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Abstract

Objectives: The study’s primary aim was to investigate
whether participants who have received more communica-
tion skills training see patients as less similar to one anoth-
er. The study’s secondary aim was to explore differences in
perceived patient similarity between male and female
doctors, hospital doctors and general practitioners and
medical students and doctors.

Methods: This study used a cross-sectional design. Thirty-
six hospital consultants, 35 general practitioners and 56
clinical medical students in the United Kingdom were
recruited via a snowballing technique and medical student
societies. They completed a questionnaire in which they
indicated hours and form of communication skills training
received and rated perceptions of the two last patients they
had seen on a 3-item semantic differential scale. Data
collection took place via the post, e-mail or the web. Pear-

son Chi-square and Kruskal-Wallis tests were used to
analyse the ratings.

Results: Participants with greater communication skills
training (= 30 hours) perceived patients as less similar to
each other (M = 3.95, SD = 2.35) than participants with
medium (between 10 and 30 hours, M = 3.14, SD = 2.62)
and smaller communication skills training (<10 hours, M =
2.69, SD = 2.70), Kruskal-Wallis test (2, 119) = 6.78, p = .03.
There was no difference in perceived patient similarity
according to the doctor’s gender and place of work.
Conclusions: Communication skills training appears to
decrease perceived similarity of patients but more research
is needed to establish causality. Implications for patient
satisfaction and doctors’ respect for patients are discussed.
Keywords: Communication skills training, personalisation,
general practitioners, hospital doctors, medical students

Introduction

Patients want doctors to show interest in them as people,
which is likely to provide some relief from common feelings
of vulnerability, depression, anxiety and uncertainty."”
However, patients often report being treated as non-persons
or cases, especially when receiving inpatient care, and these
experiences are a common reason for dissatisfaction.®®
Formal communication skills training (CST) with a patient-
centred approach is being offered in undergraduate and
postgraduate medical education in an attempt to improve
the situation. CST is designed to encourage doctors to
engage in a collaborative relationship with each patient,
treating him/her as a whole person and focusing on his/her
illness experience.” Despite evidence to support its effec-
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tiveness in improving communication skills,'”" it is unclear
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whether CST encourages healthcare professionals to per-
ceive their patients as individuals.

Reasons for patients’ experiences of being treated as
non-persons or cases are not well understood. Aspects of
current medical practice are likely to play a role. For exam-
ple, according to Crossley, the use of medical technology
encourages objectification of the patient.”> Similarly, a
working party of The Royal College of General Practitioners
states that ‘assimilating medical science is a dehumanizing
process, for it is achieved by breaking down human struc-
tures and functions into parts’ (p. 160)." There is evidence
that medical students become more disease-focused as they
progress through their clinical education.” Another possible
explanation for patients’ experiences is based on Social
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Categorisation Theory." Doctor-patient relationships are
intergroup as well as interpersonal; the doctor is expected to
act as a professional expert as well as to build personal
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rapport with his/her patients. According to Social
Categorisation Theory, cognitive effects of categorisation
into groups include increased within group similarity."
Doctors and medical students who act in terms of their
medical professional identifications will tend to categorise
patients as a relevant outgroup and thus tend to see patients
as more similar to each other.

Semantic differential scales are commonly used to
measure similarity in perceptions in psychology.’** A study
by Fracchia and colleagues used semantic differential scales
to measure depersonalisation of former mental patients.”’ A
lack of difference between the ratings for mildly ill, moder-
ately ill and severely ill former mental patients on a seman-
tic differential scale was interpreted as evidence of lack of
individuation of former mental patients, with participants
responding to the label or categorical classification rather
than individual differences implicit in the various levels of
severity.

Communication skills training should help redress this
situation with its focus on treating the patient as a whole
person and paying attention to the individual patient’s
illness experience. Greater amounts of CST should therefore
be associated with greater personalisation of patients. CST
might encourage doctors to move from interacting with
patients at an intergroup level to interacting with them at an
interpersonal level. Research supports that medical students
and health care professionals engage in more patient-
centred behaviours following CST.**** In particular, as a
result of CST, primary care residents, general practitioners
(GPs), physicians and cancer health professionals asked
more open, more psychosocial and fewer closed ques-
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tions, recognized more psychosocial behaviours in
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patients and clarified psychosocial concerns, explored

health beliefs more, elicited more patients’ concerns and

263031 invited patients to share decisions and

opinions,
negotiated about the process of health care’ and made more
empathic responses”. Concerns that training effects are not
maintained over time,” or incorporated into practice* are
relatively few and evidence supporting them is mixed.”® Our
primary aim is to investigate whether doctors and medical
students who have received more CST will see patients as
less similar to one another.

Research also supports differences in patient-
centredness according to the doctor’s gender and place of
work. Female doctors tend to be more patient-centred than
male doctors® and there are indications that GPs hold more
patient-centred norms than hospital doctors.*® Practicing
doctors might be more likely than medical students to
depersonalise patients given that they might be more likely
to rely on mental categories they have developed with
experience. Our secondary aim is to explore differences in

perceived patient similarity between male and female
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doctors, between hospital doctors and GPs, and between
medical students and practicing doctors.

Methods

Sample

Thirty-five GPs and 36 hospital doctors were recruited via a
snowballing technique” in cities across the United King-
dom (UK) in 2006/2007. To minimise possible biases
arising as a result of participants choosing other partici-
pants similar to themselves, the sample was started with as
many and as diverse doctors as possible. Thirty-six re-
spondents were female and 35 were male. The registration
year ranged from 1970 to 2005 (median 1994). Fifty-seven
medical students in their clinical years were also recruited
from three British medical schools (Bristol University, St
George’s University, Dundee University) via medical
student societies. Twenty-two were in their fifth (final) year,
17 in their fourth year and 18 in their third year. Thirty-five
were female and 22 were male.

Materials and scoring

A one page questionnaire comprised four sections:

Section 1 concerned CST: number of hours received in
and since medical school, the form of CST received (the
options of role play and feedback, lecture and discussion
were presented and participants were asked to tick “yes” or
“no” for each), whether or not they received CST with a
patient-centred approach (defined as a focus on the illness
experience, a collaborative relationship and tailoring
treatment to each patient’s unique needs) and the training
guide used (the Calgary-Cambridge guide was suggested as
an example and participants were asked to write which
guide was used). Participants were asked to name the
guide used to get an indication of their level of CST interest.

Amount of CST could not be treated as continuous
variable based on the number of hours reported because
several doctors and medical students provided a range for
the number of hours received (e.g. “between 20 and 30” or
“<10”). For this reason, participants were categorized as

“smaller” (<10 hrs), “medium” (10-30 hrs) and “greater”

(=30 hrs) amounts of CST training based on the number of
CST hours in and since medical school reported (approxi-
mately one third of participants fell into each category).
Participants who gave an estimate of the number of hours
received were subsequently placed in these categories (see
Table 1).

Section 2 concerned perceived similarity of patients:
participants were asked to rate the two last patients they had
seen (having a similar medical condition) using a three-item
semantic differential scale. These scales are widely used in
social psychology and have been shown to have high
validity and reliability."®*® The items were good-bad, active-
passive and strong-weak presented in counterbalanced
order and each scored from -3 to +3 with scores reverse
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coded such that a higher score indicated a more negative
perception of the patient. These adjectives were selected
because they have been shown to have strong loadings on
the evaluative, activity and potency dimensions underlying
semantic differential ratings.”® Participants were asked to
rate the two last patients they had seen with a similar
medical condition to reduce variability of ratings. Partici-
pants only rated one pair of patients to keep the question-
naire short in order to increase the response rate, and also
to avoid focusing the participants’” attention on our interest
in their perceptions of patient similarity.

Table 1. Perceived amount of communication skills’ training
according to status in the UK (n = 120)

I_\lone ora Moderate Alot
Group little (<10) (=30) Total
N % N % N %
Whole sample 33 275 42 35 45 375 120*
Hospital doctors 19 543 8 229 8 229 35
General Practitioners 6 188 14 438 12 375 32
Medical students 8 1511 20 377 25 472 53

*8 participants could not be assigned to any categories of CST because they did not
provide sufficient information

Semantic distance was calculated by summing the differ-
ences between scores of the two patients over each of the
bipolar adjectives of the semantic differential scale. The
three items loaded strongly on one factor in a principal
components analysis (loadings >.65), supporting the
unidimensional structure of the measure, and Cronbach’s a
was .66. Scores could range from 0 to 18, with lower scores
indicating perceived similarity.

Questions about the gender, approximate age and
nationality of the patients were also asked to measure the
demographic similarity of patients. A categorical variable,
demographic patient similarity, was created based on the 3
variables of age (patients aged within ten years of each other
were judged to be of similar age), sex and nationality: 1 =
high (similar/same for all three characteristics), 2 = medium
(different on one characteristic) and 3 = low (different on
two or three characteristics).

Section 3 comprised two 5-point Likert scales which
measured the strength of participants’ medical professional
identification. These were scored from 1 (agree not at all) to
5 (agree extremely): ‘I feel like I belong in the medical
world’ and ‘T am pleased to be a doctor’ (or pleased to soon
be a doctor for medical students) (adapted from Doosje
and colleagues *), Cronbach’s a was 0.81.

Section 4 comprised demographic questions: gender,
nationality, year of registration (or year of medical school
for the medical students) and whether working in general
practice or a hospital.

Data Collection

Ethical permission was granted by the NHS Central Office
for Research Ethics Committees and Research and Devel-
opment approval from relevant sites was obtained. Doctors
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received a paper version of the questionnaire with a
stamped addressed envelope from another doctor or an
electronic copy of the questionnaire via e-mail. The ques-
tionnaires were either returned in the provided stamped
addressed envelopes or by e-mail. Among doctors who
received a paper version of the questionnaire, the response
rate was 54%. The questionnaires were e-mailed to medical
students or a web link to online versions was sent to medical
students by medical student societies. Medical students
returned the questionnaire by e-mail or completed it online.
For the web based survey, special online survey settings
were selected to prevent multiple responses from a single
individual and to prevent results from being made available
to the public in order to preserve confidentiality.

Statistical analyses

Pearson Chi-square tests were used to investigate associa-
tions between categorical variables and Kruskal-Wallis tests
were used to investigate associations between categorical

and continuous variables that were not normally distribut-
ed.

Results

All the medical students received CST with role play,
discussion and lecture. The vast majority of doctors re-
ceived CST with role play (90.1%). Among doctors and
medical students who received CST (31 hospital doctors, 34
GPs, 57 medical students), 15 hospital doctors (48.4%), 29
GPs (85.3%) and 55 medical students (96.5%) reported that
they received CST with a patient-centred approach and 8
hospital doctors (25.8%), 18 GPs (52.9%) and 35 medical
students (61.4%) gave the name of the training guide used.

A Kruskal-Wallis test showed a significant association
between reported amount of CST and perceived similarity
of patients, KW-test (2, 119) = 6.78, p = .034 [d (smaller to
greater training) = 0.5]. Doctors and medical students who
received smaller amounts of CST perceived patients as more
similar to one another (M = 2.69, SD = 2.70) than doctors
and medical students with medium CST (M = 3.14, SD =
2.62) and doctors and medical students with greater CST
(M = 3.95, SD = 2.35). Further Kruskal-Wallis tests did not
show a significant relationship between medical school or
year of medical school (3 vs. 4™ vs. 5") and perceived
similarity of patients.

Analyses were conducted to identify any potential
covariates. Chi-square tests revealed significant associations
between reported amount of CST and status (hospital
doctor vs. GP vs. medical student), X* (4, 120) = 18.60, p =
.001, with hospital doctors reporting less CST than GPs and
medical students (see Table 1) and between reported
amount of CST and gender, X* (2, 120) = 7.24, p = .027,
with males reporting less CST than females (13 (24.5%)
males reported =30 hrs vs. 32 (47.8 %) females). However,
neither gender nor status was significantly associated with
perceived similarity of patients at p <.25. There was no



association between reported amount of CST and demo-
graphic patient similarity. Awareness of the nature of CST
as patient-centred and of the training guide used were not
significantly associated with perceived similarity of patients
atp <.25.

A Kruskal-Wallis test also showed a significant relation-
ship between year of registration and reported amount of
CST with doctors with smaller and medium CST having
registered earlier (M (smaller) = 1989.21, SD = 9.16; M
(medium) = 1990.77, SD = 9.16) than doctors with greater
CST (M = 1997.5, SD = 8.64), KW-test (2, 66) = 11.96, p =
.003. However, year of registration was not significantly
associated with perceived similarity of patients at p <.25.

A borderline relationship was found between strength of
medical professional identification (high/low) and per-
ceived patient similarity, MW-U (1, 127) = 1550, p = .082,
which further validates our measure of perceived patient
similarity. Participants with high strength of medical
professional identification perceived patients as more
similar (M = 3.07, SD = 2.58) than participants with low
strength of medical professional identification (M = 3.87,
SD = 2.61). The relationship between reported amount of
CST and strength of medical professional identification was
not significant at p <.25.

Discussion

Analyses supported our hypothesis that doctors and medi-
cal students who have received more CST will see patients
as less similar to one another. The findings suggest that
patients could be more likely to report being treated as
individuals by doctors who have received CST, and as a
result be more satisfied since previous research has shown
that patients want to be treated as individuals and not as
cases. This is important given that doctors are increasingly

likely to receive CST in medical school®

and since patient
satisfaction is associated with greater use of services, adher-
ence to treatment and fewer malpractice lawsuits.***> More
research is however needed to support the premise that
personalisation of patients results in treating patients as
individuals. Another key implication of the findings is that
the practice of patient-centred communication could lead to
doctors developing an attitude of respect towards patients
since such individualized attitude involves a positive evalua-
tion of the person as valuable and deserving of careful
attention and proper consideration.” Patients who feel
respected are more likely to adhere to the doctor’s advice
and revisit the doctor, perceive themselves as less ill and
experience higher self-esteem.*

No differences were found in terms of perceived patient
similarity according to the doctor’s gender, place of work or
status as practising doctor or medical student. The lack of a
difference in perceived patient similarity between hospital
doctors and GPs is surprising since hospital doctors report-
ed less CST. It is possible that a much bigger difference in
amount of CST is needed to affect perceived similarity of
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patients. Indeed, a larger difference in perceived patient
similarity was found between practising doctors and stu-
dents, although this did not reach significance.

The findings that doctors who registered earlier report-
ed less CST than doctors who registered later and that
hospital doctors reported less CST than GPs and medical
students is consistent with the literature. Indeed, despite
evidence that patient-centred communication skills can be
effectively taught and learned, it is only in the last twenty
years that CST became an integral part of the medical

curriculum?®#

and its implementation is inconsistent across
branches of medicine, occupying a more important role in
GP vocational training compared to postgraduate specialist
training.” It is also possible that hospital doctors reported
receiving less CST because they paid less attention to the
training; patient-centred communication skills are often
taught by psychologists, GPs or psychiatrists instead of
other hospital doctors,* making it less likely that patient-
centred values be perceived as normative for hospital
doctors. Hospital doctors were also less likely to report that
the CST received used a patient-centred approach, and to be
aware of the training guide used, compared to GPs and
medical students, even after adjusting for amount of CST
received.

Our measure of perceived patient similarity was intend-
ed to measure depersonalisation of patients. Demand
characteristics should have been reduced by using this
measure since doctors were unaware that we were interested
in their perceptions of patient similarity. There were four
limitations to the study. First, the reported amount of CST
was a naturally occurring variable and therefore a causal
effect of perceived CST on perceived similarity of patients
cannot be inferred. However, a relationship between CST
and perceived similarity of patients was also found for
medical school students who do not have much choice in
deciding how many hours of CST they receive, which
reinforced the possibility of a causal relationship between
CST and perceived similarity of patients. Further research
could investigate this using a randomized controlled trial in
which doctors are randomly assigned to different amounts
of CST and their perceived similarity of patients measured
at the end of the intervention. Second, the study measured
reported amounts of CST instead of actual CST and re-
search is needed to confirm that these correspond. Third, to
the best of our knowledge, there are no clear guidelines as to
how many hours of CST are necessary and sufficient.
Research should investigate whether there is a number of
hours of CST after which no significant further benefit is
gained. Such information would be very helpful for medical
education and could save costs to providers of CST. Fourth,
a snowballing sampling technique was used to recruit the
doctors and one cannot be sure that the participants are
representative of the general doctor population. Among
doctors who received a paper version of the questionnaire,
the response rate was only 54%; this is however reasonable
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given the well-known documented difficulties in getting
doctors to complete and return questionnaires.”’ There is
also possibility of a self-selection bias, although it should
have been similar in the different groups and is unlikely to
have affected the validity of the findings.
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