
Communication, Cognition and Competency
Development in Healthcare – A model for
integrating cognitive ethnography and
communication skills training in clinical
interventions
Daria M. Schwalbe  (  dschwalbe@sdu.dk )

University of Southern Denmark
Connie Timmermann 

Center for Research in Patient Communication, Odense University Hospital
Trine A. Gregersen 

Center for Research in Patient Communication, Odense University Hospital
Sune V. Steffensen 

University of Southern Denmark
Jette Ammentorp 

Center for Research in Patient Communication, Odense University Hospital

Research Article

Keywords: intervention design, health communication, person-centered care, blended learning, cognitive
ethnography, in situ simulation, mixed methods

Posted Date: February 10th, 2022

DOI: https://doi.org/10.21203/rs.3.rs-1328202/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.3.rs-1328202/v1
mailto:dschwalbe@sdu.dk
https://doi.org/10.21203/rs.3.rs-1328202/v1
https://creativecommons.org/licenses/by/4.0/


 1 

Communication, Cognition and Competency Development in Healthcare – A model for 

integrating cognitive ethnography and communication skills training in clinical interventions. 

 

Authors: Daria M. Schwalbe1*, Connie Timmermann2, Trine A. Gregersen2, Sune Vork 

Steffensen1, and Jette Ammentorp2 

 

*Corresponding author 
1Department of Language and Communication, University of Southern Denmark  
2Center for Research in Patient Communication (CFPK), Odense University Hospital 

 

Abstract: 

Background: This article illustrates how cognitive, organizational, and communicative/interactive 

processes can be included into the design of micro-skills interventions in healthcare. We present a 

model for integrating methods of cognitive ethnography and in situ simulation into clinical 

communication intervention studies to support the implementation process.  

Methods: A twelve-week Blended Learning communication training course based on the Calgary-

Cambridge guide and supported by in situ simulation is conducted among healthcare professionals 

at an outpatient clinic at a Danish university hospital. Cognitive ethnography is used to document 

and evaluate implementation and competency development: How learning is absorbed and 

translated into clinical practice.  

Results/Discussion: Clinical intervention studies can be designed to include cognitive, 

organizational, and communicative/interactive processes. The proposed model can effectively 

support implementation of communicative skills interventions in healthcare. The integration of 

cognitive ethnography supports documentation of change processes and organizational challenges 

that arise during the implementation and allows to evaluate whether the intervention is flexible 

enough to accommodate in “real-time.” Integration of cognitive ethnography can also secure 

necessary and timely adaptability of the program, stimulating the desired change on individual and 

organizational levels. In situ simulation training provides a further opportunity to train and review 

communicative skills in the clinic, which may help to better retain the introduced skills, thus 

promoting sustainable change.  

Conclusions: The proposed design can narrow the theory-practice gap, optimize participation and 

knowledge transfer, and has the potential to generate a positive cultural change, all of which are 

necessary to improve organizational processes and better patient care. The model works for the 

benefit of the clinic and may be more suitable for implementation of communication projects than, 

say, randomized setups. Adopting the integration of cognitive ethnography with clinical 

interventions as a way of understanding change processes can ensure adaptable activities and secure 

quality optimization and change in individual behavior and organizational culture over time. 

Improvement of health communication and communicative skills of healthcare providers can create 

pace for patient-involvement and reduce inequalities, and hence provide better and safer healthcare.  

 

Keywords: intervention design, health communication, person-centered care, blended learning, 

cognitive ethnography, in situ simulation, mixed methods.  

 

1. Introduction 

Historically, most studies in healthcare interventions have been hypothesis driven. Therefore, they 
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have tried to investigate the impact of interventions by addressing specific and measurable questions 

in different quantitative study designs, such as case control studies. These methods, although useful, 

do not capture the complexities of interventions or interventional failures. Cognitive, organizational, 

and communicative/interactive processes and relational dynamics are important to consider in order 

to support embodied learning practices that are necessary to secure successful implementation of 

educational initiatives and desirable behavioral change in organizations. It may also help to avoid 

implementation failures [1–3]. Existing research on the development of the healthcare professionals’ 

(HCPs’) communicative competencies also points to an increasing need for research that allows to 

investigate and implement elements that can contribute to continuous adaption and maintenance of 

the intervention and of the acquired skills [4–6]. Well-designed interventions thus require a 

continuous evaluation and adaptability of activities, as well as a high motivation and participation 

levels in order for the interventions to be implemented successfully. This brings forth a need for 

understanding a pragmatic interplay between delivery of research knowledge, HCPs’ vision regarding 

what constitutes good patient-communication (as well as their assessments of their own skills), and 

their experiences with and responsiveness to interventions, to support the implementation process. In 

other words, we need to understand how HCPs make meaning of the implemented activities, and at 

the same time, how these activities (and reasoning) are being embedded in an organizational context, 

i.e., how they “fit in” into the mundane routines and work life of HCPs. 

Nevertheless, most research in implementation of educational programs directed at 

optimization of non-technical (communicative, cognitive, and relational) skills of HCPs, sees design 

and implementation of interventions as two distinct processes, treating implementation activities as a 

series of problem-solving exercises [4,7,8]. These studies focus predominantly on the design of 

facilitatory interventions aimed at implementing change, and/or on measuring whether the designed 

programs work or not [e.g., 9–11]. They pay little (if any) attention to the actual learning and 
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knowledge transference processes, i.e., to how the facilitatory interventions are actually implemented 

(absorbed and translated) into clinical practice, what strategies are used, what works well, and what 

are the challenges. Thus, they largely ignore the fact that learning, like problem-solving and clinical 

reasoning [12], is both an individual (embodied and enacted) process and something embedded in 

organization, norms, and procedures [13–16].  

In contrast, the project ‘Communication, Cognition and Competency Development in 

Healthcare’ (3CoD) is designed to investigate the implementation of micro-skills interventions at a 

Danish university hospital, focusing on knowledge transfer and competence development among 

Danish HCPs who underwent a systematic competency development training in relation to a key 

clinical competence: patient-centered communication. The key aim of the project is to investigate (1) 

how continuous development of communicative and relational skills affects the clinical practice of 

patient communication, both the actual performance in interaction with patients, and patients’ and 

HCPs’ experiences thereof; and (2) in what way in situ simulations and interventions in cognitive 

processes (problem-solving, decision-making, planning, etc.) contribute to the promotion and 

development of a functional practice in relation to patient communication.  

Following the key questions, the project peruses three key objectives: (1) to develop and 

implement a generic blended learning concept for the continuous competence development of HCPs’ 

communicative and relational skills; (2) to identify the socio-cognitive processes that can support and 

maintain patient-centered practice which is desired to be implemented in relation to the actual 

performance and patient experience thereof; and (3) to develop organizational processes and practices 

that scaffold implementation during a busy clinical day. Thus, it combines a focus on competence 

development and patient communication with investigation of socio-cognitive process that affect 

(positively or negatively) the implementation of organizational initiatives. Following the overall 

ambition of the project — i.e., to identify the socio-cognitive, interactive, and organizational 



 4 

processes that support the development of a patient-centered practice necessary for the establishment 

of a safer and better-functioning healthcare system — we propose an alternative design. We propose 

a framework that combines a focus on competency development and patient-attentive, person-

centered communication with a broader, ecological investigation of the socio-cognitive and 

interactive processes that both promote and constrain the implementation of organizational initiatives 

that support good (appropriate and morally sound) patient communication. The model innovates by 

merging methods of Cognitive Ethnography (CE) and in situ simulation (ISS) into clinical 

communication intervention studies to supports the implementation process and secure sustainable 

change.  

In this article, we focus on and describe the design and the methods used in the 3CoD study 

to illustrate (1) how clinical intervention studies can be designed to include cognitive, organizational, 

and communicative/interactive processes; and (2) how researchers and practitioners can work with 

integrated methods to support the desired change. We argue that the proposed research methodology 

benefits intervention in at least three significant ways: (1) it helps to understand operational 

(organizational, communicative, and motivational/psychological) challenges in situ; (2) it secures 

necessary and timely adaptability of the program, promoting local ownership and higher degree of 

participation of the learners; and (3) it optimizes implementation and secures change on individual 

and organizational levels. By focusing on patient-centered communication, the project also has the 

potential to contribute to an improvement of patient satisfaction and patient safety in hospitals. 

 

2. Background: Rethinking healthcare research and interventions 

Traditionally, medical science has been dominated by the biomedical, curative approach that focuses 

on “disease” as a pathological condition (as defined by medical science), rather than “illness” (the 

culture-specific understanding of disease) [17]. Beginning from the second half of the twentieth 
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century, however, a new form of clinical practice stressed the centrality of medical surveillance for 

understanding health and illness [18], and of risk factors that derived not only from the previous intra-

corporeal predictors of disease, but also from numerous factors (psychological, social, environmental, 

etc.) that “exist outside and around the human” ([19], p. 411). This provided conditions for a 

distinction between illness/disease-centered and person-centered medicine [20,21]. According to 

Balint, person (or patient)-centered medicine examines the whole person rather than only focusing on 

the illness [22]. It seeks to understand and treat the patient within their own psychological and social 

context [23] and is characterized by responsiveness to individual patient differences, more symmetric 

relation between the patient and the practitioner, shared understanding and more patient involvement 

[23–25]. On this perspective, having the right communication skills, i.e., skills that enable the HCPs 

to explore the patient’s wishes, views and needs, to be in control and to handle different types of 

patients [25], becomes the critical skill of the HCPs.  

Informed by phenomenological philosophy and the dialogical turn [26] in patient-centered 

health communication in recent years, studies in person-centered care have placed more attention on 

reflexive meaning-making accounts as a way of understanding (some aspects of) experiences of 

individual actors described through linguistic means, often as an alternative to otherwise established 

quantitative methods. These studies have stressed the centrality of dialogue as an active method to 

involve and acknowledge patients in health care treatment, and as a more effective approach to 

treatment than one-way communication from HCPs [27,28], even though they paid little attention to 

specific care practices and embodied modalities, as urged by recent scholarship on care [e.g, 29–32]. 

Correspondingly, health care research has seen a growing focus on factors such as the 

patient’s active role and involvement in treatment [33], the patient-therapist relationship [34,35], the 

patient’s attitude to treatment [36,37], and the importance of patients’ existential and spiritual needs 

[38–41]. More recent Danish studies also point to the relational and situational complexity of 
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communication, as well as the need to understand and recognize internal barriers that are at play, such 

as anxiety of showing uncertainty and vulnerability or anxiety to fail [42–44]. Recent years have also 

seen an increased recognition of the role of the non-technical (cognitive, social/relational, and 

personal) skills of the HCPs on patient safety, effective delivery of care, and quality in care [45–49]. 

Several studies have stressed the importance of cognitive (thought) processes, such as decision-

making and situational awareness, team coordination, and practitioners’ capacity to manage stress 

and fatigue as important resource skills required for safe and effective operations in health care 

[42,47,50–52]. Whereas others point towards a necessity to rethink “communication” and to 

investigate communication not only as a series of skills, but as a complexity of interactions, 

authenticity, and creativity, anchored in the relationship between the healthcare professional and the 

patient [53–56]. This research emphasizes the need for a more holistic approach to patient care, 

education, training, and organizational measures. The existing gap between clinical research-based 

knowledge and its implementation into clinical practice [57–59] may in fact reflect the inadequacies 

of the traditional pathways for the research and implementation, including lack of relevance of the 

published clinical trials to clinical practice, lack of feedback and incentives for use of evidence-based 

practices, as well as the lack of adequate infrastructure and systems to support knowledge transference 

[8,59,60], and/or lack of managerial ability to timely resolve moments of ambiguity or uncertainty 

which might occur during the implementation [61].   

With the increasing focus on person-centered care in recent years, a growing number of 

interventions focusing on implementation of the HCPs’ non-technical (communicative, relational) 

skills have emerged. The most frequently used interventions aimed at improving patient-centered care 

are communication training programs on patient-centered communication [6,62–67]. Existing 

research in communication skills intervention shows a positive effect of communication skills 

training on HCPs’ self-efficacy [11,68–71], and patient outcomes [70,72–75]. It is also evident that 
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the most effective training programs are characterized by a “learner”-centered approach and a focus 

on active practicing of skills over a prolonged period — e.g., by a means of role-play, feedback, and 

group discussions [76,77].   

The crucial component of these programs is that they incorporate activities to promote 

transfer of the acquired skills into daily practice [6,78]. Yet, the research around these programs 

mainly focuses on measuring the “effectiveness” of intervention by systematic relying on such 

measurable outcomes as HCPs’ self-efficacy and patients’ experience of the communication 

[6,10,11,79]. Although valuable, these methods provide little knowledge of the causal factors 

affecting interventions. Likewise, they are not capable of reflecting the embodied learning and 

knowledge transfer practice in real-time clinical settings. Yet, questions like, “How and when do 

HCPs acquire new knowledge?”; “How do they translate and operationalize the acquired knowledge 

and skills into their daily clinical practices?”; “How does organizational structure and/or local culture 

of care support or impede learning?”; “What or who motivates them to participate in the activities?”; 

or “Why do interventions fail in certain contexts?” are vital if we want to secure effective 

implementation of interventions in clinical setting. It may help to minimize the risk of transfer loss 

and to nudge and sustain collective motivation [80] and the desired change on individual and 

organizational levels.  

To support the desirable change in organizational culture and to secure that the intervention 

is flexible enough to accommodate to a real-life clinical work environment, we therefore need 

research that identifies and assesses contextual factors in relation to clinical interventions aimed at 

optimizing the non-technical skills of HCPs [81]. We also need a method that allows us to take the 

complexity of human interaction into account, including cognitive, relational, and organizational 

factors, as well as processes that affect knowledge transference, motivation, participation, and 

(consequently) learning of HCPs, as they are exposed to the intervention. The following section 
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demonstrates how these issues can be addressed in healthcare by presenting a new approach to 

intervention studies introduced at Odense University Hospital and exemplified with this project.   

 

3. Designing and implementing micro-skills interventions in support of person-centered care 

The Communication, Cognition and Competence Development in Healthcare (3CoD) project focuses 

on development and implementation of intervention which targets the training of a central clinical 

competence: patient-centered communication. The overall goal of the intervention is to train the 

communicative and relational skills of HCPs to generate cohesive and efficient organizational 

behavior that supports person-centered patient care and an equal interprofessional collaboration 

between the nurse and the doctor with and around the patient. To meet this goal, the study is designed 

as a three-step intervention study, directed at competency development of person-centered patient 

care: (1) training based on Feedback Informed Person-centered Communication (FIPeC) is targeted 

toward generic communicative competences; (2) simulation training is targeted (inter)professional 

team coordination; and (3) cognitive interventions are targeted to maintain the changes achieved in a 

robust clinical practice. Concurrently, the intervention is documented through cognitive ethnography 

(see Figure 1). 

Figure 1:  
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3.1. Methods  

Acknowledging that effective public health care requires methodological pluralism [77], the project 

is designed so that there is a close interplay between research methods derived from humanistic 

interaction research, cognitive ethnography, cognitive science process research, and health science 

communication and implementation research. During the first phase of the project period, the focus 

is on development and implementation of The Feedback Informed Person-centered Communication 

(FIPeC) program, and on ethnographic observation as a way of understanding everyday clinical 

practices of the HCPs at an outpatient clinic, and the organizational framework within which these 

practices are situated. In the second phase of the project, to further team-based competency 

development, this knowledge is used to support the development of simulation scenarios and micro-

interventions (smaller-scale interventions in the daily activities, where the researchers in 

collaboration with the clinicians adjust processes and systems). Concurrently, the project uses 

cognitive ethnography (CE) and systematic video recordings of patient consultations to map how the 

introduced communication skills affect communication with patients and document the ongoing 

change (and challenges) at individual and organizational levels, and to evaluate whether the 

intervention is flexible enough to accommodate in a “real-time” clinical environment. Integration of 

the systematic effort is directed at improving the non-technical competencies of healthcare 

professionals that can be sustained and embedded across the whole organization. The Communication 

Assessment Tool (CAT) is used to measure patient satisfaction and to integrate patient perspective 

into the research, and together with ethnographic investigation, it functions to further in-depth 

interpretation of complex dynamics of intervention and learning in healthcare [25]. To connect the 

learning process to the learners’ everyday lives and experiences and to minimize the risk of transfer 

losses, the study is embedded in a clinical environment. It is carried out at, and in collaboration with, 

an outpatient clinic at Odense University Hospital (OUH) over a period of 27 months (December 
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2019 – February 2022), during which the healthcare professionals at the outpatient clinic (doctors, 

nurses, and secretaries) participate in a ten-week competency development program. 

The setting:  

The outpatient clinic is responsible for diagnosis and treatment of both acute and chronical patients, 

and is part of a larger unit, with the total number of employees corresponding to 120 full-time 

positions (as of January 2020). The clinic receives approximately 300 visitors daily. The work at the 

clinic evolves around patient consultations, which are structured according to a tight time-schedule. 

Given that the time allotted for patient consultations is very limited, good (appropriate and morally 

sound) and effective communication with the patients is among the primary tasks of the medical ward.  

Participants:  

Approximately thirty of the Department’s employees who have their daily routines at the clinic were 

included into the study. Participants were divided into teams consisting of 6 to 7 persons. To include 

and secure collaboration across different professional groups, each team consisted of doctors, nurses, 

and medical secretaries.  

Limitations:  

As the COVID-19 pandemic put extra pressure on the outpatient clinic in respect to the available 

resources, the amount of the participating teams was significantly reduced. Only two teams — 

altogether thirteen HCPs — were able to complete the educational program in the timespan allocated 

for the 3CoD project. The CAT questionnaires and ISS training, which are part of the proposed model, 

were likewise omitted during the implementation process at the clinic. Yet, these are part of the 

proposed intervention design, to be implemented at OUH as part of the collaboration between the 

hospital and the University of Southern Denmark (cf. Research Portfolio for Human Factors and 

Patient Safety, CFPK), and are therefore presented here.  
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3.2. Blended Learning as a method for the FIPeC communication skills education  

The designed Feedback Informed Person-centered Communication (FIPeC) training program consists 

of two elements: FIPeC Basic and FIPeC Mindful (see Figure 2). It is a Blended Learning version of 

the three-day communication course conducted at all clinical departments at Lillebaelt Hospital by 

The Center for Research in Patient Communication [11,25,71]. In Blended Learning, the most 

suitable methods are combined in a learning process, including in-person teaching, e-learning, 

practical exercises, and skills training, so that learning is optimized [76,82]. The core part of the 

FIPeC training program (FIPeC Basic) builds on the Calgary-Cambridge Guide (CCG) [83] and its 

two major pillars, pervasive throughout the conversation: providing structure and building relation. 

The five basic tasks that doctors and patients routinely have to accomplish in everyday clinical 

practice are: 1) initiating the session, 2) gathering information, 3) physical examination, 4) 

explanation and planning, and 5) closing the session. All of these provide a logical schema for both 

physician-patient interaction and communication skill education [83,84]. FIPeC Mindful uses more 

reflective learning methods for communication training. These methods aim at cultivating both the 

communicative and relational skills of HCPs through the application of reflective and dialogical tools 

[67,71,85,86]. FIPeC Mindful covers such topics as “existential communication”, “vulnerable 

encounters”, and “particularly challenging conversations”. The assumption and key purpose of the 

implementation of the FIPeC learning program is to eliminate differences in operational culture and 

to develop a common set of guidelines for person-centered patient communication across professional 

groups and medical wards. The intervention aims at providing HCPs with uniform communicative 

skills and a shared set of communicative strategies (and, ideally, a shared language) that can be used 

to manage communicative events in a systematic way and to address, talk about, and collaborate on 

patients and patient consultations.  
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 The FIPeC Blended Learning training consists of e-learning modules, in-class in-person 

training, individual supervisions based on the participants’ own video consultations. It is conducted 

in small teams (2 people per team), and a series of exercises to be conducted in the clinic. The e-

learning modules are structured around short educational (instructional and simulation) videos, 

accompanied by reflective exercises. After each e-learning module, the HCPs are given instructions 

(and exercises) for training the introduced skill(s) in the clinic. The in-class in-person training evolves 

around role play/skills training exercises, based on the HCPs’ own cases from the clinic. The program 

extends over a period of 12 weeks, and includes the following ten modules:   

Pre-Class Basic: Five e-learning modules over 5 weeks 

Face-to-Face Basic: Two in-class teaching sessions, each lasting 4½ hours 

After-Class Basic: Three e-learning modules over 2 weeks 

Pre-Class Mindful: One e-learning module over 1 week 

Face-to-Face Mindful: One in-class teaching session for 2 hours 

After-Class Mindful: One e-learning module over 1 week (see Figure 2) 

Figure 2:  
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3.3. Application of in situ simulation for upscaling team-based competence development  

The project uses in situ simulation (ISS) training to support team-based competence development of 

non-technical skills. ISS training consists of two core elements: the actual training scenario and 

structured debriefing, and is a team-based training technique performed in the complex clinical 

practice as a way to support team-based competence development [87–91]. Transfer of learning in 

technical skills from simulation training into the subsequent clinical practice is well documented 

[92,93]. In healthcare, simulation is increasingly used as a strategy to train both individuals and teams 

in technical and non-technical skills (e.g., communication, collaboration, and situational awareness) 

[52,94–96]. It is also applied to evaluate organizations and competencies, as well as to identify latent 

complaints/conditions that predispose errors [97].  

As a training method, ISS has a proven effect on training clinical skills. It allows teams to 

review and strengthen their clinical problem-solving skills in preparation for a crisis or rare serious 

emergency [97]. Andersen et al. point out that the training of skills on advanced technical simulators 

develops competencies among the HCPs that allows for patient treatment to begin higher up on the 

learning curve [98]. This means that the number of typical “beginner’s errors” in treating the patient 

is reduced. ISS has been shown to have a positive effect on HCPs’ responses, changes in safety 

understanding, organizational performance, and teamwork. Mastering skill processes through various 

forms of simulation training improves doctors/surgeons’ and HCPs’ performances in, for example, 

cardiopulmonary resuscitation [99–101].  

The theoretical basis for ISS is further supported by intervention system engineering, which 

suggests that ISS can provide information about both the impeding and promoting factors that 

influence the five coherent elements of the work environment that affect patient care processes and 

outcomes: person, tools/technology, tasks, physical environment, and organizational characteristics 
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[102–104]. The technique can therefore also be used to test changes, planned infrastructure or 

interventions [105].  

 

3.4. Using Cognitive Ethnography (CE) to document and evaluate change process 

Cognitive Ethnography (CE) is a relatively new method that is developed and used specifically to 

study distributed cognition in organizational contexts [106–108]. It allows to explore how cognitive 

activity (e.g., learning) is distributed across social and material artefacts as well as over time [109]. 

“Distributed” means that cognitive processes are seen and examined in relation to the sociocultural 

context in which they take place, in contrast to classical approaches that focus on mental processes in 

individuals [110–115]. A key concern in this approach is to examine how the cognitive system is 

animated through the interactivity of the cognitive agents [116–118]. The strength of this approach 

(i.e., focus on distributed cognitive system) is that it focuses on how the system contributes to results, 

rather than having an isolated focus on the individual’s capacity and quality/competencies [119]. 

Methodologically, CE follows the traditional path of ethnography, using such methods as 

(participant) observations, video observations, interviews, field notes, and other ethnographically 

informed materials that help to generate an impression of the practice in which cognition takes place; 

but it focuses on interdependence of cognitive processes (revealed through micro-analysis) and 

context (revealed through ethnography). It emphasizes observation and analysis of space, objects, 

concepts, actions, tools, rules, roles, and language as the key features in determining the organization, 

transfer, and representation of information [110,120]. Thus, CE allows us to examine the meaning 

and conditions of cognitive processes in a particular organizational setting by combining traditional 

long-term participant observation with the detailed micro-analysis of specific occurrences of events 

and practices, in which the cognitive aspects of the observed practices are revealed [121]. Because 

CE assumes that cognition is distributed through roles, language, relationships and coordinated 
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activities, and can be embodied in artifacts and objects, it is also an effective way of studying 

distributed and embedded activity systems such as games, reading, (communication) models, 

simulations, and learning [120]. CE is therefore also an apt methodology for the study of learning 

through interventions. It provides a broader socio-cognitive insight into the structural, interpersonal, 

and cultural constraints and opportunities for cognitive tasks and processes [29,122].  

To evaluate the behavioral change in clinical practice in real time, the project additionally 

relies on systematic video recordings of patient consultations. We use video recordings to identify 

and track change in the representations that the HCPs bring into coordination with the patients in the 

process of ensuring meaningful communication with patients. And we use ethnographic findings to 

provide evidence for our analytic assessment of interventions concerning how things/materials and 

events are made relevant to one another in an instance of knowledge transfer [121]. To uncover 

practitioners’ perceptions of cognitive processes in a naturalistic context, in our analysis of the data 

we draw on Cognitive Task Analysis (CTA) [123,124] and Cognitive Event Analysis (CEA) [125–

127]. Whereas CTA contributes to the study of what makes certain activities work (or work less well), 

CEA [125–127], where the researcher works with video recordings of real-time behavior, allows us 

to assess how this knowledge is enacted in the actual clinical setting [124].  

 

4. Discussion 

The desired goal of healthcare interventions is a change in behavior and practices on individual and 

organizational levels that can be sustained over time. Yet, previous studies in communication skills 

training have shown a decrease in self-efficacy after six months [9,11,128]. There is also a 

considerable variation in how the acquired skills are maintained in different departments, which partly 

depends on the support of the management and the facilitators’ engagement and commitment, and 

partly on opportunities to work with communication (to try out and test the introduced communicative 
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skills) in everyday clinical practice. From organizational studies, we also know that the rate of 

implementation failures in organizational setting is particularly high, between 60% and 90% 

[2,3,129], and that performance may drop drastically due to the employees’ resentment or skepticism 

towards the strategic change initiative or anxiety about their role, status, or identity within the 

organization.  

Stensaker and colleagues argue that even well-designed interventions may fail, due to (at 

least in part) the micro-level processes, and in particular, due to “how change recipients make sense 

of change and shape the change outcome [130–132].” ([133], pp. 162-163). Intervention, they argue, 

“triggers a series of actions aimed at implementing change” ([133], p. 162). These include translating 

strategic objectives into operational practices, mediating and negotiating among different 

organizational levels and groups, developing and evaluating tools for supporting the implementation 

and monitoring activities, and further planning [133–135]. Goal-oriented social action may, however, 

result in unanticipated consequences, creating a disjunction between rational choice and outcomes 

[136]. Moreover, when facing moments of ambiguity or uncertainty, the employees may strive to 

clarify what is going on by extracting and interpreting cues from their environment and use these cues 

as a basis for a plausible account that provides order and “makes sense” of what has occurred, and 

through which they continue to enact in the environment [61]. A successful implementation of 

interventions, therefore, requires understanding of the micro-level meaning-making processes, and it 

requires consistent action (and timely adjustments), based on a shared understanding of the changes 

among healthcare professionals (their assessment of and experiences with both patient 

communication and implemented skills), to sustain their motivation. It also requires a certain 

consistency between facilitatory intentions and how these are translated and absorbed into operational 

level [133]. 
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Implementation of clinical interventions takes place in a socio-cultural and organizational 

context, where procedures, norms, surrounding, interieur, experiences and expectations, affect 

cognitive processes [137,138], including ways in which HCPs perceive, interpret and make sense of 

both patient communication and of facilitatory intentions. Evidence derived from experimental 

studies of learning additionally suggests that learning (being a cognitive function/process) is an 

embodied activity and affected by multiple factors “spanning cognitive-emotional aspects (fatigue, 

hunger, lack of motivation) [139], external properties of the study environment (light, sound, 

ventilation, artefacts) [140,141] and embodied and socio-historical aspects (movement and social and 

experiential background [142–144]” (Trasmundi, personal communication 11.06.2020). We therefore 

need a more systematic knowledge about real-life clinical practices, including how internal (bodily) 

and external factors effect cognitive and communicative functions and learning, in order to 

understand how knowledge is absorbed and translated into practice. To understand “learning”, we 

need to understand how “cognitive outcomes link rapid processes to lived experience of action 

(roughly ‘sensemaking’; Weick 1995) and how macro processes are enabled and constrained by 

ongoing activity” ([146], p. 85).   

CE uses systematic observations and video recordings as a method of inquiry, which allows 

for a micro-level, multimodal analysis of interactions as well as quantitative analysis of the data. It 

therefore goes beyond the phenomenological approach to healthcare communication, which focuses 

on the investigation of patients and healthcare providers’ subjective experiences of communication, 

often before and after interventions; hence, making room for the complexity inherent in 

implementation of interventions and in communication. It opens a possibility to register how the 

receivers of the interventions perceive and act upon/animate the learning tasks, objectives, and 

activities, which they are being introduced to; how “learning” and application of newly acquired skills 

is managed by learners in real-life clinical practice; and how spaciotemporal, sociocultural, and 
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situational factors and coordination within the team and/or with the patient influence the learning 

process. Such knowledge can be used to provide evidence of convergent validity [120,147], opening 

targeted and methodologically didactic possibilities for changing clinical practices, making it more 

effective and person-centered.  

Within the framework of healthcare communication intervention research in particular, the 

cognitive-ethnographic approach opens a possibility for investigating cognitive and operational 

challenges and opportunities that exist in a specific clinical setting in which HCPs solve their 

respective tasks and where learning is taking place. It allows us to register how the introduced 

knowledge and skills are embedded (acquired, absorbed, and translated) into clinical practice of the 

learners, and how people dynamically respond to this situatedness: What are the strategies employed 

and what are the challenges? It also permits us to scrutinize how situated action (i.e., “necessary ad 

hoc responses to the actions of others and to the contingencies of particular situations” [148], p. 1), 

preference formations, and rational choice [136] are related to the broader organizational and socio-

cultural context. In clinical environments, like in other organizational contexts, the embedded 

institutional and organizational forces influence the HCPs’ cognition (perceptions and reasoning), 

narrowing their options and shaping their preferences: what individuals consider as rational, useful, 

appropriate, and/or important at a given moment. These forces provide a profound value-laden field 

of possible actions [149] and limit the transformative space for learning. For instance, a concern for 

meeting schedules places a demand on the organization and HCPs in real time that contradicts the 

major concern of person-centered patient care, namely, a concern for the patient and patient safety 

(Schwalbe et al., in progress).  

The application of ethnographic methods (and on-site ethnographic presence) allows 

researchers to assess individual/psychological and organizational challenges that incessantly arise in 

the process (and unforeseen events like, e.g., Covid-19 pandemic). This assessment may help to 
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resolve ambiguities that occur during the implementation, to timely adjust and adapt facilitatory 

interventions and secure participation of the learners in the learning activities. Most crucial, however, 

is that this method allows us to work in a learning-oriented manner by observing and developing 

practices on the basis of real, observed issues that practitioners are not immediately 

phenomenologically aware of in situ [119]. A concrete result based on this method is that the material 

and practical design of the clinical intervention studies is continuously evaluated and reorganized to 

create the best conditions for a functional and efficient embedded learning practice. After all, to 

paraphrase anthropologist Lucy Suchman (1987), if we want to build educational programs for the 

people, we should watch them using them. With its focus on distributed cognitive systems, CE 

enables us to do that, revealing factors that may hinder or promote the optimized performance and 

task-solving (e.g., learning) [119], how people make use of circumstances, language, culture, and 

objects, to act alone, in dyads and in groups ([150], p. 2).  

Whereas CE ensures that human activity (e.g., learning) can be regulated, adapted, and 

adjusted, “to ensure that collaborative projects (and outcomes) arise as people make sense of tasks, 

goals and the doings of others (Baber et al. 2006; Pedersen 2012; Perry 2013; but also Weick [and 

Roberts] 1993” ([151–154]; [146], p. 81), the application of in situ simulation provides a further 

opportunity to train and review the acquired communicative skills in the clinical setting. It promotes 

experimental learning by educating HCPs in the actual environment in which the introduced skills 

are to be applied, which increases both the possibility of achieving success with specific educational 

goals and a better retention of the acquired skills over time [155]. The solid multidisciplinary 

foundation of the research design may thus also pave the way for a positive culture change within the 

organization.  

 

4.3. Conclusion  
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Designing a strategy and implementing that strategy are often treated as two distinct, consecutive 

processes, but there are many “feedback loops” between making and implementing a strategy that 

need to be accounted for in order to make the intervention work [156]. Cognitive and organizational 

processes and relational dynamics are important to consider when designing clinical communication 

intervention in healthcare in order to support a successful implementation. A unique cross-

disciplinary focus on interpersonal and organizational aspects of clinical practice is provided through 

a research agenda which supports participation and behavioral habit forming in support of person-

centered patient care — through the integration of cognitive ethnography and in situ simulation with 

more traditional healthcare intervention methods. The recommended model allows us to document, 

address, and eliminate (at least some of the) operational challenges occurring during the intervention, 

to minimize the risk of interventional failure and transfer loss, and to push and sustain the desired 

change both on individual and on organizational levels. The proposed design is therefore stronger in 

order to meet operational challenges occurring during clinical interventions than, for example, the 

randomized controlled trials, in that it enables a methodologically sound in-depth interpretation of 

the evidence-based practices and the complex (embedded and embodied) learning dynamics. It allows 

not only to properly report and evaluate interventions, but also to assess whether proposed 

interventions are flexible enough to accommodate “in real time”. Observational data can be used to 

optimize interventions, to support the development of scenarios for in situ simulation, and to secure 

participatory motivation and consistent knowledge transfer by providing timely support to the 

learners and to the management, in order to resolve moments of ambiguity or uncertainty which might 

occur during the implementation. By emphasizing the human aspects of treatment — as a 

counterpoint to the current standardization with electronic medical records, phrases, standardized 

patient treatment programs, and measurement points (e.g., medicine cards voting) — the proposed 
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model has also the potential to generate a positive culture change, an optimized organization and 

better and more efficient patient care.  

 

4.4. Implications for practice 

The offered framework creates a unique foundation for similar, clinically accommodated 

collaborations that may pave the way for the research-based development of the healthcare staff’s 

communicative, relational, and cognitive competencies. It can pave way for how to organize and 

design environments where decisions have to be made and tasks need to be solved, as well as for 

optimal training of practitioners in a clinical setting. We also hope that the proposed in this study 

intervention model will inspire other researchers to combine cognitive ethnography with clinical 

interventions and in situ simulation training as a way of understanding change processes, to ensure 

adaptable activities, and to secure quality optimization and change in organizational cultures over 

time. Initiatives of this kind will further development and implementation of the integrated 

intervention programs at hospitals.   
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Figure Legends  

Figure 1: Overview of 3 CoD Interventions   

Figure 2: Overview of the FIPeC Blended Learning program implemented at OUH 


