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Abstract The aim of this study was to explore how medical students perceive the

experience of learning from patient instructors (patients with rheumatism who teach health

professionals and students) in the context of coupled faculty-led and patient-led teaching

session. This was an explorative study with a qualitative approach based on focus group

interviews. Analysis was based on a prior developed model of the characteristics of

learning from patient instructors. The authors used this model as sensitizing concepts for

the analysis of data while at the same time being open to new insights by constant

comparison of old and new findings. Results showed a negotiation both between and within

the students of the importance of patients’ experiential knowledge versus scientific bio-

medical knowledge. On one hand students appreciated the experiential learning environ-

ment offered in the PI-led sessions representing a patient-centred approach, and

acknowledged the importance of the PIs’ individual perspectives and experiential

knowledge. On the other hand, representing the scientific biomedical perspective and

traditional step-by step teaching, students expressed unfamiliarity with the unstructured

experiential learning and scepticism regarding the credibility of the patients’ knowledge.

This study contributes to the understanding of the complexity of involving patients as

teachers in healthcare education and initiates a discussion on how to complement faculty-

led teaching with patient-led teaching involving varying degrees of patient autonomy in the

planning and delivering of the teaching.
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Introduction

The political discourse of engaging patients in healthcare includes terms like patient-

centeredness, shared decision-making and patient empowerment, all of which contribute to

the idea that involving patients in healthcare is a win–win situation that will improve

outcomes of care and reduce healthcare costs (Coulter 2011; Edwards and Glyn 2009;

Smith et al. 2012). Within medical education one strategy suggested to accommodate these

overall visions is to involve patients more actively in the education of health professionals.

The traditional way of involving patients in this sort of education has been to utilise

them as a medium of learning in clinical teaching sessions and the clerkship setting. Here

the patient is considered a passive object that one needs to learn about, in a process that is

primarily doctor-led (Bleakly and Blight 2008). However, the idea of giving patients a

more active role in teaching has evolved over the last half century. The first account of

patients involved more actively is from the late 1960s, with the introduction of patients as

instructors of clinical skills (Towle et al. 2010). Then in the early 1990s, roles like ‘patient-

partner’ in community-based attachments began to appear together with the notion of

patients as experts on their own illnesses and on living with chronic disease (Towle et al.

2010; Jha et al. 2009; Wykurz and Kelly 2002). Nowadays patients are actively involved in

healthcare education in a diversity of roles, including being patient-partners, instructors,

teachers and assessors, and taking part in curriculum development (Jha et al. 2009; Spencer

et al. 2000; Wykurz and Kelly 2002; Morgan and Jones 2009; Towle et al. 2010). Previous

literature reviews differ somewhat in their understandings of what the term active

involvement of patients actually means. To try to overcome these differences, Towle et al.

(2010) developed a taxonomy of the degree of patient involvement in health education. In

this taxonomy the lowest degree of involvement is when patients are used in paper-based

or electronic case presentation, while the highest degree is associated with patient

involvement in institutional decision-making bodies for health profession education. In

between those extremes lie different levels of patient involvement in teaching, where

patient teachers have more or less autonomy in planning or conducting the teaching

encounter. Although the term ‘patient-led teaching’ is increasingly used to describe

teaching that involves patients, those initiatives are often integrated into faculty-led

teaching or at least structured and planned by health professionals (Towle and Godolphin

2011; Ottewill et al. 2006).

One example is the long tradition of using patients with rheumatoid arthritis to teach

medical students, which goes back to the mid-1980s. The original arthritis educator pro-

gramme emerged from a model of standardised patients. Patient educators are given an

intense training programme enabling them to perform highly standardised teaching (Towle

et al. 2010; Gruppen et al. 1996). In a recent study Oswald et al. (2011) compared patients

and physicians teaching for a musculoskeletal examination, and demonstrated that patient

educators were more consistent regarding content and style. Therefore, there is no doubt

that patient educators can be trained to deliver effective teaching of clinical skills (Oswald

et al. 2011). Still, there are hardly any reports on the extreme of patient-led teaching of

health professionals, where patients have autonomy in both planning and delivering the

teaching encounter.

However, in a previous study we identified a unique and balanced power relationship

between students and rheumatologic patient teachers, in that context called patient

instructors (PIs) (Henriksen and Ringsted 2011). This approach was patient-led in terms of

both the planning and the performance of the teaching encounters, and therefore differs

from traditional, highly standardized teaching. The balanced power relationship
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legitimised the students’ taking on the role of learners and daring to ask questions they

perceived to be inappropriate to the clinical environment. In that environment, students

wanted to appear as responsible and competent professionals (ibid.). Essential elements of

content and format contributed to the balanced power relationship. The realistic and

individual perspectives on rheumatism contributed to an intimacy and authenticity in the

style of instruction and feedback that again contributed to the PI-student relationship.

Content, format and power relations all combined to form a model of the essential char-

acteristics of PI-led teaching (ibid.).

Due to the fact that the model was developed on the basis of interviews with physio-

therapy and occupational therapy students, we don’t know whether the results generalise to

medical students. One reason for this is the indications that medical students adopt an

increasingly authoritarian and paternalistic attitude towards patients throughout their

training, becoming significantly more doctor-centred by the end of their studies (Haidet

et al. 2002; Tsimtsiou et al. 2007). Although medical students appreciate encountering

patients in the clinical setting because of its elements of authenticity and realism (Bokken

et al. 2010; Bell et al. 2009), the balance of power in relationships between students and

patients, as well as between students and supervisors, may impede their ability to learn

from patients (Rees et al. 2007a; Bleakly and Blight 2008; Bombeke et al. 2010). In

addition, it may not be possible to generalise the result from the previous study to a context

where PI-led teaching sessions are coupled with faculty-led and -taught session.

The aim of this study is to explore how medical students perceive the experience of

learning from patient instructors in the context of coupled faculty-led and patient-led

teaching session.

Design and method

This explorative study used a qualitative approach based on focus group interviews with

senior medical students who had participated in teaching sessions led by PIs. Even though

this study is not totally coherent with any specific grand theory like for instance grounded

theory or phenomenology the authors’ overall position is primarily a constructionist one

(Bunniss and Kelly 2010). This means that we believe that there are diverse interpretations

of any given reality and what we strive for is to contribute to the understanding of a

complex phenomenon rather than explain the truth about it.

Context of the study

Medical education at the researchers’ university is based on a traditional curriculum, with 2

� years of basic science followed by 3 � years of clinical medicine, including clerkships.

The majority of teaching consists of lectures and large-group classroom sessions. In the

clinical section of the programme, students take mandatory courses in the skills lab, on a

variety of clinical skills, to prepare them for their clerkships. One of these is ‘examination

of joints’. Communication skills are taught using simulated patients.

The PI concept

PI teaching in this context is used for both medical students and other healthcare profes-

sionals. A nationwide group of 22 PIs is associated with the Danish Association of

Rheumatism, where the PI leader is employed. The PI concept is affiliated with the Centre
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of Clinical Education in Copenhagen, which administers and initiates research and

development. The courses are usually planned and taught by the PIs only, but in a few

cases courses are a combination of faculty and PI teaching.

This study concerns medical students who attended a 6-h optional teaching session

called ‘Examination of back and peripheral joints’. The course was offered to all medical

students at the University of Copenhagen during the clinical phase of their education, and

was a hands-on seminar made up of two parts. The first part, concerning examination of the

back, was planned and taught by rheumatologists, and the students practiced physical

examinations on each other in small groups. The learning objective here was for students to

be able to perform a back examination. The second part, concerning the examination of

peripheral joints, was planned and taught by PIs. Students were split into small groups and

met three different PIs. In a dialogue with the PIs, students examined the PIs’ joints and

discussed their lives as chronic patients. The learning objectives of this part were for

students (1) to perform a thoughtful joint examination in dialogue and cooperation with the

PIs, and (2) to elaborate on the importance of a respectful approach to patients in general.

There was no formal summative assessment of the students’ learning; however the PIs’

authentic responses to the students’ attitudes and attentiveness in the joint examination

served as formative assessments of the learning that took place. The course was evaluated

with regards to student satisfaction, on a scale from 1 (not at all satisfied) to 7 (highly

satisfied). Both parts of the course were rated highly, with an average score of 6.

Sample

All medical students who took one of the courses held between November 2010 and May

2011 were invited by email to participate in the study. During that period, three teaching

sessions were conducted with 39 medical students. Twenty-three students who were

willing to participate in the study signed up directly with the research group. The con-

figuration of the focus groups was arranged for convenience. The invitations offered fixed

time slots for the focus group interviews and participants signed up for those that suited

them best. See Table 1 for distribution of participants. Participants gave written informed

consent and were guaranteed anonymity. They received a small honorarium. Ethical

approval of this study was sought from the Biomedical Research Committee in the Capital

Region Denmark and was considered not necessary for this type of study.

Focus group interviews

The focus group interview differs from the single-person interview in that it is a structured

discussion of pre-set questions (Morgan and Kruger 1998). One advantage to this method is

Table 1 Distribution of 23 participants in four group interviews

Interview Date of interview Medical students n (men:women) Distribution of semesters

1 03/12/10 6 (1:5) 7, 7, 8, 9, 9, 10

2 03/12/10 7 (1:6) 7, 7, 8, 8, 8, 8, 9

3 14/04/11 5 (1:4) 7, 7, 8, 9, 12

4 18/05/11 5 (2:3) 7, 8, 9, 9, 9

Total Four groups 23 (5:18) Median 8 (range 7-12)
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that group dialogue elicits a variety of statements as well underlying perceptions that are

revealed when participants relate to each other’s statements. This makes room for shared

reflection and contributes to making the data rich. The focus group interviews were con-

ducted by the first author using a semi-structured interview guide. The first author has a

background in the humanities, while the second has a medical degree. Both have sub-

stantial experience in medical education. Students’ opinions about learning from patients

can be a delicate issue, especially for those who are in the process of forming their

professional identities, because of codes of practice or personal preferences about learning.

Hence, interviews were conducted by the first author, who was not in a position of

authority in relation to the students, which helped create a safe environment for them to

discuss uncomfortable issues. The focus group interviews began with a presentation round

where all participants stated their semester and clerkships, including other clinical expe-

riences. General questions asked were: what did you gain from the PI-led teaching? What

differences and similarities did you see between the rheumatologist-led and PI-led ses-

sions? What differences and similarities did you see in what you could gain from PI-led

teaching and patients you meet in your clerkships? The interviews lasted approximately

90 min and were recorded and transcribed verbatim.

Analysis

Even though the analysis was by nature inductive the starting point of analysis was based

on a prior developed model of the characteristics of learning from patient instructors.

Themes and characteristics of learning from PIs, as described in the model developed in

the previous study, were used as sensitizing concept (Bowen 2006) to guide the analysis.

Sensitizing concepts of the theme ‘content matter’ were realism and individualisation.

Sensitizing concepts of the theme ‘pedagogical format’ were intimacy and authenticity,

and sensitizing concepts of the theme ‘power relationship between students and PIs’ were

authority and legitimacy. In an iterative process the authors was open to new insights and

the analysis was conducted by constant comparison of old and new findings. The first

author did the actual coding, in a process where coded fragments of text were extracted

into new, coherent text files relating to the identified themes. These files were discussed,

re-structured and related to each other until the authors agreed.

Results

Twenty-three students participated in four focus group interviews: 18 women and five men.

Most were in their fourth or fifth year of medical education. Thematic saturation was

reached within the four interviews.

The results generally confirmed the presence and characteristics of the themes of

content, pedagogical format and power relationships that had been developed in the pre-

vious study. However, a new theme of negotiations about the importance of on the one

hand patients’ experiential knowledge and on the other hand scientific biomedical

knowledge ran through the data and expanded all the previous themes. The assessment of

the importance of the different kinds of knowledge did not manifest as distinct individual

orientations as such. Rather, they represented two different lenses though which the

medical students made different credibility judgements about learning from PIs.

The credibility judgment made by students can to some extend be connected to the two

different learning paradigms behaviourism and constructivism (Boghossian 2006). Valid
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knowledge from the behaviourist perspective is objective and is generalizable from context

to context. Within this perspective the teacher is regarded as the centre of the learning

process, transmitting objective knowledge to the unreflective responder, who is the student

(Boghossian 2006). The learning paradigm of constructivism situate the student as an

active participant in the learning process, constructing her own subjective knowledge in a

process of making sense of prior knowledge, social interactions and personal experiences

(Boghossian 2006). From this perspective subjective knowledge based on personal expe-

rience is valid. However, the results did not reveal individual orientations only tied to

either the importance of objective biomedical knowledge or the subjective experiential

knowledge of patient’s. Instead, the following quote illustrates a perfect example of the

complexity of the judgements within an individual student: ‘I got a totally new insight on

patients’ perspectives, although ‘‘teaching-wise’’ it didn’t count.’

Results are presented under the previously identified themes of content matter, peda-

gogical format and power relation. Quotations show how negotiating the importance of the

two different kind of knowledge occurred within and across individuals.

Negotiations related to content matter

Students appreciated the content of the PI sessions, their realism and individual focus on

rheumatological conditions, reflecting an acknowledgement of patient’s experiential knowl-

edge. To some extent, this also suggests a patient-centred approach. However, although the

individual perspective of the content was considered very important, students were also sceptical

about whether to regard it as legitimate teaching. This in turn reflected student’s appreciation of

the objective biomedical knowledge that is generalizable to other contexts or other cases.

What I benefitted from most was hearing patients’ stories in their own words. To

realise that what, from a doctor’s point of view, is an interesting medical case,

actually has a whole personal story behind it.

It is important that it is only a supplement – though an important one – because you

know it is individual persons and their own experience and perceptions of their own

disease, and another person might feel differently.

Negotiations relating to pedagogical format

The focus group interviews revealed extensive negotiations regarding pedagogical format.

From one perspective, there was a wish for more theoretical and structured teaching. From

a another perspective, students appreciated the experiential learning. There were also meta-

reflections regarding the benefits of the experiential learning, such as enhancement of

memory and suggestions for using the PI concept in clinical teaching contexts.

When you have to learn something new for the first time, it is important to have some

structure you can follow. You cannot go directly from A to D. You have to follow all

the steps. But you could have read that in a book beforehand.

The patient instructors don’t have to teach you you’re ABCs; it is totally appropriate

that the palpation is based on the individual patient. It was all right to throw oneself

into this learning experience, even though I haven’t had any formal training in

examining joints before. It was a perfect learning environment, because the patient

instructors invited us, ‘Come and examine my knee. What do you think, and what

can you do?’
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I have kind of put the two different [faculty and PI-led] teaching sessions into

different boxes in my head. The first one was ‘real learning’, like instruction, and ‘do

it right’ and remember the theoretical stuff. The second one I put in the box of

experiences. And I must admit that I do remember much more from the responses of

the patient instructor than the systematic presentation from the first session.

It could be so interesting to use something like this in the clinic – something where

the patients were made more active in giving feedback to students. In the clinical

teaching sessions, the senior doctors often talk totally over the patients’ heads and do

not involve them at all. Afterwards, the patients tell the nurses, ‘This was not a very

nice experience.’ I guess that a lot of our senior doctors could benefit from PI

teaching as well.

Negotiations related to power relations

Perceptions of the power relationship between students and PIs particularly appeared when

students compared the PI learning experience to what could be learned from patients in the

clinical environment. The assumption that doctors (and students) have correct objective

knowledge that is superior to patients’ subjective and experimental knowledge, dominated

perceptions of the clinical environment. In this environment students wanted to appear

professional. In the PI sessions, however, the patients were considered experts on their own

diseases and students saw themselves in the role of the learner rather than professional.

However scepticism about the credibility of PIs’ knowledge became particularly noticeable

when the PIs addressed general aspects of biomedical knowledge rather than personal

experience.

In a clinical environment with real patients, it is stressful. I have to be professional,

ask the right questions, give the right answers – be competent! I am much more

relaxed with patient instructors where I can ask any stupid question – be the student

that I am.

Wearing the white coat in the clinic signals that I have a huge amount of knowledge

about this matter. Patients wearing a patient’s shirt signal that they have a problem

that we doctors are going to solve. In the PI session, we all wear our plain clothes.

We are young people meeting experienced senior citizens with a huge knowledge

about their disease. This switches the roles of who has got the knowledge.

Sometimes they [PIs] were a bit quick to say, ‘Never do it like this, it is never like

this, it is always like this.’ Then I just had to think, ‘Well, I’m not sure you are right

about that.’

Discussion

The results in general confirmed the themes from our previous study; however, a negoti-

ation of the importance of patients’ experiential knowledge versus the importance of

scientific biomedical knowledge expanded all the existing themes. Against this background

medical students made different credibility judgements on the value of PI-led teaching. On

one hand students appreciated the experiential learning environment offered in the PI

sessions and acknowledged the importance of the PIs’ individual perspectives, representing
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a patient-centred approach. On the other hand, the students expressed scepticism regarding

the credibility of the patients’ knowledge and questioned whether the patient-led teaching

encounter was legitimate.

There are many possible explanations for why medical students do not consider the PI-

teaching encounter to be legitimate teaching, while still appreciating the experiential

learning possibility it offers. One is the students’ early socialisation into the positivistic

paradigm that is prevalent in medical schools. The profession of medicine historically

derives its authority and legitimacy from the notion of scientific knowledge, which is

linked to the perspective of positivism (Dun and Jones 2010). Even though the medical

profession has undergone huge changes over the last four decades, in part due to the arrival

of public health institutions focusing on logics of care and public discourse about managed

care, curricula in most medical schools are still based on Flexner’s recommendations of

devoting the first years to basic science and reserving the last years for clinical medicine

(ibid.). This structure was the case in the context of the current study. Students are pri-

marily exposed to objective biomedical knowledge, taught in a structured way by senior

faculty in lectures or large classes, which contributes to their attitudes about what con-

stitutes legitimate teaching. Experiential learning like the PI-led teaching does not fit into

this notion of basis science teaching. At the same time, when medical students compared

PI-led teaching to the faculty teaching that was connected to the notion of basic science

education, they appreciated the PI sessions for their level of authenticity, which contributed

to better memory.

It is possible that students’ perceptions of PI-led teaching and its legitimacy are also

affected by whether the PI teaching is integrated in faculty-led teaching. Students did not

question the legitimacy of the PI-led teaching in our previous study, where the course was

not integrated into any faculty-led teaching (Henriksen and Ringsted 2011). In the current

case, however, the course offered to the medical students was split in two parts, where

rheumatologists taught the first and PIs taught the second. This might have influenced

medical students’ expectations that the PI-led teaching would be more structured, similar

to the faculty teaching. Added to this, it is also possible that the medical students expected

the faculty-led teaching to have more to do with what is expected from them in terms of

their exams.

Even though medical students considered PIs to be experts on their own diseases and

realised the importance of having a more patient-centred approach, they also expressed

scepticism about the credibility and questioned the legitimacy of PIs’ knowledge. Caron-

Flintermann et al. (2005) analysed patients’ experiential knowledge in terms of three

different types of knowledge: propositional (explicit information), procedural (practical

skills) and knowledge by acquaintance (implicit personal and bodily experience). Patients’

knowledge by acquaintance is defined as ‘becoming familiar with their own body and

illness, with care and cure and with their social context’ (Caron-Flintermann et al. 2005,

p. 2,577). Patients’ procedural knowledge consists of their different daily coping strategies.

Through reflecting on their knowledge by acquaintance and procedural knowledge,

patients gain propositional experiential knowledge about what ‘works’ in their personal

situations. While experiential knowledge is subjective by nature, this may not be regarded

as legitimate when compared to the scientific biological knowledge, which strives to be

depersonalised, generalizable and objective (Caron-Flintermann et al. 2005). Interestingly,

students’ scepticism about the credibility of PIs’ knowledge within a larger framework

tended to be tied to examples where the PIs extended the boundaries of personal subjective

knowledge, offering some kind of general and objectively phrased rule. These might have

comprised instances where PIs’ statements were not consistent with the students’
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biomedical knowledge. However they could also indicate the presence of some power-

related issues, even though the students did not explicitly state this when discussing the PI-

student relationship.

On the contrary, power-related issues became more explicit when students discussed

learning from patients in the clinical setting. Interestingly, senior faculty members were

criticised for objectifying patients instead of actively involving them in clinical learning

situations. On the other hand, students’ reflections on their own relations to patients in the

clinical environment were clearly associated with the positivistic paradigm. Their wish to

appear competent was related to saying ‘the right thing’, giving the ‘right answers’ and

doing ‘the right thing’ in identifying with the role of the professional doctor. This corre-

sponds with one of the premises inherent in the culture of medicine: that of avoiding

uncertainty and complexity, as described by Haidet and Stein (2006). Aside from the

assumption that every problem has one ‘right’ answer, it also implies that a doctor should

never admit to ‘not knowing’. Another premise inherent in medical culture is that ‘outcome

is more important than process’ (Haidet and Stein 2006), meaning that doctors can be

excused for behaving rudely if ‘the end justifies the means’. Both premises undermine a

patient-centred focus. Students in this study questioned the second premise by criticising

their clinical teachers’ attitudes, while illustrating the first in their descriptions of their own

relations to patients in the clinical environment. Medical students’ descriptions of ‘taking

off the white coat’ in the teaching session symbolically describe the necessary conditions

for creating a more balanced power relation in the PI-led sessions. Students were in general

impressed by PIs’ knowledge of their own diseases, until that reached the limit where

students’ own biomedical knowledge was challenged. This indicates a change in the power

balance, meaning that when patients are empowered in the teaching role, students may feel

threatened and consequently disempowered (Rees et al. 2007b). Students questioning the

credibility of patients’ knowledge or the legitimacy of patient-led teaching can be inter-

preted in terms of their unconsciously trying to maintain or protect traditional power

relations. Results from our previous study did not indicate that physiotherapy and occu-

pational therapy students felt threatened by PIs’ knowledge.

Engaging patients actively in healthcare education challenges professional dominance

and power and the authority of scientific biomedical knowledge, and questions the nature

of teaching and learning (Coulter 2011; Towle and Godolphin 2011; Felton and Stickley

2004). However, patients no longer a priori accept healthcare professionals’ paternalistic

attitudes. Patients today demand to be recognised as individuals, to be treated with respect

and dignity and to have the choice to be included in a dialogue about their own conditions

and decisions relating to them (Coulter 2011). In order to realise the goal patient-cen-

teredness, it is necessary for health professionals to be open-minded and engage in dia-

logue with patients based on partnerships, where they learn from patients’ experiential

knowledge and share their scientific best knowledge about treatment, benefits and adverse

effects or harm (Coulter 2011, chap. 4). This study illuminates medical students’ negoti-

ations of the value of learning from patient instructors within these two kinds of

knowledge.

The study has several limitations. One is that the focus group interview method reveals

students’ perceptions rather than their actual behaviours. Observations of the patient-led

teaching encounter may have illuminated an understanding of the relationship between

patient instructors and medical students. Another limitation is that the PI-led teaching is

optional rather than mandatory, which may have influenced students’ attitudes in a positive

direction. Moreover, students who are eager to take on extra-curricular activities may not

be representative of the whole population. That only 23 out of 39 students signed up for
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this study might also have influenced results if the missing group of students represented

other perceptions than those present in the focus groups. However the received data from

the focus groups were rich in information and diverse perceptions were present. Another

limitation is the overrepresentation of women over men in our sample. Even though

women are also overrepresented in medical school this might potentially have influenced

results, but gender differences in perceptions were nevertheless not identified in the data.

This study contributes to the understanding and discussion of the complexity of involving

patients in healthcare education. It shows that integrating patient-led teaching into initia-

tives that are partly faculty-led influences the way in which students perceive learning from

and with PIs. What is not known, however, is whether perceptions are also affected by type

of health profession and the students’ different orientation towards logics of care and

science, and issues of authority and power relations.

Patients in the role of teaching healthcare students or professionals are not supposed to

take over the teaching role of faculty. They are a supplement to faculty teaching of the

biological scientific knowledge. The results of this and our prior study (Henriksen and

Ringsted 2011) demonstrates that PI-led teaching sessions provide a learning environment

that contributes to learning students to learn from patients and that may foster a patient

centeredness in students’ patient encounters. However, this study also indicates a need for

further exploration—on how to couple patient-led teaching, involving a high degree of

patient autonomy and representing the individual lived experience of a chronic disease,

with faculty-led teaching, representing scientific biomedical knowledge.
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