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1   INTRODUCTION AND 
BACKGROUND

On a backpacking tour through Vietnam, I happened to eat something
that caused the worst stomach ache I have ever had, and I had to visit a doctor.
The sanitary conditions in Vietnamese hospitals are hard for us to imagine, but
for ten dollars I promptly met a doctor and we talked about my symptoms and
probably about my trip to Asia. He diagnosed an acute enteritis, probably
caused by parasites and gave me metronidazole, a type of antibiotic. I don’t
remember his exact words but I do recall the quiet, unstressed atmosphere,
and the feeling of trust in a totally strange place that I never would visit
voluntarily. It must have been something in the doctor’s way of talking and
his behavior that gave me a feeling of trust and safety. One week later, I had
managed somehow to return to my hometown in Germany and was admitted
to the university hospital. I was locked up in an isolation room with the same
diagnosis, and treated with the same antibiotics. However, the only person I
recall talking to there was the cleaning man who had to enter my room once a
day. At this place, I felt much sicker than in Vietnam, and I really wanted to go
home as soon as possible.

A physician’s everyday work includes talking with patients. The
patients have their own life situations, their emotions, and expectations about
how they want to be encountered by a doctor. One of a doctor’s many tasks in
the clinical interview is to respect their “patients’ double needs”: “the need to
know and understand” about their medical conditions, and “need to be
recognized and understood” in their personal situations (Engel 1988). Thus,
core skills that future physicians need to acquire during their studies are
interest in and respect for their patients, and the readiness to share and explain
medical information with them.

Skillful communication with patients is a central aspect of a physician’s
professional identity. However, acquiring a communication style that
recognizes the patient as a person who is embedded in a life situation, and
responding to the patient’s complaints in an empathetic way, is a complex task
compared to the acquisition of factual knowledge. Many students experience
the training of “patient centered” consultations as a challenge that can cause
distress and, in the worst case, result in the decay of an initially humanistic
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attitude. In contact with health care professionals from other specialties,
communication skills also play an important role.

Teaching methods that involve group learning and demand self directed
study strategies have aimed to facilitate acquisition of communication skills.
These methods have been implemented consistently in problem based
learning approaches. The learning outcomes of different teaching methods
have been evaluated in many studies. However, one aspect has been neglected
in research – the role of students’ attitudes towards developing their
communication behavior, and towards being involved in group settings.
Attitudes and personal values can be assumed to play important roles in the
process that transforms a student’s identity into that of a physician.

1.1  Communication and professional identity

Professional attitudes and skills constitute the basis of a physician’s
identity (Armstrong 2002). Therefore, medical education aims at teaching
professional responsibilities that range from individual, over interpersonal, to
political levels (Archer et al. 2008; Arnold and Stern 2006; Cruess and Cruess
2008; General Medical Council 2009; Hodges et al. 2011). In sociocultural
learning theories, this socialization process has been described as a
continuously increasing participation in a community of practice (Wenger
1998). In addition to its function of imparting values, the training of clinical
communication skills comprises characteristics of medical technologies, e.g.
biomedical diagnostics. However, the development of a communication style
probably involves more complex learning processes that are based on
students’ reflections and evaluations of their behavior. This process also
demands students’ independent regulation of their learning strategies and
lifelong learning attitudes (American Board of Internal Medicine 2010; Duffy
and Holmbroe 2006; Tomasello et al. 2005). The technical aspect of
professional communication includes the adoption of a language that is shared
with colleagues. This professional language not only comprises a certain
terminology, but also the use of language in a professional purpose, for
instance the posing of inquiring questions, the explanation of medical facts,
and the structuring of interviews (Hydén and Lumma 2007).

The relationship between the patient and physician, including their rights
and obligations in the clinical encounter, is defined in theoretical models.
These models determine how a certain communicative situation such as a
diagnostic interview, or the breaking of bad news, should be performed.
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Theoretical models reflect communicative ideologies and values concerning
the doctor patient relationship (Hydén and Lumma 2007). These have changed
substantially during recent decades from a biomedical view on disease and
health up until the 1950s, towards the biopsychosocial perspective on health
that is common today. This implies a shift of the clinical consultation from
being a doctor and disease centered interrogation towards a patient centered
dialogue that is aimed at fostering a trustful relationship between the
physician and patient. Communicative ideologies also apply to the
collaboration among health care professionals. Here, ideally, a strict
hierarchical communication should be replaced by respectful interprofessional
collaboration (American Board of Internal Medicine 2010; General Medical
Council 2009; Lauffs et al. 2008).

It has been suggested that the complex learning processes involving the
formation of a professional identity should be made transparent for students
and teachers (Armstrong 2002; Hydén 2001; Hydén and Lumma 2007; Newble
1992; Niemi 1997). This means that medical education aims at increasing
students’ awareness of their personal attitudes towards patient centered
communication and towards their appreciation of their colleagues.

The training of patient centered communication has been integrated into
many medical curricula, commonly in combination with learner centered
teaching methods such as problem based teaching approaches that aim at
promoting collaborative and independent learning (McLean and Gibbs 2010).
However, despite training and theoretical instruction, some students are not
interested in learning communication skills, and their empathy towards
patients decreases after some study experience (Hojat et al. 2004; Hojat et al.
2009; Ogur et al. 2007). Those aspects of doctor patient communication that
students perceive as difficult have been addressed in only a few studies. It can
be assumed that the nature of the subject – the adaption of certain values and
ideologies and the involvement of the students’ emotions – result in learning
processes and problems that differ from other academic learning.

Differences are found between particular medical students’ interest in
learning professional attitudes and skills. Negative attitudes towards learning
communication skills are recurrently expressed by male students, and by
students without work experience in the health care sector (Rees and Garrud
2001; Rees and Sheard 2003). Likewise, it is known that students’ willingness
to participate in learning contexts that aim at promoting professional
interaction, e.g. in group learning, varies. However, there is little knowledge
available concerning relevant correlates, although an impact of contextual
variable has been assumed. However cognitive abilities – like the ability to
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control one’s learning behavior – may also have an impact on students’
motivation to engage in group situations (Cantwell and Andrews 2002). There
are reasons to consider students’ study motivation as a more important factor
for their learning success than the effect of a particular teaching method
(Albanese and Mitchell 1993; Norman and Schmidt 2000; ten Cate 2001). Until
now, knowledge and assessment of medical students’ professional skills and
attitudes have been insufficient (Stern 2005). Students who are aware of their
own and their peers’ attitudes tend to show more tolerance for their peers’
preferences (Hendry et al. 2005).

In conclusion, it can be assumed that medical students consider
pedagogical methods in their application to a particular medical program, in
particular those who apply to problem based curricula. Their attitudes
towards group learning contexts may be influenced by their experience with
group work prior to their academic studies, e.g. in the form of work
experience in the health care sector, or during secondary school education.
Differences in traditions of teaching methods concerning group work are
found between Sweden and Germany. While Swedish schools aim at
providing equal opportunities for all children and use collaboration as an
important learning source, the German school system aims at early selection
with a focus on individual support and competition between students.

1.2  Aims of the thesis 

From the previous short background description, the aim of the thesis and
the research questions of the four included studies are formulated.

The thesis explored and identified typical difficulties that students
perceive in the process of learning patient centered communication skills. It
also compared differences in students’ attitudes towards learning
communication skills and towards group learning between students from
Swedish and German traditional and problem based medical faculties.

The four resulting papers focused on answering the following research
questions:

1) How can medical students’ acquisition of communication skills be
described as adoption of a professional technology and as transformation into
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a professional identity, which difficulties do students encounter, and which
coping strategies do they apply?

2) How can students’ difficulties and resources in the process of learning
patient centered communication skills be categorized?

3) Are students’ attitudes towards group learning related to demographic
variables and to students’ awareness of learning strategies? Do they differ
between students from traditional versus problem based curricula, and
between Swedish and German students?

4) Are students’ attitudes towards learning patient centered communication
skills related to demographic variables, awareness of learning strategies, and
the appreciation of patient oriented care? Do they differ between students
from traditional versus problem based curricula, and between Swedish and
German students?

1.3  Overview of the dissertation 

These research questions resulted in a twofold study design. Questions 1
and 2 were approached with qualitative analysis of video data that had been
collected over a period of two academic terms. Research questions 3 and 4
demanded a survey study that combined several existing questionnaires with
a newly developed instrument for assessing students’ attitude towards group
learning. The following chapters provide a literature review of the theoretical
fundaments and empirical evidences over the used concepts. Chapter 2
presents educational guidelines and theoretical models of patient centered
communication skills, and educational guidelines for the teaching of
teamwork skills and interprofessional competence. Chapter 3 describes
traditional and problem based learning approaches, and presents teaching
methods for communication skills, as well as studies that refer to students’
difficulties with learning communication skills. Chapter 4 concerns students’
attitudes towards the training of communication skills and towards
participation in group learning contexts. Empirical studies that compare
students’ attitudes in traditional and problem based are presented. Chapter 5
describes the performed studies, including the participating medical faculties,
the applied questionnaires, the data collection, and qualitative and statistical
analyses. In chapter 6, the study results are summarized, and chapter 7
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provides the discussion and conclusions, including implications for
educational practice and research.
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2   COMMUNICATION SKILLS AND 
TEAMWORK – EDUCATIONAL 

GUIDELINES

Medical teaching should aim at educating socially accountable health care
providers (Woollard and Boelen 2012). This includes a patient centered
orientation including communication skills and the ability to participate in
teamwork. National agencies set standards for the teaching of medical skills.
The following section presents their guidelines for teaching patient centered
communication and teamwork skills.

2.1  Guidelines for patient-centered 
communication

Patients in Western countries have the legal right to receive individually
tailored information that enables them to give their informed consent to
diagnostic and treatment measures (Kuehn 2009; Makoul 2008). These legal
conditions imply that the relationship between physician and patient has to be
based on trust and equality. National associations and medical programs have
formulated guidelines concerning the doctor patient relationship (Association
of American Medical Colleges 1999; Makoul and Schofield 1999; Simpson et al.
1991; Workshop Planning Committee 1992).

Unanimously, a partnership relation is regarded as the base of the patient
doctor relationship. This includes a balanced distribution of power and control
in the doctor patient encounter (BVMD 2006; General Medical Council 2009;
Institute of Medicine 2001; Makoul 2001). The patient’s autonomy and his
rights, such as those that give informed consent to treatment decisions, and to
receive a second opinion, have to be respected. Communication should be
tailored individually and consider the patient’s “health literacy”, i.e. the
degree to which the patient can obtain, process, and understand the basic
biomedical information for making appropriate decisions (Makoul 2008).

As an example, the ethical guidelines formulated by the General Medical
Council, as the independent regulating agency of the UK, are cited (General
Medical Council 1993, 2009). In their guidelines “Good Medical Practice”, part
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of the “Tomorrow’s doctors” document, they define principles of the doctor
patient relationship (http://www.gmc uk.org/education/overview.asp). They
demand that physicians recognize that

patients must be able to trust doctors with their lives and health.
To justify that trust you must show respect for human life and you
must (…) work in partnership with patients, listen to patients and
respond to their concerns and preferences, give patients the
information they want or need in a way they can understand, and
respect patients’ rights to reach decisions with you about their
treatment and care (…). (General Medical Council 2009).

In a similar manner, the US Kalamazoo Consensus Statement (Bayer
Fetzer Conference 1999), and in Canada the Toronto Consensus statement, set
standards for the physician patient relationship (Simpson et al. 1991). In
Sweden and Germany, the corresponding agencies are the Swedish Society of
Medicine, with the section for medical education (Swedish Society of Medicine
2009, Swedish Association for Medical Education 2011), and the German
society for medical education (Gesellschaft für Medizinische Ausbildung 2003,
no official English title). In 2006, core competencies were formulated for future
German physicians and a European consensus statement was published
(BVMD 2006; IFMSA 2006).

For medical education, these overarching principles of the doctor
patient relationship have to be translated into theoretical models, which are
presented in the next section.

2.1.2  Historical perspective on patient-centered 
communication models 

The principles of the patient doctor relationship have to be applied to
practical situations, for instance in clinical interviews. The doctor’s
predominant purpose in the clinical interview is to gather diagnostic
information, to offer expert knowledge, and to make decisions in their
patient’s best interest (Haas and Shaffir 1991). The patient seeks help and
advice. This constellation promotes an asymmetrical relationship between the
physician and the patient. Moreover, high moral expectations and hopes of the
patient support a “doctor ”, and “disease ” centered consultation style, where
the doctor controls the encounter (Haidet et al. 2002; Krupat 1999). The
consultation style that is demanded by the ethical principles mentioned above,
in contrast, presupposes the physician’s willingness to share information and
communicative power with the patient and to acknowledge the patient as an
equal partner. In an equal relationship, the patient can fill her/his cognitive
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“need to know and understand” and the affective “need to feel known and
understood” (Engel 1988).

Up until the 1950s, doctor and disease focused clinical interviews
predominated, favored by a biomedical perspective (Armstrong 2002). Since
then, societal and scientific developments, such as technical developments
(Conrad 2005) and the change towards marketplace competition and
consumerism have promoted the shift towards patient oriented relationships
and communication (Conrad and Leiter 2004; Mechanic 2002).

In the 1950s, Balint introduced a humanistic and psychodynamic view on
general practitioners’ interaction with patients (Balint 1957). This was followed
by a shift from a biomedical understanding of health and disease towards a
bio psychosocial view. This holistic perspective requires the doctor’s interest
in the patient’s life context and considers the impact of the patient’s
biomedical conditions on everyday functioning (Engel 1977). The first
theoretical model that defined doctor patient communication from a holistic
perspective was the “patient centered clinical method” (Levenstein et al. 1986).
Several theoretical concepts followed (Lipkin, Putnam and Lazare 1995;
Pendleton et al. 1984; Roter and Hall 2006). Today, the ill patient is not only
viewed in terms of deficiencies of single body parts, but as a person embedded
in a life world that consists of complex relationships between physical and
mental systems (Armstrong 2002). Consequently, patients have a more active
role towards the health care system, organize themselves in self help groups,
and strengthen their expert position by actions like using the internet.

A patient centered consultation style has positive effects on patients’
health and well being (Simpson et al. 1991; Stewart 1995; Stewart et al. 2000). It
is also associated with better adherence to treatment and improved health
outcomes (Stewart et al. 2000), higher patient satisfaction (Krupat 1999; Haidet
et al. 2001), and improved recall and understanding of information (Kurtz et
al. 1999). Conversely, ineffective doctor patient communication is associated
with malpractice claims and suits (Kurtz, Silverman and Draper 2005;
Levinson 1994; Levinson et al. 1997; Makoul 2008). It is assumed that the
influence of doctor patient communication on health is caused by increased
trust and treatment adherence, self care, and management of emotions (Street
et al. 2009).

2.1.3  Patient-centered communication skills 
Theoretical models are the basis of communication skills instruction. They

result in teaching contents that are commonly expressed in a set of
communication skills. In 1999, leaders and representatives from medical
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education organizations formulated a set of essential elements in physician
patient communication that serve as a framework for teaching, assessment,
and evaluation of educational programs (Makoul 2001). According to this
framework, patient centered interview should include these elements in the
temporal agenda presented:

1. Building the doctor patient relationship
2. Opening the discussion
3. Gathering information
4. Understanding the patient’s perspective
5. Sharing information
6. Reaching agreement on problems and plans
7. Providing closure
(Makoul 2001).

From this framework, communicative skills have been derived that are
recommended for all medical specialties (Maguire and Pitceathley 2002;
Stewart et al. 2003). These include:

1. Eliciting the patient’s main problems and perception of these, as well as the
physical, emotional and social impact of the patient’s problems on his/her life
situation
2. Tailoring information to the patient’s needs and checking his/her
understanding
3. Eliciting the patient’s reactions to the information given
4. Assessing the patient’s wish to participate in decisions
5. Discussing treatment options with the patient in an understandable way
6. Maximizing the chance that the patient will comply with the decisions about
treatment and advice concerning changes in lifestyle.

With some variations, courses in communication skills instruction aim at
teaching precisely these skills. Vivid examples of patient centered interviews
are provided in the literature (Haidet and Paterniti 2003; Stewart 2001). When
patient centered approaches are adapted to particular clinical contexts,
different aspects may be accentuated (Hudon et al. 2012). However,
discrepancies between academic standards and medical practice are common.
In practice, the use of patient centered communication can be restricted by
many contextual factors, such as time constraints and economic or personal
resources.
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Communication and interaction are not only core elements of the
relationship between the physician and the patient. They also characterize the
collaboration among health care professionals. The following section presents
educational guidelines concerning medical students’ teamwork competencies.

2.2  Guidelines for teaching teamwork skills 
and interprofessional competence

Communication and collaboration between health care practitioners are
essential for good medical care, particularly in the context of inpatient
treatment. Therefore, teaching teamwork skills is a central aim of medical
education (World Health Organisation 1988). National educational standards,
in particular the UK ethical “Good Medical Practice” guidelines, emphasize
the relevance of teamwork among health care professionals. They recommend
for doctors that “(…) you must: (…) work with colleagues in the ways that
best serve patients’ interests” (General Medical Council 2009). Under the
heading “working in teams”, they state that

most doctors work in teams with colleagues from other
professions. (…) Working in teams does not change your personal
accountability for your professional conduct and the care you
provide. When working in a team, you should act as a positive
role model and try to motivate and inspire your colleagues. You
must: a) respect the skills and contributions of your colleagues; b)
communicate effectively with colleagues within and outside the
team (…) (General Medical Council 2009).

Likewise, the ability to engage in teamwork is listed as a core
competence in German and European consensus statements (BVMD 2006;
IFMSA 2006). For Germany, no guidelines are available yet, but a position
paper is to be published at the end of 2012. Most medical programs already
include the development of teamwork skills in their educational aims.

An important aspect of teamwork is interprofessional collaboration that
refers to ‘‘occasions when two or more professions learn with, from, and about
each other to improve collaboration and the quality of care’’ (Barr et al. 2005).
Interprofessional collaboration fosters patient centered care by promoting the
active participation of different disciplines and the continuous respectful
communication among caregivers (Oandasan and Reeves 2005). Collaboration
should be based on interprofessional competence, i.e. knowledge and
understanding of one’s own and other team members’ professional roles,
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comprehensions of teamwork, and of patient care (Hallin et al. 2009; Hargie et
al. 2010; Lauffs et al. 2008). Preferably, the teaching of collaboration
competence should include peer supported learning as the pedagogical
method, as it prepares for the transfer from academic to clinical settings, and
involves multiprofessional teams (Paice and Heard 2003; Thistlethwaite and
Moran 2010). The teaching of teamwork skills has not been formalized to the
same extent as have consultation skills.

2.3  Summary 

Principles and standards for teaching patient centered communication and
teamwork skills are defined by national medical education agencies.
Theoretical models and sets of communication skills have been formulated for
the teaching of patient centered communication. Teamwork skills, in contrast,
tend to be taught as implicit expertise in multi professional learning settings.

Emphasis on patient centered communication and teamwork entailed the
introduction of particular educational methods, especially problem based
learning approaches. The characteristics of traditional and problem based
learning and their effects on patient centered communication and teamwork
skills are compared in the next section. The following chapter also presents
instructional methods for communication skills instruction and illuminates
findings about students’ difficulties with learning about patient centered
consultations.
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3   TEACHING AND LEARNING – AIMS, 
METHODS, AND LEARNING 

PROCESSES

During recent decades, teaching methods have been implemented in many
medical curricula that aim at fostering communication and group work skills.
Driven by national guidelines, reforms have focused on integrating clinical
skills in early study phases and using clinicians as teachers (General Medical
Council 1993). The introduction of problem based learning methods had the
greatest impact on medical education (Barrows and Tamblyn 1980).

3.1  Aims of traditional and problem-based 
learning approaches 

Traditional medical education implies outcome based, predefined goals
that are pursued with teacher structured instructional methods, like lectures
and individual textbook reading (Rees and Richards 2004). Traditional
curricula divide studies into a preclinical phase that aims at teaching the
scientific basics of medicine, and a clinical phase in which students start
working with clinical cases, including patient contacts. Thus, during the first
terms, academic education focuses on the acquisition of factual knowledge
and practical skills. As in most countries, this curricular model was
predominant in Sweden and Germany until the 1980s.

The exclusive focus on individual, predefined, and teacher structured
learning has several shortcomings. It complicates the students’ transition from
university to working life, i.e. it induces a “practice shock” between academic
formation and the first working experience (Hussey and Smith 2002).
Moreover, traditional teaching methods are not adequate for adopting patient
oriented professional attitudes and skills. In order to cope with these
problems, teaching approaches were developed in the 1960s that emphasize
the student’s active role in the learning process, and that resulted in the design
of problem based learning approaches (Barrows and Tamblyn 1980).

The pedagogical basis of problem based learning is student directed, case
based experiential learning in small groups that fosters the adoption of a
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humanistic approach to medical care (Archer et al. 2008; Arnold and Stern
2006; Branch et al. 2001; Cruess and Cruess 2008; Dolmans and Schmidt 1996;
Dolmans et al. 2005). Small groups work on clinical cases using self directed
literature searches and group discussions. Students’ learning efforts are
supported by teachers who do not serve as expert instructors, but rather as
facilitators and advisors (Harden, Sowden and Dunn 1984; Ludmerer 2004;
Lycke, Grøttum and Strømsø 2006). In contrast to traditional medical curricula,
problem based learning integrates study contents vertically, i.e. basic science
and clinical cases are presented simultaneously. This interconnection of
biomedical knowledge and clinical problems is assumed to stimulate
profound learning and understanding of biomedical principles and to foster
lifelong learning (Dahle et al. 2002). Problem based learning also implies a
horizontal integration of medical specialties, which means that different body
systems are presented together, as they also occur in clinical practice.

Problem based learning approaches presume that learners develop their
abilities in interpersonal relationships and interactive learning (Rees 2004).
They are also aimed at educate educating students as effective collaborators
and to at developing their self directed learning skills (Candy 1991; Dolmans
et al. 2005; Hmelo Silver 2004; Howe 2001; Lycke, Grøttum and Strømsø 2006;
Vermetten, Vermundt and Lodewijks 2002). This results in “dynamic, complex
and unstable” learning processes (Barrows and Tamblyn 1980; Bleakley 2006),
and stimulates experiential and reflective learning, as well as the social
construction of knowledge (Gibbs, Olckers and Duncan 2007). Qualitative
analyses of student interactions showed that discussions in problem based
groups actually involve the intended collaboration and self directed learning
processes (Visschers Pleijers, Dolmans and Wolfhagen 2005; Yew and Schmidt
2009). Today, problem based learning approaches are complemented by
experiential methods that include electronic media, like video teaching and
web based learning.

3.3  Effects of problem-based learning on 
learning outcomes 

Studies that compare traditional and problem based curricula have
mainly focused on differences in learning outcomes in terms of knowledge,
clinical skills, or other competencies in traditional and problem based
curricula (Vernon and Blake 1993). As a disillusioning result, no general
superiority of one teaching method over the other could be assessed (Albanese
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and Mitchell 1993; Norman and Schmidt 2000; Schmidt, Vermeulen and van
der Molen 2006; Smits et al. 2003). However, detailed studies found differences
in certain subject areas. One finding was that problem based learning
promotes active and self directed learning (Lycke, Grøttum and Strømsø
2006). In a comparative study in Norway, students enrolled in curricula with
integrated teaching methods reported throughout their study time better
communication skills than students in a traditional curriculum (Gude et al.
2005).

3.3.1  Problem-based learning and patient-centered skills 
Training of communication skills at an early study phase combined with

interactive and self directed learning is regarded as an effective teaching
method (Barrows and Tamblyn 1980; Candy 1991; Christianson et al. 2007;
Dolmans et al. 2005; Schmidt, Vermeulen and van der Molen 2006). In
particular, the possibility to learn through role modeling, a non threatening
learning environment, and contact with patients with a variety of problems,
foster a humanistic approach to care if they allow deep and critical reflection
(Branch et al. 2001).

3.3.2  Problem-based learning and teamwork skills  
Collaborative learning demands the students’ active exploration of the

study material and its discussion with peer students. Such learning contexts
are regarded as beneficial for the training of teamwork skills. Small group
work is especially effective if it pursues common goals and combines
responsibility for one’s own as well as for the group’s learning outcome
(Blumenfeld et al. 1996; Johnson and Johnson 1991; Johnson and Johnson 2000;
Slavin 1990). However, students are active participators in the learning
process, and their conceptions of learning may moderate the impact of
teaching approaches on learning outcomes. Students who entered problem
based curricula were found to be more aware of the importance of
constructivist learning – e.g. cooperative learning – for their study success,
compared to students in traditional curricula (Hendry et al. 2006; Loyens,
Rikers and Schmidt 2009). These cognitive conceptions of learning can foster
the development of long term oriented skills, like a lifelong learning attitude.

There are more differences between students enrolled in problem based
programs and students in traditional curricula. Students from problem based
schools show higher appreciation for peer discussions as a learning resource
than students from traditional schools (Lycke, Grøttum and Strømsø 2006),
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and graduates from problem based medical schools rate themselves higher on
interpersonal competencies. These competencies include their teamwork
ability, cognitive skills, self directed learning, and partly their general
academic competencies, like writing reports, and task supporting
competencies such as efficient planning skills (Schmidt, Vermeulen and van
der Molen 2006). They are reported to possess better communication skills
than students from traditional schools (Santos Gomez et al. 1990).

Students from the medical faculty at Linköping – who were instructed
together with other health care students during the first ten weeks of their
studies – reported more confidence in their abilities to co operate with other
health care professions (Faresjö et al. 2008), and showed a greater open
mindedness about cooperation with other health care professions
(Wilhelmsson et al. 2011). Female students were more positive than male
students towards teamwork.

3.3.3  Problem-based learning and self-regulation skills
Continuous increase in knowledge and developments in diagnostic and

medical treatment demands that future doctors commit themselves to a
lifelong learning attitude (Li et al. 2010), which is included as a goal of medical
education in the physician charter on medical professionalism (Blank et al.
2003; Candy 1991; American Board of Internal Medicine 2010). A key
competence of lifelong learning is the ability to self regulate one’s learning
activities (Blumberg 2000; Dolmans and Schmidt 1996; Li et al. 2010; Nota,
Soresi and Zimmerman 2004; Zimmerman and Schunk 1989). The concept of
self regulation embraces cognitive, motivational, affective, behavioral, and
contextual factors (Boekarts 1996; Heikkilä and Lonka 2006; Pintrich, Wolters
and Baxter 2000; Schraw 2006; Zimmerman and Schunk 1989). These refer to a
person’s ability to “set task related, reasonable goals, take responsibility for
his or her learning, and maintain motivation” (Heikkilä and Lonka 2006,
p.101).

Thus, self regulation is the ability to plan, monitor, and evaluate one’s
own learning processes. Self regulated learning includes asking oneself
questions such as: ‘‘What information is relevant and where do I find it?’’,
‘‘When will I know that I understand a subject?”, or “How can I organize
information?’’ (Graesser, Halpern and Hakel 2008). Monitoring one’s mental
activities means applying a metacognitive perspective, being aware of one’s
learning strategies, evaluating their efficacy, detecting mistakes, and changing
to more effective strategies (Metcalfe 2009). This kind of self awareness can be
improved by training (Volet 1991). In academic learning, core metacognitive
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aspects of self regulation are a person’s knowledge of cognition (e.g. about
their learning strategies), and her/his regulation of cognition (i.e. the use of
learning strategies) (Flavell 1979; Nelson 1996; Schraw and Dennison 1994)

Problem based learning approaches are aimed at promoting the self
regulation of learning, as students are required to formulate personal study
goals and evaluate their learning progress (Cutting and Susswein Saks 2012;
Hussey and Smith 2002). In a qualitative study, beginning students in a
problem based program showed different personal styles in adopting self
directive learning strategies (Evensen, Salisbury Glennon and Glenn 2001).
Students in problem based learning programs are more likely to use self
regulating learning strategies than students in traditional courses, and are
assumed to have better self directed learning skills (Lee, Mann and Frank
2010; Lycke, Grøttum and Strømsø 2006; Ozuah, Curtis and Stein 2001;
Schmidt, Vermeulen and van der Molen 2006; Shin, Haynes and Johnston
1993; Vermetten, Vermundt and Lodewijks 2002).

However, not all medical students are interested in group learning and
self directing study. Among veterinary students, a strong preference for
individual and teacher directed learning was observed (Raidal and Volet
2009). These students perceived group work and self directed learning as
unnecessarily complicated and mentally stressful conditions of their study
situation and reported little earlier positive experience with collaborative and
self directed learning. In other studies, students argued that group work and
self directed learning have no relevance in medical practice (Hendry et al.
2005; Hendry et al. 2006; Newble 1992; Woloschuk, Harasym and Temple
2004). Good self regulatory skills were found to be related to a preference for
group learning contexts (Cantwell and Andrews 2002; Lycke, Grøttum and
Strømsø 2006; Raidal and Volet 2009). The complexity of group situations may
be perceived as a positive challenge by students with good metacognitive
skills.

3.4  Teaching and learning communication 
skills

Until now, no international standards have existed for the instruction of
patient centered communication, but in practice, certain teaching methods are
common. One characteristic is students’ experience with clinical settings and
patient contact. Encounters with patients and colleagues in clinical contexts
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help students to grow into the community of physicians and adds relevance to
their academic studies (Wenger 1998). In the interaction with patients, clinical
experience provides students with confidence and promotes their self
reflection, which helps them to acquire communication skills (Dornan et al.
2006).

Patient centered communication goes beyond the gathering of information
about the patient’s medical condition. It aims primarily at building a solid
relationship between patient and physician (Platt et al. 2001). This demands
certain attitudes on the part of the physician – i.e. empathy and openness
towards the emotional content of the patient’s story, as well as conversational
techniques, such as asking the right kind of questions and assuming a special
body posture (Hydén and Lumma 2007). These multidimensional capabilities
demand an “integration of knowledge, skills, and attitudes” (Merriënboer and
Kirschner 2007) that has to be learned in practical training. In general, the
practical training of communication skills improves communication
performance (Aspegren 1999; Kurtz and Silverman 1996; Ottoson 1999), and
supports students’ personal conceptions of communication skills (Loureiro et
al. 2011). In particular, students who start with relatively poor communication
skills – more often male than female students – benefit from training
(Aspegren 1999). Male students are considered to be slower in learning
communication skills than female students (Branch et al. 2001; McLean and
Gibbs 2010).

3.4.1  Teaching methods 
Guidelines for the acquisition of communication skills are often included

in medical faculties’ study aims. However, even if conceptual frameworks
exist to define desirable communication skills (Smith et al. 2000), a lack of
clarity and consistency concerning contents and assessment methods has been
criticized (Cegala and Lenzmeier Broz 2002), and teaching guidelines tend to
have low empirical evidence (Veldhuizen et al. 2007). The teaching of
communication skills is characterized by a great variety; while some courses
aim at teaching general communication skills, others use checklist formats of
particular skills that can be applied for teaching and assessment (Humphris
2001).

Effective communication skills training programs should last for at least
one day and be learner centered (Berkhof et al. 2011). Longitudinal training
has proven more effective than massed instruction (vanDalen et al. 2002). It
should also be continued during the whole period of medical studies (Ottoson
1999), as the positive effects of communication skills courses tend to erode
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after the end of formal instruction (Cantwell and Ramirez 1997; Hojat et al.
2004; Spencer 2004). Courses that contain these principles have been
integrated into many medical schools during recent years (Schultz et al. 2007).

Students benefit from instruction if it involves practical communication
skills training, includes visits in health care contexts, and is integrated early
into medical education (Koponen, Pyörälä and Isolatus 2012). Effective
teaching of communication skills has to be experiential and start from defined
problems (Aspegren 1999). However, even if theoretical lectures are ineffective
as exclusive teaching methods, a model should be used for illuminating the
relevance of patient centered communication for clinical practice (Williams et
al. 1997). The practical training can be performed in contact with real or
simulated patients, or role playing with peers. It should be commented upon
by individual feedback, and reflected in small group discussions (Berkhof et
al. 2011).

The practical training should include supervised discussions and personal
feedback that support a deep understanding of the underlying ethical
principles (Niemi 1997; Skelton 2005), and students’ self regulation of the
learning process (Cutting and Susswein Saks 2012). The involvement of peer
students and clinical practitioners provides rich sources for discussion of
students’ experiences and for finding coping strategies for difficult situations
(Hydén and Lumma 2007; Lumma Sellenthin 2009). Students who received
training in professional development were also observed to show better
communication skills compared to those of students in traditional curricula
without professional skills training (Joekes et al. 2011).

3.4.2  Real and standardized patients  
The training of clinical interviews can involve different kinds of patients –

“real” patients encountered in clinical contexts or, most commonly, simulated
patients. These can be laymen or professional actors, who have been
thoroughly rehearsed to present a standardized medical condition or difficult
interview situation; these are also called standardized patients (Cleland, Abe
and Rethans 2009; Nikendei et al. 2007). Standardized patients can be trained
to give consistent responses, their presentation can be matched to the students’
needs and they can be used in emotionally sensitive situations, such as for the
breaking of bad news. Which kind of patient is used for instructional purposes
is determined by many factors, including the purpose of teaching or
assessment, the desired degree of standardization, the emotional sensitivity of
the student patient encounter, as well as costs and availability (Collins and
Harden 1998).
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There are also advantages with in meeting real patients. Even if these
contacts cannot be standardized, students tend to appreciate the involvement
in community contexts (Rolfe et al. 1999; Wilkinson, Gower and Sainsbury
2002). From a sociocultural perspective on learning, participation in work
contexts can increase students’ feelings of personal accountability and
involvement, and promote their motivation for academic study (Wenger 1998).
However, in some cases, ethical problems can arise with real patients who
may feel coerced to participate but are too polite to refuse participation in
educational situations (Rees and Knight 2008).

As the adoption of communication skills is a complex process that
involves practical experience, personal feedback, and reflection, many medical
students struggle with developing and improving their communication
behavior.

3.4.3  Students’ difficulties with learning communication 
skills 

Patient centered communication implies a psychosocial perspective on
health and illness, i.e. a caring attitude towards the patient. A caring attitude is
expressed as an empathic interest in the patient’s life situation, and respect for
her or his emotions and cognitions regarding illness and health. Even if
students appreciate patient centered concepts, they can experience problems
with being open towards the patients’ life situations (Royston 1997;
Thistlethwaite and Jordan 1999). Students’ difficulties with acquiring and
maintaining psychosocial elements of patient centered communication, in
particular the adoption of an empathetic attitude, have been reported (Holm
1995). After the end of formal teaching, students can even show a decreased
empathy towards patients (Hojat et al. 2004; Spencer 2004), and a tendency to
avoid psychosocial issues (Craig 1992; Williams et al. 1997). Unfortunately,
study experience seems to impede patient centered attitudes, i.e. students
enrolled in later terms tend to show a more cynical attitude towards patients
(Griffith and Wilson 2001). Communication techniques that foster the patient’s
free report, i.e. the use of open, exploratory questions, can be difficult to
acquire (Lumma Sellenthin 2009), and tend to diminish after the end of
training (Cantwell and Ramirez 1997).

The establishment of an empathetic relationship with patients can cause
ambiguous feelings (Nogueira Martins, Nogueira Martins and Turato 2006).
In a study with fifth year students, they described themselves as highly
dependent on positive responses from their patients for their efforts to show
empathy and care and worried that they would not be able to maintain a
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patient centered attitude in the future. When confronted with patients who
lived under difficult personal circumstances, the students mentioned feelings
of helplessness and high moral accountability. Ambiguous feelings towards
their patients can be an expression of students’ ethical and emotional
dilemmas. Four basic issues in student patient interviews that can cause
distress were identified: a one sided focus on “pathology versus health”, a
tension between “not knowing versus too much knowing”, the students’ own
emotional “vulnerability versus denial” of the patient’s emotional suffering,
and a tendency to “react versus to be inactive” towards the patient’s
experiences (Rosenfield and Jones 2004). Students can solve these dilemmas by
focusing on their own emotional reactions as a diagnostic and therapeutic
resource. Awareness of these possible pitfalls can help student to establish a
balanced and empathetic attitude towards the patient and to develop their
professional identity. The importance of awareness towards ethical principles
for patient communication was already discussed in the 1980s (Barnard 1986).
It was recommended to combine education in communication skills and moral
principles, and to consider their overlap and mutual reinforcement. Relevant
issues in the contact with patients can be beneficence and non maleficence,
respect for persons, and justice.

In general, physicians who feel stressed in the encounter with patients,
they worry that the exploration of the patient’s problems might take up too
much time, also increase the patients’ distress. As a consequence, physicians
may exhibit behavior that blocks the patients’ further emotional discloses, and
give advice before the patient has brought up a central problem, or explain
away the patient’s emotions by focusing on physical symptoms (Maguire and
Pitceathley 2002). Thus, the training of communication skills has to reflect
student’s perceived emotional distress and to explore their worries. In the
educational situation, students can become aware of moral and emotional
dilemmas that they have to cope with.

3.5  Summary 

Problem based learning methods are regarded as more effective in
teaching patient centered and teamwork skills than traditional, lecture based
instruction is. The pedagogical basis of problem based learning is student
directed, experiential learning in small groups that fosters the adoption of a
humanistic perspective. Involvement in clinical and community contexts,
patient contact, and communication skills training are included at an early



22

study phase. Problem based learning fosters collaborative learning and
discussions among peers, is associated with better communication skills than
traditional instruction, and promotes the use of self directed learning
strategies.

Effective communication skills instruction combines practical training
with individual feedback on performance, and group discussion that is based
on theoretical models, and is integrated into the curriculum over a long time
period of time. The use of real or standardized patients is common, and both
entail advantages and shortcomings. Students tended to perceive the focus on
psychosocial topics and the adoption of an empathetic attitude as problematic.
Ethical dilemmas and emotional helplessness towards the patient have been
identified and reflected upon in communication skills training.

The next chapter illuminates students’ attitudes towards learning patient
centered communication that are an important motivational factor in the
learning process, and summarizes research about difficulties that students
may encounter in learning to talk with patients.
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4   STUDENTS’ ATTITUDES TOWARDS 
PATIENT-CENTERED COMMUNICATION 

AND CARE 

Learning processes can be divided into three dimensions: cognitive
learning, affective (or motivational) learning, and metacognitive regulation.
Student centered curricula should consider all dimensions, but until now,
curriculum designers tend to undervalue educational components that foster
students’ learning motivation. Although problem based learning methods
involve student centered learning, they are primarily aimed at promoting
cognitive and metacognitive processes, like self regulated learning. However,
the cognitive dimension of learning processes may not be the most sensitive
determinant of successful learning. Medical students can be generally
regarded as capable learners and high achievers. They are able to adapt their
learning behavior to situational demands like assessment requirements (Cook
et al. 2009). Thus, their learning outcomes may not depend primarily on the
teaching method but on students’ active approach towards teaching and
assessment conditions, i.e. their motivation to use learning strategies
(Entwistle 1991; ten Cate 2001).

If effective learning depends less on the applied pedagogical approaches
and course contents than on students’ perception of, and active approach
towards the learning conditions, it is important to fostering students’ intrinsic
motivation. This requires support of their autonomy and emotional well
being, as well as adequate feedback (Kusurkar et al. 2012). Students’
perception and evaluation of their learning conditions and contents entails
beliefs about the pleasantness and usefulness of elements like group work, and
about intentions like improving their communication behavior. The sum of a
person’s evaluations adds up to the psychological concept of someone’s
“attitude”. Attitudes influence how we think, feel, and behave. As
psychological constructs, they comprise affective evaluations, cognitive beliefs,
behavioral routines, and intentions to perform a behavior. The affective
attitude aspect comprises feelings of like and dislike. It is regarded as the
attitude dimension that is most susceptible to external influences, i.e. new
experience. Cognitive beliefs and values, on the contrary, tend to be more
stable over time, but can be changed by reflection, deep insights, and critical
appraisal (Fishbein and Ajzen 2010; Schüffel 1983). The strongest impulse for
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the actual exertion of a behavior is the intention to perform it (Francke,
Garssen and Huijer Abu Saad 1995).

In educational processes, the role of attitudes is complex. However, in
medical education, attitudes have been regarded as critical for the actual use of
an expertise in clinical practice (Newble 1992). Thus, it can be assumed that a
positive attitude towards group learning and patient centered communication
increase students’ motivation to apply these capabilities in the patient
encounter. If medical studies aim to reform students’ attitudes towards
patient centered consultations and towards collaborative learning settings,
they should be assessed and discussed at an early study stage. Congruent with
this consideration, a need to assess medical students’ attitudes towards
professional skills training was stated in a recent study (Anvik et al. 2007b).
Assessment instruments such as questionnaires that refer to students’ patient
orientation and their attitudes towards communication skills training are
presented in the next section (Krupat, Hiam and Fleming 1999; Rees, Sheard
and Davies 2002). These instruments were used in the survey study that was
part of the thesis.

4.1  Attitudes towards learning communication 
skills

Patient centered doctor patient communication as an academic subject is
aimed at teaching a particular behavior on the basis of predefined values and
ideologies and, in addition, it demands a certain degree of emotional
engagement. Effective teaching of communication skills presumes that
students recognize that their communication skills are an important clinical
competence that they should improve during their studies.
Unfortunately, students’ and clinicians’ appreciation of communication skills
as a full fledged academic subject in which students can succeed or fail is still
too low. This is reflected in the insufficient allocation of curriculum time,
economic budget, and personal resources like tutors, and recruitment of
simulated patients from minorities (Hargie et al. 2010). Negative attitudes
towards learning communication skills are common (Flaherty 1985; Parle,
Maguire and Heaven 1997; Rees and Sheard 2003; Smith et al. 2000). Some
students were found to assert that they do not recognize communication skills
training as an academic subject (Rees and Garrud 2001), or that they do not
perceive a need to improve their personal communication performance
(Batenburg and Smal 1997; Cleland, Foster and Moffat 2005).
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4.1.1  Assessing attitudes towards communication skills 
learning – the “Communication Skills Attitude Scale”  

An instrument for assessing medical students’ attitude towards learning
communication skills that has been applied in numerous studies is the
“Communication Skills Attitude Scale” (CSAS) (Rees, Sheard and Davies
2002). The questionnaire comprises two scales. The ”Positive Attitude Scale”
(PAS) refers to students’ appreciation of communication skills as an academic
subject, as well as to their beliefs about respect for the patients’ rights and
about the importance of communication with patients and colleagues. In a
Norwegian study, another factor structure of the CSAS items was found that
differentiates between affective and cognitive dimensions of doctor patient
communication (Anvik et al. 2007a; Anvik et al. 2007b).

Recurrent findings are that female students express more positive
attitudes towards learning communication skills. Moreover, students with
personal work experience in health service, and students whose parents do not
work in health care, tend to be particularly positive (Batenburg and Smal 1997;
Cleland, Foster and Moffat 2005; Koponen, Pyörälä and Isolatus 2012; Rees
and Sheard 2002; Tsimtsiou et al. 2007). The relationship between gender and
patient oriented attitudes and behavior has been confirmed in other studies.
Examples are that female students show more empathic behavior throughout
medical education (Hojat et al. 2004; Lumsden et al. 2005). Female primary
care physicians engage in more patient centered communication and have
longer visits than their male colleagues (Roter, Hall and Aoki 2002).

A decline in students’ attitudes towards learning communication skills
was observed in several studies (Cleland, Foster and Moffat 2005; Rees and
Sheard 2002). Communication skills training can be perceived as emotionally
challenging, which can result in lower attitude scores on the CSAS after recent
participation in communication skills courses (Anvik et al. 2007b; Rees and
Sheard 2003). There seem to be ”at risk” medical students who are particularly
vulnerable to losing their sense of empathy (Lumsden et al. 2005).

4.1.2  Correlates of a positive attitude towards 
communication skills 

Some students are critical towards learning communication skills at the
beginning of their studies. However, attitudes towards learning patient
centered communication generally tend to decrease after some study
experience, typically during or after the third study year (Hojat et al. 2009;
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Power and Lennie 2012). It has been argued that students in traditional
curricula spend most of the time in their early study phase with biomedical
lectures and in anatomy laboratories, which might contribute to their lower
appreciation of communication skills learning during the second and third
study years, as compared to the beginning of their studies (Cleland, Foster and
Moffat 2005). The best remedy for a decline of patient oriented attitudes seems
to be the early training of communication skills or the integration of
professional development training, and contact with clinical environments
(Baerheim et al. 2007; O Sullivan et al. 2012; Tsimtsiou et al. 2007). An
influence of personal experience with clinical environments before their
academic studies on students’ conception of the doctor patient relationship
was found (Hendry et al. 2006).

The use of patient centered communication is not only determined by the
physician’s intentions. Restrictions that result from explicit and implicit norms
that are inherent to the organization of health care influence actual behavior.
Explicit norms are, for instance, represented in the time that is allocated for the
interview, or the amount of money that the physician earns with a diagnostic
interview. Implicit evaluations are inherent to clinical routines and in clinical
teachers’ attitudes and behaviors. The impact of the structure of the health
care system on students’ interest in training their communication skills was
explored in a large scale study (Van den Brink Muinen et al. 2003).
Consultation styles in different European countries were compared. No
differences in medical communication were found between countries where
general practitioners have a gate keeping role compared to countries where
patients can seek to specialists on their own (Van den Brink Muinen et al.
2003). Instead, patient characteristics such as gender, age, psychosocial
problems, and familiarity between the doctor and the patient were variables
that accounted for differences in doctor patient communication. In a large
scale study, physicians from countries with hierarchically structured health
care had shorter consultations than physicians from countries with flat health
care organization. Hierarchical organizations may put more restrictions on
physician’s behavior (Meeuwesen, van den Brink Muinen and Hofstede 2009).

4.2  Attitude towards patient-oriented care 

The “Patient Practitioner Orientation Scale” (PPOS) assesses students’
attitudes towards patient centered care. The instrument comprises two scales
that measure beliefs about their “caring” and a “sharing” patient orientation
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(Haidet et al. 2002; Krupat, Putnam and Yeager 1996; Krupat, Hiam and
Fleming 1999). A caring orientation embraces the physician’s respect and
sensitivity to the patient’s emotions and experiences, and a biopsychosocial
perspective on health, i.e. an interest in the patient’s life situation. A sharing
orientation refers to the physician’s willingness to share medical information
and control of the clinical consultation with the patient. This includes the
physician’s readiness to give the patient individually tailored information
about his or her medical condition, and to involve the patient in decisions
concerning diagnostic and treatment alternatives, i.e. to prepare their
“informed consent”. A match of the physician’s and the patient’s patient
orientation entails higher patient satisfaction with the doctor patient
relationship (Krupat 1999).

Patient orientation scores correlate with demographic variables. Female
medical students repeatedly showed higher scores on both patient orientation
scales than male students (Haidet et al. 2001; Haidet et al. 2002; Krupat, Hiam
and Fleming 1999; Tsimtsiou et al. 2007; Wahlqvist et al. 2010). In a Swedish
study on just female students, work experience in health care was related to a
stronger patient orientation (Wahlqvist et al. 2010). This tendency towards
stronger patient centered attitudes and behavior is known from studies that
aim at similar variables. Female physicians engage more than males in
partnership building and information giving (Roter, Lipkin and Korsgaard
1991; Roter, Hall and Aoki 2002). Persisting through the medical curriculum,
female students also express higher attitudes on ethical issues (Price et al.
1998). In a recent study, female students’ patient orientation scores increased
slightly over study time (Wahlqvist et al. 2010). Female students’ patient
oriented attitude has been explained by the “person oriented factor”, one of
the strongest motivators for entering a medical career that tends to increase
with students’ age and maturity (Vaglum, Wiers Jenssen and Ekeberg 1999).
Accordingly, higher age was associated with stronger caring and sharing
attitudes in a recent study (Wahlqvist et al. 2010). Students with a parent
working as a doctor were more positive towards sharing power with their
patients (Shankar 2006).

Caring and sharing attitudes differ with regard to their susceptibility to
cultural and institutional values (Lamiani et al. 2008; Lee, Mann and Frank
2008; Shankar et al. 2006). American health care professionals put more
emphasis on the patient’s autonomy than do their Italian colleagues. However,
physicians from both countries did not differ on the caring dimension, i.e.
recognition of their patient’s illness experience and emotion management
(Lamiani et al. 2008). Evidence about the relationship of patient oriented
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beliefs to patient centered communication is contradictory (Joekes et al. 2011;
Levinson and Roter 1995). While a positive relationship of physicians’
psychosocial beliefs and their communication behavior has been found in an
earlier study (Levinson and Roter 1995), a recent study found no relationship
(Joekes et al. 2011).

4.3  Attitudes towards group learning   

Teachers in medical education should be interested in promoting
students’ belief in teamwork as a useful teaching method, and they should aim
at identifying negative attitudes that may jeopardize group interaction and
hamper students’ learning. Teachers who are aware of students’ attitude
towards small group work can facilitate the implementation of cooperative
learning in classrooms (Hendry et al. 2005). However, in research, a positive
evaluation of group work has not been conceptualized primarily as attitude,
but as an aspect of a student’s learning style or learning preference.

4.3.1  Learning styles and preferences towards group 
learning

The cognitive psychological concept of learning styles reflects the
assumption that students differ in their suitability for teaching approaches, for
instance for participation in individual and group learning contexts. The
identification of learning styles aims at matching personal aptitudes with
appropriate teaching methods, in order to optimize teaching efforts (Cronbach
1957). Some learning style models include a dimension that refers to
individual versus interactive learning styles (Curry 1999; Grasha 1996; Owens
and Straton 1980; Vermunt 1994).

The usefulness of learning style concepts for the improvement of medical
education has been questioned (Cook et al. 2009; Norman 2009). Medical
students can generally be regarded as high achieving learners who are able to
adapt easily to different instructional formats. Their cognitive flexibility may
supersede the influence of their personal learning styles. For the teaching of
patient centered values and skills, this implies that it is more useful to foster
students’ motivation, including their positive attitudes, towards professional
skills and attitudes, than to tailor teaching methods to their individual
aptitudes.
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The concept of learning preferences does not refer to students’ aptitudes,
but to their tendency to choose one object, e.g. a teaching method, over
another. Preferences for instructional formats reflect students’ perception of
the learning environment, and their learning approach (Biggs 2003; Entwistle
and Tait 1990; Struyven, Dochy and Janssens 2005). In contrast to learning
styles, preferences can change with experience or new insights. In a three level
construct, medical students’ preference for learning through lectures and
individual studies versus small groups were placed in the outer layer, i.e. the
level that is most receptive for environmental influences (Curry 1991).
Learning preferences are not necessarily related to learning styles (Loo 2004).

When the survey study was planned, no questionnaire was available
that aimed at students’ attitude towards group learning. Thus, a questionnaire
was developed that was based on a multi dimensional attitude concept, the
“theory of planned behavior”.

4.3.2  The theory of planned behavior  
A commonly applied social psychological attitude concept is the “theory

of planned behavior” (Ajzen 1991, 2001; Ajzen and Gilbert Cote 2008). The
model is based on the assumption that a person’s actions are determined by
three kinds of beliefs: beliefs concerning expectations about the respective
behavior’s expected outcome (“outcome belief”), about important other
persons’ norms (“normative beliefs”), and about the power of facilitating and
impeding factors (“control beliefs”). The combined effect of these components
forms a person’s intention to engage with a particular behavior, which is a
major determinant for the transfer of knowledge, skills, and attitudes into
actual performance (Francke, Garsson and Huijer Abu Saad 1995). A
peculiarity of the concept is that it embraces the assessment of perceived social
norms, such as what students think about the appropriateness of a study
setting (Purdie, Hattie and Douglas 1996). This may include the perceived
value of a task (Pintrich 1999), or the conceptions of learning (Marton,
Dall’Alba and Beaty 1993; Muis and Franco 2009). A person’s actual behavior
can best be predicted (up to 90%) from assessing her/his intention to perform
the behavior – the implementation intentions (Gollwitzer 1993, 1996). Making
people formulate specific plans about how and when to use a certain behavior
activates their mental representations of the intended situation that serve as an
effective stimulus for the actual performance.

A questionnaire that refers to attitudes about a behavior that is based on
the “theory of planned behavior” can be designed with instructions by the
author (Ajzen 2001). For the study, these instructions were used in developing
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problem based curricula. Awareness of personal learning strategies and self
regulatory control skill can be assessed with the Metacognitive Awareness
Inventory (MAI) (Schraw and Dennison 1994). The original version of this self
report instrument on the ”knowledge of cognition” and “regulation of
cognition” scales has been widely applied and has been shown to be a valid
and reliable measure of metacognitive awareness related to academic learning
tasks (deCarvalho Filho 2010; Kleitman and Stankov 2007; Pintrich et al. 1993;
Schraw and Dennison 1994; Sperling et al. 2004; Turan and Demirel 2010;
Zhang 2010).

In a study with secondary school children, good metacognitive skills were
related to the pupils’ positive feelings towards group work (Cantwell and
Andrews 2002). It was argued that group interaction demands good self
regulatory skills. Thus, students who rate their self regulatory control as good
feel positively challenged by group work, while others feel a cognitive
overload. It appeared useful to investigate how attitudes towards group and
individual learning relate to medical students’ awareness of their learning
strategies.

4.5  Summary 

Acquisition and use of patient centered communication skills are assumed
to be determined by students’ attitudes that belong to the motivational aspect
of learning. In earlier studies, students expressed negative attitudes towards a
patient centered consultation style. Their attitudes towards communication
skills and group work should be assessed at an early study stage.

In earlier research, positive attitudes towards learning communication
skills were related to female gender, as well as personal work experience in
health care. Early training of communication skills and contact with clinical
environments are regarded as preventing a decline of patient oriented
attitudes. A positive relationship was found between patient oriented
attitudes and female gender, higher age, and work experience.

As no appropriate instruments for assessing students’ attitudes towards
group learning contexts existed, an instrument was developed that includes
cognitive, affective, and behavioral aspects. In earlier research, positive
feelings towards group learning correlated with students’ awareness and
regulatory control of learning strategies. Therefore, these metacognitive skills
were intended to be included in the survey study.
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5   THE STUDY 

Two starting points were chosen for understanding students’
perspectives on group learning and on training patient centered
communication. The first approach was qualitative, considering that
communication skills are often learned in practical training where each
student’s performance is discussed in peer groups. Observing, recording, and
analyzing these group discussions was regarded as a useful method for
getting a detailed picture of problematic issues with learning to talk with
patients and of students’ coping efforts in difficult situations. These
discussions were also considered interesting as they are a part of the
professional socialization process, a place where students develop and adopt a
common language for talking about doctor patient encounters.

Results obtained in such case studies provide deep insight into learning
processes, but they are bound to the particular situation, or to similar settings.
Therefore, a second methodological starting point was to collect data that can
be compared between different medical schools. Quantitative attitude data
from medical students who have just started studying in curricula with
problem based and in traditional teaching approaches can provide insight into
the subjective conditions at the beginning of their studying. It can also give
some kind of baseline about what teachers and curriculum planners can
expect. Capturing students’ views in a standardized way can be accomplished
with questionnaires that assess attitudes. Attitudes are evaluations of topics or
behaviors, in this case of learning to communicate with patients in a patient
centered manner, and of being involved in group learning contexts. Students
who apply to problem based medical programs may vary in these attitudes
compared with students starting programs with traditional curricula. Finally,
it was reasoned that the emphasis of independent learning in problem based
curricula might be reflected in students’ awareness of how to use learning
strategies, which should also be assessed.
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5.1  The video study  

Video data were collected for exploring how the training of
communication skills contributes to a student’s transformation into a
professional identity, and for identifying typical difficulties that students
encounter in the learning process. The study design, participants, and the
methodological characteristics of the video study are described in the
following sections.

5.1.1  Study design  
Group discussions of supervised student groups who participate in a

communication skills training were filmed during the course of two academic
terms.

5.1.2  Participants 
At the Medical Faculty of Health Sciences at Linköping University, that

practices a problem based approach throughout the medical curriculum
(Foldevi, Sommansson and Trell 1994), a course on “patient contact, holistic
perspective, and communication” is integrated in the medical curriculum from
the first until the fourth study term. Students practice clinical history taking
interviews with real patients in primary health care centers and discuss their
interview performance in supervised groups.

Two student groups from early study terms agreed to participate in the
study. At the study’s beginning, the first group was enrolled in its first study
term, and was followed until the end of the second term. The second group
started at the second and moved to the third term. The first group consisted of
four female and three male students, a male group therapist, and three
different general practitioners over the course of the study – two male and one
female. The second group comprised five female and two male students, a
female group therapist, and a female general practitioner.

5.1.2.1  Aims of the communication skills course  
Students are expected to practice history taking interviews on the basis of

a theoretical model that is inspired by a psychodynamic perspective, the
“response model” (Nystrup and Wretmark 1978; Wretmark and Wretmark
1979; Wretmark 1984). The physician is expected to be emotionally open
towards the affective content of the patient’s account. This includes the
intended use of one’s own emotions and empathy, in order to create a trustful
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and open consultation atmosphere. The communication skills that students
should acquire in the course include the use of question techniques and active
listening that encourage the patient’s free narrative, and self awareness of
their personal emotional reactions towards the patient. For achieving a
complete picture of the patient’s complaints, the doctor has to ask detailed
questions in the second interview part. Thus, students also have to learn to
follow the interview’s temporal agenda from the patient’s open account to the
detailed exploration of the medical and psychosocial history. The
communication skills that are defined in the course aims, and examined after
four study terms, are listed in Table 1.

Table 1. Evaluation sheet of The strand: patient contact, medical communication,
and holistic perspective communication skills course

Ability Optimal content and performance

Establishing contact Greeting, eye contact, room arrangement, inviting the
patient to sit down

Opening Give the floor to the patient, open invitation, encourage
patient to talk

Listening Active listening, using breaks, silence, ask if one does not
understand

Leading Being directive, encourage patient to give his view

Posing questions Open questions, clear language, adequate question

Giving feedback Verbal, non verbal, confronting, supporting, body
language

Summarizing Prepare the patient, summarize, ensure that one has
understood right, complementing questions

Time disposition Optimal distribution

Holistic perspective Considering the patient’s formal and informal networks,
social situation, health behavior,
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5.1.2.2 Procedure of a course lesson 
The course combines practical training with supervised group discussions

that include the analysis of the videotaped patient student interviews. Two
supervisors (one general practitioner working at a primary health care center
and one psychotherapist with expertise in group therapy) are responsible for a
group of six to eight students. Classes are held every two weeks from the first
to the fifth academic term at local primary health care centers. A course
session starts with three interviews with real patients chosen by the general
practitioner. Each patient is interviewed by a pair of students; one student
talks with the patient and the other films. On average, each student conducts
one interview per month, i.e. about five per study term. After meeting the
students, the patient has a regular visit with the general practitioner, attended
by the two students who met the patient. Afterwards, the whole student group
and both supervisors meet to discuss the filmed interviews.

Each student patient interview is discussed in detail for about 45 minutes.
Using the videotaped interviews allows the supervisors to assess each
individual student’s performance, and to stimulate the group’s discussions
about adequate communicative behavior in particular situations. The
discussions aim at fostering the students’ individual development through
reflection and expert advice from the supervisors concerning communication
in general and clinical practice.

5.1.3  Data collection  
The supervised group discussions were filmed with a digital video

camera. The researcher was present during all videotaped sessions, but was
not actively involved in the discussions. As the data collection was extended
over two academic terms, the author’s and the camera’s presence became a
natural part of the sessions. In total, the material comprised group discussions
of 23 student patient interviews (some sessions were cancelled due to vacation
or illness), entailing about 30 hours.

5.1.4  Ethical approval 
A request for ethical approval of the video study was submitted to the ethical
committee of Linköping University. The study was approved under the
condition that all students gave their written consent to participate in the
study, and to be filmed. All patients were informed that their interviews were
part of a study, and all consented to having the student discussions about their
interviews saved.
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5.1.5  Data analysis 
The videotapes were analyzed in several steps. Initially, all discussions about
student patient interviews were screened for aspects that were described as
difficult by the students. From this overview, four group discussions were
selected that were transcribed and analyzed in detail. Selection criteria were
that the discussed difficulties should represent typical issues, and that they
should involve four different students, both male and female. The four
discussions, which were about 45 minutes each, were transcribed verbatim
including laughter, pauses, back channeling, overlaps, and emphases
(O Connell and Kowal 1995). Content analyses were performed that aimed at
answering three questions: (1) Which aspects of communicating with patient
were described as difficult? (2) How did the students feel and reflect about
difficult issues? (3) Which resources were utilized by the students for coping
with difficult situations? During the analysis process, parts of the transcripts
were discussed with other researchers, and several teachers were involved in
the course.

5.1.6  Methodological considerations 
Qualitative methods provide rich and detailed data about a topic. A

particular strength is the focus on processes from the actors’ perspective
(Bryman 2000). The analysis of video observations, though, demands the
selection of particular sequences. These should be made on the basis of
research questions, but it is inevitable that the selection process reflects the
researcher’s personal perspective on the data. The same applies to the
interpretation of the results. In this case, the video data were collected in the
presence of the researcher during the video recordings, which should also be
considered in evaluating the study’s results. Personal presence can imply a
certain personal involvement and a relationship with the study participants. In
order to consider other perspectives, parts of the transcribed discussions were
discussed with other researchers and teachers involved in the course.

Another characteristic of case studies is that the results can only partly be
generalized to similar cases. As this study involved students at an early study
phase, i.e. with little medical expertise, and concerned exploratory interviews
with a patient centered approach, the results are probably not applicable to
experienced physicians, or to different consultation context like the breaking
of bad news. However, this does not mean that the findings are irrelevant for
other cases. Instead, insights gained from one case study can be guideposts for
other case based research.
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The data were collected in the year 2001, which implies means that some
of the discussed topics’ relevance may have changed since then. However,
several course supervisors confirmed the recurrent emergence of typical
themes.

5.2  The survey study 

The survey data aimed at comparing attitudes and self rated metacognitive
skills. The following sections describe its study design, participants, and
methodological features. Furthermore, it presents the applied assessment
instruments.

5.2.1  Study design 
A descriptive cross sectional design with the independent factor ”medical

school” (Witten/Herdecke, Linköping, Marburg, Gothenburg) was used. Data
were collected for five types of variables:

demographic variables (age, gender, personal experience in health care
prior to studies, and parents’ work in health services)
attitudes towards individual and group learning
awareness of learning strategies
attitudes towards communication skills learning
patient orientation.

5.2.2  Participating medical schools 
Four medical programs were selected to participate in the study, two

located in Sweden and two in Germany. The problem based schools were
chosen as both were national pioneers in the consistent application of PBL
methods, while the programs applying mixed teaching methods were selected
as representatives of medical faculties with a long teaching tradition. In their
study guidelines, all participating medical faculties mention teamwork
abilities and lifelong learning as central study goals. However, the schools
apply different teaching methods. The Sahlgrenska Institute at the Swedish
University of Gothenburg, Sweden, and the Medical Faculty at the Philipps
University at Marburg, Germany mix lectures with seminars and practical
training. In contrast, the Faculty of Health Sciences at Linköping, Sweden, and
Medical Faculty at the University at Witten/Herdecke, Germany, apply
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problem based teaching approaches. The Swedish programs span 5.5 years of
full time studies, while German medical studies take 6 years.

5.2.2.1  Medical Faculty at the University at Witten/Herdecke 
As the first medical faculty in Germany, the university at Witten/Herdecke,
Germany, introduced problem based learning in 1992 as a central, integrative
concept. In the study aims, it is stated that

the physician should develop a personality that enables him/her
to maintain and reconstitute health and well being on an
individual and societal level. For this purpose, in particular the
ability to communicate and interact, problem oriented and
interdisciplinary thinking, and the readiness for lifelong learning
have to be fostered. These aims (…) should be realized by a
variety of problem based learning and integrated study and
examination forms. (Translation by the author).

During the first study phase (years 1 and 2), the central teaching and learning
form is problem based learning, completed by practical training
(http://medizin.uni wh.de/humanmedizin/studiengaenge/modellstudiengang
medizin/curriculum/). During the first two study years, small student groups
work on one patient paper case per week, for which they develop hypotheses
concerning causes of the medical condition and disease progress, and
formulate learning goals. Problem based group learning is applied throughout
the entire study period, while written patient cases are used during the first
two study years. The learning contents are taught as integrated systems, e.g.
by organ systems and functional units, and contents appear repeatedly under
different aspects. Thus the learning process can be described as a systematic
spiral with increasing levels of complexity. The problem based pedagogical
approach implies the use of several sources for self organized learning, i.e.
books, journals, interactive models (for understanding anatomic and
biochemical relationships), as well as collections of clinical cases
(http://medizin.uni wh.de/humanmedizin/studiengaenge/modellstudiengang
medizin/selbstorganisiertes lernen/).
Clinical communication skills are taught in a longitudinal course from the first
until the ninth study term, initially with simulated patients, and later with real
patients. During the first two terms, theoretical basics are taught. From the
third to the sixth term, the students have interviews with simulated patients,
and receive feedback and discussion on their performance. Finally, from the
seventh until the ninth term, interviews with real patients are conducted, and
are videotaped and analyzed in supervised group sessions. These groups



40

consist of peer students, psychologists, and physicians. This longitudinal
concept of communication skills training is unique in German medical
education. Moreover, in Witten/Herdecke, the teaching of communication
skills is integrated with instruction in ethical issues.
(http://www.uni wh.de/fileadmin/media/g/pflege/g_pfl_i_iekg/Manual/IC
Manual_SS2011_small.pdf)

5.2.2.2  Faculty of Health Sciences at Linköping 
The Faculty of Health Sciences at Linköping, Sweden, applies a problem

based learning approach. In Sweden, study goals are defined in the general
university law (SFS 1992), and in the national study goals for medical studies
that are noted in the university policy (“Högskoleförordningen”) SFS 1993:100,
bilaga 2, examination form (bilaga 2)).
Beyond developing the general ability to follow the development in the
scientific field (Högskolelagen, 1 kap. 9§), the study documents emphasize
that students should acquire the preconditions for lifelong learning
(http://www.hu.liu.se/lakarprogr/filarkiv
dokument/1.59689/Utbildningsplan20060530.pdf). The course plan for the first
study years states that the students have to become able to evaluate the
functioning of the learning group (base group) in order to achieve an effective
working mode. Moreover, they should learn to identify and reflect upon
conditions of meaningful learning, reflect upon their own learning strategies,
and use different types of data sources
(http://www.hu.liu.se/lakarprogr/filarkiv
kursplaner/1.55118/KursplanstadieIrev060529.pdf). During the first seven
weeks, medical students participate in a course in “health, ethics, and
learning”. The students work in small groups of 6 8 students in base groups
on problem based cases. These groups are mixed from all health care
programmes, in order to foster interdisciplinary collaboration (Areskog 1992).
Problem based learning includes the students’ personal responsibility for their
learning process, setting of learning goals and data searching. Medical
knowledge is acquired by web based scenarios, literature, seminaries, and in
contact with patients. (http://kdb
5.liu.se/liu/hu/kp_detail_print_sv.lasso?&ID=302145). The admission process is
based on secondary school grades. (Undervisning/arbetsformer i stadie I
(http://kdb 5.liu.se/liu/hu/kp_detail_print_sv.lasso?&ID=302143))
As described in detail in the last section, communication skills are taught from
the first until the fourth term, based on contact with real patients combined
with video based group supervisions. This implies active interviewing for
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each student with about three patients per term, in addition to the supervision
of the peer students’ interviews every two weeks.

5.2.2.3  Sahlgrenska Institute at the Swedish University of 
Gothenburg 

In its study goals, the Sahlgrenska Institute at the Swedish University of
Gothenburg emphasizes medical students’ ability to communicate with
patients, relatives, personnel, and society in general, and their preparedness
for permanent maintenance of knowledge and continuing development of
professional skills. Moreover, a physician should be aware of the limitations of
the physician’s working area, where other professions are responsible, and the
collaboration with these
(http://www.sahlgrenska.gu.se/digitalAssets/1125/1125795_lak_utbplan.pdf).
During the first study terms, mixed teaching methods are applied, including
lectures, seminars, small group learning, laboratory instruction, clinical
“bedside” studies, supervision with reflection, and case discussions. The
pedagogical philosophy is research based, i.e. the study contents should be
critically appraised, and teaching methods are adapted to contents
(http://www.sahlgrenska.gu.se/digitalAssets/1125/1125795_lak_utbplan.pdf).
The primary study terms include instruction in professional training (“early
professional contact”), but not the explicit training of communication skills
(Hellquist et al. 2005).

5.2.2.4 Medical Faculty at the Philipps University at Marburg 
The study guidelines of the Medical Faculty at the Philipps University at

Marburg, Germany, state in their goals the acquisition and the readiness to
collaborate with other health care professionals and the willingness to engage
in permanent education (http://www.uni
marburg.de/fb20/studium/stpo/ao2004.pdf) (http://www.uni
marburg.de/fb20/studium/stpo/StO Humanmedizin.pdf).
The curriculum is divided into a preclinical (terms 1 4) and a clinical phase.
The preclinical phase consists of lectures, seminars with 20 30 students (these
can also be given as problem oriented seminars in small groups), and practical
training. The major part of instruction is based on lectures, a smaller part on
practical training, and the smallest part as seminars. At term 3, the proportions
shift towards more seminars. However, half of the study time is given as
lectures to prepare practical training and seminars and “should give an
overview over the subject and hints for a meaningful focus for its elaboration.”
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(translation by the author). Since 2008, practical skills – physical examination
and communication skills – can be trained in a “skills lab” (http://www.uni
marburg.de/fb20/maris). These include the training of communication skills,
where laymen actors serve as simulated patients and individual feedback is
provided. At the time of data collection (2005), an optional course in doctor
patient communication was offered to a limited number of students. This
included contact with real patients in private practices, reflected in individual
written reports.

5.2.3  Data collection  
A descriptive cross sectional design with the independent factor ”medical

school” (Gothenburg, Linköping, Marburg, Witten/Herdecke) was used. Data
were collected for three types of variables: personal background variables,
attitude measures, and metacognitive awareness ratings. At all schools, the
questionnaires were distributed to students at the end of the first and third
study terms after a compulsory lecture, except at Linköping University, where
only first term students participated. Table 5 shows the participants’ numbers
per medical school and their response rates.

5.2.4  Ethical considerations 
The students were informed about the study’s general aim, and their

participation was anonymous and voluntary. At the time of data collection
(early in 2005), the Swedish Act Concerning the Ethical Review of Research
Involving Humans (2003:460) comprised research dealing with sensitive
personal data, or physical or psychological interventions (Swedish Research
Council 2011). In accordance with the opinion of Linköping University’s
research ethics representative, the study did not need to be submitted for
ethical approval. At all participating universities, permission for the
distribution of the questionnaire was obtained by the faculties’ deans.

5.2.5  Instruments 
The survey study included several questionnaires, of which some had

been used in previous research, and one was developed for the purpose of the
thesis. All questionnaires were distributed to the students in one survey. The
newly developed “attitudes towards individual and group learning scale”
instrument was originally written in German and Swedish, utilizing the
multiple forward” and back translations that are required for surveys used in
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comparative studies including different languages. For publishing purposes,
the questionnaire was also translated into English, and is included in its
entirety in the “Medical students’ attitudes towards group and self regulated
learning” paper. One questionnaire, the “Tasks of Medicine” (TOMS) was
included in the survey, but not analyzed, as it was seen to be unsuitable for
answering the research questions. In the appendix, the Swedish and German
versions that were applied in the study are included. An overview of the
instruments used is provided in Table 2.
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 5.2.5.1  Attitudes towards individual and group learning scale 
A questionnaire was developed to assess attitudes towards individual and

group learning on the basis of the ”theory of planned behavior” (Ajzen 2001).
The development of the pilot version and the further item reduction that was
performed with a principal component analysis are described in the “Medical
students’ attitudes towards group and self regulated learning” paper. All item
formulations are also included in this paper, together with their descriptive
statistics and communalities (Anderson 2003). The paper also contains the
rotated component matrix of the principal component analysis. The principal
component analysis resulted in a five factor solution that represented
meaningful subscales. These were:
Scale 1. ”Attitude towards individual learning”
Scale 2. ”Attitude towards group learning”
Scale 3. ”Social expectations towards individual learning”
Scale 4. ”Social expectations towards group learning”
Scale 5. ”Experience with group learning”.

Originally, the questionnaire was written in German by the author. In
order to preserve its conceptual equivalence, multiple forward translation
procedures into English and Swedish were applied to each statement, and to
the questionnaire as a whole, including a professional English translator and
Swedish native speakers. Back translations from the English version into
Swedish were also provided by Swedish native speakers and into German by
German native speakers. The focus was on describing students’ views on their
everyday learning behavior. In the study, both the Swedish and German
versions were used.

5.2.5.2  Metacognitive Awareness Inventory 
Students’ awareness of their personal learning strategies (“knowledge of

cognition”) and of their self regulatory control (“regulation of cognition”)
were assessed with the Metacognitive Awareness Inventory (MAI) self report
instrument (Schraw and Dennison 1994). Instead of the original version with
52 items, a shortened version was used that had been applied in earlier
research (Cantwell and Andrews). The validity and reliability of the
questionnaire are described in detail in the “Medical students’ attitudes
towards group and self regulated learning” paper. The questionnaire was
translated into German and Swedish by a professional translator.
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5.2.5.3  Communication Skills Attitude Scale (CSAS)  
Attitudes towards learning communication skills were measured with the

“Communication Skills Attitude Scale” (CSAS) (Rees, Sheard and Davies
2002), which has been validated in several studies in the UK (Cleland, Foster
and Moffat 2005; Rees and Sheard 2003), and has also been used in Norway
(Anvik et al. 2007a; Anvik et al. 2007b). It aims at assessing positive and
negative attitude aspects that students can experience towards participating in
the training of communication skills. The description of the “Positive Attitude
Scale” and “Negative Attitude Scale” subscale example items and internal
consistencies are reported in the “Attitude towards communication skills
learning: relation to patient orientation, self regulation, and teaching
methods” paper. With the author’s permission, the questionnaire was
translated into German and Swedish.

5.2.5.4  Patient-Practitioner-Orientation Scale  
The “Patient Practitioner Orientation Scale” (PPOS) assesses students’

attitudes towards the doctor patient relationship (Krupat, Putnam and Yeager
1996; Krupat, Hiam and Fleming 1999; Krupat et al. 2000). The psychometric
qualities are included in the “Attitude towards communication skills learning:
relation to patient orientation, self regulation, and teaching methods” paper.
The scale has been previously applied in Swedish and German research and
was used with the permission of the author.

5.2.6  Data analysis  
Descriptive statistics were calculated for students’ demographic variables.

Distributions of demographic variables at each medical school were compared
with Chi square tests. For each demographic variable, differences in attitude
measures were assessed with t tests for independent groups. Multivariate
statistics (MANOVA) with pairwise comparisons were performed between the
four medical schools for ”attitude measures” and ”metacognitive awareness
measures” (adjusted with the Bonferroni procedure for multiple comparisons).
Finally, predictor variables for the applied attitude measures were identified
with multiple linear regressions. A p level <.005 was considered significant.
Students who did not report variables were omitted from the respective
analysis.
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5.2.7  Methodological considerations 
The survey study has several methodological and content related

limitations that have to be discussed.
The number of participants per university varied due to different class

sizes, which were smaller in problem based programs than in mixed programs
and smaller in Sweden than in Germany. The lower number of students in
problem based programs is a structural characteristic of these curricula, and
could not be avoided. On the other hand, it was not possible to select a
number of students from the curricula with mixed teaching approaches in
order to match the numbers per student group. As another unforeseen
shortcoming, in Linköping only students enrolled in the first term could
participate, while from all other schools, students from both the first and third
term were included. However, the inclusion of third term students increased
the total number of participants.

The surveys were distributed after a regular lecture, which meant that
only attending students could participate. This may have entailed a bias in
favor of students who were interested in the study subject or had the time to
fill in the questionnaire, as the survey was completed during leisure time.
However, it was assumed that this bias applied to all samples and might
influence the level of total scores, but did not the limit the comparability of
student groups. No data were available about the non responders’
background variables. The response rates were calculated as percent of the
total number of students per term. As it can be assumed that not all students
attended the lectures, it is probable that the response rates estimate the real
participation ratio as too low.

The study design implies certain shortcomings. The explorative and
correlative study design can yield insights about the possible relevance of
personal and contextual factors for students’ attitudes, but not about their
causal relationships. The study design cannot discern between the impacts of
problem based and mixed teaching methods on students’ attitudes, compared
to students’ active selection of particular teaching approaches.

In general, survey studies provide data that can be analyzed with regard
to their structural patterns, which are considered as static and independent
from the researcher (Bryman, 2000). Comparative studies of student samples
can reveal statistical relationships between factors like the medical program’s
teaching approach and dependent measures. They do not allow conclusions
about underlying mechanisms and mediating variables between independent
conditions and dependent measures. These questions can be addressed in
qualitative studies, for example those including interviews with students.
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The assessment of a person’s attitude, i.e. their subjective evaluation of a
topic, is afflicted with particular difficulties. Attitudes – like other
psychological concepts – cannot be observed or directly measured, but refer to
a hypothetical construct that reflects a person’s tendency to answer in a certain
manner to questions concerning a certain issue. This implies that the
relationship between a person’s attitude and his/her actual behavior cannot be
reliably predicted. However, given that an attitude survey has been piloted,
and checked for the clarity of item formulations, attitude measures are
comparable between student samples.

The use of a particular attitude concept – the theory of planned behavior –
limits the comparability with studies that use other theoretical concepts, such
as cognitive styles. The broad perception of students’ general attitudes
towards group learning limits the questionnaire’s predictive power for
particular learning situations. It must be mentioned that the assessment of
attitudes does not allow conclusions about performance of the intended
behavior (Joekes et al. 2011; Levinson and Roter 1995). The relationship of
assessed attitudes and beliefs to the intended behavior is susceptible to many
influences, such as that information available at the time of attitude
assessment may not resemble the situation in which the behavior is
demanded. However, the assessment of attitudes towards patient oriented
care has its legitimation, as attitudes refer to beliefs that are relatively stable
over time (Wahlqvist et al. 2010).

Self report instruments are always susceptible to social desirability biases,
i.e. a tendency to answer in a manner that will be viewed favorably by others.
This implies that desirable behavior will be over reported and undesirable
behavior under reported (McBurney 1994). However, in the case of
preferences towards individual and group learning, both learning settings
may be socially desirable. Therefore, the “attitudes towards individual and
group learning scale” questionnaire did not include statements that aimed at
assessing social desirability biases (Crowne and Marlowe 1960). Instead, one
scale aimed at students’ perceived social norms about learning settings.

Self report instruments for assessing desirable skills, such as the
regulation of learning strategies, entail particular problems. Self reports reflect
students’ personal perceptions of their metacognitive skills, not their actual
use of these strategies nor their general ability to self regulate their learning
processes. In addition to the possible social desirability bias, the estimation of
personal abilities is afflicted with calibration difficulties – i.e. the
overestimation or underestimation of personal skills (Linnenbrink and
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Pintrich, 2003). Some students may not be able to report their use of learning
strategies at all (Winne and Jamieson Noel 2002).

As surveys between students from different countries were compared, it is
possible that small changes between the translated versions have affected their
responses (Schwartz and Loten 2003).

In the survey study, Cronbach’s alpha was used for determining the
reliability of the questionnaires’ subscales. Cronbach’s alpha measures the
internal consistency of a scale by computing the interrelatedness of its items
(Cortina 1993; Cronbach 1951; Tavakol and Dennick 2011). However,
Cronbach’s alpha is susceptible to influences like the number of included
items, which can have been relevant for the Metacognitive Awareness
Inventory that was applied as a short version (Cortina 1993). Furthermore, in
each application, Cronbach’s alpha varies with the test properties of the tested
persons (Tavakol and Dennick 2011). Thus, Cronbach’s alpha assumes that all
items included in a scale refer to the same latent factor, i.e. a unidimensional
concept. This assumption may not be fulfilled for some scales that aim at
complex concepts, such as the “attitude towards individual/group learning”
scales.
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6   RESULTS 

6.1   Study I 

“Learning to talk and talking about talk: professional identity and
communicative technology” (Hydén, L. C., & Lumma, A., 2007)

The supervised group discussions were characterized by dynamic shifts
between the video playback of the student patient interview, the students’
own and their peers’ perceptions of the occurring difficulties, and comments
from the supervisors. The mentioned difficulties could be subsumed under
three aspects. First, difficulties with applying particular communicative skills
were common. There were typical problems with the interview’s temporal
agenda, the formulation of open versus closed questions, the suppression of
talkative patients, and the encouragement of reserved patients. Moreover, the
intentional use of empathy and the expression of emotional reactions towards
patients that are encountered for the first time, were problematized.

Secondly, students reported feelings of uncertainty with adopting the
professional role of a physician. This implied the intentional use of speech
actions that are usually part of everyday talk. Difficult issues were the
conscious violation of interaction rules, e.g. politeness towards strangers,
small talk, and humor, in order to obtain important diagnostic information.

Finally, training communication skills as a professional technology that
can be applied to various situations demanded of the students a reflective
perspective on their own learning processes. This task required the adoption
of a common, self reflexive language in their communication behavior. The
self reflexive perspective implied the use of metacognitive skills – planning
and structuring the interview, analyzing and self regulating performance, as
well as formulating and receiving feedback. It is in particular the self reflexive
aspect of communication skills training that characterizes the transformation
of the students’ private identity into a professional one, i.e. their socialization
into the community of health care professionals.
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6.2   Study II 

“Talking with patients and peers: Medical students’ difficulties with
learning communication skills” (Lumma Sellenthin, A., 2009)
Students’ difficulties were summarized in seven categories:

1. Creation of a trustful atmosphere
2. Assessment and structuring of the patient’s account
3. Addressing sensitive topics
4. Giving empathy and feedback
5. Monitoring the interview
6. The pedagogical setting
7. The group discussions as learning resource

1. Some students worried whether their patients accepted them as competent
professionals. Feelings of incompetence resulted in particular from the
students’ lack of biomedical knowledge. The effects of external attributes
(white coats, seating arrangement) on their trustworthiness were also
discussed.
2. If students were confronted with detailed accounts, they reported
difficulties with structuring the information. In other cases, they complained
that patients were too reserved. Strategies like interrupting talkative patients
and posing directive questions could be perceived as impolite.
3. Students tended to feel intrusive or curious when they addressed the
patient’s private life, or mental health problems, such as work related stress,
loneliness, depression, or difficult family relations. Many did not understand
to what extent the patients’ life contexts were related to their medical
conditions.
4. Students reported uncertainty about their patients’ emotional needs, in
particular if they expressed suffering. Many did not know how to respond
empathetically to their patients without appearing insincere.
5. Self monitoring one’s interview performance – comparing one’s own
behavior with the theoretical model – could cause cognitive overload and
impede the conversational flow. The supervisors suggested facilitating
strategies like standard formulations for typical situations. They helped the
students to develop a professional language for typical situations and types of
patients that contained metaphoric and categorizing expressions.
6. The intense evaluation of their personal performance could be perceived as
emotionally stressful. This included the formulation of feedback comments.
The video camera was experienced as a hinder for the spontaneity and
openness, while the contact with real patients was appreciated.
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7. Peer students were used for role plays that aimed at applying particular
techniques.

6.3   Study III  

“Medical students’ attitudes towards group and self regulated learning”
(Lumma Sellenthin, A., 2012)

The study related beginning students’ attitudes towards group learning
and their awareness of learning strategies, to demographic variables, and to
problem based and mixed curricula.

No differences were found between female and male students’ attitudes
towards individual and group learning, and their awareness of learning
strategies. However, students who had worked in health care before studying
medicine reported more group learning experience (t(341) = 2.971, p = .003), and
better knowledge (t(340) = 2.258, p = .025), and regulation of learning strategies
(t =(333) 3.307, p = .001) than students without prior practical experience.
Students whose parents worked in health care also reported better knowledge
of their learning strategies (t(340) = 2.255, p = .025), than students without this
familiar background. They reported feeling stronger social norms towards
engaging in group learning (t(337) = 3.014, p = .003).

Students from the German problem based school at Witten/Herdecke had
been most involved in group learning, while students from Marburg – the
German program with traditional teaching methods – reported the least group
work experience (largest mean difference Witten/Herdecke : Marburg = 1.45
on a Likert scale from 1 to 7, std. error =.181, p = .000). Witten/Herdecke had
the greatest amount of students with personal work experience in health
services (Witten/Herdecke = 90, Linköping = 48%; Marburg = 64%; Gothenburg
= 51%). Between the Swedish schools, no difference in group learning
experience was found. Students from Witten/Herdecke were also better at
regulating their learning strategies than students from Gothenburg (mean
difference .18, std. error = .084, p = .034).

Finally, students from Linköping perceived significantly stronger social
expectations to engage in group learning than all other students (mean
difference Linköping: Witten/Herdecke 1.71, std. error = .303, p = .000;
Linköping: Gothenburg 1.81; std. error = .281, p = .000; Linköping: Marburg
2.24; std. error = .271, p = .000).
Thus, neither students’ attitudes towards individual learning and group work,
nor their awareness of learning strategies were related to their gender or age.
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However, personal or parents’ work experience correlated with metacognitive
skills and experience with group work. Thus, students’ clinical experience that
is gained before academic studies may provide basic preconditions of
successful learning of professional skills.

6.4   Study IV 

“Students’ attitudes towards learning communication skills: correlating
attitudes, demographic and metacognitive variables” (Lumma Sellenthin,
A., 2012)

The study explored the relationship of students’ attitudes towards
learning communication skills to demographic variables, metacognitive skills,
and the appreciation of patient oriented care, in traditional and problem based
curricula in Sweden and Germany.

Students’ positive attitudes towards learning communication skills was
predicted by a caring patient orientation, good self regulation of learning
strategies, and female gender (R2= .23, F(9,310) = 9.72, p < .001). On the other
hand, a caring patient orientation was predicted by students’ attitudes
towards learning communication skills, female gender, and higher age (R2=
.23, F(9,307) = 13.48, p < .001).

Students from the German traditional curriculum at Marburg were
significantly less positive towards learning communication skills than students
from Witten/Herdecke (Positive Attitude Scale (PAS): mean difference .49, on
a 7 point Likert scale; SE = .07, p < .001), from Linköping (PAS: mean difference
.46, SE = .09, p<.001), and Gothenburg (PAS mean difference .47, SE = .06,
p<.001).

Students enrolled in Witten/Herdecke were significantly more positive
towards sharing information and power with their patients compared to
students from Linköping (PPOS sharing: mean difference .35, SE = .13, p <.041).

Thus, attitudes towards learning communication skills and their caring
patient orientation are interrelated concepts. Both are appreciated more by
female students. However, students who expressed positive attitudes towards
training their communication skills tended to report better self regulatory
skills than students with negative attitudes. For a caring patient orientation, on
the other hand, metacognitive skills were irrelevant, but higher age and work
experience were positively related. For the teaching of patient centered
communication techniques, both a caring attitude, and metacognitive skills are
relevant.
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7   DISCUSSION AND CONCLUSIONS

The video study showed that many students were not familiar with the
practice of patient centered communication. Although most students
appreciated the contact with real patients and were interested in
understanding their complaints from a patient centered perspective, they were
uncomfortable with asking patients about their feelings and private lives. They
experienced moral qualms if they explored the patient’s life, and reported
feelings of uncertainty about expressing their empathy, in particular if the
patients’ reports were emotionally loaded. However, students appreciated the
interviews with real patients as a possibility to test their own behavior in live
situations and to get a picture of the everyday tasks of a doctor. Evidently,
involvement in clinical practice stimulated students’ intrinsic motivation to
improve their professional skills, develop their personal styles of patient
centered consultation and, thus, develop a professional identity.

Early contact with clinical environments may contain even more potential
for academic learning than just an increased motivation. Both the video study
and the survey revealed that clinical experience is related to self regulated
learning. The process of communication skills training implies the continuous
shift between practical training and reflection of one’s own and peers’
performance. This kind of learning demands metacognitive awareness, i.e.
monitoring and evaluating of the interview, and commenting on the
performance. As the course proceeds, students continuously develop these
skills. Students develop several communicative skills; they learn to apply
certain kinds of questions, paraphrasing comments, summaries, and affective
responses in the interview with the patient. This language includes standard
formulations for opening questions, and for the transition between the
patient’s open account and the detailed exploration of symptoms. In the
course of the group discussions, another language emerges that aims at
evaluating the interview on the basis of the theoretical consultation model.
This language is meant to be used among colleagues, and to support the self
evaluation of the students’ learning process. It includes categorizations of
typical interview situations, typical communicative behavior shown by
patients, and typical complaints. The formulations and metaphors of this
language emerge to a great extent from the clinical teachers’ work experience.



56

Therefore, the group discussions foster the socialization into the profession
and the development of a professional identity.

From the study, it can be concluded that practical training that is part of
clinical communication skills instruction is necessary for students’ ability to
benefit from the theoretical course elements. The positive effect of practice
experience on metacognition is supported by a study that related teachers’
practice experience to their metacognitive skills. With the same instrument for
metacognition (MAI) they observed an increase in self regulation – but not
knowledge of cognition – for teachers of different grade levels as a function of
age and teaching experience (Cooper and Stewart 2006). It was argued that
teaching experience fosters the development of a “sense of what works best”
in their content area.

Self regulated or self directed learning skills are preconditions for lifelong
learning, defined as the ability to actively seek new knowledge and follow
scientific developments, discern relevant aspects, and integrate them into
one’s personal conceptual understanding and knowledge. Such abilities have
to be cultivated during academic education, and teachers should facilitate
these by helping students set appropriate learning goals and plans for
achieving them, and by offering training and self assessment (Li et al. 2010).
Metacognitive skills, like monitoring and self evaluation of one’s
communication performance, together with the acquisition of a professional
language, are probably a central aspect in the transformative process that aims
at forming a professional identity.

In accordance with many other studies, female students were more
interested in learning to talk with patients and valued patient oriented care
higher than male students. As all future physicians need to adopt a patient
centered perspective, it is important that teachers and students are aware of
possible prejudices and negative beliefs that male students might hold.

Attitudes towards training communication skills were strongly
interrelated with a caring attitude towards patients. However, while students’
attitudes towards learning skills were more positive if their rated their self
regulation as good, metacognitive skills played no role for their patient
orientation. This finding emphasizes that students are aware that the training
of interview skills demands skills like self evaluation and regulation.

Clinical experience may affect the development of self regulatory control
more than the participation in problem based curricula.
Students from Witten/Herdecke reported better self regulatory control than
students from Gothenburg. However, this difference may not be directly
related to different teaching methods. Instead, it may reflect that more
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students from Witten/Herdecke entered their studies with clinical experience
that may have increased their appreciation of a trustful doctor patient
relationship for clinical practice, and promoted their awareness for and use of
effective, goal oriented learning strategies. Students from Witten/Herdecke
also put more emphasis on sharing medical information with their patients
than students from Linköping. This result might indicate that a doctor’s tasks
are defined differently in German and Swedish health care. However, there
was no difference between German and Swedish students enrolled in
traditional curricula. In total, the comparison between curricula with
traditional and problem based approaches showed more differences between
the German schools than in Sweden.

Students from Marburg were least interested in learning communication
skills, which could not be explained with other assessed variables. This finding
may possibly reflect that students who applied to Marburg were not prepared
to change their communication behavior. Such differences were not found
between Linköping and Gothenburg, although Gothenburg does not offer a
course in communication training.

Concerning attitudes such as beliefs, evaluations, and behavioral
intentions towards group learning, no relationships to the included
demographic variables were observed. Swedish students differed in one
aspect – students in Linköping felt more than all other students that they
should learn in collaborative settings. Group learning is a prominent
characteristic of medical studies in Linköping that has been evaluated in many
studies, of which students appear to be aware. The video study was
performed at Linköping University, where students are used to group work
and discussions. However, they experienced the setting that included video
feedback of interview behavior as stressful.

The study’s findings allow recommendations for educational practice and
future research in this area.

7.1   Implications for educational practice 

Medical studies should aim from the beginning to improve students’ self
regulatory control of their learning behavior. Increasing students’ and
teachers’ awareness of the importance of self regulation of their attitudes
towards collaborative learning fosters the effects of these student centered
pedagogical formats (Lindblom Ylänne 2004) and enhances their tolerance
towards and benefit from working with others (Hendry et al. 2005).



58

As the study could show, early contact with clinical environments is
related to good self regulation, and is probably a necessary condition for
developing these. The learning processes that inform patient centered
communication demand metacognitive skills that can go beyond the
knowledge and regulation of individual learning strategies. They include the
formulation of feedback and the shift between everyday and professional
language. The relevance of this common language should be made explicit to
students, as it is a basis for self evaluating interviews even after the end of
formal teaching. Experience in clinical and community settings and the contact
with patients should therefore be integrated early in the medical curriculum.

The study affirms the suggestion to use gender mixed groups in courses
that aim at teaching patient centered skills, in order to benefit from female
students’ tendencies to be more patient oriented (Wahlqvist et al. 2010).
Teachers and facilitators should try to identify students who struggle with
adopting patient centered attitudes and skills and actively address topics that
can cause moral qualms or feelings of unambiguity. Explaining the functional
relationship of psychosocial factors and biomedical conditions to beginning
students is an important issue. Likewise, the value of empathy for the
diagnostic and treatment success needs to be made explicit and practiced.
Discussions and role play of desired responses in difficult interview situations
have proven to be effective tools for changing students’ attitudes and emotions
(Smith et al. 2000). However, students should be prepared for possible
difficulties in the learning process – conceptual difficulties or emotional stress
that they may encounter (Lumma Sellenthin 2009). In contrast to the
pedagogical method used in Linköping, it may be less stressful for students to
interview patients without being videotaped. One suggestion is to base the
group sessions on students’ accounts of their encounters, and use videos of
students from earlier terms for illustration. In order to optimize the use of real
patients but avoid having students feel that they are being intrusive, course
formats where students meet patients on several occasions are desirable.

Communication skills courses should also aim at stimulating discussions
and reflections about the impact of norms, practices, and cultural habits for the
doctor patient relationship and their communication. From an early phase,
students should understand the necessity to be competent in communicating
in all kinds of doctor patient encounters (Makoul 2008). Curricula that
emphasize patient oriented care can prevent the erosion of students’ patient
centered orientation (Krupat et al. 2009; Ogur et al. 2007). Particularly in
Germany, where consultation practices are diverse and students’ attitudes
vary between traditional and problem based teaching methods, an early
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integration of communication skills instruction can be recommended. Students
and teachers can be recommended to discuss the global values of health
centered care in the context of the practical possibilities and limitations of the
clinical frame conditions and norms (Stewart 2001). Open discussions foster
the acknowledgement of societal frame conditions that determine the
realization of traditional professional values (Cruess and Cruess 2008).

7.2   Recommendations for future research 

Effective design of communication skills instruction demands knowledge
of students’ common problems. New insight could be gained if students with
different medical expertise were studied. It would be helpful to explore
whether students’ level of expert knowledge is related to their ability to
establish trustful relationships with their patients. These questions can be
answered in qualitative, observational studies with a longitudinal design.
Students’ reflections about their acquisition of communication skills could be
collected in interviews or focus groups. The relationship between attitudes
and communication behavior needs to be explored, as there is evidence that a
positive attitude towards patient oriented care was not being reflected in
better communication skills (Joekes et al. 2011).

Information on students’ knowledge and reflections about the influence of
the health care system on their relationships with patients is needed. This
includes the relationship of students’ willingness to share information with
their patients to sociocultural factors. Studies that involve interviews with
students could help illuminate how students become aware of norms about
professional behaviors and which other factors affect their attitudes. The latter
can include medical teachers’ personal values and the hidden curriculum
(Haidet, Kelly and Shou 2005).

There is a need to learn more about the preconditions for effective group
learning, e.g. how social norms and students’ perception of norms about
group learning and student directed learning approaches influence students’
learning preferences and behavior. A useful complement to the self
assessment of self regulation skills may be instruments and qualitative
approaches that assess students’ awareness of their learning strategies during
interaction. An example here may be how self monitoring during group
discussions works (Hurme, Palonen and Järvelä 2006; Vauras et al. 2003).
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