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the conversations during debrief phases of simulation.9 While reflective strategies used by educators during classroom teaching, clinical practicum
and simulation are well described in literature,2 10
surprisingly little specific detail has been provided
on simulation debriefing. One exception is a recent
paper that provides examples of utterances educators might use during postsimulation debriefing.11
The authors warn of the potential harm to learners
of difficult debriefing situations and offer a toolbox
of strategies to guide the educator.
The philosophy behind debriefing is engagement
of students’ critical reasoning. Snyder and Snyder
highlight the role an educator plays in supporting
the development of students’ critical thinking skills
by using comments and questions.12 They propose
that educator strategies need to support students
to analyse, synthesise, evaluate and reflect on their
knowledge and decision-making process.12 13 These
strategies have been characterised as speech acts—
acts of language used to produce an effect in a
listener. Astute use of these acts enable the educator
to engage the student’s higher-order thinking.14 15
O’Conner and Michaels expand on this educational
concept by describing the nature of the interactions
between educator and student.16 They describe an
optimal conversation exchange as being ‘ideologically dialogic’ that occurs when there are equal social
relationships, intellectual openness and opportunities for creative thought.16 This pattern of discourse
is detailed by Mortimer and Scott who describe the
initiation, response, feedback (IRF) framework.17
Responses are chained together to form initiation,
response, feedback, response, feedback loops,
in which the educator will repeat the student’s
comment which would trigger the student to elaborate. Deeper analysis of these discourse acts has
potential to enable educators to explore students’
thinking processes and understand the effect of
educator facilitation on students’ thinking.18
The aim of this exploratory paper was to examine
quantitatively the conversations during two interprofessional simulated case scenarios in a cohort of
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The importance of debrief in simulated learning 30 students. Dietetics and speech-language therapy
activities is well-
established in the literature— students participated in small group debriefing
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the literature, and several researchers have proposed eventually answer the question: how do clinical
different frameworks.6–8 Despite this wealth of educators, involved in interprofessional simulation,
simulation research, there has been little focus on optimally facilitate students to develop their clinical

Abstract
Background Simulated learning environments are
increasingly common in interprofessional education (IPE).
While reflection is key to simulated learning, little is
known about the nature of these conversations during
simulation. The aim of this exploratory paper was to
Correspondence to
quantify communicative features of conversations during
Bianca N Jackson, Speech
interprofessional simulation scenarios between dietetics
Science, School of Psychology,
students, speech-language therapy students and their
The University of Auckland,
Auckland 92019, New Zealand;  educators.
bianca.jackson@auckland.ac.nz Methods Conversations between students and
educators during the pauses between simulated scenario
Accepted 8 July 2019
phases were recorded and transcribed. Student and
Published Online First 17 July
educator
utterances were quantitatively analysed for
2019
speech acts, question types and elements of IPE (clinical
reasoning, roles and responsibilities, client and family
centred care, interprofessional collaboration, clinical
procedural tasks).
Results Across 1340 utterances from six scenarios,
analyses of conversational speech acts and question
types highlighted similar patterns of usage between
two educators despite different clinical scenarios
and professional backgrounds. Educators used a
minimally higher proportion of open compared with
closed questions, and higher-level problem-solving
questions predominated in comparison to simple factual
questioning. Educators used more requests for action
and attention and students displayed more performative
and responsive acts (p<0.05). Students were exposed to
all elements of IPE through conversations in all scenarios.
Conclusions Conversations during pauses in
immersive simulated scenarios between educators and
students enable rich IPE opportunities and higher-level
problem-solving. Educators encouraged students to
problem solve within and across disciplines with open
questions. Educators provided few factual responses
to questions themselves rather diverting questions
back to the students. This approach to the analysis of
conversation can support educators to evaluate their
own communication during interprofessional simulations.

Speech Science, University
of Auckland, Auckland, New
Zealand
2
Nutrition and Dietetics,
University of Auckland,
Auckland, New Zealand

© Author(s) (or their
employer(s)) 2020. No
commercial re-use. See rights
and permissions. Published
by BMJ.
To cite: Jackson BN, Brady A,
Friary P, et al. BMJ Stel
2020;6:206–213.
206  

Jackson BN, et al. BMJ Stel 2020;6:206–213. doi:10.1136/bmjstel-2019-000455

BMJ STEL: first published as 10.1136/bmjstel-2019-000455 on 17 July 2019. Downloaded from http://stel.bmj.com/ on September 27, 2020 by guest. Protected by copyright.

Educator–student talk during interprofessional
simulation-based teaching

Original research

Methods
Study design

This prospective observational study received appropriate
national ethics approval (UAHPEC 012794). All students
provided written consent for use of their recorded scenarios.

Participants

Thirty students (10 dietetics (DT); 20 speech and language
therapy (SLT)), predominantly female (87%), participated in the
study. All students were in the first year of their 2 year masters
qualifying programmes. No student had been on a hospital clinical placement. Seven female faculty members (aged 34–44 years)
participated, three SLT and four DT.

Simulation-based learning environment

As part of the students’ overall clinical programme, they
completed a series of interprofessional sessions involving case-
based learning, part-task procedural skill training and finally,

Table 1

simulated clinical scenarios. In this last session, students worked
through two simulated hospital ward-
based scenarios with
low-fidelity manikins, high-fidelity manikins and confederates
(trained educators who perform the role of hospital staff or
family members) (table 1). Part-task training and scenarios were
designed to provide learning opportunities that aligned with
the IP framework devised previously by the research team.19
Students were divided into three interprofessional groups. Two
experienced educators led one scenario each on three consecutive occasions on the same day with the three student groups
rotating through each scenario. Five additional faculty members
were involved as educators and confederates. The two educators
(one SLT, one DT) selected to facilitate the simulation session
had been teaching dysphagia (swallowing disorders) assessment
and management in an interprofessional context for over 3 years.
All educators had participated in a briefing on educational principles of simulation-based learning, including how to brief and
debrief learners throughout the simulation (table 1).
An in-simulation ‘pause and discuss’ approach to debriefing
was used where the educator or student could pause the scenario
at any time in order to discuss clinical decisions and receive feedback from peers and educator.1 20 Scenarios were split into phases
at natural pauses in each assessment (table 1). The scenario was
‘paused’ by the educator at the end of each phase. This allowed
all students to rotate from observer role to active role in the
simulation room and allowed time for reflective discussion. Each
scenario was allocated 60 min, before the students rotated to the

Description of simulated scenarios

Scenario features

Adult scenario

Infant scenario

Educator

Senior educator in dietetics

Senior educator in speech-language therapy

Simulated patient

Semiconscious unstable adult patient within 24 hours after stroke
Stroke ward setting

One-month-old infant following congenital heart surgery
Paediatric cardiac ward setting

Simulator

Manikin (Laerdal SimMan 3G)

Baby manikin (BabySIM, CAE Healthcare)

Confederates

Nurse at bedside

Mother and nurse at bedside

Potential phases

Read clinical notes
Gain clinical information from nurse
Observation of level of consciousness
Attempt to rouse patient and clinical observations
Physical examination
Communicate findings and decisions with nurse and alert medical team
Chart nasogastric feed regime

Review clinical notes
Introduce role to nurse and mother
Gain clinical history from nurse and mother
Assess state and clinical observations
Physical examination
Make up bottle, swaddle, feed, clinical observations
Communicate findings and provide advice re: feeding

Expected procedural skills

Clinical notes interpretation
Locate patient’s vital observations in medical notes and on a monitor (heart rate, respiratory rate, blood pressure, oxygen saturation)
Interpret clinical data including interpreting the data and accuracy of hospital fluid balance, food and drug charts
Interpret malnutrition screening data and information on the nutritional status of patients
Communicate your role in nutrition and swallowing to patients/whanau
Involve the family in shared decision-making
Work within a team with a patient-centred approach
Identify commonly used equipment in a ward environment
Ascertain the level of consciousness of a patient/infant
Determine readiness and safety to trial oral feeding
Enable the patient/infant to be in a safe swallowing position
Carry out an accurate cranial nerve examination on patient/infant
Make accurate clinical observations during feeding
Communicate assessment results to (1) patient/whanau, (2) nurse, (3) doctor
Communicate safe, appropriate recommendations for patient/infant and mother
Request support from supervisors when needed

Briefing instructions for
educators facilitated
scenario

The key to simulated scenarios is realism and reflection
Ensure actors can remain in role at all times—close curtains around the scene while in reflection time
Educators must encourage students to feel safe to ‘think loud’ as a group
Pause the scene at designated times or if the students are struggling—at novice level, this should be error-less learning
Avoid talking too much as the educator—let the group discuss and reflect. Use curious questioning, ‘What do you think happened there?’ ‘What are
your thoughts about next steps?’
Switch in 1 SLT/1 dietitian student at each pause
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reasoning and other skills expected of interprofessional collaborative practitioners? We trialled a method of providing a detailed
quantitative description of educator–student interactions in
interprofessional simulated healthcare scenarios and explored
the way in which they may contribute to learning. Additionally,
we deconstructed types of speech acts within simulation learning
conversations to explore further the possibilities of this type of
analysis.

Original research
Descriptions and examples of Fey’s simplified speech acts14

Category

Code

Speech act

Examples

Assertive
acts

RQIN

Request for information

How old is the patient?

RQAC

Request for action

Shut the door, please

RQAT

Request for attention

Ok team!

RQCL

Request for clarification

Say that again?

ASST

Statement (observable)

That’s 20 mL of formula

ASCO

Comment (not observable)

I was nervous

ASDA

Denial (of the previous
utterance)

No, that’s just the volume
of milk

Perf

Performative

Reading aloud, stating rules

RSIN

Appropriate response to RQIN It says he’s 22 years old

RSAC

Appropriate response to
RQAC

RSAT

Appropriate response to RQAT Yes?

RSCL

Appropriate response to RQCL The red one

RSAS

Appropriate response to
Assertive act (no new
information)

Oh yeah

IMI

Imitation of the previous
speaker

–

Responsive
acts

Ok

alternative scenario. Each educator audio recorded the discussions during the ‘pauses’ in the simulated scenario resulting in a
total of 5 hours of recorded material for analysis.

Transcription and coding

Two independent research assistants (ABy and YC) transcribed
the audio recordings of each ‘pause’ section of the scenarios
verbatim. Utterances were coded during transcription as either
educator (E) or student (S) with individual student speakers not
identified. Transcription began from the first recorded words of
each ‘pause’ section and stopped when the educator indicated
that the students should return to role in the scenario. Occasionally, students were talking to each other in smaller groups
without the educator, or multiple discussions were happening
and accurate transcription was not possible. These sections were
transcribed as timed student conversation (s). The educators
checked the transcripts for accuracy. The research team read the
transcribed conversations between 2 and 6 times each to ensure
correctness and understanding.
For the purpose of analysis, the data was quantified. All
utterances were imported into a spreadsheet and then coded
for speech acts, question types and interprofessional education (IPE) content. Speech act analysis has a long history in the
field of linguistics. Each utterance is considered as an action,
particularly with regard to its intention, purpose or effect. Fey
devised his interpretation of speech acts for assessing conversational assertiveness and responsiveness in young children,14
but it is equally relevant in a tertiary education, adult-learning
context. Codes are detailed in table 2. Each utterance was given
its own code even where requests and responses were spread
over more than one utterance. If the intention of the utterance
was not clear in the transcript, the audio recording was referred
to for more information. Different question types used educators were coded according to The Question Category System
for Science21 (table 3). Utterances were also coded for interprofessional content (clinical reasoning, roles and responsibilities,
client and family centred care, interprofessional collaboration,
clinical procedural tasks) (table 4).19 Only the educators’ utterances were coded in relation to the types of questions used in
view of the research question focus on educator behaviour. All
transcripts were double coded independently by AM, and ABs or
208

BJ and any differences in opinion were discussed before a final
agreement on coding was reached.

Data analysis

Statistical analyses were completed using SPSS V.22. Patterns
within the data were established through descriptive statistics
and graphing. Differences in frequency of speech acts between
students and educators, and differences in frequency of question
types between scenarios and within the three repetitions of the
same scenarios were calculated using one way repeated measures
Analysis of Variance (ANOVA). A p<0.05 was considered statistically significant for all analyses. Illustrative examples of conversations are used to demonstrate speech acts and question types as
well as how interprofessional learning opportunities arose.

Results

Frequency of speech acts for educators and students are displayed
in table 5 with illustrative examples of each act displayed in
table 2. Educators and students differed significantly in speech acts
(assertive acts: Request for Action (RQAC) (Fr 54.52, p<0.001),
and Request for Attention (RQAT) (Fr 54.52, p<0.05); as well
as responsive acts: Performative acts, for example, reading aloud
(Perf) (Fr 8.00, p<0.05), Appropriate response to Request for
Information (RSIN) (Fr 22.22, p<0.001), Appropriate Response
to a Statement (RSAS) (Fr 5.71, p<0.05) and Imitation (IMI) (Fr
5.71, p<0.05)). Educators used more requests for action and
attention and students used more performative and responsive
acts.
Figure 1 shows frequency of educator question types, with
illustrative examples displayed in table 3. Both educators used a
slightly higher proportion of open versus closed questions, and
higher-level problem-solving questions predominated in comparison to simple factual questioning. Affective dialogues started by
the educator were infrequent and all examples occurred immediately after a pause in the scenario and were directed at the
students who had been active in the scenario (table 6). The affective question did not always generate an affective response, as
seen in table 6, child 2, phase IV. Likewise, students did also
spontaneously comment on their feelings without being directly
asked on two occasions. There were no significant differences in
frequency of any individual speech act or question type between
the three student groups with the same educator/scenario
(p>0.05) (figure 1). There was only one significant difference
in the frequency of speech acts and question types between the
two educators; with the overall number of assertive acts between
educators with educator 1 performing 249: 91 assertive acts:
responsive acts compared with educator 2 who performed 157:
44 (t=2.84, p<0.05).
Table 4 displays descriptions of IPE opportunities that were
identifiable from the conversations. This includes an example of
an educator-led IRF dialogue used to determine the role of the
SLT and DT in child scenario 1 and a conversation between two
students to establish the next procedural steps in adult scenario
3.

Discussion

This novel exploratory paper examined ‘pause and reflect’
conversations during interprofessional simulated case scenarios
using several methods for analysing communication. Conversations between educators and students enabled rich IPE opportunities and higher-level problem-solving. Educators encouraged
students to discuss, question and problem solve among themselves with open questions and few factual responses. Educators
Jackson BN, et al. BMJ Stel 2020;6:206–213. doi:10.1136/bmjstel-2019-000455
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Table 2

Original research
Blosser’s question types21 with illustrative examples

Overall question types
 Rhetorical

Questions used to emphasise a point or to reinforce
an idea or statement

E—It might depend on the intervention, mightn’t it? (a.1.1.45)

 Closed

Questions used to check retention or to focus
thinking on a particular point

E—Why do you need a weight from a previous (time)? (a.2.3.382)

 Open

Questions used to promote discussion or student
interaction

E—What information did we get out of that interaction? (a.1.2.108)

Specific question types
 Probing clarifying

Asks the student to rephrase or repeat her utterances S—So would you want to talk to them about the quality of milk. Um no or how much
to make the meaning clear
he is managing to get. … There’s not a difference in quality but there is a difference in
how much baby takes in. or whether or not they are responding to the mother putting
the breast in.
E—What do you mean there is not a difference in quality? (c.3.1.481–2)

 Probing critical awareness

Asks the student to provide some context for coming E—um is there something that you’ve read that that is triggering…? (a.1.1.5)
to a particular decision or making a particular
E—What did the nurse say that gave you the sense that consent was there? (a.3.2.601)
statement

 Probing refocus

Asks the student to think deeper about the
E—What is a lot…What is a lot of oxygen? (a1.1.58)
implications or connections that are inherent in their S—so not very alert so drowsy and confused
response
S—uhh… it says 10–13 litres per minute on this
E—So what does that mean?
S—Not great.
E—Right. That could be an issue? (a.3.1.471–5)

 Probing prompts

A string of questions that breaks down a problem in
to smaller parts

E—So who else in hospital might help in this situation?
S—Is there someone who might be able to give her breastfeeding support?
E—Yeah. What would that person be called?
S—Plunket?
E—Not in the hospital.
S—Nurse?
E—So they might be, they might be the nurse but they have a special name.
S—Lactation consultant?
E—ok! (c.2.3.383–91)

 Probing redirect

Redirects the question to another student

S—Can I ask what is Tetralogy of Fallots?
E—good idea.
E—Who knows what Tetralogy of Fallots is? (c.2.1.313–5)

  Factual

Recall specific information that you have learnt
previously. May be a single fact or a sequence of
events in an order

E—So what should she be eating?
S—She’s lactating. She needs more energy than she usually would if she’s not pregnant
to produce breast milk. So she should be eating at least three meals a day (c.3.2.562–3)

 Higher-level problem-solving

Requires student to figure out answers, often
generalising related facts in to meaningful patterns.
May require judgement based on comparison of
ideas

E—So what would you ask if you could ask her again? (c.3.3.659)
E—What do we think? Team? Is it OK to talk to the nurse? Over…you know, especially
over the top of the patient. What do you think? (a.1.1.31)

 Affective

Questions which elicit expressions of attitude, values E—So how did that go from your perspective? Did you ask and do everything you
or feelings
wanted to do? (c.3.3.638)

 Structuring

Questions related to the setting in learning is
occurring.

regularly diverted questions back to the students and encouraged
the two disciplines to learn from each other. Despite the structured nature of the educational setting, interprofessional student
conversations without educator contributions were common.

Educator conversation style

Not surprisingly for the setting, educators made more requests
and students provided more responses. Where students asked
factual questions of educators, educators frequently redirected
the question back to the students to answer. This ‘reflective toss’
has been described as a successful strategy for moving responsibility back to students to encourage collaboration or independent
decision-making.22 This strategy develops clinical reasoning by
stimulating their ability to reflect-in-action for future action.15 23
Mortimer and Scott’s IRF structure was prevalent throughout
the conversations in this setting.17 It has been argued that IRF
patterns support the co-
construction of cultural knowledge
because the educator has the ultimate responsibility to repair
Jackson BN, et al. BMJ Stel 2020;6:206–213. doi:10.1136/bmjstel-2019-000455

E—So can somebody read out so we can all hear what this scenario is for Kaeden
(c.2.1.294)
E—So who’s gonna go next? Who hasn’t been before? (c.2.3.441)

any misunderstandings.24 This strategy supports the development of the students’ clinical reasoning and decision-making
in line with the expectations and frameworks of the educator.
Interestingly, students did not ask a large number of questions and educators often read aloud the written information
(performative) rather than giving this task to the students. It
could perhaps be concluded that educators took an assertive
role with these novice students during these time-
pressured
education sessions. However, despite the prevalence of this
IRF pattern in general, students’ assertive speech acts were
more frequent than the responsive acts, highlighting that the
students were willing to offer ideas and ask questions beyond
that expected in simple response to educator questions. This
observation aligns with a student centric model of learning in
which the students are encouraged to question and comment
rather than only responding to the questions asked by the
educators.13 Questions were predominantly open and focused
on higher-level problem-solving rather than solely fact finding
209

BMJ STEL: first published as 10.1136/bmjstel-2019-000455 on 17 July 2019. Downloaded from http://stel.bmj.com/ on September 27, 2020 by guest. Protected by copyright.

Table 3

Original research

Illustrative examples either elicited by the educator and/or created between the students
Interprofessional collaboration (I)

Students established collaborative relationships, shared information and integrated information from students from different
professional groups

Client and family centred care (C)

Students shared information with the family
Students involved client/family in decision-making

Roles and responsibilities (R)

Students demonstrated a thorough understanding of their own role and responsibilities with the team/client/family
Students demonstrated a thorough understanding of their own scope of practice and that of other professional groups

Clinical procedural tasks (P)

All reasonable clinical tasks were identified

Clinical reasoning (CR)

Students demonstrated clinical reasoning and evidence-based practice

Example of a conversation regarding roles and responsibilities (R)
Act No

Speaker

Transcription

IRF

Speech act

c.1.1.6

E

What do you think your role is? What is the role of dietitian in this case?

I

RQIN

7

S1

To assist with his feeding?

R

RSIN

8

E

In what way?

I

RQIN

9

S1

To make sure he’s getting enough nutrition

R

RSIN

10

E

Perfect, is he getting enough nutrition.

F

RSAS

11

E

What’s the role of the speech therapist?

I

RQIN

12

S2

To support mum….

R

RSIN

13

S2

To make sure it’s safe for him to swallow

R

ASCO

14

E

To make sure it’s safe for him to swallow.

F

IMI

15

E

Yeah. Perfect.

F

ASCO

Example of a conversation demonstrating interprofessional collaboration (I) and clinical reasoning (CR)
a.3.1.476

S1

That’s just throughout the day as well.

477

S1

So for most of the day, he’s drowsy yip. (9 s)

ASST
ASST

478

S2

You know we can’t get much information out of him because his level of consciousness is low,

ASST

479

S2

can we talk to the wife about or the wife or the nurse?

RQIN

480

S1

It says his wife has gone home.

RSIN

481

S3

So we can talk to the nurse

ASCO

IPE, interprofessional education.

allowing students to reflect on interprofessional practice and
clinical decision-making rather than prove theoretical knowledge. Educators should take all opportunities to encourage
Table 5

student participation and control. Ensuring all reading aloud
is conducted by-students-to-students is an easy way to ensure
students talk more than their educators.

Speech acts used by students and educators across each scenario
Assertive acts

Scenario

RQIN

RQAC

Responsive acts
RQAT

RQCL

ASST

ASCO

ASDA

PERF

RSIN

RSAC

RSAT

RSCL

RSAS

IMI

Total

Child
  1

 2

 3

E

22

7

0

3

3

41

2

3

23

2

1

16

17

8

148

S

26

0

1

17

1

46

1

12

28

5

0

1

6

1

145

All

48

7

1

20

4

87

3

15

51

7

1

17

23

9

–

E

32

4

1

3

0

24

1

2

8

0

0

0

10

9

94
71

S

11

0

0

0

0

13

0

6

37

1

0

0

2

1

All

43

4

1

3

0

37

1

8

45

1

0

0

12

10

–

E

35

4

1

5

2

47

1

0

18

0

0

7

21

12

153

S

20

0

0

8

1

37

0

3

38

0

1

4

3

1

116

All

55

4

1

13

3

84

1

3

56

0

1

11

24

13

–

Adult
 1

 2

 3

210

E

32

5

2

5

4

19

2

0

9

0

0

0

11

2

91

S

29

0

0

6

6

42

1

5

41

0

0

8

2

1

141

All

61

5

2

11

10

61

3

5

50

0

0

8

13

3

–

E

25

4

3

1

2

13

0

0

3

0

0

0

12

1

64

S

25

2

0

1

3

58

0

10

44

3

0

1

2

0

149

All

50

6

3

2

5

71

0

10

47

3

0

1

14

1

–

E

16

5

0

5

1

13

0

0

3

0

0

0

2

1

46

S

18

1

0

13

7

24

1

25

19

0

0

10

3

1

122

All

34

6

0

18

8

37

1

25

22

0

0

10

5

2

–
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IPE framework with illustrative examples19

Table 4
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Reflection within simulation
Figure 1 Distribution of educator questions in the adult and child
scenarios.

Between scenario/educator differences

The frequency of individual speech acts and questions was
not significantly different between student groups, educators/
scenarios or across scenarios. The only difference found was in
the overall number of assertive acts. Educator 1 facilitating the
child scenario provided ~100 more assertive acts compared with
the educator 2 facilitating the adult scenario. There is no way to
conclude whether this represents a difference in educator style
or relates to differences in complexity of scenarios. The transcripts, however, suggest different levels of student knowledge
between scenarios with a need for the educator to provide more
factual information during the child scenario. The educator in

Table 6

Reflection is a cornerstone feature of learning and has been
described as a critical element of any simulation activity.5 7 26–28
Educators, in these within-simulation debriefs, were directive in
their questioning, particularly seeking decisions in relation to
planning what to do next, rather than asking rhetorical, effective
or philosophical questions. The conversations focused heavily
on preparing for the next phase of the time-limited simulated
scenario. It could be assumed that this type of debrief would be
representative of a reflection-for-action model.29 The predominance of request of information and response to requests as well
as higher-level problem-solving questions verifies this. This fast-
paced within-simulation reflection time would perhaps not be
expected to offer the time or emotional space required to stimulate more affective responses. Interestingly, educators clearly did
not see this a primary focus of the conversations with minimal
affective questions from educators in any of the six scenarios.
Despite this, students did offer affective comments immediately

Illustrative examples of dialogue where students were exposed to affective questioning

Scenario

Act no

Educator/student
turn

Transcript

Child 2, phase III

366

E

So how did that go?

367

S

I feel my mind just went blank. I thought it went terribly.

368

E

Went terribly?

369

E

Why do you think it was terrible?

370

S

Cause I was like what do I say? It was like we forgot everything we’ve talked about.

371

E

ok. (pause) You’ve said quite a few things we’ve talked about, so you did quite alright. OK so it’s always good to
practice…

446

E

So how was that? How did that go?

447

S1

I found that disjointed when you [the other student] were doing it separately. I suppose that’s realistic. Because
you have to focus on what you’re doing especially when you’re working on the baby, then I couldn’t hear a
word.

448

E

Yeah right.

449

S1

I found that, what about you Sally?

450

S2

I didn’t look at you at all. We were doing two separate things and by the time we were finished I had no idea
what you had been saying. I was thinking ‘is it alright if I do it while [you’re] talking to the mum, would I disturb
her looking at the kid when she’s assessing?’

451

S1

She was quite relaxed.

452

E

Yeah she was quite relaxed.

397

E

So what was that like? Ummm?

398

S

She’s expressing.

399

E

She’s expressing?

400

E

(3 s pause) How’s that going?

Child 2, phase VI

Child 2, phase IV

Affective questions are highlighted in bold.
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the adult scenario provided less information as the students were
more able to respond adequately to the educator’s reflective toss.
An illustrative example was the educator’s direction of dietetic
students to describe to the SLT students the clinical decision-
making for designing a feeding plan and the SLT students to
explain their reasoning behind the need for nil-
by-
mouth in
the clinical context. This may be reflective of the theoretical
content of the students’ clinical programmes prior to the interprofessional series. This may be a useful observation for educators. It suggests that educators need to consider the impact of
scenario complexity when designing simulation education with
more complex or unfamiliar content leading to more reliance on
educator knowledge-sharing and directive facilitation, and more
basic or familiar content, leading to more independent interprofessional learning and a coaching approach.10 25

Original research

Limitations

In this preliminary study, it was not our intention to evaluate how
‘good’ conversations were, for example, did a specific educator
speech act or question lead to ‘better student reasoning.’ The
analysis of the interaction between educator question type and
student response would be an interesting and useful next step
in the research programme. It would be interesting to further
consider the types of questions asked by students and how the
environment—physical, structural and linguistic, encouraged
assertive communication from the students.
There are many ways to analyse conversations and language
use in a classroom. We have focused our study on specific details
of spoken language with an emphasis on educator questions.
In doing so, we have to an extent, simplified the relationship
between the context, the whole discourse and parts of the
discourse. Non-verbal communication such as gestures, facial
expressions were not included in our analysis. Unspoken clinical
reasoning and IPE opportunities cannot be quantified.
The educator held the microphone and occasionally, students
were talking to each other in smaller groups without the
educator, or multiple discussions were happening. Accurate transcription was unfortunately not possible. The actual number of
speech acts by the students is greater than that recorded in the
transcripts. Counts of speech acts are therefore provided only as
a guide for further benchmarking.
Originally, the intention was to code speech acts with established principles of IPE (clinical reasoning, roles and responsibilities, client and family centred care, interprofessional
collaboration, clinical procedural tasks) in order to quantify
the interprofessional experience of students.19 However, during
analysis, this proved difficult with many conversations considered by the authors to cover more than one IPE principle and
difficulties coding where conversations started and ended in
regards to principles. The authors therefore chose to provide
illustrative examples of the rich IPE opportunities gained during
the simulations rather than quantifying or tallying. Further
research on the IPE opportunities during simulation reflections
is needed.

Conclusions

Conversations during pauses in immersive simulated scenarios
between educators and students enable rich IPE opportunities and higher-
level problem-
solving. Educators encouraged
212

students to problem solve among themselves with open questions. Educators rarely offered new knowledge themselves and
regularly diverted questions back to the students through their
collective knowledge. This analytic approach offers readers
methods of recognising and developing their language and
communication skills among their faculty with the intention of
enhancing the learning outcomes of simulation-based learning.
These data can support educators designing interprofessional
simulations in the future.
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