Communication training course with simulation

Simulation based communication courses can give improved communication skills and increased
understanding of how the communication model may be used.
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Background: Patients hospitalised in acute care settings are vulnerable and may
experience not being confirmed as a person. If the nurses possess good
communication skills, that might have a great significance for the patients.
Communication courses have been shown to enhance health care professionals’

communication skills, when simulation based learning have been applied.

Objective: To describe how nurses in a postoperative care department evaluated

a simulation based communication course.

Method: We developed a simulation based communication course consisting of a
theoretical lecture about a confirming communication model and simulation. A

survey was conducted 6 months after the course.

Results: 49 nurses attended the course and 40 responded to the questionnaire.
53 % reported that the simulation improved their comprehension about how to
use the model. 33 % reported their communication skills improved after the

course.

Conclusion: The study indicates that simulation improved the comprehension

about how to use the communication model.
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INTRODUCTION

Advanced communication skills are considered fundamental to the intensive care nurse’s
competence (1, 2). Purposeful communication is one of several topics in the development of
nurses’ clinical competence (3). Patients, nurses, and family members have described the

importance of good communication skills for nursing quality and patient satisfaction (4—6).

Little research has been done on communication methods or models to guide health care
professionals in their interaction with critically ill patients. However, some studies have
shown improvement of the quality of communication between intensive care nurses and
patients and family members in end-of-life care (7). Patients are at their most vulnerable
when admitted to an intensive care unit (8, 9). The result of surgery may be uncertain, and
the patient may experience loss of personal control (10). Several studies show that various
measures may improve intensive care nurses’ communication skills, and the target group is
the voiceless mechanically ventilated patient (11, 12), rather than the conscious and alert

postoperative patient who is able to express his or her needs.

Acute, critically ill patients are to a greater extent awake and communicative when they
receive non-invasive mechanical ventilation or invasive mechanical ventilation and this
demands greater attention the patient’s communication needs. These patient groups are
present in Post-anaesthesia care units as well. If health personnel do not communicate well,
the patients may experience this as not being taken seriously and feel that their psychosocial
needs are not met, which may cause experiences of worthlessness, patient dissatisfaction,
and depression (8, 13—-15). However, not much knowledge is available on how nurses

achieve communication competence within the professional field of intensive care nursing.

Confirming patients’ communication may further health and improve the patients’
possibilities for collaboration (14, 15). Confirming communication skills is one way of
recognising the patient (16). Listening, understanding, acceptance, respect and tolerance
are, in addition to confirmation, ingredients in the concept of recognition, which is
philosophically anchored in existentialism. Recognition is intersubjective, as it has the
experience of the other as its basis (17). Eide and Eide (16, p.220) define confirming skills as
«skills that communicate in words that one has seen and understood the core of what the
other communicates. Being seen and understood are confirming in themselves». The aim is
to communicate immediate, confirming, and recognising answers to what the patient

expresses (16).

In order to develop communication skills further, simulation or a traditional academic
didactic approach may be used, although much seems to indicate that simulation based
learning is preferable (18—20). Simulation as a way to learn communication has resulted in
improved skills for students at basic level nursing (21, 22), for health personnel on

oncological wards (23), and for nurses in psychiatric wards (24).

«Nurses with good communication skills may be of
great importance to the patients.»

Simulation based learning may be divided into two main categories: for use in developing
technical skills and for use in developing non-technical skills (25). Examples are treating
traumatised patients (26, 27), advanced emergency heart and lung resuscitation (28), and to
further patient safety in intensive care nursing (29, 30). Communication skills also entail
awareness in relation to other types of simulation — such as training to achieve ethical
competence and to develop communication skills needed in complex patient situations (31).

We have been unable to find simulation used to further develop verbal and non-verbal
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communication skills in Post-anaesthesia care units.

Simulation based learning as method is anchored in learning theories such as Kolb's circle
and Bloom’s taxonomy; these theories can shed light on why simulation is considered an
effective learning method (32). Knowledge and understanding resulting from simulation are
basic measures of competence. If the participants are able to use and analyse what they
have learned, this is a better measure of competence. The way the participants use former
experience and integrate the new into their thinking is of importance to the learning
outcome (32). Simulation consists of the phases briefing, scenario training, and debriefing,
and is a challenging way to learn (33). The aim of simulation is to achieve a change in

practice, sustained over time (32-34).

Simulation based learning turns out to be a method for improving patient outcomes (35).
Participants have demonstrated skills in emergency procedures that they have learned in
simulation, up to one year later (36). This suggests that simulation is an appropriate method

for achieving quality improvement in practice.

We were inspired to strengthen the professional practice on the ward by adapting
confirming skills to a communication model for patients on a Post-anaesthesia care unit. On
the unit in question, there were no specific methods implemented for communicating with
the awake and communicable patient or with the awake patient receiving invasive
mechanical ventilation. We were recommended to use simulation rather than traditional
teaching methods (19, 23), and we developed a one day simulation-based course for
teaching confirming communication skills. The course consisted of a theoretical introduction

to the communication model, and scenario training in the use of confirming skills.

The purpose of the study is to describe how nurses on a postoperative ward assessed the
utility of a simulation-based communication course in which the aim was practical use of

confirming communication skills in the encounter with the postoperative patient.

In this article, we want to explore whether the simulation helped the nurses gain increased
understanding of how the communication model may be used in practice, and whether the

nurses’ communication skills improved after the simulation.

DESIGN AND METHOD
The study has a quantitative design and the method used was a survey by questionnaire.
This method is recommended for gaining knowledge of a larger group’s opinions and

behaviour in encountering a phenomenon (37).

The study is part of a collaborative project between a Post-anaesthesia care unit at a
university hospital and the postgraduate education in intensive care nursing at a university
college in Eastern Norway. The collaborative project aimed to strengthen the students’
practice supervision and strengthen the professional practice at the unit. The

communication course was held in February 2013.

POPULATION AND SAMPLE
The population consisted of 60 nurses on a Post-anaesthesia care unit, of which around 80
per cent are intensive care nurses. The sample in this survey consisted of 49 nurses

participating in the communication course.
CONTEXT

The postoperative ward treats and nurses patients after planned and acute operations and

traumas. The majority of patients stay for less than one day before they are transferred to a
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general ward or other surveillance or intensive care unit in the hospital.

THE COMMUNICATION COURSE

Simulation-based learning was used, and the course day started with 60 minutes of theory

presented by third author. The communication model was based on Eide and Eide’s (16)

description of confirming skills in communication, with examples from postoperative

practice (table 1).

Table 1: Modified model for confirming communication (from Eide and Eide)

Communication
skills

1. To follow verbally,
to address verbally,
provide immediate
response

2. To provide encoura-
gement and recogni-
tion

3. To repeat key words
and key expressions

4. To clarify and
specify

5. To reformulate, to
reflect feelings, and
summarize feelings
and content

6. To share own
experiences

7. To use humour

Elaboration of skills

¢ Provide immediate response
without interrupting or con-
trolling the conversation

¢ Use short, inserted small
words or comments

* Give the patient explicit
encouragement to continue,
elaborate or tell more

* Give the patient positive
feedback

 Repeat one or two words of
what the patient says in an
inquiring tone of voice

« Find the essence in the
patient’s story

* Find out whether you have
understood what the patient says

 Help the patient become aware
of what he or she expresses

 Be short and concise

* Repeat what the patient says
with other words and ask the
patient: Have | understood you
correctly? Could it be like this?
By mirroring the patient’s
feelings his or her underlying
thoughts may emerge.

* By summarizing, you end or
take up the thread from the last
conversation

* Not necessarily personal
experiences, but communicate
knowledge on patient
experiences

¢ Normalise and tone down

* Keep the focus on the patient’s
problems

 Provide knowledge on normal
postoperative reactions

* Be careful, start from the pati-
ent’s initiative to see the
humour in a situation

¢ Humour can be a protective
mechanism, but may also be
excluding

Situations where such skills
may be of use

* Patient wanting to inform about his or her
wishes and needs

* Patient wanting to talk about his or her
experience of the disease, private life,
fears etc.

e Patient who unprompted talks about
difficult events, experiences, future
plans etc.

e Patient in rehabilitation

 Patient who says he or she cannot sleep,
because....

* Patient who does not say directly what
preoccupies/troubles him or her

e Patients who are agitated, euphoric
or «erratic»
e Patient who is suspicious or sceptical

 Patient who shows emotions, for instance after
having received information about a serious
diagnosis, but does not put these emotions
into words

* Postoperative agitation may express anxiety

* Patient with a long term stay on the ward

e Patient who feels helpless and vulnerable,
because he or she needs help

* Patient who becomes discouraged at being
mobilised

* Patient who sees the comical in his or her
own situation. An uncomfortable situation
may be alleviated through humour and the
patient’s dignity maintained

The theory lecture was followed by video recorded simulation with debriefing, lead by

facilitators. The desired learning outcome from the simulation was the ability to use

confirming communication skills. Following recommendations that smaller groups may

increase the participants’ engagement, the nurses were divided into groups of 6 — 8 during

the simulation (18). The course lasted four days, with two groups on each course day. One
and a half group had scenario training in training areas with video recording. The observers
were present in the same room. The other groups had scenario training in a simulation

laboratory, with a separate room for the observers. The scenarios were created from a
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postoperative context and lasted 5-8 minutes.

The scenarios had as their basis the adult, alert and orientated patient. All participants
participated in one scenario, and acted either the patient or the nurse. A «timeout» was
possible for conferring with the facilitator during the scenario training. The observers were
in a separate room with video transmission and were asked to observe the use of specific
confirming communication skills. The debriefing was about the nurse’s and the patient’s
experience. The participants did not have to watch the video playback of themselves during
the debriefing, which lasted around 30 minutes. The course was pilot tested with an

evaluation that resulted in a better flow in the scenarios, among other things.

«Confirming communication skills are one way of
acknowledging the patient.»

THE QUESTIONNAIRE

The theoretical foundation used to develop the questionnaire, in collaboration with a
statistician, was communication theory, theory on use of simulation, and research theory
(38,39). To operationalise the research questions we developed a form with 33 questions, of
which one was open. A variable is a characteristic of a phenomenon and may have various
measurement levels (40). The variables were on the nominal level and the ordinal level. The
nominal variables were: nurse/intensive care nurse, experience as nurse/intensive care
nurse, and prior participation in communication courses. The ordinal variables were: use of
confirming skills, improvement of communication skills, utility for supervision of students,
utility value in typical patient situations, and increased understanding of the model learned

through simulation training.

The ordinal variables were measured with a 5 point Likert scale (37), where agreement on
statements are graded from «strongly disagree» (one), «disagree» (two), «neither disagree
nor agree» (three), «agree» (four) and «strongly agree» (five). We chose gradation three as
a neutral answer alternative on recommendation from the statistician. The questionnaire
was tested in a pilot test (n=5) and revised based on feedback received. The questionnaire
was distributed to the nurses six months after the communication course, in September
2013.

ETHICAL CONSIDERATIONS

Simulation is a method in which nurses are observed by colleagues, and this was used as
learning arena. Having one’s behaviour and actions evaluated leaves the participant
vulnerable, and this must be taken into consideration. We thus tried to establish a caring
atmosphere for the participant all through the process. The communication course was
obligatory for the nurses. We informed them that the video recording would be erased

immediately following debriefing.

The ward administration gave permission to evaluate the collaborative project. The Data
Protection Officer at the hospital approved the project as a quality improvement study. The
data from the survey were stored on the hospital’s research server in accordance with
guidelines from the Data Protection Officer. Data were anonymised and will be erased after
the data have been used. The nurses were informed orally and in writing on the purpose of
the survey and that participation was voluntary. Returning the questionnaire was
considered as consent from the respondents. It was not possible to withdraw the
questionnaire, as it was impossible to trace it back to the individual participant. This was
considered the most «secure» way of anonymising the findings in an ethically responsible

manner.
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ANALYSES

We used the programme Statistical Packages for Social Sciences (SPSS) version 18 to register
the data. We did frequency analyses to show the distribution of the nurses’ answers on
each individual variable (40). The frequency distributions are shown in Figures 1-3. In the
figures the Likert scale values are combined from five to three categories to simplify the
presentation. We did the analyses and the presentation of the results in text and figures in
accordance with advice from the statistician.

RESULTS

DEMOGRAPHIC DATA

Forty-nine nurses participated in the communication course, and 40 nurses (82 per cent)
responded to the questionnaire (n=40). Twenty-nine nurses (74 per cent) were intensive
care nurses, and 33 (83 per cent) had participated in a communication course earlier in their

education.

SIMULATION AS LEARNING METHOD
53 per cent of the nurses strongly agreed or agreed with the statement that the simulation
improved their understanding of how to use the communication model in practice (see

Figure 1).

Figure 1: Simulation based training as method

Simulation based training with debriefing improved my
understanding of how to use the model in practice (n=40)

53%
S Strongly agree / agree

_ 32% B Neither agree nor disagree
- 15% W Strongly disagree / disagree
0% 20% 40 % 60 % 80 % 100 %

THE UTILITY OF THE COMMUNICATION MODEL
The communication model had highest utility for the nurses in their encounter with patients
with inoperable cancer, and patients injured in an accident (see Figure 2).
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Figure 2: Utility of confirming communication skills

Patient with uncomplicated postoperative course 46 %
Patient with great need of information 76 %
Patient with inoperable cancer 84 %
Patient injured in accident 78 %
Patient with reduced functional level 76 %
Patient suffering from confusion 57%
Patient with reduced cognitive function 54 %
Next of kin of dying patients 76 %

0% 20% 40% 60 % 80 % 100 %

m Extremely high / high utility

COMMUNICATION SKILLS FOLLOWING THE COURSE
33 per cent of the nurses strongly agreed or agreed that their communication skills had
improved after the course, while 47 per cent neither agreed nor disagreed with the claim

(see Figure 3).

Figure 3: Simulation based training as method

My communication skills have improved after simulation
based training (n=40)

33%
I srorgyagree/agee
_20 % B Neither agree nor disagree
W Strongly disagree / disagree
0% 20% 40 % 60 % 80 % 100 %

We found no correlation between variables like postgraduate education, nursing experience,
and utility experienced from the model. Our assumption was that nurses with less
experience may have greater utility from the communication course than the experienced

nurses. The study is, however, too small to show such correlation.

DISCUSSION

SIMULATION AS LEARNING METHOD

53 per cent of the nurses reported that the simulation improved their understanding of how
to use the communication model in practice. Several factors may have influenced this result,
such as aspects of simulation as learning arena and how nurses later integrate what they

have learned in concrete patient situations.

Experience with simulation training generally suggests that some will find the method
somewhat uncomfortable. After completion of the scenario it is subject to reflection in a
debriefing session to bridge the gap between knowledge achieved through simulation and its
use in practice (33,34). The facilitator has an important role in making such learning through
simulation comfortable and useful to the participants (34). In our study experienced

facilitators lead the debriefing, and they were related to the ward. We focused on that the
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participants were there to learn, not to be evaluated. Security was an important factor in
the learning environment and in making the participants feel comfortable. To protect the
participants we emphasised confidentiality in the groups, assuring the participants that what

happened there would not be communicated to the ward.

«Simulation may be used to further develop
communication skills.»

The participants played the parts of both nurses and patients, and the learning effect of
simulation may depend on how good an actor one plays against (41). Half of the nurses
were unable to try out the nursing role, for practical reasons. This may have yielded a lower
learning outcome for those who played only the patient role. On the other hand, it is
recommended that the participants do play the patient in scenario training. That enables

them to take on the patient’s perspective and may add greater realism to the scenario (41).

To watch a part of the video during debriefing has a learning effect and has been considered
the «gold standard» of simulation (33, 34). However, a more recent review article points out
that debriefing without a video playback may be equally effective (42). The video recording
was shown with both observers and scenario participants present. The participants were
free to not watch the video of themselves during the debriefing in the communication
course, and several did so. Using video playback during debriefing may distract the
participants from focussing on the scenario’s learning goals (42). It is therefore important,
according to our experience, that judgement is used in using video playback during

debriefing, especially with regard to what sequences are used for learning purposes.

DEVELOPING COMMUNICATION SKILLS FURTHER

Thirty-three per cent of the nurses reported improved communication skills following the
course. This may be interpreted as a low result, but 47 per cent answered «neither nor» to
this question. A weakness in the study’s design is that we did not measure communication
skills prior to the course. We had no control questions in the questionnaire about
knowledge on confirming communication or other communication skills prior to the course.
It is therefore difficult to say whether the course has resulted in improved communication
skills. A pretest-posttest design could have shown a real change in, or effect on, the nurses’
skills following the communication course. A critique of this kind of design is that the effect
is not necessarily caused by the intervention, but by other causal effects that cannot be

controlled (37).

Being as the course was developed for students as well as nurses at the unit, the patient
scenarios in the simulation may not have been sufficiently challenging for the experienced
nurses. Researchers emphasise that theories such as social learning theory and adult
learning theory may shed light on the way experienced persons learn, as opposed to
students, in a basic training programme (43). Elements of the theories state that
experienced persons are problem-focussed and use their experience to assess the new
material that is presented to them. They learn based on what is useful to them in their
practice, and inner motivation is important for learning. The question is whether we were
able to motivate the nurses to use the skills in practice. We did, however, assess the
communication model as useful in encounters with postoperative patients, such as patients
with inoperable cancer, and patients injured in accidents. The participants acknowledged

the utility of the skills, but maybe not of the simulation staged to learn them.

Even if the communication course turns out to improve communication skills, there is little

evidence that skills learned in simulation are maintained over time in clinical practice
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(20,44,45). Whether great resources should be used to teach communication skills through

simulation may be questioned.

However, clinical supervision has proved to maintain communication skills in oncological
nursing practice (46). A resource group was established at the unit after the course to help
maintain knowledge acquired in the simulation. One of several interventions was that third
author was attentive to communication skills in clinical supervision with both a group of
nurses with special competence in such skills and students in post graduate education. The
hope is that confirming communication skills were implemented at the unit in more than

one way.

The communication course is now obligatory for students in postgraduate education in
intensive care nursing when in practice at the Post-anaesthesia care unit. Newly employed
nurses are given an introduction to the communication model as part of their introductory

programme.

THE STUDY’S WEAKNESSES

One of the weaknesses of the study is that we used a self-developed questionnaire. We did,
however, not find any already constructed questionnaire that suited our purpose, and the
questionnaire was developed in collaboration with the statistician and then pilot tested. A
survey like this yields knowledge of the nurses’ opinion at one point in time. One challenge
with self-report studies may be a possible discrepancy between the skills the respondents
report having and the skills they do in fact use in practice (37). The nurses received the
questionnaire six months after the communication course. They may thus have had too little

time to develop their communication skills.

CONCLUSION

The study suggests that simulation increased the participants’ understanding of the possible
uses of the communication model, but no more than 33 per cent of the nurses considered
their communication skills to have improved after the simulation. Communication, however,
is very complex and encompasses more dimensions than merely confirming communication
skills. In the study we chose to focus on this one communication model. The study’s design
does not measure the effect on patient care directly, as this was not the purpose of the

study.

There is a need for more knowledge on simulation-based communication courses to
evaluate their effect and whether such courses may yield lasting improvement in

communication skills.
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