote 
 collective   learning and are inextricably linked to patient care. In each instance, 
learning also benefi ted patients. These examples include: (a) interdisciplinary and 
family-centred rounds (b) patient  handoffs   in a children’s hospital, and (c) use of 
checklists in surgery and for central venous catheter insertion. 

3.4.1     Improving Patient Care Through Enhanced 
Interdisciplinary Collaboration on Ward Rounds 

 When patients are admitted to hospital, a team of physicians,  nurses  , and other 
allied health professionals cares for them. Each day, physicians review patients’ 
status and responses to treatment, and modify care plans during what is known as a 
‘ward round’. It is in this setting that medical learners give  oral presentations   about 
their patients in order to inform the team about patients’ status and contribute to 
plan care. Given the sheer number of providers involved, there is great potential for 
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miscommunication. Indeed, doctors and  nurses   may not communicate clearly with 
each other or even agree about the care plan (O’Leary, Thompson, et al.,  2010 ). In 
response to these fi ndings, O’Leary and colleagues re-engineered ward rounds into 
structured interdisciplinary rounds (SIDR) on both units with medical trainees 
(O’Leary et al.,  2010 ) and those units without trainees (O’Leary et al.,  2011 ). They 
standardised where and when SIDRs took place, who participated, and how long 
rounds lasted.  Nurses’   perceptions of collaboration and teamwork subse-
quently improved. Importantly, key safety measures got better (O’Leary et al., 
 2011 ): patients hospitalized on units with medical trainees had signifi cantly lower 
rates of preventable adverse events. In a subsequent study, preparing physicians and 
nurses to share leadership within SIDRs improved teamwork and  communication  , 
as measured by a Safety Attitudes Questionnaire (O’Leary et al.,  2014 ).  Stein   and 
colleagues ( 2015 ) built on this work and reorganized the workfl ow of a hospital 
ward to create what they call an accountable care unit. In doing so, they integrated: 
(a) unit-based teams, (b) structured interdisciplinary bedside rounds, (c) unit-level 
performance reporting, and (d) unit-level  nurse   and physician co-leadership. Similar 
to the work by  O’Leary   and colleagues ( 2014 ),  Stein   and team ( 2015 ) structured 
rounds to include interdisciplinary input and shared leadership structures. Dissimilar 
was the location of rounds themselves; Stein and team conducted rounds  at the 
bedside  with a standard  communication   protocol that also engaged the patient. All 
participants prepared in advance to promote effi cient and accurate information 
exchange. A preset choreography allowed each actor to play their role, from unit 
charge  nurse  , bedside nurse, junior physician, medical students, to allied health pro-
fessionals. The protocol included daily review of a quality safety checklist. Health 
professionals, patients and families all reviewed the plan of care together to ensure 
shared understanding. Importantly, restructuring the hospital ward into an account-
able care unit enhanced  communication   and work climate whilst reducing unad-
justed mortality rates by half (from 2.3 to 1.1 %). Examples of family-centred 
rounds exist also in paediatrics (Muething, Kotagal, Schoettker, Gonzalez del Rey, 
& DeWitt,  2007 ). These innovations worked in part because they brought together 
interprofessional teams in both time  and  space, which served to facilitate the talk of 
collaborative clinical practice and harmonize patient care.  

3.4.2    Improving Patient Handoffs 

 Given the variable size, weight, and developmental stage of sick and injured chil-
dren (Luten et al.,  2002 ), paediatric units are at particularly high-risk of communi-
cation  errors   (Kohn et al.,  2000 ). Some attempts to standardize  handoffs  , focusing 
solely on information transfer, have not yielded the expected benefi ts (Cohen et al., 
 2012 ) but more comprehensively designed handoffs have been successful.  Starmer   
and colleagues ( 2012 ) developed a mnemonic to standardize verbal  handoffs   called 
I-PASS, whose elements were:
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•    I: Illness severity in terms of patient stability or potential for deterioration  
•   P: Patient summary of key events, ongoing assessment/plan  
•   A: Action list of key to-do items  
•   S: Situation awareness and contingency planning  
•   S: Synthesis by receiver to summarize key elements, ask questions, restate key 

to-do items    

 Beyond clear and accurate information transfer, this model encourages providers 
to process what they have heard, repeat back key elements, and speak up with ques-
tions or concerns. This process helps them understand what to anticipate and what 
tasks they must complete. In other words,  this form of    handoff     provides a space for 
co - constructing meaning . Rates of medical error and preventable adverse events in 
hospitalized children fell signifi cantly after the  handoff   tool was implemented, 
which also comprised training and structured changes to where handoffs occurred 
and who attended them (Starmer et al.,  2013 ). The training included workshops, 
 simulation   exercises, faculty development tools, and materials to infl uence institu-
tional culture. It addressed individual, organizational, and contextual factors linked 
to both care processes and patient outcomes (Starmer, O’Toole, et al.  2014 ; Starmer, 
Spector, et al.  2014 ). Involvement of nine hospitals in the research provided a multi- 
centre view of how improved resident  handoff   could reduce medical  errors  , prevent-
able adverse events, and  communication   failures (Starmer, O’Toole, et al.  2014 ; 
Starmer, Spector, et al.  2014 ). In 10,740 patient admissions, the rates of medical 
error and preventable adverse events decreased signifi cantly without increasing the 
time required to complete  handoffs  . These results show how structured processes 
can shape social and organization culture, shift the  discourse   of a high-risk event, 
and improve patient outcomes. Similarly, adapting standardized handoff approaches 
to local practice in 23 children’s hospitals signifi cantly reduced handoff failures 
(Bigham et al.,  2014 ), highlighting how important it is to contextualize such inter-
ventions to institutional cultures. Shared understanding among ‘sender’ and 
‘receiver’ during ED patient  handoffs   and structuring the input of  nurses   provide 
space for dialogue is gaining traction (Gopwani, Brown, Quinn, Dorosz, & 
Chamberlain,  2015 ).  

3.4.3     Maximizing the Potential of Using Safety Checklists 

 The use of checklists also improves patient safety. For example, a surgery safety 
checklist implemented in hospitals in many different countries reduced rates of 
death and complications signifi cantly (Haynes et al.,  2009 ), although social factors 
such as the  collaborative   competence of individual teams (Kitto & Grant,  2014 ) 
infl uence uptake and effectiveness. Similar contextual issues (Dixon-Woods, Bosk, 
Aveling, Goeschel, & Pronovost,  2011 ; Dixon-Woods, Leslie, Tarrant, & Bion, 
 2013 ) affect the uptake of measures to reduce the rate of potentially lethal blood-
stream infections (Pronovost,  2008 ; Pronovost et al.,  2006 ) associated with 
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insertion of long catheters into the veins of the neck or upper chest in patients in 
intensive care units to administer medications and fl uids. As  Bosk   and colleagues 
( 2009 ) note, it is a mistake to view checklists as simple technical solutions for com-
plex sociocultural problems. Indeed, use of checklists may have unintended conse-
quences when implemented in a top-down fashion. Building checklists for 
interprofessional contexts requires understanding of the politics and complex local 
power structures as well as cultural and relational factors of stakeholder groups 
(Kitto,  2010 ). We conclude that both  handoff   tools and checklists are powerful 
mechanisms to improve communication and  practice-based learning   if they are 
designed and implemented with local context and social factors in mind.  

3.4.4     Common  Themes Relevant for Workplace Learning, 
Quality Improvement, and CPD 

 The positive  patient   outcomes demonstrated in quality improvement initiatives 
linked to interdisciplinary rounds,  handoffs  , and the effective use of checklists high-
light several key themes of  practice-based learning  . These include  collective   com-
petence (Lingard,  2012 ), intersubjectivity (Billett,  2014 ; Teunissen,  2014 ) and 
reciprocal interdependence (Edmondson,  2012 ). Talk links these themes because it 
intertwines learning and working within the social fabric of workplaces. Collective 
competence involves making  collective   sense of workplace events, developing and 
using a collective knowledge base, and cultivating a sense of interdependency 
(Boreham,  2004 ). Thus, groups negotiate competence collectively through work 
and talk (Lingard,  2012 ). Viewing effective clinical practice through the lens of  col-
lective   competence, it becomes clear that quality improvement work brings trainees 
and practicing clinicians together and nurtures meaningful collaboration and  com-
munication   by focusing on patient outcomes achieved by the collective rather than 
on the competence of individuals. When teams have successfully implemented 
interdisciplinary rounds, an important component of their intervention has been co- 
leadership by physicians and  nurses   (O’Leary et al.,  2014 ; Stein et al.,  2015 ), which 
mitigated the tradition of dominance by doctors and made space for truly interpro-
fessional care (Bleakley,  2013a ). They shifted “multi-professionalism to interpro-
fessionalism” (p. 461) (Bleakley, Boyden, Hobbs, Walsh, & Allard,  2006 ) and 
co-promoted collaborative learning and patient-centeredness (Bleakley et al.,  2011 ). 
Although entailing  communication   between physicians only, the effective practices 
orchestrated by  Starmer   and colleagues ( 2012 ,  2013 ; Starmer, O’Toole, et al.  2014 ; 
Starmer, Spector, et al.  2014 ) reframed  handoffs   as  collective   events that integrated 
socio-cultural and adaptive elements of healthcare environments. When check-
lists are implemented as part of a care bundle, they promote dialogue by opening 
channels of communication that make health workers collectively responsible for 
outcomes. 
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 The term intersubjectivity means that people working together share common 
understanding (Billett,  2014 ). This understanding involves sensing what others 
intend, think, and feel as well as imagining what impact their actions may have on 
those around them. Interactions are fundamental for creating shared realities 
(Teunissen,  2014 ). Further, intersubjectivity helps explain how members of 
 established healthcare teams understand and make sense of individual preferences 
and idiosyncrasies. This makes constant negotiation for  routine   tasks unnecessary 
while reserving it for grappling with non-routine or novel problems (Sheehan et al., 
 2005 ). One can envision high degrees of intersubjectivity on medical wards with 
nurse- physician co-leadership and processes that promote collaboration.  Billett   
( 2014 ) highlights that intersubjectivity itself can be viewed as a desirable learning 
outcome among interprofessional teams. 

  Edmondson   ( 2012 ) advocates reciprocal interdependence, which denotes a 
shared understanding that professionals cannot work and learn without each other. 
This notion is at the very core of interprofessional practice. Specifi cally, she states 
that healthcare is at times so complex that processes must constantly adapt to the 
unique needs of patients, providers, and workplace contexts. As all of these are in 
constant fl ux, providers need to work together to promote  collective   learning on a 
daily basis. Edmondson’s conceptual model uses the term ‘teaming’ to highlight the 
behaviours rather than the people (Edmondson,  2012 ). Notions of complexity 
(Lingard et al.,  2012 ) and team working (Bleakley,  2006 ) as ‘liquid’ and ‘fl uid’ 
( Bleakley, 2013c ) support this approach. Individuals coming together to solve col-
lective problems should engage in ‘teaming behaviours’ to ‘organize-to-learn’ 
rather than ‘learning to execute’ (Edmondson,  2012 ). Those behaviours include:

•    Explicitly framing activities as learning opportunities  
•   Making it safe to learn  
•   Learning from failure  
•   Spanning occupational and cultural boundaries    

 These behaviours are enacted through the  discourse   of workplaces; specifi cally, 
by asking questions, sharing information, seeking help, talking about mistakes, and 
seeking feedback. Leaders in Edmondson’s ‘teaming’ model—lead  nurses   and doc-
tors—frame their own roles in the process by espousing reciprocal interdependence 
and acknowledging their own fallibility in the service of  psychological safety  . 
Feeling safe to learn means feeling safe to disagree, to question, to be wrong 
(Edmondson,  2012 ), which is not typical of clinical practice. Indeed, even when we 
feel safe, we still engage in self-censorship and often remain silent, which inhibits 
knowledge sharing and group learning (Detert & Edmondson,  2011 ). Although we 
have focused on talk here, silence is  discourse   too (Lingard,  2013 ), especially when 
it comes to ‘ speaking up  ’ and giving voice to ideas or concerns (Milliken & 
Morrison,  2003 ; Van Dyne et al.,  2003 ; Eppich,  2015 ). The teaming behaviours 
outlined by  Edmondson   promote discourses of  collective   competence, intersubjec-
tivity, and reciprocal interdependence. We now discuss ways forward by exploring 
how to enhance productive  discourse   in clinical practice to address  communication 
  breakdowns .  
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3.4.5     Use   of Simulation to Promote Productive Discourse 

 The 2000 Institute of Medicine  report   recommended team  training   in simulated set-
tings (Kohn et al.,  2000 ), which promoted simulation-based education (Eppich 
et al.,  2013 ). The team training literature, in general (Weaver et al.,  2010 ) and 
simulation- based team training (SBTT) in particular (Weaver et al.,  2010 ) is begin-
ning to show that simulation is effective in domains such as obstetrics (Draycott 
et al.,  2008 ). This work has supported the expanded use of SBTT to promote team-
work and interprofessional collaboration (Tofi l et al.,  2014 ). More robust needs 
assessment is required to ensure that simulation-based experiences align with the 
demands of clinical practices that depend upon interprofessional  communication 
  and collaboration (Eppich, Howard, Vozenilek, & Curran,  2011 ). Recent trends 
emphasize the importance of an interprofessional approach (Hammick, Olckers, & 
Campion-Smith,  2009 ; Thistlethwaite,  2012 ; WHO,  2010 ). We see potential for 
learners in team and interprofessional simulations to engage in types of talk that 
promote collaboration and team-working and the forms of  communication   that 
comprise substantive elements of the work (Iedema & Scheeres,  2003 ; Scheeres, 
 2003 ). Exploring simulation experiences in post-event  debriefi ngs   (Cheng et al., 
 2014 ; Eppich & Cheng,  2015 ; Fanning & Gaba,  2007 ) prepares  health care   provid-
ers to refl ect on critical events in clinical settings (Kessler, Cheng, & Mullan,  2014 ), 
which has been benefi cial in paediatric intensive care units (Wolfe et al.,  2014 ). 
Voices are emerging that call for the greater  integration   of simulation-based strate-
gies in the educational paradigm of clinical practice (O’Leary & Woods, Woods, 
 2014 ; Weller et al.,  2014 ), while ensuring that suffi cient theory guides practice and 
integrates simulation within existing curriculum (Bleakley et al.,  2011 ). So although 
healthcare simulation holds promise, it is not a panacea. How to best design and 
implement simulation-based activities during medical school and clinical training 
needs further study  .  

3.4.6     Aligning  Simulation and Workplace Learning 

 It has been suggested that “ learning   by simulation can become a simulation of learn-
ing” (p. 606) and that simulation may, in some instances, no longer accurately 
refl ect actual clinical practice (Bligh & Bleakley,  2006 ). These authors call for 
greater dialogue between practitioners in work-based  learning   and simulation-based 
learning, noting that advocates of work-based learning may glean important lessons 
from strategies simulation educators use to structure learning environments, inte-
grate scaffolding, and facilitate feedback (Bligh & Bleakley,  2006 ). Team research 
could usefully address concerns about complexity including the need to study inter-
professional teams in clinical settings during patient care (Salas et al.,  2008 ). A 
pressing research agenda is to explore how healthcare providers learn  collaborative   
practice and the personal and situational factors that infl uence this capability 
(Thistlethwaite,  2012 ). 
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 Mechanisms to incorporate sociological factors such as hierarchy, power rela-
tions, professional identity, and interprofessional confl ict (Kitto, Gruen, & Smith, 
 2009 ; Lingard, Reznick, DeVito, et al.,  2002 ) in interprofessional team simulations 
are relatively underexplored. Some authors point out that current approaches to 
SBTT focus primarily on enhancing individuals’ team orientation, and propose 
increased emphasis on collaboration, negotiation, and  communication   skills 
(Sharma, Boet, Kitto, & Reeves,  2011 ). One strategy to align simulation with work-
place learning is to rely less on resource-intensive simulations using computer con-
trolled manikins and expand the use of simulated patient methodologies. The latter 
approach uses real people trained to mimic patient conditions to recreate clinical 
events (Cleland, Abe, & Rethans,  2009 ). Using such trained people to serve as 
unannounced or ‘incognito’ simulated patients in real primary care practice 
(Rethans, Gorter, Bokken, & Morrison,  2007 ) and for phone consultations (Derkx, 
Rethans, Maiburg, Winkens, & Knottnerus,  2009 ) demonstrates promise. 
Unobtrusive data collection in actual clinical practice can serve as a starting point 
for simulation scenario building and inform subsequent feedback/ debriefi ng  . More 
targeted work is needed in this area; and it seems particularly promising to align the 
needs of practitioners and their patients with an educational strategy to improve 
discursive  practice .   

3.5     Summary 

 In outlining learners’ paths towards becoming doctors, this chapter has highlighted 
the essential role of  discourse   in learning, identity formation, and patient care. 
Shared understanding and co-construction of clinical experiences—and learning—
are mediated through talk. We have argued that most forms of CPD, which focus on 
the ‘learning as  acquisition  ’ rather than the ‘learning as  participation’   paradigm, are 
divorced from authentic clinical practice. We have provided examples of structures 
that strengthen  collective   learning processes--the space, the actors, the talk—and 
steer the discourse of practice in productive directions. Although adding structure 
may reduce agency (Teunissen,  2015 ), it likely augments learning from practice. We 
suggest that patient-focused quality improvement projects and  simulations   aligned 
to workplace needs could meet requirements for continuous professional develop-
ment are both measurable and linked to authentic practice. Future work could use-
fully further explore how steering the talk of practice can promote learning        .     
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