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Roads less traveled: understanding the
“why” in simulation as an integrated
continuing professional development
activity
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Abstract
Background: The simulation community has experienced significant advances, strengthening the case for the use
of simulation in medical education toward improving patient outcomes. However, an underlying assumption
particularly regarding utilization of simulation by those who are in practice, is that simulation will be selected as a
continuing professional development (CPD) strategy. Exploring reasons for choices of educational formats,
particularly regarding simulation, is poorly integrated into CPD research.
Discussion: Despite significant advances the scientific simulation community has been slow to produce evidence
regarding why practitioners may be reserved in engaging in simulation or not. Using examples from related
education contexts the author attempts to bridge simulation science, CPD and less commonly used theoretical
frameworks to address this issue. The author argues that theoretical perspectives that recognize the use
of simulation for CPD as a socio-personal process and/or a personal or group issue (e.g., theories of intelligence,
self-determination theory, theory of planned behavior, social identity theory) and that are conceptually distinct from
educational mechanisms/ provision are necessary to advance simulation use in CPD contexts.
Conclusion: Given the close relationship practicing clinicians have to patient outcomes a new imperative may be
to focus on the theoretical and practical links informing simulation use for CPD at the level of the individual and
individual-among-professional groups. The simulation community may therefore need to engage in research that
attempts to further uncover and address underlying issues of “why” clinicians integrate simulation as CPD activities
or not.
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Finding ways to optimize clinical outcomes remains a
priority in healthcare and is a call the simulation community has enthusiastically taken up and continues to
refine [1]. Ziv et al. (2003) wrote that “the proper and
careful development of simulation-based medical education is an ethical imperative” (emphasis added) and one
that might serve to reduce the tensions associated with
the “unreflective use of patients… as training tools for
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clinicians.” [2] Consequently, the healthcare simulation
community obliged with rapid growth in scholarly activity, technological developments, faculty development
strategies, professional societies, dedicated fellowships,
and international conferences. Recent systematic reviews
now highlight what the community can claim as evidence and indicate where there is still work to be done
[3–11]. In trainee contexts, the arguments in favor of
simulation are now strong and familiar, and simulation
may now be as integrated or at least argued to be as
relevant as the archetypical textbook, maybe more so.
However, once individuals have transitioned from training into independent practice, it appears that simulation
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becomes comparatively less integrated as a continuing
professional development (CPD) or educational strategy,
even with and especially without professional obligations
to maintain practice abilities and meet regulatory requirements or other potential drivers. It is not entirely
clear why and exploration of these issues tend to be limited, or “roads less travelled”. Given the close relationship practicing clinicians have with clinical outcomes,
understanding why simulation may be an underutilized
CPD strategy may now constitute a renewed ethical
imperative.
As evidence mounts shedding light on how experience alone may not be a suitable surrogate for expertise and how preparing individuals for initial autonomy
may not adequately prepare them to respond to
changes once in practice [12, 13], broadening our understanding of the issues surrounding the use of simulation for CPD may be necessary. Contemporary
healthcare simulation provides many affordances for
CPD, but the choices one makes in enacting simulation, or any other strategies, likely involve a kind of
“relationship” between one’s identified needs and what
might serve as the best solutions. That is, cognitive
and social views shaped by interactions or experiences
may influence the way an individual enacts their CPD.
Consider as an example, the CPD work of Gawande
[14], whose 2012 article in The New Yorker described
the complexity associated with surgical work as well as
the expertise that evolves over time with exposure to
cases. He described how his performance improved
over time when measured against national surgical
benchmarks but that this learning curve eventually
plateaued. In an attempt to improve further he selected coaching over simulation as his CPD strategy—
an educational process he described as including observation, judgment, reflection and guidance. While
this proved to be effective, one could ask, why was
simulation not selected as the CPD strategy? Affordances associated with simulation are well known
including similar opportunities for observation, judgment, reflection, and guidance [15, 16]. Further, simulation affords, for example, access to clinical events
that are not readily available or achieved in clinical
settings but are equally important to clinical outcomes
and where repeated practice and productive failures
are beneficial without compromising health outcomes
[3, 10, 17]. While this example highlights a surgical
context, it is likely that these issues exist to some degree and in similar ways across specialities and the
health professions. While studies have focused on the
role of simulation for qualified clinicians [18, 19], we
may instead or in addition require a focused program
of research exploring the underlying individual, professional and social experiences and interactions—or
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relationships—practicing clinicians have with simulation that may foster or antagonize its use for CPD.
Despite significant advances in educational simulation,
the scientific simulation community has been slow to
produce evidence for why practitioners appear to be
reserved in selecting simulation as a CPD activity. While
some have discussed how simulation has been underutilized in CPD [20, 21], the focus in the simulation
community remains largely at the level of utility and
educational mechanisms. These have included, for example, the effects of developmental strategies [22, 23],
comparing effectiveness of simulation designs [24], promoting effective simulations [25–29], links to maintenance of certification [30, 31], consideration of simulation
to assess performance or gaps [32], improving quality of
systems of care [33, 34], clinician perspectives on
changes to knowledge skills and attitudes [33, 35], and
simulation uses in CPD [36, 37]. That is, simulation research for CPD does not necessarily or simultaneously
provide evidence or input into issues related to its adoption at the level of the individual or professional
environment.
When researchers do focus on why simulation may be
under-utilized for CPD a number of well-grounded hypotheses have been proposed. These include inertia,
habit, absence of accountability, resistance to spotlighting clinician abilities, perceptions of psychological or social safety, evaluation apprehension, perceived limited
links to actual clinical outcomes and an ineffective or
untrustworthy simulation faculty base [15, 28, 38]. That
said, evidence related to these or other claims is limited
and solutions are even scarcer. As such, when considering lessons for the use of simulation as a CPD strategy,
McGaghie et al., 2009 argued “policies that inform
[practicing clinician] performance and govern the privilege of practice not only need to endorse the effective
use of simulation technology, but also tackle sources of
cultural resistance to its adoption” (emphasis added)
[38]. Attempting to acknowledge and ultimately overcome individual or system/cultural level barriers is not
new [39, 40]. The next step is to expand the work, to
test hypotheses, broaden understanding and ask how can
simulation in CPD achieve the same level of “hardwired” integration as it has in trainee contexts [41] or as
some have argued coaching has for sports or music [42].
Given the potential affordances offered by simulationbased activities emphasizing “why” practicing clinicians
engage in simulation (or not) will likely require the
scientific simulation community to complement typically
used educational theories (e.g., experiential learning,
mastery learning, reflective practice, deliberate practice)
with theories emphasizing individual experiences within
community and social contexts. Doing so would shift
the unit of analysis to recognize simulation in a CPD
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context as a socio-personal process and a personal or
group issue that is conceptually distinct from an educational mechanisms or provision [43]. I argue that the use
of multiple and diverse theoretical approaches, either by
using theory to inform or by contributing to the development or refinement of theory, will provide new lenses
to explore, understand and explain the integration of
simulation in CPD contexts. This may help to account
for individual practicing clinician experiences with their
social influences, realities, beliefs and knowledge.
Consider two examples that highlight the value of
exploring different professional contexts when attempting to optimize education strategies. First, Watling et al.
[44] highlighted how medical and post-graduate medical
trainees differ from those in music. This author group
revelaed that medical trainees prefer learning by doing
mainly in clinical contexts, strive for competence, and
value teacher expertise. By contrast, music trainees value
learning through one-on-one instruction and individual
practice mainly in practice contexts, strive for everbetter performance, and seek teachers with exceptional
instructional skill. Second, Mutaabdzic et al. [45] explored assumptions related to the use of coaching by
qualified surgeons. They discovered that the integration
of coaching is likely influenced by a number of individual and cultural issues including for example, perception
of fit, limited motivations by some to improve technically, threats to image (e.g., concerns of portraying incompetence), credibility, autonomy and authority. In
considering these findings, the authors concluded that
“It might be considered ironic that a surgeons’ culturally
embedded value of performing competence may be the
very thing that prevents further development of competence …. [and that] surgical culture may also limit the
format of CPD that surgeons pursue” [45]. The insights
gained from these two studies illustrate the benefits of
shifting attention away from a sole focus on educational
mechanisms or utility to a focus on how those educational mechanisms become contextualized by the individual in a cultural/professional value system.
As a way to stimulate further discussion of the roles of
theoretical or conceptual orientations in simulation research, particularly to understand why practicing clinicians engage with simulation for CPD, consider as
examples what implicit theories of intelligence [46], selfdetermination theory [47], theory of planned behavior
[48] and identity theory [49] may offer. Implicit theories
of intelligence for instance highlight how individuals
may perceive intelligence, perhaps competence or performance as well, as being either fixed or malleable. This
can alter one’s goal orientation along a continuum from
performance-based such as seeking opportunities to
demonstrate competence to learning-focused involving
the seeking of opportunities to reveal gaps and improve.
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The example provided by Mutaabdzic above highlights
how a performance mind-set may be more predominately a cultural/professional value than a growth mindset. Self-determination theory provides a lens by which
to examine the social, psychological, and educational
conditions—specifically autonomy, relatedness, and
competence—that may foster or antagonize learning or
engagement in learning opportunities. The theory of
planned behavior similarly emphasizes the role of
behavioral beliefs, normative, or subjective beliefs and
intention. Finally, identity theory describes how being
and doing are central features of identity and that when
attempting to understand what defines, shapes, or
threatens identity, researchers and educators must focus
on the person as well as their role and peer group. An
individual clinician’s actions are shaped by how those
actions align, advance, or threaten assumed identities.
Applied to simulation in a CPD setting, these and
other theories may lead to re-thinking or at least seeing
differently how we plan for and organize simulations,
what we intentionally and unintentionally communicate
about them, what we do to shape how they are perceived
by individuals and groups and what we might do about
fostering more agency and affordances. These theoretical
frameworks are provided here as examples only, but
common among them are ways of shifting what is studied and what can be learned beyond utility and educational mechanisms to an interaction between those
features and the individuals, groups and professional cultures we hope will participate.
An underlying assumption in CPD is that practicing
clinicians will select the content and learning methods
that best improve their performance toward better clinical outcomes [50]. Even when this is true, simulation
has seldom been integrated as a desired or selected CPD
strategy. In light of (a) the educational affordances now
associated with contemporary healthcare simulation, (b)
the pace at which clinical practice evolves, (c) the close
relationship practicing clinicians have with healthcare
outcomes, (d) evidence that experience is not a surrogate
for expertise, and (e) that preparing for autonomy may
not adequately meet the needs required to respond to
changes once in practice [12, 13], simulation-based research on “why” clinicians engage in simulation or not
may thus serve as a renewed “ethical imperative” for the
community. To date the research evidence falls short of
clarifying whether and why simulation can be successfully integrated as a CPD activity, particularly when extrinsic motivators such as maintenance of certification
are removed or absent. A broader set of theoretical perspectives will help us probe the psychological, social and
professional cultural factors that dictate the lived experiences of practitioners when deciding on their CPD. Ziv’s
claim that “simulation-based education has the potential
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to decrease the numbers and effects of medical errors …
[and] to enhance patient safety” [2] may become more
true when we understand deeply why those closest to
said outcomes engage with and benefit from simulationbased educational activities. The scientific simulation
community has a responsibility to make this exploration
a “road well traveled.”
Abbreviation
CPD: Continuing professional development
Acknowledgements
Not applicable
Author’s contributions
WT is solely responsible for the conceptualization and writing of this
commentary. The author read and approved the final manuscript.

Page 4 of 5

9.

10.

11.

12.

13.

14.
15.
16.

Funding
Not applicable
17.
Availability of data and materials
Not applicable
18.
Ethics approval and consent to participate
Not applicable
Consent for publication
Not applicable

19.
20.
21.

Competing interests
The author declares that no competing interests.
Author details
The Wilson Centre, University Health Network, 200 Elizabeth St. 1Es-565,
Toronto, Ontario M5G 2C4, Canada. 2Post MD Education, Faculty of Medicine,
Univeristy of Toronto, Toronto, Ontario, Canada. 3The Regional Municipality
of York, Community and Health Services, Newmarket, Ontario, Canada.

22.

1

23.

24.
Received: 17 July 2019 Accepted: 20 September 2019

References
1. Henriksen K, Rodrick D, Grace E, Brady PJ. Challenges in health care
simulation: are we learning anything new? Acad Med. 2018;93(5):705–8.
2. Ziv A, Wolpe PR, Small SD, Glick S. Simulation-based medical education.
Acad Med. 2003;78(8):783–8.
3. Cook DA, Hatala R, Brydges R, Zendejas B, Szostek JH, Wang AT, et al.
Technology-enhanced simulation for health professions education: a
systemic review and meta-analysis. JAMA. 2011;306(9):978–88.
4. Zendejas B, Brydges R, Wang AT, Cook DA. Patient outcomes in simulationbased medical education: a systematic review. J Gen Intern Med. 2013;28(8):
1078–89.
5. Cook DA, Hamstra SJ, Brydges R, Zendejas B, Szostek JH, Wang AT, et al.
Comparative effectiveness of instructional design feature in simulationbased education: systemic review and meta-analysis. Med Teach. 2013;35(1):
867–98.
6. Brydges R, Hatala R, Zendejas B, Erwin PJ, Cook DA. Linking simulationbased educational assessments and patient-related outcomes: a systematic
review and meta-analysis. Acad Med. 2015;90(2):246–56.
7. Cook DA, Brydges R, Hamstra SJ, Zendejas B, Szostek JH, Wang AT, et al.
Comparative effectiveness of technology-enhanced simulation versus other
instructional methods: a systemic review and meta-analysis. Simul Healthc.
2012;7(5):308–20.
8. Hatala R, Cook DA, Zendejas B, Hamstra SJ, Brydges R. Feedback for
simulation-based procedural skills training: a meta-analysis and critical
narrative synthesis. Adv Health Sci Educ Theory Pract. 2014;19(2):251–72.

25.
26.

27.

28.

29.
30.

31.
32.

33.

Brydes R, Manzone J, Shanks D, Hatala R, Hamstra SJ, Zendejas B, et al. Selfregulated learning in simulation-based training: a systematic review and
meta-analysis. Med Educ. 2015;49(4):368–78.
McGaghie WC, Issenberg SB, Barsuk JH, Wayne DB. A critical review of
simulation-based mastery learning with translational outcomes. Med Educ.
2014;48(4):375–85.
Fung L, Boet S, Bould MD, Qosa H, Perrier L, Tricco A, et al. Impact of
crisis resource management simulation-based training for
interprofessional and interdisciplinary teams: a systematic review. J
Interprof Care. 2015;29(5):433–44.
Billett S. Conceptualising lifelong learning in contemporary times. In:
Halttunen T, Koivisto M, Billett S, editors. Promoting, assessing, recognizing
and certifying lifelong learning. Netherlands: Springer; 2014. p. 19–35.
Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: the relationship
between clinical experience and quality of health care. Ann Intern Med.
2005;142(4):260–73.
Gawande A. Personal best: top athletes and singers have coaches. Should
you? The New Yorker 2011.
Dieckmann P, Gaba D, Rall M. Deepening the theoretical foundations of
patient simulation as social practice. Simul Healthc. 2007;2(3):183–93.
Eppich WJ, Hunt EA, Duval-Arnould JM, Siddall VJ, Cheng A. Structuring
feedback and debriefing to achieve mastery learning goals. Acad Med.
2015;90(11):1501–8.
Bjerrum F, Thomsen ASS, Nayahangan LJ, Konge L. Surgical simulation:
current practices and future perspectives for technical skills training. Med
Teach. 2018;40(7):668–75.
Khanduja PK, Bould MD, Naik VN, Hladkowicz E, Boet S. The role of
simulation in continuing medical education for acute care physicians: a
systematic review. Crit Care Med. 2015;43(1):186–93.
Jensen JB, Torsher LC. Simulation and continuing professional development.
Int Anesthesiol Clin. 2015;53(4):60–9.
Moore DE. CME congress 2012: improving todayʼs CME and looking toward
the future of CEHP. J Contin Educ Heal Prof. 2013;33(1):4–10.
Cook DA, Andersen DK, Combes JR, Feldman DL, Sachdeva AK. The value
proposition of simulation-based education. Surgery. 2018;163(4):944–9.
Zubairi MS, Lindsay S, Parker K, Kawamura A. Building and participating in a
simulation: exploring a continuing education intervention designed to
foster reflective practice among experienced clinicians. J Contin Educ Heal
Prof. 2016;36(2):127–32.
Paltved C, Bjerregaard AT, Krogh K, et al. Designing in situ simulation in the
emergency department: evaluating safety attitudes amongst physicians and
nurses. Adv Simul. 2017;2:4. https://doi.org/10.1186/s41077-017-0037-2.
McFadden P, Crim A. Comparison of the effectiveness of interactive didactic
lecture versus online simulation-based CME programs directed at improving
the diagnostic capabilities of primary care practitioners. J Contin Educ Heal
Prof. 2016;36(1):32–7.
Seagull JF. Human factors tools for improving simulation activities in
continuing medical education. J Contin Educ Heal Prof. 2012;32(4):261–8.
Curtis MT, DiazGranados D, Feldman M. Judicious use of simulation
technology in continuing medical education. J Contin Educ Heal Prof. 2012;
32(4):255–60.
Rosen MA, Hunt EA, Pronovost PJ, Federowicz MA, Weaver SJ. In situ
simulation in continuing education for the health care professions: a
systematic review. J Contin Educ Heal Prof. 2012;32(4):243–54.
Pirie J, Kappus L, Sudikoff SN, Bhanji F. Simulation curriculum development,
competency-based education, and continuing professional development. In:
Grant VJ, Cheng A, editors. Comprehensive healthcare simulation: pediatrics.
Switzerland: Springer; 2016. p. 181–93.
Glavin, R.J. Lessons for simulation-based education from social psychology.
Adv Simul. 2016;1:7. https://doi.org/10.1186/s41077-016-0007-0.
McIvor W, Burden A, Weinger MB, Steadman R. Simulation for maintenance
of certification in anesthesiology: the first two years. J Contin Educ Heal
Prof. 2012;32(4):236–42.
Ross BK, Metzner J. Simulation for maintenance of certification. Surg Clin
North Am. 2015;95(4):893–905.
Weinger MB, Banerjee A, Burden AR, McIvor WR, Boulet J, Cooper JB, et al.
Simulation-based assessment of the management of critical events by
board-certified anesthesiologists. Anesthesiology. 2017;127(3):475–89.
Dow AW, Salas E, Mazmanian PE. Improving quality in systems of care:
solving complicated challenges with simulation-based continuing
professional development. J Contin Educ Heal Prof. 2012;32(4):230–5.

Tavares Advances in Simulation

(2019) 4:24

34. Brunette V, Thibodeau-Jarry N. Simulation as a tool to ensure competency
and quality of care in the cardiac critical care unit. Can J Cardiol. 2017;33(1):
119–27.
35. Badawy A, Elahi N, Cooper D, Aghera A. Feasibility of interprofessional
simulation based team training for emergency medicine attendings and
nurses. Acad Emerg Med. 2017;24(S1):S256.
36. Campbell C, Sisler J. Supporting learning and continuous practice
improvement for physicians in Canada: a new way forward. Future of
Medical Education in Canada (FMED) CPD Steering Committee 2019.
https://www.fmec-cpd.ca/wp-content/uploads/2019/04/FMEC-CPD_
Synthesized_EN.pdf.
37. Campbell C, Silver I, Sherbino J, Cate OT, Holmboe ES. Competency-based
continuing professional development. Med Teach. 2010;32(8):657–62.
38. McGaghie WC, Siddall VJ, Mazmanian PE, Myers J. Lessons for continuing
medical education from simulation research in undergraduate and graduate
medical education: effectiveness of continuing medical education: American
College of Chest Physicians Evidence-Based Educational Guidelines. Chest.
2009;135(3):62S–8S.
39. Deutsch ES, Olivieri JJ, Hossain J, Sobolewski HL. Medical simulation topic
interests in a pediatric healthcare system. Simul Healthc. 2010;5(5):289–94.
40. Decarlo D, Collingridge DS, Grant C, Ventre KM. Factors influencing nurses’
attitudes toward simulation-based education. Simul Healthc. 2008;3(2):90–6.
41. Alexander M, Durham CF, Hooper JI, Jeffries PR, Goldman N, KardongEdgren KS, et al. NCSBN simulation guidelines for prelicensure nursing
programs. J Nurs Regul. 2015;6(3):39–42.
42. Watling CJ, LaDonna KA. Where philosophy meets culture: exploring how
coaches conceptualise their roles. Med Educ. 2019;53(5):467–76.
43. Billett S. The perils of confusing lifelong learning with lifelong education. Int
J Lifelong Educ. 2010;29(4):401–13.
44. Watling C. Cognition, culture, and credibility: deconstructing feedback in
medical education. Perspect Med Educ. 2014;3(2):124–8.
45. Mutabdzic D, Mylopoulos M, Murnaghan ML, Patel P, Zilbert N, Seemann N,
et al. Coaching surgeons: is culture limiting our ability to improve? Ann
Surg. 2015;262(2):213–6.
46. Dweck CS, Chiu C, Hong Y. Implicit theories and their role in judgments
and reactions: a word from two perspectives. Psychol Inq. 1995;6(4):267–85.
47. Ryan RM, Deci EL. Self-determination theory and the facilitation of intrinsic
motivation, social development, and well-being. Am Psychol. 2000;55(1):68–78.
48. Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process.
1991;50(2):179–211.
49. Stets JE, Burke PJ. Identity theory and social identity theory. Soc Psychol Q.
2000;63(3):224–37.
50. Bennett NL, Davis DA, Easterling WE, Friedmann P, Green JS, Koeppen BM,
et al. Continuing medical education: a new vision of the professional
development of physicians. Acad Med. 2000;75(12):1167–72.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 5 of 5

