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Abstract 
Being able to manage challenging patient communication and the associated 
emotional burden is a vital skill for physicians that is regularly utilized in clinical 
work. Therefore, it is reasonable that medical students get the opportunity to acquire 
and develop the relevant knowledge and skills related to challenging patient 
communication during their education. Simulated patient scenarios are useful 
learning activities known to improve the managing of challenging patient 
communication. Understanding student and teacher perceptions of vital 
communicative strategies and how to effectively organize learning activities, 
including simulated patients, within the curriculum, can enhance students' 
communicative progression. 

The aim of this thesis is to explore perceptions of learning in a simulated patient 
scenario from three different perspectives: students, simulated patients, and 
teachers. Additionally, we aim to examine the communicative approaches perceived 
as vital to manage challenging patient communication and how they are learned 
from a programme perspective. Furthermore, we seek to explore the relationship 
between patient simulation and adjacent learning activities. 

A qualitative approach was applied. Individual interviews and a narrative survey 
were conducted with students, teachers, and a simulated patient as part of two 
separate studies during the 9th semester of a medical programme. Curriculum 
documents served as a framework. 

Our findings indicate that simulated patients in learning how to manage challenging 
patient communication is perceived beneficial for developing professional identity 
and self-knowledge. It is crucial that the learning activity enables student centred 
learning, supported by flexible simulated patients. Self-knowledge and the ability to 
convey empathy is perceived as essential in handling challenging patient 
communication. The organization of learning activities is perceived to be enhanced 
by interweaving activities related to learning medical knowledge and patient 
communication, including simulated patients. 

  



10 

Populärvetenskaplig sammanfattning 
En viktig del av en läkares yrkesliv är att hantera svåra patientsamtal. Alla läkare 
kommer någon gång under yrkeslivet medverka i sådana samtal. Brister i 
patientkommunikation har visat sig vara en bidragande orsak till att patienter får 
sämre vård. Utbildning i patientkommunikation är därför en central del i en 
läkarutbildning. I följande licentiatavhandling undersöktes hur studenter och lärare 
ser på undervisningen i att hantera svåra patientsamtal. Det finns olika orsaker till 
att samtal kan upplevas som svåra eller utmanande. Samtal med hög emotionell 
belastning, till exempel att ge ett negativt besked eller att möta en patient som är i 
akut kris, brukar generellt anses som utmanande. 

För att genomföra ett gott patientsamtal bör läkare kunna kommunicera medicinsk 
information och samtidigt ha ett empatiskt förhållningssätt. Detta kan vara svårt att 
balansera i utmanande patientsamtal. Historiskt sett har fokus legat på att 
kommunicera medicinsk information på bekostnad av empatiskt förhållningssätt. I 
dagens vård är patientens delaktighet viktig och då är ett empatiskt förhållningssätt 
betydelsefullt för att skapa förtroende. Det betyder att läkaren bör förstå patientens 
behov, farhågor och förväntningar och samtidigt bemöta patientens känslor. För att 
kunna hantera detta underlättar det om läkaren har självkännedom. Med det menas 
i följande avhandling att läkaren ska veta hur hen potentiellt reagerar i olika 
situationer för att kunna hantera sina reaktioner. 

Ett sätt att som student lära sig hantera utmanande patientsamtal är att vara med om 
ett sådant patientsamtal för att sedan reflektera över erfarenheterna. Därefter kan 
studenten prova att kommunicera i en annan liknande situation. Detta sätt att lära 
genom erfarenhet är väsentligt när studenter ska utveckla färdigheter. Det är viktigt 
att situationerna som studenterna erfar är möjliga att klara av men ändå är lärande, de 
får alltså inte vara för svåra men inte heller för lätta. Det är också viktigt att 
studenterna får erfara olika samtalssituationer i olika sammanhang för att få flera 
perspektiv. På detta sätt stöttas möjligheten till utveckling och kunskaper och 
färdigheter kan befästas. 

Studenter brukar värdesätta att lära sig samtala genom att få erfarenhet med faktiska 
patienter inom den ordinarie vården. Detta kan dock vara svårt att tillgodose när det 
gäller patientsamtal med hög emotionell belastning. Patienterna kan vara i ett så 
sårbart tillstånd att det inte är lämpligt, med tanke på deras vård, att möta en student. 
Det kan även vara olämpligt för studenternas säkerhet, välbefinnande och lärande. 

Ett sedan länge beprövat sätt är att låta studenter samtala med en frisk person som 
gestaltar (simulerar) en patient i ett emotionellt belastat tillstånd. Detta sätt att arbeta 
finns beskrivet under många namn till exempel standardiserade patienter, 
proffspatienter, figuranter. I följande avhandling används begreppet simulerade 
patienter. Genom att använda läraktiviteter med simulerade patienter kan 
förutsättningar skapas för ett student- och patientsäkert lärande. Den simulerade 
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patienten ska vara väl förtrogen med aktivitetens syfte och lärandemål samt ha ett 
grundmanus för patientfallet. Grundmanuset kan individanpassas i förhållande till 
lärandemålen så att den enskilda studenten lär så mycket som möjligt. 

Ett övergripande syfte med avhandlingen är att undersöka läkarstudenters och 
lärares uppfattning av lärandet i att hantera utmanande patientsamtal under en 
läkarutbildning. Ett syfte är att utforska lärandet ur olika perspektiv under en 
patientsimulering och hur det relaterar till andra närliggande utbildningsaktiviteter, 
före och efter simuleringen. Ett annat syfte är utforska vad studenter och lärare 
uppfattar som viktigt att lära sig för att kunna hantera kommunikationen i 
utmanande patientsamtal. 

Avhandlingens två studier är kvalitativa med individuella intervjuer samt en enkät 
med fritextsvar. Inom studie I intervjuades studenter, lärare och simulerade patient, 
inom studie II intervjuades studenter och lärare. Inom studie II användes även en 
enkät som besvarades av studenter. I studierna undersöktes lärandeaktiviteter där 
simulerade patienter agerade personer i aktut kris. De simulerade patienterna, i dessa 
fall professionella skådespelare, gestaltade beteende med stort emotionellt påslag. 
Undersökningarna gjordes under termin nio vid läkarprogrammet, Lunds 
universitet.  

Resultaten från studie I visade att studenterna upplevde att de lärde sig hantera 
utmanande patientsamtal genom att, i en säker miljö, kommunicera med en 
simulerad patient med en akut krisreaktion de inte var beredda på. De tvingades 
använda kommunikativa strategier som inte var planerade vilket gjorde att 
studenterna upplevde att deras ”kommunikativa repertoar” utökades. De 
rapporterade också att de fick perspektiv på sin professionella identitet genom att 
välja att vara antingen tröstande som privatperson eller hålla sig till sin 
professionella kommunikation. Den simulerade patienten i sin tur upplevde att ett 
flexibelt lärande skapades genom att scenariot utformades gemensamt, mellan den 
simulerade patienten och studenten. Denna flexibilitet gjorde att svårigheterna i 
samtalet anpassades till den enskilda studenten. Lärarna såg på det simulerade 
scenariot utifrån den professionella läkarens kommunikativa strategier ur, ett för 
studenterna, framtida professionellt perspektiv. 

Resultaten från studie II visade att studenterna beskrev empatisk förmåga och 
självkännedom som centrala för att hantera utmanande patientsamtal. Att ha en god 
medicinsk kunskap beskrevs som väsentligt för empatisk kommunikation. Studenter 
och lärare beskrev det som centralt att inte dela upp lärandet av medicinsk kunskap 
och empatisk kommunikation. Det beskrevs utvecklande om lärandet att hantera 
utmanande patientsamtal inkluderas under en längre del av utbildningen. Det 
beskrevs en uppfattning att aktiviteter med simulerade patienter kunde utnyttjas 
bättre om erfarenheter av kommunikativa svårigheter från simuleringen inkluderas 
i närliggande undervisningsaktiviteter. Studenter och lärare poängterade att det 
bidrog till lärandet att kommunikationsförmågan inte formellt bedömdes under 
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patientsimuleringen. Det bidrog till att studenterna utforskade sina kommunikativa 
möjligheter. 

Sammantaget visar avhandlingen att simulerade patienter upplevs ge möjlighet till 
professionell identitetsutveckling genom att studenter och simulerade patienter 
interagerar och tillsammans skapar kommunikativt utmanande situationer. 
Undervisningsaktiviteter med fokus på utmanande patientsamtal kan sammanvävas 
med andra relevanta undervisningsaktiviteter för att gynna upplevelsen av 
utveckling av kommunikativa kunskaper och färdigheter. 
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Introduction 

Imagine that you are a physician, newly graduated from the medical school, in a 
primary care centre. You are encountering a patient with a slight headache and 
stomach problems. The patient is quite silent, but the encounter runs smoothly. You 
do not find anything that needs immediate treatment. Together with the patient you 
decide on a follow up by telephone in a month. Towards the end of the encounter, 
you ask the patient if there is anything else to talk about. The patient starts talking 
about sleep problems and suddenly the patient starts to cry heavily and talk, only 
saying short phrases between the sobs. You hear: “…a current hard time in 
life…there is no idea…embezzlement…it is all my fault...it hurts…”. The patient 
cannot really stop crying and can hardly speak from crying. Deeply emotionally 
affected, you try to continue to communicate in a professional manner and at the 
same time decide on what to do, how to behave…but it does not go very well... 

This is a communicative situation that physicians may encounter in their work. To 
manage such a situation, physicians must know how to handle challenging patient 
communication in a professional context. Challenging patient communication is 
typically seen as a communicative situation that places emotional burden on both 
the patient and the physician (Studer et al., 2017). To successfully manage such 
communication, physicians need to know how to handle emotions – both their own 
and the patient’s. Development of the relevant knowledge and skills for effective 
communication starts during medical education (van Weel-Baumgarten et al., 
2012). 

This thesis explores how undergraduate medical students and teachers perceive the 
learning of relevant knowledge and skills for handling challenging patient 
communication to prepare for situations like that narrated above. Specifically, the 
thesis focuses on the use of activities involving simulated patients (SP), i.e. healthy 
individuals portraying patients, and how they relate to adjacent learning activities 
and the overall medical curriculum. 

I begin with a brief summary of relevant theories on learning in general. From there, 
I proceed to perspectives on learning activities related to handling challenging 
patient communication. Finally, I describe the role of SPs in experiential learning 
of challenging patient communication and the place of the activities in the medical 
curriculum. 
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Background 

Learning 
In this thesis, I situate learning in the constructivist paradigm described by Bada 
and Olugsen (2015). According to behaviourism and cognitivism, students (i.e. 
learners) relate to knowledge as an externally defined phenomenon to be learned. 
By contrast, constructivism assumes that students are active constructors of their 
knowledge based on previous experience, perceptions, and knowledge (Bada & 
Olusegun, 2015). In other words, students are not provided with knowledge, but 
construct their knowledge. However, educational goals, such as those for medical 
education, are still externally defined by educational institutions (e.g. universities) 
(Baker et al., 2021). For the educational institution, following a constructivist 
approach implies that the teachers and the institutions should facilitate the 
construction of knowledge and skills in students. To facilitate this process, 
learning should be active and student centred (Collins & O'Brien, 2011). Students 
should be engaged in activities that let them reflect on and assess their own 
progress and the process of learning. They should also have influence over the 
content, learning activities and pace of learning. This learning model puts the 
student at the centre of the learning process (Collins & O'Brien, 2011). To learn 
how to handle communicative situations like the one in the vignette it is feasible 
to learn through experience to construct knowledge and skills in a student centred 
way. As an analogy, it is impossible to master the violin without experiencing 
playing the violin. In this thesis, the theory of experiential learning is used as a 
basis for understanding the learning process (Kolb & Kolb, 2017; Kolb, 1984). 
Kolb describes how, within the constructivist paradigm, learning is a continuous 
process of transforming experience into knowledge and/or skills. 

Kolb defines four stages in learning from experience: 1) concrete experience, 2) 
reflective observation, 3) abstract conceptualization, and 4) active experimentation 
(Figure 1). 
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Figure 1. The cycle of experiential learning (Kolb, 1984). 

Experiential learning proceeds through this four-stage process. In the first stage, the 
student has a concrete experience. This proceeds to reflective observation, during 
which the student reflects on that experience through the lens of their previous 
experiences, feelings, and thoughts. From this they engage in an abstract 
conceptualization, where the student applies ideas, concepts, and theories to abstract 
that concrete experience. Finally, the student engages in active experimentation, 
wherein they test the concepts and theories in a similar situation as the initial 
concrete experience. The foundation of this model is its conceptualization of 
learning as a continuous process. Applying this to the vignette in the introduction, 
the physician initially experiences a challenging communicative situation (concrete 
experience). Then, the physician can reflect on the situation, the emotions, and 
reactions it evokes, maybe together with a colleague (reflective observation). The 
physician may then merge that experience with previous knowledge – including 
theories and skills they previously learned – to abstract it into a new communicative 
strategy (abstract conceptualization). Finally, the physician can practice that new 
strategy in a similar situation to create a new concrete experience (active 
experimentation). Then the cycle can start all over again. 



20 

Another applicable learning concept is the zone of proximal development by Lev 
Vygotsky (Cushing, 2015; Vygotsky & Cole, 1978) (Figure 2). The zone of 
proximal development can be visualized as the distance between a student’s current 
level of competency and the highest possible level of competency that they can 
achieve. Below their current level, no learning occurs because the student already 
knows everything; above the highest level of knowledge that the student can achieve 
at the moment of learning, no learning occurs because the student cannot 
conceptualize the object of learning. Learning thus happens in the zone between 
what the student already knows or can do and what the student does not know or is 
not able to do. Within the zone of proximal development, learning can be facilitated 
if there is a more knowledgeable other present to support and guide the student. The 
more knowledgeable other should have the ability to take the student’s perspective 
and facilitate the learning process. It can be tempting for a teacher to position 
themselves as the more knowledgeable other, but as articulated by Wieman (2007), 
an experienced teacher might not be capable of putting themselves in the shoes of a 
novice student. Peers are suggested as a better option (Vygotsky & Cole, 1978). 
Applying the zone of proximal development in learning to handle a case like in the 
vignette; the physician may think it is impossible to learn how to handle such a 
communicative situation at that moment. However, were they accompanied by a 
more knowledgeable other, the physician might be encouraged to stay in the zone 
of proximal development and thus learning. 

 
Figure 2. The zone of proximal development is situated between what the student (learner) can do 
independently and what the student cannot do by themselves. Learning occurs in the zone of proximal 
development, making it profitable to be facilitated by a more knowledgeable other. 



21 

Patient Communication 
Professional communication in medical settings has multiple purposes. As 
described by Street et al. (2009), it acts as inquiry into the patient’s problems to find 
a plausible diagnosis, plan treatment, and communicate these to the patient; at the 
same time, it can also help to bring about intermediate outcomes (e.g., build trust, 
mutual understanding, adherence to treatment, social support, self-efficacy) 
associated with improved health. Physician–patient communication ideally should 
lead to a decision on which both the physician and the patient have agreed (Bomhof-
Roordink et al., 2019). Furthermore, patient communication should possess two 
fundamental attributes that assist in attaining the outcomes outlined by Street et al. 
(2009): namely, the physician should be able to convey both empathy and relevant 
medical knowledge to the patient (Halpern, 2014). In medical practice, these two 
combines to form ‘clinical empathy’ (Halpern, 2014), which Halpern defines as 
‘engaged curiosity, in which the clinician’s cognitive aim of understanding the 
patient’s individual perspective is supported by affectively engaged 
communication’. I use Halpern’s (2014) definition because its two elements – 
cognitive understanding and affectively engaged communication – can accurately 
describe the demands of the communication explored in this thesis. 

Studies have found that medical students’ empathy declines during the clinical 
semesters and stays low until graduation (Graf et al., 2020; Hojat et al., 2009; 
Howick et al., 2023). Howick et al. (2023) attribute this trend to increasing 
complexity in patients’ symptoms, physicians’ workloads, poor role models and 
prioritization of medical knowledge. In the context of patient communication, 
communicating medical knowledge is often placed in opposition to empathic 
communication (Rieffestahl et al., 2021). It can be demanding for physicians to 
balance these two aspects of communication, which can lead to higher emotional 
burden (Aper et al., 2015; Shapiro, 2011); this is especially true during challenging 
patient communication, where both aspects are considered important (Toivonen et 
al., 2017). Medical students may focus on communicating medical knowledge 
without addressing the patient’s need for empathy (Brodahl et al., 2021). 

Professional identity formation 
Developing the ability to balance communication of medical knowledge and 
empathy can be described as a part of physicians’ professional identity formation. 
This process describes students’ gradual development of a professional identity or 
self, which entails internalizing beliefs, values and behaviours associated with the 
profession into their existing self (Sarraf-Yazdi et al., 2021). Medical education 
should thus emphasize supporting students in developing their own the professional 
identity (Cruess et al., 2014), which starts when students enter medical education 
and does not stop developing when they become active physicians (Monrouxe, 
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2010). Monrouxe states that ‘identities are developed within relational settings 
through activities, and relationships are central components of identification’. In 
the clinical setting, identity formation can be supported both through viewing role 
models (Dornan et al., 2015) and encountering patients (Wilson & Dunn, 2004).  

When developing a professional identity, development of self-knowledge1 can help 
medical students recognize their own emotional and value-driven responses to 
patients (Hughes et al., 2008). Developing self-knowledge is also a crucial aspect 
of patient communication. Self-knowledge is an aspect mentioned in the medical 
education programme syllabus explored in this thesis; ‘Students must demonstrate 
self-knowledge and a capacity for empathy and must demonstrate an ability to take 
an ethical and professional approach to patients and their family members’ (Lund 
University, 2021b). In this thesis, self-knowledge as a concept is explained as the 
ability to recognize one’s own emotional and communicative reactions in 
professional situations. 

Challenging patient communication 
A challenging patient communication situation can be defined in several ways 
(Fallowfield & Jenkins, 2004; Hahn et al., 1996), particularly in terms of what 
makes the situation challenging. There can be challenges in understanding due to 
differences in language (Johnston & Beckman, 2019) or challenges due to patients 
having unmet expectations of the physician (Jackson & Kroenke, 1999). As 
physicians get more experienced, they may perceive patient communication as less 
challenging because of their increasing communicative experience (Hinchey & 
Jackson, 2011). One generally applicable definition of challenging patient 
communication is if the communicative situation places an emotional burden on  all 
participants in the communication, such as breaking bad news or communicating 
with suicidal patients, patients in acute crisis, or aggressive patients (Doyle et al., 
2007; Fallowfield & Jenkins, 2004; Nestel et al., 2011). Such communicative 
situations can be stressful for medical students (Weurlander et al., 2019) as well as 
professional physicians (Studer et al., 2017). However, it is medical professionals’ 
(and hence the students’) responsibility to handle both their own emotional burden 
and the patients’ (Willis et al., 2020). In this thesis, I explore challenging patient 
communication situations wherein there is a tentative emotional burden on the 
involved communicative parties.  

 
1 Self-knowledge and self-awareness are closely related concepts in the same domain. In the 

Cambridge dictionary self-knowledge is defined as ‘an understanding of yourself and your 
abilities’ (2023b) and self-awareness as ‘good knowledge and judgment about yourself’ (2023a). 
In this thesis we have adopted the concept self-knowledge. 
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Learning to manage challenging patient communication 
Learning of communication skills should be longitudinal and included in any 
medical curriculum (Bachmann et al., 2022). To avoid the observed decline in 
empathy in students, medical curricula may build a longitudinal progression in 
relevant skills, which includes those related to the development of patient centred 
communication (Bachmann et al., 2022; Willis et al., 2020). Baessler et al. (2019) 
explored how many and when learning activities related to emotionally challenging 
situations were placed in a medical curriculum. They found that such learning 
activities tend to be concentrated in the psychosocial rotations (e.g., psychiatry) over 
a restricted period; this lack of learning activities on handling challenging patient 
communication in other rotations does not support progression (Baessler et al., 
2019). Indeed, the theory of variation in learning by Marton and Booth (1997) states 
that learning can be promoted by deliberately setting learning activities on a given 
subject in different contexts, which supports students to develop different views on 
critical aspects of the subject. This supports deep and meaningful learning. The 
variation theory is in line with Bachmann et al.’s (2022) suggestion that learning 
patient communication should be integrated with the learning of medical 
knowledge. According to Baessler et al. (2019), experiential learning activities in 
specialties other than psychosocial specialties may be one viable method of learning 
to handle challenging patient communication. 

Simulated patients 
When medical students should develop proficiency in communicating with patients 
like the one in the vignette, according to experiential learning, they should have 
concrete experiences (Kolb, 1984). However, it is often difficult to set up 
experiential learning activities on managing challenging patient communication 
with actual (real life) patients because of their potentially vulnerable state (Willis et 
al., 2020). Utilizing SPs is one way to circumvent this challenge (Bukowski et al., 
2022; Moura et al., 2021). Encountering challenging patient communication in 
simulated activities can support medical students’ development of a professional 
identity (McLean et al., 2015; Tien et al., 2019) early on in their education. This is 
in part because such activities provide students with the opportunity to experience 
ownership over the entire patient encounter (Tien et al., 2019).  

Simulation in medical education has a long history (Rosen, 2008). Using simulation 
in medical education presumes humans’ ability to believe in fiction and behave in a 
fictional situation “as if…” it is authentic, whether it is technically mannequin based 
or human based (Dieckmann, Gaba, et al., 2007; Isaksson et al., 2022; Muckler, 
2017; Muckler & Thomas, 2019). Simulation has been practiced since the start of 
the twentieth century, when medical education shifted from an apprenticeship model 
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to more institutionalized measures of knowledge, skills and behaviour (Rosen, 
2008). The modern way of using SPs was introduced by Howard Barrows (1964). 
He observed that the medical students did not receive sufficient training in clinical 
skills or patient encounters, so he hired people to portray patients to provide students 
with the opportunity to practice these skills. By using predetermined patient 
scenarios, Barrows could decide on the learning outcomes for students and create 
safe training conditions for both students and patients. He also developed strategies 
for assessing clinical skills with standardized scenarios to allow for comparable 
assessment of students’ clinical skills. The term ‘simulated patient’ is often used 
interchangeably with ‘standardized patient’ (Barrows, 1993; Cleland et al., 2009; 
Lewis et al., 2017), but they are often seen as distinct, with ‘standardized patients’ 
being used for assessment and ‘simulated patients’ for training (Cleland et al., 
2009). In this thesis, “simulated patients” is used because the included studies are 
set in training contexts. When portraying an SP, the acting person can more or less 
react freely if they support individual students’ learning, but the case and 
background script should still be standardized across all students. 

Scholars have different views on the prerequisites for recruiting SPs (Cleland et al., 
2009; Kuhne et al., 2018). In some universities, only lay persons are recruited 
(Rethans et al., 2012) while other faculties use professional actors (Mavis et al., 
2006; Pascucci et al., 2014). The benefits of using lay persons are that they can 
generally be hired at a lower cost per hour as compared to professional actors 
(Lipkin, 2017). The benefits of using professional actors are that they can be better 
able to be consistent over time in their portrayals and can more easily be directed to 
change features of the character to support learning (Pascucci et al., 2014). Another 
aspect can be the need for debriefing, particularly when portraying a patient in very 
difficult circumstances (Kuhne et al., 2018). A lay person may need more debriefing 
time after the simulated event than a professional actor, who is used to stepping in 
and out of demanding characters. 

Arguments for using simulated patients 
In work-based learning with actual patients, it is impossible to guarantee that all 
students will encounter similar situations (Bokken et al., 2008; Cleland et al., 2009). 
Moreover, it is not feasible to let students practice with actual patients for all clinical 
situations, patients in a vulnerable state (e.g., after a suicide attempt, breaking bad 
news). Thus, using SPs enables more equal education by letting all students learn in 
identical clinical settings tailored to the students’ needs, in an ethically approved 
way without inconveniencing actual patients and students (Cleland et al., 2009; Dale 
MacLaine et al., 2021). 

The safe learning conditions provides the student with greater freedom to try 
strategies outside their normal communicative behaviour, which in turn may benefit 
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their development (Bearman et al., 2019). It is  favourable for learning to set up non-
graded SP activities where students can try different communicative strategies 
without fear of formally assessed failure (Grau Canét-Wittkampf et al., 2022). 
Indeed, Bearman and colleagues (2019) argues that things going wrong in a 
simulation is essential for learning. 

Fidelity and authenticity 
Authenticity (realism) is much discussed in the world of simulation (Kneebone, 
2016). ‘Realism is a relative concept to all involved, what is real to one person may 
be unreal for another’ (Smith et al., 2015). Authenticity can be described from two 
perspectives. One is from the perspective of the simulated situation, i.e. the extent 
to which it mimics the real world. Better conformity with real world situations 
makes for a more authentic simulation, otherwise known as a high-fidelity 
simulation (Lioce et al., 2015). High-fidelity simulations are considered to be able 
to evoke real world situations through paying attention to details, including the 
props, sounds, reactions, etc. (Dunnington, 2014). 

The other perspective on authenticity is the extent to which the simulation balances 
students’ approach to learning with the learning objectives (Dieckmann, Manser, et 
al., 2007). If the students accept the learning outcomes, rules, and circumstances 
around the simulation, detailed portrayal of the real world is not crucial for learning 
(Hamstra et al., 2014; Rystedt & Sjöblom, 2012). Indeed, it is not necessary to have 
a high-fidelity simulation to create authentic learning conditions. For example, if 
the objective of the simulation is to practice only one aspect of a skill, a low-fidelity 
simulation would still offer a learning experience argued by Teteris et al. (2012). 
Articulated by Hamstra et al. (2014), students actively attempt to make the learning 
context relevant to their purposes. It is thus more meaningful to discuss fidelity in 
terms of learning than in terms of the setting and structure of the simulation. If the 
learning activity focuses on a communicative situation like that in the vignette of 
this thesis, it may not be necessary to have external fidelity (e.g. clinical room, 
props). Rather, it is crucial that the SP’s representation of the patient supports the 
medical student’s development of the desired communicative outcomes. 

If the organizer of the simulated activity and student both agree on the external 
circumstances of the simulated situation, they can be said to have signed an 
immaterial “fiction contract” (Rudolph et al., 2014). With that agreement, it is easier 
to suspend disbelief and achieve authenticity. With the fiction agreed on the SPs 
performance play a particularly role in creating a sense of authenticity in challenging 
patient communication (Pascucci et al., 2014; Smith et al., 2015). Utilizing 
professional actors as SPs can be beneficial in simulated scenarios on challenging 
patient communication (Bell et al., 2014; Pascucci et al., 2014). 
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Feedback 
Feedback is vital for learning in simulations as it allows the students to reflect on the 
activities. The progression of learning can be supported by placing the students’ 
experience of the activity into the context of their future professional activities 
(Rivière et al., 2019). Feedback can be experienced at three different points during an 
SP activity: during the scenario, during short mini breaks, and after the scenario has 
terminated (Eppich et al., 2015). Providing immediate feedback during the scenario 
occurs when the SP reacts in character to provide the student feedback on a certain 
behaviour (Lovink et al., 2021). This should be done with the learning outcomes in 
mind to support the students’ development. This kind of feedback is not recognized 
as feedback by the student but a part of the natural flow of the scenario. 

A typical example of immediate feedback from a simulation is as follows: 

Student: “I understand why you are feeling sad.” 

SP: “You cannot possibly understand me. You don’t know anything about 
my feelings.” 

In this case, the student receives immediate feedback that they cannot take the 
patients’ perspective, meaning that they should choose a more appropriate way of 
expressing compassion. 

Feedback can also be given during short breaks in the scenario (Mulli et al., 2021). 
Students can call “time out” whenever they want, preferably in a learning juncture 
(Mulli et al., 2021), causing the SP to freeze all action. During this pause, which 
may last for a couple of minutes, the involved students should share their 
experiences between each other (Mulli et al., 2021). This allows the student to try a 
strategy they have discussed when they return to the scenario. This differs from 
immediate feedback during the scenario in that the student deliberately reflects on 
the feedback from others of their actions in the scenario. 

Finally, students can obtain feedback after the scenario has terminated (Eppich et 
al., 2015). The purpose of this feedback is to provide more in-depth reflections on 
the handling of the SP case and even to set this in the context of the bigger picture 
such as other learning activities, learning outcomes etc., and other students’ 
experiences. The overall aim with all feedback should be to give future-oriented 
feedback addressing what students should do in the future (so called “feed forward”) 
(Masangkay et al., 2022). 

Simulated patients’ relation to teaching 
The SPs should be aware of their responsibility in the teaching process; accordingly, 
they should have the learning outcomes clear and deliberately include them in their 
performance (Nestel et al., 2018). They also need to be flexible enough to address 
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individual students’ challenges but still adhere to their fictional character and case. 
They must make choices rapidly during the scenario to enhance students’ individual 
development of communication skills (Pascucci et al., 2014). In this case, the SPs 
can take the role of a more knowledgeable other who can support students’ learning 
(Tolsgaard et al., 2016). SPs also have a vital role of providing feedback from the 
patient’s perspective, which can promote learning from patient simulation activities 
(Fowles et al., 2023; Isaksson et al., 2022).  

Challenges in using simulated patients 
The transfer of learning from a patient simulation to other situations cannot be taken 
for granted (Nash & Harvey, 2017). Indeed, the simulated situation can differ from 
an authentic clinical situation to the point that it hampers transfer of learning (Nash 
& Harvey, 2017). One overarching disadvantage with patient simulation when 
compared to actual patient situations is the difference in power balance put forward 
by Hanna and Fins (2006). In an actual patient encounter, the patient often has less 
knowledge of the physicians’ decision-making, which skews power and 
responsibility in favour of the physician. This is a disadvantage in using SPs because 
power relations can affect students’ approach to the communicative situation and 
how they reflect on it. Accordingly, as observed by Yardley and colleagues (2013), 
there can be a gap between the experience of a patient simulation and an actual 
patient encounter. If students participate in numerous patient simulation scenarios, 
they may develop a sense that they are performing as a physician. A way to address 
these disadvantages is to balance patient simulations with actual patient encounters 
and reflect on the differences between these settings (Yardley et al., 2013). 
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Overall aim 

The overall aim of this thesis is to explore how medical student perceive 
development of essential knowledge and skills to manage challenging patient 
communication and how these perceptions align with the curriculum and SP 
activities. The thesis consists of two studies exploring: 

• three perspectives (student, teacher, SP) on learning during an SP scenario 
on challenging patient communication; 

• students’ perceptions of knowledge and skills beneficial for challenging 
patient communication and the learning thereof; and 

• the role of patient simulation in the perception of learning to handle 
challenging patient communication and how this aligns with adjacent 
learning activities. 
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Method 

The research in this thesis locates its ontological and epistemological assumptions 
in social constructivism, according to which knowledge is constructed in 
interactions between human beings (Guba & Lincoln, 1994). Research forges a link 
between the investigator and object of investigation, through which knowledge is 
created. 

Both studies in this thesis utilize qualitative methodologies, which are well suited 
for social constructivist research. A qualitative approach allows the investigator to 
explore multiple realities based on subjective experiences and interpretations. 
Inductive and deductive approaches are applied. 

Design 
The studies in this thesis explore how medical students, SPs and teachers perceive 
learning of challenging patient communication in the 9th semester of a medical 
education programme.  

Table 1. Overview of the study design 

Study Design Data collection Participants Data analysis 
1 Inductive 24 semi-structured 

interviews with 
stimulated recall 

8 students 
3 teachers 
1 SP 

Content analysis 

2 Inductive/deductive Narrative survey 

9 semi-structured 
interviews 

19 students 

5 students 
4 teachers 

Reflexive thematic 
analysis 

 

Study context 
Since 2013, SP activities have been used to train students in various aspects of 
challenging patient communication at the medical education programme at Lund 
University. At the time of Study I (performed in 2016) only one SP activity was 
included, on the 9th semester. At the time of Study II (performed in 2022), the 
program included three SP activities, on the 6th, 8th, and 9th semesters, all on 
handling different challenging patient communication. 
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Both studies were performed in the medical education programme at Lund 
University, Sweden, during the 9th semester. After completing this semester, 
students are allowed to work as assistant physicians in the Swedish health care 
system. The semester was at the time of the study divided into three major rotations: 
psychiatry, paediatrics, and obstetrics/gynecology. The entire student group was 
divided into three groups attending the different rotations sequentially. On all 
rotations it was possible for students to participate, either as observers or in the 
communicating role, in challenging communication with actual patients. However, 
SPs were included only in the psychiatric rotation. 

The SP cases used in the study focused on patients in acute crisis (American 
Psychiatric Association, 2013). All cases included challenging communication 
characterized by emotional burden, e.g., suicidality, grief, shame, anger. The cases 
were classified as challenging by staff and former students. The settings in the 
simulated scenarios were either a psychiatric emergency department or a primary 
care centre. A script for each case was elaborated by the teachers in collaboration 
with an SP coordinator. The SP read the script several times and adhered to the 
character, emotional state and background but had flexibility to improvise within 
these frames in response to the student’s communication. All cases were performed 
by professional actors. 

 

Figure 3. The learning activity was situated in an ordinary small classroom with usually 2 or 3 
observing peers. 

The students were divided into small groups consisting of 3 or 4 students and a 
teacher (Figure 3). One student was assigned to take the role of physician and to 
engage in the patient communication. The others were active observers ready to 
provide feedback. Most of the simulations started with the SP sitting outside the 



31 

room. The “physician” was supposed to go out and invite the SP into the room. The 
student in the role of physician could call “time out” for feedback in action, the 
students could discuss communicative strategies or replace the student in the role of 
the physician. When the discussion was over, the student in the role of physician 
called “time in” and the scenario continued. After the scenario, a feedback session 
including everyone in the room, following a pre-determined structure. The scenario 
lasted around 25 minutes, with the final feedback session lasting around 20 minutes. 

Patient communication in the local curriculum 
Medical education in Sweden is regulated by the government through the Higher 
Degree Ordinance (Högskoleförordningen, SFS 1993:100). This ordinance 
articulates what a student who has completed medical education should be 
able to demonstrate in terms of knowledge and skills as well as stipulates that 
all medical education programmes should have a programme syllabus as well 
as course syllabi. These syllabi should provide direction for assessment and 
frame students’ learning activities. 
The syllabi were used in Study II to relate perceptions of learning activities 
on challenging patient communication to learning outcomes and program 
guidelines. At the time of the study, 2022, the medical education at Lund 
University was divided into two levels, basic and advanced, articulated in the 
medical programme syllabus (Lund University, 2021b). The basic level 
addressed mainly biomedical knowledge, physiology, anatomy, etc., whereas 
the advanced level addressed mainly knowledge and skills in clinical 
situations. Educational activities at the basic level generally took place on 
campus, while at the advanced level the activities were mainly located in 
clinical rotations at health care departments. 
At the time of the study II the course syllabi for the medical education at 
Lund University covered patient communication increasing in complexity 
and number of learning outcomes with each subsequent semester (Lunds 
Universitet, n.d.). After a review of the documents applicable learning 
conditions and outcomes from the programme syllabus and relevant course 
syllabi for this thesis were as follows: 

Medical programme syllabus 
‘The programme will bring the student into contact with patients throughout the 
programme, with training in conversational methodology and good patient-
physician relationships’ guideline (Lund University, 2021b) 
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‘Students must demonstrate self-knowledge and a capacity for empathy and 
must demonstrate an ability to take an ethical and professional approach to 
patients and their family members’ outcome (Lund University, 2021b) 

Course syllabus (9th semester) 
‘The students should be able to conduct a structured conversation with a patient 
suffering from acute emotional distress and report it to a colleague’ outcome 
(Lund University, 2022) 

‘The students should be able to apply a professional method in the work with 
patients in vulnerable situations’ outcome (Lund University, 2022) 

Study participants 
In Study I, students, the participating SP, and teachers who had been involved in SP 
activities were given information and asked for consent to participate. At the time 
of the study, 32 students on the 9th semester were possible to recruit. Recruitment 
started with providing information about the study to all potential participants 
during a lecture and then inviting them to take part. Eight students volunteered. The 
participating students were rewarded with a movie ticket. Three teachers with 
special interests in working with SPs and the SP involved were also invited and 
agreed to participate. At the time of the study, only one SP scenario could be 
included in the study because of the small number of patient simulations. All 
participants provided informed consent.  

In Study II, students from all rotations in the 9th semester (n=113) were invited to 
take part, regardless of whether they had completed their SP activities during the 
semester. Initially, all students received information about the study verbally during 
a lecture. Subsequently, they were invited by e-mail to answer a narrative survey. 
After three reminders, 19 students participated. Five students of these 19 students 
also accepted to participate in a one-on-one follow-up interview. Additionally, six 
teachers from the three 9th semester rotations were invited to participate in one-on-
one interviews. Three teachers were approached in their roles of being responsible 
for one each of the three rotations on the semester, and three others were approached 
in their roles as teachers in the SP activities. Four teachers accepted the invitation 
(two of them responsible for a rotation, two being involved in the SP activities). 

Most students in both studies had completed up to the 9th semester of their medical 
education at Lund University. No one had experienced SP activities outside their 
medical education. 
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Data collection 
In Study I data was collected during March 2016 using one-on-one semi-structured 
interviews. We employed stimulated recall, meaning that interviewees watched a 
video of an encounter of their own to support memory and narration (Lyle, 2003). 
The interviews were made as soon as possible after the simulated patient activity,  
1 – 2 weeks, to ensure adequacy in the recall (Dempsey, 2010). I performed most of 
the interviews except the interviews with the SP, which was done by another 
member of our research group, due to my close working relation as an instructor of 
the simulated scenario. I had no prior relation to the interviewed students and I had 
a professional working relation to participating teachers. The interviews lasted 15–
30 minutes and were all performed in real life. 

For Study II, a narrative survey and a series of one-on-one interviews were 
conducted from March to June 2022. We did a pilot study where we collected data 
using these methods from two students each. After the evaluation by the research 
group, we decided to use a narrative survey with the option to perform additional 
interviews. The survey contained 6 open-ended questions and one additional 
question asking if the respondent would be open to an additional interview. With 
respect to questions and design, the survey was created to inspire the participants to 
give rich answers (Smyth et al., 2009). After the pilot phase, the survey underwent 
minor revisions. After reading completed surveys, we performed interviews with 
the five students who had given consent. The interviews with the students and the 
teachers were one-on-one, semi-structured, interviews. All interviews were 
performed in person or on Zoom and lasted 20–40 minutes. The different settings 
for the interviews were for logistical reasons. 

All interviews were transcribed verbatim by persons outside the research group due 
to time restrictions. The transcriptions were thoroughly checked for accuracy by me.  

Data analyses 
Qualitative analyses were used in both studies. The first step in the analysis process 
in the studies was to read the transcripts multiple times to get an overall sense of the 
material. In Study I, we used qualitative content analyses (Graneheim et al., 2017; 
Graneheim & Lundman, 2004), proceeding step by step from the manifest content 
to increasing levels of abstraction and interpretation. Qualitative content analysis 
was selected because of the homogenous nature of the data, which allowed us to 
move in a stepwise manner from an understanding of what participants had actually 
said towards an understanding of the latent meaning (Lindgren et al., 2020). In Study 
I, we used an inductive, data-driven, approach to create themes from data. We 
analysed data from detailed characteristics on a manifest level and abstracted it to a 
more general and theoretical understanding (Graneheim et al., 2017). The inductive 
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approach was used to generate an overall framework for the object of study. 
Ultimately, three major themes were created. 

In Study II, reflexive thematic analysis (Braun & Clarke, 2022) was considered 
suitable because of the heterogenous nature of the data, originating from a narrative 
survey and interviews. The method of analyses allowed generating themes in a 
flexible way. We used both inductive and deductive approaches for analysing the 
data. The student data was inductively analysed to create a framework. 
Subsequently, based on this framework derived from the student data, the teacher 
data was deductively analysed and related to the student data (Figure 4), resulting 
in teacher subthemes that mirrored student themes. A deductive approach is concept 
driven, meaning that data is analysed through an interpretative lens of a concept or 
idea (Braun & Clarke, 2022). Analysing the teacher subthemes based on the student 
thematic framework, we could explore differences and similarities between these 
groups, which ultimately made the analysis richer.  

 

Figure 4. The process of generating meaning deductively in Study II by mirroring teacher subthemes in 
student themes. 
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Methodological considerations  
A qualitative approach was chosen to explore the perceptions of students, teachers, 
and an SP on educational activities and learning. However, there are always 
methodological concerns that the researchers must consider to maintain scientific 
rigor. Assessing scientific rigor can be made in different ways depending on the 
aims, methodology and assumptions of the research (Finlay, 2006). 
The trustworthiness in qualitative research may be conceptualized through its 
credibility, transferability, dependability, confirmability, and reflexivity (Graneheim 
et al., 2017; Korstjens & Moser, 2018; Nowell et al., 2017). 

Credibility concerns the sensemaking of data in the analysis. In this thesis, several 
different methods for triangulation was applied (Kitto et al., 2008). The 
triangulation with the different methods of data collection was considered to support 
credibility. A potential way to further strengthen credibility in this thesis, would 
have been to include the curricular documents as data in the analysis in Study II. 
Moreover, investigator triangulation was used during the analysis, which involved 
regular meetings within the research group to discuss coding and interpretation of 
data. The composition of the research group with different educational backgrounds 
strengthened the impact of investigator triangulation. 

Transferability of what the research findings can bring to other settings is dependent 
on consideration of contextual conditions. To support transferability participants 
were thoroughly described according to their formal relation to, and experience in 
medical education. An important aspect was their prior experience in handling 
challenging patient communication. A detailed description of the different steps in 
the research process were included to support transferability judgement. 

Dependability refers to the consistency over time in the research process. This was 
supported through a detailed description of the analysis methods and the use of 
quotes, to make it possible to follow the interpretation process from the raw data to 
the generated themes. 

Confirmability refers to how interpretations and findings derives from the data. My 
thorough pre-understanding and deep involvement in the object of the study was 
continuously challenged by the other members of the research team in the process 
of interpreting data (Graneheim et al., 2017). However, despite aims to coop with 
it, my involvement presented a potential risk of bias. Some of the participating 
teachers were involved in educational activities coordinated by me. To reduce 
possible bias, it was clearly stated during data collection, that the purpose of the 
interview was research and not work. Moreover, there were no relation between the 
students and me outside the research project, which decreased the risk of 
participation bias. 
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Reflexivity is a concern in qualitative research and in this thesis. Researchers’ 
preconceptions will affect the choices made in the research process (Malterud, 
2001). I was very involved as a founder and coordinator of the learning activity and 
had thorough knowledge of several aspects of learning activities with SPs. The other 
members of the research team had diverse backgrounds with varied relation to 
working with SP, two had experience of working with SPs, four had no 
experience. It is plausible that the interpretation of the data was biased by the 
relation to the object of research. To reduce that bias, we frequently reviewed the 
analysis with different members of the research team, challenging our 
interpretations of the data from different points of view. 

In this thesis three different methods of data collection are utilized. Stimulated recall 
used in Study I, supported memory of the recorded activity (Lyle, 2003). Using 
stimulated recall can also enrich the data by letting the participants discuss their 
communicative strategies while confronted of a recorded example of their own 
(Dempsey, 2010). It is at risk that participants change their normal behaviour during 
the recorded session of an interaction because of the sensation of being observed 
(Dempsey, 2010). In the explored cases in this thesis the setting already included 
observers which could decrease the risk of behaviour change. An interesting way of 
collecting data would have been to include stimulated recall in a focus group setting, 
e.g. letting the three participants (student, SP and teacher) watch a recorded SP 
activity together while being interviewed. This may enhance the depth of the 
different perspectives. 

The reason for using a narrative survey for collecting data in Study II was to reach 
as many students as possible to obtain diverse perspectives, described as “a wider 
lens” by Braun and colleagues (2021). Another reason is that the anonymity of an 
online survey can facilitate answering questions (Braun et al., 2021). After reading 
the answers of the survey a decision was made to perform additional interviews, to 
obtain richer data (Braun et al., 2021). The narration in the answers and the number 
of answers made the additional interviews a feasible option. 

The interviews with the teachers in Study II were performed one-on-one. Given that 
the teachers had diverse backgrounds and specialties a focus group interview could 
have supported diverse elaboration on the topic (Gibbs, 1997). 

The recruitment process of student participants in Study II might have influenced 
characteristics of the collected data. Since all participants had actively chosen to 
take part in the study after receiving invitation, they might have had a positive initial 
perception of the learning activity. This could potentially limit the information 
power with regards to sample specificity related to study aim (Malterud et al., 2015). 
More diverse perspectives to explore the complexity of the project might not have 
been elucidated. If the data collection had been coordinated with a regular 
programme assignment, encouraging greater student participation, a more diverse 
perspective might have been achieved. 
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In Study II, six of the nine interviews were performed via video interviewing for 
logistical reasons, using the Zoom platform. Video interviewing is considered to be 
a distant technique more similar to face-to-face, as compared to interview by 
telephone (Saarijärvi & Bratt, 2021). However, there is a risk of missing the full 
picture of participants responses, such as body language and other non-verbal cues, 
which can influence communication during the interview. Video interviewing also 
presents a risk of technical problems in transmission of sound and picture, and the 
researcher must confirm that confidentiality is secured by asking if the interviewee 
is alone in the room (Saarijärvi & Bratt, 2021). The different modalities of interview 
could have influenced the data collection of the interview part in Study II. I as the 
interviewer thoroughly compensated for the differences in modality by checking 
confidentiality and asking detailed follow-up questions if anything was unclear. 

Ethical considerations 
Ethical considerations should be made for all research involving humans to prevent 
any harm or inconvenience for the participating persons. The participants should 
feel no threat to their dignity or well-being. Both studies were performed in 
accordance with the principles for research involving human subjects outlined in the 
Declaration of Helsinki (World Medical Association, 2013) and were approved by 
the Swedish Ethical Review Authority (Dnr: 2015/853 and 2021-06547-01). For 
both studies, the review authority deemed an advisory opinion to be sufficient since 
the nature of the data was not sensitive and the research did not include any 
intervention. Furthermore, the activities needed for the research were performed 
within normal study or work activities. During the analysis, data codes were used 
and the data was not traceable to any specific participant. Only me as the main 
author had the code key. 
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Results 

This section contains a summary of the results from the included studies, beginning 
with themes on learning during an SP scenario, followed by a section of themes on 
learning to handle challenging patient communication with SP activities in a 
programme perspective. 

Identity formation 
Students perceived that the emotional load and sense of being surprised caused by 
the simulated scenario could support the development of their professional identity. 
The emotional load in the scenario forced the students to make choices about the 
communicative strategies they used, either using a private comforting strategy or a 
medico-professional one ‘As my private self, I really just want to say to the patient, 
‘Cry!’ But now I'm a doctor so I want her to talk.’ (S [Student]). The conflict 
between these two strategies allowed students to get a better perspective of their role 
as a professional physician. Students also reflected on the sometimes powerful 
moments of learning resulting from encountering unexpected reactions from the SP 
in a safe situation ‘Yes, it is probably some sort of reaction of fear. A little bit, 
anyway. Thus, learning.’ (S). 

Crucial for students’ learning in the simulated situation were the teachers’ 
preparational activities. These activities supported the students to suspend disbelief 
by letting them understand the detailed structure of the activity and the possibility 
of trying different strategies in a safe setting. 

Collaborative learning  
The SP and the students reported that learning was a mutual creation. The SP 
described the creation of a learning space between the student and SP, where both 
influenced the action and learning ‘It becomes more or less varied, and it depends 
on their attitude and how they approach the communication.’ (SP). The SP had the 
script in mind the whole time so they could, to a certain extent, direct the scenario 
in a way that enhanced the individual student’s learning. With help of the scripted 
case, the SP created a sense of an emotional load to set student in their zone of 
proximal development. 
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Learning intentions  
The teachers viewed students in the SP scenario as a possible future colleague ‘Can 
he make sure that he will keep that, he will become a good doctor!’ (T [Teacher]). 
When the SP and the student discussed aspects of the present communicative 
situation, the teachers assessed students’ performance based on their experience of 
what constitutes valuable communicative strategies for the professional future of the 
student. This future-oriented perspective on learning was more distant from the 
scenario than were the students’ and the SP’s. Nevertheless, it stressed that the 
activity had value for the students’ professional future. 

Five themes were generated on perceptions of vital knowledge and skills to handle 
challenging patient communication, and how to learn these in a programme 
perspective. Of particular interest was how SP activities related to adjacent learning 
activities. 

Knowing oneself as a communicative partner 
The importance of knowing oneself as a communicative partner was regarded as 
helpful for handling challenging patient communication. The students emphasized 
the need to know their own reactions and what emotions can be elicited in such 
situations described by a student as important to know ‘One’s own strengths but 
also one’s anxieties and apprehensions’ (S). Students also highlighted the 
significance of making the communication patient-centred, knowing when and how 
to ask questions to ensure patient understanding. Learning to stay present during 
emotionally intense encounters was another perception of learning in patient 
communication. The students expressed a desire for early exposure to challenging 
patient communication during the advanced level of their medical education, with 
opportunities for learning progression over a longer period. They valued 
experiential learning and feedback from peers and supervisors to develop their self-
knowledge. 

The mirrored subthemes of the teachers emphasized the importance of students 
feeling safe and self-assured for promoting learning the requisite knowledge and 
skills for patient communication. Patient-centred communication and addressing 
individual needs were also highlighted. Teachers reported that they lacked 
information about students' communication skills from one rotation to another and 
called for information to promote progression ‘No, we don’t know anything. The 
students are all suddenly new’ (T). 

Clinical agenda and empathic approach 
The students reported that in emotionally intense communication situations, it was 
challenging to simultaneously manage a clinical agenda together with an empathic 
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approach ‘To obtain information from the patient I need to give the patient the best 
care and at the same time convey empathy’ (S). They expressed difficulty in 
balancing these two aspects because of the nature of the situation. Additionally, the 
students emphasized the importance of having a base in medical knowledge to 
enhance their empathic communication in challenging patient communication. The 
mirrored teacher subthemes similarly highlighted the role of medical knowledge in 
students’ confidence to manage the challenging patient communication. 

Exploring communicative tools in a non-graded situation 
Students’ self-knowledge and autonomy was supported by the non-graded setting 
of the simulated activities. This supported the individual exploration and 
development of different communicative strategies, which could be used during 
challenging patient communication. 

The mirrored subthemes of the teachers supported the students’ perspectives, in that 
the student had to have a sense of basic safety prior to encountering actual 
challenging patient communication situations. Teachers also reported that 
increasing the number of simulated activities could support participants’ ability to 
handle challenging patient communication. 

Adjacent teaching influences the learning in the simulation 
The relation between the SP activity and the adjacent learning activities influenced 
students’ learning to handle challenging patient communication. The bridging 
between different learning activities was perceived insufficient, which did not 
promote learning ‘The teachers did not refer to the simulation, I don’t think they 
know that we had exercises like that. It is not clear if they know about the simulation’ 
(S). When aspects of learning to handle challenging patient communication were 
included in the teaching of medical knowledge it was perceived beneficial for 
learning, bridging the perceived gap between medical knowledge and 
communicative skills. Another suggested way to bridge the SP activity to other 
learning activities was to include aspects from other rotations and medical 
specialties in a single simulated case, thus covering other areas of knowledge and 
skills. 

The mirrored subthemes of the teachers supported the student theme on expanding 
the simulated case to cover a broader perspective of medical knowledge and skills. 
Our results indicate a variation among the teachers in the way they included learning 
activities on communication skills in learning activities on medical knowledge. 
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Many actual patient consultations promote learning 
The students reported a desire to encounter actual patients to better learn to handle 
challenging situations. The actual patient encounters were described as profitable 
for learning, especially in combination with the SP activities. It was described as 
profitable if the simulated cases aligned with actual patient cases. 

The teachers reported that recruiting actual patients for learning to handle 
challenging patient communication was difficult to organize because of patient 
vulnerability. Furthermore, it was difficult to guarantee that all students would be 
able to conduct a challenging patient communication because of the restricted 
number of patients encounters including challenging communication. However, a 
mirrored subtheme from the teachers was the possibility to recruit patients in a 
vulnerable but uncomplicated state from a medical point of view. This was 
suggested to make it easier for the student to convey empathy in the encounter. 
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General discussion 

The result of this thesis highlights the perceived value of using SPs to learn 
managing challenging patient communication and support the development of a 
professional physician identity among medical students. However, to augment the 
students’ perception of learning, these activities can be better integrated into the 
curriculum. A perceived gap between learning medical knowledge and learning 
communicative skills, is described to hamper the perception of learning of the latter. 
To increase the learning value of an SP activity on challenging patient 
communication the content of the simulated case can involve non-psychiatric 
aspects of the curriculum, e.g. the acute crisis can emanate from a gynaecological 
problem that the students must take in account. 

Identity formation: empathy and medical knowledge 
Professional identity formation, as put forward by Cruess et al. (2014), describes 
how a medical student internalizes in stages different aspects of being a professional 
physician through the development of a professional self. They should develop the 
ability to act and think in line with what is required of a physician profession. 
Knowing oneself can be a part of the professional identity formation (Cruess et al., 
2014). In this thesis, students described self-knowledge as the ability to anticipate 
and manage their reactions in professional settings. They also noted that knowing 
oneself as a communicative partner is vital for the management of challenging 
patient communication.  

A physician’s professional identity is developed through activities relating to other 
persons (Monrouxe, 2010). The process of managing challenging patient 
communication is vital to developing a professional identity, as it represents the 
intersection of communicating medical knowledge and empathy. Challenging 
patient communication puts students’ communication skills to the test. Toivonen et 
al. (2017) describes that students can feel emotionally detached during learning 
activities related to challenging patient communication, which may be to preserve 
themselves from distress; their empathic communication might subsequently 
decline over time. Toivonen et al. (2017) implies the students are deliberately 
staying focused on medical knowledge, detaching themselves from their emotions, 
to be a good physician in the communication situation. We found slightly divergent 
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results. In line with Isaksson et al. (2022), students perceived that the often 
surprising and emotionally overwhelming nature of the challenging communication 
in the simulated scenario was meaningful for their learning. The simulation pushed 
them in a direction where they did not have full control but still felt safe. They had 
to look for unplanned communicative solutions in themselves, which helped to 
increase their self-knowledge. They reflected on those moments as valuable for their 
professional identity formation, helping them to see their dual roles a private 
comforting person and a professional physician.  

Being a physician means being able to communicate medical knowledge and convey 
empathy, both cognitive and affective, in a consultation (Rieffestahl et al., 2021). 
Brodahl et al. (2021) states that the students in challenging patient communication 
tend to communicate medical knowledge instead of conveying empathy, which is in 
line with Riffestahl et al. (2021) and Toivonen et al. (2017). Both Toivonen and 
Brodahl discuss along the same lines as there being less emphasis in students on 
empathic communication in learning activities on managing challenging patient 
communication. In this thesis, however, students reported that having thorough 
knowledge on medical aspects was supportive of the perception of using empathic 
communication. This result suggests that having basic medical knowledge is 
perceived as a prerequisite for the perception of applying empathic communication. 

Learning with simulated patients 

Collaborative creation of learning 
SP activities are a valuable way of learning different aspects of communication, 
including balancing communicating medical knowledge and empathy (Dale 
MacLaine et al., 2021; Vermylen et al., 2020; Williams & Song, 2016). In an SP 
scenario, the learning is mutually created by the active student and SP during a 
scenario (Lovink et al., 2021). The flexible nature of the learning activity requires 
the SP to adapt their portrayal of the patient to best support learning. In the SP 
activities explored in this thesis, SPs were free to react based on the learning 
outcomes and the scripted character as described by Pascucci et al. (2014). This is 
perceived to support the sense of a mutual creation of a learning space, where the 
SP and student are dependent on each other to proceed with the simulated encounter. 
As articulated by Groot et al. (2020), the communicative challenge in an SP activity 
may be of high difficulty – on the edge of the zone of proximal development, where 
learning still occurs. This was supported by the theme in ‘Identity formation’ where 
the students reported that their learning was supported by them being surprised by 
how challenging the simulation was. 
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Important for learning is to have a ‘more knowledgeable other’, preferably a peer, 
in the zone of proximal development (Vygotsky & Cole, 1978). This was reflected 
in the theme ‘Collaborative learning’. In this case, the SP took the role of a ‘more 
knowledgeable other’ because the SP and student were working on the same 
problem but from different points of view. The zone of proximal development was 
created as a physical space, ‘a learning space’, between the SP and student where 
the inputs of the two parties linked. According to Groot et al. (2020), simulations of 
challenging patient communication can be stressful for students. Our results imply 
that the SP, in their role of the more knowledgeable other, can reduce student stress 
as well as increase learning. 

The theme ‘Exploring communicative tools in a non-graded situation’ suggested 
that learning was supported by not grading the SP activity. This is in line with 
Bearman et al. (2019), who notes that the perception of doing wrong can be a key 
factor for learning. Muckler and Thomas (2019) notes that apprehension of being 
assessed can influence the suspension of disbelief and the ability to sign the 
immaterial fiction contract. The non-graded learning situation was perceived by 
both students and teachers to promote exploration of communicative strategies 
without fear of failure. It helped expand students’ communicative repertoire and 
allowed them to actively experiment (Kolb, 1984) in safe conditions. 

The SP’s responsibility is to, in an authentic way, meet the student on their level; in 
contrast, it is the student’s responsibility to monitor their own suspension of 
disbelief. The suspension of disbelief can be promoted by proper preparation 
(Muckler & Thomas, 2019). Our results show that teachers had a crucial role in 
supporting the suspension of disbelief in students by preparing the students of the 
framing and outcomes of the simulation. In other words, their preparation was 
crucial for the students in ‘signing’ the immaterial fiction contract. The suspension 
of disbelief in students was also promoted by a sense of uniqueness created by 
teachers preparing the students for the SP activity. 

Experiential learning in cycles 
An SP activity fits well in the theory of experiential learning (Kolb, 1984), enabling 
different levels of reflection in the experiential learning cycle. It creates a micro 
cycle during the scenario, whereby students have a concrete experience, engage in 
reflective observation, abstract those observations into concepts, and then actively 
experiment with their learning to produce a new concrete experience. This is in line 
with Lovink et al. (2021) and supported by the theme ‘Collaborative learning’. In 
other words, feedback from the SP (in character) during the scenario can lead to 
reflection followed by conceptualization and active experimentation. This learning 
cycle can be short and internalized within the individual student. During the small 
breaks in the scenario (time out/time in), the student can describe the micro cycle as 
a concrete experience, beginning a new ‘meso’ reflection cycle with peers, which in 
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turn can lead to more active experimentation. In the post simulation reflection, the 
entire simulated activity with all its breaks and related feedback can be reflected on 
as a holistic concrete experience, producing an even larger ‘macro’ reflection cycle 
that allows for elaborated reflections and abstract conceptualisation. At this point, 
the student might include elaborated reflections of experiences from other 
educational activities, such as lectures and work-based learning, to continue their 
experiential learning. In this way, the experiential learning process can generate ever 
widening cycles. This is supported in the theme ‘Adjacent teaching influences the 
learning in the simulation’ and aligns with the variation theory by Marton and Booth 
(1997) who pronounce that it is profitable for learning to include the object of 
learning in varied settings. 

Learning context 

Place in the curriculum 
Patient communication is a core skill that is present throughout the medical 
curriculum investigated in this thesis (Lunds Universitet, n.d.). Bachmann et al. 
(2022) argues that communication skills training should be implemented 
recurrently, being a regular part of learning medical knowledge and clinical skills. 
The students in our studies viewed learning of managing challenging 
communication in a similar way. Although, students’ perception of challenging 
patient communication might change with increasing experience (Hinchey & 
Jackson, 2011). In other words, a patient encounter can be labelled as challenging 
early on in the medical education programme, but less challenging later on. 

Our studies show that students and teachers perceived it useful to situate learning 
activities related to challenging patient communication as investigated in this thesis 
within the advanced level of the medical education programme. However, they 
noted it should be gradually introduced. Learning activities specifically addressing 
challenging patient communication were situated at the end of the 8th semester 
(Lund University, 2021a), which was perceived as late by students, and were only 
addressed in learning outcomes in the 9th semester (Lund University, 2022). 
Accordingly, learning to handle challenging patient communication takes place over 
a rather short period, something that students also commented on. Marton and Booth 
(1997) argues that learning a specific subject should be deliberately distributed 
across different contexts to optimize progression. This is in line with our results 
where both teachers and students perceived that the learning activities being isolated 
to a specific rotation hampered progression. 
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Patient simulation and adjacent learning activities 
The studies in this thesis indicated that SP activities are perceived as valuable 
learning activities for handling challenging patient communication, but it is 
perceived not efficiently utilized for progression (as noted in the theme ‘Adjacent 
teaching influences the learning in the simulation’). In line with Moura et al. (2021), 
our results indicate that SP activities on challenging patient communication should 
be woven into adjacent learning activities. The results imply that aspects of 
challenging patient communication can be represented in learning activities other 
than SP activities and vice versa, i.e., relevant communicative aspects from adjacent 
rotations, can be included in an SP scenario. Distributed content from learning 
activities is perceived to enhance the progression in learning to manage challenging 
patient communication. 

Other studies show that medical students experience better learning when 
communicating with actual patients (Burke et al., 2023). In one of our studies, the 
students stated that communicating with actual patients supported their learning to 
manage challenging patient communication. They wanted to communicate with 
actual patients to get concrete experiences, which in turn would help them in 
developing communication strategies. This is in line with the disadvantages of 
learning through SP activities where the power balance is skewed as compared to 
actual patients (Hanna & Fins, 2006) and the students may have a sense of 
performing (Yardley et al., 2013). An additional finding in this thesis, in line with 
Baessler et al. (2019), is that most of the learning activities on challenging patient 
communication during the explored semester took place in the psychiatric rotation. 
We also noted that perceptions of learning activities to manage challenging patient 
communication differed among teachers, particularly regarding the appropriateness 
in communicating with actual patients, number of activities, etc. According to 
Marton and Booth’s (1997) theory on variation in learning, it might be profitable to 
explore the possibilities of including learning activities on challenging patient 
communication in domains other than psychiatry and in more diverse situations.  



47 

Conclusions and educational 
implications 

This thesis implies that SP activities are experienced as a useful tool to learn how to 
handle challenging patient communication. During challenging patient 
communication, self-knowledge is perceived as valuable. An implication in this 
thesis is that it is vital for an SP scenario to be flexible, allowing the SP to take the 
part of a more knowledgeable other, to support the students in developing their 
professional identity and self-knowledge in the zone of proximal development. The 
high emotional load in the scenario, but still within a safe simulated setting, can 
encourage the students to explore different communicative strategies and their 
professional identity. The teachers’ future-oriented perspective on building up 
students’ professional identity complemented the more present-focused approach 
by students and SPs. The teachers also made a vital contribution to the scenario 
through their preparatory measures, which supported the suspension of disbelief in 
students. Students indicated that the connectedness between SP activities and other 
learning activities could have been clearer to facilitate their perceived learning. The 
perception of learning might be enhanced if aspects of challenging patient 
communication are better woven into the learning of medical knowledge. To 
enhance progression in learning to handle challenging patient communication, 
progression can be clearer in the curriculum. However, the perception of 
progression is hampered by teachers not knowing the individual student’s 
communicative competencies when entering a rotation. 

The educational implications of the thesis are that the perception of learning is 
enhanced by student-centred, experiential learning of challenging patient 
communication in simulated settings. This is also perceived by students to support 
the development of professional identity. The inclusion of appropriate 
communication skills in learning activities on medical knowledge could facilitate a 
sense of connectedness and progression in students and teachers throughout the 
medical education programme. 



48 

Future research 

In this thesis, I explored aspects of learning how to handle challenging patient 
communication using SP activities. An aspect of learning not explored in this thesis 
was feedback. Feedback has been found to be crucial for learning. It would be 
beneficial to explore the feedback in SP activities from different perspectives, 
including students, SPs, teachers, and the observing peers. It would also be valuable 
to compare different perspectives on learning across the different feedback turns of 
the same SP activity. It would be interesting to use the same research design as in 
Study I, but with an emphasis on feedback. 

A surprising additional finding was the different teachers’ approach to teaching how 
to handle challenging patient communication. It would be interesting to explore if 
and how differences in education, experiences, and specialty among teachers on 
different rotations influence the learning of handling challenging patient 
communication. 

For future research, it would be interesting to investigate if learning, both perceived 
and measured, differs between groups of students who do and do not have learning 
related to challenging patient communication integrated with learning of medical 
knowledge. An intervention design could be used to compare these groups. 

 
  



49 

References 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders: DSM-5 (5th ed., Vol. 10). American Psychiatric Association Publishing. 
https://doi.org/10.1176/appi.books.9780890425596  

Aper, L., Veldhuijzen, W., Dornan, T., van de Ridder, M., Koole, S., Derese, A., & 
Reniers, J. (2015). 'Should I prioritize medical problem solving or attentive 
listening?': The dilemmas and challenges that medical students experience when 
learning to conduct consultations. Patient Education and Counseling, 98(1), 77-84. 
https://doi.org/10.1016/j.pec.2014.09.016  

Bachmann, C., Pettit, J., & Rosenbaum, M. (2022). Developing communication curricula 
in healthcare education: An evidence-based guide. Patient Education and 
Counseling, 105(7), 2320-2327. 
https://doi.org/https://doi.org/10.1016/j.pec.2021.11.016  

Bada, S. O., & Olusegun, S. (2015). Constructivism learning theory: A paradigm for 
teaching and learning. Journal of Research & Method in Education, 5(6), 66-70.  

Baessler, F., Zafar, A., Schweizer, S., Ciprianidis, A., Sander, A., Preussler, S., Honecker, 
H., Wolf, M., Bartolovic, M., Wagner, F. L., Klein, S. B., Weidlich, J., Ditzen, B., 
Roesch-Ely, D., Nikendei, C., & Schultz, J.-H. (2019). Are we preparing future 
doctors to deal with emotionally challenging situations? Analysis of a medical 
curriculum. Patient Education and Counseling, 102(7), 1304-1312. 
https://doi.org/10.1016/j.pec.2019.02.024  

Baker, L. R., Phelan, S., Woods, N. N., Boyd, V. A., Rowland, P., & Ng, S. L. (2021). Re-
envisioning paradigms of education: towards awareness, alignment, and pluralism. 
Advances in Health Sciences Education, 26(3), 1045-1058. 
https://doi.org/10.1007/s10459-021-10036-z  

Barrows, H. S. (1993). An overview of the uses of standardized patients for teaching and 
evaluating clinical skills. AAMC. Academic Medicine, 68(6), 443-453. 
https://www.ncbi.nlm.nih.gov/pubmed/8507309  

Barrows, H. S., & Abrahamson, S. (1964). The Programmed Patient: A Technique for 
Appraising Student Performance in Clinical Neurology. Journal of Medical 
Education, 39, 802-805. https://www.ncbi.nlm.nih.gov/pubmed/14180699  

Bearman, M., Greenhill, J., & Nestel, D. (2019). The power of simulation: a large-scale 
narrative analysis of learners' experiences. Medical Education, 53(4), 369-379. 
https://doi.org/10.1111/medu.13747  



50 

Bell, S. K., Pascucci, R., Fancy, K., Coleman, K., Zurakowski, D., & Meyer, E. C. (2014). 
The educational value of improvisational actors to teach communication and 
relational skills: perspectives of interprofessional learners, faculty, and actors. 
Patient Education and Counseling, 96(3), 381-388. 
https://doi.org/10.1016/j.pec.2014.07.001  

Bokken, L., Rethans, J.-J., Scherpbier, A. J. J. A., & van der Vleuten, C. P. M. (2008). 
Strengths and Weaknesses of Simulated and Real Patients in the Teaching of Skills to 
Medical Students: A Review. Simulation in Healthcare, 3(3), 161-169. 
https://doi.org/10.1097/SIH.0b013e318182fc56  

Bomhof-Roordink, H., Gärtner, F. R., Stiggelbout, A. M., & Pieterse, A. H. (2019). Key 
components of shared decision making models: a systematic review. BMJ Open, 
9(12), e031763. https://doi.org/10.1136/bmjopen-2019-031763  

Braun, V., & Clarke, V. (2022). Thematic analysis A practical Guide. Sage.  
Braun, V., Clarke, V., Boulton, E., Davey, L., & McEvoy, C. (2021). The online survey as 

a qualitative research tool. International Journal of Social Research Methodology, 
24(6), 641-654. https://doi.org/10.1080/13645579.2020.1805550  

Brodahl, K. Ø., Finset, A., Storøy, H.-L. E., & Pedersen, R. (2021). Medical students’ 
expressions of empathy: A qualitative study of verbal interactions with patients 
expressing emotional issues in a medical interview. Patient Education and 
Counseling, 104(12), 2936-2943. https://doi.org/10.1016/j.pec.2021.03.042  

Bukowski, H., Sweeney, C., Bennett, D., Rizzo, G., & O’Tuathaigh, C. M. P. (2022). 
Medical student empathy and breaking bad news communication in a simulated 
consultation. Patient Education and Counseling, 105(5), 1342-1345. 
https://doi.org/https://doi.org/10.1016/j.pec.2021.09.017  

Burke, G., Melvin, L., & Ginsburg, S. (2023). “Patients Are the People Who Teach Me the 
Most”: Exploring the Development of Communication Skills During Internal 
Medicine Residency. Journal of Graduate Medical Education, 15(1), 59-66. 
https://doi.org/10.4300/jgme-d-22-00433.1  

Cambridge University Press & Assessment. (2023a). Self-awareness. In Cambridge 
Dictionary. https://dictionary.cambridge.org/dictionary/english/self-awareness 

Cambridge University Press & Assessment. (2023b). Self-knowledge. In Cambridge 
Dictionary. https://dictionary.cambridge.org/dictionary/english/self-knowledge 

Cleland, J., Abe, K., & Rethans, J. J. (2009). The use of simulated patients in medical 
education: AMEE Guide No 42. Medical Teacher, 31(6), 477-486. 
https://www.ncbi.nlm.nih.gov/pubmed/19811162  

Collins, J. W., & O'Brien, N. P. (2011).  
Cruess, R. L., Cruess, S. R., Boudreau, J. D., Snell, L., & Steinert, Y. (2014). Reframing 

Medical Education to Support Professional Identity Formation. Academic Medicine, 
89(11), 1446-1451. https://doi.org/10.1097/acm.0000000000000427  

Cushing, A. M. (2015). Learning patient-centred communication: The journey and the 
territory. Patient Education and Counseling, 98(10), 1236-1242. 
https://doi.org/10.1016/j.pec.2015.07.024  



51 

Dale MacLaine, T., Lowe, N., & Dale, J. (2021). The use of simulation in medical student 
education on the topic of breaking bad news: A systematic review. Patient Education 
and Counseling, 104(11), 2670-2681. 
https://doi.org/https://doi.org/10.1016/j.pec.2021.04.004  

Dempsey, N. P. (2010). Stimulated recall interviews in ethnography. Qualitative 
Sociology, 33, 349-367.  

Dieckmann, P., Gaba, D., & Rall, M. (2007). Deepening the Theoretical Foundations of 
Patient Simulation as Social Practice. Simulation in Healthcare, 2(3), 183-193. 
https://doi.org/10.1097/SIH.0b013e3180f637f5  

Dieckmann, P., Manser, T., Wehner, T., & Rall, M. (2007). Reality and Fiction Cues in 
Medical Patient Simulation: An Interview Study with Anesthesiologists. Journal of 
Cognitive Engineering and Decision Making, 1(2), 148-168. 
https://doi.org/10.1518/155534307x232820  

Dornan, T., Pearson, E., Carson, P., Helmich, E., & Bundy, C. (2015). Emotions and 
identity in the figured world of becoming a doctor. Medical Education, 49(2), 174-
185.  

Doyle, L., Keogh, B., & Morrissey, J. (2007). Caring for patients with suicidal behaviour: 
an exploratory study. British Journal of Nursing, 16(19), 1218-1222. 
https://doi.org/10.12968/bjon.2007.16.19.27362  

Dunnington, R. M. (2014). The nature of reality represented in high fidelity human patient 
simulation: philosophical perspectives and implications for nursing education. 
Nursing Philosophy, 15(1), 14-22. https://doi.org/10.1111/nup.12034  

Eppich, W. J., Hunt, E. A., Duval-Arnould, J. M., Siddall, V. J., & Cheng, A. (2015). 
Structuring feedback and debriefing to achieve mastery learning goals. Academic 
Medicine, 90(11), 1501-1508. https://doi.org/10.1097/acm.0000000000000934  

Fallowfield, L., & Jenkins, V. (2004). Communicating sad, bad, and difficult news in 
medicine. The Lancet, 363(9405), 312-319. 
https://doi.org/https://doi.org/10.1016/S0140-6736(03)15392-5  

Finlay, L. (2006). ‘Rigour’,‘ethical integrity’or ‘artistry’? Reflexively reviewing criteria 
for evaluating qualitative research. British Journal of Occupational Therapy, 69(7), 
319-326.  

Fowles, T. R., Moore, C. M., Alpert, E., Beveridge, R. M., & Carlsen, A. (2023). Using 
simulated patients to train interpersonal skills with clinical psychology doctoral 
students. Training and Education in Professional Psychology, 17(1), 81-88. 
https://doi.org/10.1037/tep0000396  

Gibbs, A. (1997). Focus groups. Social research update, 19(8), 1-8.  
Graf, J., Loda, T., Zipfel, S., Wosnik, A., Mohr, D., & Herrmann-Werner, A. (2020). 

Communication skills of medical students: survey of self- and external perception in 
a longitudinally based trend study. BMC Medical Education, 20(1), 149. 
https://doi.org/10.1186/s12909-020-02049-w  

Graneheim, U. H., Lindgren, B.-M., & Lundman, B. (2017). Methodological challenges in 
qualitative content analysis: A discussion paper. Nurse Education Today, 56, 29-34. 
https://doi.org/https://doi.org/10.1016/j.nedt.2017.06.002  



52 

Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis in nursing 
research: concepts, procedures and measures to achieve trustworthiness. Nurse 
Education Today, 24(2), 105-112. https://doi.org/10.1016/j.nedt.2003.10.001  

Grau Canét-Wittkampf, C., Diemers, A., Van den Bogerd, K., Schönrock-Adema, J., 
Damoiseaux, R., Zwart, D., Jaarsma, D., Mol, S., Bombeke, K., & de Groot, E. 
(2022). Learning patient-centredness with simulated/standardized patients: A realist 
review: BEME Guide No. 68. Medical Teacher, 1-13. 
https://doi.org/10.1080/0142159X.2022.2093176  

Groot, F., Jonker, G., Rinia, M., Ten Cate, O., & Hoff, R. G. (2020). Simulation at the 
Frontier of the Zone of Proximal Development: A Test in Acute Care for 
Inexperienced Learners. Academic Medicine, 95(7), 1098-1105. 
https://doi.org/10.1097/ACM.0000000000003265  

Guba, E. G., & Lincoln, Y. S. (1994). Competing Paradigms in Qualitative Research. In N. 
K. Denzin & S. Lincoln (Eds.), Handbook of qualitative research (pp. 105-117). 
Sage.  

Hahn, S. R., Kroenke, K., Spitzer, R. L., Brody, D., Williams, J. B., Linzer, M., & 
DeGruy, F. V. (1996). The difficult patient: prevalence, psychopathology, and 
functional impairment. Journal of General Internal Medicine, 11, 1-8.  

Halpern, J. (2014). From idealized clinical empathy to empathic communication in medical 
care. Medicine, Health Care, and Philosophy, 17(2), 301-311. 
https://doi.org/10.1007/s11019-013-9510-4  

Hamstra, S. J., Brydges, R., Hatala, R., Zendejas, B., & Cook, D. A. (2014). Reconsidering 
fidelity in simulation-based training. Academic Medicine, 89(3), 387-392. 
https://doi.org/10.1097/ACM.0000000000000130  

Hanna, M., & Fins, J. J. (2006). Viewpoint: Power and communication: Why simulation 
training ought to be complemented by experiential and humanist learning. Academic 
Medicine, 81(3), 265-270. https://doi.org/Doi 10.1097/00001888-200603000-00016  

Hinchey, S. A., & Jackson, J. L. (2011). A cohort study assessing difficult patient 
encounters in a walk-in primary care clinic, predictors and outcomes. Journal of 
General Internal Medicine, 26, 588-594.  

Hojat, M., Vergare, M. J., Maxwell, K., Brainard, G., Herrine, S. K., Isenberg, G. A., 
Veloski, J., & Gonnella, J. S. (2009). The Devil is in the Third Year: A Longitudinal 
Study of Erosion of Empathy in Medical School. Academic Medicine, 84(9), 1182-
1191. https://doi.org/10.1097/ACM.0b013e3181b17e55  

Howick, J., Dudko, M., Feng, S. N., Ahmed, A. A., Alluri, N., Nockels, K., Winter, R., & 
Holland, R. (2023). Why might medical student empathy change throughout medical 
school? a systematic review and thematic synthesis of qualitative studies. BMC 
Medical Education, 23(1), 270. https://doi.org/10.1186/s12909-023-04165-9  

Hughes, J. C., Bamford, C., & May, C. (2008). Types of centredness in health care: themes 
and concepts. Medicine, Health Care and Philosophy, 11, 455-463.  

Högskoleförordningen. (SFS 1993:100).  Utbildningsdepartementet. 
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-
forfattningssamling/hogskoleforordning-1993100_sfs-1993-100/ 



53 

Isaksson, J., Krabbe, J., & Ramklint, M. (2022). Medical students’ experiences of working 
with simulated patients in challenging communication training. Advances in 
Simulation, 7(1), 32. https://doi.org/10.1186/s41077-022-00230-3  

Jackson, J. L., & Kroenke, K. (1999). Difficult patient encounters in the ambulatory clinic: 
clinical predictors and outcomes. Archives of Internal Medicine, 159(10), 1069-1075.  

Johnston, F. M., & Beckman, M. (2019). Navigating difficult conversations. Journal of 
Surgical Oncology, 120(1), 23-29. https://doi.org/https://doi.org/10.1002/jso.25472  

Kitto, S. C., Chesters, J., & Grbich, C. (2008). Quality in qualitative research. Medical 
Journal of Australia, 188(4), 243-246.  

Kneebone, R. L. (2016). Simulation reframed. Advances in Simulation, 1(1), 27. 
https://doi.org/10.1186/s41077-016-0028-8  

Kolb, A. Y., & Kolb, D. A. (2017). Experiential learning theory as a guide for experiential 
educators in higher education. Experiential Learning & Teaching in Higher 
Education, 1(1), 7-44.  

Kolb, D. A. (1984). Experiental learning: Experince as the source of learning and 
development. Prentice-Hall.  

Korstjens, I., & Moser, A. (2018). Series: Practical guidance to qualitative research. Part 4: 
Trustworthiness and publishing. European Journal of General Practice, 24(1), 120-
124. https://doi.org/10.1080/13814788.2017.1375092  

Kuhne, F., Ay, D. S., Otterbeck, M. J., & Weck, F. (2018). Standardized Patients in 
Clinical Psychology and Psychotherapy: a Scoping Review of Barriers and 
Facilitators for Implementation. Academic Psychiatry, 42(6), 773-781. 
https://doi.org/10.1007/s40596-018-0886-6  

Lewis, K. L., Bohnert, C. A., Gammon, W. L., Hölzer, H., Lyman, L., Smith, C., 
Thompson, T. M., Wallace, A., & Gliva-McConvey, G. (2017). The Association of 
Standardized Patient Educators (ASPE) Standards of Best Practice (SOBP). 
Advances in Simulation, 2(1), 10. https://doi.org/10.1186/s41077-017-0043-4  

Lindgren, B.-M., Lundman, B., & Graneheim, U. H. (2020). Abstraction and interpretation 
during the qualitative content analysis process. International Journal of Nursing 
Studies, 108, 103632.  

Lioce, L., Meakim, C. H., Fey, M. K., Chmil, J. V., Mariani, B., & Alinier, G. (2015). 
Standards of Best Practice: Simulation Standard IX: Simulation Design. Clinical 
Simulation In Nursing, 11(6), 309-315. https://doi.org/10.1016/j.ecns.2015.03.005  

Lipkin, M. (2017). The history of communications skills knowledge and training. In D. W. 
Kissane, B. D. Bultz, P. N. Butow, C. L. Bylund, & S. Wilkinson (Eds.), Oxford 
Textbook of Communication in Oncology and Palliative Care (pp. 3-9). Oxford 
University Press.  

Lovink, A., Groenier, M., van der Niet, A., Miedema, H., & Rethans, J. J. (2021). The 
contribution of simulated patients to meaningful student learning. Perspect Med 
Educ, 10(6), 341-346. https://doi.org/10.1007/s40037-021-00684-7  

Lund University. (2021a). LÄKM73, Clinical Medicine 2, 30 credits. Lund University. 
Retrieved June 29 from https://kursplaner.lu.se/pdf/kurs/en/L%C3%84KM73 



54 

Lund University. (2021b). MALÄK, Medical Programme, 360 credits. Lund University. 
Retrieved May 30 from 
https://canvas.education.lu.se/courses/8461/pages/utbildningsplaner?module_item_id
=623755 

Lund University. (2022). LÄKM95, Clinical Medicine 4, 28.5 credits. Lund University. 
Retrieved Apr 5 from https://kursplaner.lu.se/pdf/kurs/en/L%C3%84KM95 

Lunds Universitet. (n.d.). Tidigare kursplaner. Retrieved 5 July from 
https://canvas.education.lu.se/courses/8461/pages/tidigare-
kursplaner?module_item_id=304317 

Lyle, J. (2003). Stimulated recall: a report on its use in naturalistic research. British 
Educational Research Journal, 29(6), 861-878. 
https://doi.org/10.1080/0141192032000137349  

Malterud, K. (2001). Qualitative research: standards, challenges, and guidelines. The 
Lancet, 358(9280), 483-488. https://doi.org/http://dx.doi.org/10.1016/S0140-
6736(01)05627-6  

Malterud, K., Siersma, V. D., & Guassora, A. D. (2015). Sample Size in Qualitative 
Interview Studies: Guided by Information Power. Qualitative Health Research. 
https://doi.org/10.1177/1049732315617444  

Marton, F., & Booth, S. A. (1997). Learning and awareness. Psychology Press.  
Masangkay, N., Adams, J., Dwinnell, B., Hanson, J. T., Jain, S., & Tariq, S. (2022). 

Revisiting Feed Forward: Promoting a Student-Centered Approach to Education 
Handoffs, Remediation, and Clerkship Success. Teaching and Learning in Medicine, 
1-9. https://doi.org/10.1080/10401334.2022.2082433  

Mavis, B., Turner, J., Lovell, K., & Wagner, D. (2006). Faculty, students, and actors as 
standardized patients: expanding opportunities for performance assessment. Teaching 
and Learning in Medicine, 18(2), 130-136. 
https://doi.org/10.1207/s15328015tlm1802_7  

McLean, M., Johnson, P., Sargeant, S., & Green, P. (2015). Simulated patients' 
perspectives of and perceived role in medical students' professional identity 
development. Simul Healthc, 10(2), 85-91. 
https://doi.org/10.1097/SIH.0000000000000082  

Monrouxe, L. V. (2010). Identity, identification and medical education: why should we 
care? Medical Education, 44(1), 40-49. https://doi.org/10.1111/j.1365-
2923.2009.03440.x  

Moura, D., Costa, M. J., Pereira, A. T., Macedo, A., & Figueiredo-Braga, M. (2021). 
Communication skills preparedness for practice: Is there a key ingredient in 
undergraduate curricula design? Patient Education and Counseling, 105(3), 756-761. 
https://doi.org/https://doi.org/10.1016/j.pec.2021.06.034  

Muckler, V. C. (2017). Exploring Suspension of Disbelief During Simulation-Based 
Learning. Clinical Simulation In Nursing, 13(1), 3-9. 
https://doi.org/10.1016/j.ecns.2016.09.004  

Muckler, V. C., & Thomas, C. (2019). Exploring Suspension of Disbelief Among 
Graduate and Undergraduate Nursing Students. Clinical Simulation In Nursing, 35, 
25-32. https://doi.org/10.1016/j.ecns.2019.06.006  



55 

Mulli, J., Nowell, L., & Lind, C. (2021). Reflection-in-action during high-fidelity 
simulation: A concept analysis. Nurse Education Today, 97, 104709. 
https://doi.org/https://doi.org/10.1016/j.nedt.2020.104709  

Nash, R., & Harvey, T. (2017). Student Nurse Perceptions Regarding Learning Transfer 
Following High-Fidelity Simulation. Clinical Simulation In Nursing, 13(10), 471-
477. https://doi.org/https://doi.org/10.1016/j.ecns.2017.05.010  

Nestel, D., Cooper, S., Bryant, M., Higgins, V., Tabak, D., Murtagh, G., & Barraclough, B. 
(2011). Communication challenges in surgical oncology. Surgical Oncology, 20(3), 
155-161. https://doi.org/https://doi.org/10.1016/j.suronc.2010.07.006  

Nestel, D., McNaughton, N., Smith, C., Schlegel, C., & Tierney, T. (2018). Values and 
value in simulated participant methodology: A global perspective on contemporary 
practices. Medical Teacher, 40(7), 697-702. 
https://doi.org/10.1080/0142159X.2018.1472755  

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic Analysis: 
Striving to Meet the Trustworthiness Criteria. International Journal of Qualitative 
Methods, 16(1). https://doi.org/10.1177/1609406917733847  

Pascucci, R. C., Weinstock, P. H., O’Connor, B. E., Fancy, K. M., & Meyer, E. C. (2014). 
Integrating Actors Into a Simulation Program: A Primer. Simulation in Healthcare, 
9(2), 120-126. https://doi.org/10.1097/SIH.0b013e3182a3ded7  

Rethans, J. J., Grosfeld, F. J., Aper, L., Reniers, J., Westen, J. H., van Wijngaarden, J. J., & 
van Weel-Baumgarten, E. M. (2012). Six formats in simulated and standardized 
patients use, based on experiences of 13 undergraduate medical curricula in Belgium 
and the Netherlands. Medical Teacher, 34(9), 710-716. 
https://doi.org/10.3109/0142159X.2012.708466  

Rieffestahl, A. M., Risør, T., Mogensen, H. O., Reventlow, S., & Morcke, A. M. (2021). 
Ignitions of empathy. Medical students feel touched and shaken by interacting with 
patients with chronic conditions in communication skills training. Patient Education 
and Counseling, 104(7), 1668-1673. 
https://doi.org/https://doi.org/10.1016/j.pec.2020.12.015  

Rivière, E., Jaffrelot, M., Jouquan, J., & Chiniara, G. (2019). Debriefing for the Transfer of 
Learning: The Importance of Context. Academic Medicine, 94(6), 796-803. 
https://doi.org/10.1097/acm.0000000000002612  

Rosen, K. R. (2008). The history of medical simulation. Journal of Critical Care, 23(2), 
157-166. https://doi.org/https://doi.org/10.1016/j.jcrc.2007.12.004  

Rudolph, J. W., Raemer, D. B., & Simon, R. (2014). Establishing a Safe Container for 
Learning in Simulation: The Role of the Presimulation Briefing. Simulation in 
Healthcare, 9(6), 339-349. https://doi.org/10.1097/sih.0000000000000047  

Rystedt, H., & Sjöblom, B. (2012). Realism, authenticity, and learning in healthcare 
simulations: rules of relevance and irrelevance as interactive achievements. 
Instructional Science, 40(5), 785-798. https://doi.org/10.1007/s11251-012-9213-x  

Saarijärvi, M., & Bratt, E.-L. (2021). When face-to-face interviews are not possible: tips 
and tricks for video, telephone, online chat, and email interviews in qualitative 
research. European Journal of Cardiovascular Nursing, 20(4), 392-396. 
https://doi.org/10.1093/eurjcn/zvab038  



56 

Sarraf-Yazdi, S., Teo, Y. N., How, A. E. H., Teo, Y. H., Goh, S., Kow, C. S., Lam, W. Y., 
Wong, R. S. M., Ghazali, H. Z. B., Lauw, S.-K., Tan, J. R. M., Lee, R. B. Q., Ong, 
Y. T., Chan, N. P. X., Cheong, C. W. S., Kamal, N. H. A., Lee, A. S. I., Tan, L. H. 
E., Chin, A. M. C., . . . Krishna, L. K. R. (2021). A Scoping Review of Professional 
Identity Formation in Undergraduate Medical Education. Journal of General Internal 
Medicine, 36(11), 3511-3521. https://doi.org/10.1007/s11606-021-07024-9  

Shapiro, J. (2011). Perspective: Does Medical Education Promote Professional 
Alexithymia? A Call for Attending to the Emotions of Patients and Self in Medical 
Training. Academic Medicine, 86(3), 326-332. 
https://doi.org/10.1097/ACM.0b013e3182088833  

Smith, C. M., Gephardt, E. G., & Nestel, D. (2015). Applying the Theory of Stanislavski to 
Simulation: Stepping into Role. Clinical Simulation In Nursing, 11(8), 361-367. 
https://doi.org/https://doi.org/10.1016/j.ecns.2015.04.001  

Smyth, J. D., Dillman, D. A., Christian, L. M., & Mcbride, M. (2009). Open-Ended 
Questions in Web Surveys: Can Increasing the Size of Answer Boxes and Providing 
Extra Verbal Instructions Improve Response Quality? Public Opinion Quarterly, 
73(2), 325-337. https://doi.org/10.1093/poq/nfp029  

Street, R. L., Jr., Makoul, G., Arora, N. K., & Epstein, R. M. (2009). How does 
communication heal? Pathways linking clinician-patient communication to health 
outcomes. Patient Education and Counseling, 74(3), 295-301. 
https://doi.org/10.1016/j.pec.2008.11.015  

Studer, R. K., Danuser, B., & Gomez, P. (2017). Physicians' psychophysiological stress 
reaction in medical communication of bad news: A critical literature review. 
International Journal of Psychophysiology, 120, 14-22.  

Teteris, E., Fraser, K., Wright, B., & McLaughlin, K. (2012). Does training learners on 
simulators benefit real patients? Advances in Health Sciences Education, 17(1), 137-
144. https://doi.org/10.1007/s10459-011-9304-5  

Tien, L., Wyatt, T. R., Tews, M., & Kleinheksel, A. J. (2019). Simulation as a tool to 
promote professional identity formation and patient ownership in medical students. 
Simulation & Gaming, 50(6), 711-724. https://doi.org/10.1177/1046878119869038  

Toivonen, A. K., Lindblom-Ylänne, S., Louhiala, P., & Pyörälä, E. (2017). Medical 
students’ reflections on emotions concerning breaking bad news. Patient Education 
and Counseling, 100(10), 1903-1909. 
https://doi.org/https://doi.org/10.1016/j.pec.2017.05.036  

Tolsgaard, M. G., Kulasegaram, K. M., & Ringsted, C. V. (2016). Collaborative learning 
of clinical skills in health professions education: The why, how, when and for whom. 
Medical Education, 50(1), 69-78. https://doi.org/10.1111/medu.12814  

van Weel-Baumgarten, E. M., Brouwers, M., Grosfeld, F., Hermus, F. J., Van Dalen, J., & 
Bonke, B. (2012). Teaching and training in breaking bad news at the Dutch medical 
schools: A comparison. Medical Teacher, 34(5), 373-381. 
https://doi.org/10.3109/0142159x.2012.668247  



57 

Vermylen, J. H., Wayne, D. B., Cohen, E. R., McGaghie, W. C., & Wood, G. J. (2020). 
Promoting Readiness for Residency: Embedding Simulation-Based Mastery Learning 
for Breaking Bad News Into the Medicine Subinternship. Academic medicine : 
journal of the Association of American Medical Colleges, 95(7), 1050-1056. 
https://doi.org/10.1097/ACM.0000000000003210  

Vygotsky, L. S., & Cole, M. (1978). Mind in society: Development of higher psychological 
processes. Harvard University Press.  

Weurlander, M., Lönn, A., Seeberger, A., Hult, H., Thornberg, R., & Wernerson, A. 
(2019). Emotional challenges of medical students generate feelings of uncertainty. 
Medical Education, 53(10), 1037-1048. 
https://doi.org/https://doi.org/10.1111/medu.13934  

Wieman, C. (2007). The “Curse of Knowledge,” or Why Intuition About Teaching Often 
Fails. American Physical Society. Retrieved June 7 from 
https://www.aps.org/publications/apsnews/200711/backpage.cfm 

Williams, B., & Song, J. J. Y. (2016). Are simulated patients effective in facilitating 
development of clinical competence for healthcare students? A scoping review. 
Advances in Simulation, 1(1), 6. https://doi.org/10.1186/s41077-016-0006-1  

Willis, R., Strowd, R. E., Barks, M. C., Salas, R. E., Gamaldo, C. E., & Lemmon, M. E. 
(2020). Education research: The medical student perspective on challenging 
conversations. Neurology, 95(5), 226-230. 
https://doi.org/10.1212/WNL.0000000000009261  

Wilson, T. D., & Dunn, E. W. (2004). SELF-KNOWLEDGE: Its Limits, Value, and 
Potential for Improvement [Article]. Annual Review of Psychology, 55(1), 493-518. 
https://doi.org/10.1146/annurev.psych.55.090902.141954  

World Medical Association. (2013). World Medical Association Declaration of Helsinki: 
Ethical Principles for Medical Research Involving Human Subjects. (0098-7484).  
Retrieved from https://doi.org/10.1001/jama.2013.281053 

Yardley, S., Irvine, A. W., & Lefroy, J. (2013). Minding the gap between communication 
skills simulation and authentic experience. Medical Education, 47(5), 495-510. 
https://doi.org/10.1111/medu.12146  

 







Department of Clinical Sciences, Malmö

Lund University, Faculty of Medicine 
ISBN 978-91-8021-467-4 

STEN ERICI is an educational developer with a 
background as an actor. He has a special interest 
in simulated patient methodology. The focus 
in this licentiate thesis is the use of simulated 
patient when learning of handling challenging 
patient communication in medical education. 
The thesis explores different aspects of the 
perception of learning using simulated patients 
and the relation to other learning activities.

9
7
8
9
1
8
0

2
1
4
6
7
4

N
O

RD
IC

 S
W

A
N

 E
C

O
LA

BE
L 

30
41

 0
90

3
Pr

in
te

d 
by

 M
ed

ia
-T

ry
ck

, L
un

d 
20

23


	Tom sida
	349798_2_G5_Sten E.pdf
	Tom sida
	Artikel 1.pdf
	Three perspectives on learning in a simulated patient scenario: a qualitative interview study with student, simulated patient, and teacher
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusions 

	Background
	The active student
	The simulated patient
	The teacher

	Method
	Study design
	Study setting
	Data collection and analysis
	Participants
	Data collection
	Interviews
	Analysis
	Trustworthiness


	Results
	Identity formation
	Collaborative learning
	Learning intentions

	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


	Tom sida
	Tom sida




