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Introduction: Competencies that integrate research findings and practice expertise are neces-
sary to maintain comprehensive evidence-based practice for allied health professions, such as 
social work. The context of modern multidisciplinary healthcare, especially in acute or emer-
gency settings, means that an individual clinician may only have a single session with a patient. 
Maximizing the benefit of single sessions requires advanced competence that extends beyond 
diagnostics and biomedical treatments to the impact of social systems on health outcomes; multi- 
level advocacy for reduction of existing health disparities and equity in access to health and 
mental health services; and “working knowledge” of non-pharmacological treatments.
Methods: This study employed a practice-based research methodology whereby health 
social workers group coded 32 simulation videos, drawn from an advanced social work 
practice course, to develop a practice-based competency framework that incorporates these 
advanced skills. Constructivist grounded theory was employed through a cyclical coding 
process of viewing video data, identifying and discussing skills and competencies, and 
summarizing/synthesizing the discussions for critical reflection.
Results: The resulting Clinician Group Coding Method utilized systematic and collaborative 
group coding of practice simulation videos by three clinicians and two researchers to identify 
relevant competencies for a single session. Emphasis was placed on the progressive phases of 
single-session patient interactions (eg, joining, working, ending), a practice format that 
frequently occurs in social work and other allied health professions. These phases include 
themes of preparing, agenda setting and refining, addressing context, providing education, 
planning the next steps, and encouraging success.
Discussion: The group coding process allowed for immediate discussions and clarifications, 
supporting the clinicians to synthesize their experiences toward shared understandings of 
“best practices” in single-session healthcare contexts. This approach facilitated the under-
standing of critical actions that allied health clinicians could undertake to improve single- 
session interactions. This practice-based competency framework may have significant utility 
for multidisciplinary healthcare education and practice.
Keywords: simulation, practice-based research, competence, allied health, group coding, 
education

Background
Effective practice from allied health clinicians (eg, social workers, psychologists, 
occupational therapists) in health and mental health settings necessitates the identi-
fication of practice competencies. Extant research on clinician competence has 
found that best practices include being cognizant, communicative, innovative, 
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introspective, holistic in incorporating information from 
multiple sources (eg, clinicians, patients, families), and 
evidence-driven.1–3 In this context, being evidence-driven 
ideally integrates knowledge from both rigorous empirical 
research and real-world, practice-based research (PBR), 
resulting in comprehensive evidence-based practice 
(EBP).4 EBP is an evolving concept in the health 
professions.5 It has been described as

The conscientious, explicit, and judicious use of current 
best evidence in making decisions about the care of indi-
vidual patients . . . integrating individual clinical expertise 
with the best available external clinical evidence from 
systematic research.6 

Conceptualization of EBP as an ongoing process incorpor-
ating research, clinicians’ expertise, and patients’ values 
has received support for its responsiveness to the realities 
of contemporary practice environments.5

EBP has significant knowledge to gain from PBR.5,7 PBR 
involves investigation grounded in actual practice (rather 
than solely in academia), resulting in research findings reflec-
tive of and useful to those practice environments. PBR also 
promotes collaborative networks and partnerships between 
allied health clinicians and researchers, facilitating a crucial 
shift in power and responsibilities in the research process that 
permits clinicians to generate and implement research emer-
ging from practice.5,7 PBR is proposed to provide practice- 
based solutions and improve services for patients and 
families.7 Both EBP and PBR are effective in informing 
education and practice competencies and are quite compati-
ble when used purposefully.5,7 The emphasis on integrating 
the realities of the practice environment, rigorous research, 
and quality education is focused on improving patients’ 
health and mental health outcomes.8 For example, balancing 
high patient volumes with patient needs in hospital acute and 
emergency departments can mean that multidisciplinary 
allied healthcare clinicians may only have a single session 
with a patient.

Competencies in Allied Healthcare
Allied health competencies are a set of knowledge, skills, 
attitudes, and values evident in professional behavior.9,10 

For example, the Canadian Centre on Substance Abuse 
(2007) defines competencies across disciplines as measur-
able specific knowledge and skills required to effectively 
perform a particular job function or role.11 Competence 
focuses on what clinicians or clinicians-in-training (ie, stu-
dents) are able to demonstrate in practice (ie, technical 

skills), as opposed to what they know (ie, academic 
knowledge).12 While competency-based education and 
training is embraced by some allied health disciplines, 
such as nursing and medicine, the incorporation into other 
allied health professions, such as social work13 has emerged 
more gradually. For some professions, “activities and stan-
dards of practice are easily defined, articulated and beha-
viourally measurable”.14 This is not always the case for 
social work, as “complex critical thinking [and] profes-
sional values and attitudes, which are essential in social 
work, are [oftentimes] difficult to measure”.14 As such, a 
framework for single-session practice competencies would 
be useful for social workers to further develop their skills 
and contributions to multidisciplinary teams. Experienced 
allied health clinicians are expected to further their profes-
sional competencies,2 many of which are shared across 
disciplines.15,16 Allied clinician activities in single sessions 
often include: conducting psychosocial assessments and 
interventions; providing supportive counseling for adjust-
ment to illness; promoting health; and providing resources 
and referrals.17–19 Maximizing the benefit of this single 
session also requires advanced competence that extends 
beyond diagnostics and biomedical treatments to the impact 
of social systems on health outcomes; multi-level advocacy 
for reduction of existing health disparities and equity in 
access to health and mental health services; and “working 
knowledge” of non-pharmacological treatments.17,18,20 

However, competencies for single session allied healthcare 
have not yet been empirically examined, and research on 
allied healthcare has primarily focused on team dynamics 
instead of direct practice with patients and their families.2,15

Simulation for Allied Health Education
Due to the increased focus in the health professions on 
competency-based training and the pressures of the mod-
ern medical environment, single-session competencies 
may be best assessed through clinician observation.8,21,22 

Recorded simulation (ie, recording of structured role-plays 
with trained actors as standardized patients) is a particu-
larly effective means of clinician observation. As an edu-
cation tool, it allows for both active (ie, in the moment) 
and reflective (ie, watching recordings) observation and 
assessment of a learner’s understanding of the material and 
practice competencies.10,23,24 Observing and assessing stu-
dents and clinicians while they are involved in simulated 
practice is the most authentic way of evaluating ability, 
including their proficiency in performing contextually 
applicable social work competencies.19,23,25 In social 
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work education, the use of “simulation scenarios” which 
imitate real-life professional/field experiences in the class-
room context for the purpose of teaching skills and com-
petencies, allow for controlled, systematic, and observable 
(often recorded) interactions between student social work-
ers and simulated patients in a low-risk setting. The format 
also allows for debriefing, where instructors and students 
provide feedback, and for student self-assessment and 
reflection.9,12

Simulation should be integrated into educational and 
practice contexts in which competency frameworks are 
being employed, to ensure the effectiveness of such learn-
ing opportunities. Simulation scenarios need to be aligned 
with measurable educational outcomes evaluating student 
performance, including the proficient utilization of key 
competencies in practice.9,12 Extant research using simula-
tion to observe clinical practice has identified a variety of 
general practice competencies, including meaning, dura-
tion of contact, observer perspective, feedback, personal 
style, use of self, translation of practice to theory, and 
technique.26,27 However, an observational study of simula-
tion to develop competencies for single session allied 
healthcare has not been conducted. Therefore, the purpose 
of this study was to develop a description of generalized 
practice competencies for single session allied healthcare 
through an innovative methodology consisting of group 
coding of simulation video by field-based expert clini-
cians. While this study focused on social work, overlap-
ping activities in allied health mean that its framework 
may be applicable to other clinical professions. Thus, 
this paper aims to describe: (1) a framework for methodo-
logically rigorous practice-based group coding of simula-
tion video, (2) a collaborative PBR research model 
bringing together healthcare clinicians and academics, 
and (3) emergent practice competencies for single-session 
patient interaction scenarios.

Coding Video Simulation Data to Identify 
Competencies
The use of video data has increased in recent decades in 
numerous disciplines. It is employed in qualitative ana-
lyses for many purposes, such as generating narratives, 
recording interactions, and capturing practices. 
Approaches to coding video data are varied, including 
developing coding frameworks inductively through close 
analysis of the data.28 Video facilitates experimental ana-
lyses as well as the involvement of multiple parties (eg, 

researchers, learners) in a “community of inquiry by using 
tools for shared commentary”.28 Video has been used 
previously when implementing simulation scenarios for 
research and educational purposes, including in analysis 
of simulation scenarios and debriefings.29,30 Grounded 
theory (GT) may be the ideal method of coding video 
simulation data. An inductive form of qualitative analysis, 
GT is a flexible yet simultaneously focused and systematic 
set of principles and guidelines for reciprocal data collec-
tion and analysis, which generates a theory of a particular 
phenomenon rooted in the data.31,32 Despite these innova-
tive approaches, a paucity of research uses GT analysis of 
video data for group coding and utilizes PBR with expert 
allied health clinicians to develop practice competencies.

Methods
This study used video data from a simulation scenario 
implemented in multiple iterations of a Master of Social 
Work (MSW) health practice course at the University of 
Toronto in Ontario, Canada. The scenario was comprised 
of a multi-generational family (played by three paid 
actors) being interviewed for the first time by a social 
worker in a hospital setting following the diagnosis of 
Adolescent Type 2 Diabetes. The development and imple-
mentation of the simulation scenario are fully described 
elsewhere.12 During the simulation scenario, several stu-
dents (all second-year or advanced-standing MSW stu-
dents) took on the role of the allied health clinician. In 
addition to the instructor and other students in the course, 
an experienced clinician was present to provide students 
with feedback. The students were able to pause at any time 
and seek feedback and suggestions from the expert clin-
ician or their peers. This ongoing debriefing process was 
also video recorded.

The video data of these simulation scenarios comprised 
approximately 10 hours of 32 simulations (each 18–20 
minutes in length), and were used as secondary data to 
determine competencies for an allied health single session. 
This was accomplished by a coding team of: (1) three 
clinicians (none of whom were the clinician present during 
the simulations) and (2) two academics. The coding team 
collectively reviewed and analyzed parts of the video 
recordings in a series of data coding meetings. Three 
meetings, each approximately 3 hours in duration, were 
held. This group coding approach is unique, allowing for 
the combination of expert clinicians and experienced 
researchers/educators to generate an eventual theory 
about the multiple dimensions of competence in single 
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session allied healthcare to guide the integration of teach-
ing and simulation.

Recruitment and Inclusion Criteria
The academics were the study’s principal investigator and 
the research coordinator. The clinicians were recruited 
through a flyer distributed through the principal investiga-
tor’s network of health social workers and the social work 
supervisors list managed by the school of social work that 
hosted this study. Clinicians were required to: (1) have a 
Bachelor and/or Master of Social Work degree; (2) be 
currently working in a direct practice healthcare role; (3) 
have a range of practice experience (more than two direct 
practice jobs in health settings); (4) have worked at least 5 
years in the field; and (5) have expressed interest in parti-
cipation in the development of competencies. The clini-
cians were asked to volunteer their time. This study was 
approved by the University of Toronto’s Health Science 
Research Ethics Board (Protocol ID# 30419). The actors 
and students who participated in the recorded simulation 
scenarios, as well as the clinicians who participated in the 

analysis, complied with written informed consent 
procedures.

Procedure
Analysis by the coding team occurred over 4 months in 
2015. Video analysis employing a grounded theory (GT) 
approach was chosen for this study due to its potential for 
an in-depth analysis, which can be achieved through multi-
ple viewings compared to a live simulation.28 The 
Clinician Group Coding Method (Figure 1) was developed 
by the Coding Team to effectively manage the robust 
amount of video data and followed a specific sequence. 
To facilitate clinician engagement within a limited time-
frame, the first two authors reviewed the video and identi-
fied the least useful sections (eg, set-up, not following 
directions), which were not shown to the coding team. 
The simulation scenario videos were played on a large 
screen for the coding team in increments of approximately 
5 min. Before the videos were played, the coding team was 
instructed to code for the underpinning skills and beha-
viours that constitute a competency or to identify a 

Figure 1 Clinician group coding method.
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competency directly via the following steps. Step one: 
During viewing, the coding team was encouraged to 
write individual notes. These notes formed the initial inde-
pendent codes and were retained following each coding 
session as an additional data source. Step two: After each 
five-minute increment, the initial individual codes arising 
from the simulation content viewed were discussed by the 
group, concentrating first on practice skills utilized (or not 
utilized) by the students, as well as relevant tasks com-
pleted (or not completed). Each code was discussed, with 
discussion in most instances leading to an agreement— 
though wording in initial note-taking frequently varied 
slightly. When disagreements and coding discrepancies 
arose, these were resolved through focused discussions 
for intercoder agreement. Step three: After the initial 
codes were determined and discussed, meeting content 
subsequently focused on the development of a theoretical 
structure about the integration of those skills into a com-
petency framework for single session allied healthcare. As 
the meetings progressed, these codes were organized into 
competencies of joining, working, and ending, described 
in more detail below.

These discussions continued over the three meetings 
until all the selected simulation vignettes were viewed at 
least once (with several viewed multiple times). 
Discussions were facilitated by the first author, with the 
second author assisting in facilitation and observation 
(including note-taking). Researchers and practitioners all 
participated in the coding team meetings by coding the 
simulation content and discussing their findings with 
regards to the emerging framework. During these coding 
discussions, the researchers intentionally prompted initial 
discussions, but encouraged the practitioners to lead the 
discussion and draw on their extensive practice histories. 
The initial codes suggested by practitioners then provided 
fodder for thoughtful group discussion. Researchers 
would subsequently suggest their codes, particularly if 
they had not been brought up by the practitioners. 
Meetings were audio-recorded and transcribed so the 
discussion could be synthesized and discussed at subse-
quent meetings.

Results
A thematic framework was generated in which the 
emergent key competencies of allied healthcare practice 
in a single session were identified and organized primar-
ily into the three overlapping phases of a clinical con-
sultation: (1) joining; (2) working; and (3) ending.33 See 

Table 1 for the full Thematic Competency Framework. 
The joining phase represents the initial clinical contact 
with the patient (and often the family as well). The 
competency themes identified as primarily taking place 
during the joining phase were (1) preparation, introduc-
tion and purpose of meeting; and (2) setting the agenda. 
Codes related to these competency themes included 
health literacy, acknowledge new situation, clarify clin-
ician’s role, and explore patient(s) goals and reasons for 
being there. The working phase represents the middle 
part of clinical contact with the patient where the clin-
ician is building therapeutic rapport, deepening the rela-
tionship, and supporting the patient and family unit 
forward with an eye toward discharge or follow-up 
planning. The competency themes identified as primarily 
occurring during the working phase were: (1) refining 
and carrying out the agenda; (2) addressing context and 
dynamics; and (3) providing education. Codes related to 
these themes included keeping a focus on the patient (in 
context), conversation with a purpose (stay on track), 
apply an appropriate approach for context, acknowledge 
the clinician’s role within the larger team, provide rele-
vant information, and solicit and respond to patient 
concerns. The ending phase represents the final part of 
clinical contact with the patient, where the clinician is 
ending the clinical relationship for planning and next 
steps, such as discharge with a goal and a post-discharge 
plan. The competency themes identified as most relevant 
for the ending phase were: (1) planning next steps; and 
(2) encouraging success. Codes related to these themes 
included summarize a plan, build towards a positive 
outcome, reinforce common goals (eg, patient’s health), 
and make issues seem manageable. There was a final 
category of ongoing competency themes which were 
relevant across the three phases of the clinical consulta-
tion: (1) use of self; and (2) social work scope.

The competency themes identified throughout the pro-
cess of analysis represent key indicators of competence 
(ie, key tasks and skills) necessary for allied healthcare 
practice in single-session patient interactions. Nine com-
petency themes were generated in all, two for joining, 
three for working, two for ending, and two for ongoing 
work. The thematic competency framework is presented in 
Table 1. The framework outlines: (1) the phases of con-
sultation, (2) the themes identified throughout the analysis, 
(3) the codes generated (ie, skills and tasks identified), and 
(4) sample quotes from the group analysis. Importantly, 
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Table 1 Thematic Framework of Competencies in Single-Session Healthcare

Phases Competency Codes (Skills and Tasks) Sample Quotes from Group Coding Sessions

Joining Preparation, 

introduction, and 

purpose of 

meeting

Know the case and details before meeting; physical set-up of room; health 

literacy; inclusion and language use; proximity and body language of 

individuals involved; observe family dynamics; acknowledge new situation, 

potential challenges; start with patient (engage youth; establish 

relationship; build rapport); encourage coming together for common goal

In terms of body language . . . we always talk about bringing in a 

chair and make sure you are at the patient’s level rather than 

standing over and talking over because it implies power over . . . in 

an ambulatory setting it’s very different 

[patients] want to know why you are there and what your role is 

specifically. 

The clinician [should] start from the general to move down to the 

specific, like [start with] a general statement around the diagnosis.

Setting the agenda Explore understanding issues and purpose of meeting; clarify clinician’s 

role; explore patient(s) goals and reasons for being there; balance 

between agenda setting and observation; be aware of and address 

underlying tension

If we think methodically around the process, if there was some 

introduction describing [the clinician’s] role and then saying, “I want 

to set the agenda together to see what we are going to talk about 

today and I want to know what’s important to you so we can talk 

together.” 

That delicate balance that you are talking about is hard for students, 

and for a lot of clinicians, about where [the patient] is setting the 

agenda where I am supposed to set the agenda. 

It’s speaking to the conflict and speaking to what you are seeing; 

[not] allowing that to continue to overwhelm a meeting where the 

goal and objective is . . . about health and instruction and new 

diagnosis – I just speak to the tension.

Working Refining and 

carrying out the 

agenda

Setting ground rules; keep focus on patient (in context); bridge 

expectation gap (patient expectations vs situational realities); 

conversation with a purpose (stay on track); help identify and redirect to 

common goal; time management vs ensuring patients return; rephrase/ 

reframe; probe into underlying tensions and emotions

I say that all the time with families who present already to staff with 

a little tension and conflict. “We are not going to be speaking over 

each other. One person speaks at a time.” There is formalization of 

how the communication is going to occur, which you recognize 

based on some small details. 

There has been no direct discussion with the youth around how 

she feels . . . her body language seems disconnected from everything 

going on. Perhaps bringing that up and acknowledging . . . [giving 

her] a chance to discuss how she’s feeling around being there today 

and engaging in this process. 

The bridging/balancing patient versus clinician needs, expectations 

and goals is part of moving through the agenda as the exploration of 

what are we here to achieve today and what am I hoping to support 

you with. A lot of students thinking about their own goals that they 

miss a whole big part of it . . . if we position it with a patient and 

their family that you are a partner in this process and how can we 

activate [the patient]to be a partner for her health management? 

A lot of professionals have difficultly in engaging in conversations 

with a purpose with patients and that’s often the challenge is how 

do you bring people back. How do you navigate this conflict that’s 

happening to this multigenerational health issue? How do you 

bridge that? We are here for [the patient], but look . . . We have 

these two key people in her life here as well.

Addressing the 

context and 

dynamics

Appropriate approach for context; acknowledge power dynamics; cultural 

awareness; tune in to patient/family; acknowledge concerns; validate 

diagnosis as a family issue; recognize impact of diagnosis; focus on and 

reinforce strengths; identify expectations in healthcare; acknowledge 

clinician role in larger team

It’s important for the mother to know that . . . [the teen patient’s 

experience of] diabetes does not have to replicate . . . the 

grandmother’s diabetes. It is important to ask what does the 

disease mean to you? 

Allowing the process to unfold, initially observing some of the 

dynamics [means] you have a lot of good information . . . it’s not a 

reflection about the clinician [that the family’s arguing], it’s about 

what the family need to discuss or demonstrate for you to 

understand the context of their lives better. 

The clinician is not solely responsible for [the patient’s] care or 

information and education to the family, and I think telling patients 

who the team is and is important . . . She said “the diabetic team” or 

something about team [that’s important].

(Continued)

Craig et al                                                                                                                                                            Dovepress

submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    

DovePress                                                                                                                                       

Journal of Multidisciplinary Healthcare 2020:13 1138

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


many themes overlapped and are expected to play out 
across multiple phases of the clinical consultation.

Discussion
The process of developing standards for education and 
training in allied healthcare may be as critical as the actual 
standards that are the outcome of that process.8,34 This 

study illustrates the power of PBR to generate competen-
cies for single session allied healthcare practice, which are 
grounded in the realities of practice environments and 
single-session patient interactions. This study also adds 
to the conceptualization of EBP, as the innovative 
Clinician Group Coding Method (Figure 1) incorporated 
elements of both rigorous empirical research and expert 

Table 1 (Continued). 

Phases Competency Codes (Skills and Tasks) Sample Quotes from Group Coding Sessions

Providing 

education

Provide relevant information; enhance patient/family understanding; solicit 

and respond to patient concerns; support autonomy; generate plan

I am hearing about all this food business and diabetes, and there is 

also a piece around self autonomy and deciding what you want to 

do with your body and understanding the risks and benefits of 

whatever is being proposed. 

When I think of psychosocial education, I think of [talking] about in 

general terms what the impact of this diagnosis would be on a 

family, how it might affect relationships, normalization of some of 

the tensions, normalizations of the grief that might come up, that’s 

more psychosocial education. Also, related to developmental stage, 

what you might expect from a 16 year old given this new diagnosis 

in the context of family relationships being an adolescent, in the 

context of peers at school. 

“Let’s talk about diabetes in general. You may have a different 

understanding.” I think the sequence is important but if you hear 

one of the family members saying something, that’s when you 

capitalize on the opportunity to interject, to provide clarity, to 

provide education.

Ending Planning and next 

steps

Summarize plan; provide resources; build towards positive outcome; 

ensure understanding

Encourage hope because I think they are very sad, grief stricken 

about this. Very monumental and that’s normal. There is also an 

opportunity to try and instill and promote some hope that lots of 

people do live with diabetes and a lot of people do not get 

complications. That educational piece. 

There was no what’s the next step and even worse the family said, 

“I am not clear on the plan.”

Encouraging 

success

Provide direction; acknowledge family’s strengths; reinforce common goal 

(patient’s health); make issue seem manageable

She was acknowledging and validating, especially of the mom and 

the grandma and some of the stresses. The strengths she talked 

about what I mentioned before, they are two mothers and they 

both care for her and they want her to be healthy. The patient, not 

as much in my opinion. 

[The clinician] said, “You are lucky to have these lucky ladies with 

you and supporting you.” She reinforced the strength and maybe 

support of the family

Ongoing Use of self Clinician self-awareness and self-reflexivity; stay present; critical thinking; 

implicate self; work collaboratively

With a lot of students that they live so much in their head thinking 

up what they have to accomplish in this situation that they miss 

what’s happening, the observation piece. 

There is a preparation skill set that needs to be incorporated into 

self-reflection. The clinician needs to get into a mindset: “What am 

I going in to do? What’s going to be my approach? Do I know this 

family? Do I know this patient? What’s the context? What are the 

key areas and the key questions that I want to address in this 

interview?” It’s that self-reflective piece that hopefully they practice 

in the field.

Scope of practice Boundaries; degree (msw, msc); multiple theoretical perspectives; 

scope of care (role of profession in context); continuum of care

People do need to push themselves in a healthcare environment. It’s 

not easy. You need to be on the ball. You only have a certain 

amount of time . . . just get in there and do what you need to do. 

We are the specialists in addressing psychosocial stressors around 

disease.
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clinician knowledge in a focused approach that linked the 
resulting framework of competencies to the realities of 
contemporary service provision.5 The competencies iden-
tified and the framework developed have significant poten-
tial utility for ensuring that allied health students and 
emerging clinicians are adequately prepared to contend 
with the actualities of healthcare practice.

Implications for Allied Health Research
The Clinician Group Coding Method is a notable research 
innovation developed through this study, which has sig-
nificant potential for application to research for other allied 
health practice formats, such as interdisciplinary care 
meetings with patients, as well as a limitless variety of 
allied health and discipline-specific research projects into 
practice competencies. The methodological approach of 
employing practicing clinicians for collaborative group 
coding of video recordings of practice scenarios to identify 
relevant competencies may be applicable to projects that 
seek to identify critical skills in a particular practice set-
ting through the “clinician lens.”

The Clinician Group Coding Method also has several 
additional strengths. For example, the utilization of the 
simulation videos in this study allowed the clinicians to 
precisely identify competencies more immediately and 
objectively instead of attempting to recall previous prac-
tice experiences and observations of students. The colla-
borative nature of the coding process which allowed for 
immediate discussions and clarifications and also encour-
aged the clinicians to extend their own professional per-
spectives toward shared understandings of “best practices” 
in single-session healthcare. This approach encouraged 
understanding of critical decisions and actions (eg, clinical 
pathways) that students training for an allied health pro-
fession should undertake during single-session 
interactions.23 The collaborative nature also encouraged a 
deliberate, abbreviated “community of practice”35 wherein 
the cooperative learning and knowledge sharing that took 
place were of benefit to all parties. Exchanges were not 
simply clinician-to-researcher; mutual sharing of knowl-
edge and expertise was encouraged regardless of indivi-
duals’ roles on the coding team.

This group coding process of simulation video data by 
researchers and clinicians may be applicable to further 
research that seeks to derive and/or refine competencies 
in other areas of healthcare. As this study generated 
descriptive language of competencies for single session 
allied healthcare from the experience of a small number 

of social workers, further validation of the themes pre-
sented here could be accomplished via group coding of 
simulation video data of a single session from the perspec-
tive of other allied health professions. Comparing such 
findings between fields and practice contexts could result 
in a more robust framework of competencies.

Implications for Allied Health Education
Advanced and specific clinical practice competencies, 
such as the single-session focus in this article, can be 
used to guide education programs to assess student com-
petencies as well as adherence to accreditation standards in 
allied health disciplines.12,21,36 Given the increasing 
importance of coordinated and collaborative care across 
health disciplines, a multidisciplinary approach that high-
lights identified common skills, such as those described in 
this study, to the delivery of allied health services for 
individual patients and specific populations is warranted.37 

Further, the inclusion of data culled from simulation-based 
learning strategies can contribute to the development of 
student competence given the widespread integration of 
these educational approaches in many multidisciplinary 
team settings. Such initiatives have facilitated integration 
of diverse curricula and competencies (eg, communication 
skills, decision-making, complex emergency response) 
into health education.9,38 This study adds to the existing 
research and practice guidance on allied health competen-
cies by focusing specifically on health practice environ-
ments and single-session practice.

The thematic framework emerging from this study of 
the critical competencies required for a single session in 
health social work further develops the research on single- 
session practice by articulating the important skills to be 
employed during the three progressive phases of joining, 
working, and ending. Based on the 32 simulation videos 
analyzed, the coding team’s decades of health practice 
experience, and extant literature on single-session 
healthcare,18,39 these findings may be typical of compe-
tencies required for single-session healthcare. Prior 
research found that single-session practice may be consid-
ered the pinnacle of clinical expertise and skill because of 
the rapidity of engagement and information transfer 
required.39 In such clinical interactions, the clinician 
needs to incorporate assessment, case management, and/ 
or treatment into the single session. Patients have recalled 
that the key skills of single-session healthcare included 
confidence, empathy, and knowledge18 which were also 
reflected in the themes in the “ongoing” category of the 
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thematic competency framework developed in this study: 
(1) use of self; and (2) scope of practice. Given the 
recommendation that single-session practice needs further 
exploration and legitimation in allied health,39 research 
should explore the development of an evaluative tool 
focused on the competencies of single-session practice in 
allied health that could be utilized to train students in 
interprofessional health education.

Limitations
While based on a real-life practice scenario,12 the simula-
tion videos were drawn from one advanced practice in 
health course in a social work program. This limits the 
applicability of the findings. However, the findings align 
with emerging research in allied healthcare,18,39 suggest-
ing that further testing of the framework may validate its 
findings across contexts and settings. Variability may exist 
related to the quality of instruction and preparation for the 
simulation scenario, the level of student anxiety and moti-
vation, and the actors’ performance. There is a risk of 
confirmation bias as the clinicians on the coding team 
were recruited through the principal investigator and uni-
versity network. However, the principal investigator had 
only met one of the expert clinician coders prior to study 
participation. Further, the clinician coders did not know 
one another, nor did they know the simulation participants 
or actors. The clinicians on the coding team, albeit very 
experienced professionals, particularly represented social 
work and thus cannot be considered representative of all 
allied health professions.

Conclusion
The single-session competency themes that emerged from 
the PBR group coding method utilized during this study 
are rooted in contemporary healthcare practice, including 
the phases of joining, working and ending. The simula-
tions were deemed by the expert clinicians to be an accu-
rate depiction of a single-session clinical consultation, and 
the recordings provided a tangible method of identifying 
and understanding the importance of critical skills and 
competencies. The results of this study provide guidance 
to clinicians and students working in allied health settings 
and utilizing single-session clinical interactions.
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