
  
1 

Communication Training for the Provision of Psychological Assessment Feedback: An 

Exploratory Randomized Controlled Study 

Abstract 

In psychology, few studies have focused on the programs used to train the skills needed to 

communicate the psychological assessment feedback. This exploratory study assesses two types of 

analogue online training in this context. Sixty-nine graduate psychology students were randomly 

assigned to one of three conditions: Simulation-based learning (SBL) with either a standardized 

patient (SP) or 360° immersive videos (360IV), or a waiting list. Both types of training targeted skills 

related to empathic communication, improvement of patient understanding and participation in 

decision-making. Pre-, post- and follow-up assessments were based on recorded role-play with 

patient-actors. First, the skills trained were assessed by blind raters. Then, patient-actors assessed 

students’ empathy and their confidence in the students in their role as clinicians. Finally, students 

assessed their own empathy, self-efficacy and stress. The study aims to explore whether skills are 

improved in both experimental conditions (SBL-SP and SBL-360IV), as compared with the control 

condition. Results showed that SBL-SP resulted in improvements on all assessments. No significant 

changes were observed in the 360IV condition for blind rater assessments, whereas significant 

improvements were observed when the patient-actors assessed empathy. In conclusion, SBL-SP 

appears to be effective in improving clinical communication during psychological assessment 

feedback, while SBL-360IV appears promising but requires further finetuning. 

Keywords: Feedback, health communication, patient-centered care, psychologist, simulation training. 

Public significance statement  

Simulation-based learning with standardized patients is effective in increasing both communication 

skills and relational components in psychology students. Simulation-based learning with 360° 

immersive video also increases relational components but does not increase communication skills as 



COMMUNICATION TRAINING – ASSESSMENT FEEDBACK 

 

2 

 

assessed by an external evaluator. As the first training is the most expensive, the two trainings offer 

complementary solutions. 

 

 

  



COMMUNICATION TRAINING – ASSESSMENT FEEDBACK 

 

3 

 

Communication Training for the Provision of Psychological Assessment Feedback: An 

Exploratory Randomized Controlled Study 

At the final stage of psychological assessment, psychologists frequently share with the patient 

the results and their interpretations of the patient’s psychological functioning, strengths and 

weaknesses, and resulting recommendations (Gruters et al., 2022; Jacobson et al., 2015; Longley et 

al., 2022). Some surveys indicate that 70% of neuropsychological assessment situations involve the 

delivery of feedback at the conclusion of testing (Bennett-Levy et al., 1994; Smith et al., 2007b), a 

step most authors call “feedback” (e.g., Longley et al., 2022). Furthermore, when providing feedback, 

psychologists must often share bad news (e.g., confirmation of a disability or discussion of a change 

in an established lifestyle) (Longley et al., 2022). 

The feedback given to patients after a psychological assessment is now considered a central 

component of the assessment process (e.g., Ward, 2008). Despite its importance, however, feedback 

has long been described as the most neglected part of evaluation (e.g., Pope, 1992). These 

conversations are still poorly covered in the psychology curriculum. For example, in a study of a 

sample of 329 psychologists, 62% of them declared that they had not received any training on how to 

provide feedback to patients (Merker et al., 2010). In addition, the main learning method clinicians 

use is trial and error (Curry & Hanson, 2010), which is not in accordance with the scientist-

practitioner model of training (Merker et al., 2010).  

This is a major problem, given that the recommendations for clinical evaluation training 

require the practicing of basic skills, including feedback communication (e.g., Krishnamurthy et al., 

2004; Wright et al., 2021), and that psychological evaluators are generally less comfortable with this 

part of the evaluation process (e.g., Butcher, 1992). In addition, the need for training is supported by 

studies indicating that quality feedback can have a psychoeducational and even therapeutic role as it 

is associated with beneficial psychological effects for the patient (e.g., on quality of life and self-
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efficacy) with low to medium effect sizes (e.g., Longley et al., 2022; see also Meyer et al., 2001; 

Poston & Hanson, 2010). 

Although there is now a fairly strong consensus on the beneficial effects of feedback, little 

work has been done to clarify what effective communication means in providing feedback. However, 

several authors emphasize the importance of training patient-centered communication skills (e.g., 

Epstein & Street, 2007; Kennedy et al., 2017). First, clinicians must demonstrate empathic 

communication skills, which have been found to improve patient satisfaction, adherence, and 

outcomes (Elliott et al., 2018; Howick et al., 2018) and reduce burnout among clinical health care 

staff (Wilkinson et al., 2017).  

Empathic communication skills should be used to achieve several goals. A first objective is to 

improve a patient’s understanding of their own situation. To do this, clinicians first have to obtain a 

clear view of the patient’s perspective and explore the patient’s understanding of their psychological 

functioning (Street et al., 2009). This will allow the clinician to use the patient’s knowledge as a basis 

and to complement it as accurately as possible, as many authors suggest (Berg, 1985).  

Feedback is considered as a means of increasing patients’ explicit knowledge of their own 

functioning and thereby increasing patient autonomy (Ward, 2008). A second function of 

communication skills is to seek to involve patients in shared decision-making regarding the outcome 

of a psychological assessment. Shared decision-making is defined as a “patient’s rights and 

opportunities to influence and engage in the decision-making about his care through a dialogue 

attuned to his preferences, potential and a combination of his experiential and the professional’s 

expert knowledge” (Clavel et al., 2021, p. 1926). The importance of shared decision-making has been 

extensively documented and identified as essential to evidence-based practice in psychology (APA, 

2006). Indeed, regardless how strongly a treatment is empirically supported, if it goes against the 

patient’s values or preferences, it may be associated with poor results, as the patient may not adhere 

to it (Dimatteo et al., 2002; Tompkins et al., 2013).  
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A well-known model to help clinicians implement key communication steps during feedback 

is the SPIKES model, which allows the building of a shared understanding, shared decision-making 

and management of the patient’s emotions. This model has been widely used in different disciplines 

(medicine: Marschollek et al., 2019; speech-language pathology: Gold & Gold, 2018; psychiatry: 

Seeman, 2010) and its value has been highlighted in several situations in psychology, such as 

providing the conclusions of a neuropsychological assessment (Longley et al., 2022) or 

communicating about dementia (The British Psychological Society, 2018). The Setting-Perception-

Invitation-Knowledge-Emotion-Summary (SPIKES) model has also been widely used as a 

framework for teaching students to break difficult news (Johnson & Panagioti, 2018) and has been 

associated with a substantial improvement in objective communication skills among health students 

(Johnson & Panagioti, 2018). This model includes six steps, one corresponding to each letter of the 

SPIKES acronym. First, the “Setting” corresponds to the preparation and the environment for the 

encounter. “Perception” includes the assessment of the patient’s current knowledge and needs 

regarding the situation. In “Invitation,” the clinician adds a sentence that indicates the potential 

difficulty of the forthcoming discussion. The “Knowledge” stage concerns how the information is 

given, with appropriate structure and words. “Emotion” implies an empathetic response to the 

recipient’s feelings. Finally, the “Summary” closes the discussion with a review of the encounter and 

plans for the next steps (Baile et al., 2000). 

Since we found no studies regarding psychologists’ training with the SPIKES model, we 

explored the medical literature. In this area, simulation-based learning is widely used (Bauchat et al., 

2016). Simulation-based learning is defined as “a technique […] to replace or amplify real 

experiences with guided experiences, often immersive in nature, that evoke or replicate substantial 

aspects of the real world in a fully interactive fashion” (Gaba, 2004, p. 2). Simulation-based learning 

includes the three components required for effective learning: First, the setting is a safe environment 

to learn in; second, in simulation the experience can take place and be observed by a facilitator; and 
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third, direct debriefing is done on the experience (Smith et al., 2007a). Debriefing is defined as 

facilitated or guided reflection in the experiential learning cycle that helps the learner to develop and 

integrate insights into later action (Rudolph et al., 2008, p. 1010). It has been widely recognized as 

playing a central role in the learning experience by providing the opportunity for discussion and 

reflection on the experience (Mayville, 2011), which is central to the principles of adult learning and 

experiential learning theory (Kolb & Kolb, 2009). Furthermore, in the simulation-based learning 

literature, a simulation is often considered as “an excuse to debrief” (Sawyer et al., 2016). 

A popular tool used in the simulation step to teach communication skills to health care 

professionals is standardized patients (SP) (Maclaine et al., 2021; Rønning & Bjørkly, 2019). A 

standardized patient is a person specifically trained to portray a patient situation (clinical signs, 

personality, emotional reactions, body language, etc.) following a precisely described scenario 

(Savoldelli & Boet, 2013). The patient-actor replicates similar situations with different learners to 

allow reproducibility. Simulation with SPs has been recognized as having many advantages in 

communication skills training (Lane & Rollnick, 2007). This is also true in the context of relaying 

assessment feedback, where positive results have been shown with different assessment methods 

(e.g., external assessors, course staff, peers, and standardized patients) (Maclaine et al., 2021). 

Unfortunately, although its value has been emphasized for psychological training (e.g., Melluish et 

al., 2007), it has not been extensively studied. Another problem with the use of SPs is that it involves 

significant costs related to their recruitment, training, and work (Lane & Rollnick, 2007).  

Several authors have suggested that the advent of new technologies allows for possible new 

pedagogic tools to use in the simulation step (Goosse et al., 2024; Hauze et al., 2019). One of these, 

360° immersive videos (360IV), could potentially overcome the logistical limits of simulation with 

SPs. A 360IV is a recording that uses a special camera that captures the full view of an environment, 

not merely in two dimensions, like a classic video recording (Sultan et al., 2019). Although, to our 
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knowledge, this method has never been tested to train communication skills, several factors support 

the relevance of pursuing this option.  

First, 360IV is known to increase self-reported empathy toward stigmatized populations by 

allowing users to take other people’s perspective (e.g., Della Libera et al., 2023; Schutte & Stilinović, 

2017; Sundar et al., 2017). Moreover, taking on the character of a patient (e.g., in role-plays with 

peers) has been shown to increase empathy (Lane & Rollnick, 2007). Being immersed in the patient’s 

situation in a 360IV might therefore have similar positive impacts. In addition, the novelty of the 

approach and the possibility of literally “walking in the patient’s shoes” might favor intrinsic 

motivation and a high level of activation, both of which are required for adequate adult learning 

(Fowler, 2008). Finally, the fact that immersion is implemented in a traditional simulation-based 

learning session, and thus followed by a debriefing, could provide similar results to simulation-based 

learning with SPs. 

The aim of this online study was therefore to obtain preliminary data on the effectiveness of 

two analogue programs to train psychology students in appropriate communicative behaviors for 

providing feedback. Effectiveness was evaluated at different levels (i.e., blind raters; patient-actor 

and self-reported by participants), as recommended in training literature (e.g., Hill & Lent, 2006; 

Miller, 1990). The communication skills taught were based on the SPIKES model. In one condition 

(360IV), the students were immersed, via two scenarios displayed with 360IV, in the role of a patient 

facing a psychologist whose feedback either did or did not respect the SPIKES recommendations. In 

another condition (SP), the student played the role of the psychologist, who had to provide the 

feedback to the SP. In both situations, the exercise was followed by a debriefing session in which the 

SPIKES ingredients were discussed with a trainer. A waiting-list design was used to compare these 

students’ outcomes to those of a control group.  

The primary research question examines whether empathic communication would (1) increase 

after the training sessions (SP and 360IV) and remain stable in the control condition and if so, (2) 
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whether the changes in experimental conditions would be maintained one month later. Empathic 

communication was assessed through an observation grid that includes three subscales: Empathic 

communication (e.g., “the clinician communicated his/her understanding of the patient’s emotions or 

situation”); construction of shared understanding (e.g., “the clinician summarized what the patient 

said in order to validate his/her understanding, proposed that the patient correct the understanding, 

or provided additional information if needed”); and shared decision-making (e.g., “the clinician 

proposed a collaborative relationship, sharing ideas and reflections without imposing them on the 

patient”). 

The secondary research questions examine whether: 

(1) The patient-actors would perceive the participants’ empathy and confidence to increase after 

the training (SP and 360IV) as compared to the control condition, and if so, whether these 

changes would be maintained one month later. This measure of empathy perceived by patient-

actor will be assessed through the Consultation and Relational Empathy scale (CARE) 

(Mercer et al., 2004).  

(2) The participants’ self-reported perceived importance of empathy in care (i.e., self-reported 

clinical empathy as measured by the Jefferson Scale of Empathy (JSE); Hojat et al., 2001), 

stress and self-efficacy would increase after the training (SP and 360IV) as compared to a 

control condition, and if so, whether these changes would be maintained one month later. 

 

For all research questions, we expected to see a positive effect of training in both 

experimental conditions and no changes in the control condition.  

Method 

Participants 

In total, 69 psychology students (Age: M = 23.93; SD = 3.06) were recruited for the study 

including 84% (N = 58) of women. In addition, 10% were in their third year (N = 7); 49% in their 
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fourth year (N = 34) and 40% in their fifth year (N = 28). Nineteen participants (27%) were randomly 

assigned to the 360IV condition; 17 (25%) to the SP condition; and 33 (48%) to the waiting-list 

condition that received one of the two trainings, randomly assigned after the completion of the study. 

The groups were equivalent in terms of age, gender distribution, program year, and experience with 

transmitting assessment feedback (see also the description of ages, year of study, and gender in Table 

1). Five participants (7%) (360IV: 1 ; SP: 1; CG: 3) did not complete the one-month follow-up 

assessment (T4), three due to unexpected events and two because of WIFI problems. 

Insert Table 1 about here 

Measures 

Primary Measures: Objective Communication Skills 

Interprofessional Empathic Communication Grid. This grid was constructed using a four-

round Delphi procedure (Boulkedid et al. 2011; Dakley & Helmer, 1962) involving six clinicians, 

four communication researchers, and eight patients (Goosse et al., Submitted; see supplementary 

materials). The final grid contains 40 items that assess three dimensions related to conveying 

feedback, scores are given for each of the three following subscales. 

Empathic Communication. Twelve items assess this subscale. An example is: The clinician 

communicated his/her understanding of the patient’s emotions or situation. 

Building of a Shared Understanding. Sixteen items assess this subscale. An example is: The 

clinician summarized what the patient said in order to validate his/her understanding, proposed that 

the patient correct the understanding, or provided additional information if needed. 

Shared Decision-Making. Twelve items assess this subscale (e.g., the clinician proposed a 

collaborative relationship, sharing ideas and reflections without imposing them on the patient).  

Each item was rated on a 5-point Likert scale ranging from absent (0 points) to excellent (4 

points). Results were reported in means, with a score of 4 indicating excellent skills for the specific 

factor. The grid was completed by psychology students who were specifically trained to use it and 
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were blind to the participants’ conditions and the assessment time point. The internal reliability of 

each subscale was very good (McDonald’s omega ranged from .94 to .97). 

Secondary Measures 

Empathy Perceived by Patient-Actor. The Consultation and Relational Empathy scale 

(CARE) (Mercer et al., 2004) was used to measure perceived relational empathy. It includes 10 items 

rated on a 5-point Likert scale (1 = weak; 5 = excellent) with the addition of a “not applicable” 

option. Total scores ranged from 10 to 50, with higher scores indicating higher perceived empathy. 

To be congruent with this study, the scale was slightly adapted for psychologists. For example, the 

term “doctor” was replaced by “clinician.” The scale’s internal reliability was high (Cronbach’s alpha 

= 0.93; see Mercer et al., 2004, for more details). 

Confidence Perceived by Patient-Actor. The patient-actors were also asked how confident 

they were about following a treatment proposed by the clinician. They responded to this single item 

on a visual analogue scale ranging from 0 to 10. A score of 0 identified a complete lack of 

confidence; 10 represented a clinician who inspired confidence. 

Self-Reported Clinical Empathy. The Jefferson Scale of Empathy (Hojat et al., 2001; JSE) 

for health care professionals and students was used to assess self-reported empathy. A French 

translation of the scale (Fields et al., 2011) was adapted for the purposes of this study (i.e., 

“healthcare provider” was changed to “psychologist”). It includes 20 items related to three 

dimensions: Perspective taking, standing in the patient’s shoes and compassionate care. Scores range 

from 20 to 140, with lower scores indicating a lower level of clinical empathy. The scale’s internal 

consistency was acceptable (Cronbach’s coefficient α = .78; see Fields et al., 2011, for more details). 

Self-Efficacy and Stress Related to Assessment Feedback. Two scales were added to 

assess participants’ self-perception related to their stress (one item) and self-efficacy (one item) 

regarding the communication of assessment feedback. Scores ranged from 0 (low self-efficacy or low 

stress) to 10 (high self-efficacy or high stress) and were used to assess these components. 
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Procedures 

Recruitment  

The study design applied here was a stratified randomized trial with follow-up (Figure 1). 

Recruitment (T-1) was organized by the main investigator M.G. Participants were recruited from 

October 2020 to May 2021, and the final follow-up assessments were completed in mid-June 2021. 

Recruitment was carried out by means of email, social networking sites, presentations of the study at 

courses and wall posters. The study was approved by the ethics committee of the Faculty of 

Psychology at the University of Liège.  

 Inclusion criteria included speaking French fluently and being currently registered in one of 

the last three years of studies to become a clinical psychologist. In addition, to be included, 

participants had to have completed a course on basic empathic listening skills (for more information 

on the course see Goosse et al. 2023). It is important to note that in Belgium, this educational 

program is organized as follows. Students must first complete a three-year non-professional course, 

after which they receive a first non-professional diploma. They must then complete a two-year 

vocational program. In order to participate in the studies, students had to (1) be enrolled in one of the 

last two years of the vocational program; or (2) be in the third year of the non-professional program, 

but only after completing specific training in communication skills, which all students receive in their 

third year. 

Insert Figure 1 about here 

After providing informed consent, participants were randomly assigned (T0) to one of the 

groups. The randomization process was stratified according to the participant’s program year. Once 

eight students registered in the same program year were recruited, they were gathered into groups of 

two students according to their availability and then randomly assigned to one of the following 

groups: (1) SP, trained immediately; (2) 360IV, trained immediately; (3) SP, on waiting list; and (4) 
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360IV, on waiting list. The randomization was done by the first author (M.G.) before T1 using the 

randomization function (RAND) in Excel.  

Assessments 

Before the intervention, a 30-minute videoconference session was organized. This was 

reproduced at each measurement time (T1, T3, T4). Specifically, each participant received the contents 

of the psychological assessment, expressed in simple terms, one week before a role-play conducted 

with a fictitious patient that we will call a patient-actor. The role-plays took place the first day of the 

study. Scenarios for the role-plays were randomly assigned to each participant at each assessment 

time.  

More precisely, four scenarios were created for these role-plays (because four measurement 

times were planned in the initial methodology to provide for additional follow-up for the control 

group). They all involved assessment feedback to provide to a patient: (1) depression or (2) 

obsessive-compulsive disorder, both to be announced to an irritated adult; and (3) multiple complex 

developmental disorder or (4) intellectual disability to be announced to a worried parent. These topics 

were selected with the intention of being sufficiently different from those worked on during the 

training. The objective was to verify the transfer of acquired skills to a clinical situation not worked 

on during the training. These scenarios were designed following the structure recommended by 

Erasmus+ and SimucarePro (2015) to match the learning objectives developed in the training (i.e., 

SPIKES). The actors performing the patients’ roles were trained (for 10 hours) to react in a 

standardized way (e.g., by expressing an emotion and by closing up if the emotion was not explicitly 

mentioned).  

The patient-actor and the participants were invited to meet during a Zoom meeting. The 

examiner reminded them of the objectives of the study and then left the session. The patient-actor 

started recording in Zoom and the role-playing began. The patient-actors were three psychology 

students, who were specifically hired for the study. They were blinded as to the assignment of the 
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student groups. They were also made aware of the importance of concealing the objectives of their 

roles from the participants. Furthermore, the recorded role-plays were assessed by blind external 

observers (with the Interprofessional Empathic Communication Grid).  

The recordings were randomly checked by the main author to ensure standardization and 

fidelity to the scenarios. After the role-playing, the patient-actors and participants were asked to 

complete digitalized questionnaires on a secure platform at Liège university.  

The intervention (T2) lasted from two to three hours depending on the condition and included 

two thematic scenarios (i.e., a pattern of results compatible with autism spectrum disorder to 

announce to a worried parent and a psychotic episode to explain to an irritated adult). For both 

interventions (SP and 360IV), the structure was similar to a classic simulation-based learning session 

(Savoldelli & Boet, 2013): (1) briefing, (2) simulation, and (3) debriefing. The same steps were 

repeated for each scenario (see Figure 2 for more details).  

Interventions were organized by pairs of students. Both training types were preceded by 

identical briefings during which psychological safety was ensured, and the scenarios and learning 

objectives were explained to participants (see Figure 2). Then the simulation took place. In the 360IV 

condition, both participants took the role of the patient, using an immersive device. In the SP 

condition, participants took turns being observers or clinicians during a role-play with a standardized 

patient. The SP was a psychology student with theater experience who was specifically trained for 

the roles. After each simulation, a debriefing took place based on recommendations in the literature 

(Rudolph et al., 2008).  

The main difference between the debriefings for the two conditions was that, in the 360IV 

condition, the emotions were debriefed based on what the participant felt as a patient. In comparison, 

in the SP condition, emotions were debriefed based on the SP’s emotions (see Figure 2 for more 

details). Participants on the waiting list had 2 hours to do as they pleased before entering the second 
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assessment phase (T3). Training in both conditions was provided by M.G., a psychologist who had 

been trained specifically on debriefing techniques.  

Insert Figure 2 about here 

The writing of this paper was guided by the Consolidated Standards of Reporting Trials 

(CONSORT) statement (Chan et al., 2013; Moher et al., 2010) and the trial received ethical approval 

from the Ethics Committee of the Faculty of Psychology, Speech Therapy, and Educational Sciences 

at University of Liège (reference 1920-56). The study took place online.  

Statistical Analyses 

Analyses were carried out using JASP 0.14.1. For analyses of the results, the two waiting list 

groups were combined into a single group, the control group. Thus, three groups were compared: (1) 

standardized patient (SP) training group; (2) 360° immersive video (360IV) training group; and (3) 

control group (CG).  

In the preliminary analysis, group differences in demographic data (i.e., age, academic level, 

gender) (Table 1) were tested using the Kruskall-Wallis test to determine normal conditions or the 

chi-squared test. Baseline level equivalence (Objective Communication Skills, CARE, JSE) was also 

tested using one-way ANOVAs and the chi-squared test. All were equivalent except the CARE (t = 

6.64, p = 0.04). 

For the primary and secondary outcomes analysis, mixed ANOVAs (Group x Time) were 

performed to test the interaction of condition and exposure between T1 and T3 on: (1) the three 

subscales of objective communication skills while providing feedback; (2) score for empathy 

perceived by the patient-actor (CARE); (3) score for confidence perceived by the patient-actor 

(VAS); (4) three subscores for self-reported empathy (JSE); and (5) VAS assessing self-efficacy and 

stress regarding the provision of psychological assessment feedback. Given our a priori assumptions, 

contrasts were performed to assess differences between T1 and T3 for both experimental groups. 
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When significant improvements were found, their sustainability one month later (T4) was 

tested with mixed ANOVAs and further contrast analyses. A correction for multiple testing was then 

applied with the Benjamini–Hochberg procedure (Benjamini & Hochberg, 1995). 

Results 

Sample Size and Power Calculation  

The sample size was defined based on an a priori power analysis performed with G*Power 3.1 

(Faul et al., 2009) to reach a predicted power of .80 ( = .05,  = .5, no sphericity correction = 1) to 

determine the effectiveness of the intervention by detecting within–between differences (using 

ANOVAs) of medium effect size (f = .15). The researcher chose this effect size due to the lack of 

similar studies in the literature and to allow the identification of relevant changes. A minimum 

sample size of 62 participants was required. 

Group Equivalence  

The equivalence of the groups regarding the variables related to empathy (JSE, CARE) and to 

assessing communication skills (Objective Communication Skills, each subscale) was examined 

(Table 2). All but one variable were found to be equivalent between groups. The difference 

concerned the CARE (i.e., empathy perceived by patient-actors): Participants in the 360IV condition 

scored higher at T1 (Means: 360IV: 28.81; SP: 22.35; CG: 23.83).  

Insert Table 2 around here. 

Primary Research Question  

Regarding empathic communication as rated by an external observer the three subscales of 

the Interprofessional Empathic Communication Grid give mixed results. First, regarding the 

empathic communication subscale analyses revealed quite a large significant increase only in the SP 

condition.  However, contrary to our expectations, there was no effect for the 360IV condition. No 

effect was observed in the control condition either. Increase in the SP condition was maintained one 

month later (t = –0.3; p = .77).  
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Regarding the building a shared understanding subscale, a quite large significant increase 

was observed in the SP condition whereas no change was reported in both 360IV and control 

conditions. The effect in SP condition was maintained one month after the intervention (t = –1.36; p 

= .18).  

Finally, regarding the shared decision-making subscale, there was a large significant increase 

in the SP condition, and again, no change was observed in either 360IV or control condition. The 

effect in SP condition was maintained one month after the intervention (t = –0.45; p = .66). For 

detailed description of results, see Table 3.  

Insert Table 3 about here 

Secondary Research Questions 

Assessed by Patient-Actor 

Regarding empathy perceived by the patient-actor, as expected, the results showed large 

significant increases in both experimental conditions and no effect for the control group. These 

improvements were maintained one month later in both experimental conditions (360IV: t = 1.12; p 

= .27; SP: t = 1.47, p = 0.147). 

For confidence perceived by the patient-actor, the results revealed medium to large significant 

increases in both experimental conditions, as expected, as well as maintenance of these 

improvements one month later (ps > .05). In the control condition, no changes were observed. For a 

detailed description of results, see Table 3.  

Self-Reported by Participants 

For self-reported clinical empathy (JSE), the results revealed significant increases in all 

conditions for Perspective Taking and Compassionate Care – unexpectedly, even in the control 

group – whereas for the Patient Shoes subscale only the 360IV group showed an increase. One month 

later, the analyses revealed that the initial increase in the 360IV condition for the Patient Shoes 

subscale was maintained (t = -0.18; p = .86), while a significant increase appeared in the SP 
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condition (t = 3.23; p = 0.002). For the Perspective Taking subscale, all increases were maintained 

(all ps > .05), whereas for Compassionate Care, a significant decrease was observed in all three 

conditions, indicating that the results were not maintained a month later (all ps < .001).  

Regarding self-efficacy in providing feedback, the results revealed significant increases in all 

three conditions. Additional analyses revealed that both experimental conditions showed larger 

increases than the control condition (360IV: t = -2.07; p = .041; SP: t = -3.81; p < .001). These results 

were maintained one month later (F = 0.39; p = .676). As for stress, significant decreases were 

observed in all groups and were maintained in both experimental groups (all p > .05). For a detailed 

description of results, see Table 3.  

Discussion 

This study tested the impact of two pedagogical tools (i.e., standardized patient (SP) vs. 360° 

immersive video (360IV)) implemented in a simulation session to train clinical communication skills 

during the provision of psychological feedback to a patient. To do so, a randomized controlled study 

was conducted assessing the impact of the training at three levels: Empathic communication while 

providing feedback rated by an external rater; the empathy and trust perceived by the patient-actor; 

and stress, empathy and self-efficacy reported by participants themselves.  

In general, our main results showed that students in the SP condition displayed medium to 

large increases in empathic communication, building of a shared understanding, and shared decision-

making skills, whereas in both the 360IV and control conditions, no significant results were observed 

in this regard. Concerning the subjective evaluation of the relationship by the patient-actors, they 

observed an increase in empathy and perceived confidence in both experimental conditions, whereas 

there were no changes in the controls. Increases in confidence were medium in the 360IV condition 

and large in the SP condition. In addition, all improvements remained observable one month later, 

supporting the possibility that long-term maintenance occurs. These results are discussed below. 

Overall, this study supports the positive impact on communication of simulation-based learning with 
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an SP (Johnson & Panagioti, 2018; Maclaine et al., 2021). Many previous studies had found this 

result, but they were in the field of medicine (Bauchat et al., 2016; Johnson & Panagioti, 2018; 

Maclaine et al., 2021) and nursing education (Goosse et al., 2024), not psychology.  

For the experimentation phase of the simulation, replacing the active role-playing with a more 

passive activity via 360IV does not seem to be sufficient to bring about a significant improvement in 

communication behavior. Surprisingly, however, the quality of the relationship as perceived by the 

patient-actors still increased significantly. Three conclusions emerged from these results. First, 

debriefing alone seems inadequate to increase observable communication behaviors as assessed by an 

external observer. Therefore, the hypothesis that debriefing is the most important phase of a 

simulation (Sawyer et al., 2016) does not seem entirely valid.  

The second conclusion concerns the discrepancy between the objective and subjective 

measures. We expected an improvement in communication skills themselves, which should affect the 

quality of the perceived relationship. Nevertheless, although communication behaviors did not 

improve significantly in the 360IV condition, we should point out that moderate effect sizes were 

observed for the subscales related to the building of a shared understanding (d = 0.44) and shared 

decision-making (d = 0.54). A power problem resulting from the small size of our sample is therefore 

likely. Moreover, a posteriori, we looked at the relationship between objective behaviors (all 

objective communication skills subscales) and subjective judgments (CARE) in an exploratory way 

and observed positive correlations of medium size (r = .37). This relationship should therefore be 

explored prospectively in future studies.  

In any case, the observation of improved subjective judgments is promising given the 

centrality of perceived empathy to therapeutic efficacy (Barnicot et al., 2014; Lambert & Barley, 

2001). Part of the patient-actor training was dedicated to learning how to take the patient’s point of 

view into account, in accordance with the recommendations (Teherani et al., 2008). Nevertheless, 

this conclusion should be viewed with caution considering that, to our knowledge, no evidence exists 



COMMUNICATION TRAINING – ASSESSMENT FEEDBACK 

 

19 

 

regarding how similar the assessments of patient-actors are to those of real patients with real 

conditions. The transferability of the results for the patient-actors to real patients should therefore be 

tested in future studies.  

Finally, when we examine the control group’s results, it seems that engaging in role-play 

alone (assessment phases) already benefits students, as shown in their heightened perception of the 

importance of empathy in health care in the short term and their improved stress and self-efficacy 

scores related to feedback transmission, which were maintained one month later. However, we 

cannot rule out a simple time effect (students are more comfortable at the end of their studies than at 

the beginning) or a desirability effect. Still, feelings of self-efficacy and stress related to feedback 

provision improved in all three conditions. This suggests that only role-playing reduces anxiety-

related discomfort, and unfortunately only in the short term. These contrasting results prevent any 

final conclusions, and further studies should address this issue.  

In addition, this study has a number of implications for trainers. First, it appears that adopting 

a passive role such as in the 360IV training followed by debriefing may be sufficient to improve 

attitudes to the relationship and perceptions of the importance of empathy. This is interesting because 

it could enable trainers to reduce the required resources. This type of more passive training could be a 

prerequisite for access to training with a standardized patient, as it led to better results in terms of 

communication skills specific to feedback on psychological assessments. In addition, students often 

mentioned that having a basic framework for constructing the debriefing, such as the SPIKES in this 

study, was a strength during their interventions.  

The limitations of this study include, first, the size of our sample. In view of the effect sizes 

observed, it would be interesting to replicate this study with a larger sample, among other things to 

confirm our preliminary results. It should also be noted that it would be important to further evaluate 

the quality of the relationship perceived by the patient-actors during the pre- and post-training 

evaluations, in order to assess their perceptions of their own understanding but also of their 
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involvement in the decision-making process. A third limitation relates to the training, which was 

provided by one trainer only, preventing any conclusion regarding the transferability of the results to 

other trainers. This limitation should be addressed in further studies. Future studies should also assess 

the impact of this kind of training on the psychologist-patient relationship, during real feedback 

sessions, to assess the transfer of learning skills in actual practice. Another limitation concerns the 

applicability of these results to face-to-face consultations. The current literature suggests that there 

are no significant differences between online and face-to-face consultations (Reese et al., 2016). 

However, it is important to remember that in online consultations psychologists have access to 

patients’ verbal and nonverbal responses as well as their own. This may help them adapt their own 

reactions to those of the patients and thus influence the demonstration of skills (Sperandeo et al., 

2021). This transferability would be an interesting perspective to explore in further studies. Finally, 

another limitation concerns the differences in academic levels between participants in the study, 

which could have impacted the results. However, we ensured a stratification of the levels between 

conditions. In addition, we conducted further statistical analyses (i.e., repeated measured ANOVAs 

with level of study as a covariate) and found no effect on the main results of this study.  

Conclusions 

In conclusion, SP training seems to induce improvements in both empathy, as assessed by a 

patient-actor, and empathic communication, building of a shared understanding and shared decision-

making, as assessed by external raters. All these relationship components are related to the prevailing 

person-centered paradigm of care and lead to the creation of a partnership with the patient. The study 

also provides evidence that psychology students can be trained in empathic communication skills 

while providing assessment feedback, which is poorly addressed in the current literature. Finally, it 

suggests that 360IV implemented in a simulation-based learning session could provide a first-line 

pedagogical tool. However, further studies are needed to identify whether it is possible to increase the 

effects of this immersive training by prolonging the intervention or adjusting its content, or whether 
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this training should only be an early learning phase for students, to be combined with another training 

method. 
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Figure 1 

Schematic Diagram of the Timeline  

Figure 2  

Descriptions of the Training Sessions 

Enrolment Allocation Close-out

1 month follow-up 

post-allocation

T-1 T0 T1 T2 T3 T4

40 minutes 2-3 hours 30 minutes

 Enrolment x

Eligibility screen x

Informed consent x

Classification of year study x

Randomly allocation x

 Interventions

Standardized patient (N = 17) x

360IV (N = 19) x

Waiting-list group (N = 33)

 Assessments

Role-plays x x x

Objective empathic communication skills (IEC-BBN) x x x

CARE x x x

Confidence x x x

JSE x x x

Self-Efficacy x x x

Stress x x x

STUDY PERIOD

Post-allocation

1 day (timely after allocation)

 TIMEPOINT
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Table 1 

Sociodemographic Data on Participants 

 

 

 

 

 

 

 

 

 

 

 

360IV (N = 19) SP (N = 17) CG (N = 33) 

  

  

 

mean sd mean sd mean sd 

Kruskall-

Wallis p 

Age 24.21 2.15 23.24 1.6 24.12 3.96 2.41 0.3 

  

        

 

%  n %  n %  n chi² p 

Gender 

        
Women 78.95 15 88.24 15 84.84 28 0.61 0.74 

Men 21.05 4 11.77 2 15.15 5 

  
Year of study 

        
Third year 10.53 2 11.77 2 9.09 3 0.3 0.99 

Fourth year 47.37 9 52.94 9 48.49 16 

  
Fifth year 42.11 8 35.29 6 42.42 14 

 

 
Experience with breaking bad news  

     
Yes 15.79 3 29.41 5 30.3 10 1.45 0.49 

No 84.21 16 70.59 12 69.7 23 

  
Experience with therapy 

       
Yes 57.9 11 70.59 12 42.42 14 3.77 0.15 

No 42.11 8 29.41 5 57.58 19 
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Table 2 

Descriptive Results and Baseline Comparisons 

 360IV (N = 17)  SP (N = 19)  CG (N = 33) 

 T1 (N = 19) T3 (N = 19) T4 (N = 17) T1 (N = 17) T3 (N = 17) T4 (N = 16) T1 (N = 33) T2 (N = 33) T3 (N = 31) 

Primary outcomes         

Communicative skills       

EC 2.70 (1.13) 2.84 (0.87) 3.11 (0.8) 2.62 (0.80) 3.09 (0.85) 3.08 (0.71) 2.37 (0.76) 2.51 (0.8) 2.83 (0.71) 

BSU 2.25 (1.001) 2.41 (0.87) 2.54 (0.81) 2.26 (0.76) 2.80 (0.72) 2.62 (0.79) 2.08 (0.86) 2.08 (0.81) 2.30 (0.79) 

SDM 1.54 (0.97) 1.97 (0.81) 2.30 (0.72) 1.64 (0.70) 2.3 (0.68) 2.26 (0.75) 1.78 (0.76) 1.90 (0.72) 1.9 (0.72) 

Secondary outcomes 

Empathy 

(CARE) 

28.81 (8.98) 34.04 (9.34) 28.4 (9.99) 22.35 (6.75) 30.46 (9.18) 35.27 (6.48) 23.83 (8.41) 23.7 (8.22) 31.27 (7.81) 

Confidence 5.21 (2.2) 6.45 (1.82) 6.58 (1.79) 5.29 (1.31) 7.21 (1.29) 6.75 (1.43) 5.62 (1.73) 5.68 (1.62) 6.05 (1.71) 

JSE 

PT  38.84 (3.58) 46.42 (2.22) 45.83 (2.77) 37.53 (3.54) 43.12 (3.28) 44.63 (2.94) 37.61 (4.1) 43.49 (3.8) 43.39 (3.39) 

CC  32.37 (1.95) 36.68 (4.31) 33.22 (1.59) 32.41 (1.95) 37.35 (2.32) 33.88 (2.03) 32.82 (1.9) 36.46 (2.31) 33.16 (1.68) 

PS  6.68 (1.7) 7.53 (1.47) 7.33 (1.41) 6.24 (1.75) 3.77 (2.39) 7.75 (1.48) 6.39 (1.87) 6.27 (1.93) 6.77 (1.59) 

Self-

efficacy 

29.84 (20.17) 57.05 (19.77) 56.72 (15.59) 32.06 (15.75) 68.18 (16.89) 73.31 (16.64) 34.88 (20.86) 44.79 (24.38) 43.68 (21.89) 

Stress 70.26 (20.64) 38.58 (19.29) 52.94 (17.82) 63.35 (27.02) 39 (20.63) 52.06 (30.41) 62.76 (25.41) 48.27 (26.34) 60.38 (20.3) 
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Note. 360IV = 360° Immersive Video; SP = Standardized Patient; CG = Control Group; EC = Empathic communication; BSU = Building of a Shared Understanding; 

SDM = Shared Decision-Making; JSE = Jefferson Scale of Empathy; PT = Perspective Taking; CC = Compassionate Care; PS = Patient Shoes. 
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Table 3. 

Results of Repeated Measures ANOVA and Contrasts 

 Repeated Measures 

ANOVA 

Contrasts 

 T1-T3   360IV   SP   CG  

  F p n² t p d t p d t p 

Primary outcomes         

Objective Communication Skills (IEC)         

EC            

Time 4.59 .036 .02 0.58 .56 0.15 2.33 .023 0.77 0.72 .475 

Time*Condition 1.15 .323 .01         

BSU            

Time 4.66 .035 .02 1.91 .78 0.44 2.86 .006 0.75 -0.22 .825 

Time*Condition 2.93 .061 .02         

SDM            

Time 14.1 <.001 .06 1.97 .053 0.54 3.48 <.001 1.07 0.48 .636 

Time*Condition 3.22 .046 .03         

Secondary outcomes          

Empathy (CARE)          

Time 30.81 <.001 .08 3.87 <.001 0.79 3.52 <.001 0.83 ()0.48 0.63 

Time*Condition 8.07 <.001 .04         

Covariate 156.3 <.001 0.42         

Confidence            

Time 21.73 <.001 .08 2.95 .004 0.59 4.31 <.001 1,3 0.19 0.85 

Time*Condition 6.37 .003 .05         

JSE_PT            

Time 262.96 <.001 .41 10.59 <.001 3.07 7.39 <.001 1.47 10.83 <.001 
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Time*Condition 2.34 .104 .007         

JSE_CC            

Time 163.05 <.001 .40 7.02 <.001 1.60 7.6 <.001 1.88 7.79 <.001 

Time*Condition 1.38 .258 .007         

JSE_PS            

Time 4.13 .046 .01 2.25 .028 0.63 1.34 .186 0.20 -.43 .671 

Time*Condition 2.31 .107 .01         

Self-Efficacy            

Time 109.83 <.001 .23 6.39 <.001 1.53 8.02 <.001 2.57 3.07 0.003 

Time*Condition 12.59 <.001 .053         

Stress            

Time 64.6 <.001 .18 -5.93 <.001 1.86 

-

4.31 <.001 0.98 -3.57 <.001 

Time*Condition 3.44 .038 .02         

 

Legend: EC: Empathic Communication; BSU: Building of a Shared Understanding; SDM: Shared Decision-

Making; PT: Perspective Taking; CC: Compassionate Care; PS: Patient Shoes 

 


