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Background and Purpose: There is limited training for healthcare students in the perfor
mance of telephone consultations. To facilitate communication between healthcare profes
sionals when face-to-face interactions are not possible, a telephone consultation simulation 
was developed. The simulation involved students in a doctor of physical therapy program 
and senior medical students. This study aimed to explore the development and suitability of 
a simulated case with a focus on interprofessional telephone consultation.
Methods: A convenience sample of 28 physical therapy students and 38 medical students 
from two institutions in southwest Virginia participated in the simulation experience. To 
assess the outcomes of the simulation on interprofessional communication, the IPASS verbal 
handoff assessment was performed by the participants and focus group interviews occurred 
immediately following the experience. In addition, an assessment of key information pro
vided during the conversation was performed for each of the seven interprofessional groups.
Results: Students demonstrated near perfect agreement on the IPASS assessment. Five of 
the seven interprofessional groups perceived that they were able to communicate key 
information and collectively agree upon a recommendation for the continuation of the patient 
assessment. The two groups that demonstrated more difficulty with communication appeared 
to struggle with communicating the patient’s past medical history relevant to the current 
situation, despite the majority of students feeling confident in their communications. In 
addition, two themes were presented during the interprofessional focus group interviews: 1) 
clear communication to maintain patient safety and 2) efficiently conveying the patient’s 
background.
Discussion: The health professions students participating in the scenario were able to 
consistently note the communication skills observed and reflect upon the need for clear 
communication between providers during a patient consultation. Key components of an 
efficient telephone consultation were identified, along with opportunities to improve this 
type of interaction between health professionals.
Keywords: telephone medicine, interprofessional education, interprofessional clinical 
consultation, communication skills

Introduction
To meet the complex healthcare needs of society, new models of healthcare delivery 
focus on the collaborative interprofessional team.1 Interprofessional education 
(IPE) is widely viewed as essential for students in order to prepare future healthcare 
providers to participate as effective team members. In 2017, the Interprofessional 
Education Collaborative (IPEC) membership consisted of 20 national associations 
for health professions.2 Models for the delivery of IPE vary widely among health 
professions training programs, with limited consensus as to the effectiveness of 

Correspondence: David W Musick  
c/o Virginia Tech Carilion School of 
Medicine, 2 Riverside Circle, Roanoke, 
VA, 24016, USA  
Tel +1 540 562-2566  
Email dwmusick@vt.edu

submit your manuscript | www.dovepress.com Advances in Medical Education and Practice 2021:12 215–225                                             215

http://doi.org/10.2147/AMEP.S293735 

DovePress © 2021 Cunningham et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/ 
terms.php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing 

the work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. 
For permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Advances in Medical Education and Practice                                        Dovepress
open access to scientific and medical research

Open Access Full Text Article

http://orcid.org/0000-0002-4590-5335
mailto:dwmusick@vt.edu
http://www.dovepress.com
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
http://www.dovepress.com/permissions.php
http://www.dovepress.com


various IPE methods on educational outcomes.3 One key 
aspect of IPE that receives considerable attention is inter
professional communication, or the ability to transmit 
information between various clinicians and/or care set
tings. As noted in a review of IPE,

effective communication across multiple healthcare disci
plines and professions is critical to ensure the delivery of 
safe and efficient care; yet, many healthcare professionals 
enter practice without sufficient training in interprofes
sional care and coordination.4 

Effective communication is particularly important when 
performing patient consultations, since consultations are 
one of the most common ways healthcare professionals 
collaborate for the interprofessional care of a patient. It has 
been noted that these consultations often contain insuffi
cient data for medical decision-making.5 Poor communica
tion during consultations can lead to delayed diagnoses, 
unnecessary care, and patient complications. However, 
there is limited consensus on what constitutes essential 
information when performing consultations through tele
phone communication.

The literature pertaining to effective communication 
between physical therapists and other primary care pro
viders is limited with a focus on continuing care.6 Two 
relevant studies have explored preferences for commu
nication during consultations among physicians and also 
explored the attitudes of medical students toward inter
professional communication. The three elements consid
ered essential for communication by physicians included 
consultation urgency, the specific question to be 
answered, and contact information for communication 
of the response; the majority of physicians felt that tele
phone consultations were appropriate and necessary for 
urgent and emergent situations.7 Medical students recog
nized the fundamental importance of interprofessional 
learning to high quality patient care and their future 
performance as professionals, with female students 
showing better general attitudes toward teamwork and 
patient-centeredness.8 Newly-graduated medical students 
are expected to receive and handle phone calls upon 
entry into residency, yet it appears there is limited train
ing for them on this skill set in most medical school 
curricula.9

To address the need for communication of essential 
information between healthcare providers, a telephone 
consultation simulation experience was developed with 
a goal of facilitating interprofessional communication 

between physical therapists and physicians. The purpose 
of this study was to explore the effectiveness of using 
a simulated patient case as a means of facilitating an 
interprofessional patient care consultation via telephone 
(ie, when face-to-face consultations are not available).

Methodology
The study was approved by the Institutional Review 
Board at Radford University (FY18-077) with IRB 
Authorization Agreement (IAA) between Radford 
University and Virginia Tech. Informed consent was per
formed prior to the experience and collected by the 
moderators. Researchers were available at each campus 
to answer questions regarding the study. All students 
participated in the experience regardless of consent, how
ever, only data from consenting students were utilized in 
the data analysis. Students understood as part of the 
consent process that future publication of anonymized 
and aggregated responses was possible. Part of the 
study methodology involved interprofessional focus 
group interviews, so students were reminded of the con
sent process and informed that the interviews were being 
recorded; and were subsequently told when the recording 
of a given session had ended. Students not consenting to 
participate in the study had the option to contribute to the 
debriefing associated with the experience without audio 
recording.

A convenience sample of 28 physical therapy students 
from Radford University and 38 medical students from 
Virginia Tech Carilion School of Medicine (geographically 
separated but both located in southwest Virginia) partici
pated in the study. The physical therapy students were in 
the second year of their post- graduate training. The 
fourth year medical students were participating in a two- 
week curricular module just prior to graduation called 
“Transition to Residency”. The students were randomly 
placed into one of seven interprofessional groups. The 
groups consisted of four physical therapy students and 
five to six medical students. The students participated in 
the telephone consultation simulation from their respective 
campuses. Each group had one physical therapy student 
volunteer who, in the role of the physical therapist, 
initiated the telephone consultation and provided the 
patient information; and, one medical student volunteer 
who, in the role of the referring physician, received the 
information.

The consultation simulation was developed using 
a longitudinal patient case model, wherein physical 

submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    

DovePress                                                                                                                              

Advances in Medical Education and Practice 2021:12 216

Cunningham et al                                                                                                                                                    Dovepress

http://www.dovepress.com
http://www.dovepress.com


therapy students first interacted with a standardized patient 
on their own and later initiated a telephone consultation 
concerning this same patient with the medical students. 
Further information about the patient scenario is presented 
in Figure 1. The initial interaction with the patient by the 
physical therapy students included two parts: an initial 
visit with the patient and a subsequent follow up visit to 
the patient’s home; both interactions took place in the 
Radford University simulation center. During this initial 
part of the case, the physical therapy students were tasked 
with performing an initial patient evaluation and admis
sion to home health care. This portion of the case con
cluded once the physical therapy student recognized the 
signs and symptoms of delirium. Approximately one 
month following this initial interaction with the standar
dized patient, the interprofessional telephone consultation 
simulation took place with the physical therapy students 
understanding that they were picking up where they had 
left off in their prior interaction with this patient.

Educational objectives for the interprofessional tele
phone consultation experience for both groups of students 
are shown in Table 1. The students in the doctor of 
physical therapy program had received training in the use 
of the standardized Situation, Background, Assessment, 
Recommendation (SBAR) communication tool across 
multiple courses within the curriculum for interprofes
sional communication regarding patients.10 In addition, 
physical therapy students received instruction in the utili
zation of the TeamSTEPPs verbal handoff framework.11 

The fourth year medical students had also received train
ing in SBAR and TeamSTEPPs communication techniques 
in the medical curriculum, and had experienced patient 
handovers as part of their clinical training.

During the interprofessional telephone consultation 
involving students from both disciplines, the physical ther
apy student was prompted to discuss the current care of the 
patient, conditions in the patient’s home and possible 
transport of the patient to a medical center. The physical 

Patient: Barbara Jones       Gender: Female             Age: 72 years old

Date of Birth: 05/25/1945                                      Patient ID: 1234567

History of present illness: Ms. Jones is a 72 year old female with history of insulin dependent 
type 2 diabetes and heart disease.  Ms. Jones has recently been admitted to the hospital (within 
the last two weeks) due to weakness and confusion.  She was prescribed insulin for control of her 
type 2 diabetes.  She was subsequently transported to the ED via EMS personnel 3 days ago.  
Neighbors had called 911 due to new onset confusion.  IV fluids were administered and first dose 
of antibiotic given.  Patient discharged home via cab with prescription for PO antibiotic. 

Past medical history: Type 2 diabetes insulin controlled, HTN, s/p non-Q wave MI, osteoporosis, 
osteoarthritis, diabetic retinopathy, dementia. 

Social History: Ms. Jones is recently widowed. Her husband died 2 months ago. She lives alone 
in a one-bedroom apartment in downtown Roanoke.  She does not drive and relies on neighbors 
for transportation.  Does not smoke or use alcohol.  Education level: 5th grade.

Family History: Unremarkable

Medications: Lantus FlexPen 10 units at the same time every day, NovoLog FlexPen 5 units with 
dinner (largest meal), Norvasc 5mg every day, HCTZ 25mg every day, Metformin 100 mg bid, 
Simvastatin 20 mg qhs, Meloxicam 15 mg qd, Baby Aspirin 81mg once a day, Tylenol 325mg four 
times a day as needed, Celebrex 200mg every day, MVI every day, Calcium 600mg twice a day, 
Vitamin D 50,000U once a week, stool softener as needed. Ciprofloxacin 250mg every 12 hours x 
10 days for infection.

Allergies: Erythromycin

Discharge Diagnosis: UTI

Current status:  Physical Therapy was initially consulted due to patient’s increased risk of falling.  
Therapist arrived at patient’s home for a follow up home health visit and noted a significant 
change in the patient’s mental status. She is unable to follow simple instructions and appears 
agitated.  She has removed all medications from her pillbox.  She is unable to accurately report if 
she has taken her medication for the day, including her insulin.  Ms. Jones complains of burning 
with urination and urinary frequency is noted. Vital signs are stable.

Figure 1 Case scenario, interprofessional telephone consultation simulation.
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therapy student had access to intake paperwork and all 
subsequent documentation from the patient’s chart. The 
medical students had had no prior involvement with the 
case scenario; they were provided access only to the 
patient’s last emergency room note. Medical students 
were told to expect a phone call regarding a patient and 
to be prepared to illicit information and provide appropri
ate advice, thus simulating what a typical first-year resi
dent physician might experience while being on call.

Due to time constraints, only one physical therapy stu
dent and one medical student participated in the telephone 
call; the remaining students observed the call. The conver
sation between the physical therapy student and the medical 
student occurred on speakerphone to allow all students in 
each group to listen to the conversation while it occurred. 
The observing medical students used the I-PASS mnemonic 
with an added ratings format to rate the performance of the 
medical student who participated in the phone call as the 
receiver of information; the observing physical therapy 
students completed a similar tool for the physical therapy 
student who conveyed the information during the call. 
I-PASS is a mnemonic for essential information to be pro
vided during the handoff process; I: Illness severity, P: 
Patient summary, A: Action items, S: Situation awareness 
and contingency planning, and S: Synthesis by receiver.12 

We adapted the I-PASS format to include a four point rating 
scale (0=never, 1=rarely, 2=sometimes, 3=always).

Each of the seven groups had two faculty members 
assigned to them, one on each campus, to assist with 
debriefing of the patient case and the consultation experi
ence. The debriefing involved each of the interprofessional 
groups wherein physical therapy and medical students 

reflected together on the communication performed during 
the exercise, and included completing the IPASS ratings 
forms. At the conclusion of this debriefing and a focus 
group interview, the conference call was completed. 
Students then had a further opportunity to debrief sepa
rately within their own professional groups.

Following the simulation and debriefing, focus group 
interviews occurred with each interprofessional group via 
conference call. An interview guide was utilized for each 
group consisting of open-ended questions regarding the 
students’ experience (Figure 2). A communication check
list of key information (Table 2) was completed following 
the scenario using the recorded telephone conversation.

Statistical Analysis
Frequencies were determined for the quantitative data 
from the IPASS Handoff Assessments and communica
tion checklist. Regarding our use of the I-PASS ratings 
tool, we noted that the ratings data from our students 
revealed that no one selected the “usually” scale point 
when rating their colleagues who participated in the 
phone call consultation. This may have occurred because 
only one patient was discussed during the consultation, 
thus rendering the “usually” scale point irrelevant. 
Therefore, when performing our analyses of the data 
from both ratings formats (ie, conveyor of the data and 
receiver of the data) we reported the results to reflect this 
modified scale as follows: 0=never, 1=rarely, 2=some
times, 3=always. In addition, we used Cohen’s Kappa 
to determine interrater agreement for the score provided 
for each of the behaviors within the seven groups. 
Qualitative data was analyzed using the phenomenology 

Table 1 Educational Objectives for Interprofessional Telephone Medicine Simulation

Objectives for Both Student 
Groups

Physical Therapy Student Objectives Medical Student Objectives

Demonstrate effective 

communication skills

Provide an accurate, concise medical history Elicit the patient’s medical history from the team 

member requesting a consultation

Elicit appropriate care needs of the 

patient

Clearly communicate the patient’s change in medical 

condition and concern for patient’s safety in the 

home setting

Recognize problems incurred by the care team 

in the patient’s home setting

Evaluate information received in 
a phone call from a healthcare 

colleague

Evaluate the appropriateness of recommendations 
provided by the physician

Formulate and/or coordinate a plan of care using 
information received during the telephone 

consultation

Impart informed decisions to the 

patient, caregivers and other health 

professionals
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approach. All interviews were recorded and transcribed 
by an independent transcriptionist to ensure accuracy. All 
transcribed interviews were then uploaded to NVivo to 
assist with coding. We used the constant comparative 
approach to analyze focus group transcripts. Primary 
coding was performed by the first author/primary inves
tigator. This was followed by secondary cycle coding to 
identify patterns and themes. Thick descriptions and nar
ratives of the study participants were provided to inform 
the themes. To ensure credibility of the themes, data also 
underwent analyst triangulation to avoid selective per
ception and illuminate blind spots in the interpretive 
analysis. All investigators reviewed the themes and 
transcripts.

Results
Students in five of the seven interprofessional groups demon
strated near perfect agreement on the IPASS assessment. 
Agreement between students was limited when communica
tion was not optimal during the simulation experience. These 
communication behaviors included presenting a patient sum
mary, defining an action list, situational awareness, and 
actively engaging the receiver. Item means and Kappa coef
ficients for interrater reliability within the IPASS assessment 
for each group is presented in Table 3.

The difficulty with communication of a thorough 
patient past medical history was also noted by two groups 
on the communication checklist; these groups did not note 
any past medical history outside of the current situation. 
Three groups did not discuss the presence of urinary 

symptoms. Four of the seven groups did not mention key 
medications on the patient’s medication list, including 
Lantus and NovoLog. In the simulated patient scenario, 
the patient could not recall taking her medications and her 
pill box had been emptied. Despite the limitations in 
communication, all of the seven consultation phone calls 
ended in the determination that the patient should be 
transferred to a medical facility for assessment.

In addition to the assessment of the communication skills 
observed during the scenario, focus group interviews were 
performed to explore the participants’ perspective of the 
experience. Two themes regarding communication were pre
sented during the interprofessional focus group interviews: 1) 
Clear communication to maintain patient safety and 2) 
Conveying the patient background. The students discussed 
the patient’s current situation and whether the needed med
ical assessment was presented well by the caller. However, 
the patient’s past medical history was not fully presented in 
some of the groups, limiting the ability of the medical student 
to make an informed recommendation to transfer the patient 
to a medical facility.

Clear Communication to Maintain Patient 
Safety
The medical students discussed the clarity of the concern 
brought forward by PT students. The change in the 
patient’s medical status was evident within the communi
cation. The conversation was summarized by one medical 
student in the following passage.

1. What was it like communica�ng with each other during the simula�on?

2. How did you feel about the effec�veness of communica�on between the two professions 
during the simula�on?

• Do you feel the other professional seemed engaged and used ac�ve listening skills?
• Do you feel the communica�on was performed in a respec�ul manner by both   

professionals?
• Was an accurate summary provided including the pa�ent’s medical background and 

change in medical condi�on?
• Did you perceive any miscommunica�on? If so, how was the informa�on clarified?
• What was effec�ve about the hand off?
• Do you feel any key informa�on was omi�ed from the conversa�on that would have 

assisted with decisions regarding pa�ent care?
• From your perspec�ve, what would have improved communica�on regarding the 

pa�ent’s presenta�on and plan of care?

3. What could be done to make the simula�on a be�er experience?

4. Is there anything else you would like to tell me about your experience?

Figure 2 Interview guide for debriefing.
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(I was told) She was recently discharged from the emer
gency department with the UTI. The PT was following up 
because she has an altered level of consciousness, as well 
as burning when peeing. We know the scene. We know 
she’s unconscious, well not unconscious but altered level 
of consciousness. 

It was also noted that the recommendation for the trans
portation of the patient to a medical facility was received 
as appropriate.

I don’t think anybody really disagreed with that assess
ment or recommendation. I mean she’s alone, is 
a recent widow, something could be going really 
wrong and being alone at home is not the place for 
her right now. 

Although it was felt the PT students consistently conveyed 
the situation, assessment, and recommendation in a clear 
manner, the optimal organization of the information for an 
efficient exchange was a discussion point.

Table 2 Communication Checklist

Communication Group 1 Group 2 Group 3 Group 4 Group 5 Group 6 Group 7

Identity of Caller (Physical Therapy in Home Health 
Environment)

Yes Yes Yes Yes Yes Yes Yes

Patient identity (Full Name and DOB) Yes Yes Yes Name 

Yes

Name 

Yes

Name 

Yes

Yes

DOB 

No

DOB 

No

DOB 

No

Current status-Reason for consultation

Confusion/Orientation/Agitation Yes Yes Yes Yes Yes Yes Yes

Burning with urination Yes Yes No No No Yes Yes

Urinary urgency No No No No No No No

Recent hospitalization Yes Yes Yes Yes Yes Yes No

Significant Comorbidities

Diabetes (insulin depend) Yes No Yes Yes Yes Yes No

History of MI No No Yes No No No No

HTN No No Yes No No No Yes

Dementia No No Yes No No Yes No

Medication list

Lantus Yes No No No No Yes Yes

NovoLog Yes No No No No Yes Yes

Norvasc Yes No No No No Yes No

HCTZ No No No No No Yes No

Metformin Yes No No No No Yes No

Simvastatin No No No No No Yes Yes

Meloxicam No No No No No Yes No

Baby aspirin Yes No No No Yes Yes No

Celebrex No No No No Yes Yes No

Tylenol Yes No No No Yes Yes No

Action determined Yes Yes Yes Yes Yes Yes Yes
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One of the things the PT did very well was making it 
crystal clear that there was a dramatic and unsatisfactory 
change in the patient. I wonder if for efficiency, if she 
could have led with that and the concern that she is not 
safe alone. And I wonder and I am thinking she needs 
further evaluation today to keep her safe. And that may 
have led to a more efficient exchange. 

Conveying the Patient Background
Similar to the results of the IPASS assessment performed 
by the students’ peers, the groups that had more difficulty 
with communication struggled to accurately convey the 
patient’s background. Determining the key information to 
communicate, compared to what could be accessed in the 
medical record, was difficult for some students.

I think I could have done a better job about providing that 
past medical history. I kind of jumped the gun, since 
I already knew it was the same doctor. So um guess 
I was just assuming, which I shouldn’t have, that you 
would be looking at the medical record. So I should 
have been a little more clear with that. 

As the physical therapy students and medical students 
reviewed the full patient history following the scenario, 
they began to recognize information that could have influ
enced the assessment of the patient.

Oh, her past medical history and recent admission to the 
emergency department. Right, any recent changes in med
ication. Because I see here that she was given Cipro at her 
last visit and depending on what medication she is put on, 
in the recent past, it can help explain the current condition. 

The medical students believed they had received the key 
information for the patient’s history within the conversa
tion and did not consider the need to request additional 
information regarding the patient’s medical history.

I don’t believe that (past medical history) was communicated, 
although the background of the current episode was, yes. But 
I don’t believe I elicited the past information. I didn’t ask 
questions about the past medical history and what not. 
I should have but I didn’t. I didn’t think to ask about it. 

Discussion
We implemented a novel simulation-based exercise invol
ving physical therapy students and medical students, in an 
attempt to address the need for enhanced interprofessional 
communication in a “real time” clinical setting. Our results 
show promise in terms of providing concrete opportunities 
for health professions students from two disciplines to Ta
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learn how to efficiently communicate with each other, in 
the context of a telephone-based patient care consultation. 
Students participating in the present study consistently 
noted the communication skills observed during the sce
nario and reflected upon the need for clear communication 
between providers during a patient handoff. The students 
observing the conversation successfully used the I-PASS 
ratings tool to guide their reflections on the handoff com
munication as it occurred and to structure constructive 
feedback to their colleagues. The students noted that peer 
observation, feedback, and reflection on performance rein
forced the need for an interprofessional culture that was 
respectful, trusting, and supportive. The majority of groups 
reported clear, concise communication with a collaborative 
determination for referral of the patient to a medical facil
ity for further assessment. They also emphasized patient 
safety and the need for efficient communication of infor
mation that would illustrate the urgency of action steps 
needed; this finding is consistent with literature cited 
previously.7

The groups that had difficulty with communication 
discussed the limited information provided about the 
patient’s medical history, which adversely impacted the 
medical students’ assessment. This is similar to research 
performed on primary care and specialty consultations. In 
one study, more than fifty percent of specialists reported 
that poor communication limited their ability to provide an 
adequate assessment and resultant care.13 Some of the PT 
students reported they were unsure of how much informa
tion to relate verbally, noting that the physician would 
have access to the patient’s medical record in the scenario. 
The difficulty of integration of the electronic medical 
record (EMR) into current healthcare practice has also 
been recognized.7 Although the physicians in this study 
had access to a comprehensive EMR system through an 
integrated health network, telephone consultations and 
verbal reporting of key patient data was still preferred in 
urgent and emergent situations. Similarly, the medical 
students in our study reported they preferred a verbal 
summary of the relevant past medical history versus 
reviewing the EMR in detail during the consultation.

Interestingly, one group (group 2) noted excellent com
munication on the IPASS assessments in spite of the fact 
that the patient’s medical history and medication list was 
not discussed at all during the telephone consultation. The 
clear communication of the patient’s current situation 
resulted in the students feeling an accurate assessment 
and determination of continued care could be performed, 

in spite of the absence of the exchange of key information. 
The omission of the patient’s medical history and medica
tion list was not deemed important to the PT or medical 
students in the group, given the urgency of the patient’s 
current status and the need for transport to a care setting 
where her needs could be met. This finding may reflect the 
fact that transport of a given patient to an emergency room 
setting is often the “default” choice made by health pro
fessionals who are uncertain as to a patient’s current status 
or prognosis.

Recommendations and Limitations
The introduction of interprofessional education within the 
curricula of health professions students has proven to be 
challenging for many reasons, not the least of which is the 
opportunity to provide specific, skill-based training on 
interprofessional communication in the clinical setting. 
The most commonly reported barrier to implementing 
interprofessional education opportunities such as the one 
described in our study has been the difficulty of getting the 
different professional groups together due to travel dis
tance or scheduling.14–16

Based on our experience, we recommend the use of 
a simulated telephone consultation between healthcare 
professionals as a viable method of conducting interpro
fessional education focused on the communication skills 
necessary for effective and efficient care of patients being 
seen in the community. Telephone consultation simulation 
as used in our study is authentic in terms of how health
care professionals interact, and our method of allowing 
students to practice these skills has the added benefit of 
addressing identified barriers by allowing students to 
remain on their respective campuses. This model may be 
effective for professional schools separated by geographi
cal distance that would nevertheless like to collaborate to 
provide interprofessional education activities. The method 
used in our study was, however, fairly labor intensive in 
that it required a commitment of approximately seven 
faculty members from each of the two participating pro
grams to facilitate the small group interactions and con
duct de-briefing of the experience. It also requires 
sufficient small group learning space and appropriate tele
phone systems to allow the group activities to take place 
simultaneously.

We also suggest that advanced preparation of faculty 
for such an experience is highly important. We accom
plished this preparation by conducting a 1-hour orientation 
and preparation session approximately one week prior to 
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the exercise; and also via the preparation of a detailed 
facilitator guide (available upon request) which included 
educational objectives, a step-by-step explanation of the 
order of events, detailed patient care scenario, forms used 
including instructions and related information. If the 
described approach to detailed planning and preparation 
of faculty is used, it is possible that the simulation-based 
exercise featured in our study could also be modified for 
use by students from other combinations of health profes
sions disciplines.

Important limitations to our study should be noted. 
This study was conducted with a single class of physical 
therapy and senior medical students at each institution; 
thus, our findings may not be generalizable to schools in 
other settings or to different categories of health profes
sions students.

Additionally, we acknowledge that the I-PASS handoff 
curriculum collection does not have a ratings instrument 
for participants. The students observing the telephone 
handoff in this study were provided the faculty observation 
tools for monitoring effective handoffs.17 The observation 
tools were utilized to promote increased engagement in the 
experience and provide guidance for participation in the 
discussion during debriefing. O’Regan et al theorized that 
directed observation, utilizing tools to increase attention 
and encourage reflective discussion during debriefing, 
would constitute vicarious learning within Badura’s social 
learning theory.18 By including observers in the debriefing 
process, the observers benefit from the reflection on the 
participants’ behaviors.18 Nevertheless, our adaptation of 
the I-PASS mnemonic to include a rating scale does not 
have established psychometric properties; thus, the valid
ity and reliability of this rating scale could be viewed as 
questionable. However, for the purposes of our study 
(which sought to determine whether the successful prac
tice of skills related interprofessional communication and 
consultation could be implemented via telephone and to 
provide feedback to student participants) scale reliability 
was not deemed consequential.

Conclusion
We successfully implemented a simulation-based tele
phone patient care consultation involving physical therapy 
and medical students across geographically separate cam
puses. Students appreciated the opportunity to practice 
these important skills and confirmed the importance of 
conveying specific patient information in an efficient man
ner. With adequate preparation of faculty and detailed 

construction of patient care scenarios featuring the need 
for interprofessional communication, other health profes
sions programs could implement this type of training for 
their students and thereby increase the effectiveness of 
interprofessional collaboration between future healthcare 
practitioners.
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