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The current global pandemic due to COVID-19 has resulted in widespread lockdowns, social distancing, and other protective guidelines; these infectious control and mitigation measures challenge the medical system and create anxiety among all populations. In hospitals and healthcare facilities, patient interaction and shared decision making are sacrificed for fear of COVID-19 nosocomial spread. The intangible effects of human interaction with COVID-19 patients, whether of a physician or a patient’s family, are replaced with isolation amid ventilators. Medical professionals must find a way to practice life-saving medical care while maintaining humanistic and professional interactions. This article provides insight into the necessity and challenges of humanistic communication during COVID-19 across various institutions and offers both short- and long-term solutions and reforms through medical education.
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INTRODUCTION
In March 2020, the Coronavirus disease 2019 (COVID-19) rapidly transitioned to a worldwide pandemic, significantly affecting both the general population and the medical community (Adams and Walls, 2020). As the virus spread, physicians were confronted with caring for infected patients, who were not only critically ill but also fearful of their potential mortality. In order to control nosocomial spread, infection precautions were implemented, such as isolating patients to confined rooms without family or friends and maintaining physical distancing by communicating with medical staff via phone or video (Sonis et al., 2020). For healthcare providers required to enter the room for assessment and delivery of care, the utilization of personal protective equipment (PPE), including but not limited to masks, shields, gowns, and gloves, was essential for safety (Adams and Walls, 2020). From an institutional standpoint, these precautions were necessary to limit spread of the virus within the facility. To patients and providers, these restrictions caused a significant emotional toll (Sonis et al., 2020). Patients’ anxiety and fear of the virus heightened when unable to recognize providers covered head-to-toe in protective gear. Physicians were exhausted under layers of PPE, overworked due to increased demand in critical care and infected patients, and worried about how they were to take care of their patients in this unfamiliar setting (Sonis et al., 2020).
MEDICAL EDUCATION
Medical Education Framework
It is important to focus on medical education in the midst of a pandemic because of its direct influence on the training of future physicians; progressive and innovative curricular modifications can positively impact the development of future healthcare heroes while disruptions could lead to drastic effects on patients and the communities which physicians serve. In the United States, the traditional four-year medical education curriculum (medical school, or “med school”) begins after completion of a bachelor’s degree and necessary pre-requisite coursework (pre-medicine, or “pre-med”), with the first two years in the classroom or lecture hall to acquire fundamental basic science and clinical knowledge, designated as “pre-clinical” education, and the last two years spent in hospitals and various clinical training sites, transitioning every two to eight weeks to a different specialty, known as “rotations” within “clinical” education (Figure 1). Pre-clinical students accustomed to instruction in large lectures or peer interaction in smaller classrooms are now taught virtually through live-streamed or recorded lectures to decrease risk of infection spread and to safely practice social distancing (Samarasekera et al., 2020; Singh et al., 2020); this led to a direct impact in medical schools utilizing laboratories and cadavers for dissection in first-year anatomy and introductory history and physical examination courses, requiring a shift to a digital platform. Clinical students were removed from in-person rotations and provided an online curriculum, due to the risks of contracting the virus and either becoming ill or remaining asymptomatic and acting as carriers, or spreaders, of the disease (Rose, 2020). Adaptations were rapidly made for the delivery of medical education.
[image: Figure 1]FIGURE 1 | Medical Education Framework—In the United States, traditionally, completion of high school (secondary school) education and the awarding of the high school diploma or equivalent is followed by four years of education at an undergraduate school; this is commonly known as “pre-medicine,” as it requires pre-requisite coursework for education at a graduate school, specifically “medical school” for those whose intent is to become a physician, and ends with the completion of a bachelor’s degree or equivalent. Subsequently, medical school, also known as undergraduate medical education, is divided into two years of pre-clinical education followed by two years of clinical education, totaling four years, and culminating in the earning of the medical doctorate degree, either the doctor of medicine (MD) or doctor of osteopathic medicine (DO) degree. In most instances, one must continue to residency, also known as graduate medical education, after the completion of medical school, varying in length based on specialty, to meet qualifications for a license to practice medicine.
The clinical years are typically thought of as the formative years of a medical student’s journey (Holden et al., 2012; Gaufberg et al., 2017). Rotations allow students to physically immerse themselves in different medical specialties and discover their professional identity. Their experiences in hospitals and healthcare centers, being part of a patient’s care team, learning clinical skills, and collaborating directly with physicians is not something that can be entirely reproduced online (Rose, 2020). Yet, in late Spring 2020, medical schools had no choice given the severity of the pandemic. Medical students were also challenged with the cancellations of licensure examinations, required for continuing to graduate medical education, or residency, after medical school. While these adjustments in medical education may seem minor compared to the worldwide effect of the pandemic, their implications on the training of medical students is yet to be measured. With limited time to provide a substitute online curriculum, it is still unknown whether the lack of clinical experience, as well as lack of patient interaction during times of uncertainty, could affect the student’s future humanistic performance in residency and beyond (Ferrel and Ryan, 2020).
Humanism in Medical Education and Practice
Medicine was founded on the responsibility of establishing a strong physician-patient relationship, through verbal and non-verbal communication. The physician’s role was simple: to benefit the patient by bringing science and humanism together (Schwenk, 2020). Humanism is defined as actions and attitudes of physicians which address not only concerns but also values of patients, showing both respect for and interest in patients (Branch et al., 2001). Similar to professionalism, humanism is considered an essential component in medical education. A physician embodies humanistic values when the patients’ social, cultural, spiritual, and emotional experiences are taken into consideration when providing care (Lomiguen et al., 2020). With humanistic care, there is respect and dignity toward both parties as well as compassion and communication (Cohen and Sherif, 2014). Modern medicine and the public health system have challenged humanism by giving physicians more responsibility and more commitments, making it difficult to prioritize the patient. With the rise of research and lab work and technology, medicine has shifted toward “dehumanization in care” with resultant patient dissatisfaction (Gorlin and Zucker, 1983). Physicians now spend more than half their time documenting, or “charting,” on computers rather than using that time engaging and enhancing patient care (Schwenk, 2020). Despite technology emerging as a way to help physicians provide greater and more efficient care for their patients, it has turned into a distraction away from patient interaction (Gorlin and Zucker, 1983). Before the pandemic, physicians were burdened with increasing tasks and demands and facing burnout (West et al., 2018; Thuma et al., 2020). Challenges and pressures led physicians to diminish humanistic practices to compensate for the amount of time required for additional responsibilities (Cohen and Sherif, 2014). It took a worldwide pandemic to remind healthcare workers of the necessity of humanism and professionalism through the “nature of suffering and the fragility of life” (Benatar and Daneman, 2020).
While humanism is taught in medical schools, its current emphasis is insufficient. Past studies have provided some evidence that suggests adding professional and humanistic aspects of medicine is effective in medical school (Cohen, 2007); however, medical students are critical of how they are taught (Haidet et al., 2001; Lypson and Hauser, 2002). In recent years, a contributing factor in teaching medical students humanism is for high pass rates on medical licensure examinations, or “board exams,” in addition to learning to foster patient relationships. In 2005, the National Board of Osteopathic Medical Examiners (NBOME) established the Comprehensive Osteopathic Medical Licensing Examination of the United States Level 2 Physical Examination, abbreviated COMLEX-United States Level 2 PE, a practical examination in which fundamental clinical skills assessed are categorized into one of two domains: the Biomedical/Biomechanical Domain and the Humanistic Domain. The Humanistic Domain is inclusive of physician-patient communication, interpersonal skills, and professionalism (National Board of Osteopathic Medical Examiners, 2020). Achieving humanistic competency is essential, as poor communication between physicians and patients is a detriment to healthcare, decreasing quality and increasing costs of care (Institute of Medicine, 2001; Frankel, 2006). However, medical students may face a disconnect in humanism when they enter clinical years through exposure to poor professional behavior by other members of the healthcare team (Jones et al., 2004; Huggett et al., 2008). The result is that many medical students view humanism as a requirement to pass their board exams, but not a requirement for a practicing physician. Moreover, the humanistic ideals are further lost as medical students transition to residents because residency programs may not emphasize humanism. Therefore, it is necessary to have proper humanistic curricula in the preclinical and clinical years of undergraduate medical education as well as in graduate medical education to foster change that can lead to life-long practice changes in healthcare. The pandemic revealed the need for interpersonal skills for the healing process and positive patient outcomes. As students, residents, and physicians begin to embrace humanism in practice, the future of health care will greatly improve (Benatar and Daneman, 2020). This paper offers three short-term strategies to include in medical education to encourage humanism in medical practice during the pandemic: effective physician-patient communication, telemedicine, and empathetic techniques. Long-term strategies include suggested requirements in humanism for institutional assessment and evaluation as well as for continuing medical education, board certification, and licensing renewal.
DISCUSSION
Encouraging Humanism During the Pandemic
First, effective physician-patient communication is of the utmost importance during the pandemic. Therefore, it is important to teach medical students the humanistic ideal of presence, which refers to “aspects of awareness, acceptance, availability, and expressiveness” (Hoffman, 2020). Presence involves the physician and patient recognizing the role of one another and building a trusting relationship. During times of uncertainty, such as a pandemic, it is crucial that this step not be diminished. Establishing a meaningful relationship is significant because it gives the patient a sense of safety and commitment for long-term follow-up care (Hoffman, 2020). Additionally, the physical presence of healthcare workers, much like gloves, masks, hand sanitizers, and ventilators, was of increased value and demand, as healthcare worker shortages were pronounced during the pandemic (Adams and Walls, 2020). This was further exacerbated at the height of the COVID-19 pandemic when medical students assisting in hospitals were removed from in-person rotations for safety and placed under stay-at-home orders with the rest of the general population. Students felt the chaos in the general population but were unable to witness the emotional trauma felt by patients as well as the gravity of meaningful physician presence and patient communication. As medical students can feel overwhelmed with the vast amount of factual basic science and clinical knowledge they must learn, it is important for curricula to include coursework and lessons on effective physician-patient communication, ideally with the use of live practice patients, also known as standardized patients. Assessments should also serve to evaluate effective communication, rather than the mere regurgitation of facts. Teaching students the importance of presence in everyday medicine will create more humanistic physicians.
Second, training on telemedicine practices is imperative. During the COVID-19 pandemic, practicing social distancing and keeping safe from contracting the virus has meant only seeing patients in-person when necessary (Jnr, 2020). To continue seeing patients, physicians began to rely on telehealth. Although telehealth is a technology-based patient encounter, its use throughout the pandemic has demonstrated advancement of technology does not necessarily require medicine to be dehumanized (Stimell-Rauch et al., 2020). Despite telehealth seeming distant and removing the traditional history, physical examination, and other entities of the physician-patient in-person interaction, the connections established virtually can feel intimate in that it is unrushed and without external distractions. Telehealth can have a meaningful impact on a patient’s life, especially during times of isolation. The physician’s role in telehealth remains the same: to establish a physician-patient relationship and to guide patients through their care (Stimell-Rauch et al., 2020). Feeling that technology and humanism are separate entities, it can feel as if they have a mutual relationship, where one needs the other to function properly. In both undergraduate and graduate medical education, medical students and residents, respectively, should practice forging relationships via telehealth by occasionally scheduling virtual encounters with their outpatient follow up visits. As students are re-integrated in the clinical field, they should also attempt to view or participate in virtual encounters. Pre-clinical students are taught how to conduct a proper in-person history and physical examination prior to beginning rotations. In the future, it will be necessary to simultaneously teach students how to perform a virtual patient encounter. As the use of telehealth continues to increase, residents and medical students should become familiar with virtual patient encounters.
Third, an emphasis on empathic communication techniques are especially needed to comfort patients in-person or in virtual patient encounters during the pandemic. For example, a useful humanistic mnemonic to use in both settings is ICARE, which stands for Introduction, Collaboration, Acknowledgment, Reflection, Expectations. All members of the care team should introduce themselves and their role in care to the patient, and this may need to be done every time they interact with the patient. The physician should also remember to acknowledge the emotions surrounding the situation and engage in reflective listening. Lastly, the physician should convey the plan and expectations for the patient throughout their time together (Sonis et al., 2020). Previous studies have shown the effectiveness of role-playing and improvisation exercises in teaching medical students clear and empathetic communication (Kaplan-Liss et al., 2018). Thus, medical education at all levels should aim to modify existing curricula and training to include an emphasis on humanism. Medical schools should consider teaching the ICARE mnemonic and similar tools for humanistic communication to students during their pre-clinical years, possibly as part of their clinical skills curriculum and/or in small group settings, and students should continue practicing its use during their clinical rotations. Practicing physicians should be taught, during in-house training sessions and other continuing medical education opportunities, and reminded to incorporate the ICARE mnemonic in their practice. Use of the ICARE mnemonic in daily practice has the potential to increase compassionate communication with patients.
Empathy and other components of humanistic communication has been recently reported as beneficial for both physicians and patients (Pohontsch et al., 2018; Abrams et al., 2020). Medical student interviews resulted in the identification of hands-on experiences and highlighting the importance of empathy as major influences in the professional development and empathetic communication and expression (Pohontsch et al., 2018). Thus, the aforementioned small group activities, role-playing and improvisation exercises, and inclusion of techniques for improved physician-patient humanistic communication within graded and/or required coursework to emphasize its importance can be incorporated into curriculum for focused training.
Though short-term strategies with emphasis on effective physician-patient communication, telemedicine, and empathetic techniques are encouraged, long-term strategies also must be considered for the development of humanistic communication in medical practice. While introductory lessons in undergraduate medical education are important, humanistic communication should be emphasized as a necessity, not an option, for clinical practice, at all times, not solely for implementation during a global health pandemic due to increased physical distance, addition of barriers for infectious control, and scarcity of resources. Suggested long-term strategies include humanistic requirements for 1) institutional assessment and evaluation, for example, as included criteria in quarterly or yearly departmental reviews by supervisors or organizational human resources, 2) continuing medical education, and 3) board certification and licensure, for physicians obtaining them initially or for renewal of credentials.
CONCLUSION
As physicians provide medical care to patients during the COVID-19 pandemic, emphasizing compassion and humanism is needed more than ever. Adding humanism to patient care is not burdensome or time consuming, and may improve patient care and personal satisfaction, especially during challenging times. By highlighting humanism in everyday practice, physicians may be more resilient when facing stressors, such as those imposed by a global health pandemic (Sonis et al., 2020). The earlier humanism is introduced in a person’s medical career, such as medical school and residency, the more natural, habitual, and automatic its implementation will be in physicians. High quality medical care lies in providing both clinical skills and representing humanistic ideals (Benatar and Daneman, 2020). Though unexpected, the pandemic brought about changes in humanism and these proposed curriculum additions for undergraduate medical education for students, graduate medical education for residents, and even continuing medical education for practicing physicians that will benefit patients forever (Sonis et al., 2020).
Behaviors linked to humanistic care include: demonstrating respect, enhancing personal connections, invoking and responding to emotional expressions, identifying humanistic behaviors, and illustrating self-awareness in practicing humanistic care. The COVID-19 pandemic calls for new innovations in curricular delivery, including bedside teaching, improvements in empathy, and improved patient communication, both at the undergraduate and graduate medical education levels. Limitations include the challenges of implementing and assessing humanistic communication with pandemic precautions in place. Future studies can consider measuring the effectiveness of implementing humanistic curricular components with qualitative analysis of written evaluations or quantitative analysis of grades, constituents of licensure examination scores, or with the utilization of various scales developed to assess empathy, such as the Basic Empathy Scale in Adults (BES-A), the Hogan Empathy Scale, or the Jefferson Scale of Physician Empathy (Jolliffe and Farrington, 2006; Cross and Sharpley, 1982; Hojat et al., 2001), which previously have been used in recent, small-scale studies in medical education prior to the COVID-19 pandemic (Newton et al., 2000; Evans et al., 1993; Batt-Rawden et al., 2013).
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