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Abstract

Background

Doctors are regarded as professionals, and specific teaching on professional behaviour is
considered important in many countries. For medical students, early patient contact
experiences were found to be an important way of learning about professionalism, and
learning activities promoting critical reflection were particularly effective. Medical students
consider that patient-centredness is one of the most important aspects of medical
professionalism, and the PPOS questionnaire has been used extensively in measuring the
attitudes of medical students towards patient-centredness. The PPOS-D12 questionnaire is a
validated German version of that questionnaire.

The study aim is to assess how a structured, in-depth, home-based interview with a patient
with a chronic illness affects first-year medical students’ patient-centredness.

Methods

In this randomised controlled trial, medical students who are in the first year of their studies
at the University of Bern will be randomised to either seeing a patient with a chronic illness
for a structured, in-depth interview in their own home (the intervention), or to reading an
educational document that gives information about consultation skills (the sham comparator).

Students will complete the PPOS-D12 survey before and after the interventions, so that
changes in their scores can be calculated, and the mean scores of the two groups compared.
Secondary outcomes will be the effect of students’ gender and prior exposure to chronic
illness in the participant or her/his close relatives and friends on their PPOS-D12 scores. A
nested study will measure the strength of association between the GP teachers’ own levels of
patient/doctor-centredness and changes in their students’ levels over the year.

Discussion

This research will consider the effect of an in-depth, structured interview with a patient with
a chronic illness on changes in first-year medical students’ levels of patient-centredness.
There is existing evidence that medical students’ levels of patient-centredness reduce over
their student years, and this study will contribute to an understanding of how this reduction
can be minimised or reversed.

Background

Doctors are regarded as “professionals” both by the public and by their peers [1]. They are the
most trusted profession among the public, and this has been the case for many years. Medical
professionalism is not a new concept and has been present in the history of medicine in the



form of a Hippocratic Oath taken by physicians [2]. However, medical professionalism is
difficult to define and remains poorly understood [3]. While professionalism has become a
widely emphasised subject in medical education and medical practice, there is still a lack of
common understanding about the meaning of the concept. Discussions on the subject have
thus been unsystematic, as the word “professionalism” has multiple meanings, complexities,
and subtle differences [2].

Professional healthcare groups have their own set of norms (codes) which guide members of
that profession in terms of how they should behave professionally. [4] These are designed and
implemented by the profession’s regulatory body, so differ according to different healthcare
professions and countries. Over one hundred different dimensions of professionalism have
been identified. Swick [5] proposes that medical professionalism consists of specific
behaviours (Table 1).

Table 1: Specific behaviours that constitute medical professionalism [5]

Physicians preferring others’ interests over their own.
Physicians adhering to high ethical standards.

Physicians responding to social needs and their behaviours, reflecting a social contract to
serve the community.

Physicians representing basic human values, including trustworthiness and honesty,
compassion and sympathy, altruism and empathy, respect for others and trust.

Physicians being accountable for their own and their colleagues’ actions.
Physicians being committed to excellence.

Physicians being committed to conducting research and updating their knowledge and
using these in their professional field.

Physicians dealing with high levels of complexity and uncertainty.

Physicians reflecting on their actions and decisions.

Concerns about professionalism in medicine have made the explicit teaching and learning of

ethics, professionalism and personal development necessary. The General Medical Council in
the UK, and other professional bodies in both Europe and the Americas, have emphasised the
need to enhance the teaching and learning of professionalism in medical schools, particularly
the development of good attitudes, appropriate and competent skills, and the inculcation of a
value system that reflects the principles of professionalism in medicine [6].

A study investigating tutors' and students' perspectives of the delivery of professionalism in
the early years of Glasgow's learner-centred, problem-based learning (PBL) medical
curriculum found that [7]: early patient contact experiences were found to be particularly
important, and that learning activities promoting critical reflection were most effective.
However, a systematic review found no unifying theoretical or practical model to integrate the
teaching of professionalism into the medical curriculum [8]. There is no consensus about how
best to teach professionalism [9], and few studies have explored the effectiveness of different
teaching and learning methods for professionalism [4].

Research on students’ understandings of professionalism identified 19 dimensions [4]. Of
these, patient-centredness was the second most discussed dimension (after ‘professionalism
as rules’). Students’ ideas of patient-centred professionalism came from a variety of sources:
formal lectures on ethics, informal learning through role models, and from formal



assessments. In the patient-centred clinical method, both the physician’s and the patient’s
agendas are addressed by the physician and any conflict between them dealt with by
negotiation [10]. This means that the physician aims to gain an understanding of the patient
as well as the disease, and it is in contrast to the disease-centred method in which only the
doctor's agenda is addressed. Summarising patient-centeredness elegantly, McWhinney
describes the patient-centred approach as one where the “physician tries to enter the
patient’s world, to see the illness through the patient’s eyes” [11]. Evidence suggests that
patient-centred care is associated with a number of favourable biomedical, psychological and
social outcomes [12], and it has been recognised as an important aspect of quality in health
care [13].

There have been more than 900 papers published that measure patient-centred care or one of
its components [14]. However, only two measurement instruments for attitudes towards
patient-centredness in undergraduate medical students have been identified: the Doctor
Orientation Scale and the Patient-Practitioner Orientation Scale (PPOS); of these two, the
PPOS has been used much more extensively [15]. The PPOS was developed in 1999 to
measure the attitudes of medical students towards patient-centredness [16]. It differentiates
between patient-centred versus doctor-centred or disease-centred orientation, measuring
attitudes along 2 dimensions: ‘sharing’ and ‘caring’ [17]. It has been used to assess attitude
changes towards patient-centredness in medical student cohorts as they progress through the
clinical curriculum.

The PPOS is available in 13 languages. It has been translated into German and the degree of
medical students' patient-centeredness assessed in 2 student samples in Freiburg, Germany
and in Basel, Switzerland [18]. Construct validity was tested using factor analysis. Based on
factor analysis and tests of internal consistency, a shortened version with 6 items for each of
the 2 subscales "sharing" and "caring" was generated (PPOS-D12). PPOS-D12 (see Appendix
1) was found to be a reliable instrument to assess patient-centeredness among medical
students in German-speaking countries.

In a longitudinal survey of medical students’ attitudes toward patient-centred care in Greece,
students’ attitudes were significantly less patient-centred at the end of their studies compared
to the beginning of their clinical curricula (mean score in year 4: 3.96; mean score in year 6:
3.81; P<0.001) [17]. In a South African study, medical students from all undergraduate six
years took the PPOS survey. There was a decrease in mean scores (from 2.65 in first-year
students to 2.25 in final-year students), with the most pronounced decrease in the first two
years of study [15]. [19]. In a year-long study of resident physicians at a university hospital in
Tokyo, PPOS scores reduced significantly over the year (mean score at start of year: 4.5, SD
0.48; mean score at end of year: 4.39, SD 0.51; change: -0.11, SD 0.42) [20].

We have only identified one study that assessed the effect of an intervention on students’
levels of patient-centredness. In this uncontrolled UK study, first-year dental undergraduates
were given an attitudinal questionnaire to complete before and after their behavioural science
course. No significant difference was found between their mean pre- and post-course PPOS
scores (pre-course mean scores: 3.44 SD 0.33; post-course mean score: 3.37,SD 0.19; P >
0.05). We have found no controlled trials that test the effect of interventions on medical
students’ levels of patient-centredness, and no trials that look at the effect of early patient
contact in the form of an unaccompanied visit to a patient in their home.

Aim of the study

The aim of this study is to assess how a structured, in-depth, home-based interview with a
patient with a chronic illness affects first-year medical students’ patient-centredness.



A nested study will assess whether the GP’s level of patient/doctor-centredness affects
changes in their student’s level over the year.

Methods

Study setting

The study will take place in the Berner Institut fiir Hausarztmedizin (BIHAM) at the University
of Bern, Switzerland, and a subset of the >700 General Practitioner (GP) teaching practices
that are affiliated to it.

Study participants

The population will be medical students who are in the first year of their studies (their first
Bachelor year) at the University of Bern, during their longitudinal placements in primary care.
The GP teachers are family doctors that are accredited by BIHAM to take medical students.

Study design

This will be a randomised controlled trial. During their first Bachelor year, each medical
student will spend a series of six half-days at the practice of a GP teacher that she/he has been
allocated to. Students will be randomly assigned to either the intervention or the sham
comparator which will take place during their last half-day in their practices. All students will
complete an on-line version of the PPOS-D12 questionnaire at the start of the academic year
and once more after the last half-day at their GP teachers’ practices.

Intervention

The intervention will be a structured in-depth interview with a patient with a chronic illness
that has been chosen by the student’s allocated GP teacher. These chronic diseases are the
four conditions at the top of a list of diseases with high disability-adjusted life years (DALY)
scores in Switzerland: ischemic heart disease, low back pain, major depressive disorder and
COPD [21]. GP teachers who only see children are asked to choose a patient who has a chronic
cardiac condition, a chronic lung disease, or another chronic illness that has a significant effect
on the child’s quality of life, the interview to be carried out at the child’s home with one or
both parents, and the child if she/he is old enough to take part in the interview.

GP teachers and students will be told that the students’ intervention interviews need to be
unaccompanied and at patients’ own homes, but in justified, exceptional cases, and after
consultation with a member of the research team, the interview may take place in the GP
teacher’s practice premises. The interview will be followed by a structured interview with the
practice nurse and then a structured debriefing interview with the GP teacher.

Sham comparator

In the sham comparator, the student’s the allocated GP teacher will give the student time to
read a document that gives information about consultation skills, and asks questions that the
student will need to discuss with the GP teacher. The document is designed to have real
educational value, and to complement BIHAM’s department-based consultation skills
teaching. The use of this approach as the sham intervention is based on a study that found
that a behavioural science course (including consultation skills teaching) had no effect on
students’ PPOS scores [19].

Data collection

At the start of the academic year (i.e. before the interventions), students will complete a
SurveyMonkey questionnaire that asks for demographic information (gender, history of



serious chronic illness in the participant, a friend or close relative, history of training or
patient contact other than in medical school) and the PPOS D12 form.

At the end of their GP attachment (i.e. after the interventions), students will complete a
SurveyMonkey questionnaire that asks whether they had the intervention or sham
comparator or neither (and if neither, why), and the PPOS D12 form. Consent to use these
data for research will also be requested.

At the end of their students’ attachments, their GP teachers will complete a SurveyMonkey
questionnaire that asks them to complete the PPOS D12 form. Consent to use these data for
research will also be requested.

Each of these questionnaires will ask for the participant’s name, so that pre-intervention,
post-intervention, and GP’s data can be linked and compared.

Outcome measures

The primary outcome measure will be the change in students’ PPOS-D12 scores from base-
line (at the start of the academic year) to the end of their year-long primary care attachment.

Secondary outcomes will be the effect of students’ gender, previous experience and prior
exposure to chronic illness in the participant or her/his close relatives and friends on their
PPOS-D12 scores

A nested study will measure the strength of association between the GP teachers’ own levels
of patient/doctor-centredness and changes in their students’ levels over the year.

Development of the intervention

Following a literature review and discussion, RF, A-L.C and MH developed a patient interview
pro-forma which was designed to identify patients’ views on their illnesses, how it affects
their lives in physical, psychological and social terms, and how their relationships with their
GPs impacts on their lives. The sections of the interview pro-forma map across to Mead and
Bower’s conceptual framework of patient-centredness given above [22].

Six medical students who had been visiting their GP teachers for eight half-days per year since
their first year of study agreed to pilot the intervention in November 2017. The GP teachers
were asked to select a patient with a chronic illness for their students, and to organise 2.5-
hour interviews, half of the students at the patients’ home and in the other half in the teaching
practices. Students were asked to use the questionnaire pro-forma. In addition, the students
each had a 30-minute interview with a practice nurse to assess their perceptions of the effect
of the illnesses on their patients, and finally a one-hour discussion with their GP teacher to
reflect on their encounters with the patients, discuss their findings, and talk about any
difficulties that may have arisen.

Following this, RF conducted a focus group interview with the participating students. The
discussion was recorded and transcribed in full. A-LC and MH analysed parts of each the
transcript independently, then independently developed a coding frame. Their coding and
thematic analysis was similar. The findings (the experiences, suggestions and criticisms of the
piloting students) were used to make improvements in the organisation and in the
information sheets for patients, students, MPAs and GPs. The themes, findings and
improvements needed are shown in Appendix 2.

Three medical students then piloted the re-designed interview pro-forma with one of the
researchers (A-LC) role-playing the patient), and they gave feedback with recommendations
on how the pro-forma could be further improved. Following this, RF, A-LC and MH reviewed
the pro-forma and designed the final version. The final version of the interview proforma, in
German, is shown in Appendix 3. The interview proforma and instructions on implementation



of the intervention will be sent to students and their GP teachers before the students’ final
visits to their teaching practices.

Development of the sham comparator

MH wrote an English-language ‘Communication skills for BIHAM medical students’ didactic
document, which included sections on ‘Why should I learn about communication skills?’,
‘What do patients want from a doctor?’, What information are patients looking for?’, What
consultation skills should I use when I interview patients?’, ‘Do good communication skills
really matter?’, ‘How can I learn good interpersonal and consultation skills?’, ‘How is a good
consultation structured?’, and ‘Questions to discuss with your GP teacher’. This document was
translated into German by A-LC. The resulting 1,850-word, 9-page document and instructions
on implementation of the intervention will be sent to students and their GP teachers before
the students’ final visits to their teaching practices.

Randomisation

Participants will be allocated to intervention or sham intervention through random sequences
generated in the SPSS statistical package.

Blinding procedures
This study will be partially blinded:

e Screening and enrolment. A person blinded to the purpose of the interventions (i.e.
that one is the intervention, the other is a sham comparator) will enrol participants
and allocate them to their arm of the study. This person will work separately from the
rest of the trial team and all team members will be asked to sign a form stating that
they will not disclose the purpose of the interventions to this person.

e Students. In a tailored informed consent procedure, students will be given a ‘high-level
description’ of the study objectives with only superficial information on the study
interventions, as accepted by ethics committees in similar studies. They will be
informed that they are randomised to one of two study groups, without revealing that
one is an intervention and the other is a sham comparator. The aim of this is to
minimise performance and other reporting biases.

e GP teachers. A similar approach with be taken with information for the GP teachers, so
that they also have only a ‘high-level’ description of the study objectives.

Statistical analysis

Descriptive statistics will be used to describe the relationships between student
demographics and PPOS scores. Mean pre- and post-test PPOS scores will be compared using
paired t tests. Differences between PPOS scores in the intervention and control groups will be
examined with unpaired ¢ tests. For the nested study, GPs’ PPOS scores and changes in their
students’ PPOS scores will be compared using paired t tests.

The sample size calculation for the primary outcome was based on reported mean reduction
0of 0.11 in the PPOS score over one year in a group without any intervention [20], and a mean
increase of 0.05 in the intervention group. We therefore assumed a mean difference 0.16, with
a standard deviation of 0.42. The study was designed with a 5% level of significance and a
90% power to reject the null hypothesis of equivalence between the two groups. To achieve
this objective, 220 students would be required (110 for each group). Assuming a 20% drop-
out, we therefore aimed to enrol a total of 275 students.



Discussion

This research will consider the effect of an in-depth, structured interview with a patient with
a chronic illness on changes in first-year medical students’ levels of patient-centredness.
There is existing evidence that medical students’ levels of patient-centredness reduce over
their student years, and this study will contribute to an understanding of how this reduction
can be minimised or reversed.

Strengths

To our knowledge, this is the first randomised controlled trial that has been designed to study
the effect of an intervention on medical students’ levels of patient-centredness. The
intervention materials were carefully developed and piloted by GP teachers and medical
students, and therefore grounded in their clinical and educational experience.

Limitations

Although the research team will give participants information about the study in a
presentation and in correspondence, there is a risk that fewer students than anticipated
consent to take part in the study. While the researchers aim to blind participants to the nature
of the comparison, i.e. that one intervention is the intervention and the other is a sham
comparator, control intervention, participants may guess the researchers’ intentions, and this
may result in bias in their responses. The power calculations have been based on data from
other published studies, but these may not be directly comparable to our own study. Our
control intervention has been chosen because of evidence that teaching dental students about
communication skills does not affect their levels of patient-centredness, but it is possible that
our communication skills intervention will indeed have an effect the levels of our medical
students’ patient-centredness, and thus not be a truly inactive control.

Expected impact

One of the aims of BIHAM's clerkships in primary care is to shift the medical students’ focus
towards ‘professionalism’, and patient-centredness is an important aspect of professionalism.
This study will assess whether a single in-depth structured interview with a patient, followed
by a de-briefing interview with the patient’s GP, can contribute to achieving this aim.

Quality assurance

The study may be monitored or audited in accordance with the current approved protocol,
relevant regulations and standard operating procedures.

Confidentiality

The research team will ensure that the participants’ anonymity is maintained. As soon as each
student’s pre- and post-intervention questionnaires have been matched with each other and
those of their GP teachers, each participant will be identified only by a participant ID number
on all study documents and any electronic database. All documents will be stored securely
and only accessible by study staff and authorised personnel. Under no circumstances will the
identifiers be made available to individuals outside the research team.

Dissemination

Results will be published in peer-reviewed scientific journals as well as by conference
presentations. The researchers will publicise the project findings within their university and
the Swiss health system, for example in newsletters, websites, meetings and local journal
publications.
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Appendix 1. Deutschsprachiger PPOS-D12 [18].

Stimme Stimme Stimme Stimme eher Stimme Stimme iiber-

vollzu zu eherzu  nichtzu nicht zu haupt nicht zu
1. Obwohl heutzutage die Behandlung von Patienten nicht mehr 0 0 0 0 0 0
so personlich ist, ist das doch letztlich ein kleiner Preis fiir den
medizinischen Fortschritt.
2. Der wichtigste Teil der normalen Visite ist die kdrperliche Unter- (0] 0 0 0 0 (0]
suchung.
3. Patienten sollten sich auf das Wissen ihrer Arzte verlassen und o] 0 (o] 0 (0] o]
nicht versuchen, sich selber tiber ihre Erkrankung zu informieren.
4. Wenn Arzte viele Fragen zur personlichen Situation eines Patienten O 0 (0] 0 (o) (0]
stellen, mischen sie sich zu sehrin private Angelegenheiten ein.
5. Wenn Arzte wirklich gut sind in Diagnostik und Therapie, ist ihr (0] 0 0 0 0 (0]
Umgang mit den Patienten nicht so wichtig.
6. Viele Patienten stellen immer weiter Fragen, ohne dass sie wirklich O 0 0 0 0 (0]
etwas Neues dabei lernen.
7. In der Regel wollen Patienten eher haren, dass alles gut ist, als 0 0 (o] 0 (o] 0]
echte Informationen Gber ihre Gesundheit.
8. Wenn Arzte zunidchst mal versuchen, offen zu sein und einen 0] 0 (o] 0 (o] (o]
warmherzigen Eindruck zu machen, werden sie nicht so schreck-
lich viel Erfolg haben.
9. Wenn Patienten eine andere Meinung haben als ihre Arzte, (0] 0 (o) 0 0 (0]
zeigt das, dass sie ihre Arzte nicht respektieren und ihnen nicht
vertrauen.
10. Der Patient muss sich immer dariiber im Klaren sein, dass derArzt O 0 (o] 0 (0] (o]
die Verantwortung tragt.
11. Es kommt nicht so sehr darauf an, den kulturellen Hintergrund (0] 0 0 0 0 (0]
eines Patienten und seine Lebenssituation zu kennen, um seine
Erkrankung zu behandeln.
12. Wenn Patienten sich selber medizinische Informationen besorgen, (0] 0 0 0 0 (0]

verwirrt es sie oft mehr, als dass es ihnen hilft.
Subskala Partizipation: Items 3, 6,7, 9, 10,12
Subskala Zuwendung und Interesse: Items 1,2, 4,5, 8, 11
Die Reihenfolge der Items wurde nicht verandert, die Nummerierung wurde jedoch an die reduzierte Anzahl der Items angepasst
Scoring: Stimme voll zu=1; stimme Gberhaupt nicht zu=6
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Appendix 2. Pilot 1 themes, findings and changes needed.

erst nachdem schon erste Erfahrungen
gesammelt werden konnten

Themen Erkenntnisse Aufgaben
Organisation
Zeitpunkt im Die meisten Studierenden wiinschen sich Anpassung der Empfehlung im
Studienjahr frithen Patientenkontakt im Studium, jedoch | Informationsblatt an die HA: Interview, wenn

moglich am letzten Halbtag durchfithren
lassen

Auswahl der Patienten: Wer wahlt
welche Patienten aus?

Die meisten Studierenden empfanden
kommunikative, offene Patienten als
angenehm, jedoch fiihrten zu kommunikative
Patienten zu Schwierigkeiten
(unkoordiniertes Gesprach)

Eine weitere Schwierigkeit bei einer
Studierenden war, dass die Patientin nicht an
einer ,chronischen Krankheit” litt und somit
einige Fragen nicht besprochen werden
konnten

Anpassung der Empfehlung im
Informationsblatt an die HA: HA sollen in
Frage kommende chronisch kranke Patienten
fir Studierende auswahlen, die offen und
kommunikativ sind

Aufstellung einer Liste mit in Frage
kommenden Diagnosen

Ort der Befragung

Der Studierende, der den Patienten Zuhause
besuchte, empfand es als sehr positiv. Der
Patient konnte in seiner Gesamtheit besser
erfasst und der Einfluss der Krankheit besser
abgeschatzt werden. Jedoch dusserten
Studierende ein gewisses Unwohlsein einen

Anpassung der Empfehlung im
Informationsblatt an die HA und
Studierenden: Studierende sollen, wenn
moglich und mit dem Einverstandnis des
Patienten das Interview im Zuhause des
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fremden Menschen in dessen Zuhause zu
treffen.

Ausserdem zeigte sich die Wichtigkeit eines
ruhigen und ungestoérten Raumes fiir das
Interview, dies ware im Zuhause des
Patienten meist gegeben.

Patienten durchfithren um ihn und die
Krankheit besser erfassen zu konnen.

Bei Patienten, die dies nicht wiinschen soll
ein geeigneter Ort ohne Stérung fiir das
Interview vom HA bereitgestellt werden.

Zeitdauer des Interviews

Es zeigte sich, dass die Dauer der Interviews
bei den meisten Studierenden zwischen 1-
1.5h betrug.

Anpassung der Empfehlung im
Informationsblatt an Studierende: Zeitdauer
auf 1-1.5h begrenzen

Organisation des MPA-Gespréachs

Nach den Gesprachen mit den MPA’s zeigten
sich bei den verschiedenen Studierenden
unterschiedliche Ansichten tiber deren
Sinnhaftigkeit.

Haufig kam es aber zu Schwierigkeiten
zeitlicher Natur, wenn in der Praxis viel zu
tun war um sich fiir die Studierenden Zeit
nehmen zu kénnen

Anpassung der Empfehlung im
Informationsblatt an die HA: Auswahl der
MPA durch HA oder nach Interesse der
MPA’s. Empfehlung der Wahl von einer MPA
mit hdufigem Patientenkontakt

Anpassung der Empfehlung im
Informationsblatt an die HA: Wenn méglich
Freistellung der MPA fiir die Dauer des
Gesprachs und Bereitstellung eines ruhigen
Ortes.

Fragen

Die meisten Studierenden fanden die Fragen
gut, waren aber froh gewesen, wenn mehr
Fragen aufgefithrt worden wéren, damit eine
grossere Auswahlmaoglichkeit besteht.

Einfligung von mehr Beispielfragen und
Anpassung im Informationsblatt an
Studierende mit Hinweis, dass Fragen als
Leitfaden dienen sollen.
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Zudem war es einigen Studierenden unklar
wie detailliert die Fragen besprochen
werden sollten und ob jede Frage
abgehandelt werden muss.

Gesprach

Erkenntnisse aus Gesprachen

Es zeigte sich, dass viele Studierenden
erstaunt waren uUber die vielen Bereiche des
Lebens, die die Krankheit beeinflusste
(Mobilitat, Beziehungen).

Ausserdem dusserten viele Studierende den
Eindruck, dass fiir die Erfassung der
Gesamtheit eines Patienten vor allem das
sich Zeitnehmen ausschlaggebend sei.

Zudem war es fiir einige die Studierenden
spannend zu sehen, was ein HA fiir einen
Patienten bedeutet und dass sich die HA
dessen nicht immer bewusst waren.

Auch wurden sich einige Studierenden
bewusst, wie stark das Vertrauensverhaltnis
zwischen Arzt und Patient war. Obwohl sich
eine Studierende liberrascht zeigte, dass in
einem kleinen Dorf das Verhaltnis nicht noch
naher war.

Eine weitere Erkenntnis eines Studierenden
war, dass die Erfassung der Gesamtheit eines

Anpassung der Empfehlungen im
Informationsblatt an Studierende:
Verdeutlichung der learning points fiir
Studierende und Sinn des Interviews.
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Patienten Auswirkungen auf dessen
Behandlung habe.

Zudem empfanden die Studierenden das
Interview als lehrreicher und eindriicklicher
als Vorlesungen zur diesbeziiglichen
Thematik.

Schwierigkeiten im Interview

Eine Schwierigkeit, die sich zeigte war bei zu
kommunikativen Patienten. So hatten einige
Studierenden Miihe das Gespréach zu lenken
und an wichtige Informationen zu kommen.

Eine andere Schwierigkeit war, dass eine
Patientin ein medizinisches Problem mit
einer Studentin besprechen wollte.

Weiter hatten einige Studierenden Miihe,
wenn Patienten schwierige Themen
ansprachen.

Ein Studierender sprach auch das Problem
fiir ihn an, gleichzeitig einfithlsam und
professionell zu sein.

Anpassung des Fragebogens fiir die
Studierenden: mehr geschlossene Fragen mit
Anmerkung, dass das Medizinische der
Krankheit nicht im Vordergrund stehen soll.

Anpassung der Empfehlung im
Informationsblatt an Studierende: Auflistung
moglicher Probleme im Gesprach mit
Empfehlungen wie damit umzugehen sei

Anpassung der Empfehlung im
Informationsblatt an HA und Studierende:
Debriefing mit HA und Auflistung méglicher
Probleme im Gesprach mit Empfehlungen
wie damit umzugehen sei.

Anpassung der Empfehlungen im
Informationsblatt an Studierende:

Einfiigung von Verhaltensempfehlungen
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Gefiihle der Studierenden nach Interview

Alle Studierende sahen Interview als
spannend und gute Moglichkeit an die
Gesprachsfithrung zu iiben und wertvolle
Einblicke in das Gesamtbild eines Menschen
zu bekommen.

Anpassung im Informationsblatt an
Studierende:

Einfligung von Zitaten von Studierenden (,,
hat auch Spass gemacht eigentlich..”

Erwartungshaltungen der Patienten

Die meisten Patienten waren sehr erfreut
und froh, dass sich jemand Zeit fiir sie und
ihre Probleme nahm, wussten aber nicht was
genau auf sie zukam.

Ausserdem hatten einige Studierenden das
Gefiihl, dass die Patienten Tipps fiir sie
mitgeben wollten beziiglich des Arztberufes.

Erstellen eines Informationsblatts an
Patienten mit Hinweis auf Sinn und Ablauf
des Interviews

Anpassung des Fragebogens: Beispielfrage:
Haben Sie einen Tipp fiir mich wie ich ein
noch besserer Arzt werden kann?
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Appendix 3. Final version of the interview pro-forma (in German).

Fragebogen: Interview Patientin/Patient

Das Interview kann z.B. eroffnet werden mit:

«Ich stehe ganz am Anfang meines Studiums zur Arztin/zum Arzt. Das Gesprich mit dem Patienten ist sehr wichtig in meinem zukiinftigen beruflichen
Alltag. Deshalb méchte ich lernen, wie ich professionell ein Gesprich fiihre und erfahren, wie ich mich in der Rolle als Arztin/als Arzt fiihle. Ich méchte
von lhnen erfahren, wie Sie sich als Mensch mit einer Krankheit fiihlen und Ihren Alltag bewaltigen».

Denken Sie wahrend des Interviews daran, dass nicht die Krankheit, sondern die Patientin/der Patient im Vordergrund stehen soll. Die folgenden Fragen
stellen einen inhaltlichen Leitfaden mit moglichen Fragen dar, konzentrieren Sie sich aber auf die Fragen b-i).

Padiatrische Patienten: In der Regel fihren Sie das Interview mit den Eltern des kranken Kindes durch, je nach Alter kann das Kind einige Fragen auch
selber (mit-)beantworten. Gehen Sie vorgangig mit lhrem/r Lehrarzt/Lehrarztin den Fragebogen durch und iberlegen Sie gemeinsam, welche Fragen fir
ein Kind in diesem Alter allenfalls angepasst werden missen.

Fragen an die Patientin/den Patienten (a-i):

a) Konnen Sie mir etwas Uber sich erzdhlen?

Wie alt sind Sie? Sind Sie berufstditig, pensioniert (Arbeitsunféhigkeit, Sozialhilfe, Rente)? Sind Sie verheiratet? Leben Sie alleine? Haben Sie
Familie? Freunde? Hobbies?

Wie leben Sie? Haus/Wohnung? Brauchen Sie Haushalthilfe oder Pflege? Bestehen kérperliche Einschrinkungen?
b) Sie brauchen regelmassige arztliche Betreuung durch lhre Hauséarztin/lhren Hausarzt.  Sie haben eine/verschiedene Krankheiten? Welche?
Welche dieser Krankheiten belastet Sie im Alltag am meisten?

Bitte kreuzen Sie an, zu welcher Gruppe die Krankheit gehort:
O Herzerkrankung
O Lungenerkrankung

O Rickenschmerzen
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O Depression
O Andere

e Diese Krankheit begleitet Sie schon lange? Was ist das fiir eine Krankheit?

e Wann haben Sie die Krankheit erstmals bemerkt? Was hatten Sie bemerkt, was waren lhre Beschwerden?
e Wer hat fiir Sie gesorgt?

e Welche Behandlung wurde durchgefiihrt? Miissen Sie Medikamente nehmen?

e Wie fiihlen Sie sich unter der Behandlung (Medikamente, andere Therapieformen)? Haben Sie Nebenwirkungen bemerkt? Ist die Behandlung
abgeschlossen? Fiihlen Sie sich jetzt besser, schlechter?

c) Wie hat |hre Krankheit Ihr Leben verandert?

e Wie hat sich z.B. Ihre berufliche Situation verdndert

e ... Ihre hiusliche Umgebung (Umzug, Umbau, Mobilitdt)
e ... Ihr Kontakt mit anderen Menschen

e ... lhre Hobbies

e ... lhre Unterstiitzung im Alltag (Pflege, Haushalthilfe)

d) Wie hat die Krankheit Sie als Mensch verandert?

Haben Sie eine Verdinderung in der Gemiitslage festgestellt (z.B. éfter traurig)?
e Wer oder was gibt Ihnen Halt in dieser schwierigen Situation?

e Hatsich Ihre Lebenseinstellung durch die Krankheit verdndert? Wie genau?

e Was haben Sie fiir Erwartungen oder Hoffnungen fiir die Zukunft?

e) Wie geht lhre Umgebung mit Ihrer Krankheit um?

Haben Sie Reaktionen aus lhrem persénlichen Umfeld erhalten? Welche? Wie haben Sie sich dabei gefiihlt?

f) Was bedeutet Ihnen lhre Hauséarztin/lhr Hausarzt in dieser ganzen Situation?

und die MPA?
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g) Was schéatzen Sie an |hrer Hausarztin/lhrem Hausarzt ganz besonders?

Ihre Hausdrztin/lhr Hausarzt ist meine Lehrdrztin/mein Lehrarzt, dh. ich lerne von ihr/ ihm. Welche Féhigkeit von ihr/ihm ist Ihnen wichtig, die ich
unbedingt iibernehmen/lernen soll, um eine gute Arztin/quter Arzt zu werden?

e gibt esirgendwelche Probleme?

h) Gibt es noch Personen anderer medizinischer Berufsgruppen, die Sie mitbetreuen?

e Spitex
e Physiotherapie
e Diabetesberatung...

i) Haben Sie noch Tipps fiir mich als angehende Arztin/angehender Arzt?

Machen Sie sich zusatzlich Gedanken und Notizen Uber:

e Was sind die gesundheitlichen Uberzeugungen/Glauben der Patientin/des Patienten? (moderne Medizin, Komplementdrmedizin,
Selbstheilungskridfte etc.)

e Wiinsche und Erwartungen der Patientin/des Patienten?

e Krankheitsbezogene Einstellungen (Chance, Feindbild, Akzeptanz etc.)

e |hre emotionale Reaktion auf die Patientin/den Patienten?

Allenfalls Verdnderungsmotivation der Patientin/des Patienten (Erndhrungsumstellung, Gewichtsreduktion etc.)

Sowie Notizen Uber Ihre Beobachtungen betreffend:

e Betrachtung der Patientin/des Patienten durch Sehen/Héren/Riechen
o Allgemeinzustand, Alter, Kérpergrdsse, Atemfrequenz, Bewegungsféhigkeit
e \Verhaltensbeobachtung (Emotion und Kognition)

Bitte stellen Sie sicher, dass Sie der Patientin/dem Patienten zum Abschluss fiir seine Zeit und Mitarbeit danken.
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