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A B S T R A C T

Objective: To investigate residents' experiences recording and receiving feedback on a challenging video of a
patient encounter. Methods: We used a qualitative design with first year residents who took part in a mandatory
communication skills course in which all participants were asked to bring a challenging video of a patient
encounter. The methods consisted of brief reflection texts and focus groups related to their perspectives on the
use of challenging videos. Results: 106 residents wrote brief reflection texts, and 13 residents participated in four
focus groups. Residents mainly expressed positive experiences with the challenging video exercise. Residents
reported that the pressure to perform was felt to be less than on previous teaching sessions because the focus was
on choosing an encounter which was less than perfect. They also reported that they appreciated the opportunity
to see that other doctors were not performing optimally. Conclusion: The use of challenging videos as a teaching
method for communication skills was experienced as encouraging by residents and facilitated enhanced learning.
Innovation: We recommend adding more focus on challenging situations in video review. This could support
learning by providing what our participants found to be a less daunting learning environment.

1. Introduction

Video-recording patient encounters for educational purposes (i.e.
video review) has been used in medical education since the 1960s [1,2].
It is well-established that it is an effective method for teaching and
improving health communication skills [3-6] and is sometimes referred
to as “the gold standard of communication teaching” [4]. The effec-
tiveness of video review is related to the advantages it provides
compared to e.g. role play. It enables the learner to look at themselves
“from the outside” [3], enabling reflection based on self-observation [7],
and it provides opportunities to get feedback on communication with
real patients. Furthermore, performance can be reviewed several times
and thus various aspects of communicative performance can be assessed
such as what was said (content), and how it was said (tone and non-
verbal communication). However, video review has also been associ-
ated with disadvantages such as anxiety, apprehension [8-10] or worries
that patients feel uncomfortable during the video-recorded encounter
[11].

Research into video review as a communication skills learning
method has investigated various approaches to the method, e.g. using

simulated patients [12,13], using real patients [14], or standardised
patients [15] using self-feedback [16], peer feedback [10] and teacher/
expert feedback [7]. Despite the long tradition of using video review and
the consensus that it is an effective tool for communication skills
training, little knowledge is available on what learners are supposed to
video-record. For summative assessments, there is an implicit assump-
tion that learners will bring a video of their most successful encounter.
However, little is known about whether such a high-performance video
provides the best learning opportunities for communication skills
teaching. There is no evidence available about video review of chal-
lenging encounters. We sought to answer the following research ques-
tion: how do residents experience recording, showing and receiving
feedback on a challenging video? The study will provide new knowledge
on how to best use video review in medical communication skills
curricula.
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2. Materials and methods

2.1. Setting

In Denmark, all first-year residents1 (approximately 1000 a year)
must attend a mandatory three-day communication skills course that
focuses on doctor-patient communication. In Central Denmark Region,
which is the context of this study, 300 residents attend the course every
year. For more information on the course, see Appendix 1 and Møller
et al. 2022 [17]. Fifteen residents participate in each course. When
attending the course, they are in the second part of their first-year res-
idency (foundation year) and have worked as doctors for approximately
6–10 months. Most (80%) are undertaking a six months' placement in
general practice, 10% are working in psychiatry, and the last 10% are
internal medicine residents. The course consists of two consecutive days
followed by a third day after a 3–4 week interval. As part of their
preparation for day three, learners are asked to record and bring a video
in which they felt challenged in relation to the communication with a
patient. Learners are instructed to record as many videos as possible in
order to increase the chances of getting a challenging one as this cannot
necessarily be predicted. Written consent must be obtained from all
recorded patients. On day three, videos are presented, and peer feedback
is facilitated in groups of five. Feedback is facilitated by a trained
facilitator.

2.2. Design and data

We used a two-part qualitative design. A qualitative approach was
chosen to elicit the subjective experiences with challenging videos. In
part one, shortly after showing and receiving feedback on their video,
we asked residents to write short reflection texts with their perspectives
on video review in general, and on recording, showing, watching and
getting feedback on a challenging video. All residents were invited to
take part in the second part, which we conducted using online focus
groups (over Zoom). Such virtual formats are described as effective for
gathering individuals from different geographical locations [18], are
easy to use, and provide opportunities for a more relaxed atmosphere
leading to deeper content [19,20].

Both in the short reflection texts and in the focus group interviews,
residents were asked to give their perspectives on video review in gen-
eral, on bringing and showing a challenging video and on the difference
between a high-performance and a challenging video in relation to
learning communication skills. The reflection exercise contained open
questions, but also asked the residents to respond to a quantitative item
by asking which type of video learners preferred in relation to learning.
The focus group method allowed for an elicitation of perspectives in a
less controlled way and encouraged participants to react to each others'
views, thereby making information available that might otherwise have
remained unarticulated [21]. The focus groups followed the funnel
model [22], starting with open questions to encourage participants to
speak from their own experiences, followed by more specific questions.

2.3. Data analysis

Our research utilized a constructivist approach to explore residents'
experiences. This approach acknowledges that meanings, experiences,
and interpretations are collaboratively constructed among participants,
interviewers, and the research team [23]. With this in mind, we found
that reflexive thematic analysis was suitable [24]. See Table 1 for an
overview.

3. Results

We received brief reflection texts from 106 participants. Except for
two, all found video review a useful and powerful method for learning
communication skills, yet many described it as challenging, disturbing
and daunting. When specifically asked about their preference, a majority
(91), preferred a challenging video and reported that choosing a chal-
lenging video facilitated enhanced learning and led to less anxiety. Five
participants reported that using both best performance and challenging
videos provided good learning opportunities. Six had not tried video
recording before and therefore could not compare. Three answered that
they did not know, and one preferred best performance. These findings
were explored in the focus groups.

We conducted four focus group interviews with four male and nine
female residents (See Table 2). We deemed four focus groups to be
sufficient as we reached data saturation i.e. no new themes appeared
[25].

Most participants had previous experience with video-recording
patient conversations in their pre-graduate training, especially in rela-
tion to final exams. In such situations, they would aim to bring a ‘high-
performance’ video, i.e. where they performed well both diagnostically
and communication skills wise.

They expressed an ambivalence about video recording and feedback
on a patient encounter. On the one hand, they felt in a vulnerable po-
sition, characterized by nervousness, anxiety and a sense of unpleasant
exposure to their colleagues, fearing to be caught ‘prescribing the wrong

Table 1
Overview of the data analysis.

Step Process of the study

1. Data familiarization The first and third authors read the reflection texts and
the focus group transcripts and considered initial
patterns to obtain a sense of the residents' experiences.

2. Systematic data coding The first and third authors individually coded the
material and compared codes. We went back and forth
between the focus group transcripts and the reflection
texts.

3. Generating initial themes The first and third authors conducted a more in-depth
analysis of developing patterns in the focus groups and
defined themes.

4. Developing and reviewing
themes

The first and third authors reviewed the themes
discussing any ambiguities.

5. Refining, defining and
naming themes

The first and third authors defined and described the
final themes, relating the analysis to the study
objective. In this phase, we combined the analysis with
a quantitative component by counting the number of
participants who in their reflections stated whether
they preferred the video review using e.g. challenging
or high performance.

6. Writing the report The first and third authors wrote the analysis and this
was reviewed and commented by the second author.
Then the first and third authors wrote the final
analysis.

Table 2
Focus group participants.

Focus group Pseudonym Gender Current department

A FGA:1 Female General practice
FGA:2 Female General practice
FGA:3 Male General practice
FGA:4 Male Psychiatry

B FGB:1 Female General practice
FGB:2 Male General practice
FGB:3 Female General practice

C FGC:1 Female General practice
FGC:2 Female General practice

D FGD:1 Female General practice
FGD:2 Female General practice
FGD:3 Female General practice
FGD:4 Male General practice

1 In the Danish post-graduate medical education system, the first year after
graduating from medical school consists of two periods of six months training;
one at a hospital department and one in general practice/psychiatry. After this,
they choose a specialty and continue their training.
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treatment’ or being exposed as a ‘bad communicator’. On the other
hand, they reported an overwhelming sense of learning from the videos,
especially because video review provided the opportunity to ‘see oneself
from the outside’, noticing ‘one's non-verbal behaviors’ and ‘uncon-
scious bad habits’ and somehow gave a picture of one's clinical reality,
which roleplay would not allow for. This was evident in the following
quote:

So it wasn't something I was looking forward to, recording that video,
or showing it or anything, but I also think, as the others are saying,
you know very well that there is so much learning in it […] it's also
interesting to see examples from real life. Yes, more than roleplaying
(FGA: 2).

Many said that despite it being unpleasant to video review in the
beginning, they overcame this and got used to it. In addition, their
under-graduate experiences with video-based methods had helped them
to feel more comfortable about it. A major challenge which remained
was the practical issue about asking patients' permission and fitting this
extra task into their busy clinical setting.

3.1. Bringing ‘the worst video’

When asked specifically about their perspectives on and experiences
with bringing a challenging video, the aforementioned ambivalence was
still observed; however, it took a different form. Vulnerability still
existed, but seemed to decrease, and simultaneously, the perceived
learning outcomes were experienced to become more ‘in depth’ and
‘meaningful’. Four themes were seen which shed light on these dy-
namics, namely 1) meaningful feedback, 2) individual vulnerability, 3)
sharing vulnerability with peers, 4) structure and safety.

3.1.1. Meaningful feedback
Bringing a challenging video created learning opportunities, which

the residents valued. Several dimensions were mentioned, such as, 1)
self-assessment and the ability to ‘see oneself from the outside’, 2)
concrete feedback tailored to individual needs, 3) feedback from others,
4) learning from other colleagues' challenging encounters, 5) becoming
aware of the effective communication skills in the challenging
encounter.

The self-assessment aspect of ‘seeing oneself from the outside’ in a
challenging patient encounter was recurrently emphasized as valuable,
especially because one could become aware of bad habits or unconscious
ineffective behaviors. The opportunity to see discrepancies between
one's intended and actual communication enabled the learner to correct
and change behavior as is for example expressed by this resident:

I learned when I watched my video that I tend to stare at the com-
puter screen. When they [patients] said something they had been
examined for previously, or something like “well I was here last year
with something similar”, then I reflexively start looking into the
screen. And I have started to say that out loud: “I'm just trying to find,
uh, what we talked about” so they don't think I'm zoning out. And
then I've started to ask more questions about, “what are you really
worried about this could be”. So try to do some of the things that I
could see I wasn't doing. So I've become aware of what I didn't do.
Erm, at the same time, I got some nice comments about what I was
actually doing well (FGB:3).

Becoming aware of one's own blind spots, thus enabled the residents
to correct what they found to be dysfunctional in the encounters. For a
few residents, the self-assessment was perceived as the most important
part of the learning process.

The residents valued that the feedback they received related to their
specific needs and found it to be more in depth and meaningful because
it dealt with their individual challenges, as opposed to learning from
seeing effective behaviors. Some reported that the instruction had made

them reflect more on what they actually found challenging and this led
to enhanced self-reflection. Furthermore, they reported that a focus on
what they struggled with was rewarding because they often would not
be able to figure out alternative and more effective communicative
strategies themselves:

I think that what you do well, you can also feel it gradually, that it
works really well. But where you get into trouble is when things go
awry or when you don't know how to get the message delivered
properly. And you need to discuss that with others in a confidential
situation. And you can do that in a video like this, where you sit with
others and get feedback (FGC:1).

Expressions such as ‘meaningful’, ‘more useful’, ‘in-depth’, ‘learning
more’, ‘getting more out of it’, were used. In addition, a challenge-focus
was seen as matching the right level of complexity, because of being
more experienced showing high-performance videos was considered ‘a
step backwards’:

And it is not that we just fire off one perfect communication
consultation after another, but more that the basic things might not
be that interesting to talk about anymore, you are able to take it a
step up. So that's why I think it would have been going a little
backwards if we had to bring a high performance with us, where
everything went smoothly, and it wasn't a challenging conversation.
Then I think: “We have probably already been there” (FGC:2).

Learning from feedback given by others was another dimension that
was emphasized, as other residents would work collaboratively and
problem-solve the challenge that the resident showing the video felt.
Their colleagues made it possible to catch issues they had not seen.

This would also lead to a general sharing of ideas and ‘things to say’
in different challenging situations, whether this was dissatisfied or angry
patients, not being able to maintain a structure, not finding out the
patient's agenda or having too many things on the agenda, overhearing
patients' cues, mismatched expectations or as in the following, a very
talkative patient:

I had brought a case with a very talkative patient, where I had to
manage the entire consultation process. It was really a challenge. But
we, I think we had a really good talk about both how to handle such a
person, but also when some of them come, for example physical
symptoms that are scattered, where it might actually be more about
something, so, something psycho-social, psycho-somatic um. Yes.
Erm, how you can maybe open up for a talk about some of those
things, because there were actually some openings in the conversa-
tion that I hadn't spotted at all, because there was chaos in my head
[…]

(FGB:1)

Seeing their colleagues' challenging videos was in itself a source for
learning. All found that because they could recognize the kind of situ-
ations where others felt challenged. This was a rare and golden oppor-
tunity for learning from their way of handling them, and that it was
inspiring to see the colleagues as expressed in this quote:

But I think I have primarily used it [the videos] as some real-life
examples of the various challenges we all meet in different dis-
guises all the time (FGC:2).

Through the feedback on the challenging encounters, they also
realized that there were actually effective elements in their communi-
cation and that ‘not everything was as bad as they initially thought’. This
gave a feeling of comfort and a positive ‘pat on the back’, creating a
sense of ‘even when I feel challenged and not knowing what to do, I do
things ok’.

J.E. Møller et al.



PEC Innovation 5 (2024) 100322

4

3.1.2. Individual vulnerability
A dominant pattern was that bringing a challenging video made the

whole exercise less anxiety provoking. An example of this is seen in the
following quote:

It was a giant relief, I think. In other words, it actually meant that I
almost didn't think about what I recorded. I just turned the camera on
and recorded and, yeah. So I've actually experienced being more
myself on these videos than I have before, because earlier, it had to
be a good video and, “remember the structure of the conversation” or
all that crap. Sorry (smiles) (FGA:2).

The instruction to bring an example of the imperfect encounter made
the exercise less stressful because perfection was not and ideal to strive
for. Some expressed that if that had been the case, they would have been
more nervous. As such, the instruction was important because
completing the task involved bringing a video where one would be
exposed:

Well, when the criterion was that it had to be a video where there
was something to talk about and where it had been challenging, and
didn't have to be perfect, then you didn't have to strive for that, and
then it became a little more calm, I think, towards myself, to take
something with me where I knew I would feel exposed, but that was
also what the task was about. That we, that it wasn't supposed to be
perfect (FGB:1).

This in turn produced another level of honesty about themselves as a
communicators, because showing a video where they were challenged
made them ‘being brutally honest’ about their communicative weak-
nesses and strengths. Leaving the ‘exam’ element out of the exercise was
seen as positive:

You show up with a greater desire to learn and to receive feedback
and constructive criticism, and when there is not that exam element
(FGA:2).

Despite this being the dominant pattern, a few reported that bringing
a challenging video did not change their anxiety level. They still found it
anxiety-provoking and some chose to bring not their best performance
but not their worst either:

I think overall I'm fine with it, but I'm probably not 100% cool, I don't
think. So, uhm, I remember when I was looking through the videos
and had to choose one, I thought like, I don't want to choose one of
those where the others might think, “no okay she doesn't even know
that”, for example, or where I'm just um, extremely bad. Um, so you
know, a really bad day at the office. I would probably rather have
something where I think that I solved it in a good way, but there are
just some pitfalls, yes, and I also fell into some of them, but it can
happen to all of us. That's how I think I picked my video (FGC:2).

Interestingly, this resident found it ‘cool’ that a fellow resident
brought a video where she was ‘exposed’, despite not ‘daring’ to bring
one herself, which underscores that participants found it valuable to
share challenging situations, both those who ‘dared’ to bring the most
challenging and those who choose a less challenging video.

3.1.3. Sharing vulnerability with peers
Sharing vulnerability was emphasized as a particularly meaningful

aspect of showing the video. Bringing a challenging video was seen as
creating a space for talking about the difficult aspects of residency as in
contrast to the existing culture of being high performers:

I also think it was so cool that we had to show a little vulnerability.
We are always high performers and always talk about the great
professional challenges we have faced and solved, but never when it
is difficult. You miss that very much especially when you have just

started your residency. A space for that was created in these situa-
tions, because we had to show some difficult videos and it was really
nice that others also have a hard time. (FGD:1).

Thus bringing a challenging video created a sense of community
where it became visible for the residents that what was previously being
considered as one's own individual struggles and feelings of inadequacy,
was instead shared and gave a feeling of being in ‘the same boat’. The
collegial recognition provided the feeling that it was ok to be vulnerable.

And then I just think that exactly that fact that all people recognize
that you are so vulnerable and you are allowed to be. That, I think is
really cool. And together with some colleagues who can accommo-
date it (FGA:3).

3.1.4. Structure and safety
The residents mentioned several conditions that in their view had to

be in place for this video review to work, namely that there was a clear
structure for the feedback sessions, a safe learning environment, and
that they knew the feedback was for their own learning and not
assessment purposes.

A majority expressed that their working with role play in the same
small groups for two days before actually showing the video, made them
feel that group connectedness was established and that this made them
feel safe enough to expose their vulnerability. In addition, they
mentioned the importance of having experienced facilitators who fol-
lowed a structure in the sessions, ensuring that all knew what to expect:

In other words, I think the structure was set. We were all in the same
boat. We had a supervisor or whatever you call it, a captain who
controlled the course of events, uh, who I at least trusted was
competent in what he was doing. And then you just did it, and it went
on professionally and comfortably, and as FGA:3 also said, we had
been together for two days there already (FGA:4).

Both these aspects were repeatedly mentioned as necessary for the
exercise of bringing a challenging video to work. Furthermore, they
stressed that it was important that summative assessment was not part of
the exercise. Thus, their learning was the goal, which also made the
learning aspect more valuable, as demonstrated by this quote:

if I had been here with the premise that these three days must be
passed at the end, I probably hadn't focused on anything but that. All
the communicative tools, and the learning we got from that course, I
wouldn't have thought much about that, apart from thinking that the
video had to be absolutely perfect (FGC:1).

I totally agree. And I also think that it would affect the whole space of
trust that is there when you watch videos and discuss cases […] I also
think my focus would be different, but I also think I'd be more alert in
relation to the teachers. It may well be that they are not assessing you
right now, but they will later. And what if you say something really
stupid (FGC:2).

4. Discussion and conclusion

4.1. Discussion

The results of this study provide us with insights into the perspectives
of residents on recording and receiving feedback on challenging patient
communication videos. Similar to previous work, learners report anxiety
about this process [8-10]; however, the instruction to bring a chal-
lenging rather than a high performance video seems to alleviate this
anxiety. Perhaps by removing the pressure to demonstrate competency
and by prescribing less than perfect performance, residents can feel

J.E. Møller et al.
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more comfortable exposing their challenges and embrace the opportu-
nity to learn.

In a theoretical perspective, the findings are reminiscent of the effect
of role-modelling and learning in Albert Bandura's social learning theory
[26]. Bandura found in the ‘60s that subjects (i.e. children) learned more
from a role model who displayed some flaws but overcame them,
compared to a perfect role model. Imperfect models who succeed despite
flaws are more relatable however the impact can be lost if the role
models do not manage to achieve success. Caution should be used in
generalising this possible learning benefit of challenging performances
as this has not been investigated in medical education to date. It may be
that the benefit is derived from the reduction in perceived pressure to
perform. Elevated anxiety and stress has been noted previously and is a
common finding in studies involving debriefing of individuals’ perfor-
mances [27].

Medical students and doctors tend to score high on personality tests
which estimate the conscientiousness trait and this in turn has been
found to predict success in medical training [28,29]. Conscientiousness
can be experienced as perfectionistic attitudes and the expectation to
provide a video depicting one's expert performance can be stressful for
doctors. Taking this expectation out of the learning process may facili-
tate psychological safety which promotes humility and openness to
mistakes [30].

An interesting finding was that participants reported that however
challenging it felt to demonstrate an imperfect performance to peers,
they also valued sharing their vulnerability in a safe learning environ-
ment. In the light of the increasing focus on psychological safety in the
workplace [30] which is described as a culture where individuals trust
that colleagues will not embarrass, reject or punish them for sharing an
error [31], this particular kind of training is a way to rehearse the
sharing of imperfect and challenging situations. Thus, it could be said to
be a building block in creating such a culture.

There are limitations to our study. We investigated learners' per-
spectives on recording, showing and receiving feedback of a communi-
catively challenging patient encounter leaving it to the learners to assess
what they deem to be a challenging encounter. We did not investigate
whether learners did indeed bring a challenging video. It is well-known
that recording and showing videos has been found to be daunting for
learners, with Paul et al. [8] reporting that most students scored high on
anxiety and resistance to videotaping beforehand. Also, the practical
circumstances of recording such a video instead of just any video could
lead some learners to not bring a challenging video. Furthermore, the
results are limited to the specific context of formative feedback as
learners in a summative feedback situation may find showing a chal-
lenging video less meaningful. Finally, it could be argued that chal-
lenging video review may have been particularly beneficial for these
learners as they are peers without hierarchical relationships who are not
close colleagues [32]. Based on our study, we cannot conclude whether
the positive experience with challenging video review was linked to a
majority of the residents having some level of experience as doctors and
having previous experience with (high-performance) video; therefore,
future studies should investigate what experience levels are needed for
challenging video review to be a success.

4.2. Innovation

This study offers an innovative approach to a specific kind of video
review for communication skills training. It is the first to explore the use
of recording, showing and receiving feedback on challenging videos.
Despite video review being the “the gold standard of communication
teaching” [4], the literature does not describe the type of patient
encounter learners are supposed to video-record, i.e. whether it should
be a successful encounter with a satisfied patient and a high-performing
doctors, or a challenging one. Another innovative aspect of this study is
that it raises the question of what type of communication performances
should be used in communication skills training when the focus is on

learning and formative feedback. Based on our results, we recommend
changing current practices by adding more focus on giving explicit in-
structions for what to video-record and for what purpose. Focusing more
on challenging situations (when suitable) could support learning by
providing what our participants found to be a less daunting learning
environment as it provides opportunities to receive concrete feedback
on how to improve skills, not just when communication is running
smoothly.

4.3. Conclusion

The use of challenging videos as a learning method for communi-
cation skills can provide beneficial learning opportunities. As opposed to
high-performance videos, it can provide a less daunting situation for
learners which has previously been presented as one of the drawbacks of
the video review method. Residents found that showing, watching and
thus sharing challenging videos was valuable and that it provided them
with the opportunity to share vulnerability and learn from each other.
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