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Overview

• Experiential learning – theory and practice

• Learning in workplaces: a socio-cultural experience

• Why does this matter in palliative care?

– Education as an improvement science

– Public health approaches to palliative care

– Co-production of learning

– Need for applied research



• Consultant in Palliative Medicine

– UCL lead for Palliative Care

• PhD in Medical Education Research

Understanding authentic early experience in 

undergraduate medical education

• MA in Medical Ethics and Law

Are people in developing countries too vulnerable 

to be included in research? A critique of the 

application of autonomy and vulnerability models to 

inclusion of participants in pharmaceutical trials

A little bit about me…

A collector of stories – what do 
these mean and how does this 
meaning effect and create learning?



What is 

medical 

education 

research?

• ‘Real life’ learning experiences

• Workplace/informal learning 

• How do social processes promote 

or prevent theory from translating 

into practice?

– why clinical educational interventions 

do not match intended outcomes

– how to mitigate unintended 

consequences of workplace learning

…research concerning 

the education of 

healthcare providers…



The world of medical education

Theories of 
educational 
and clinical 

practice

Policy 
imperatives

Hands-on 
traditions and 

practice

Complex 

social 

interventions 

for learning

Quality assurance, 
evaluation and 

research

Contested knowledge, 
meaning, roles and 

identities 

Socio-cultural  
and other 
theories 

accounting for 
“human factors”

Discourse of what 
should happen

Intended learning 
outcomes

Contested 
methodologies 
and approaches

Holistic 
understanding of 

what does happen



Experiential learning – theory and practice

Learning from experience

• Lived experience

• Situated learning

• Social interaction

Authentic practices

• Workplace-based 

teaching

• ‘on the job’

• ‘hands-on’

• Meaningful exposure





Theoretical principles

• Individual people learn individual things in individual 

ways - reaction to individual perceptions of experiences 

• Education - process of individual transformation

– competing perspectives – even if there are some absolute truths 

our knowledge of these is partially perceived 

– research aims at understanding how people create (different) 

versions of reality and how this can be influenced

– Socio-cultural perspectives on learning…



Learning in workplaces: a socio-cultural experience

• The subject matter of learning and the processes by which people learn are not 
uniform; they are as diverse as the people who learn (Wertsch 1991)

• Peoples’ higher mental functions are strongly influenced by the activities of social 
milieus in which they develop (Wells 1999)

• Learning is mediated by artefacts, which have cultural and historical significance, and 
sign systems, of which language is the most prominent and important.

• Action, which can be defined as a goal-directed joint activity, has a central place in 
learning.

• Learning is situated within the context in which it takes place; the subject matter, 
content and process of learning are inseparable from one another.

• If interactions are perceived to be adversarial (with either people or institutions) then 
this will lead to a different sort of ‘learning’ and risks marginalisation of the learner 
rather than gradual integration into the practice community (Wenger 1998).



Why this matters
• Context and potential for participation

– opportunities and type of participants when designing an experiential learning 
intervention

• Need to distinguish between 
– theoretical concepts which describe ideal learning circumstances (and aspire to 

reproduce these)

– experience in practice, in order to address the realities of education in complex 
workplaces

• Previous learning influences future learning
– Assimilation:  the organisation of experiences into increasingly complex schemata 

for future use
– Accommodation: modification of these schemata in the light of new experiences

• Development of transferable knowledge
– Difference has greater impact than similarity

– Socially mediated: ‘culture beats strategy’

– Psychological fidelity between ‘education’ and ‘real world’



Human factors

‘The law of unintended consequences states that 

‘actions of people – and especially of government 

[institutions] – always have effects that are 

unanticipated or unintended’ (Merton)



Language and stories of learning

People construct knowledge, meaning, and 

understanding through social interactions and 

‘talk’ including story-telling





How does authentic early experience ‘work’ 
for students?

How and why do students construct useful 
knowledge and meaning-making from 
authentic early experience?



Student

Student 
identity

Exclusion

Risk aversion

Professional 
perspective

Doctor 
mindset
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Managed risk

Lay 
perspective
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Student understanding of 
professionalism

Lay 
perspective

Uncertain 
personal 

perspective

Professional 
perspective

Student understanding of 
'medical' work



‘you will be professional and you will be polite and you 

will speak to people in a certain way and people will 

react to you in a certain way... whenever you mention 

you’re a medical student to anybody... you’re not a 

person anymore.’ (M1I10) 



Placement provider 
expectations and actions

Exclusion Legitimacy Participation

Developing practical 
workplace knowledge



‘Some of them just put theatre blues on over their 

normal clothes…and you just think ‘no, come 

on’…You’re changing into theatre get up, you have to 

take your clothes off –that’s the whole point... well it 

keeps us amused... that’s just being young and naive... 

it’s simple things like... how to behave and what... you 

do in certain environments –maybe they haven’t been 

told, …we always get them putting on the lead coats 

the wrong way round, so what I always do is teach 

them.’ (PP9)



Student

Performing / 
simulating

Generic 
objectives

Integrated / 
holistic 
learning

Transfer of 
learning

Reality

Specific 
objectives

Separate / 
parallel 
learning

Context 
specific 
learning
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Student able to link learning

Separation Parallel Holistic

Explicit links offered by 
faculty



‘Um, I think some of the placements help and some of 

the placements are just a bit annoying. You... could have 

been doing work in that time...’ (M2I6)

although they’re obviously important and you can get an 

OSSE score on them, which we did –interviewing a 

patient which no-one was expecting for that reason, 

because we didn’t think it would come up because we 

didn’t think it was, you know, sort of related to what we’d 

done.’ (M1I3)



Understanding of current 
utility

Context 
specific

Locus of 
real 

learning

Transferable 
learning

Understanding of future 
relevance



R6: ‘You almost park it [knowledge]. You do almost it park it at 

times and just kind of think right, this is something I need to 

know; it is important but it’s not relevant for the minute now and 

you kind of just almost park it away knowing that you will come 

back to it later…you might even have notes …that you just 

don’t look at them for the moment.’ 

R4: ‘But how often do you park it and then never find the car 

again?’  (DGM3PP) 



Consequences of educational interventions

Predicted 
consequences

Unpredicted 
consequences

Intended 
consequences

Intended 
learning 
outcomes

‘Soft’ outcomes

Unintended 
consequences

Expected 
negatives

Unknowns (use 
spectra to 
investigate)



Stories of survival: creation of Mētis

• Practical knowledge 
– necessary skills and intelligence acquired through interacting in 

real life circumstances

– created in response to the need to make the circumstances work 
for the agent concerned

• Not limited to positive or negative, benevolent 
or oppressive intent

• Creation of meaning to ‘handle’ learning, so 
that it ‘works’ for students in social 
interactions



Mētis in social interactions

• Adjustment to and negotiation of difference

• Serving two masters: chameleon identity

• ‘Spontaneous’ meaning-making and knowledge 
construction

• The ‘allowed’ myth

• The identity of a ‘medical student’ and bargaining tools



Patient-centred?

‘…with regards to pharmacology it doesn’t apply as much 

on placements… when you are talking about medication 

with patients they’ll just hand you a list of medications 

and… because I’m trying to focus on the patient, I don’t 

necessarily have the time to write down the list or really 

even pay very much attention to it, so I move on… Yes 

[laughs], they give me the list and then I look at it and go 

‘‘Thank  you’’ [laughs] and give it back to them.’ (S8)



Key findings

1. Expectations simultaneously too high (cultural 
competencies) and too low (educational potential)

2. Social interactions fundamental to meaning and knowledge

3. Social processes described through dyads of variables 
which form intersecting workplace and educational spectra

4. Unpredictable and unintended consequences 

5. Students do not align locus of ‘real learning’ with locus of 
‘real practice’

6. Students create Mētis  - how to handle knowledge and 
meaning to make experiences work for them



Perceived differences between 

simulated and authentic patient 

interactions

• Competitive contrast or  

constructive comparison?

• Opportunities to increase 

educational value

Secondary analysis



Tensions in guidance

‘real patients… a lot easier in a way…you wouldn’t 
normally go through, confidentiality with them and then 
consent…’cause they just, they don’t see it as being 
important, whereas simulated patients will – that’s only 
probably  because they’ve been told to by the medical 
school’ (M1I3)

‘you’ve got experienced clinicians telling you what to 
do, how well you’ve done it, how well they feel you can 
improve... which way to go – and if you listen and just 
try and understand what they’re telling you’ (M2I11)



Comparing and contrasting

‘with simulated patients you’ve got... the other ten 
people in the group watching you – it’s really 
awkward, it’s the first time you’ve done it ...the 
adrenalin rush and you’re not... thinking on your feet 
– like you are...in a real situation...so it’s a little bit 
forced. It’s good to practice ‘cause you just get to go 
through the motions’ (M1I10)

‘They [real patients] might come out with... a lot of 
things which you don’t expect or which you never 
asked but somehow it came out... they came out with 
something totally unrelated but still a good insight to 
their lives.’ (M1I11)



Responsibility

‘You can’t harm simulated patients… you can’t 
really make them upset… whereas a real patient… 
they perceive us as doctors’ (M1I4)

‘there’s a lot more to think about when you’re with 
a real patient…you really are delving into their 
personal, private lives... whereas the simulated 
patients are told to react in a certain way, these 
patients could act any which way they want to… 
and you have to...go…a bit more cautious’ (M1I9)



Legitimacy

‘approaching more sensitive issues I tend to shy 
away in the real... not so much because I was 
scared to delve into them, I just didn’t think it was 
that necessary at the moment. These people are 
on a ward, they’re obviously ill, they don’t want me 
coming along and asking them about other 
sensitive issues... I asked “do you have any other 
illnesses you would mind talking to me about” 
and... didn’t ask that much about whether you 
were married or had kids or... just because it 
wasn’t directly relevant’ (M2I9)





‘You’re used to... seeing a dead person...but you’re not used to 
seeing a fresh dead person,– I know it sounds terrible to say but I 
mean these people have died, say, the night before and ... she’s 
just been opened up and he just scooped everything out and 
slapped it on the bench... this was someone who was alive 
yesterday and to see all her organs just out on the bench ... 
Massive carving knife, just doing  sections through and then it all 
gets whacked in a bag and put in the cavity and sewn up, so it was 
just... I don’t know it’s... I suppose it’s going from something... 
someone that was alive yesterday to basically a piece of meat the 
next day – which is something that if you... see it for the first time 
it’s something that’s quite new... ‘cause that could be me, 
tomorrow,... It was a good experience. I mean... You get used to it 
but I was a little, um...a little nauseous …I’d say to start with. But 
the more and more you experience it, the less and less that gets 
and then you walk into a situation and it’s just normal.’ (M2I1)



Why does this matter in palliative care?

– Education as an improvement science

– Public health approaches to palliative care

– Co-production of learning

– Need for applied research



The learning of professionals and 

patients today will affect the 

healthcare outcomes of the future

Education as an improvement science

Stokes, Donald E. (1997). Pasteur's Quadrant – Basic Science and Technological Innovation. Brookings Institution Press. p. 196. ISBN 9780815781776.



Whole task learning theory
• ‘Real world’ problems 

• Linked components of complex 

tasks including communication 

skills, practical support and clinical 

knowledge





Study day: structure and content

Plenary

• Transitions

• Competencies FY1

• Diagnosis of dying

• Care of the dying

Small groups : sim. patient/relatives

1. Patient with bowel obstruction

– Bad news / CSCI

– Discharge home / DNAR

– Care of the dying

2. Frail elderly patient with dementia

– Diagnosis of dying/ appropriate 

care

– Shared decision making

– Certification/coroner / bereavement



Thematic analysis of reflective writing

• Value in practicing challenging and realistic complex 

tasks

• Knowledge gained and applied including critique of role 

models

• Community team working

• Patient and relative perspectives

• Self-awareness, emotional intelligence

• Reluctance to mention actual deaths

• Preparation for foundation year 1











Key findings
• Concurrency of education and care delivery 

• Non-linear nature of transitions for patients and trainees occurring during social 
interactions

• Active engagement and meaningful roles by legitimising participation and 
providing a safety net which balances challenge with appropriate support

• Create contexts in which patients, GPs and trainees can discuss challenges, 
concepts of success and failure and develop shared goals.

• Recognition of different sorts of knowledge and practice (including experiential 
expertise) as valuable for development of new in-practice knowledge

• Trusting relationships must be cultivated 

• Interventions should be designed to take account of the dynamic systems in 
which people work, accounting for breakdowns and work-arounds in 
interventions (and learning from these) as well as targeting education at 
individuals

• A reduced emphasis on index condition and diagnosis models in long-term 
conditions is needed





Value?

‘The systematic recording of what actually happens in 

working circumstances can be a powerful political tool. 

The same can be said of studies of the ‘mismatch’ 

between what is textbook pedagogic ‘good practice’ 

and what actually happens’ (Coats et al 2005)

‘to produce a tested theory about what works for whom 

in what circumstances and in what respects. This end 

product is never a pass/fail verdict on an intervention 

but an understanding of how its inner workings 

produce diverse effects.’ (Pawson & Tilley 2004)



Ambitions





Libby Sallnow









Debbie Horsfall

Re-orientation of Practice/s 

• From protective and paternalistic service provision 

• To negotiated care between providers and carers 

• Where the role of the service provider is to understand and supplement the informal 
networks skills, knowledge and values with their own practice wisdom and 
resources 

What will it take? 

• respecting lay people as possessing agency, knowledge, skills understanding 

• community capabilities and needs from the communities perspective 

• believing that people learn best by doing, by being involved and engaged re-
orientating from person centred to network centred care

https://www.westernsydney.edu.au/staff_profiles/uws_profiles/professor_debbie_horsfall
Rosenberg, J., Horsfall, D., Leonard, R. and Noonan, K. (2015), 'Informal caring networks for people at end of life : building social capital in 
Australian communities', Health Sociology Review, vol 24, no 1 , pp 29 - 37.

https://www.westernsydney.edu.au/staff_profiles/uws_profiles/professor_debbie_horsfall


Co-production of learning

Need for applied research
• Social network influence on 

workplace-based learning and 
healthcare

• Role of social networks at 
patient-carer-generalist-specialist 
interfaces

• How learning at 
boundaries/interfaces relates to 
networks

• Palliative Care and Liaison 
Psychiatry 
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