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Abstract: Following a historical brief on the development of patient-centered care (PCC), we
discuss PCC’s value and role in counterbalancing the evidence-based movement in health care.
We in turn make a case for a philosophical shift in thinking about the PCC concept, one based
on a consideration for how knowledge is produced, used, and valued within care provision
processes. A “shared epistemology” foundation is presented, defined, and promoted as essential
to the authentic and ethical realization of “shared decision making” between patient and health
care provider, and, more generally, of PCC. In accordance with these views, this article critically
reviews the literature on health care professional education for the development of PCC. We
uncover the disturbing ways in which education frequently undermines the development of
patient centeredness, despite curricular emphasis on professionalism and ethical PCC. We
also establish the need to raise awareness of how dominant approaches to evaluating student
or practitioner performance often fail to reinforce or promote patient centeredness. Finally, we
identify successful and inspiring cases of teaching and learning experiences that have achieved
perspective transformation on PCC and on new ways of providing care. The pertinence of
adopting the theoretical foundations of adult transformative learning is argued, and a call to
action is proposed to the leadership of health professional educators across all disciplines.
Keywords: patient-centered care, health professional education, transformative learning

Introduction
Some PCC history

The intellectual pedigree of patient-centered care (PCC) may be traced back to the
1970s. Inspired by the human rights activism movement in the USA, health researchers
of'that era pioneered studies on patients’ perceptions of their health and their satisfaction
with care.! They also explored the knowledge and attitudes underpinning physicians’
communication and listening skills.!

In the early 1990s, the advent of the “evidence-based movement” (EBM) in
medicine was equally associated with an increase in concern with patient involvement
in their health care. Evidence-based clinical decision making, founded on increasingly
higher levels of statistical abstraction, was considered to risk distancing the health
professional from the subjective illness experience.? Given its consideration for the
patient’s unique history, needs, expectations, and context, PCC offered a promising
counterbalance.>*
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The epidemiological shift from acute to predominantly
chronic health care concerns in high-income societies has also
contributed to the PCC movement because of the longitudinal
and multidimensional nature of services involved.” With
growing health consumerism, and knowledge and patient
empowerment associated with the use of the internet, the PCC
movement will undoubtedly continue to expand. Patients and
families want to be provided the opportunity to be respected
partners in their care and meaningfully involved in decision
making about their health.

The value of PCC

More recently, PCC has been emphasized within trends that
focus on meeting the health care needs of specific patient
populations. PCC is considered to be at the core of cultural
competency’ and foundational to humanistic care delivery to
people experiencing socioeconomic disadvantage.® Indeed,
a consideration for the impact of social, interpersonal,
societal, and ecological health determinants is integral
to PCC.? The value and necessity of PCC has also been
formally recognized in the USA, as evidenced by its
inclusion among the top six competency areas that health
care systems must strive to improve.'?

Many studies have linked PCC to specific health out-
comes and to service utilization.'' The more patients perceive
their family physicians to be centered on them, the greater
their recovery and mental health.!? Levels of post-encounter
discomfort, concern, diagnostic testing, and referrals are also
lower with greater perceived patient centeredness.'? PCC has
also been associated with reduced heart failure and asthma
emergency room readmissions.'*'* Finally, inquiry into
patients’ and families” experiences of preventable medical
errors have accentuated the significance of listening to and
understanding patients, as well as the sometimes horrific
consequences of failing to do so.!

On defining PCC

Despite an abundance of literature pertaining to PCC, there is
limited consensus as to what exactly it consists of.!*!” Also,
definitions frequently differ in the degree to which they attend
to systemic/organizational aspects in comparison with direct
professional health care provision.!”!® There is nonetheless
convergence among authors regarding core dimensions
of the concept when PCC is considered from the angle of
patient—health professional interaction. One of our aims is
to add to the PCC conversation by providing insight into the
need for a transformation of perspective on PCC itself, so
that health care professionals, policy makers, and others fully

adopt a patient-centered approach. We argue, moreover, that
most current PCC models, clinical or institutional, will be
rendered ineffective unless this transformation in perspec-
tive takes place.

The necessity of perspective transformation is seen
through the clinical model of Stewart et al,> where PCC
consists of six interactive components: (1) “exploring both
the disease and the illness experience” (eg, patients’ feel-
ings, ideas, expectations); (2) “understanding the whole
person” (eg, social context, life history, developmental
stage); (3) “finding common ground” (ie, on problems,
priorities, goals, and roles); (4) “incorporating prevention
and health promotion”; (5) “enhancing the patient—doctor
relationship” (eg, compassion, healing, self-awareness); and
(6) “being realistic” (as to resources and time constraints).
This model addresses the content of PCC but does not fully
address the difficulty health care providers face in actually
adopting these PCC-enhancing behaviors. Achieving this
requires transformation of an acculturated perspective and
the realization that PPC is, at its heart, an ethical encounter
with the patient as a person.

Authentic and ethical PCC marks a paradigmatic affront
to the practice of medicine and to that of many other health
care professions. With its emphasis on a hierarchical system
of proofs, the dominant EBM in health is largely founded on
positivism. This term refers to a philosophy of science that
views logic and mathematical treatment of information as the
exclusive source of authoritative knowledge. Positivism, in
health research, privileges specific methodologies over others
and dictates what constitutes evidence and what does not.
Knowledge produced in this manner is founded on a positivist
“epistemology” or “way of knowing” that implies objectivity
and detachment." This perspective constrains our viewpoint
on knowledge production and clashes with the essence of
patient centeredness when clinicians rely too heavily on it.
In the absence of alternative views on knowledge and its
legitimization, positivistic perspectives will tend to dominate
and undermine the actualization of PCC.

The dynamic, process-based, and interactive nature of
“finding common ground” and “enhancing the patient—
doctor relationship” necessarily call for a shift in thinking
about knowledge. This shift involves reassessing the value
attributed to various sources and forms of knowledge and
how these can be accessed. It also involves reconsidering
how power should be distributed between patient and health
care provider. Authentic PCC means that the patient’s
voice is heard loudly and clearly, not as an adjunct to a
professional initiative, but as a knowledgeable other and
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partner with experiences capable of informing health care
practices.®

When care is provided within a collaborative approach,
the knowledge that guides treatment or prevention emerges
in a space shared and actively negotiated by both parties. In
other words, true PCC does not belong to either the health
care provider or to the patient/family. Rather, PCC coexists
between them and requires that knowledge be co-created.
This manner of producing knowledge — greater than the sum
of each party’s knowledge taken separately — we refer to as
a “shared epistemology.” Neither positivistic nor entirely
subjective, a shared epistemology is a joint venture, allowing
patients and families to be active and meaningful partners
in their care. Working through a sharing of epistemologies
indeed enables the patient and practitioner to find common
ground and, as it were, to bridge misunderstandings.

Review questions and approach
Guided by our philosophical stance, we reviewed the
literature on PCC with the following broad questions in
mind: How are we preparing health professionals for the
provision of authentic and ethical PCC? How are we currently
developing in students and practitioners an appreciation and
capacity for shared epistemologies? What are the issues
or barriers encountered? What educational approaches or
strategies show promise?

We reviewed the literature generated through Medline
and CINAHL databases by using the following keywords:
education, curriculum, and patient-centered care. We
purposefully did not search the literature on “person-centered
care,” a related concept, in order to maintain our focus on
educational interventions that are mainstream in medicine,
dentistry and in other health professions. Given the high
volume of literature generated, we restricted our search to
the mid-1990s and later, and to the English language. We
also queried the results of this search with the keywords
“transformative learning” in line with our concern with
perspective transformation on PCC. Additional papers or
texts were reviewed to address emergent issues or to deepen
our understanding when pertinent.

Educating health professionals

to deliver PCC: a critical review

Clearly, there is wide variability as to how and when PCC is
addressed in various schools of medicine and in other health
professions. Frequently, it is associated with communication
skills training.?*?* PCC training is also described in terms
of particular strategies, such as the use of standardized or

simulated patients.> ** Case-based seminars or problem-based
learning are equally mentioned,° as are eclectic training
approaches that integrate lectures, role-play, group
discussion, and patient encounters.*'*?> Education on PCC
often takes place within preclinical community-based or
service-learning initiatives,*-¢ or within clerkship or clinical
training placements.’?”*? Finally, several continuing
education initiatives are described across a wide variety
of professional fields, ranging from brief workshops to
elaborate interdisciplinary training programs or extended
action research projects.

It is outside the interests of this article to perform criteria-
based comparisons between the above-cited educational
initiatives. We made a case earlier for the need to foster in
practitioners and students a reconceptualization of PCC itself.
This involves consideration — on their part and on that of
educators — for the difference between content (PCC models,
tools, best practices) and context/process (how health care
providers actually behave with patients). It also entails our
attendance to how knowledge is produced and used within
the process of patient care. We reviewed the literature in
accordance with these views. In doing so, we discovered the
disturbing ways in which education frequently undermines
the development of patient centeredness, despite curricular
emphasis on professionalism and ethical patient-centered
practice. We also uncovered the need to raise awareness of
how dominant approaches to evaluating student or practi-
tioner performance often fail to reinforce or promote patient
centeredness. Finally, we were able to identify successful
and inspiring cases of teaching and learning experiences
achieving perspective transformation on PCC and new ways
of providing care.

We describe the above-identified issues and challenges as
well as the promising avenues for advancing PCC education
in the following sections: PCC attitudes in health care
students and practitioners; PCC measurement issues; and
dimensions of promising approaches.

PCC attitudes in health care students

and practitioners

Several studies have revealed that medical students’ attitudes
toward PCC, much as is the case with their levels of
empathy,*’ tend to decline throughout their training and more
markedly so over the course of their clinical clerkships.>*2
This is the case even when students have been exposed to
extensive patient-centered communication skills training.**
Even though a few recent studies®** have not reproduced this
finding, attitudes toward care remain a preoccupation: despite
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their stability over time in some cases, doctor-centered and
cure-oriented (versus care-orientated) attitude levels have
been shown to be high upon graduation.>>¢

Attitude degradation during medical clerkship train-
ing has been associated with elements of the “hidden
curriculum.” This refers to the culture and “unwritten rules
of medical education that exert a powerful influence on
attitudes and behaviors.”” Hidden curricula may overpower
formal content knowledge and contradict explicit messages
on values and care.”” Similarly, the loss of patient centered-
ness is hypothesized to result from a clash between “ideal”
PCC promoted in preclinical training and the “real” world
of the hospital training environment.* Third-year British
medical students interviewed following their hospital place-
ment expressed the inner conflict they experienced between
their humanistic impulses and some of the learning demands
placed on them.*> They equally observed condescension
toward patient centeredness and described their aware-
ness of how one can become desensitized. Lack of contact
with —and feedback and support from — teachers were other
issues raised.*> Constraints to providing PCC in the context
of clerkship practice also include demanding work pace,
fatigue, and need for self-preservation.?>**

Hidden curricula also operate via role-modeled
overreliance on technology and overemphasis on biomedical
dimensions of care, as authors hypothesized in a Brazilian
study.> Although the Brazilian students did not show a decline
in PCC attitudes when the entire cohort was considered,
a “dip” in their scores occurred at the tenth semester, shortly
after specialty medicine training was initiated.>* Biomedical
focus of student evaluation at the expense of patient-centered
practice indeed exerts a powerful influence on learners,
despite the most well-intentioned curriculums.?

In essence, deterioration or loss of patient centeredness
in medical students appears to result, to a good extent, from
a devaluing of their own humanity in the struggle to respond
to the pressures, context, and culture of medical training.
Throughout this process, the student or trainee, and oth-
ers, become diminished and replaced with the functional
pragmatics of medicine. This may well constitute the first
true distancing of the patient and health care practitioner as
the professionals become distant to themselves; the health
care providers learn to care from a dispassionate perspective,
jeopardizing the efficacy of person centeredness, through an
objective health professional stance.

PCC attitude issues are equally reflected in studies among
practicing health care professionals. Both within acute care
and long-term care settings, awareness of and modeling of

PCC on the part of nurse practitioners has been shown to be
limited.’®> Attitudinal barriers toward patient involvement
in goal setting have also been documented among practicing
physical and occupational therapists*’ despite, in the case of
the latter, a biopsychosocial foundational practice philosophy.
Physical therapy is critiqued for the profession’s predomi-
nantly biomedical orientation and the pragmatic nature of
the profession’s identity.®® Among practicing dentists, there
is evidence of negative attitudes toward certain groups of
patients themselves, affecting the desire for rapport and
sometimes leading to the adoption of discriminatory prac-
tices that compromise access to care.®! Because it represents
an important behavioral determinant, attitude is considered
a pertinent proximal target for developing PCC?? and has
been correlated with the perceived humanism of the medical
encounter on the part of standardized patients.?’

PCC measurement issues

Measuring patient centeredness is another critical issue that
appears in the literature. Considered generally, measuring
PCC is problematic owing to the complexity of the relational
processes involved as well as the lack of theoretical clarity
of the PCC concept.’ Many attempts at measurement have
nonetheless been made.!! In their systematic review of the
quantitative tools and approaches developed, Mead and
Bower® describe and contrast self-report measures on the part
of the doctor and external observation measures using rating
scales or verbal behavior coding systems. The first category
would present issues of social desirability and reliability over
time. Trade-offs between reliability and validity also occur,
when efforts to ensure a tool’s reliability compromise its
validity. In a recent study of communication skills training,
the author questioned whether the trained students’ increased
ability to nuance their understanding of PCC was perhaps
not captured by the self-report scales used.*

External observation methods, for their part, tend to
evaluate instrumental (task-oriented) behaviors, mostly on
the part of the professional. They have been critiqued for
neglecting the emotional tone of the consultation® and for
emphasizing more easily measured skills to the detriment of
other components.®? They also often present interpretation
difficulties for the observer. Finally, none of the measures
reviewed addressed the “doctor as person” dimension of
the Mead and Bower PCC framework.’ This dimension
attends to the subjective experience and reflexivity of the
physician or professional. The authors discuss the idea
that the “doctor as person” dimension requires idiographic
systems of understanding and measurement capable of
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attending to subjectivities and contingencies. The importance
of learning about these using a qualitative research approach
is underscored.

One could say that the measurement of PCC in the
educational literature is mainly characterized by “doctor
centeredness.” Paradoxically, it remains mostly disconnected
from the professional’s subjective experience and is dismissive
of'the “doctor as person.” Currently, the most commonly used
PCC measurement scale, the Patient-Practitioner Orientation
Scale, addresses PCC beliefs and dispositions on the part of
the practitioner. It curtails the actual “doing” of PCC and what
this implies for the “doctor as person,” despite the abundance
of studies highlighting the latter’s significance.”*“*> In one
evaluative study of a PCC educational approach, the difficulty
most commonly cited by students, by far (66%), was dealing
with their own emotional response to the patient.” The
importance of emotional intelligence and of strengthening
students’ coping mechanisms for improving PCC has been
emphasized in dental education as well.®*

Developing these personal strengths in practitioners is
indeed a key to ensuring their authentic presence during
interactions with patients. Failure to bring forth the person
behind the white coat into the patient encounter undermines
such processes as “finding common ground” and “sharing
power and decisions.” These require a relinquishing of power
on the part of the health practitioner in order to lessen the
distance and promote a true encounter with the patient who,
most likely, is not a health care professional. Yet, awareness
of and attention to the power differential between patient and
professional requires reflexivity and self-knowledge.

The above-described limits to PCC measurement are
equally reflected in the discrepancies identified between
measured professional behavior and patient perceptions of
this behavior. Intriguingly, in Stewart et al’s outcome study
of physician—patient encounters, the patients’ perception of
patient centeredness was positively correlated with improved
outcomes and decreased service utilization;'? no association
was found between health or health care utilization outcomes
and observed “patient-centered communication” scores based
on audiotape analysis of physician behavior. Discrepancies
of this magnitude highlight the complexities and contextual-
ized nature of PCC.

Providing care from a shared epistemology framework
is indeed highly complex. To a certain degree, PCC may
be framed as a moving target. It is a joint venture and must
subsume the ability on the part of the health care professional
to detect and establish — with the patient — when dimensions
of PCC (eg, discussing social context or patients’ feelings) are

desirable and achievable or not at a given moment. According
to Stewart et al,” highly patient-centered physicians show
extremely variable lengths of patient consultations, whereas
the opposite is true of less patient-centered physicians. This
is the reflection of capacity for appreciation and respect
of patient/carers’ autonomy and desire for power. Shared
epistemologies indeed represent a meta framework, not a set
of behaviors but a conviction that the behaviors, techniques,
and knowledge we teach should be at the service of the
patient encounter.

Dimensions of promising approaches

The issues and concerns presented in this PCC review may
appear quite discouraging as to the current status of health
professional development of PCC. For instance, quantities of
training activities taking place at the undergraduate level may be
considered likely to be followed by the dreaded downward drift
in attitudes as students undergo clinical training. Furthermore,
positive outcomes of educational approaches measured in
instrumental terms must spark off doubt as to whether or not
they are truly depicting patient centeredness.?>%*

Yet, the literature does present some promising avenues
for addressing process and contextual elements of PCC that
correspond to potentially shared epistemologies. Many evalu-
ative approaches integrate a qualitative dimension into their
methodology. These provide insight into process and context,
take into consideration the professional as person, and at
times reveal reconceptualizations of patient centeredness
itself. We discuss these promising directions in the following
sections: focus on context and student centeredness; critical
reflection on practice and self-awareness; and alternate ways
of knowing. For the sake of clarity, we organize our text into
these discrete sections. However, aspects of each at times
overlap and several successful programs integrate two or
more of these approaches.

Focus on context and student

centeredness

There have been several attempts to purposively introduce
new, or modify and study, clinical training contexts.?!
These include curricular modifications that prolong students’
stay within given clerkship sites (in lieu of rotations among
large numbers of sites),** that increase students’ contact and
interactions with given patients,* or that implement completely
new training environments.* These educational approaches
also most often integrate significant student mentorship
and opportunities for discussion and meaningful reflection.
The positive outcomes of these experiences are linked to
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interpersonal factors: sense of familiarity and relational
continuity with staff, faculty, and patients; growing comfort
and a sense of collegiality between mentor and mentee; and
stronger ongoing peer support, in the case of Krupat et al’s
single-site third-year medical clerkship study.*

Howe’s study of a newly implemented 8-week,
community-based placement for fourth-year medical students
revealed the fundamental role of person-centered learning.*!
Study results indicated a shift toward whole-person perspec-
tives and increased awareness of how relationships with
patients influence consultations. Key learning mechanisms
identified by students appeared to depend more on teach-
ers’ commitment to teaching than on formal teaching skills.
Being valued as a person by staff and teachers “who mirrored
the central nature of relationship between staff and patient
by that between staff and student” were essential features
identified.*! Another study contrasting third-year medical
students’ experiences of hospital-based training with general
practice environments* highlighted the sense of intimacy
and relational advantages the latter provided. In the general
practice settings, students commended their tutor’s provision
of detailed feedback and admitted it contributed to the devel-
opment of their self-confidence; the general practice context
also tended to put students more at ease for developing lines
of questioning with their patients.*

The literature also describes the positive contributions of
interprofessional training contexts to developing PCC.3"4* In
the Ruston and Tavabie®” PCC paramedic training case study,
participants reported learning new ways of communicating
with patients and improved ability to cope with uncertainty
during decision making with patients; central learning
mechanisms included exposure to general practitioners’
patient-centered consultation skills and values, as well as the
fact that their learning program was based on their assessed
needs and individual learning styles. Interprofessional train-
ing environments may also contribute to learning in other
ways. Physiotherapy students training within an interdisci-
plinary palliative care setting reported increased awareness
and appreciation for holistic care.** They emphasized the
importance of professional diversity and interprofessional
respect within the team as well as time allotted for inter-
professional communication and interactions with patient/
family. Students equally underscored the value of ongoing
support and appreciation on the part of the palliative care
team in what was perceived as an emotionally challenging
learning environment. Although interprofessional learning
contexts uniquely provide students with access to multiple
professional perspectives and roles, it is the quality of

rapport between team members, patients, and trainees that
is emphasized predominantly in the above studies.

In sum, successful context-based and student-centered
clinical training innovations facilitate learning through
the quality of interpersonal relationships among students,
patients, trainers, and staff. Students participating in the
cited studies stressed the importance of relational continuity,
receiving emotional support, and feeling appreciated and
recognized as individuals. These are all key features of
PCC. The students equally underscored the contribution of
positive modeling of values and ways of relating on the part
of tutors, mentors, or supervisors. Interestingly, the positive
results — in terms of increased awareness of, appreciation for,
and comfort with patient centeredness — occurred at times
in environments normally associated with empathy declines.
This is cause for reflection and hopefulness.

Ciritical reflection on practice

and self-awareness
In addition to providing relational support, facilitating
students’ and practitioners’ critical reflection represents
yet another key component of successful patient-centered
educational endeavors.”*!#365-¢7 A highly “mobile,” versatile,
and mostly low-tech teaching approach, reflection (eg, in
small groups) can be integrated into clerkship training just
as within undergraduate or continuing education courses.
Critical reflection may relate to the content of role-plays, to
the content of patient care taped recordings, or to content of
direct observations on the part of clinical teachers. Smith®
adopted all three in a successful self-awareness training
program with residents. Reflection may equally lean on the
content of written material (eg, journals) and is frequently
coupled with the educational innovations that we will discuss
in the next section. In the following paragraphs, we focus on a
few cases where critical reflection occupies a central role.
Continuing education studies often use recordings (ie,
audio or video) of actual patient—professional interactions
as a basis for reflection.”¢” In Lomborg et al’s* training
on nursing practices with patients suffering from chronic
obstructive pulmonary disease, reflective dialogues on
videotaped interactions constituted the leading educational
component. Through critical reflection on practice via
videotape analysis of care provision, trainees were
supported in examining and revising otherwise taken-for-
granted vocabulary and routine behavior with patients.
Transformative outcomes included new perspectives on
nursing care goals with chronic obstructive pulmonary disease
patients. These were associated with significantly improved
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caring experiences at the affective level (“pleasure versus
pressure”) for the practitioners. Positive changes in views
of the patients themselves also resulted from the training.
Finally, an extraordinary shift occurred: nurse trainees
described evolving from a stance of silent observation and
unilateral decision making on care toward one founded on
sharing professional observations, thoughts, and concerns
with patients and involving them in the clinical assessment of
their situation. They moved from “nursing project” to “joint
venture” in the context of personal body care assistance. This
became a source of professional pride. New vocabulary (eg,
“common agenda”) and views on communication (ie, what
it really means to listen authentically) also resulted from the
training. Furthermore, although the training incorporated the
use of tools (eg, an “agreement sheet”), these were embedded
into the training program but played a secondary role to the
reflection processes.

Awareness of self and critical reflection on practice
equally took place through role-play and discussion exercises
in other educational programs.’'%> For instance, first-year
medical students having participated in “patient-centered
tobacco intervention” training manifested less judgment
toward nonadherent patients; they also developed more
favorable attitudes toward physicians’ roles in promoting
behavioral change. The authors associated these positive
attitudinal shifts with the introspective learning activities
on students’ own process of changing unhealthy behaviors.*!
Another study used role-play exercises based on actual
patient scenarios with maternity ward nursing students.®
These fostered awareness of how patients reveal issues in
response to nursing approaches. They also learned how
“knowing the patient and knowing the person” refer to dif-
ferent types of knowledge.

Alternate ways of knowing

Education that explicitly fosters reflection on practice and
the development of self-awareness constitutes powerful
approaches to teaching PCC. The previous section described
education that privileged reflective activities in direct relation
to practice (ie, through taped recordings of patient—professional
interactions or their re-enactment through role-play). In this
section, we draw attention to approaches that incorporate
what we call “alternate ways of knowing.” Here, we refer to
teaching modes that depart from traditional practice-based
learning and that also contrast with factual and technical/
instrumental learning. By appealing to the senses (eg,
aesthetic, ethical, moral) and feelings (eg, sadness, fear, hope,
indignation), they aim to assist the student or practitioner in

integrating evidence-based knowledge with the complexity
and meaning of the illness experience.® Although the health
professional education literature is replete with references to
the use of art, literature, legal case studies, drama, poems,
metaphors, etc, here we discuss two approaches for which a
knowledge base —in relation to PCC —is accumulating: (1) use
of patient narratives and (2) promoting direct interaction with
the “person behind the patient.”

Use of patient narratives

We have argued the importance of shared epistemologies
for PCC. This includes the idea that the patient’s experience
and thoughts on disease and illness are of equal importance
to biomedical knowledge for a complete understanding of
care needs. It follows that accessing these experiences and
perspectives are essential curricular components. Patient nar-
ratives may be powerful mediators.’**% By offering a glimpse
into the subjective experience of illness, narratives provide
complementary perspectives and may foster empathy.*

In the interprofessional environment characteristic of
rehabilitation care, patient narratives proved highly effective
in bringing about transformation in staff.*® Using qualitative
interview data collected with patients and families, Blickem
and Priyadharshini*® constructed first-person narratives on
which to found a continuing education course on PCC.
Through critical analysis and discussion of the patient/carer
narratives, professionals gained insight into the formerly
taken-for-granted privilege of medical and institutional
power; they developed awareness of how they themselves
were positioned in relation to the medical-institutional
discourse and how this can negatively affect patients and
families. These realizations prompted discussions about the
possibilities for improving patient—professional relationships.
The authors demonstrated the value of partly fictionalized
and anonymous patient accounts for allowing the partici-
pants the distance necessary for critical reflection. They also
describe how the narratives allowed the professional to see
themselves through the eyes of patient/carers, which in turn
helped them see themselves in the narratives of other patients
they had cared for.*

Similarly, undergraduate medical students gained per-
spectives on the lived experience of diabetes through contact
with personal narratives.** Students accessed stories through
conversations with people with diabetes, in their homes and
outside the care environment. These conversations took place
over the course of 2 years. The students also discussed and
reflected on these stories in small groups led by teachers.
The students’ understanding of diabetes and its management
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significantly expanded, allowing them to “make diabetes
personal.”** Through the attitudes, feelings, perspectives, and
approaches of persons with diabetes, the students’ percep-
tions of life with chronic disease became “individualized.”
They also gained awareness of the influence of social factors
and put into perspective their biomedical knowledge about
the disease. Finally, their assumptions about patient goals
were challenged, as were their views on doctors’ authority.
The authors observed that contact with patient and family
narratives coupled with direct interaction and observation of
the impact of diabetes on their lives stimulated learning in
affective, as well as cognitive, dimensions.

Promoting direct interaction with the “person
behind the patient”
As just seen, direct interaction — outside the focus of profes-
sional care — with people experiencing disease can provide
invaluable learning of its individualized and contextualized
nature. This is congruent with the “patient-as-person” dimen-
sion of PCC described by Mead and Bower.> Whether framed
through a focus on narrative or not, direct interaction aimed
at getting to know the person is frequently promoted as an
educational approach for developing patient centeredness.
Planning for informal moments of contact with patients
(eg, interacting over lunch, bedside conversations), in addi-
tion to standard lectures on symptom management and
multidisciplinary team functioning, was the main focus of
improvements made to a palliative care placement.” The
changes proved effective in increasing students’ appreciation
of the placement. In addition to gaining new understandings
about patients’ experiences, they reported feeling better con-
nected to them, and even felt a sense of usefulness.” Moments
and spaces for “human-to-human” contact were contrasted
with “illness-treatment™ interactions by the authors.
Providing opportunity for nonprofessional interactions
between students and people experiencing illness or
dysfunction is also one of the aims of experiential service
learning in the health professions. This component has recently
been explicitly linked to the promotion and development of
PCC.33367 Coupled with reflective activities (eg, role-play
and journal-keeping), an interdisciplinary service-learning
project developed positive attitudes on the part of students
toward seniors’ desire and capacity for self-sufficiency.”
Physiotherapy students improved their understanding of “life
with a disability” and its impact on various spheres (eg, work)
during their involvement with community volunteers.*® In
yet another study, dentistry students gained insight into the
lives of individuals they normally would not encounter on

a daily basis (eg, homeless people); physiotherapy students
involved in a parallel project discussed raised awareness of
psychosocial issues and access-to-care barriers for people
with disabilities.® However, with both these groups, the
educational experience appeared to foster PCC characteristics
mostly in students already possessing inherent humanistic
qualities (ie, empathic and caring) and reflective ability. Some
students reported initial feelings of unease and discomfort
and course attrition rate was high. The authors emphasized
the importance of providing additional mentorship and
support to develop reflection in students perceived to need
this more.>

Finally, the rehabilitation literature provides an example
of a training innovation that uniquely taps into the benefits
of learning through direct interaction with people living
with disease: use of patient instructors. In a 3 hour class
for physical and occupational therapy students, certified
patient instructors teach joint examination and respectful
patient contact.*® Working collaboratively with students
through dialogue, the instructors address issues related to
approaching the patient with rheumatoid arthritis. They are
not involved in evaluating the students. Focus groups with
students participating in this course revealed their apprecia-
tion for the authenticity and intimacy of the sessions.* They
also described a sense of safety and openness in this learn-
ing environment. When contrasting their experience with
clerkship learning, participants related how being free of
the “professional” role and responsibility legitimized their
learning within the patient—instructor—student relationship.
The authors discuss authority and power relations in the tra-
ditional educational context and highlight the “clash between
students’ fulfillment of their learning task and the task of
professional identity formation.*

Toward a transformative
learning theory foundation
for developing PCC

We have provided examples of educational approaches in
which students or health professionals questioned their roles
and position within the care process, revised their percep-
tions and judgments of patients, gained new perspectives
on health and care processes, as well as the contributions of
patients to these. Through meaningful and critical reflection, a
supportive social learning environment, and access to patients’
experiential knowledge, learners’ awareness and conception
of patient centeredness were touched upon. Comfort with
and appreciation for interactions with patients also frequently
increased. Finally, ways of relating and caring evolved as a
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result of some of the educational experiences. Although the
theoretical foundations in the articles reviewed are most fre-
quently not explicit, an implicit attention is paid to students
and practitioners as unique and developing individuals. This
is coherent with a developmental framework to learning, and
consistent with the psychological and philosophical founda-
tions of adult transformative learning theory.”

Among possible adult learning theories, transformative
learning stands out because it is intended to provide an edu-
cational experience consistent with the purpose of changing
acculturated perspectives and behaviors.>7 Transformative
learning provides the opportunity to confront and engage in
critical reflection about the professional’s impact on the patient/
family by using their narrative accounts to explore new mean-
ings, roles, relationships, and actions.®’’ In the classroom,
patient/family narratives (or actual patients) are used to engage
health professional students, in order to disrupt their habitual
perspectives via skillful transformational facilitation processes,
which include supported critical questioning and reflection.”

Transformational learning aspires to enhance our capacity
or repertoire of how we respond to particular situations,
requiring us to relearn skills in listening to and interpreting
the narratives as more than just factual accounts.”®® The
process of transformational learning essentially involves
learning how to change one’s interpretation of a situation
through an active and experiential interaction among the
participants and facilitators.”"

In summary, the affective, social, cognitive, and cultural
components of the learning process are simultaneously
addressed in transformative learning. The readiness to seek
out, apprehend, and apply new knowledge is triggered by
what transformative learning theorists call a “disorienting
dilemma,”’? a sense of disequilibrium or dissonance between
acculturated perspectives and those conveyed through
patients’ stories and reactions. This affective learning
moment moves individuals (in this case, the trainees) from
experiencing knowledge as a series of facts disconnected
from their meaning and context to encountering knowledge
as situated, contextualized, and particularly meaningful.”>”
New understanding requires that learners assess the meanings
behind words, the coherence, truth, and appropriateness of
what is being communicated, as well as the truthfulness,
credibility, authenticity, and expressiveness of the presenter.
Unlike instrumental learning, in which logical problem solving
and inquiry dominate, transformative learning entails the use of
metaphor, analogies, and reflective dialogue that incite learners
to question and revise their interpretations of knowledge.”>™
The health care trainee can change her or his frame of reference

and perceptions, ultimately, to accommodate new and different
ways of learning and engaging with the patient/family, as well
as within an interdisciplinary team.”

Transformative learning, as an educational framework,
equally requires a reconceptualization of the student—teacher
relationship.” Moving from directive “expert” to supportive
“coach,” the trainer seeks to establish with students a
relationship of trust and support, both intellectual and
emotional; learners are thus better able to “live with the

999

discomfort™ associated with critical reflection.”#'$2 The
importance of a “safe learning environment” is emphasized
inrecent literature in health professional education concerned
with promoting reflection.®® These educational dimensions
were also evident in many of the studies reviewed in this
paper. Advancing academic cultural shifts toward PCC has,
in fact, been achieved in some cases through transforming
institutional processes (ie, curricular planning/development
and assessment) into ones that parallel, model, and value
the relationship-centered characteristics of respectful and
reflective dialogue among faculty, staff, and students.’’
These institutional changes have been posited as key
in overcoming hidden curricula.’” If PCC is to fulfill its
mission in constituting a counterbalance to EBM, indeed,
our proposed philosophical/epistemological shift must
be embraced by and embodied within entire learning
environments.

Since PCC learning contexts and content are relevant for
faculty, students, and care providers, as well as for patients
and families themselves, we posit that adult transformative
learning theory provides a common neutral ground from
which everyone can learn from each other. Developing patient
centeredness is not merely an application of an appropriate
pedagogy, but rather demands a significant transformation
of academic, professional, and personal perspective about
what is and how one becomes patient-, and fundamentally,
relationship-centered. Other instructional methods may
show what it might or should be like, but provide limited
opportunity to engage the learner in formulating a PCC
attitude or to transform experienced care providers into
authentically patient-centered individuals. The deep and rich
scholarship found in decades of learning how to effect change
in adults provides an ideal framework for health professional
educators and academics to lead the way.
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