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Abstract

Clinical case problem: Effective communication is vital for the successful transmission of information and has been attributed to better patient outcomes, patient satisfaction, and patient safety. Deficits in soft skills, such as communication, can be challenging to address due to a lack of standardized remediation strategies. This case report describes a student identified for inadequate communication skills during an intermediate clinical experience. To prepare the student for future clinical experiences, the faculty developed a comprehensive remote remediation plan.

Case description: A four-step remote communication remediation plan was developed and implemented utilizing optimal-fidelity patient simulations. As the remediation occurred during a global pandemic limiting in-person contact, the scenarios were based on telehealth encounters and included faculty debriefing. A challenging communication component was embedded within each simulation. Outcomes including a communication survey to assess verbal and nonverbal skills, student self-reflection, and clinical performance assessment post-remediation demonstrating the transfer of newly acquired skills were used to evaluate the effectiveness of the intervention.

Implications: The remote remediation was effective. Careful planning ensured that all deficiencies were targeted using multiple teaching modalities. This remediation plan may be adapted to target other soft skill development and implemented for formative or remedial training, based on learning objectives and student needs.
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Effective communication is vital for the transmission of information between healthcare stakeholders and has been attributed to better patient outcomes,1,2 patient satisfaction,3 and patient safety.4 Breakdown in communication is a leading cause of sentinel events reported by hospitals.5 In physical therapy (PT) education, communication has been recognized as one of the essential skills required for entry into the clinical education phase of training.6–8 The expansion of telehealth sparked by the Covid-19 pandemic highlights the need for effective communication, taking on even greater significance in the virtual therapeutic encounter.9 Communication is a skill that must be critically evaluated during clinical training programs.

Despite the magnitude of its importance, most health profession programs lack a distinct curriculum for training and objectively assessing communication competency.10 Within PT education programs, effective communication is commonly learned implicitly as part of the hidden curriculum.11 Lack of standardized assessments focused on communication skills precludes faculty from formally addressing these deficits.12 It is often not until the first clinical experience when inadequate performance in this area is reported.13 The clinic is a dynamic and unpredictable environment that can challenge students and accentuate underlying deficits that were either overlooked during didactic coursework, or were identified but underestimated in their level of deficit.14 During clinical placements, Clinical Instructors (CI) who observe poor student communication such as poor body language (i.e. suggesting disinterest), use of medical jargon with patients, and inadequate questioning during patient interviews, report such findings to Directors of Clinical Education (DCE) and document them on the Clinical Performance Instrument (CPI). Once documented, the PT program is charged with implementing supplemental training to address the problem. If the student is unsuccessful in demonstrating effective communication in the clinic, the student may receive a failing grade. Deficits unrelated to hands on skills can be challenging to address, especially with a lack of standardized remediation.15 Due to the critical impact communication has on patient care, carefully designed learning modules where students’ communication skills are assessed with psychometrically sound evaluation measures are warranted.16 This case report describes a student rated to have inadequate communication skills by the CI mid-way through the clinical placement that did not improve with CI and DCE interventions. To best address deficits and forestall failure and possible dismissal, the faculty developed a unique and comprehensive remediation plan.

Case description

The student demonstrated communication deficits during academic training as well as the student’s first clinical placement. Feedback was provided by faculty regarding those deficits, but the severity of those deficits did not rise to level requiring an intervention. It was not until the student began the second (of four) full time clinical experiences in an out-patient setting that a remediation strategy was initiated because of poor CPI ratings and CI feedback. During the midterm assessment of the second clinical experience, the CI reported deficits in the student’s verbal and non-verbal communication skills. The student was described as ‘timid and soft spoken which didn’t match the pace and location of [the] practice’, such that it would interfere with effective patient care. Other concerns included the student’s lack of eye-contact with patients, an inability to effectively convey important information to patients or to discuss sensitive issues suggestive of red flags (i.e. painful bowel movements, inability to engage in sexual relations). The student also had difficulty transmitting sensitive patient information to the CI including red flags. The student acknowledged the poor communication skills that negatively impacted the clinical placement and patient care.

During the clinical experience, the DCE and the CI collaborated closely on a plan to foster improvement which included regular student meetings along with written and verbal feedback. Despite these efforts, there was minimal improvement reported on the final CPI. A key deficit noted focused on spontaneous patient ­discussion and response to unanticipated questions. While the student seemed fairly competent asking pre-determined questions of the patients, areas for improvement included responding to unanticipated questions, initiating follow-up questions on sensitive topics, patient education, and providing feedback during treatment.

Based on the grading criteria for this level of clinical experience, the deficits did not warrant a failing grade. However, the student’s clinical performance clearly suggested deficits necessitating formal intervention prior to the next clinical experience. Thus, the DCE designed and implemented a focused, intensive, remediation plan utilizing simulated patient encounters aimed at providing the student an opportunity to improve communication skills. The remediation plan was developed based on available evidence17 and focused on 1) identifying and targeting specific communication deficits and 2) providing the student with a realistic, supportive, low-stakes environment in which to practice communication skills, reflect on performance, and receive targeted feedback from multiple stakeholders (Table 1).




Table 1.Model for remediation with a focus on communication


	Objectives
	Communication skills





	A.  Identify specific aspects of the student’s communication deficits
	Deficient Skills

	Verbal communication

	Nonverbal communication

	Cultural competence

	Active listening

	Synthesizing patient responses

	Patient engagement






	B.  Provide a structured environment to practice communication skills, reflect on performance, and receive feedback from multiple stakeholders
	Action Plan

	Pre-simulation tasks (asynchronous)

	Simulated telehealth visits via Zoom

	Post simulation tasks (asynchronous)

	Post simulation debrief via Zoom








Remediation plan

A four-step action plan was implemented over a 2-week period that included student engagement in multiple simulated patient encounters. It is important to note that this remediation occurred during the Covid-19 pandemic. This limited opportunities for in-person contact, resulting in remote remediation.

Pre-simulation self-study (Step 1)

Pre-simulation tasks were assigned 1 week in advance of the student’s first patient simulation. Pre-simulation tasks included completing an online healthcare communication module, viewing an online presentation by a notable researcher discussing practical, evidence-based communications strategies, and reading peer-reviewed articles on the power of communication in healthcare.

Simulation (Step 2)

Two unique simulated cases were developed. The student was provided with instructions and expectations prior to engaging in a 30–45 min simulation with a standardized patient (SP). The case was a telehealth initial visit requiring a clinical interview and was specifically designed to challenge communication skills. Challenges included reluctance on the patient’s part to reveal an embarrassing diagnosis or a patient who did not see the value in PT. The simulation was video recorded. The SP was trained in the case, informed of the learning objectives, and advised to only provide information requested by the student. The SP was also trained to hint at case details that might prompt further relevant questioning by the student.

Post-simulation tasks (Step 3)

After each simulation, the post-simulation tasks included reviewing the video recording of the simulation and completing a communication survey.

The student was instructed to conduct a self-analysis of the video recording noting communication deficits (failure to ask follow-up questions, lapses in verbal and non-verbal communication) and communication strengths. The student then reflected upon how the interview could have been improved and how missteps may have influenced the clinical assessment of the case.

In addition, the student and the faculty completed a 14-item survey designed to assess communication skills during a simulation activity. The communication survey was developed by a faculty member of this PT department. Each item is measured on a Likert scale (1 = not competent, 2 = slightly competent, 3 = moderately competent, 4 = very competent). The instrument was undergoing validity testing at the time of the remediation. Reliability data suggest good interrater reliability (intraclass correlation coefficient = 0.78, P < 0.000) (unpublished data). Based on preliminary findings as well as the applicability of the survey items to the simulation tasks, it was deemed suitable for use. The survey was completed by the student and two DPT faculty members after each had watched the video recording of the first simulation and the third simulation. All surveys and the student’s self-analysis of the video were provided to the DCE in preparation for the post-simulation debriefing (Step 4).

Post-simulation debriefing (Step 4)

Debriefings were conducted by the DCE and the SP via Zoom. A debriefing is a standard step of the simulation experience with the goal of improving future performance. During the debrief, a learning conversation is had between the learner and the faculty when feedback is provided, gaps in performance are identified, and rationale for behaviors during the simulation is explored.18 The impetus to include the SP in the debriefing process was to offer the student feedback from the perspective of the ‘patient’. In preparation for this task, the SP received training in effective debriefing. Each debriefing ranged from 60 to 75 min. The debrief was structured to include a review of the student’s self-assessment (Step 3), to challenge the student’s decision-making skills based on the case details and concluded with a summary of lessons learned. All debriefings were video recorded for review by the student. After completing the post-simulation debriefings, the student was given the opportunity to repeat the same simulation case and implement the feedback provided. The student chose to repeat one of the simulations plus the associated debriefing, for a total of three simulations/debriefings.

Outcomes

To capture the full impact of the remediation outcome, both quantitative and qualitative data were synthesized. This included faculty and student communication surveys, student reflections, and transfer of skills to clinical practice.

Communication survey

Scores on the communication survey were used to compare student and faculty ratings and to measure change from the first to the third simulation. There was an improvement in student self-rating in all 14 categories. The faculty scoring indicated improvement in 13 out of 14 categories. All post-simulation ratings by the student and faculty were three or higher indicating moderate competency in all 14 items (Table 2). For both faculty and student ratings, the item with the greatest improvement was, ‘Eliciting information from a patient who was reluctant to share’, with an increase in two points each.




Table 2.Change in survey scores per question


	Communication skills
	Student 1st Sim
	Student 3rd Sim
	∆ Student
	Average Faculty 1st Sim
	Average Faculty 3rd Sim
	∆ Faculty





	Active Listening
	3.00
	4.00
	1.00
	3.00
	4.00
	1.00



	Eye Contact
	3.00
	4.00
	1.00
	3.50
	4.00
	0.50



	Empathy
	3.00
	4.00
	1.00
	2.00
	3.00
	1.00



	Body Language
	4.00
	4.00
	0.00
	2.50
	3.00
	0.50



	Facial Expressions
	2.00
	3.00
	1.00
	2.50
	3.00
	0.50



	Perception of Patient Comprehension
	3.00
	4.00
	1.00
	2.50
	4.00
	1.50



	Building Rapport 
	3.00
	4.00
	1.00
	2.50
	4.00
	1.50



	Engaging in Conversation 
	3.00
	4.00
	1.00
	3.00
	3.00
	0.00



	Eliciting Personal Information 
	3.00
	4.00
	1.00
	1.50
	3.50
	2.00



	Eliciting Info from a Patient Reluctant to Share 
	2.00
	4.00
	2.00
	1.00
	3.00
	2.00



	Making the Patient Feel at Ease 
	3.00
	4.00
	1.00
	2.00
	3.50
	1.50



	Facilitating Patient Comfort 
	3.00
	4.00
	1.00
	2.50
	3.50
	1.00



	Maintaining Composure 
	2.00
	4.00
	2.00
	3.00
	3.50
	0.50



	Engaging a Reluctant Patient 
	2.00
	4.00
	2.00
	2.00
	3.50
	1.50



	Average Scores 
	2.79
	3.93
	1.00
	2.39
	3.46
	1.07



	Abbreviations: Sim, Simulation; ∆, Change.



	Shaded areas signify an increase in post score ≥ 0.50.



	Likert scale scoring (1) not competent, (2) slightly competent, (3) moderately competent, (4) very competent.





Student’s reflection 

Comments from the student’s self-critique of the recorded simulations suggested an awareness of strengths and limitations in performance. After the remediation, the student reported that it became easier to engage in conversation with the patient and ask appropriate follow-up questions based on the patient’s responses, rather than strictly follow a script. In addition, the student noted that during the third simulation, using a slower pace to interview the patient allowed for adequate time to address important information and develop rapport. The student perceived that this effort increased the patient’s comfort during the clinical encounter, as compared with the initial encounter, which was validated by the SP who reported increased queries on awkward subject matters, attentiveness through nonverbal communication, and demonstrated ease of communication of medically complex issues. Finally, the student acknowledged that while addressing sensitive issues remained challenging, the student gained confidence in the ability to overcome that discomfort for the sake of patient safety.

To gauge the value of the remediation program in preparing for the third clinical experience, the student was asked to participate in a short interview with the DCE and the student agreed. The DCE sought feedback through open-ended reflective questions including:


	Did you sense that you needed this remediation before the faculty brought it to your attention?

	How has your professional communication changed because of the remediation?

	Do you have any other thoughts about this remediation experience?



The student perceived the remediation very positively. The opportunity to self-critique the video-recorded simulations and engage in DCE and SP debriefing was mentioned as integral to the student’s improvement. Having the opportunity to repeat a simulation using the same case further enhanced skill development. The remediation brought to light a subconscious awareness that communication skills were lacking prior to the first clinical experience and fostered a new appreciation for the importance of communication in the PT-patient encounter. Six weeks after the remediation, the student began the third clinical experience and reported a greater sense of ease and comfort in patient encounters. Overall, the student was grateful for the investment of time and resources by the department and found the remediation plan to be highly effective.

Transfer of skills to clinical practice as reflected in the CPI

While all assessments used were meaningful, perhaps one of the more meaningful outcomes were the CI’s comments on the midterm CPI during the student’s third clinical placement. By midterm the CI commended the student for meaningful communication with patients stating, ‘[The student] is personable and quick to earn patients’ trust, compassionate in responses’ and, ‘Intuitively expresses concern for patients’ well-being … answers questions confidently’. This was reinforced by the student’s comment, ‘I actively listen and understand what is being communicated to me. I engage in friendly conversations with everyone (both my patients and my CI’s patients) to make them feel at ease’. While the CI did acknowledge some tentativeness in the student’s communication style, it was attributed to lack of experience rather than as a skills deficit that was interfering with the PT-patient alliance or clinical competency. It is important to note that this CI was not aware of the student’s struggle with communication in the previous clinical placement or the remediation that took place.

Discussion and conclusion

Communication between patient and provider is a critical element of clinical care and challenging to formally assess. It is in the best interest of health professions programs that they be able to identify and remediate poor communications skills before problems arise in the clinic. One such incident prompted the DCE and faculty at this PT education program to develop a communication remediation model utilizing optimal-fidelity simulations with challenging communication components, a communication survey to assess verbal and nonverbal communication, student self-reflection, and faculty debriefing (Fig. 1). Overall, the remediation achieved its intended purpose and readied the student for the next clinical experience.

Fig. 1.A model of the remediation process.
DCE, Director of Clinical Education; SP, Standardized Patient.
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Although the literature does not support any one approach to remediate deficits in communication skills, there is evidence to suggest successful remediation is comprised of early identification of the deficit, the development of an individualized plan, and providing opportunity for reassessment with feedback to the learner.16 In this case, the student was identified as having poor communication early during academic training, yet there was no objective data to justify delayed clinical placement. When faced with the dynamic and stressful environment of the clinic, however, these deficits became prominent and posed a barrier to competent clinical performance. The faculty worked collaboratively, drawing on a range of experience and expertise to formulate this comprehensive, individualized remediation that targeted knowledge, skills, and behaviors necessary for effective communication. The overall goal was to prepare the student for the upcoming clinical experience and, ultimately, competent autonomous clinical practice. The most salient factors in this remediation seem to be development of cases tailored to the student’s deficits, immediacy of the multi-perspective feedback, the iterative process of the simulations, and the integration of the student reflection on the overall process. 

The challenge faced by the faculty was in executing a remediation plan during a global pandemic when in-person contact was limited. This obstacle became an opportunity to conduct the remediation remotely. The remote format proved to be time efficient allowing the student to experience multiple simulated patient encounters with debriefing that may not have been possible if all stakeholders were required to be physically present. Faculty had concerns that the remote format may not be as effective as in-person remediation in providing a supportive and effective learning experience for the student. The favorable results of the remote remediation and positive feedback from the student, however, quelled those concerns.

Both faculty and student communication survey scores improved after the remediation, but the most telling outcome was the student’s performance during the follow-up clinical experience. The student successfully transferred the skills gained in the remediation to practice. In addition, faculty noted an observable change in the way the student interacted in general, which echoed elements of transformative learning. Transformative learning encourages learners to question assumptions, actively engage in critical reflection and discourse, and apply new knowledge and perspectives resulting in a better version of themselves.19,20 In this case, the student’s poor performance during a clinical experience created an uncomfortable situation that challenged the student’s own view of personal communication skills. This is known as a disorienting dilemma, or an event that causes a learner to question their assumptions which becomes a catalyst for change.19 With guidance from the DCE, or remediation mentor, the student was encouraged to examine past experiences and assumptions, acquire new knowledge and skills related to effective communication, and put those skills into practice though simulated patient encounters. After the remediation, the transformation became evident during the next clinical experience. A reluctant student who demonstrated poor clinical communication developed into a competent communicator who utilized new skills to successfully meet the needs of the patients and the clinic.

In hindsight, the issues of culture may have played a role in the challenges the student faced in the clinic. As an urban institution, students come from a wide range of cultural backgrounds. This poses unique challenges in programmatic expectations as communication norms can vary significantly among cultural groups and may not align with professional standards. The idea that cultural norms can influence communication and clinical performance has been described in the literature and demands awareness and sensitivity by faculty when clashes between communication standards and student culture become apparent in clinical practice.21

The lack of a validated instrument to assess communication skills presented a challenge. The survey used was newly developed and limited in its ability to assess aspects of communication such as tone, pace, and timeliness of communication. Despite its shortcomings, the tool was the most applicable based on the objectives of the remediation. Student, SP, and CI feedback was used to augment the survey results and provide a more descriptive source of outcomes.

The described remote remediation proved highly successful as improved outcomes were demonstrated through qualitative and quantitative data. Careful planning ensured targeting all deficiencies using multiple teaching modalities. This remediation model is transferable to other soft skill deficits and may be implemented for formative or remedial training based on target skills, learning objectives and student needs.
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