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Introduction: Patient-centered communication is an essential skill in nursing, particularly in the care of older adult patients. However, generation Z nursing students, who primarily communicate through digital platforms, face unique challenges in adapting to traditional face-to-face communication with older adults. As a result, there is a need for teaching methods that align with this generation's learning style to enhance their communication skills. This study aimed to compare the effectiveness of two teaching methods—standardized patient simulation and role-play—on nursing students' acquisition of patient-centered communication competence in older people care.

Methods: A controlled cluster-randomized trial was conducted with 124 nursing students, divided into eight teaching groups. Students participated in either a standardized patient simulation or a role-play workshop, each consisting of a 1.5-h online module and a 1.5-h face-to-face session. The three components of patient-centered communication competence—knowledge, skills, and self-efficacy—were assessed using simulated scenarios at pre-test, post-test, and 6-week follow-up. Between-group and within-group differences were measured based on the number of students who achieved competence.

Results: Both interventions significantly improved students' knowledge, skills, and self-efficacy in patient-centered communication between pre- and post-tests, with improvements maintained at follow-up. No significant differences were found between the two methods.

Conclusions: Both standardized patient simulation and role-play are effective in enhancing patient-centered communication competence in older people care. However, neither method was found to be superior in teaching knowledge, skills, or self-efficacy.
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1 Introduction

Older people, defined as aged 65 and over, account for more than 9% of world population (1). The increase in life expectancy, as well as medical advances, has stimulated the growth of this demographic group and, therefore, the demand for economic, social, and health resources (2). Older people often have several chronic diseases, and they experience a decrease in their abilities that exacerbates their frailty and vulnerability (3). This situation leads to an increased use of health system, involving frequent contact between nurses and these patients.

Nursing care for older people involves a set of specialized competences to meet the needs of this group and to provide holistic and quality care. Patient-centered care seems to be the best approach to care for older people since it promotes their participation in healthcare and it fosters their autonomy, improving their quality of life (3). This patient-centered care is based on a good nurse-patient communication that allows understanding of the needs of these patients and stimulating decision-making according to their principles (4). However, several studies have shown that nurses often report difficulties communicating with older people and managing their emotions appropriately (2). Furthermore, attitudes toward older people have traditionally been negative, related to strong social stereotypes about aging (5). Beyond this, generational differences between older people and new generations of nurses seem to increase nurse-patient communication difficulties (6).

Currently, five generational cohorts coexist in our society, and they understand the world from quite different perspectives. The newest generation of nursing students belongs to what has been called generation Z. People in this generation have always had the Internet and smartphones present in their lives. In this way, social media is their normal way to communicate, using visual content and messaging apps to be constantly connected (6). This way of communication is completely different from previous generations (7), so, when nursing students need to talk and communicate with older people, they report having difficulties. They report problems starting a conversation or asking basic questions. Furthermore, they do not feel qualified to adjust the information to these patients, determine their emotional concerns and needs, and to support those who are experiencing a problematic health situation (8, 9).

All qualified nurses should achieve general, transversal, and specific competencies. General competencies refer to broad skills required in various contexts, such as critical thinking and problem-solving. Transversal competencies are essential skills that cut across different areas of professional practice, including communication, teamwork, and leadership. Specific competencies are specialized skills tailored to a particular area of practice, such as geriatric care or pediatric nursing. Among these, patient-centered communication is defined as a transversal competence focused on transferring information through verbal and non-verbal behaviors to establish a therapeutic relationship with patients and their families (10, 11). Being competent implies presenting the ability to use knowledge, skills, and attitudes appropriately (12, 13). Moreover, it is known that, along with knowledge and skills, students should have a high level of self-efficacy, which is defined as the belief in the ability to act effectively (14). Globally, patient-centered communication is conceived as a core component of nursing training, therefore several teaching methods have been developed to help nursing students to acquire competence in terms of knowledge, skills, and self-efficacy. Nursing students, given their generational characteristics, learn better through observation and practice, rather than with lectures (6, 15). Thus, methodologies such as standardized patient simulation or roleplay have been shown to foster the acquisition of this competence because these strategies are based on experiential learning activities (16, 17).

Standardized patient simulation is considered a good method to increase patient safety and to promote patient-centered communication. This strategy offers a high level of realism because it involves actors performing as patients in different clinical scenarios (18). However, this method is applied in small teaching groups, and since its implementation involves more complex scenarios and trained actors, it usually implies a high investment of resources (18–21). On the other hand, roleplay requires less time and financial investment since it can be applied in larger groups in which students play different roles to solve a specific clinical situation (19, 20, 22). However, this method assumes less realism and students usually report not feeling comfortable doing the performances (23).

Currently, few studies have compared the effectiveness of these methods in acquiring patient-centered communication skills (21, 24–26). Studies using standardized patient simulation found an improvement in skills and self-efficacy (26, 27). On the other hand, some research showed that roleplay leads to an improvement in communication skills compared to lectures and discussion groups (17, 25, 28). However, to the best of our knowledge, the effects of these methods in the acquisition of patient-centered communicative competence in older people care have not been compared. The aim of this study was to compare the effects of two teaching methods (standardized patient simulation vs. roleplay) on the acquisition of patient-centered communication competence in the care of older people among nursing students that belong to generation Z.



2 Materials and methods


2.1 Design

A controlled clustered randomized trial design was used.



2.2 Sample and recruitment

Students' clusters were divided into two training groups: the standardized patient simulation group or the role-play group (Figure 1). The research was carried out at [Universidad de Almería] between September 2017 and February 2018 and is related to another previously published study that had the same sample of participants (29).
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FIGURE 1
 Flowchart for study design.


Participants' inclusion criteria were: 1. to be at least 18 years old, 2. to belong to Generation Z, 3. to be enrolled in the “Older adults Care” module of the nursing degree at the [Universidad de Almería], and 4. not to have received any formal training in patient-centered communication. G-power® version 3.1.9.4 was used to calculate the sample size and power analysis was performed based on the differences between two proportions. In order to achieve a 95% confidence level and 80% power to detect statistically significant differences (p < 0.05), the estimated sample size was 56 subjects per group. Since all students enrolled in the “Older adults Care” module volunteered to participate and considering potential losses to follow-up, a total sample of 126 was initially recruited for the study. The sociodemographic characteristics gathered were age, sex, and educational level.



2.3 Data collection

Randomization was carried out at a cluster level. Eight teaching groups of 16–18 students were previously established by the faculty administrative staff. Organizationally, when a teaching group is attending a face-to-face session for a given module, the rest of the groups are also attending sessions for other modules; hence why randomization could not be performed at an individual level. For this study, the teaching groups were considered as clusters and each cluster was blindly assigned a numerical code [1–8]. Using Research Randomizer® v.4.0, each cluster was randomly allocated to either the standardized patient simulation group or the role-play group.

The summary of the teaching protocol can be seen in Figure 1. Both groups completed a 3-h workshop on patient-centered communication in older people care. This workshop was comprised of a 1.5 h online module which included video-recorded lessons and knowledge tests, and a 1.5 h face-to-face session based on standardized patient simulation or role-play. The face-to-face session started with a brief review of the main concepts about patient-centered communication in older people care based on the SAGE & THYME communication model. This model emphasizes building rapport, understanding patients' needs, and responding empathetically, which is key for fostering effective communication (30). Students then observed and analyzed a nurse-patient interaction performed by two actors (standardized patient simulation) or two facilitators (role-play). After that, in the standardized patient simulation group, the training was carried out with an actor who played an older patient in three different scenarios. Thus, a student interacted with the actor on each setting and their peers observed them, to end up participating in a debriefing as recommended by the International Nursing Association for Clinical Simulation and Learning (31). The Gather-Analyze-Summarize (GAS) method was used on the debriefing to facilitate collecting information, reflect on it, and summarize the lessons learnt (32). In the role-play group, groups of four students were formed to work on four case studies. In each group, one student played the nurse role, another student acted as an older patient and the remaining students observed the interaction and gave feedback about those things that went well, those that could have been improved and a positive comment to take forward. In each case study, students exchanged roles so that they could practice the nurse role.

To ensure consistency and minimize bias, the same facilitator delivered all the training workshops. This facilitator had completed postgraduate courses on clinical simulation and had previous experience using role-play, ensuring the necessary expertise to guide both types of interventions. Additionally, all workshops followed a standardized structure, including identical durations for theoretical reviews, observation activities, and interactive components. In the standardized patient simulation group, the facilitator moderated the debriefing sessions, while in the role-play group, provided consistent feedback to participants. These measures were implemented to maintain intervention fidelity throughout the study.



2.4 Instruments

The competence in patient-centered communication in older people care was individually assessed before (pre-test), immediately after completion of the workshops (post-test) and 6 weeks after the intervention (retention test). To test psychomotor skills, students had to interact with a previously trained actor in a simulated scenario while a researcher observed their performances. All assessments were videotaped and two researchers separately marked participants' interactions.

The level of knowledge on patient-centered communication in older people care was assessed with the Person-Centered Communication subscale of a multiple-choice questionnaire (PCC-MCQ) (33). The PCC-MCQ comprised eight questions about the SAGE&THYME model (30) with five options and only one correct answer, including an “I don't know” answer. Its construct validity was good (ICC = 0.52).

The level of self-efficacy was assessed with the “Person-centered Communication Self-Efficacy Scale” (PCC-SES) of the “Clinical Communication Self-Efficacy Toolkit” (34). PCC-SES comprised 17 items rated on a scale 0–100, from “I'm sure I can't do it” to “I'm sure I can do it.” Its internal consistency was very good (Cronbach α = 0.93).

Psychomotor skills were assessed using the Person-Centered Checklist (PCC-Checklist) (33). The PCC-Checklist comprised 17 items on the skills needed to efficiently communicate with older people. Using a rubric, the items were rated on a scale of 0–5, from “not competent” to “fully competent.” Its internal consistency was excellent (Cronbach α = 0.95).



2.5 Outcome measures

In reference to the level of knowledge, following marking standards in the environment where the study was performed and taking into account similar studies' benchmarks, it was determined that it was necessary to achieve a score equal to or >70% on the PCC-MCQ (29, 35).

On self-efficacy, a score equal to or >70% was considered sufficient, as recommended by other authors in similar studies (29, 36, 37).

Regarding psychomotor skills, an average score of 3 points or more was considered adequate (36).

Finally, participants were considered to have achieved competence in patient-centered communication in older people care when they scored ≥70% on PCC-MCQ, ≥3 points on PCC-Checklist, and ≥70% on PCC-SES.



2.6 Data analysis

Statistical analysis of the data was performed using IBM® SPSS® v.25 for Windows. Firstly, a descriptive analysis of sociodemographic variables was conducted. The key baseline demographic variables were compared between the groups using independent t-tests for continuous data and chi-squared tests for categorial data. To know the effect of the interventions, the frequency and percentage of students who reached the benchmark in each component, as well as for competence in patient-centered communication in older people, were calculated at the pre-test, post-test, and 6-weeks follow-up. Between-subjects differences were assessed using the chi-Squared test. Meanwhile, within-subject differences were evaluated using the McNemar test. For these analysis, p-value < 0.05 was considered statistically significant.

Finally, a generalized estimating equation (GEE) analysis with logit link function was used to compare the differences in the counts and proportions of students who achieved competency within each intervention. In this case, Bonferroni correction was applied, and differences were considered statistically significant if p-values < 0.025.



2.7 Ethical considerations

The ethics committee of [Universidad de Almería] granted permission to conduct the study before beginning the recruitment phase. Eligible participants were provided with written detailed information about the study's aims and procedures, and those volunteering to participate signed an informed consent before enrolling in the study. Moreover, they were informed about their right to withdraw from the investigation without any academic consequences. All data were processed in accordance with the European Data Protection Legislation (38). The study was not registered.




3 Results


3.1 Sample characteristics

Table 1 shows the main demographic characteristics of the participants.


TABLE 1 Demographic characteristics of participants.
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The sample consisted of 77% (n = 97) female participants belonging to generation Z with a mean age of 22.53 ± 6.36 years old. Regarding the level of education, 97.6% (n = 123) had completed upper secondary education before entering the nursing degree (Table 1).



3.2 Intervention outcomes

The number of participants who achieved the safety benchmarks for knowledge, self-efficacy, and psychomotor skills of patient-centered communication in older people care competence, as well as general competence, in both intervention groups in the pre-test, post-test, and retention measures, is collected on Table 2. GEE analysis did not show statistically significant differences over time between groups for any of the variables studied (p > 0.05).


TABLE 2 Counts (proportions) of participants who achieved the benchmark for all variables measuring competence in patient-centered communication in older people care and GEE analysis.
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Learning improvement from pre-test to post-test was compared for both interventions using the McNemar test (Table 3). The results showed a statistically significant improvement in the three components of the competence as well as on overall patient-centered communication in older people care competence in both intervention groups (p < 0.05).


TABLE 3 Counts (proportions) of dichotomous patient-centered communication competence components per group for pre-test and post-test.
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Table 4 shows the results of the comparison of the level of knowledge, self-efficacy, skills, and overall patient-centered communication in older people care competence between the post-test and retention test. The McNemar's test results showed a decrease in knowledge and skills, as well as on overall competence in the standardized patient simulation group, although these differences were not statistically significant (p > 0.05). Regarding role-play group, a decrease in the success rates was also observed on self-efficacy and skills components and on overall competence, although the differences were not statistically significant either (p > 0.05).


TABLE 4 Counts (proportions) of dichotomous patient-centered communication competence components per group for post-test and retention-test.
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Lastly, the differences in the proportion of participants who achieved the benchmark for all the components and overall competence at pre-test and retention-test for both groups are shown in Table 5. Statistically significant differences between pre-test and retention-test measures were found in the three components of the competence as well as in overall patient-centered communication in older people care competence, regardless of the intervention (p < 0.05).


TABLE 5 Counts (proportions) of dichotomous patient-centered competence components per group for pre-test and retention-test.
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When comparing the success rates of the standardized patient simulation group and the role-play group applying the Chi-square test, no statistically significant differences were observed in the pre-test, post-test, or retention-test on any of the three components or in the overall patient-centered communication in older people care competence.




4 Discussion

The purpose of this study was to describe and compare the effects of two teaching methods (standardized patient simulation and roleplay) on the acquisition of patient-centered communication competence in older people care amongst nursing students that belong to generation Z. The number of students achieving a good level of competence was higher after applying both methods, leading to increased levels of knowledge, skills, and self-efficacy. However, no statistically significant differences were found between both methods for any of the studied variables.

Roleplay and standardized patient simulation have been shown to be effective methods for teaching communication skills to nursing students (17, 21, 25, 39). The combination of lectures, discussion groups, and the assumption of different roles to solve case studies have proved to improve students' self-efficacy, as well as their skills and knowledge of patient-centered communication (17, 25, 28). Along with these results, the use of standardized patients in more realistic scenarios and the subsequent debriefing with peers have also demonstrated good learning results in this competence (24, 26, 27). However, this study appears to be the first among nursing students of generation Z to compare the effectiveness of these two teaching methods in the acquisition of patient-centered communication competence in older people care.

Regarding knowledge, the results showed no statistically significant differences between standardized patient simulation and roleplay. These data are consistent with a study by Quail et al. (40) among speech pathology students, which showed no differences in communication knowledge between standardized patient simulation and virtual patient simulation. These results could be explained by the idea that these methods promote the development of helpful reflections and a greater awareness about what is important to communicate effectively with patients (41). In addition, discussion groups, observation, and feedback from peers or through debriefing may have promoted self-reflection and self-assessment and may have contributed to strengthen participants' knowledge (42–45).

In terms of self-efficacy, although there was a higher number of participants who reached a good level of competency between measures, no statistically significant differences were found when comparing both methods. These results are consistent with previous studies that applied standardized patient simulation (46, 47) and roleplay (17, 25, 48). Overall, participants obtained high levels of self-efficacy at pre-test, post-test, and retention measures which demonstrate they had good confidence in their communication skills with older people. Both interventions provided a safe environment where mistakes did not lead to serious consequences, so this could have made participants more confident when interacting with older adults (49, 50). Additionally, working in groups and receiving feedback on their performance could also facilitate this environment of security and trust (17). On the other hand, the fact that no differences were found between both interventions could be supported by the short duration of the workshops, which limited repetition, a key learning facilitator (17, 48, 51). However, it seems that both interventions allowed participants to become aware of their abilities and the relevance of the competence they were working on, which could have influenced their scores (51–53). Furthermore, the participants had no previous experience communicating with older people and they were going to start a clinical placement, so this could have resulted in greater motivation and an increase on their self-efficacy (17, 54).

Regarding skills, the results also showed a statistically significant increase in the number of participants who reached a good level of skills after both standardized patient simulation and roleplay, although no statistically significant differences were found between both methods. These results agree with previous studies that have applied some of these interventions (47, 48, 55, 56). This improvement in patient-centered communication skills could be explained by the fact that both interventions had a strict structure, with a very similar approach (44, 51). Additionally, the participants belonged to generation Z. In this way, the use of these experiential methods based on the assumption of different roles and modeling could have benefited the acquisition of these skills (44, 57). Lastly, these learning methods included student-lecturer interaction and feedback from classmates, both learning facilitators which could have promoted a better understanding of their roles and the way they were performing (17, 44).

Finally, our results showed that the success rates in knowledge, skills, and self-efficacy were higher after applying standardized patient simulation and roleplay. This implies that, regardless of the method, these generation Z participants were able to communicate better with older people, reducing the difficulties reported in previous research. Thereby, these outcomes could be explained by several factors. On the one hand, modeling, skill performance, and feedback were basic components of both interventions. These activities reduce the cognitive demands that learning such skills imposes on students (36) and promote the integration of competence (37, 58). Furthermore, this approach is based on self-directed training, as well as self-assessment, which could have increased motivation and could have made students more aware of their mistakes, promoting changes in their behaviors (37, 59). On the other hand, both interventions were carried out in scenarios that did not have the same characteristics as a clinical setting or a gerontology unit, and this could have made the participants feel uncomfortable, reducing the learning results (21, 25, 40, 46). In addition, a limited number of scenarios were used due to the short duration of the workshops, which could directly have influenced participants' learning outcomes by reducing the chances of practicing and observing their peers (17, 40, 48, 51).


4.1 Limitations

To the best of our knowledge, this is the first study that has sought to compare the implementation of two teaching methods in acquiring patient-centered communication competence in older people care. However, there are some limitations that may influence the interpretation of the results. First, the sample in this study came from a local university, with specific characteristics and met very specific inclusion criteria. This means that the outcomes cannot be generalized to other populations. Second, even though the interventions were well-defined, since they included a combination of activities, it is not possible to determine the effect of each activity on the outcomes. Third, the participants had no previous experience in standardized patient simulation, so they could have felt uncomfortable and nervous with this method, affecting their scores (17, 46, 48). Fourth, no formal pre-briefing was planned before starting the interventions, and evidence suggests this is necessary to establish a safe environment. Therefore, this could have affected participants performance (60). Fifth, we set the benchmark at 70% for all variables according to the marking systems in our environment, because there was no defined evidence-based benchmark to consider a sufficient level of competence in knowledge, self-efficacy, and skills. Finally, it is not possible to know how the levels of this competence have been maintained since only a 6-week follow-up was performed.



4.2 Implications

This study carries significant implications across nursing research, education, and practice. In research, it provides empirical support for the effectiveness of role-play and simulation in enhancing patient-centered communication in gerontology. This encourages further exploration of innovative pedagogical approaches. In education, it advocates for the incorporation of these methods into nursing curricula, equipping students with vital communication skills for older people care. In nursing practice, it underscores the importance of patient-centered, generational-aware communication, potentially elevating the quality of care for older adults in an aging population.




5 Conclusion

Standardized patient simulation and roleplay have proved to be two good methods for teaching patient-centered communication competence in older people care among nursing students that belong to generation Z. These interventions lead to a higher number of students acquiring and retaining knowledge, skills, and self-efficacy in this competence, although the results showed no superiority of any of these methods. This implies that the use of these methods allows students to overcome communication problems with older people and provide comprehensive care that improves the quality of life of these people. Future studies should focus on measuring participants' stress and anxiety levels of participants because these factors can influence the performance of students. Moreover, future research should conduct larger studies, including long-time interventions and medium-term follow-ups, to know the real impact of these interventions on patient-centered communication competence.
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