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INTRODUCTION

. A few years ago, [ was on a plane refurning

from the East coast, dreading the thought of
having to read ard comment on the student
papers in my briefcase. These papers were
student responses to reflection questions
done directly following a standardized pa-
tient (SP) interaction. As I began to read the
student papers, I realized that something was
very different about them. I found myself
totally captured by the students’ responses
and had no problern writing copious com-
ments or: their papers. In fact, the man sitting
next to me said, “You know, you should be
reading a book, not grading papers.” I replied,
“Usually that is the case, but [ had students
do a new assignment and these papers are
incredible -1 never knew what students were
thinking before.” Although I have spent the
last 20 years priding myself on my role of
advocate for promoting methods of facilitat-
ing reflection in my students, this became a
critical incident for me. I will never forget
that moment of my own personal insight as
I realized, perhaps for the first time, Thad a
deeper insight into what students were actu-
ally thinking,

Over the last 3 years, I have engaged in
a process of inquiry focused on student and
instructor learning in the teaching of ethics
in physical therapy. This inquiry process has
been driven by collaborative conversations
with a Camegie Scholar on our campus
about pedagogy in higher education, as well

as my own desire to learn more about my
teaching and enhance student learning. This
paper is a case study representing a collabora-
tive reflective analysis of the teaching of eth-
ics. The first author (GJ) provides the case
materials from the teaching of an ethics
courrse and, together with the second author,
a Camegie Scholar {AR), provides a critical
analysis of the case.

Early in my teaching career in physical
therapist education, I taught lecture and lab-
oratory courses in the musculoskeletal area
that had direct clinical application and “per-
ceived relevance” to students. After complet-
ing my graduate work, I gradually began to
teach more in the behavioral science area
of the curriculum. I quickly realized that
planning and integration of my best pedagog-
ical tools and “active learning techniques”
did not result in the kind of student engage-
ment and metivation that | had previously
experienced in my clinical teaching days. I
have been curious about the differences in
teaching in these 2 domains {the behavioral
sciences as compared with the clinical/appli-
cation sciences) throughout my teaching ca-
reer. In this project, I took the opportunity
to study mere thoroughly my teaching and
student learning in the ethics course I teach.

Courses in ethics or other areas of the
humanities are present in health professions
curricula, but often the course content and
learning experiences are seen by students to
be in stark contrast to the intensity of the
basic and clinical sciences!? Students
quickly learn the lessons of the explicit and
implicit curricula because there is often a
strong focus on the “hard sciences,” which
demand intense study and often memoriza-
tion in order to digest extensive amounts of
information for academic survival. This is
often in striking contrast to more experiential
and applied emphasis in the humanities and
behavioral sciences.*® The paradox here is
that the clinical realities for practitioners oc-
cur in the complex context of health care
provision, where change and uncertainty are
the norm. The rising health care costs that
ofter: result in constricted care provide a good
example. This kind of practice environment
makes ethical dilemmas and decision mak-
ing a daily occurrence for physical therapy
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practitioners. A common response to these
challenges in clinical practice across profes-
stonis has been a renewed emphasis on profes-
sionalism and professional ethics.

Professionalism is 2 core component of
physical therapist education as seen in the
American Physical Therapy Association’s
(APTA) 2020 Vision Statement and Strategic
Plan.” This initiative projects that by 2020
physical therapy services will be provided by
physical therapists who are dactors of physi-
cal therapy and hold all the elements of au-
tonomous practice. One of the first steps in
the physical therapy profession’s bransition
to the DPT as the professional (entry-level)
. degree was to identify the core attributes of

professionalism for the graduate. In 2003,
the document “Professionalism i Physical
Therapy: Core Values™ was adopted by the

- profession. The statement identified 7 core
values as critical elements of professionalism:
accountability, altruiste, compassion/caring,
excellence, integrity, professional duty, and
social responsibility.?

In physical therapy there continues to be
increased support and demand for curricular
focus on the moral and ethical development
of students” Swisher' argues that profes-
sional role, identity, and the moral obliga-
tions of professionalism should be the em-
phasis of the “moral curriculum.” In the 23rd
Mary McMillan Lecture, Purtilo' called for
the profession to do “ethical planting for fu-
ture generations” and urged the profession
to sow the seeds of care and accountability
as the staple crops for preparing students to
practice in an increasing complex health care
systern that is inevitable in a shifting sociai
landscape.

Preparing the Practitioner
for Change
How do we best prepare students for meeting
the current and future challenges and
changes in health care? How do we facilitate
student awareness and insight into social, cul-
tural, ethical, and moral aspects of practice?
Dewey!? wrote that “the object and reward
of learning is continued capacity for growth
and that students develop skills and habits of
mind that will enhance their creativity and
problem-solving abilities with respect to the
issues they are likely to meet.” The tools of
ethical decision making include developing
“habits of thought” for reflection on complex,
changing situations that are part of everyday
practice. Facilitating reflective habits of the
mind is a necessary but difficult task in a
professional education environment.
Inz this report, we investigate student learn-
- ing in the teaching of ethics in physical theza-
pist education. Our focus is on the pedagogi-
cal value of cases, case analysis, and theory

application as tools for engaging students in
the type of analysis and reflection required
for ethical practice. We will alse demonstrate
how these pedagogical strategies simultane-
ously provide the physical therapist educator
with valuable knowledge about student learn-
ing as the novice practitioners engage in
this work.

CASE DESCRIPTION

Making Learning Visible:
A New Approach
Although I have been teaching in physical
therapist education for over 20 years, my ex-
perience teaching ethics is more recent and
well supported with the presence of 2 Center
for Ethics and Health Policy on our campus.
Amy Haddad, PhD, a colleague and Carne-
gie Scholar, was studying the use of standard-
ized patients in the teaching of pharmacy
ethics. She asked me i T was interested in
trying something similar in physical therapy.
Over the last few yeass, [ had continually
revised my ethics course and redesigned the
learning experiences; these efforls were
aimed at getting students engaged and com-
mitted to learning that, to them, stood in
strong contrast fo the clinical science
courses. In my first attempt to revise my
course, | implemented student-generated
clinical case reports, an exercise in which
students bring real cases from their most re-

cent clinical rotation and then use those

cases for further analysis and development
throughout the course. While these student-
generated clinical case reports enbanced stu-
dent discussion and application of ethical
case analysis in the classroorm, it did not help
them undesstand the importance of seeing
the case from the perspectives of all people
involved in the case.

A second change was the implementation
of ethics case consultations, where small
groups of students discussed dnd analyzed an
ethics case, wrote counter case letters, and
developed a final consultation report that ap-
plied ethical principles and consultation.!t
While this learning experience brought
about active student involvement through
the small group process, [ had little access
and, therefore, insight into student thinking
and their reflections on how they arrived at
their recormmendations or proposed actions.

Assessing Student learning

In the physical therapist education program,
we use a modified objective structured clini-
cal examination {OSCE) format to assess lev-
els of student performance of clinical skills
and safety measures prior to entry into clini-
cal rotations. This examination, which oc-
curs at the end of every semester of study,
has continued to emphasize performance of

clinical science-based skills. Other aspects of
our professional preparation—in this case,
moral deliberation or decision making—are
not formally assessed.

[ was particularly interested in finding out
more about the experience of student learn-
ing in my teaching of ecthics. 1 had been
redesigning the course each year, integrating
more interactive learning experiences, and,
while student course evaluations expressed
more student interest and safisfaction with
the course, I still had little insight into their
understanding of ethics. I had the more tradi-
tional assessment of student learning, mea-
sures of what they know and apply through
traditional testing, yet Istill had little insight
into student thinking about how they might
actually analyze and address ethical situa-
tions. With the implementation of standard-
ized patient leaming experiences, 1 had the
opportunity to find out more about what stu-
dents were thinking when engaged in a simu-
lated case.

The Context: Ethics Course in

Physical Therapist Education

This study took place in my 3-semester hour
course called “Ethics in Physical Therapy
Practice.” This course is part of an 8-semester
professional program that leads to a Doctor
of Physical Therapy (DPT) degree. All health
professions programs at Creighton University
require a 3-hour course in ethics. This is
consistent with the mission of Creighton
University, a Jesuit institution, and school
goals of preparing graduates who possess
moral and ethical capabilities for the highest
level of professional practice. Students en-
rolled in the course are in the third year
of the program and have participated in 2
clinical experiences, for a total of 7 weeks,
prior to this term.

Studying My Practice:

The Data

Evidence for this case is from the experiences
of 3 classes of physical therapist students
taking the ethics course from 2003 to 2005
{N=121 students). Data sources for the case
include: {1) student debriefing/self-reflection
responses following 2 videotaped SP interac-
tions centered on ethical problems; {2) stu-

- dent peer and self-assessments; (3) student

pre and posttest scores on a self-efficacy sur-
vey tool; and (4) instructor reflections on
student learning. The instructor reflections
an student learning were gathered through
instructor comments on student papers and
reflective notes on student leamning and
course plans made in and stored in a
cousse portfolio.

For each class [ prepared materials for 2
SP interactions. They were based on actual
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Table 1. Reflection Questions

1. What was the CENTRAL ethical issue
you encountered?

2. At the end of the interview, why did
you choose [to] resolve the ethical issue
the way you did?

3. If you were the therapist in this case—
what would you DO NEXT?

4. What still confuses you about this case?

5. What did you LEARN about YOURSELF
from deing this encounter?

clinical practice situations where ethical is-
sues were central aspects in the delivery of
patient care. The blueprints for the 2 cases
were modified from these clinical cases by
the practicing therapist consultation with the
first author (GJ}. The blueprints for the cases
included instructions for SPs, instructions for
the student, and peer and self-assessment
forms. The first SP experiences took place at
the end of week 4 of the semester and the
final experience at the end of week 12.

The SP interactions took place in
Creighton University Medical Center’s Clin-
ical Assessment Center. The Center has 6
individual examining rooms all equipped
with video and audio systems for recording
the SP and student interactions. Students
were given the instructions about the clinical
case scenario 5 minutes before their sched-
uled time. They were allowed 15 minutes for
the entire interaction with the standardized
patient: 10 minutes for the interview and 5
minutes for feedback. After completion of
the interview, students then went directly to
the computer room to respond to a series of
reflection questions (Table 1). Following this
computer debriefing session, students then
were placed in small groups where they re-
viewed their videotapes 2nd filled out peer
and self-assessment forms. These data in par-
ticular provided a window into my students’
thinking about the dilemmas posed in the
case, as well as into their assessments of each
other’s performance.

- In addition to these records of student
learning, I adapted for physical therapy the
self~cfficacy survey tool developed by Larson
and Haddad" and used it as a consistent data
source in this work. Students indicated their
perceived confidence from 0% {no confi-
dence) to 100% (total confidence} on 12
items. The first 5 iterns addressed the overall
course goals and the remaining 7 items ad-
dressed common ethical problems encoun-
tered in physical therapist practice {Appendix
1}. Students are given this survey during the
first class session.and again during the last
class session.

OUTCOMES

Balancing Uncertainty
With Self-Confidence

The first SP case presented a very common
dilemma for physical therapists: honoring pa-
tHent autonomy when it may be in direct
opposition to promoting beneficence or good
for the patient (Table Z). Key elements in
the case were the issues of patient adherence
or ability to follow through with exercise pro-
grams and safety concerns. It is challenging
for therapisis to be present, respect the pa-
tient, and listen to the concerns of the patient
and family, while working together toward a
mutually acceptable solution.

A consistent core theme in student re-
sponses acress the years has been their strug-
gle with the uncertainty of the individual
cases and frustration with their inability to
“fix the problem.” The students are used to
the structure and format of a clinical exami-
nation and find the challenge of negotiating
the corfextual issues of patient cases more
difficult. Most of the students are able to
work through that struggle and begin to see
that the learning experience is about them
and their roles as therapists who listen, with-
hold judgment, and advocate for the patient.

Maria: During the first standardized pa-
tient case I felt completely unsure of my-
self in both recognizing and resolving the
ethical issue before [ went into the room.
I remember having to map out what I
planned to do...once [ entered the room
I realized the plan had to be thrown out
the window. I feel for the first time I did
really well at being a compassionate

health care provider that tried to listen to -

the patient’s wants and needs.

Don: I learned that listening to everything
the patient is saying is very important.
They can give you clues that will help
you determine the underlying problems
that are impeding progress. | also realized

that just because a patient does not seem-

compliant does not mean they are lazy—
there could be issues that are not apparent
on the surface. Knowing what a patient
wants or is afraid of is one of the most
important facts a therapist needs to know.
Maureen: [ learned that you never know
what to expect. I was nervous but made
itthrough the exam. A patient guides your
exam. It is up to you to make the patient
feel comfortable. The more opportunity
I have to work with patients, the more
confident I will be, knowing that I can
mzke a difference in a patient’s life.  may
be the only person the patient is able to
trust or confide in so it is up to me to
deliver a caring response in return.

While the majority of students did ac-

‘knowledge their personal struggle with the

first case, there continued to be a consistent
presence of a smail cohort of confident stu-
dents who know the answer and are unable
{or perhaps unwilling) to take a eritical look
at themselves and the interaction.

Charles: First of all, we are dealing with
a somewhat uncecoperative patient, even
though he is performing some of the exer-
cises he is being too dependent on a family
member who will not be there forever. I
learned that I can handle a situation like
this and that motivation is a huge factor
in dealing with the geriatric population.
I also learned that it is important to be
somewhat stern and act like you are in
command and confident.

Marion: The patient had desires that were
in direct conflict with her overall well-
being and health status. . . . I simply told
the patient that we were going on with
the family conference where we could
hear the concems of all involved. Tlearned
that T can deal with an ethical issue on
the fly and do that without stumbling over
my words or thoughts.

Sally: [ think I did pretty much in the
room what | would do in a real clinic

Table 2. Case Narrative for Standardized Patient Interaction 1:
Beneficence and/or Patient Autonomy?

Bess Jones is an 82-year-old person who fell at home 8 months ago and fractured the
right femur just above the knee. Because of a past medical history of osteoporosis, left
hip fracture, diabetes, emphysema, and congestive heart failure, the orthepedic surgeon
felt at the time that surgery was too great of a risk to her life. The right leg was set and
placed in a long leg immobilizer. Bess received home health for 4 months and has
received 2 weeks of outpatient with very little progress in gait, transfers, bed mobility,
strength, and range of motion, partly because of a lack of cooperation. At the present
time she has a daughter from out of state with whom she has lived since the injury, 2
sons, and another daughter locally who refuse to let her move in with them. The out-of-
state daughter would like to go home, but she knows that her parent is unable to care
for herself. The family has asked you to meet with Bess to discuss further care options

that will progress her toward independence.
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situation. ... I really did not have any-
thing that confused me about the case. It
was prefty much the way I thought it
would be. I learned that [ am cool and
calm under pressure. [ eat pressure for
breakfast.

My enthusiasm for writing comments on
these student responses to the reflection
guestions has been consistert across the
years. All of their responses provided me with
dramatic insight into their thinking and the

- kind of Tearning that this activity facilitates.
Students who indicated their struggle with
the uncertainty of the case also demonstrated
insights into what they did and what they
were learning about themselves. For me, this

- was evidence of “reflection on their perfor-
mance” and [ acknowledged that they were
on the right track. For the small cohost of
student responses that exude quick judgment
and decision making along with strong self-
confidence, I gained insight into their learn-
ing and a private opportunity to provide com-
ments on where they could improve.

Part of the class session directly following
the first SP interaction was spent discussing
the question: “What was this SP interaction
all about?” This cormmon performance-based
learning experience across students provided
ample opportunity for real discussion about
the critical role of listening to patients, with-
holding judgment, therapist and patient
shared responsibility with exercise programs,
negotiating with families, and handling un-
certainty. Again, it provided me with an op-
portunity to witness their learning and their
growing ability to reason through these cases.
The predictable challenges have become vis-
ible as well.

Peer Assessment: Get Faculty
. Out of the Way

In the first year that SP sessions were used,
I had expected that the most revealing feed-
back would be generated from the small-
group videotape debriefing sessions done
with 6 students and a faculty facilitator. What
happened was the groups ended up filling
out the assessment forms with consistent high
marks and saw the faculty member as the
source for the answer, rather than the session
generating group discussion. The following
year, I changed the structure and had 1 of
the students in the group serve as group facili-
tator. T gave explicit written instructions for
the review and feedback process. Students
did an adequate job of giving honest and

helpful- feedback to one. another. Impor- -

tantly, this structural change resulted in more
varied peer and self-assessment scores.

Table 3. Case Narrative for Standardized Patient 2: Physician Locus of

Authority Issue

Dale is a 34-year-old.persan who was diagnosed with a nonmalignant tumor in his
cervical spine at the C7-T1 level 5 years ago. He underwent a radical procedure to remove
the tumor, but part of it was embedded in the spinal cord and he was [eft with some
significant neurological deficits. Dafe underwent outpatient physical therapy in your clinic
2 weeks after the initial surgery. At the time that he presented, Dale was wheelchair
bound and his greatest goals were to be able to transfer and dress independently. After
physical therapy intervention 5 years ago, Dale surpassed everyone’s greatest expectations
and was ambulatory with a quad cane and independent with all activities including ADLs
and transfers. You have kept in touch with Dale and his wife over the years and have
kept tabs on his abilities. You have also seen him graduaily decline over the past year. He
has changed physicians twice because of insurance and differing opinions. You feel, along
with Dale’s-wife, that Dale would benefit from physical therapy intervention, but his

physician feels differently.

Making Learning an

Explicit Focus

The second SP case occurred during week
12 of the semester and focused on another
common ethical dilemma for physical thera-
pists, a locus of authority issue, This kind of
autherity issue in clinical practice usually
deals with differences of opinion between
the recommendations of the physical thera-
pist and the physician (Table 3).

In the past, student responses to this SP
case centered on emerging cenfidence and
erhanced self-awareness. The typical re-
sponses here were that students acknowl-

* edged that listening and identifying the other

person’s viewpoint were effective tools. This
listening led to discussion and negotiation
with the physician with the caveat that they
felt sornewhat intimidated. Most of the stu-
dents then expressed a need to be more
assertive.

John: After discussing the case with the
doctor, 1 realized that the issues were ma-
leficence and beneficence. I learned that
I can think quickly and clearly if I'm not
nervous. I can also talk to a doctor without
afraid of being laughed at; however, I still
need to improve on slowing down and
taking time to listen to the doctor’s view
of the case. ... This interaction helped
me gain confidence in my abilities to
think clearly, advocate for the patient, and
speak to other health professionals.

Marie: I learned I am able to stand up
for a patient and gain a direct answer from
a physician. I am also able to compromise
and set up a situation so that both the
physician and [ aze able to do what is best.
... I gained more confidence in myself
because when talking to the physician—
this is one group that still intimidates me.
Deb: 1 learned something very important
through this encounter: the power of lis-
tening. In my last interactions, 1 did very
little listening and this put me in a poor

position to decide what was best for the
patient. By making sure I listened this
time 1 gained a lot more from the expe-
rience.

There continued to be a handful of stu-
dents who were quite bold and selfconfident
in asserting themselves with the physician,
which generally does not lead to resolution
of the dilemma but can contribute to
more conflict.

Wayne: I learned that I am pretly good
most of the time. [ will have to watch and
make sure that I don’t get argumentative
when I know that dectors are just being
a pain in the butt. But I do know that I
am not afraid to tell doctors what I think.

jan: I felt the MD felt the patient was
his scle property and not acting in the
patient’s best interest and in this PT’s
opinion cause the patient more harm and
longer recovery.

This year, I decided to let students know
more about my excitement and interest in
learning more about their learning, which
seerns to have had an impact on their work
as well. Ttold them after that initial SP session
that I continue to find their responses to the
self-reflection questions extremely valuable
to me as they provide insight into their learn-
ing—and that learning was the ultimate goal
of the course. Student responses to the see-
ond SP interaction this year (2005} contained
far more descriptive, self-critical narratives,
as seen in the examples here.

Juan: I was at a loss for words and did not
know what to say to have a productive
conversation and come to a resolution. I
became very flustered and just wanted to
bolt. However, I held it together as mnuch
as possible and upen leaving gathered my
thoughts to have an appropriate reaction.
Doug: Semetimes I can be thick-headed,
and I think it is the only thing that is right.
Listening to others perspective helps [me]

Vol 19, Neo 3, Winter 2005

Journai of Physical Therapy Education

81



see their train of thought and that will
make it easier for . . . [me] to advocate for
the betterment of the patient. So now I
know [ can be more open minded. . .. I
learned to listen well to what the doctor
was saying and take her perspective into
consideraion and  incorporate  her
thoughts into my suggestions.

Serena: This experience certainly recon-
firmed for me that I often want to be a
“people pleaser.” I understood the points
the physician was giving, but also wanted
to stand up for the wants of my patient.
In this case, doing both is possible—by
educating the patient more on the benefit
of further testing to get answers, we can
then proceed with physical therapy to im-
prove function as long as possible.

Student Self-Assessments

Students” final course self-assessments dem-
onstrated that they were more confident in

their ability to identify ethical issues, that -

they perceived they had a better understand-
ing and insight into their communication
skills, and that they were eager to apply these
skills in clinical practice. '

Beth: I believe 1leamed a great deal about
myself during these experiences. I found
some areas of weakness that I can address,
as well as strengths | can continue to en-
hance. I have also seen myself grow from
the first interaction to the second.

Ray: [ have a greater understanding of
how to identify, analyze, and deal with
ethical issues in the clinic. I still have
room for imprevement in my communi-
cation skills and hope that will come
with experience.

Jody: This course has been a launching
pad for me in a couple of ways. First of all
the tools we have used to identify ethical
issues and injtiate a course of action will
continue to be invaluable. I feel I have
always intended to be a person of high
moral integrity but not been able to act
on my convictions. | feel | have a better
grasp on defining where [ stand in practice
and become an effective advocate for my
patients and myself,

The results of the pre and posttest scores
on the self-efficacy survey have been consis-
tent over the classes. Student scores on the
selfefficacy survey demonstrated a statisti-
cally significant difference on every item of
the self-efficacy survey belween beginning
and end of the course assessments (Wilcoxon
signed rank test for related samples, p < .05).
The pre and posttest mean scores for all 12
self-efficacy items. on the survey across the 3
classes are described in Table 4. Those iterns
that demonstrated the greatest change were

Table 4. Self-Efficacy Pre and Post Ethics Course Survey Mean Scores
for 3 Class Cohorts (2003-2005) of Physical Therapist Students

2003 Pre 2003 Post 2004 Pre ~ 2004 Post 2005 Pre 2005 Post
(N=42) {N=42) (N=21) {N=41) (N=38) (N=38)
Mean Mean Mean Mean Mean Mean
Score Score Score Score Score Score
Question (0-100%) {0-100%} (0-100%) (0-100%) {0-100%) (0-100%)
o} 64% 89% 62% 91% 59% 87%
Q2 60% 85% 62% 86% 61% 83%
Q3 54 % 82% 54% 85% 58% 81%
Q4 53% 82% 54% 86% 55% 83%
Qs ‘43% 84% 39% 87% 42% 85%
Qe 51% 79% 52% 84% 53% 81%
Q7 51% 79% 50% 84.86 54% 80%
Q8 49% 78% 48% 83% 51% 79%
Q9 71% 85% 63% 89% 66% 90%
Q10 61% 82% 56% 87% 58% 84%
aQn 56% 83% 53% 86% 54% 82%
Q12 58% 81% 55% 87% 54% 84%

the questions that focused on analysis and
resolution of ethical problems using applica-
tion: of theories and principles:

Question 4: With adequate information,
how confident are you that you could pro-
pose a justifiable solution to an ethical
problem in clinical practice?

Question 5: How confident are you that
you could accurately use ethical princi-
ples and theories to support a specific reso-
lution to an ethical problem?

While the scores show positive change in
student perceptions, and provide insight as
to the students’ perception of their learning,
the qualitative data allow us to see what that
learning is about.

Broader Significance:
Reflections on Teaching and
Learning in Ethics Education

What have we learned about SP interaction
as a strategy for teaching ethical decision
making in physical therapist education? We
believe the SP interactions provide a realistic,
authentic experience that mirrors clinical re-
ality. For physical therapist students, this kind
of experience appeared to enhance the clini-
cal credibility of ethics. The experience em-
phasized ethical case analysis that goes be-
yond analysis of a paper case or discussion
of a videotape, which was the prior way of
teaching about the ethical dimensions of
physical therapist practice. Students in the

SP experience were at the center of the ac-
tion/interaction as part of a “lived experi-
ence.” The structured debriefing guestions
students responded to immediately after the
interaction appeared to facilitate further stu-
dent reflection on the SP process and provide
insight inte their reflective process.

Simulations are described as learning
tools that motivate students, provide oppostu-
nities for active learning, develop interaction
and communication skills, provide opportu-
nities for students to apply theory and prac-
tice skills in authentic environments, and can
lead to deep learning ¥ Clinical simulations

" such as SP encounters have been successfully

used in medical education for teaching and
evaluating students’ clinical skills, interper-
scnal skills, and clinical-reasoning skills.”
Standardized patients have been used in
physical therapist education for development

. of communication skills'® and acquisition of

basic patient care skills.”? As revealed in the
analysis of this case study, the SP interactions,
as struetured learning experiences, provided
students with opportunities to grapple with
uncertainty in the context of performance
and reason through hard+o-reconeile dilem-
mas to come to some professional decision.
In addition, structured assessment activities
provided a framewark for reflections on self
and reflections on self as a professional where
we saw variation in students expressed levels
of confidence and zbility to engage in critical
self-reflection.
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Figure 1. Two versions of Shulman’s® Table of Learning. The top
model represents a cyclical approach where the core
elements are paired within a cycle of learning. The bottom
taxonomy makes this argument: (1) learning begins with
student engagement, which in turn leads to knowledge and
understanding; {2} if the learner understands, then there can
be performance or action; (3) critical reflection on that
performance and understanding leads to higher order
thinking or judgment in the face of uncertainty which leads
to creation of designs in the face of uncertainty; and {4) it is
the exercise of judgment that makes possible commitment.

(-
Lt

Shulman’s Table of Learning

Engagement and Motivation
Knowledge and Understanding
Performance and Action
Reflection and Critique
Judgment and Design
Commitment and Identity

. On Student Learning
What can we say about student learning?
Shulman’s® Table of Learning provides a
helpful frame for organizing our results and
understanding what our students learned. It
also helps us think about how this learning
is useful for effective professional practice,
The Table itselfis not a rigid taxonomy where
the order of concepts is fixed, but more of a
middle-range theory or conceptual model
that can be applied practically to a wide range
of conditions (Figure 1). Shulman® proposes
that student engagement is a necessary condi-
tion for learning. While knowledge is impor-
tant, it is the ability to understand what we
know that is essential. Next, learners must
take what they know and understand toward
performance, or practice. However, in order
to act effectively, critical reflection is neces-
sary, and action without reflection is unlikely
to lead to learning. Exercising judgment
means that the learner must take info ac-
count multiple factors and continue to com-
pare those [actors to other values and stan-

dasds in order to make an evaluative
judgment about courses of action or people.
The final category of commitment refers to
both moving inward and connecting outward
and committing to an identity through a set
of values and internalized dispositions. Shul-
man® sees his Table of Leamning as a heu-
tistic because it can help us think more
clearly about what we are doing. So, how
might this heuristic apply to variations in
student learning in this case?

The SP interactions provide the opportu-
nity for student engagement and perfor-
mance. Students gain some understanding
of themselves and the consequences of their
actions as they allow themselves to experi-
ence some frustration and struggle with their
performance, and are able to reflect on that
performance both during the interaction as
well as when reflecting on the interaction.
This reflection on their performance allows
them to negotiate the uncertainty of the inter-
action, come to middle ground, and make a
judgment that is more patient-centered.

They also begin to identify that 1 of their
roles as physical therapists is to serve as an
advocate for their patients (Figure 2).

QOur data also suggest that students who
are quite confident in their interactions with
the standardized patients also engage and
perform during the interaction, yet they are
quick to judge the sitvation and patient
Their approach lacks reflection and under-
standing {Figure 2). They exhibit a strong
sense of identity based on an internalized
disposition ofa confident, all-knowing profes-
sionzl. The eritical question here is: How can
the instructor facilitate the reflective process
within these students? The instructor com-
ments made after the first patient interaction
were a wake-up call for some students, but
net all. As for students” enhanced self-confi-
dence as shown in their changes in perceived
self-efficacy, could it be that too much self-
confidence may limit the ability for the
learner to engage in critical selfreflection?

This case also tells us something about
the role of pedagogical content knowledge
for those of us who teach ethical decision
making in PT professional education pro-
grams. Pedagogical content knowledge is the
intersection of the content knowledge—in
this case ethics—and the knowledge of the
teaching of ethics in professional education.?
Let's go back to the narative that opened
this case study, where I perceived a dramatic
change in student engagement and motiva-
tion for learning when I moved from teach-
ing in the clinical sciences to the behavioral
sciences. There is something far more chal-
lenging for faculty in health professions edu-
cation when you are teaching in what stu-
dents perceive as “nonclinical” areas. In this
case, it appears that the ability to bring clini-
cal reality and authenticity to student learn-
ing is an important, but not sufficient, ele-
ment of pedagogical content knowledge in
the teaching of ethics in physical therapy.
Authentic leamning experiences also need
structured opportunities for student reflec-
tion, since the reflective process appears to
be a critical element for students’ under-
standing of their performance and actions.

CONCLUSION

This case study describes a pedagogical ap-
proach to teaching clinical ethics in the pro-
fessional education of physical therapists.
The study focuses on the pedagogical prac-
tice of SP interactions centered on ethical
issues. The stratepy served to provide ous stu-
dents with structured, authentic learning ex-
periences that allowed them to grapple with
uncertainty in the context of performance
and provide evidence of their ability to en-
gage in critical selfreflection. As is typically
true, the study raises many more questions
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Figure 1.

Two versions of Shulman’s® Table of Learning. The top

model represents a cyclical approach where the core
elements are paired within a cycle of learning. The bottom
taxonomy makes this argument: (1) learning begins with
student engagement, which in turn leads to knowledge and
understanding; {2) if the learner understands, then there can
be performance or action; (3) critical reflection on that
performance and understanding leads to higher order
thinking or judgment in the face of uncertainty which leads
to creation of designs in the face of uncertainty; and (4) it is
the exercise of judgment that makes possible commitment.

.
-

Shuiman’s Table of Learning

Engagement and Motivation
Knowledge and Understanding
Performance and Action
Reflection and Critique
Judgment and Design
Commitment and |dentity

On Student Learning

What can we say about student learning?
Shulman’s® Table of Learning provides a
helpful frame for organizing cur results and
undesstanding what our students learned. It
also helps us think about how this learning
is useful for effective professional practice.
The Table itselfis not a rigid taxonomy where
the order of concepts is fixed, but more of a
middle-range theoiy or conceptual model
that can be applied practically to a wide range
of conditions (Figure 1). Shulman? proposes
that student engagement is 2 necessary condi-
tion for learning. While knowledge is impor-
tant, it is the ability to understand what we
know that is essential. Next, learners must
take what they know and understand toward
performance, or practice. However, in order
to act effectively, critical reflection is neces-
sary, and action without reflection is unlikely
to lead to learning. Exercising judgment
means that the learner. must take into ac-
count multiple factors and continue to com-
pare. those factors to other values and stan-

dards in order to make an evaluative
judgment about courses of action or people.
The final category of commitment refers to
both moving inward and connecting outward
and committing to an identity through a set
of values and internalized dispositions. Shul-
man® sees his Table of Learning as a hew-
ristic because it can help us think more
clearly about what we are deing. So, how
might this heuristic apply to variations in
student learning in this case?

The SP interactions provide the opportu-
nity for student engagement and perfor-
mance. Students gain some understanding
of themselves and the censequences of their
actions as they allow themselves to experi-
ence some [rustration and struggle with their
performance, and are able to reflect on that
performance beth during the interaction as
well as when reflecting on the interaction.
This reflectior: on their performance allows
them to negotiate the uncertainty of the inter-
action, come to middle ground, and make a
judgment that is more patient-centered.

They also begin to identify that 1 of their
roles as physical therapists is to serve as an
advocate for their patients (Figure 2).

Our data also suggest that students who
are quite confident in their interactions with
the standardized patients also engage and
perform during the interaction, yet they are
quick to judge the situation and patient.
Their approach lacks reflection and under-
standing (Figure 2). They exhibit a strong
sense of identity based on an internalized
disposition of a confident, allknowing profes-
sional. The critical question here is: How can
the instructor facilitate the reflective process
within these students? The instructor com-
ments made after the first patient interaction
were a wake-up call for some students, but
not all. As for students” enhanced selfconfi-
denice as shown in their changes in perceived
self-efficacy, could it be that too much self-
confidence may limit the ability for the
learner to engage in critical selfreflection?

This case also tells us something about
the role of pedagogical content knowledge
for those of us who teach ethical decision
making in PT professional education pro-
grams. Pedagogical content knowledge is the
intersection of the content knowledge—in
this case ethics—and the knowledge of the
teaching of ethics in professional education.”
Let's go back to the narative that opened
this case study, where I perceived a dramatic
change in stident engagement and motiva-
tion for learning when I moved from teach-
ing in the clinical sciences 1o the behavioral
sciences. There is something far more chal-
lenging for faculty in health professions edu-
cation when you are teaching in what stu-
dents perceive as “nonclinical” areas. In this
case, it appears that the ability to bring clini-
cal reality and authenticity to student learn-
ing is an important, but not sufficient, ele-
ment of pedagogical content knowledge in
the teaching of ethics in physical therapy.
Authentic learning experiences also need
structured opportunities for student reflec-
Hon, since the reflective process appears to
be a critical element for students’ under-
standing of their performance and actions.

CONCLUSION

This case study describes a pedagogical ap-
proach to teaching clinical ethics in the pro-
fessional education of physical therapists.
The study focuses on the pedagogical prac-
tice of SP interactions centered en ethical
issues. The strategy served to provide our stu-
dents with structured, authentic learning ex-
periences that allowed them to grapple with
uncertainty in the context of performance
and provide evidence of their ability to en-
gage in critical selfreflection. As is typically
true, the study raises many more questions
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Figure 2. The figure on the left represents the Table of Learning
applied to students who engage in a reflective process. The
figure on the right represents the Table of Learning applied
to students who are overconfident and quick to render
judgment in the scenario, and who do not appear to engage

in a reflective process.

4 3
Engagement
c
2 Performance &=
o o
3 g
&’ Understanding 3
identity
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about student learning in the teaching of
ethics than it answers. Given the evidence
that for some students their over-confidence
interferes with their ability to engage in self-
reflection, an important question to investi-
gate is: What strategies work best in facilitat-
ing eritical self-refection for those students
who appear to be over-confident? While our
data provide evidence of student learning at
1 point in time, we de not know how much
of what students learned in an ethics course
is transferred into clinical education experi-
ences and eventually into practice.

The physical therapy profession has set a
Vision for 20207 that “a graduate who is a
doctor of physical therapy and holds all of
the elements of autonomous practice” and
that the graduate will exhibit the essential
elements of professionalism.? What is the role
of ethics education in physical therapy in
moving toward this vision? We would argue
thatlearning to be a professional is not simply
accumulation of knowledge, skills, or atti-
tudes, but rather a comnsideration of whether
or not the graduates can use what they have
learned to act in a professional manner. Part
of acting in a professional manner involves
responding in an ethical way. to the many
dilemnmas of professional practice. From here
we must also think about the development
or formation of that professional. Does the
student think like a professional? Does the
student perform like a professional? Does the
student act in ways that are consistent with
the norms and core values of the profession?
We have learned that clinical simulations
such as the one we studied here is 1 such
learning tool that does engage students in
thinking, performance, and action. Shul-
man® poses that:

Acting is more than knowing some-
thing or performing well; it seems to

t

Engagement
[
Performance 5
w3
kdentity 3
2

involve the development of a set of
values, commitments, or internalized
dispositions. It reminds me of what
theological educators talk about forma-
tion—the development of an identity
that integrates one’s capacities and dis-
position to create a more generalized
orientation to practice.

It may be that 1 of the mest important
goals of ethics education is facilitating the
development of students’ reflective capacity
as a critical element in their professional for-
mation. Orly continued inquiry into the
scholarship ol teaching and learning in ethics
education will help us more fully under-
stand.
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Appendix. Self Efficacy Pre and Post Course Survey Tool*

Directions: Please rate how confident you are to perform the following tasks by circling the appropriate number—from 0% indicating no
confidence to 100% indicating total confidence.

1.

10.

11.

12

How confident are you that you could identify an ethical problem in a written case study?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

. How confident are you that you could identify an ethical problem in an actual clinical setting such as a hospital, cutpatient clinic, or

rehabilitation center?
0% 0% 20%  30% 40% 50% 60% 70% 80% 90% 100%

. In analyzing a patient problem, how confident are you that you could differentiate between an ethical problem and other kinds of

preblfems such as miscommunication?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

wWith adequate information, how confident are you that you could propose a justifiable resolution to an ethical problem in clinical
practice?

0% 10% 20% 30% 40% 50% 60% 70% 20% 90% 100%

. How confident are you that you could accurately use ethical principles and theories to support a specific resolution to an ethical problem?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

. Assume that you are in a clinical pesition and corporate facility where you find out that you must continue physicai therapy interventions

{treatment) and billing with patients after you believe they have reached their goals. How confident are you that you could resolve
this ethical problem?

0% 10% 20% 30% 40% 50% 60% 70% 80% 20% 100%

. Assume that you are in a face-to-face interaction with a physical therapy peer whom you suspect has a substance abuse problem. How

confident are you that you could resolve this ethical problem?
0% 10% 20%  30% 40% 50% 60% 70%  BO%  90% 100%

. Assume that you are in a face-to-face interaction with a health professional with whom you disagree about end-cf-life care for one of

your patients. How confident are you that you could resolve this ethical problem?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

. Assume that you are in a face-to-face interaction with a patient who has been told by the physician that he has a shoulder problem

and upoen examination and evaluation you find that the patient has a primary cervical problem referring pain into the shoulder. How
confident are you that you could resolve this ethical problem?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Assume that you are in a face-to-face interaction with a patient who does not adhere with your prescribed exercise regimen and you
believe is ready to return to work, yet the patient appears to be malingering. How confident are you that you could resolve this ethical
preblem?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% '

Assurme that you are in a face-to-face interaction with a physical therapist who does very poor documentation often late and sometimes
is unable to accurately record what actually happened during the treatment session. How confident are you that you could resclve this
ethical problem?. .

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Assume that you are in a face-to-face interaction with a patient who is not safe to perform independent ambulation and return to
home alone yet insistent upon making her own decision. How confident are you that you could resolve this ethical problem?

0% 10% 20% 30% 40% 50% 60% 70% 0% 90% 100%
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