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Abstract

Objectives:  The purposes of this study were to identify re-
flective processes from patients’ points of view for difficult 
patient-doctor interactions and learn how the processes 
made medical students and residents aware of their own 
medical practice.  These processes were compared in two 
countries (US and Japan). 
Methods:  The study was a descriptive qualitative study uti-
lizing semi-structured interviews.  Participants were from US 
and Japan.  We analyzed the data using reflective thematic 
analysis of the implementation of reflections (from a pa-
tient’s point of view) into medical clinical education and 
training from a constructivism paradigm. 
Results:  We included twenty participants each from US and 
Japan by convenience sampling.  The participants were med-
ical students during clinical clerkship and post graduate year-
1, 2, and 3 medical residents.  Medical students and residents 
realized four cognitions (different expectations of patients 
and doctors, language communication barrier, time 

restriction and healthcare system challenges) from  
reflections from patients’ perspectives.  Subsequently,  
medical students and residents identified three types of 
awareness (appropriate communication, empathy, and pa-
tient-doctor relationship of trust).  During these reflections 
from patients’ perspectives, the medical students and resi-
dents had a willingness to change future behavior.  
Conclusions:  This study revealed one aspect of medical stu-
dents’ and residents’ cognitions and awareness of clinical  
experiences through reflection from patients’ perspectives.  
This cognitive process aligns the ideas of medical students 
and residents more closely with the patients’ perceptions and 
influences their willingness to change their behavior.   
This process enables comprehensive realization in person-
centered care. 
Keywords: Awareness, cognitive process, patient’s perspec-
tive, person-centered care, qualitative study, reflection 

 

 

Introduction 
Reflection is a metacognitive process that creates a greater 
understanding of both the self and the situation so that future 
actions can be informed by this understanding.1  Reflection 
can also contribute to learning that consists of emotional and 
social dimensions as well as cognitive dimensions.2  In clini-
cal practice, the cognitive aspects are most easily measured 
through examinations or performance assessments, while the 
emotional and social aspects may be less easily captured.3,4  
Frameworks of reflection, such as reflective processes as a 
model, could support the development of both dimensions.4  

This model requires three steps: awareness of uncomfortable 
feelings and thoughts, critical analysis of feelings and 
knowledge, and new perspective.4 

As reflective practitioners, doctors use reflection in their 
practice because reflection can identify deficits in  
performance and give cues for specific ways in which to do 
better.5, 6 When conducting reflective practice, it is important 
to know what kind of reflection one is conducting.   
For instance, educational reflection often is performed in the 
clinical setting7, 8 according to Kolb’s Learning Cycle, based 
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on the social cognitive theory.9  However, these reflections 
are performed from a practitioner’s perspectives, especially 
medical errors or mistakes.10, 11  On the other hand, reflective 
practice is also important in practicing patient-centered 
medicine, which is considered to be one of the higher quality 
medical practices.12  In practicing patient-centered medicine, 
it is necessary to interpret medical activities from the pa-
tient's perspective.  Reflection on empathy in medical educa-
tion could provide learners with considering patients’ his-
tory, thoughts and emotions deeper,13,14 emphasizing the 
relational domain in person-centered care.15   

There is the psychological concept of Self-Reflection and 
Perspective Taking.16   This concept emphasizes self-reflec-
tion by the adoption of another person’s perspective. This is 
a process of self-reflection in which understanding of one’s 
own emotions, cognitions, feelings and behaviors, led to 
greater interpretation of other person’s perspective.16  This 
framework was based on previous literature focused on self-
reflection including self-awareness17,18 and self-conscious-
ness,19,20 and empathy.21,22  There have been few studies in 
which the processes of reflective practice from another per-
son’s perspective were comprehensively investigated. 

The purpose of this study was to provide answers for the 
following research questions: 1. Has a difficult patient-doctor 
interaction, viewed from the patient's perspective, made 
medical students and residents aware of their own medical 
practice? 2. What kind of learning points can be learned by 
reflecting from the patient's perspective? 

Methods 

Study design 
We conducted a qualitative analysis of the implementation 
of a narrative reflective practice from a patient’s point of view 
into medical education and training.  With informed con-
sent, participants (medical students and residents rotating in 
the outpatient department) were given a brief explanation 
about the purpose of the study and then they documented 
participants’ characteristics (age range, medical school and 
training, sex).  Then the participants were asked to reflect – 
from the patient’s point of view- on an interaction with an 
ambulatory patient that did not go well from the patient’s 
point of view.  We had interviews using the interview guide 
(Appendix). 

Participant recruitment and sampling 
Participants were gathered by convenience sampling relying 
on population members who were conveniently available to 
participate.  Twenty persons (medical students rotating in in-
ternal medicine and medical residents) participated in each 
country at Hospital A (US) and Hospital B (Japan), both of 
which are teaching hospitals and provide acute care.  Inter-
views with the participants were conducted from March 2016 
to August 2016. 

All participants were informed by documents, and all in-
terview memos will be destroyed upon completion of this 

study.  The Ethics Committee of Jacobi Medical Center/ Al-
bert Einstein College of Medicine (Approval number, 2015-
5843) and Okinawa Chubu Hospital (Approval number, 
H27-62) reviewed and approved this study. 

Setting 
This study was conducted at a teaching hospital in the US 
(Hospital A) and a teaching hospital in Japan (Hospital B).  

The US and Japan are appropriate countries for this re-
search because they both have advanced structures and sys-
tems of health care and well-designed medical education.23-27 

Hospital A is a 450-bed acute care public hospital in 
Bronx, New York.  The department of medicine has approx-
imately 30 new residents and 70 medical students annually in 
general medicine services.  Approximately 90 attending phy-
sicians teach and supervise the learners and also see their 
own patients. 

Hospital B is a public 550-bed tertiary care teaching hos-
pital with a large and active emergency department in central 
Okinawa.  The hospital accepts about 30 new residents and 
150 medical students for clinical training every year.  There 
are also about 110-120 attending physicians who provide 
clinical education for residents and medical students.  

Consent and data collection 
We obtained informed consent with a consent sheet for par-
ticipation in this study.  Data were obtained by responses 
written by the participants or by conducting qualitative in-
terviews.  Each interview lasted approximately 20 to 30 
minutes.  All interviews were recorded in interview memos, 
and the memos were stored in a locked cabinet.  Interviews 
in Japanese were translated into English and co-researchers 
reviewed and accepted them. 

Data analysis 
We conducted a qualitative analysis of 40 compiled narra-
tives of reflective practice from internal medicine learners in 
a single center in the US and a single center in Japan.  The 
narratives of reflective practices were analyzed using reflec-
tive thematic analysis.28-31   

We chose this approach because of its straightforward 
analytical process.  Two key features of this approach are its 
efficiency and validity with respect to qualitative data analy-
sis and theoretical coding as well as its theorizing based on 
relatively small data sets within the paradigm of social con-
structivism.32 The narratives written in Japanese were trans-
lated into English by the principal researcher (KT), and the 
accuracy of the descriptions was checked by a co-researcher 
(HO).  The other English original narratives were rechecked 
by co-researchers (VP and LR); KT and VP independently 
analyzed the qualitative data, and co-researchers (HO and 
LR) as independent auditors read all the records and re-
viewed each step of the analysis.  In addition, all of the re-
searchers (KT, VP, HO, and LR) checked all of the codes and 
concepts.  All researchers held discussions leading to consen-
sus multiple times.  Through the discussions, new codes 
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emerged or codes were modified from different perspectives 
(US and Japanese backgrounds).  All authors acknowledged 
the new codes and concepts resulting from this iterative pro-
cess at the end of the analysis.  Finally, the conceptual struc-
ture of each of the medical students' and residents' self-re-
ported reflections was identified. 

Results 
The characteristics of the participants in Hospital A and Hos-
pital B are shown in Table 1.  The number of female partici-
pants in the US was larger than that in Japan and the doctors 
in the US were older than those in Japan.  Common themes 
taken from residents’ and medical students’ cognitions from 
patients’ perspectives are identified in Table 2.  After the re-
flection, medical students and residents realized three themes 
shown in Table 3.  After the reflections from patients’ per-
spectives, medical residents and students reported a willing-
ness to change their behavior. 

Table 1. Characteristics of the participants 

PGY: Post graduate year 

During the reflective process, four themes (different expecta-
tions of patients and doctors, language communication bar-
rier, time restriction and healthcare system challenges) taken 
from residents’ and medical students’ cognitions from pa-
tients’ perspectives were identified (Table 2).  

Different expectations of patients and doctors 

It is necessary for patients to have appropriate and sufficient 
explanations about examinations and to understand the ex-
planations.  Medical residents tend to focus on medical prob-
lems rather than psychosocial problems.  A Japanese resident 
realized the importance of cost-consciousness when patients 
pointed out the high costs of tests. 

“… I added the examination. I explained to the patient that 
the extra examination costs more, but I did not know the ex-
act cost.  On the next outpatient day, the patient asked to me 

“Why was the exam so expensive!?”....” [No. 7, Hospital Ja-
pan, Male, age 26-30, Resident]  

An American resident realized the importance of accepting 
that there were different expectations of patients and doctors.  
The doctor’s explanations of the drug’s side effects from bio-
medical aspects made the patient upset. The interactions 
helped the residents realize the patient’s feelings, thoughts 
and relationship with the primary care doctor. 

“I saw a patient in the clinic for the first time.  She had an-
other resident for a very long time whom she trusted.  She 
asked me to prescribe tramadol for chronic knee pain…I ex-
plained to her the risk of long-standing opiates and sedatives.  
She became very upset when I refused to prescribe them.  
When I explained the side effects to her, she said that she only 
takes them as needed and not daily.  She told me her primary 
care physician knows her well and trusts her enough that she 
will only use as needed.  She left very upset after my visit.” 
[No. 20, Hospital US, Female, age 21-25, Resident]  

Feedback from a patient can make the resident realize the pa-
tient’s expectations.  Medical practice that was not in line 
with the patient's expectations led to the interruption of con-
tinuing medical care. 

“…The emergency doctor assessed him and he had asympto-
matic seizure.  But I found many other medical problems in-
cluding systolic ejection murmur, pitting edema in the lower 
extremities, hypertension and urinary problems.  My pace of 
examinations slowed down for further evaluations, and my 
other patients had to wait for a long time.  When I asked him 
to take more examinations for further evaluations, he got an-
noyed.  He was a very elderly person, and I wonder now if it 
was really what he wanted to do.  Finally, he said to me, 
"Please introduce me to other hospitals.". [No. 8, Hospital Ja-
pan, Male, age 26-30, Resident]  

Language communication barrier 

Since there are many different races in the United States, dif-
ferent languages sometimes made communication difficult.  

“A 79-year-old woman visiting from Nigeria (non-English 
speaking) …The difficulty during the clinic encounter was 
first that family had initially refused a phone interpreter.  
When a phone interpreter became available, the interpreter 
had difficulty understanding patient.  The interaction with 
the patient took about an hour, and I felt there was a lan-
guage barrier as well as cultural and educational barriers and 
possibly some distrust by one of the family members.” [No. 
18, Hospital US, Female, age 26-30, Resident]  

Time restriction 

Difficulties arose from the physician’s examination time and 
the patient’s waiting time. 

Characteristics 

Hospital A, US Hospital B, Japan 

number (%) 
(n = 20) 

number (%) 
(n = 20) 

Gender   

 Male 12 (60) 16 (80) 

 Female 8 (40) 4 (20) 

Age group   

 21-25 1 (5) 5 (25) 

 26-30 13 (65) 10 (50) 

 31-35 6 (30) 5 (25) 

Training year   

 Medical student  
(Clinical training year) 5 (25) 4 (20) 

 PGY-1 2 (10) 3 (15) 

 PGY-2,3 13 (65) 13 (65) 
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A Japanese medical student worried that a patient would be 
angry because the patient waited a long time and the medical 
student felt apologetic because it took a long time to get a 
physical examination.  

“…I was finding a solution to satisfy the patient within a re-
strictive time.  Before I started the examination, the patient 
had been waiting for a long time.  So, she was very angry…” 
[No. 3, Hospital Japan, Female, age 26-30, Medical Student]  

Table 2. Types of residents’ and medical students’ cognitions from 
patients’ perspectives 

Themes 

Different  
expectations of 
patients and  
doctors 

Realize differences in  
expectations of patients 
and doctors  

Language  
communication 
barrier 

Different languages of the 
mother country,  
appropriate and sufficient  
explanations 

Time restriction 

Long waiting time for  
patients 
Psychological pressure 
that medical students and 
residents face to work 
faster and faster 

Healthcare system 
challenges 

Problems of the 
healthcare system and 
hospital rules 

Table 3. Types of awareness from reflection 

Themes 

Appropriate 
communication 

Emotional control, especially  
control of anger 

Empathy 

Understanding the difficult  
situation of patients, reflecting on 
own behavior, and considering 
whether it is appropriate or not 
for the patient's condition 

Trust Interpersonal relationship of trust 
(patient and physician) 

 
Japanese residents felt mental pressure that they had to work 
faster and faster.  They realized the examination time was re-
strictive. 

“…I felt pressure to examine patients as soon as possible…” 
[No. 5, Hospital Japan, Male, age 31-35, Resident]  

An American resident realized that waiting a long time led to 
patient anger and made the doctor-patient interactions diffi-
cult.  The patient did not try to communicate with the resi-
dent at the first encounter because of anger.  This emotion 
was caused by waiting for a long time. 

“A patient who had been waiting for a long time to see me 
was upset from the initial encounter.  She wanted to leave as 
soon as she stepped into the exam room.  She didn't seem to 
care what I needed to discuss. [No. 8, Hospital US, Male, age 
26-30, Resident]  

Healthcare system challenges 

An American resident felt that the healthcare system itself 
was responsible for difficult interactions.  She encountered 
difficulties in terms of patient participation in the insurance 
system and the rules for healthcare in the municipality in 
which the patients live. 

“…Finally agrees to have better control of her diabetes melli-
tus and will promise to start checking her fasting blood sugar 
level. …However, the patient was uninsured and she wanted 
a written prescription to pick up the glucometer, strips and 
needles.  After lengthy discussion of New York City law, man-
datory electronic prescription, she finally agreed to come back 
to give us the information.  Patient was upset saying that this 
won't help her manage (her diabetes) or get the things she 
needs to help with her diabetes. [No. 1, Hospital US, Female, 
age 31-35, Resident]  

Residents did not have enough time to give patients adequate 
explanations.  There are limitations of the hospital function 
and the residency education system. 
A Japanese resident felt that the system in the hospital for 
blood test was not appropriate.  This triggered the patient’s 
anger.  

“…the patient said to me," You take my blood many times!".  
I did not explain the necessity of the blood test.  I recognized 
the lack of explanations about the blood tests.  It is usual to 
explain the necessity (of the blood tests) using documents.  
The non-efficient system is a responsibility of the hospital.” 
[No. 11, Hospital Japan, Male, age 26-30, Resident]  

Three types of awareness (appropriate communication, em-
pathy, and interpersonal relationship of trust) from reflec-
tion are shown in Table 3. 
Appropriate communication: Importance of emotional con-
trol, especially anger. 

In clinical practice, it is important for medical residents 
to communicate with patients appropriately.  Emotions that 
arise during communication, especially anger, can make the 
residents realize the need for emotional control. 

When a clinical situation that the medical resident did 
not expect arises, feelings of anger might develop and com-
munication might become difficult.  A resident got angry be-
cause the patient changed his mind.  Thus, the resident felt it 
was a waste of time to contact the patient. In the interaction 
with the patient, the resident reflected on how he should con-
trol his angry emotions. 

“A patient presented to W clinic for a variety of issues, the 
most pressing was for refills of medicines and referrals for ap-
propriate specialists… While the doctor typed the list, the pa-
tient changed his mind about not seeing a doctor…. Then he 
changed his mind again and said he didn't know what to do.    
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What would the doctor do? The doctor's anger flashed, so he 
snapped, you can do whatever you wish! Do you want the re-
ferral or not? …The patient rather weakly said, "I'm sorry for 
wasting your time, please make the referrals."  My anger re-
flected my stress in taking too much time…I wanted to em-
power the patient to make his own decision but didn't want 
him to take any time to decide where he should receive his 
care …a very important decision.  I should have held my an-
ger and stress in check, pleasantly informed him that he will 
have the referral no matter what and he could keep or discard 
the referral at his convenience.  I should have asked also asked 
for help sooner…” [No. 7, Hospital US, Male, age 31-35, Res-
ident]  

Empathy 

Medical residents and medical students understood the dif-
ficult situations of patients.  This realization was derived 
from empathy.  They were aware of the importance of empa-
thy through interactions with patients and reflections from 
patients’ perspectives.  When an American resident experi-
enced a patient’s reaction that was different than expected, 
the resident considered the patient’s perceptions and situa-
tions.  The patient’s dissatisfaction and distrust made the 
medical resident’s attitude become empathic.  

“An approximately 60-year-old Caucasian male came…He 
opposed my recommendation suggesting…I feel like he was 
probably frustrated at the fact that he had to face more med-
ical diagnoses that were thrown at him and that he would 
have to start taking several different medicines that were sug-
gested by different doctors.  Also, he probably did not trust 
these "young" doctors seeing him.  I probably should have in-
quired more from him about what he knew about these diag-
noses I was talking about before suggesting any treatment. 
[No. 15, Hospital US, Female, age 31-35, Resident]  

A Japanese medical student reflected on his behavior and was 
considering whether it was appropriate or not for the pa-
tient's condition.  During this process, the medical student 
demonstrated empathic consideration. 

“…I frequently take a medical history with a smile.  Most of 
the patients get better in the outpatient department setting.  
However, some patients get worse.  In this situation, it is not 
better to communicate with a smile at first contact when the 
patient seems serious.  I realized that it is very important to 
imagine the patient’s situation.  This reflection in this session 
made my ideas clearer by expressing my thoughts.” [No. 4, 
Hospital Japan, Male, age 21-25, Medical Student]  

A medical student touched on the patient's feelings and 
learned that he had to think carefully about the situation of 
the patient. 

“She was an 85-year-old woman with a chief complaint of in-
somnia.  She did not sleep at all last night…she was mildly 
angry. …When I asked her about her appetite, she was angry 
and said, "I had an appetite loss! I said this many times!"…In 

this case, I was finding a solution to satisfy the patient during 
the restrictive time.  The patient waited a long time for my 
examination.  So, she was very angry.  The patient's point of 
view is very important when considering the patient's symp-
toms.…From this reflection session, I realized one of my con-
flicts as a medical student.” [No. 3, Hospital Japan, Female, 
age 26-30, Medical Student]  

Trust 

A resident recognized the importance of building an inter-
personal relationship of trust (patient and physician).  This 
awareness triggered obstacles by miscommunication.  This 
miscommunication was caused by a language barrier. 

“A 79-year-old woman visiting from Nigeria (non-English 
speaking)…The difficulty during the clinic encounter was 
first that the family had initially resisted phone interpreter… 
The encounter took about an hour, mostly I felt there was a 
language barrier on top of cultural, educational and possibly 
some distrust by one of the family members.” [No. 18, Hos-
pital US, Female, age 26-30, Resident]  

Doctors have to confirm that the patients understand.  Mis-
communication led to a loss of trust, and the resident there-
fore became aware of the importance of a trusting relation-
ship with the patient. 

“…the patient asked me “Why was the exam so expensive!?” 
I felt it was very important for me to consider the patient’s 
feelings.  There was a gap between the doctor's perception and 
the patient's expectation from the medical charges…I real-
ized that the physician’s understanding of the patient’s per-
spective could foster close relationship with the patient.  Thus, 
this led to the patient’s trust.” [No. 7, Hospital Japan, Male, 
age 26-30, Resident]  

A Japanese resident realized from a patient’s remarks that the 
patient did not trust him, and the resident did not have any 
idea about the patient's perspective.  This was a reflective pro-
cess to re-recognize the importance of patient-doctor trust. 

“One of my patients was avoiding a laboratory check in the 
morning.  He asked me "Why do you do blood tests every 
day?".  I could not explain the appropriate reasons.  The re-
lationship between doctors and patients is very important…” 
[No. 9, Hospital Japan, Female, age 26-30, Intern] 

After these reflections from patients’ perspectives, the resi-
dents and medical students showed a willingness to change 
their behavior. 

After an intern felt difficulty in communication, the pre-
ceptor took the patient’s full complaints.  This communica-
tion led to a realization by the intern that doctors should 
make judicious use of interpreter service and not try to ig-
nore minor complaints from patients.  The intern realized 
that a language barrier caused failure to discover the most 
important complaints. 
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“I had a patient who spoke English and another language…I 
had to use a translator to assess the history but she could not 
give me a 'complete' history.  I went to my preceptor, and he 
came back with me to the room and he was fluent in Spanish.  
When he interacted with the patient face-to-face in Spanish, 
she broke down and mentioned that depression was her real 
problem.  I would probably request to speak to someone (pref-
erably a provider) who is fluent in my language in person 
(face-to-face and not by using an interpreter).  If there are 
signs of depression and the patient does not speak English, it 
would be useful to bring in someone who is fluent in the pa-
tient’s language so that they feel more comfortable opening 
up about their issues.” [No. 6, Hospital US, Male, age 26-30, 
Intern] 

When a resident realized a huge gap between the patient's 
and doctor's understanding of the rationale for a routine pro-
cedure, the resident decided that he would change his behav-
ior in the future and offer an explanation.  Some Japanese pa-
tients depend a lot on their doctors regarding treatment 
policy and they may not understand their disease pathology. 

“A patient was admitted with hypokalemia and QT prolon-
gation.  I checked his ECG (electrocardiogram) every day…he 
asked me ““Why do you check the ECG every day?”” I real-
ized he could not understand the meaning of checking an 
ECG every day because I did not give him a sufficient expla-
nation about his disease and medical condition.  There was a 
huge gap between the patient's realization and doctor's cog-
nition of patient's realization...Whenever I encounter a sim-
ilar patient, I will explain the details of the disease, its condi-
tion, and its factors.” [No. 6, Hospital Japan, Male, age 26-
30, Resident] 

A Japanese resident realized from a patient’s remarks that the 
patient did not trust him and the resident did not have any 
idea about the patient's perspective.  This was a reflective pro-
cess to re-recognize the importance of patient-doctor trust. 

“…He asked me "Why do you do a blood test every day?".  I 
could not explain the appropriate reasons.  The relationship 
between doctors and patients is very important (in clinical 
practice)…I always make patients wait a long time. However, 
I should not forget the patient's point of view.” [No. 9, Hos-
pital Japan, Feale, age 26-30, Intern] 

A resident realized the importance of a long-term relation-
ship with the patient and tried to establish such a relation-
ship. 

“…Build a long-term relationship with patient is more im-
portant than sell her idea during one visit and no need to ar-
gue with patient about facts.  Attitude is to serve patient and 
try to build long term relationship.” [No. 2, Hospital US, 
Male, age 31-35, Resident] 

Discussion 
This study clarified the process of reflection by medical stu-
dents and residents from a patient’s perspective and how re-
flections shape future actions.  The reflection examined in 
this study is also an aspect of describing the cognitive process 
of medical students and residents.   

Superior metacognition has been reported to be associ-
ated with better learning outcomes,33 and how reflection pro-
motes metacognition is an important element in the learner's 
learning process.3  Furthermore, metacognition as awareness 
and cognition control also regulates the learner's behavior.34, 

35  There is also reflective practice in the field of medicine, but 
with an emphasis on aspects of medical knowledge and skills 
such as missed diagnoses and failed procedures.36  Reflection 
on empathy, one of a similar concept similar to reflections 
from patients’ perspective, focuses on patients’ feelings and 
thoughts.13,14  This reflection emphasizes the relationship be-
tween a physician and the environment that surrounds the 
physician (patients, colleagues, organizations, etc.).13  This 
concept aligns closely with the relational domain, one of the 
three domains of person-centered care (epistemic domain, 
organizational domain, and relational domain).15  It is im-
portant to note that there is an underlying assumption that 
empathy is a crucial attribute for doctors, particularly when 
considering reflection as relationships.13,14  However, this 
study showed that reflective practice from patients’ perspec-
tives could contribute to the epistemic domain within per-
son-centered care.  Reflections from the patient’s perspective 
could align the ideas of medical students and residents more 
closely with the patients’ perceptions.  It might support epis-
temic reciprocity, which is a key principle that guides clinical 
negotiations and explores the co-creation of knowledge be-
tween patients and doctors in person-centered care.15 

Another important point of this study was clarification of 
the process by which key concepts in person-centered care 
emerged in real-life clinical practice for medical students and 
residents beginning their clinical careers. This reflection 
from the patient’s perspective is more clinical and practical, 
and it is based on the same assumptions as those outlined in 
Table 3.  These include underlying cognitions shown in Table 
2 (differing expectations between patients and doctors, lan-
guage communication barriers, time constraints, and chal-
lenges within the healthcare system) that influenced medical 
students’ and residents’ awareness.   

Medical students and residents are starting out in clinical 
practice and have unique cognitive processes as both learners 
and workers in clinical practice.  For example, a study on the 
internal motivational processes of young doctors showed 
that there were cognitive processes that proceeded due to ex-
ternal stimulation (a self-handle environment and a near-
peer role model) because the young doctors were just starting   
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out in clinical practice.37 The process continued to the next 
cognitive process: gap recognition, awareness of important 
attitudes as a doctor (autonomy, responsibility, and inde-
pendence), and internalization.37 Thus, reflection, based on 
one’s own clinical experience may internalize awareness, 
leading to enhanced clinical expertise in future instances.  In 
this study, we identified one aspect of the medical students’ 
and residents’ clinical reflective process from the patient’s 
perspective, supported by the theoretical background of self-
reflection and perspective-taking.   

This study also clarified the challenges in medical educa-
tion.  Medical students’ and residents’ reflections from pa-
tients' perspectives enabled interpretation of patients’  
behaviors and reactions.  Difficulty in interpreting the pa-
tient's perspective might be attributed to medical education.  
Medical students tend to focus on biomedical issues.38,39 
Therefore, they might emphasize biomedical examinations, 
diagnoses and treatments.  However, as the results of this 
study showed, medical students and residents realized that 
actual clinical care is based on the patient's perceptions and 
experiences.  Patients have a life they have lived up to that 
point, a background, a culture and a set of values on which 
their behavior depends.40-42 In other words, not only biomed-
ical aspects but also psychosocial aspects are an important  
elements of decision-making in healthcare. When clinical ex-
periences are based on the medicine they have studied so far, 
learners experience the realization of the importance of psy-
cho-sociological aspects. This is because clinical practice 
deals not only with biomedical aspects but also with the hu-
man, or social, being of the patient.  This gives an awareness 
of the patient not as a biomedical element but as a being that 
also has psychosocial existence, which can lead to the existing 
bio-psychological-social model.43 This may be an important 
component of performing person-centered medicine.  Re-
flection from the patient’s perspective enables comprehen-
sive practice in person-centered care.  A novel and unique 
aspect of this study was the clarification of this reflective  
process. 

Participants in this study were recruited from two cultur-
ally distinct countries, the USA and Japan.  Therefore, it is 
important to consider the different cultural backgrounds of 
the participants.  Among the various types of residents’ and 
medical students’ cognitions from patients’ perspectives in 
this study, a language communication barrier was a unique 
cognition characteristic in the USA.  This is because the USA 
is a multi-ethnic country with numerous mother tongues, 
leading to communication barriers.44, 45  On the other hand, 
Japan is predominantly mono-racial, with over 97% of the 
population being Japanese.46  This is largely due to the influ-
ence of isolation, which lasted for more than 200 years from 
the 1600s to the 1800s during the Edo period.47, 48 

Although the experiences underlying various types of 
cognition differed depending on the country, there were 
many similarities in awareness.  This suggests that across 
countries, ethnicities and cultures, there are many 

similarities in metacognition by reflection of medical stu-
dents and residents soon after entering clinical practice. 

Implications for clinical practice 
Reflections from patients’ perspectives in the present study 
have the potential for comprehensive interpretation of the 
patient.  This would lead to person-centered care.15 

This study was an exploratory study, and further research 
is needed to determine what kind of cognition of medical stu-
dents and residents is promoted by a specific reflection, what 
kind of behavioral changes are linked to this cognition, and 
what kind of patient outcomes are linked to this cognition. 

Limitations 
In interpreting the results of our study, methodological and 
cultural limitations must be considered.  First, because this 
study was an exploratory study, the findings obtained repre-
sent only some aspects of the cognitive processes of medical 
students and residents in their clinical experiences from the 
patient's perspective.  Second, there was limited research  
diversity.  Even if there were homologies in the educational 
programs of medical students and residents, the perspective 
backgrounds of the patients would be influenced by culture 
and would differ.  The diversity of the study's findings was 
due to recruitment of participants from two very different 
cultures, Western and Eastern cultures.  In order to consider 
the diversity of further research questions, it will be necessary 
to recruit participants from several different countries and 
cultures.  Third, this study revealed the reflections of medical 
students and trainee doctors from the patient’s perspective.  
However, it did not include the patients’ opinions and narra-
tives.  This is why this study is unable to validate whether the 
interpretations of the patient’s thoughts and feelings, as per-
ceived by the medical students and residents, align with the 
patients’ perspectives.  Fourth, convenience sampling was 
used for recruiting medical students and residents, which 
may have generated a selection bias.  Finally, because two au-
thors conducted the interviews and four authors analyzed the 
qualitative data, the possibility of confirmation bias could not 
be eliminated.  To minimize the possibility of this bias, we 
repeated discussions to achieve a consensus regarding the re-
sults.  The principal researcher and co-authors thoroughly 
checked each step of the analysis from different perspectives 
and revisited codes and themes. 

Conclusions 
This study revealed one aspect of medical students’ and resi-
dents’ cognitions and awareness of clinical experiences 
through reflection from patients’ perspectives.  This cogni-
tive process influences the willingness to change their  
behavior.  This process will enable comprehensive realization 
of person-centered care. 
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Appendix 

Interview guide 

Interview guide 

1. Summarize the interaction that did not go well. 

2. After reflecting on the interaction, what would you do differently if faced with the same problem in the future? 

3. What did you learn from this exercise in reflection? 
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