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ABSTRACT
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Swedish health care is currently facing problems, such as lack of financial resources, staff
shortage and dissatisfaction among patients and professionals. Patients’ dissatisfaction was the
point of departure for the present study, and one approach dealing with this problem was
investigated. It was hypothesised that a patient-centred perspective could offer a possible
solution. The aim of the study was to explore health care professionals’ and medical students’
understanding of their professional role and the patient encounter. A further goal was to
determine whether these understandings could be developed by educational interventions.
Students and professionals have been either interviewed or responded to a survey about their
professional role and the patient encounter. Qualitative analysis was used. One group- and one
individualised intervention were carried out. The participants’ understandings of their
professional role were taken as the starting point for learning. The results showed that a
minority of medical students and professionals in diabetes care had incorporated a patient-
centred perspective.  Nurses in telephone advisory services recognised the patients’ needs, but
experienced conflicting demands of being both carer and gatekeeper. A non-optimal match
between patients’ needs and what professionals understand as their role could cause some of
the problems. Competence development could be achieved by taking the participants
understanding of the professionals’ role and of the patient encounter as a starting point for
reflection.  The results have implications for changes in organisation and education in health
care, to optimise outcomes of care. Time for reflection, mentoring and professional
development is needed.
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Swedish summary – Sammanfattning på svenska

Att utveckla professionell kompetens för patientmötet genom en ny
förståelse

Svensk hälso – och sjukvård brottas med en mängd problem, såsom sviktande
ekonomi, personalbrist och missnöje bland anställda och patienter. Det
missnöje som finns bland patienter avser ofta bemötandet. Avhandlingen
fokuserar mötet mellan patient och personal, och utgår från antagandet att ett
patientcentrerat arbetssätt har störst möjligheter att göra både patienter och
personal nöjda. Huvudsyftet var att undersöka hur vårdpersonal och
läkarstuderande förstår sin professionella roll och mötet med patienten.
Vidare att studera huruvida yrkesrollen kan utvecklas genom interventioner
med syfte att förändra förståelsen.

Läkarstuderande, sjuksköterskor i telefonrådgivning samt personal i
diabetesvård har antingen intervjuats eller besvarat en kort enkät. Kvalitativa
metoder har i huvudsak använts för analys av materialet. Två utbildnings
interventioner har genomförts, en individuell och en i grupp. Båda har syftat
mot ett mer patientcentrerat arbetssätt. En fenomenografisk ansats har använts
vid interventionerna. Genom learning-by-doing och reflection-on-action togs
deltagarnas förståelse av yrkesrollen som utgångspunkt för deras lärande
process.

Kartläggningen av förståelsen av den professionella rollen och mötet med
patienten bland läkarstuderande och personal i diabetesvård visade att endast
en mindre andel av dem införlivat ett patientcentrerat perspektiv.
Sjuksköterskorna i telefonrådgivning såg tydligare patientens behov, men
brottades med motstridiga krav på att vara både sjukvårdens dörrvakt och
patientens hjälpare. En del av sjukvårdens problem kan spåras till dålig
överensstämmelse mellan vad patienterna efterfrågar och ser som centralt, och
vad vårdpersonalen ser och förstår som sin roll och arbetsuppgift.
Kompetensutveckling för patientmötet kunde uppnås genom båda
interventionerna, vilket visar på det fruktbara i att använda förståelsen som
utgångspunkt för professionell utveckling. Resultatet har konsekvenser för
såväl organisationsutveckling som vårdutbildningar. Tid för reflektion,
handledning och professionell utveckling bör införlivas i systemet för att
skapa förutsättningar för högkvalitativ vård och optimalt utfall av denna,
såväl för samhället i stort som för enskilda patienter.
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Chapter 1: Current problems in the health care sector and the

patient-centeredness concept

1:1 Introduction

The problems that the health care sector has to face today are numerous, but the

most important include financial cutbacks, shortage of staff, increased distress

and workload among personnel within the health care sector [1] and general

patient dissatisfaction. It could be expected that working conditions within the

health care sector impact upon quality of care and patient satisfaction. For

example, stress and job dissatisfaction among physicians and other professionals

may have negative effects on the care and satisfaction of patients [2]. The

problems faced by the health care sector need to be dealt with using a multitude

of strategies. This thesis does not aim to offer a solution for all these complex

problems. However, the point of departure for the study has been the current

patient dissatisfaction, and one approach to deal with the problems is

investigated here.

Patient dissatisfaction might result in repeated visits to health care centres,

unnecessary referrals and insufficient handling of self-care or illnesses;

moreover investments made in technique [3] and organisation, and the patient’s

own resources cannot be fully utilised [4-6]. Consequently, an unsuccessful

encounter between patient and professionals might generate increased economic

burdens for an already strained health care sector [3, 7, 8]. Furthermore, if health

care professionals take a traditional, professional-centred approach, there is a

risk for the patient to be objectified [9, 10]. This might cause difficulties for both

the patient and society [11] as noted by  Roter [5]:



14

A frustrated and angry patient may make inappropriate time and service

demands and ultimately drop out of care completely because of failed

expectations. For physicians, these visits represent the most frustrating aspects

of medicine reflecting ‘the difficult and hateful patient’.

There seems to be a gap between what patients’ want from health care, and the

professionals’ view of their task. Patients currently complain that doctors and

nurses do not listen to them [12]. If the health care professionals do not listen,

the patients’ are likely to be dissatisfied with care [13] and their real problem

might not surface. A patient-centred approach offers an opportunity to increase

the patient’s autonomy and involvement in decision-making, care and treatment

[8, 14, 15]. However, the current complaints indicate that professionals might

have a professional-centred approach and more authoritarian style than what

patients’ prefer. Hence, the focus in the thesis will be on the patient-professional

encounter and the role of the professionals. The patient-professional encounter is

at the very centre of the health care arena [13], and the quality of the encounter

is thus likely to have an important contribution to make to patient satisfaction.

This study aims at describing health care professionals understanding of the

patient-professional encounter, and of their professional role. If professionals do

not take a patient-centred perspective, would it then be possible to influence

their understanding of the encounter and thus enhance competence

development?

To explore the understanding of the professional role and of the patient

encounter in a broad way three groups were studied. The first group was

comprised of medical students representing future health care professionals; the

second group were nurses in telephone advisory services, representing the basic
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primary health care; and the third group consisted of health care professionals in

diabetes care, representing those caring for the chronically ill. The views of

health care professionals are important to study because their understanding of

the encounter will influence their actions [16, 17]. Hence, the perspectives

studied are those of health care professionals. Although views of patients’ are

equally important, they are beyond the scope of this study. However, the

ultimate goal is to bring about changes in practice for the benefit of the patients.

The thesis is outlined as follows: the central concept of patient-centeredness and

some methodological considerations are presented (Chapter1). Thereafter,

modern theory of competence and its development is introduced (Chapter 2).

Next, the first three studies are described, giving a broad picture of medical

students’ (Chapter 3) and health care professionals’ (Chapters 4 and 5) views of

their professional role and the patient encounter. With the findings from those

studies, the two intervention studies with the source of departure in modern

theory of competence development are described (Chapter 6). Finally, the

overall results and their implications for practice and further research are

discussed (Chapter 7).



16

1:2 Aims and overview of studies

The overall aim of this thesis was to explore health care professionals’ and

medical students’ understandings of their professional role and of the core

aspect of the patient encounter. A further aim was to study if their

understandings of their professional role could be developed and influenced to a

more patient-centred understanding.

Specific aims:

To describe the views medical students have of their professional role

   and  the organisation of future health care.

To describe how nurses’ experience the patient encounter by telephone.

To identify the different understandings that health care professional have of

   diabetes care and the distribution of these understandings.

To map if physicians might develop a more patient-centred approach of

   working by an experienced-based specialist course and how such a

   development is related to the physicians’ understanding of the task.

To map physicians and nurses understanding of the patient encounter before

   and after an educational intervention programme that focused on their

   experience of the encounter, and to describe how their understanding

   changed as a result of the programme.



17

Table 1. Overview of participants and methods used in Studies I-V.

Study Participants Data collection Data analysis

I 53 medical

students

Written essays Thematic analysis

II 5 nurses in

telephone advisory

services

Interviews Phenomenological

analysis

III 169 primary health

care physicians,

nurses, assistant

nurses and

chiropodists

Written questions Phenomenographic

analysis of

questions and

numerical

distribution of

answers

IV 10 physicians in

specialist training

Video recordings

Written answers to

before and after

questions

Time study

Assessment with

Pendleton et als.’

consultation map

Thematic analysis

V 2 GPs and 2

diabetes nurses

Before and after

intervention

interviews

Phenomenographic

analysis
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1:3 The patient-centred approach – a central concept

The patient-professional encounter is the basis for clinical work. An encounter

based on mutual trust, respect and empathy is powerful. As stated in the

introduction, a patient-centred approach might be a good way to deal with the

current dissatisfaction among patients. The patient-centred perspective offers an

opportunity to increase the patient’s autonomy and involvement in decision-

making, care and treatment [8, 14, 15]. However, the concept is vague, with

about as many definitions as there are authors [5, 11, 18]. In this thesis, the

patient- centred concept is defined in terms of a focus on the patient as a human

being with an illness rather than a focus on the disease itself.

A patient-centred encounter is based on good communication. Self-care of many

conditions, whether trivial or severe, demands of the patient to be not only well-

informed but also to have understood complex medical phenomena [8, 19, 20,

21, 22], i.e. that the communication is good. However, many doctors and nurses

have not had any specific training in communication [23], although this topic

often is included in modern education. The importance of effective professional-

patient communication is well documented and known to affect health outcomes

[9, 11, 21, 24]. Patient outcomes have been defined by Ong et al. [11] in the

following terms:

“Outcome” as it is used in health care studies can be defined as “an observable

consequence of prior activity occurring after an encounter, or some portion of

the encounter, is completed”.
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In contrast to the patient-centred encounter, the professional-centred encounter

is  asymmetrical because of inequality in power [25] and knowledge [21].

Research indicates that patients and professionals often focus upon different

domains, as clinical and life-world contexts frame their perspectives

differentially [26, 27]. Patients might not even view themselves as ill [10]. On

the other hand, health care professionals are predominantly fostered in a

tradition in which the patients’ problems and symptoms are objectified [9, 10,

28]. The implication is that in the traditional biomedical perspective the patient

is considered as a case, and thus the focus is on technology and an instrumental

behaviour, rather than on establishing a therapeutic relationship [13]. However,

there is no doubt that the biomedical and holistic perspectives are intricately

interlinked and that both perspectives are needed to optimise patient outcomes

[13].

The patient-centred concept implies an adult-to-adult relation [28] and a holistic

view of the patient as a human being with one or more problems that affects life

and health [9].This notion of patient-centeredness furthermore means that the

patient’s life-world, including family, work, expectations, and anxieties, are

central for the encounter [29]. The concept includes the patient as an essential

member of the health care team. A patient-centred consultation with its focus on

the unique predicament, context, priorities and choices of the individual patient

might seem to oppose the current strong calls for consistent and evidence-based

standards of care [30]. There is evidently a need to bridge this gap.
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Several lines of development have increased the interest for working in a

patient-centred way: for instance, ideological efforts have been made in Swedish

legislation to emphasise the patients’ autonomy and participation in decision

making [31]. In addition, in recent years the patient empowerment movement

has emphasised patients’ rights to participate in care and decision making  [11,

28, 32]. Today’s patients expect to be involved in decision making and planning

of treatment regimens [13, 33, 34]. An increasing number of patients have

access to information on the Internet and are well informed when it comes to

their specific illness and its treatment. There is also an increased knowledge of

the intimate connection between body, mind and environmental factors, an

increased knowledge of communication and interaction [35], and the importance

of these factors for health and well-being [8, 20, 36].

A holistic perspective is the basis for a patient-centred concept. Hellström [37]

points out that the “holistic” concept has been used in several ways, though

stresses that holism should not be viewed as merely components of the whole

but as aspects of it. As a consequence of the patient-centred approach the term

illness is used in place of disease. In addition, the compliance concept is not

suitable for a patient-centred approach. The compliance concept implies patient

obedience [10]. It is authoritarian in the sense that the patient is supposed to

adapt to regimens prescribed by professionals with no or little knowledge of

their individual needs and life conditions. Patients who are not willing to carry

out the measures derived from the objective facts of medicine have repeatedly

been labelled as noncompliant [38].
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Instead of categorising the patient as compliant or noncompliant, a main task for

health care professionals in a patient-centred encounter should be to extend and

support the patient’s learning and reflection [3, 9, 39]. To achieve effective

patient education health care professionals who educate patients to deal with

their illnesses have to find ways to make the patients reflect on their experience

of the illness in order to enhance understanding and management of it. It is

currently widely agreed that health care professionals should seek concordance

with, rather than compliance from, patients when it comes to treatment [40, 41].

However, labelling things differently is not enough to create change of practice

[41]. Change of practice might be achieved by educational interventions to

enhance competence development. Some contemporary theories of competence

and competence development will be elaborated on in Chapter 2. First, however,

some methodological considerations regarding Studies I-V are discussed in the

next section.

1:4 Methodological considerations

The studies presented here are largely qualitative research: the use of numbers

and statistics are complementary. Qualitative methods can facilitate clinical

problem definition and solution [42]. As stated by Malterud [43]:

Qualitative methods are useful for the study of human and social experience,

communication, thoughts, expectations, meaning, attitudes, and processes,

especially related to interaction, relations, development, interpretation,

movement, and activity – all core components of clinical knowledge.
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There is an ongoing philosophical debate between qualitative purism and

pluralism [44, 45, 46]. Some people view the combination of qualitative and

quantitative methods as a methodological ‘blur’ because of the different

underlying paradigms [47]. As argued by Bendz, this polarisation is unfortunate

and contra-productive [48]. Qualitative and quantitative methods or approaches

are not viewed here as dichotomies; on the contrary, they are part of a

continuum. The research question should direct the choice of method(s), not

fundamentalists’ demands for methodological purity.  Furthermore, important

health and educational issues must be investigated using a wide range of

methods.

The combination of qualitative and quantitative methods, or different qualitative

methods, is likely to strengthen a study’s design [5, 43, 49-51]. Mixed-method

studies are not necessarily a mixture of paradigms; rather, the underlying

paradigms are reflected in how the techniques are used and combined [46]. By

paradigms, it is meant the underlying ontology (worldview) and epistemology

(view of knowledge) and the way in which these are evident in all aspects of the

research. The worldview reflected in this thesis is that reality has many faces

and is individually as well as culturally constructed.

1:5 Rigour in research

Because they typically have different ontological and epistemological

assumptions, the quality criteria differ between qualitative and quantitative

research. The quality standards in qualitative research are perhaps even more

challenging than in quantitative studies, as rigor, subjectivity, and creativity are

actively incorporated in the process [44]. The issue in qualitative work is not to

be able to replicate a study, but to make clear how the results, whether it is
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analytic categories  or interpretations, have been reached [52, 53]. However, as

Sandelowski [54] notes,  “…rigour is less about adherence to the letter of rules

than it is about fidelity to the spirit of qualitative work.”

No consensus exists today among qualitative researchers about specific quality

criteria [55]. At the same time, there is a broad range of qualitative research

approaches. Some researchers use the criteria identified by Guba and Lincoln

[56]: credibility, dependability, confirmability and transferability [56, 57].

Credibility is concerned with the trustworthiness in the study, and demands on

the researcher to be thorough in both data collection and analysis.  This is a

basic demand in all types of research. Dependability is a concept of consistency.

The research process should be described so the readers can easily follow it, and

the study has to be adjusted to new material that emerges during the study.

Confirmability refers to the notion that the research should convincingly show

how the results are grounded in the material. One way to do this is to use quotes

from interviews or narratives for illustrative purposes. Finally, transferability,

that the results can be readily communicated to others, denotes that the results

are presented in a way that others can understand. The researcher has a

responsibility to provide a thorough description of findings and context [54, 57,

58].

How were credibility, dependability, confirmability and transferability [56, 57]

in the present studies? Credibility means to be thorough in both data collection

and analysis. The process of data collection and analysis for the present thesis

has been described in greater depth in each paper. However, in retrospect, the

dependability criterion could have been better met in Studies IV and V, with a

more thorough description of the analysis of the material. Confirmability is the
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degree to which the findings are the product of the focus of the inquiry and not

of the biases of the researcher. This implies that they are grounded in the

material. One way to do this, as was done in the present studies, is to use quotes

from interviews or narratives to illustrate. Concerning transferability the reader

is probably the best judge of this criterion.
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Chapter 2: Competence and competence development

2:1 Competence development as a new understanding of the work

As stated in Chapter 1, a need to enhance a patient-centred approach, i.e.

competence development for health care professionals has to be attained. How

could development of health care professionals’ competence in the patient

encounter be achieved? To answer this question, a definition of what are meant

by competence and competence development is needed. However, there are

many definitions of what competence is and how it can be expanded or

developed [59]. Traditionally, competence development would mean the

acquisition of attributes such as knowledge, skills and attitudes [17]. Hence, in

this view competence is attribute-based [60]. It also implies that the learning

process is regarded only as an increase in the amount of knowledge and skills

[10] that is achieved by a transfer process [60].

Contemporary theories in competence and its development have shown that

competence is the result of how people understand their work [60]. Hence,

competence development means not only acquisition of new knowledge and

skills, but also a new and different understanding of the phenomena under study

or revision of a previous understanding. The (health care) professionals’

understanding of their work is largely expressed in how they carry out their

various duties.  Understanding one’s work is central for ones actions [16]. A

person’s understanding is created in relation to his/her reality and perception of

it. According to Pramling, humans act in relation to their way of understanding

the world [61]. Understanding and action (including speech) are thus

inseparably intertwined, where actions are a manifestation of understanding.
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The first step in competence development is for the educator to map the

understandings that students or professionals have of  phenomena [61, 62].

When professional competence is to be developed, understanding of the work in

question should be the starting point for careful and critical reflection [60]. (In

this context, reflection should be read thoughtfulness.)

Meaningful learning can occur when a person feels a need for a change in

his/her way of understanding [48]. A deeper understanding of one’s work should

then be developed interactively with observations and reflection [63-65]. When

the person has established a new understanding, there is no turning back. In this

way, the understanding becomes imperative. Concrete, personal experiences,

meetings, and dialogues as well as emotionally charged experiences aid new

understanding [16]. This view of competence has been developed over the years

[16, 17, 66, 67]. As described below, Theman [68] has particularly worked with

this concept of competence in a health care context.

2:2 Competence development and CME/CPD courses

Continuing Medical Education (CME)/Continuous Professional Development

(CPD)  courses for doctors and nurses are often traditionally arranged, with the

intention of increasing the amount of knowledge and skills [10] through a

process of transfer described above [60]. The CME/CPD courses have been

shown to have little impact on clinical work and professional performance [3, 9,

69] as traditional teaching methods bring about only a limited change in most

students’ thinking [62]. Hence, the teaching methods do not affect the students

or health care professionals’ understanding that forms the basis for their actions

in the patient encounter. The implication is that traditional education is not

enough to develop professional competence.
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Over the years, a number of CME/CPD courses have been carried out in the

field of diabetes care. To support the development of modern diabetes

education, “Diabetologicum” courses in Stockholm, Sweden were initiated by

Theman. During the courses, it became evident that professionals could be

patient-centred in their general attitude, but still dominating in clinical practice

[68]. When evaluating the “Diabetologicum 1” course concept, Henriksen and

Sjögren Marklund [70] showed that the course participants found it hard to deal

with personal shortcomings during the videotaped sessions and that the

educational approach  adopted was experienced as rather aggressive and did not

facilitate their learning in an optimal way [70]. Although the course concept was

innovative and based on a strong theoretical base, it became evident that it had

to be performed in a manner that was less aggressive. A safe learning

environment for the participating professionals thus had to be created.

“Diabetologicum 2” was never evaluated. The type of CME/CPD courses

evaluated in Studies IV and V were strongly influenced by the

“Diabetologicum” [68] course concept and the lessons learned by that.

2:3 Influences from phenomenology

The above-mentioned view of competence and its development is influenced by

phenomenology and phenomenography. Therefore, these research approaches

are briefly described here.

Husserl is considered the father of the modern phenomenological movement. He

sought to uncover true knowledge, the pure essence of a phenomenon [71].

Subsequent phenomenologists have moved away from the notion of true

knowledge and instead focused on Husserl’s notion of life-world. Life-world
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refers to the world as we immediately experience it (pre-reflectively) which is

without conceptualisation, categorisation or contemplation [72, 73]. We are

immersed in this life-world and cannot be separated from it [74].

Phenomenology attempts to critically examine the life-world in order to describe

its essence, structure, and character [75]. Although phenomenology has its

origins in philosophy, it now incorporates both philosophy and empirical

research methodology. Phenomenology strives for an inductive and holistic

understanding of human experience [49].

The life-world perspective has influenced the present work. The interest here is

on the life-world of doctors, nurses and medical students with particular

emphasis on the way in which they understand their professional role and

encounters with patients. According to phenomenological theory, our way of

experiencing the world expresses itself in the way we act, including our speech

[72, 76]. For example, the way the nurse or physician understands the patient

encounter is expressed in his/her actions. Whether the health care professionals

view the patient as a person with a problem that affects life and health, or with

an error to be fixed, will result in different ways of acting in the patient

encounter [3].

An important concept in phenomenology, which is relevant here, is

intentionality. Our consciousness is intentional, as it is always directed toward

someone or something: you hate something or are in love with someone [74, 77,

78]. When trying to develop competence by enhancing a new understanding of

the task, reflection on intentionality is a core aspect. Intentionality is not to be

confused with intention, which relates to the purpose or reasoning for carrying

out an action.
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 2:4 Influences from phenomenography

There are some common features in phenomenological and phenomenographic

research, including the life-world perspective and the interest in the way in

which  we are aware of the world [48, 79, 80]. The phenomenographic approach

was developed in Gothenburg, Sweden during the early 1970s by a research

group within the domain of human learning [81]. Phenomenography is a

research approach aiming at describing the variation in people’s conceptions of

different phenomena in the world [62]. Marton has stated:

Phenomenography is a research method for mapping the qualitatively different

ways in which people experience, conceptualise, perceive, and understand

various aspects of, and phenomena in, the world around them [82].

In phenomenographic studies there is typically a limited number of conceptions

of a phenomenon [83, 84]. Instead of using the term conception, subsequent

phenomenographers have used such labels as ways of experiencing or

understanding [85]. In Swedish, the single concept uppfattningar, covers the

English concepts of understanding, conceptualisation and ways of experiencing

[80].

Because the focus in this chapter is on competence development for the patient-

professional encounter the phenomenographic approach has been used. Briefly,

the approach could be described as the mapping of different conceptions that

students or professionals have of various phenomena -  here the patient

encounter - and to take this conception, or understanding, as a departure for

learning [62, 79].
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The focus in phenomenography is on taken-for-granted aspects of phenomena

[61]. Thus, phenomenography is descriptive, empirical and content-oriented

[81]. Given that focus on experience and understanding is central,

phenomenographic studies frequently include interviews [81]. A

phenomenographic analysis could be carried out in several ways, aiming at an

outcome space that encompasses the different conceptions and their relations to

each other [65, 85]. The phenomenographic research method was used in

Studies III and V.

In summary, contemporary theories of competence development are influenced

both by phenomenography and phenomenology. Common features are the

interests in the life-world perspective and intentionality. The phenomenographic

approach to learning has inspired the educational interventions described in

Chapter 6.
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Chapter 3:  Medical students and the demands of the profession

3:1 The patient encounter in medical education

In this chapter medical students, the future health care workforce, are studied.

The question dealt with here is what message do medical schools convey to their

students concerning the professional role of physicians. Furthermore, to examine

whether current medical education prepare students to work from a patient-

centred perspective.

It is well established from international studies that medical students are affected

by their education in a way that makes them more depressed, cynic and stressed

than other students. Moreover, they tend to experience a loss of personal ideals

and autonomy [86-90]. This negative situation must be counterproductive in an

education that aims at developing skilled and ethical professionals with self-

knowledge and empathy, the basis for lifelong learning and possibilities for

professional development [91]. Cynicism, combined with loss of ideals and

autonomy, might hinder a patient-centred approach to working.

Dall’Alba argues that an important task for medical education is to enrich the

students’ understanding of what medical practice is all about [17]; however, it

still seems as though the biomedical tradition dominates the curriculum  [9, 38,

92]. The patient encounter has had little space in examinations [4] and tutoring

during the medical educational process is not considered optimal [38].
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Dahlgren & Marton stress that the interpretation adopted by a teacher can be

crucial to students’ comprehension of a concept or phenomenon [93] (here the

professional role and the patient encounter).

3:2 Swedish medical students’ views of the changing professional role of

medical doctors and the organisation of health care (Study I)

To describe the views that medical students have of their professional role and

the    organisation of future health care all fourth year (semester 9 of 11) medical

students at a Swedish University during the spring of 2000 were asked to

participate in the study. The students were given oral and written information as

follows:

Write down your reflections about your professional role in tomorrow’s health

care. Describe how the recent changes in health care financing and

organisation will affect the professional role of the physician. Will the

physician’s role be different from what you thought before you started medical

school?

Of 57 fourth year medical students, 53 (22 females and 31 males) agreed to

participate in the study, yielding a response rate of 93%. The mean age was 29

years (range 23 to 42 years). These figures are consistent with the entire cohort.

The students gave their informed consent and participated voluntarily. The

Ethics committee at Uppsala University approved the study (ups dnr 00213).

Thematic analysis of the essays was carried out in three stages.
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Stage 1

Fifteen randomly selected essays were analysed inductively, whereby the

meaning of the original text was put into condensed form. This part of the

analysis consists of five steps [75]:

(1) Reading through each essay to acquire a good grasp of the whole material.

(2) The text in each essay was divided into meaning units (MUs) and a mark

was made in the text each time the meaning shifted.

 (3) Each MU was examined closely and the informants’ everyday language was

transformed into the researchers’ language.

(4-5) The transformed MUs were reformulated into themes, which were then

related to each other.

Stage 2

The professional role in change, the organisation of health care, the working

conditions and a balance in life were the four themes that emerged from step

one. The remaining essays were analysed according to these four themes.

Stage 3

All essays were re-examined by two of the authors to check that no themes were

overlooked. When opinions differed, the texts and themes were checked and

discussed again until agreement was reached.
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3:3 Results: the pessimistic worldview of medical students

The following themes identified in the medical students’ texts were (a) the

professional role in change, (b) the organisation of health care, (c) the working

conditions and (d) a balance in life. These themes were intertwined in an

intricate web that constitutes the professional role of medical doctors from the

students’ standpoint. As the professional role in change was emphasised, its

sub-themes were examined in detail and were identified as “team leader”,

“increased sub-specialisation”, “supporting the patient” and “computer science

and technology.”

The professional role in change

1. Team leader

The students reported that the professional role of medical doctors has become

obscure in that nowadays many other groups of professionals have influence

over the care of patients: “…the doctors must regain their role as leaders and be

the personnel who push the development forward in their workplace”. The

students promote co-operation and communication between the various groups

but agree that doctors should lead the teams and that the medical profession as a

whole needs to be clear about its leadership role. The students also view

leadership training as relevant.

2. Increased sub-specialisation

Students reported that the rapidly growing knowledge in medicine makes it

impossible to have exhaustive knowledge of all medical fields. This leads to a

greater need for sub-specialisation among doctors. Many students believed that a

large group of doctors would work as ‘consultant specialist’ in the near future.
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This specialisation was unfortunate because many doctors will no longer have

the complete overview of the patient, working only with one specific illness or

problem area.

3. Supporting the patient

The students feel that the traditional role of a paternalistic model is rapidly

losing its status. They reported a preference for an informative model of doctor-

patient relations in which the patients are allowed to exercise their rights to

autonomy and participate in decisions: “…how important it is to let the patient

have his or her say, to view the patient as a resource”. In this context the

pedagogical aspects of the medical profession are highlighted.

4. Computer science and technology

The use of Internet and new technology already has, and will continue to have, a

substantial impact on the medical profession. It will reduce the burden of paper

work and facilitate administrative duties. Patients will also use the Internet.

However, the students recognised that patients’ medical needs could not be

satisfied entirely by “Net” doctors.

Organisation of health care

The students viewed the organisation of health care in Sweden as deficient.

They expressed that for the most part the public health care system in Sweden is

negative for patients and professionals alike. Most students believed that

improved working conditions and employee satisfaction could only come about

through private alternatives in addition to public health care.
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Working conditions

The medical students expressed deep concern about the risk of developing work-

related health problems. They have generally a pessimistic view of the working

conditions for people in health care because of escalating demands on an already

exhausted system of organization. Some students feared that they would be

unable to stand the pressure of the overwhelming demands placed on them as

doctors: “If the working conditions don’t get any better, it’s unlikely that I will

stay in the profession until retirement”.

A balance in life

The students made it clear that they do not intend to neglect family life and

hobbies because of their profession. It is clear from the study that the new

generation of medical students demand freedom, flexibility, and the right to

make decisions on their own.

3:4 Discussion and conclusions   

It is well known from international studies that medical students suffer from

stress, cynicism, and depression [86-90]. Although the negative views of the

students in the present study were overwhelming, they also expressed a positive

attitude for patient involvement in care and for future medical conditions. As a

student or a neophyte professional it is natural to have some concerns about how

to cope with the demands of the profession one has chosen. Allen [94] stated

that it would be a challenge for employers to keep young doctors within public

health care. To do this both the professional role of medical doctors as well as

the organisation of the work would demand change. Students emphasised the

right of exercise power over both life and work. Some had doubts about

enduring the pressure of being a medical doctor until retirement. The young
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doctors want to combine family, professional work and outside interests in a

way that should give them possibilities for a positive professional development

[87, 88, 95, 96].

Issues not highlighted by the students are also a cause of concern for future

health care. For example, preventive medicine and research were hardly

mentioned in the essays. The results indicate that the students’ share a rather

dismal view of both the medical profession and health care, which seems to be

related to such factors as stress and financial cut backs. They wanted changes in

organisation and leadership training, as well as a decreased workload. In

addition, the students seemed to have an ambiguous attitude toward power and

control. It might be that the strong focus on biomedical aspects during education

does not optimally equip students for the patient encounter and for the clinical

reality.  If the students are to develop a more positive view of their future

profession and patient centred perspective, the entire curricula might need a

change [38, 97]. However, Burger states that reforming the medical curricula

requires that implicit concepts of worldviews are made explicit and critically

examined [38]. Although this is a demanding task, it is fully possible to

accomplish.
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Conclusions

Swedish medical students held a pessimistic view of health care in general

and their future medical profession in particular because of stress,

organisational problems and financial cut backs;

the organisation of health care and the working conditions need to be

      improved to create possibilities for holistic care;

the medical student had ambiguous feelings toward power and control;

the students did not discuss research and issues of preventive medicine;

reforms of the curricula might be needed.
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Chapter 4: Nurses in telephone advisory services: a special form of patient-

encounters

4:1 Challenges and pitfalls in telephone encounters

Having studied students, the focus now shifts to nurses in telephone advisory

services, representing professionals in basic primary health care. The

professional role of these nurses and their patient encounters are in some ways

different from other nursing work. The challenges and pitfalls inherent in this

type of encounter are important to explore as this is an expanding field within

the health care sector in Sweden and in several other countries. An abundance of

evidence indicates that health care telephone services provide patients with

valuable listening, information and referrals [98-101]. However, it seems as if

nurses involved in telephone services experience anxiety about assessing people

and their health problems using this media. There is always a risk that the wrong

measures have been taken. In this respect, the nurses are under considerable

pressure in that they need to make complex decisions after talking only for a

short time with the caller [102, 103]. In addition, the nurse is expected to be

flexible, sensitive and patient, additional to having a broad knowledge in several

fields, such as nursing, medicine and pedagogy. The frequent, brief telephone

calls necessitate that the nurse is focused and attentive [104]. It is impossible for

the nurses to make preparations since they cannot predict who is going to call

and what issues will be raised. Concerning the pedagogy used, it seems as if

nurses use an old-fashioned method of conveying information rather than

facilitating the patients’ own learning [103, 105]. However, few nurses have had

any special training in encountering patients by telephone [105].
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4:2 “Carer and gatekeeper” – Conflicting demands in nurses’ experiences

of telephone advisory services (Study II)

To explore nurses’ experiences of the patient encounter by telephone a strategic

sample of five nurses in telephone advisory services were interviewed in 1998.

The nurses were selected to maximise the variation in their previous

professional experience. However, they were female, middle-aged, had a

working experience of 20 to 30 years and had been employed at the Primary

Health Care Telephone Advisory Services for at least two years. The interviews

were conducted by the present author (IH), tape recorded, and transcribed

verbatim. The interviewees were queried regarding the following issues:

Tell me how you experience the patient encounter when working with telephone

advisory services. What is central in this experience? Describe a concrete

encounter that you experienced on your latest shift.

4:3 The neophyte nurse researcher and phenomenology – reflections on

methodology

Karlsson’s phenomenological method [75] was used in analysis of the

interviews. The analysis consists of five steps: Step one involves reading

through each text thoroughly without any predetermined categories or schemes

in mind in an effort to obtain a good grasp of the whole material.  Step two

involves dividing the text into “meaning units” marking by numbers in the text

when a shift in meaning occurred. Step three concerns transforming the

participants’ everyday language into the language that is relevant to the research

question. In step four the transformed meaning units are reformulated into

themes.
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Finally, in step five the themes are related to each other in the general structure

of the phenomenon. For a thorough presentation of the method, the reader is

referred to Study II.

Nursing researchers’ way of practising phenomenology has been examined in

several studies [106-109] . Neophyte nurse researchers have been criticised for

being naïve or impure [106, 107] in their way of applying phenomenology to the

field of nursing. The critique has focused on nurses’ studies of individual

experiences rather than on the essence of the phenomenon under study and the

confusion between phenomenology as a philosophy and a research method [107]

or with other research methods [106]. To conduct phenomenological research,

nurses (or other professionals) do not need to be philosophers, but they do need

to know of the philosophic underpinnings of the methodology. All research,

despite paradigms or methods, has to be carried out skilfully to be of any value.

Giorgi has defended phenomenology as a research method suitable for nursing

research, pointing out that Husserl was a great philosopher but not a practicing

scientist [108, 109]. However, the above-mentioned critique could not be

applied in the present context. For the phenomenological study presented here,

the essence of the participating nurses’ experiences was sought. The nurses in

Study II were asked to describe their subjective experiences. In the

phenomenological analysis, the empirical, subjective meanings were

transcended in exploring nurses’ experience of the patient encounter by

telephone. A focus on the nurses’ experience was achieved.



42

4:4 Results: The conflicting demands of being both carer and gatekeeper

The nurses’ experience of the patient encounter when performing telephone

advisory services can be characterised in terms of the conflicting demands of

being both carer and gatekeeper. The constituents of these conflicting demands

included reading between the lines while pressed for time; educating for self-

care while fearful of misinterpreting the situation; and encountering patients’

satisfaction and dissatisfaction. The nurses strongly felt that the patients have a

right to fast and correct handling of their problems, i.e. they expressed a patient-

centred perspective. They furthermore expressed a conflict between doing what

they thought was best for each caller and what the health care de facto has to

offer (Fig. 1).

 Of course, everything would be easier - for oneself too - if everyone who calls

could be given a doctor’s appointment …at the same time I want to reach people

with my self-care advice and make them look at the body from a different angle

and suggest actions they should take on their own. But, especially when you are

kind of tired yourself, it’s easier to make them an appointment to see the doctor

even if one could have given some advice instead. Sometimes I feel like a

gatekeeper.

(Nurse 2)
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Figure 1. General structure of the nurses’ experience of the patient
encounter when performing telephone advisory services, showing the
conflicting demands of being both carer and gatekeeper.
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Reading between the lines while pressed for time

To be able to read between the lines and to catch what was not said were

important in order to help the patient in the best possible way, as well as to keep

the nurses’ “own backs” covered. Not being able to see the callers’ facial

expressions or physical movements necessitated a sensitive ear. The nurses

wanted to give each caller the time s/he needed, but they also knew that they had

to make every call as short as possible because of the large number of incoming

calls. They described the feeling of being able to help any caller as strongly

connected to the possibility of giving the time needed for each one.

Educating the patient for self-care while fearful of misinterpreting the

situation

The nurses believed in educating the patients to handle simple problems at

home, and thought that this was clearly a part of their nursing role. They

expressed a strong feeling of responsibility toward the patients. They wanted to

be of service to the patient and mobilise all available resources to help. The

experience of responsibility was underpinned by the fact that a misjudgement

might result in an unfavourable report to the Health Care Responsibility Board

and, at worst, they could lose their nursing licence.

Encountering patients’ satisfaction and dissatisfaction

In addition to difficulties communicating with immigrants, the calls from angry

and aggressive people caused the nurses problems. Not every caller was satisfied

with the advice of self-care or with the health care system as a whole. However,

the nurses not only experienced the telephone work as demanding, but they also

found it rewarding. They expressed a feeling of satisfaction when they were able

to help by listening, answering, and giving a few hints about what to do.
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4:5 Discussion and conclusions

The organisation of the telephone advisory services had conflicting demands

built into the system, which seemed to hinder the quality care the nurses wanted

to give. The essence of the nurses’ experiences was the conflicting demands of

being both carer and gatekeeper. The nurses felt that they had to be loyal to both

the health care system and to the patient calling. It seems as if the nurses want to

act in the interests of the patients’ health, but the lack of resources and the

organisation of health care are hindrances that lead to more of a ‘fix-the-error’

sort of care. Nursing education should address both the need for effective

pedagogy and the conflicting demands of patient encounter by telephone.

Excessive and conflicting demands might cause stress-related health problems

among staff [110, 111]. Other health care workers, including GPs, might have

similar experiences regarding conflicting demands. Under those circumstances,

a high quality care is almost impossible to deliver. Benner et al. made the

following observation regarding this point [96]:

We are alarmed by the discouragement and demoralization of nurses who are

asked to do more than is possible and who are not given the time to do their

care giving work. When nurses are not given the time to be attentive, the large-

scale health care system we have created become dangerous places (p. 22).



46

Conclusions

Conflicting demands on the nurses in telephone advisory services were built

      into the system. Consequently, a patient-centred perspective was difficult

      to  carry out in practice;

the nurses might risk stress-related problems because of the conflicting

      demands;

the organisation of health care seemed to hinder reflection, follow-up

      and the quality care that the nurses would prefer to give;

both effective pedagogy and conflicting demands within the nurse’s role

      are issues that require attention in the education of nurses.
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Chapter 5: Diabetes care as an example of the needs of the chronically ill

5:1 Understanding the core aspects of diabetes care

The focus will now shift toward those encountering the chronically ill, here

exemplified by professionals in diabetes care. The need for a deep understanding

of the core aspects of the patient–professional encounter becomes evident in

diabetes care. This is because life-long illnesses, such as diabetes, put great

demands on the patient [112], the health care professionals, and the encounter

[113] as the handling of chronic conditions differs from that of more acute

conditions [9, 38]. In this context, Segall noted the following [39]:

People with chronic diseases, such as diabetes, need constant support because a

chronic illness is not something that goes to sleep at night, takes the weekend

off, or goes away for Spring Break to Fort Lauderdale. It is always there.

Diabetes mellitus includes a group of illnesses characterised by chronically

elevated blood glucose levels because of decreased insulin producing capacity or

because of decreased ability to use available insulin, or both [114, 115]. The

prevalence of diabetes is increasing world wide [116, 117]  and  there are many

undiagnosed persons with diabetes [118]. Diabetes has become a major health

and economic problem for society [119]. Diabetes can have serious

complications, including heart, eye, and kidney failure. However, tight control

of glucose levels can significantly reduce the risk of developing such

complications [116]. To achieve rigorous control of blood-glucose levels,

extensive self-care is needed. However, keeping the blood-glucose levels as low

as possible to reduce complications must be weighted against other important

factors in life, such as family.
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This is a fine balancing act for the patient [24, 36, 40, 116, 120].  Hence,

effective patient education and intervention are needed but have been difficult to

achieve [121, 122].

For chronic illness, the planning of treatment to reduce complications and for

the patient to make life-style changes are crucial [123]. Good communication,

mutual trust and respect, enough time and an easy access to care are important

factors [9, 12, 20]. The patient - professional encounter in diabetes care needs to

focus on the patient’s learning process, using content derived from the

individuals’ own experiences and adapt the learning pace to the patient [77, 113,

124-126]. However, diabetes care has often been “checklist driven” by the use

of clinical guidelines and a focus on technical advice [9]. Patients have raised

complaints against such standardised text book approaches [6, 20] that are used

by professionals at the lover levels on the development from novice to expert

[67]. In these cases the health care professionals or educators work with

information giving rather than facilitating the patients’ learning [77].

5:2 Swedish health care professionals understanding of diabetes care – is

the patient’s learning in focus? (Study III)

As stated in Chapter 1, one important aspect of a patient-centred perspective is

to support the patient’s learning. This is how it should be, but how is clinical

practice carried out? To identify the different understandings that health care

professionals have of diabetes care and the distribution of these understandings

all health care centres (HHCs) in 1996 in one catchment area in Stockholm,

Sweden were invited to participate in Study III. Twenty of the 23 health care

centres agreed to participate: one centre rejected the invitation and two did not

answer our inquiry.



49

Approximately 50% of the professionals employed in the catchment area

answered the survey: totally, 169 physicians, nurses, assistant nurses and

chiropodists participated. Slightly more than 70% had had diabetes specific

training. The health care professionals were asked to write down their answers

to three questions. The first two questions are derived from Dall’Alba [97] in a

study designed to obtain in-depth descriptions of medical students’ personal

experiences.

1. What do you think is the central feature(s) of diabetes care? Give a

concrete example.

2. What do you find difficult to deal with regarding diabetes care? Give a

concrete example.

3. When do you think you have been successful regarding diabetes care?

Give a concrete example.

5:3 A phenomenographic analysis of written answers – reflections on

methodology

Phenomenographic analysis according to Sandberg was used for Study III [16].

However, Dahlgren & Fallsberg’s [81] suggestion below was taken into

account:

“…a slavish compliance to the sequence described would be contradictory to

the spirit of qualitative analysis that aims at catching the essence of people’s

world of thoughts.”
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According to Sandberg, the first step is to read the text thoroughly in order to get

a good grasp of the whole. Step two is a systematic search for the content of

meaning, the what-aspect of the studied phenomena. Step three is the analysis of

the perspective, the how-aspects. Step four is an iterative movement between the

conceived and the conceiving act. Step five concerns establishing an outcome

space by identifying and describing the logical relation between the conceptions

[16, 127]. Each category should be illustrated by quotes [128].

Concerning phenomenographic analysis, Säljö suggests that phenomenography

has a weak point in that it lacks theories of communication and language and

ignores why people talk the way they do. He argues that phenomenographers

merely have access to discourse and nothing else [129]. To avoid this potential

problem an interviewer should try to explore themes in-depth. The use of essays

might be a limitation compared with interviews because in the latter method an

interviewer has the opportunity to ask follow-up questions. However, the essay

approach was used for Study III as it is cost-effective, less time consuming than

interviews, and yet allows entrance into the participants’ life-worlds. In addition,

some people might express themselves better in writing and the problem of

interviewer influence is avoided. Even though this material consists of short

essays, they are not ‘narratives’. For instance, Adelsvärd gives three criteria for

a narrative: a narrative is in past tense, about something that has already

happened, and it must have some sort of point and a structural pattern [130].

Hasselgren’s opinions, as well as those of Ashworth & Lucas, are that

phenomenographic studies often lack information about the analysis of the

material and merely end up in the described outcome space [131, 132].
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It is easy to agree that many studies do not describe the analysis in a way that

gives the reader full access to how it was carried out. This is a weakness that

phenomenographers need to resolve.

Who should confirm the findings in a study: the participants, the researcher, the

research community or an outside expert? There are different schools of thought

on this question. One school argues for co-reading and the returning of

interpretations to informants for verification [56]. However, Lincoln and Guba

admit that member-checks might cause problems [56]. An informant who gave a

description of a phenomenon in an interview might have some trouble judging

the results that emerged from an analysis of several interviews [54]. Other

researchers argue that co-reading and member-checks do not strengthen a study

[16, 48, 54]. For instance, informants in a study might reject unpleasant or non-

flattering results and approve interpretations they view as more positive [133].

Because of these pitfalls, different strategies were used in this thesis to assure

quality. In Study III the present author (IH) acted as co-reader.

5:4 Results: Few health care professionals’ focused on the patient’s learning

Five qualitatively different understandings of diabetes care among 169

physicians, nurses, assistant nurses and chiropodists were identified through the

phenomenographic analysis of the participants written answers to the three

questions posed (Table 2).
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Table 2. Variations in the understanding (A – E) of diabetes care among

169 Swedish health care professionals.

Understandings A -E

Number of

answers

Answers

in %

A. The professionals treat the patient 87 51,5

B. The professionals give information 34 20,1

C. The professionals’ focus on relation and organisation 9 5,3

D. The professionals seek the patient’s agreement 10 5,9

E. The professionals’ focus on the patients’

understanding of the situation

20 11,8

Incomplete answers 9 5,3

Total 169 100
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A. The professionals treat the patient

The professionals describe treatment and its result using primarily medical

terminology. They inform or give advice in treatment related to life style.

Recommendations take their departure from the professionals’ standpoint of

what is ‘right’ or ‘wrong’. The professionals are the active agents. The

difficulties encountered are often described in terms of “they don’t do as I tell

them,” and to succeed with treatment in terms of “I managed to change the

patients’ life style.” The patient is described as a passive receiver of care.

B. The professionals give information to the patient

Unlike in A, in B the focus is on patients having an understanding of treatment

principles. Participation is described in general terms, as being able to “take care

of treatment” or in terms of an understanding of treatment principles. In many

cases there is no mention of how patients are thought to develop knowledge of

this kind. However, health care professionals give the patients knowledge and

understanding: “To give the patient knowledge about the disease so that s/he

might have control over treatment and understand the connection between

insulin, diet and exercise.”

C. The professionals’ focus on relation and organisation

Unlike A and B, understanding C focuses mostly on the organisation and the

relational aspects of the encounter. These responses either highlight the

importance of having a well-functioning organisation of diabetes care or the

quality in emotional terms of the consultation.
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Organisational aspects imply, for example, having appointed enough time to talk

and discuss with patients or ensure continuity of care: “Adjust enough time for

the patient. Continuity. Regularly visits –check-ups…”

D. The professionals seek the patient’s agreement

Unlike, A, B, and C, the emphasis here is on co-operation. This could mean that

the professionals, with help from the information given by the patient, who in

this case have a more passive role (as in A and B), view their task as

determining goals for treatment. However, it could as well be interpreted as if

the central aspect of this understanding was that the patient is active in forming

the treatment/goal for treatment: “Dialogue between staff and the patient with

diabetes where you together decide optimal treatment and quality of life…” The

dialogue would thus mean focusing the relational aspects of the encounter, like

in C.

E. The professionals’ focus on the patient’s understanding

The focus is on the patients’ understanding of their illness and their own

responsibility in treatment. The professional role in relation to the patient should

be ”support or be a support for help to self-help.” This means that, unlike A, B,

C, and D, the patient is not given knowledge by the professional but gets support

to seek knowledge that is relevant for the individual patient in his/her own

context.
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5:5 Discussion and conclusions

The most important finding in Study III was that only 20 (11,8%) of 169 health

care professionals had their focus on the patients’ understanding and thus

learning process in their answers to the questions posed. Eighty-seven (51,5%)

of the professionals had a traditional and professional-centred understanding of

the patient encounter. Over the past 20 years, professionals of health in the field

of diabetes care have participated in numerous CME/CPD courses [24]. Despite

that over 70% of our sample had participated in such education, only a small

number of the professionals could recognise that successful treatment of

diabetes is contingent upon patients’ understanding of their illness and its

treatment. Thus, these few health care providers see patient education as an

integral component in health care, especially in the case of diabetes care. The

current results support the notion that the health care professionals’

understandings of care and of the patient encounter are important to explore and

take as a starting point for CME/CPD courses. The primary care givers’

understanding might be developed by newer pedagogic efforts that work to

increase the efficiency of care [134], as in Studies IV and V.
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Conclusions

Only 20 (11,8%) of 169 health care professionals had their focus on the

patients’ understanding and thus learning process, while 87 (51,5%) were

     professional- centred;

a majority of professionals work  with information that they give

     to the patient rather than to facilitate the patients’ learning process;

health care professionals’ understanding of care and of the patient encounter

     are important to explore and take as a starting point for CME/CPD courses;

the need to take into account the patient’s understanding of illness

     and treatment as a departure for meaningful learning must be emphasised

     and checklist approaches have to be abandoned.
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Chapter 6: Interventions to develop a new understanding of the patient-

professional encounter

6:1 Educational interventions for health care professionals

Given the results Studies I-III, an intervention to develop a patient-centred

approach and expand the scope of the professional role might be appropriate. The

medical students and professionals had described disillusion, conflicting demands

and a lack of time for reflection and follow-up. In addition, focus was on their role

rather than on the patient’s individual needs and learning process. As stated

previously, educational interventions for health care professionals based on

traditional teaching methods have been found to have little impact on clinical work

and professional performance [3, 9, 69]. This finding implies that traditional

education might be insufficient in developing professional competence for a

patient-centred way of working.

The purpose of Studies IV and V was to evaluate educational interventions. The

ultimate goal for such interventions for health care professionals would be better

patient outcomes. Phenomenographic epistemology offered a suitable theoretical

framework as built on the lessons learned by the “Diabetologicum 1” course

concept [68] described in Chapter 2. Because the “Diabetologicum 1” was

perceived to be a rather aggressive educational programme that did not facilitate

the professionals’ learning optimally [70], a “softer” approach based on modern

theory of competence development was tested. The interventions aimed at a more

patient-centred approach aiding a new understanding of the core aspects of care.

The professionals’ understanding should thus be the point of departure for the

interventions.
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6:2 Video recordings of the consultation – methods and ethics

One possibility to develop the consultation is to video record the patient-

professional encounters  [135, 136]. The group intervention in Study IV and the

individualised intervention in Study V were both based on video recordings of

the participants patient encounters. The professionals reflected over and

discussed their videotaped consultations in a group that was facilitated by a tutor

in stimulated recall sessions [137]. The advantage with this approach is that the

studied persons’ experiences and thoughts are in focus [48]. The tutor’s role was

to ask questions that stimulated awareness of what the core aspect of the

consultation was and how it was done. The specific action focused on was the

understanding of the patient’s needs and learning process in the encounter.

Video-recorded authentic material offers advantages appropriate in research.

Factors influencing the interaction (e.g., facial expressions, gestures and body

language) could be documented [138] and the researcher can later return to the

material as often as desired. One disadvantage might be that the consultation

becomes influenced such that sensitive matters will not be discussed. Several

researchers, however, maintain that the influence of the video camera on the

consultation is only marginal [59, 136, 139-141].

Ethical considerations were concerned with any mental strain that the video-

recorded participants (patients and professionals) might be subjected to during

the video-recording sessions. The patients who participated in Study IV were

informed that their video recordings would be viewed by a group of physicians’

currently undergoing specialist training, a facilitator, and a researcher.
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Although the participating patients gave their informed consent, it is always

difficult to determine if a patient may feel forced to participate. However, in the

course arrangement the participating patients could choose what subjects to

bring up for discussion. Concerning the health care professionals participating in

the intervention studies, the ethical concerns were about the mental strain put on

them while watching potential professional shortcomings together with others.

Study IV was approved by the Ethics committee at Uppsala University (ups dnr

99213).

6:3 A group intervention for physicians in specialist training (Study IV)

Group interventions and individualised interventions both have their strengths

and weaknesses [142] .In Study IV, a group intervention performed in 1998 as

an elective course called ‘The patient-physician encounter’ was evaluated. Ten

physicians under specialist training participated in the course. The aim of the

course was to enhance the physicians’ development toward a patient-centred

approach and to expand their understanding of the patient encounter and their

professional role. During the group-based intervention, the participating

physicians’ recorded 60 video consultations of encounters with patients from the

Diabetes Association. The group sessions were based on stimulated recall

sessions [137] and also influenced by the Pendleton method [143]. The latter is a

‘soft’ non-confrontational method that aims at strengthening positive and

patient-centred aspects of the patient-physician encounter. The intervention

comprised 3+3 days with self-studies at home taking place between

interventions. Of the 10 doctors, seven were women and three were men. The

mean age was 40 years (range 28-60 years).
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6:3:1 Time study

The 60-videotaped consultations with the participating physicians were analysed

according to how much time of the consultation the physician and patient used

respectively, as well as the length of the introductory stage of the consultation, the

discussion and the final stage. Melander Marttala suggested that these stages are

particularly important for the medical encounter [144] . The material from the time

study was analysed using nonparametric statistics: the Friedman test and

Wilcoxon's Signed-rank Test for paired observations [145].

6:3:2 Pendleton et al.’s consultation map

Each of the videotaped consultations was also analysed with Pendleton et al.’s

consultation map [143]. According to Pendleton et al., the following areas should be

covered during a complete consultation: the nature and history of problems,

aetiology, the patient’s ideas, concerns, and expectations, the effects of the

problems, continuing problems, risk factors, actions taken, shared understanding,

and the patient being involved in management  [143]. For a consultation to be

patient-centred, all these areas must be included. A consultation map was made for

each consultation and used when categorising the consultations as either patient- or

physician-centred.

6:3:3 Before-after questions

The 10 physicians also answered, in writing, the same three questions (see p.49)

regarding the core aspects of the patient encounter, both before the intervention and

about one month post-intervention. The answers were thematically analysed.
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6:4 Evaluating the consultation

The clinical encounter is not an easy area to research [146]. Consequently, there

is no ‘golden standard’ to conduct research on the clinical encounter. A possible

useful approach to increase understanding and knowledge of complex

phenomena is to employ methodological triangulation - the use of multiple

methods to study a single problem [49]. Because the medical encounter is an

extremely complex situation, the different methodological approaches described

above have been used.

A large number of instruments to describe and evaluate medical consultations

currently exist [147]. They differ according to quality, practical usefulness and

validation [148, 149]. It seemed logical to use Pendleton et al.’s consultation

map [143] for the evaluation of the intervention in Study IV considering that the

course in question was significantly influenced by Pendleton et al.’s work. This

instrument was found useful; however, there are always limitations when trying

to transform complicated human interactions into some sort of instrument or

scheme. How delicate a problem this is materialised when one participant in the

course covered all areas of the consultation, and hence could be judged as

patient-centred in Pendleton et al.’s definition [143]; however, at the same time,

the participant acted in a mechanical and checklist manner. In retrospect, a

diabetes specific instrument would probably have been more useful for the

purpose of the study.
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6:5 Results: A changed understanding of the core aspects of the encounter

6:5:1 Time-study

The time study of the 60 video consultations yielded ambiguous results. Six of

the participating doctors had longer consultations at the end of the course. Seven

doctors had shortened the introductory phase of the consultation at the end of the

course. Eight doctors shortened the final phase of the consultation at the end of

the course. Five of them shortened both introduction and ending. The time the

patient was allowed was constant for two of the doctors and varied for the rest.

6:5:2 Assessments from the Pendleton et al.’s consultation map

Seven of the 10 physicians who participated in the course ‘The patient-physician

encounter’ developed their style of consultation toward a patient-centred

encounter according to Pendleton et al. [143].The intervention had little or no

effect in changing three of the physicians’ consultation style. One of the three

had a patient-centred consultation style even before the start of the course. This

physician’s consultations included all the aspects of Pendleton et al.’s

consultation map [143] though the aspects were judged as mechanical and

stereotypical.

6:5:3 Before-after questions

All 10 participating physicians answered the three questions (p.49) about the

core aspect of the patient encounter before the intervention. At that time, none of

the physicians described a patient-centred view of the clinical encounter. The

answers ranged from an illness-orientation to a more physician-centred opinion.

Several physicians emphasised the educational component of the encounter: “To

inform the patient of the basics in taking responsibility for his/her illness” (Dr.

5).
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There were also diverging opinions regarding the difficulties that arise in the

patient encounter: “…that I find it difficult to live up to the patient’s

expectations” (Dr. 9). When the physicians described a successful encounter,

the same pattern emerged. Those who were physician-centred started with

themselves: “when the patient has agreed to do what I consider best” (Dr. 3).

After completion of the course, eight of the nine physicians who had answered

the three questions stated that they had changed their opinions concerning the

content of the encounter with the patient. One example is “to find out what the

patient sees as his/her problem, what worries patients have (Dr. 1). One

physician, however, remained physician centred. This physician thought that the

things that were difficult in the encounter before were still difficult later in the

course. The physicians seemed to have changed their opinions with regard to the

success of an encounter; e.g. “…that the patient has been made to understand,

not just informed” (Dr. 4).

6:6 Individualised interventions for primary health care physicians and

nurses (Study V)

An individualised intervention program for two GPs and two primary care

nurses was carried out in 1997-1998 and evaluated in Study V. The aim of the

intervention was to enhance the participants development toward a more patient-

centred approach and to expand their understanding of the patient encounter and

their professional role.
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The four GPs and primary care nurses had had several years of professional

experience and previously participated in diabetes courses for health care

professionals. They were recruited using snowball sampling [150].

6:6:1 The individualised intervention

The intervention lasted for about one year. During that year, the four participants

videotaped their encounters with diabetes patients on four or five separate

occasions. They reflected over and discussed at length and in depth together

with a facilitator  over their videotaped encounters in stimulated recall sessions

[137]. The facilitator’s role was to ask questions that stimulated reflection on

what the core aspect of the encounter was and how it was done. The specific

action focused on was the understanding of the patient’s needs and learning

process in the encounter. The professionals were not told a “right way” of acting

or talking, but simply to thoughtfully reflect over their own encounters. The

participating patients were informed that only their GP or diabetes nurse, the

facilitator, and the researcher would view the video-recorded material. Although

the patients gave their informed consent there might be concerns that the relation

to health care staff might suffer if they are unwilling to participate in a study or

that they might receive poorer care. However, it was easy to recruit patients.

Study V was approved by the Ethics committee at Uppsala University (Ups dnr

97420) and the Ethics committee at Karolinska Institutet (KI dnr 97430).

6:6:2 Interviews and analysis

Interviews were carried out both before and after the yearlong intervention, tape-

recorded and transcribed verbatim. The interviews examined three questions

regarding the core aspects of patient encounters (see p. 49).
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In the follow-up interviews the participants were also asked to describe their

experiences from the intervention. The interview texts were analysed using the

stepwise phenomenographic method described in Study III (see p. 50). In the

analysis of the interviews the software QRS NUD*IST [151] was used for

categorisation of the material.

Instead of co-readers and member-checks, Sandberg suggests an interpretative

awareness as a way to deal with quality aspects [152]. This interpretative

awareness approach is a stepwise procedure used in Study V. The first step is to

orient one self toward the phenomenon under investigation and the way it shows

itself in the research process. Step two involves the orientation toward

description, not explanation. Step three is to treat all aspects of the researched

phenomenon as equally important. Step four concerns the search for the basic

meaning structure through different ways of interpretation. The last step relates

to the use of intentionality as a correlation rule when explicating the variation in

the conceptions identified [152].

6:7 Results: A new need to focus the patient’s learning process

Three qualitatively different ways of understanding the patient encounter were

identified before introducing the individualised intervention in Study V. After

the intervention, the participants had changed their understanding of the patient

encounter, in which none of the four participants had the conception that the aim

of the consultation was conveying information from checklists or lab tests (Table

3).
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Table 3. Ways of experiencing the diabetes patient encounter before and

after the intervention.

Participant Before the intervention After the intervention

Nurse 2 Conveying information by

checklist or lab results

Supporting the patient

through dialogue

Physician 2 Conveying information by

checklist or lab results

Supporting the patient

through dialogue

Nurse 1 Supporting the patient

through dialogue

Listening, giving advice

for improved/maintained

quality of life

Physician 1 Listening, giving advice for

improved/maintained

quality of life

Listening, giving advice

for improved/maintained

quality of life
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1. Conveying information by checklist or lab results

The focus is on metabolic control. The professional informs and explains about

diabetes and its management. The professional is in charge of the encounter,

which is physician- or nurse-centred. The information is often directed using a

checklist or lab results. The nurse or GP is perceived to have the knowledge,

knowledge that can be transferred to the patient as factual information. The

patients’ role is to follow the advice and make lifestyle changes.

2. Supporting the patient through dialogue

Attention is on establishing a dialogue so that the patient can take responsibility

and make lifestyle changes. Giving information about diet and exercise is

important, but the information is delivered with regard to the patient as an

individual living in his or her unique situation. The consultation is physician- or

nurse-centred as in conception 1. An encounter is perceived to be successful

when it leads to an improvement of the patient’s health and receipt of

information (as in conception 1). The opposite holds when a dialogue is not

established and the information does not reach the patient.

3. Listening, giving advice for improved/maintained quality of life

In conception 3 the consultation is patient-centred. The patient is treated as a

person with diabetes, not a diabetic patient. The aim of the consultation is to

strengthen this person’s autonomy and quality of life. The focus is on listening,

respecting and taking the patient’s perceptions as a starting point in a learning

process: ”…to show the patient that I am truly present, that I am there for her,

ready to listen, to share her worries, thoughts and feelings”  (physician 1).
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6: 8 Discussion and conclusions

The most important finding in Study V was the awareness that different

understandings of the patient-professional relationship exist, and that these

understandings could be used to reach a patient-centred approach, i.e.

competence development. In other words, the interventions seemed to work

well. During the past 20 years, health care professionals have participated in

CME/CPD courses with the hope that they will be able to take better care of

their patients’ and optimise outcomes [24]. However, as shown in Studies III-V,

a minority of health care professionals had incorporated into their understanding

the patient-centred perspective. The awareness that there exist different

understandings is to be taken into account when developing and implementing

educational programmes for health care professionals.

Bringing about change in clinical practice that result in actual improvements for

the patients is a delicate, time-consuming, complex, and complicated process.

There is definitely no single approach that could easily and successfully be

applied in all cases. Two ways of designing educational interventions for health

care professionals were examined in Studies IV and V. They were based on the

same pedagogic principles [137, 143] and both seemed to work well. Seven of

the 10 physicians participating in the specialist-course in Study IV changed their

view to a more patient-centred approach. In Study V the intervention was

individualised and lasted for over one year. All four participants in that study

developed their understanding of the encounter toward a more patient-centred

perspective. Before the intervention, two of the participants in Study V had

procedure-way to work and encounter the patient, lacking a holistic view. This

finding is consistent with other studies [59, 67, 153] which have shown that not

all health care professionals eventually become experts, despite working in their
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profession for many years. During the interventions, the participants through

refection started to question their understanding of the medical or caring

professional-patient encounter and went on to develop a new or enriched

understanding of the encounter. They were more focused on the patient’s

learning process and how it could be stimulated. However, it is possible that

nurses and physicians who find that they are functioning less well in

conversational situations avoid participating in video-recording session.

Accordingly, the choice of both professionals and patients might have been too

positive. Furthermore, the studies are small-scaled and the interventions need to

be tested in larger studies.
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Conclusions

Seven of 10 physicians participating in the group intervention had developed

a patient-centred view and acted accordingly;

the professionals in the individualised intervention changed their

understanding the encounter to a more patient-centred perspective;

they started to question their way of working, focused

more on the patient’s learning process and became interested in how to

stimulate patient learning;

both studies implicate that it is possible to initiate competence development

for health care professionals by influencing their understanding of the

encounter;

the interventions might open new avenues in designing and carrying out

CME/CPD courses;

the interventions need to be tested in larger studies in order to obtain

conclusive evidence of their effectiveness.
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Chapter 7: General discussion

There are many aspects of the included Studies I-V that could be of interest to

discuss. However, the patient-centeredness concept and different aspects of

basic and continuing health care education will be the main focus. The first thing

to be discussed below is, however, the methods used and the trustworthiness of

the results.

7:1 Are the results trustworthy?

Studies I-III are descriptive, and the data collection and analysis are fairly easy

to follow. However, as different methods have been used for data collection and

analysis, it might be difficult to readily compare the results from the studies

included in the thesis. It must be made clear that the goal never has been to

standardise the methods. Instead, the aim was to give a rich picture of the field

and of the phenomena under study, as suggested by for example Morse [51] and

Patton [49].

Another question to be discussed in the context of qualitative studies is the

labelling of categories or concepts. Labelling categories is an important research

procedure. Morse [154] holds that there might be a risk for theoretical

congestion when every qualitative researcher is trying to find new labels for

their results. One could argue that understanding A, The professionals treat the

patient, and B, The professionals give information, in Study III, have much in

common with understanding 1 in Study IV, Conveying information by checklist

or lab results. The basis for these views of the encounter is of the same nature.

Why are they not given the same label? The answer to that question is also given

by Morse [154]:
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The rule is that they are labelled as closely to data as possible…The rational

behind this dictum is that to prematurely label the category with a known

concept – for instance, coping – is a treat to validity.

However, the results from the intervention studies (Studies IV and V) must be

interpreted with caution, as they are more complex. Trying to explore and

develop understanding in clinical settings is complex. New methods must be

tried to enhance a development within this field. To date, no educational

interventions with a phenomenographic approach for the health care sector have

been published. However, Wahlström et al. studied changes in GPs’ conceptions

of the management of hyperlipidaemia [155]. Although a phenomenographic

analysis was carried out, both before and after their intervention, the

intervention as such had no phenomenographic approach.

Despite the advantages of stimulated recall sessions [137] with videotaping,

Bendz holds that the method does not suit the health care context for ethical

reasons [48]. However, in our sample the stimulated recall sessions did work for

the development of competence in clinical encounters. The interventions in

Studies IV and V have not been shown to be the one and only cause of the

changes in the participants understanding of the patient encounter and/or clinical

performance. For example, the results may have been influenced by the

Hawthorne effect [150]. Conclusive results could only be reached by large-scale

controlled studies. An ideal design would be a study in which one group of

professionals participates in group intervention; one group participates in

individualised intervention and one group with no intervention, i.e. a control

group. Both individualised and group interventions have their strengths and

weaknesses [142].
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However, it would be difficult to control all aspects in studies conducted in

clinical settings; for instance, randomising of participants may not be possible.

Other factors external to the study might influence the outcome. The participants

in Studies IV and V wanted to develop their encounters. Another group of

participants might not have developed a comparable positive posture. However,

the sample does not seem to be biased as suggested by the fact that some

participants in study IV did not change.

Another form of evaluation that might be suitable would be to ask the patients’

about their views of the encounter before and after an intervention. This

arrangement might be difficult in practice for several reasons. For example, it

might be difficult for the patient to judge a GP or nurse’s competence if the

patient is depending on them for their care.

7:2 Design of the ultimate study

To design a study connecting professionals’ understanding of the encounter with

patients’ outcomes was a primary goal when this research started out several

years ago. However, designing such a study is problematic. Because the work

has included patients with diabetes, a logical way to study patient outcomes

would have been to measure blood glucose values or HbA1c [125]. This is easy

to do. The difficulties, however, are encountered in the next step when trying to

connect patients’ blood glucose levels to professionals’ understanding of the

patient encounter. Crossover effects are a cause of concern for the study design

in that the patient might meet a staff-focused nurse but a patient-centred GP, or

vice versa.  Who has the greatest impact on patients’ learning and thus patient

outcomes?  The patient also encounters a number of other professionals.
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Another cause of concern is the current high turnover rates in the health care

sector.  If there is no continuity in care, optimal patient outcomes will be

difficult to achieve [8] and study. Because of these problems, the design with

focus on professionals only was chosen here.  Further exploration of how to

design an optimal study in this field is needed. The solution might be a faster

and tighter connection between the professionals’ understandings of core aspects

of care and patient outcomes.

7:3 Does the patient-centred approach need to be expanded to meet the

needs of patients?

As noted in the introduction, the overall aim of this thesis was to explore health

care professionals and medical students’ understanding of the core aspect of the

patient encounter and their professional role. A further goal was to study if their

understandings of their role could be developed and influenced to a more

patient-centred understanding. By investigating what and how they understood

as the core aspect of the patient encounter, their patient-centeredness was

explored. The most important finding from the five studies was highlighting the

various understandings of the patient-professional encounter, and ascertaining

that few professionals in the sample had incorporated a patient-centred

perspective. This is rather surprising when taking into account the patient

empowerment movement and the strengthening of patients’ rights [28, 31, 32],

as well as the numerous CME/CPD courses for professionals.

Although the work with this thesis started out with an understanding of the

patient-centred approach as an optimal way of interacting with patients, the

work has given insights into the limitations of this approach.
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In some ways the approach might have too much in common with the

compliance concept, a concept that was already rejected in the introductory

section.  For example, professionals in Pooley et al.’s study on diabetes care

expressed views that suggested they were concerned with traditional patient

education and compliance, although they verbally embraced the patient-

centeredness approach [20]. In retrospect, the concept probably needs to be

reinterpreted by professionals to avoid patient dissatisfaction and to take the

patients’ perspective. Furthermore, support for the patient’s learning and

reflection [3, 9] should be included in the concept.

It must be stressed that labelling things in a new way is not enough – a shift in

understanding is required. However, this might require not only a new

understanding among health care professionals, but also structural and

organisational changes within the health care sector and health care education.

In addition, studies of patients’ views are needed. What do the patients’ think of

the care of the (chronically) ill, the patient-centred approach and the need for

competence development among health care professionals? These questions

cannot be answered here in that the patients’ views were not explored in the

present study. Further work is needed whereby the patients’ perspective is

central. After all, it is their health and well being we are concerned about.

Thorne and Paterson’s results however have challenged traditional compliance

models of chronic illness education [156]. The persons with diabetes who

participated in their study described that health care professionals who

responded inadequately to the patients needs could make it more difficult for

them to progress through their developing process and thus become competent

disease managers [156].
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7:4 The patient-centred approach and health care education

The present participants described the barriers to a patient-centred approach in

terms of organisational factors, stress and conflicting demands. In Chapter 1

problems in the health care sector, such as stress, were discussed. These

problems are confirmed and clearly described by medical students and

professionals. However, blaming the organisation may be an easy way out when

realising that one might embrace a professional-centred perspective rather than

the politically correct patient-centred approach. Perhaps one could challenge the

participants’ opinions: is lack of time, as often mentioned, the main cause of

non-optimal encounters with patients? Research indicates, however, that time is

not a crucial factor for a patient-centred consultation [141, 157]. Thus, limited

time cannot be the only explanation for not working from a patient-centred

perspective. Furthermore, other deterrents not detected here possibly exist.

However, the main finding was, as stated above, that few health care

professionals had an optimal understanding of their role and of the patient

encounter. The result might have to do with the organisation, as stated by so

many participants in the studies, but also with the way in which health care

professionals are educated.

Medical and nursing education focus largely on diagnosis and treatment of acute

illnesses. Hence, students (and professionals) might not be well equipped for

encountering the (chronically) ill [97] and thus act in a counterproductive

manner. The reason for this might be several. For instance, in medical and

nursing education the burdens of traditions are heavy. There is also a well-

known gap between theory and practice [59].  Most of the socialisation into the

profession goes on in practice. Students risk taking over views of their

supervisors in clinical settings when little or no time is reserved for reflection.
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Löfmark has shown that nursing students were not given sufficient supervision

and that organisational shortcomings and a general lack of time in the wards

[59] affected the learning in clinical settings. In addition, because the health care

system is complex, it tends to adapt rather slowly to changes [30]. Thus, a more

authoritarian view of the professionals’ role might live on for a while in practice,

although officially abandoned.

Another question is whether students and health care professionals really want

to incorporate a patient-centred perspective. The empowered, competent, and

well-informed patient could be viewed as a threat undermining professional

authority. Carlson [126] states that objectifying the patient and taking a

professional-centred approach might be based on individual psychological

defence mechanisms. However, it seems to be a good sign that the medical

students in Study I strongly questioned the traditional role of medical doctors.

To meet the needs of the patients, especially the chronically ill, either of two

educational directions seems reasonable.

7:5 Educating the educators

There are two ways one can take in supporting the patients’ learning and

autonomy. One can either educate the educators, most often health care

professionals, or one can bypass the professionals and educate the patients

directly. The first way suggested is hence CME/CPD courses. As stated

previously in this thesis, there are numerous such courses with different

educational approaches and goals. However, to be cost-effective [158] and of

value for professionals and patients, the education would need to focus the

professionals understanding of their role. The educational interventions for

physicians and nurses described in Studies IV and V might be a way to educate
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the educators and thus enhance competence for their patient encounters. One of

the aims with the interventions was to create a curiosity among the participants

about how to, in turn, stimulate the patients’ curiosity and thus learning.

Patients’ might need help to see that there are many ways of understanding and

living with illness and treatment. Motivational interviewing [68] [125] might be

a way to deal with this issue.

The educational interventions evaluated here represent different forms of

supervision. Many such forms do exist. Petersson and Vahlne [159] point out

that there are many definitions of the word supervision, and gives examples of

different methods. Hawkins and Shohet indicate that supervision has three goals:

educative, supportive and managerial [142]. The educative goal was the focus

during the interventions in Studies IV and V. Lauvås and Handal [160] describe

different theoretical traditions within the domain of supervision, including the

Polanyi tradition, the Wittgenstein tradition and the Schön tradition.  Both the

Polanyi tradition and the Wittgenstein tradition stress the importance of tacit

knowledge, although they have different views of it. The Schön tradition, on the

other hand, has a different point of departure, namely empirical studies of

professional practice [66, 160]. As described in Chapter 2, the latter had the

greatest influence over the present work.

Of course, long-term follow-ups of Studies IV and V are important. What

happens some years after the interventions? A follow-up of the four participants

in the intervention in Study V is currently in progress. Preliminary results show

that the participants’ understanding of the encounter (two years after the

intervention) had continued to develop, but occasional relapse to earlier

practices occurs in stressful situations. These occasional relapses have
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previously been described as a part of the development process [17, 121]. In the

follow-up interviews one participant stated the following:

We think that we can inform patients about diabetes and that they then

automatically shall change their habits; when they don’t do as expected, we look

very puzzled and tell them again how dangerous this disease is, how important it

is…But in connection to the stimulated recall sessions and the video technique, I

think I had my eyes opened as to how hard it is to actually let the patient’s

agenda direct the consultation…(physician 1)

7: 6 Educating the patients

A second direction for educational interventions is to focus directly on the

chronically ill and bypass the step “in between,” i.e. the health care

professionals. Such interventions might be based on the patient empowerment

concept with the aim to strengthen the patients’ over-all abilities [32, 161]. On

the other hand, interventions could be more directed towards the patients’

understanding of their illness. They could be carried out in the form of study

circles for patients at the pharmacies. In the study circles the patients would

share knowledge with each other while acquiring new experiences in a “safe”

environment. It is well known that people in general are most dedicated to

problems and solutions which are generated from or based upon their own

knowledge and experiences [162]. Sarkadi and Rosenqvist have shown that

blood glucose levels are improved in patients with diabetes that have

participated in such study circles [163, 164]. The advantage with being at a

pharmacy instead of a health care centre seems to be that the participants

experience to be on more equal terms when the group leader is a pharmacist  as

compared with a physician or nurse group leader.
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7:7 Closing remarks

Consequently, there are different means to improve outcomes of care for large

groups of patients. How competence develops within the medical and nursing

profession in the future is connected to how we, as a society, can manage

problems both within and outside the professions [165]. Will the current cycle of

cutbacks and strain on the health care sector stop and allow time for

professionals to reflect on their work and to have a balance in life? Are health

care professionals and their educators willing to make efforts to change their

understanding of the patient encounter and their way of working? Change is

often difficult to come to terms with successfully and strong forces will

challenge those who want change [122]. As noted by Lonka & Ahola, fostering

change requires both theory development and practical experiments [166]. Co-

operation between patients, researchers, health care professionals, educators and

politicians seems essential to come to terms with problems of the health care

sector. For all of the participants in Studies I-V, time and opportunities for

reflection seemed to be central for the professional development. This process

must start already during the professional education.
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7:8 Overall conclusions

Few medical students and professionals in diabetes care had incorporated a

patient-centred perspective. Nurses in telephone advisory services

recognised the patients’ needs, but experienced conflicting demands of being

both carer and gatekeeper. Some of the current problems in health care could

be caused by a non-optimal match between patients’ needs and wishes and

what professionals understand as their role;

the hindrances associated with patient-centred working are partly due to

organisational and educational aspects, as well as work-related mental and

emotional stress, but also by the limited understandings that health care

professionals have of the patient encounter;

health care professionals’ understandings of the patient encounter are

important to explore and should be considered in relation to competence

development. Phenomenographic theories of learning should prove helpful

to accomplish this goal in clinical settings;

video recordings would need to become a routine component of clinical

practice in order to capture competence development within one’s

profession. Time for reflection, mentoring and professional development

should be built into the health care system;

the generalisation of the results has yet to be tested with the inclusion of

lessons learned from these studies. The lessons include becoming more

aware of barriers to competence development and strategies for dealing with

these barriers. These obstacles must be overcome in the struggle to give high

quality, patient-centred care to patients and optimise outcomes of the health

care system for both individuals and society.
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7:9 Summary

The medical students’ that were studied held a pessimistic view of health

care in general and their future medical profession in particular because of

stress, organisational problems and financial cut backs;

the nurses’ experience of the patient encounter when performing telephone

advisory services could be described in terms of the conflicting demands of

being both carer and gatekeeper. The organisation of health care seemed to

hinder refection, follow-up, and the quality care that the nurses would prefer

to give;

five different understandings of diabetes care were identified among the

health care professionals in our sample. Only 20 (12%) of 169 professionals

had their focus on the patients’ understanding and thus learning while 87

(51%) had the traditional and professional-centred view of the patient

encounter;

seven of 10 physicians participating in the educational group intervention

had developed a patient-centred view of their professional role and the

patient encounter, and acted accordingly;

three different understandings of the patient encounter were described by the

four participants in the individualised intervention. After the intervention

they started to question their way of working, focused more on the patient’s

learning process and became motivated as how to best stimulate this

learning process.
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