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Abstract

Background

Medical student attitudes towards communication skills are
important for curriculum planners and teachers. Xavier
University School of Medicine (XUSOM) is a private medical
school admitting students mainly from the United States
and Canada.

Aims

Attitude of students towards communication skills has not
been previously studied in the institution. Hence the
present study was carried out.

Method

The study was carried out among the first, second, third and
fourth semester undergraduate medical (MD) students at
XUSOM, Aruba during July 2013 using the communication
skills attitude scale (CSAS). Respondents’ age, gender,
nationality, occupation of parents, place of residence of
family, semester of study were noted. The positive and
negative attitude scale scores were calculated and
compared among different subgroups of respondents
(p<0.05).

Results

Fifty-one of the seventy-three students (69.9 per cent)
participated. The majority were between 20 to 25 years of
age, of American nationality, from metro cities and had
excellent or good self-perceived verbal and written
communication skills. The mean positive attitude scale (PAS)
score was 47.65 (maximum being 65) and the mean

negative attitude scale (NAS) score was 31.06 (maximum

65). PAS score was significantly higher among respondents
whose fathers were not in health related professions. NAS
scores were significantly lower among the third and fourth
semester respondents.

Conclusion

Students attitude
communication skills but negative attitudes were also noted

overall had a positive towards
Based on results of the study and a review of literature we
are planning to start communication skills learning in the
institution right from the first semester and students will be
provided opportunities for supervised practice during early
and  with

standardised patients. The medical humanities module will

clinical exposure, hospital observership

be expanded and communication skills learning will
continue during the clinical years with higher order skills
being taught.
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What this study adds:

1. Medical student attitude towards communication skills

has been studied in various settings using the
communication skills attitude scale.

2. The present study offers information about medical
student attitude towards communication skills in an
offshore medical school in the Caribbean.

3. Many schools both in the Caribbean and in other regions
teach the basic sciences during the first two years of the
course with early clinical exposure and student attitude
towards communication skills learning can have implications
in designing courses to develop the skill among students.
Our findings will be of interest to educators and curriculum

planners in medical schools in differentregions.

Background

Curriculum planners, medical teachers and policy makers
have been interested in medical student attitudes towards
doctor-patient communication.” The communication skills
attitude scale (CSAS) was published in 2002 and measures
medical students’ attitude towards learning communication
skills during medical school.?
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CSAS has previously been used to study medical students’
attitude towards communication skills learning in the
United Kingdom (UK)*®and in Nepal.” These studies found
that female students, students in the earlier years of study
and those who had not attended communication skills
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learning sessions had a more favourable attitude.

Attitudes has three main components, affective (the way we
feel), cognitive (the way we think) and behavioural (the way
we act) towards a particular entity.SThere is an increasing
need for instruments to monitor changes in specific
components of attitudes among students in medical school.
This is important because differences in attitudes may be
due to differences in teaching methods and or school
curricula.’ In Norway the use of experiential learning
methods, and integrating communication skills with visits to
health centres helped in improving attitudes towards
communication skills."’ This underscores the fact that
educational strategies and the curriculum could have a
significant impact on attitudes towards communication
skills.

Xavier University School of Medicine (XUSOM) is a private
medical school in Aruba, Dutch Caribbean offering a four
year undergraduate medical (MD) program. The first five
semesters of the course are conducted at Aruba and
students then complete their clinical years of training in
different hospitals in the United States (US). At XUSOM, like
in many Caribbean schools each semester is of fifteen
weeks duration and at present XUSOM admits students
three times a year in January, May and September. Recently
a number of modifications have been carried out to make
learning more self-directed."
Attitudes, professionalism and communication skills are
being emphasised. Communication skills are being learned
during early clinical exposure, case presentations, problem-

student centred and

based learning sessions, and other small group activities.
Students admitted on or after the spring 2013 semester
follow the integrated curriculum. From the summer
semester early clinical exposure has been introduced for the
first and second semester students. A medical humanities
session is being conducted for all first semester students.
The third semester students are posted in the hospital for a
minimum of sixteen hours during the third semester. The
fourth semester students practice history taking and
physical examination with standardised patients. All
students from the first to the fourth semester were invited
to participate in the study and written informed consent

was obtained from all participants.

Effective communication with patients has been stressed by
different accreditation agencies as an important outcome of

undergraduate medical education.””” Good communication
skills has a vital role in improving the doctor-patient
relationship and leads to improved patient compliance,
satisfaction with care and benefits to physical and mental
health of patients.14 Better communication skills of
healthcare providers has been linked with more effective
healthcare delivery, patient and provider satisfaction and
fewer number of lawsuits."> Communication skills involves
aspects of the social sciences and teaching-learning of the
same may often encounter medical student resistance."®
Hence studying medical students’ attitude towards
communication skills learning is important to design
educational programs and experiences to improve student
communication skills. CSAS is a consistent and stable
attitudes
communication skills learning and has been used in a variety

measure of medical students’ towards
of settings. Hence we used the same to study student
attitudes towards communication skills learning which has
implications for designing learning modules for the subject

in XUSOM.

XUSOM is an offshore Caribbean medical school and follows
an integrated organ system-based curriculum. Early clinical
exposure (ECE) has been introduced from the previous
summer 2013 semester. ECE has been shown to help
medical students to develop appropriate
attitudes towards their communication skills learning and
future medical practice and give them an opportunity for
improving communication skills.”’ During the third semester
students are posted in a tertiary care hospital for a total of
16 hours. Medical students' pre-clinical primary health care
centre visits may influence their attitudes towards primary
health care work and the doctor-patient relationship
according to a study conducted in Finland.™ Many medical

schools both in the Caribbean and in other areas teach the
basic medical sciences during the first two years of the
undergraduate medical course along with ECE and the
findings of our study will be of interest to medical educators

and curriculum planners in other schools.

The attitude of students at XUSOM towards communication
skills has not previously been studied. Hence the present
study was carried out with the following objectives: To
study attitudes towards communication skills among
undergraduate medical students during the first four
semesters of the course using CSAS and Note the
association of the positive and negative attitudes with

personal characteristics of the respondents ifany.

Method

The study was carried out among the first, second, third and
fourth semester MD students at XUSOM, Aruba during July
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2013. Recently the MD curriculum at XUSOM has been
modified to make it integrated and student-centred as
previously described.

Assessment instrument and scoring:

The communication skills attitude scale (CSAS) was used to
collect information regarding student attitudes about
communication skills training.3The scale is presented in the
appendix. The positive attitude scale (PAS) score was
obtained by adding the scores of items 4, 5, 7,9, 10, 12, 14,
16, 18, 21, 23, 25 and the reversed score of item 22. The
negative attitude scale (NAS) score was obtained by adding
the scores of items 2, 3, 6, 8, 11, 13, 15, 17, 19, 20, 24, 26
and the reversed score of item 1. Both scales range from 13
to 65 with higher scores indicating stronger positive or
negative attitudes.

Demographic and educational details:

Demographic information is shown in the scale in the
Appendix. Information about age of the students, gender,
nationality, occupation of parents, place of residence of
family, and semester of study were noted. Respondents
were also requested to rate their verbal and written
communication skills.

Data analysis:

Descriptive statistics were used to identify the personal
characteristics of the total respondents. The association of
the dependent variables (PAS and NAS scores) with the
independent variables (demographic and educational
characteristics) was determined. One sample Kolmogorov-
Smirnov test was used to test the normality of the
distribution. Both the PAS and NAS score were normally
distributed. Parametric tests (Student’s t-test and ANOVA)
were used to compare the scores among subgroups of

respondents (p<0.05).

Ethical considerations:

The study was approved by the Institutional Review Board
of the institution vide notification (XUSOM/IRB/2013/05)
dated 28" June 2013. The respondents were given a broad
outline of the objectives of the study, anonymity was
maintained, and the students were free to either participate
or refuse to do so.

Results

Fifty-one of the 73 students (69.9 per cent) participated in
the study. Table 1 shows the demographic characteristics of
the respondents. Majority of respondents were between 20
to 25 years of age, of American nationality, hailed from
metro cities and had self-perceived excellent or good verbal

and written communication skills. Many respondents
however did not fill in all the required demographic details.

Table 1: Demographic characteristics of the respondents

Characteristic Number (percentage)*
Age (in years)

<20 5(9.8)
20-25 33 (64.7)
25-30 4(7.8)
>30 3(5.9)
Gender

Male 24 (47.1)
Female 23 (45.1)
Nationality

American 23 (45.1)
Canadian 8 (15.7)
Others 5(9.8)
Occupation of father

Health related 11 (21.6)
Others 16 (31.4)
Occupation of mother

Health related 7 (13.7)
Others 13 (25.5)
Homemaker 5(9.8)
Place of family

residence

Metro city 26 (51)
Small town 6(11.8)
Village 4 (7.8)
Others 2(3.9)
Semester of study

First 11 (21.6)
Second 14 (27.5)
Third 13 (25.5)
Fourth 10919.6)
Self-reported verbal
communication skills

Excellent 15 (29.4)
Good 20(39.2)
Average 10 (19.6)
Poor 2(3.9)
Self-reported written
communication skills

Excellent 18 (35.3)
Good 23 (45.1)
Average 5(9.8)
Poor 1(2)

*The numbers may not add up to 51 and the percentages to 100 as certain

respondents did not fill all the demographic information
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Table 2: Mean positive attitude (PAS) score among

subgroups of respondents

respondents with poor self-reported verbal and written
communication skills. In these cases the difference was not
significant. The score was significantly higher among
respondents whose fathers were not in health related
professions.

Table 3: Mean negative attitude (NAS) score among
subgroups of respondents

Characteristic Mean score | Pvalue
Age (in years)

<20 49.80 0.885
20-25 46.88

25-30 52.00

>30 47.67

Gender

Male 46.42 0.245
Female 49.69

Nationality

American 47.87 0.550
Canadian 43.12

Others 49.60

Occupation of father

Health related 44.18 0.004
Others 53.31

Occupation of mother

Health related 43.57 0.128
Others 52.23

Homemaker 51.4

Place of family

residence 48.11 0.322
Metro city 41.83

Small town 48.00

Village 59.00

Others

Semester of study

First 46.90 0.987
Second 46.71

Third 48.38

Fourth 48.60

Self-reported verbal

communication skills

Excellent 47.20 0.959
Good 47.75

Average 46.90

Poor 53.00

Self-reported written

communication skills

Excellent 46.94 0.468
Good 48.96

Average 41.60

Poor 59.00

The mean PAS score was 47.65 (maximum possible score
being 65) and the mean NAS score was 31.06 (maximum
being 65). Table 2 shows the mean PAS score among
different subgroups of respondents. The score was higher
among respondents in the age group 25 to 30 years,
students whose mothers were in professions other than
health care, in the third and fourth semester of study and in

Characteristic Mean score | Pvalue
Age (in years)

<20 30.20 0.239
20-25 30.51

25-30 30.25

>30 28.00

Gender

Male 31.42 0.408
Female 29.69

Nationality

American 31.04 0.780
Canadian 29.12

Others 30.40

Occupation of father

Health related 32.37 0.389
Others 29.94

Occupation of mother

Health related 32.28 0.933
Others 30.15

Homemaker 30.60

Place of family

residence 30.50 0.272
Metro city 31.00

Small town 26.25

Village 27.50

Others

Semester of study

First 34.09 0.008
Second 33.93

Third 26.85

Fourth 27.80

Self-reported verbal

communication skills

Excellent 28.73 0.460
Good 32.85

Average 30.90

Poor 27.50

Self-reported written

communication skills

Excellent 29.50 0.572
Good 32.48

Average 28.20

Poor 33.00
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Table 3 shows the mean NAS score among different
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subgroups of respondents. The negative score was lower
among respondents aged over 30 years, respondents whose
families were staying in a village but the difference was not
significant. The negative scores were significantly lower
among the third and fourth semester respondents.

The reliability coefficient for each subscale of CSAS was
calculated using Cronbach's alpha. The coefficient for PAS
was 0.75 while that for NAS was 0.630.

Discussion

The majority of the respondents in the present study were
between 20 to 25 years of age, of American nationality,
hailed from metro cities and had self-reported excellent or
good verbal and written communication skills. The mean
PAS score was 47.65 (maximum possible score being 65)
and the mean NAS score was 31.06 (maximum being 65).
The scores were significantly different according to certain
personal characteristics of respondents.

In a previous study conducted at a medical school in Nepal
the median PAS score was 51 which is higher than that
reported in our study.7 The mean NAS score was 31.17
which is comparable to that reported in the present study.
Students of Nepalese nationality had the highest PAS score
followed by Sri Lankans and Indians. In the present study
the PAS score was higher among respondents whose fathers
were not in health related professions. The NAS score was
higher among the first and second semester students. The
school in Nepal mainly admits students from Nepal, India
and Sri Lanka and follows an integrated curriculum similar
to XUSOM. There is no ECE and assessment is mainly
through short answer questions. In XUSOM about 70 per
cent to 80 per cent of students though of United States (US)
or Canadian nationality are of South Asian origin. They have
been exposed to both western North American culture
while growing up and also to the South Asian culture of
their parents. In a study conducted in a medical school in Sri
Lanka there was no significant difference in PAS scores
between male and female students and those who were
exposed to formal communication skills training and those
who were not.” The authors concluded that though the
students had realised the importance of communication
skills for the practice of medicine a significant minority had
some reservations about attending sessions. The Sri Lankan
school has recently shifted to an integrated curriculum and
a stream on communication, learning and research is
conducted from the first to the fourth year of the
curriculum.

In our study female students had higher PAS score and
lower NAS score. A similar finding had been shown
previously in many studies.’®”* Female physicians engaged
in more active partnership, positive talk, psychosocial
counselling, and emotionally focused talk and patient visits
to them lasted on an average two minutes longer than
those to male physicians.20 Students with higher positive
attitudes tend to be female, foreign students and thought
their communication skills needed improving while those
with higher negative attitudes tended to be male and to
have parents that were doctors or nurses.” However a
gender difference was not seen in studies carried out in
Nepal’ and SriLanka.”

In the present study students in the third and fourth
semester had higher PAS scores and lower NAS scores. This
is contrast to that reported in a Sri Lankan study were junior
students had higher positive scores.” A similar trend to ours
was seen in an Iranian study were basic science students
had higher PAS scores and lower NAS scores compared to
students in the clinical years of study.22 In Iran the
undergraduate medical course lasts for seven years and half
of the course concentrates on teaching basic sciences and
pathophysiology and the other half towards teaching clinical
sciences. Courses on communication skills are not formally
offered. In Iran Islamic culture may have a major influence.
In XUSOM there are Muslim students but most have been
born and raised in North America. In a nationwide survey
carried out in Norway, cognitive attitudes towards
communication skills did not vary significantly according to
the year of study in any of the medical schools but the
affective attitudes did show variation.”> In Norway the
majority of students are Norwegian but there are afew
foreign students. In Norway medical education is free and
students are admitted after high school. They have to study
maths, physics and chemistry and demonstrate an adequate
knowledge of both English and Norwegian as the majority of
medical teaching is in Norwegian. Female students had
more positive scores. In a study in Scotland female students
had a higher PAS and lower NAS scores compared to males.®
PAS scores for year 1 were significantly higher than those
for years 2 and 3. NAS scores for year 1 were significantly

lower than the scores for year 2 but not year 3.

In a study conducted in the UK, PAS scores declined after a
communication skills course conducted for first year
medical students while NAS scores showed no significant
difference.” A similar tendency was noted in a medical
school in Turkey.24 In Turkey undergraduate medical
education takes six years and every medical school graduate
is qualified to practice as a general practitioner.25 Medical
schools follow either traditional, PBL based or mixed
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curricula. In Finland an opposite tendency was noted and
medical students positive attitudes increased significantly
while negative attitudes decreased after a communication

Australasian Medical Journal [AM] 2013, 6, 9, 466-475]

10
course.

Different authors have modified CSAS for use in specific
settings and Korean®, Turkish’” and Catalan versions of
the questionnaire have been created. Development of new
factors other than the simple positive and negative
attitudes recommended by the original developers of CSAS

21,26,28
has also been suggested.

Cronbach’s alpha for PAS was high while that for NAS was
low. Rees and coworkers had calculated a Cronbach’s alpha
of 0.87 for PAS and 0.80 for NAS.>In a study by Harlak and
others Cronbach’s alpha was 0.90 for PAS and 0.65 for
NAS.” In the Iranian study the value for PAS was 0.90 while
that for NAS was 0.68.%

There were differences in methods of student selection,
financing of medical education, methods of teaching-
learning and in cultural and social characteristics of both the
student and the patient population in the various studies
cited compared to our study population. Thus though the
instrument, CSAS has been validated in a wide range of
populations and settings these differences have to be
considered while extrapolating the results of our study to a
wider population.

attitude towards
communication skills but the negative attitudes should be

The respondents had a positive
addressed. PAS score was higher and NAS scores lower
third and fourth
Communication skills learning in the institution should be

among the semester students.
further strengthened and formal courses on the subject can
be considered. At present communication skills are taught
in the first four semesters during the medical humanities
module, patient-doctor relationship and introduction to
clinical medicine courses. From the summer 2013 semester
communication, history taking and clinical examination skills
are being tested during an objective structured clinical
examination. We are also working towards strengthening
communication skills education during the clinical years.
Different methods of teaching and learning communication
skills have been discussed in the literature. Aspegren has
suggested that experiential learning methods where the
student conducts the patient interview himself/herself and
then receives feedback from the teacher is more effective
compared to methods where the teacher lectures about
communication skills or demonstrates interviewing
techniques.29 Information from the literature is not clear

regarding how best to teach communication skills, such as

for how long or whether different students require different
durations or types of training.3°'31The authors mention that
communication between doctor and patients is a hierarchy
of tasks progressing from taking a history, providing
information, counselling, breaking bad news, handling
difficult situations like aggressive patients to existential
conversation about imminent death.* The authors were of
the strong opinion that education in communication skills
must begin ‘at the bottom of the ladder’ with training in
interviewing and giving information, emphasizing process
skills and patient rapport, because, without these skills,
students cannot proceed on to the higher order of
communication tasks.

The results from another study suggests that acquisition of
knowledge of communication skills is optimum when
training is provided along with extensive supervised patient
contact early in the curriculum.* Teaching communication
skills throughout the medical curriculum may be worthwhile
and it is necessary that students with problems in
communication are detected early. The skills are best
learned embedded in a patient-, student- and community-
centred curriculum.®’ In a Belgian medical school, basic
communication skills are taught during the first year, real
life exercise in the form of visiting a family is done during
the second year, and the medical consultation is carried out
during the third year. The higher order skills are learned
later during the program. Starting communication skills
early during the program and having an integrated,
longitudinal program which continues during the clinical
years is recommended.®

Based on these studies the best method for communication
skills learning at XUSOM, Aruba will be to start right from
the first year of the course concentrating on the lower order
skills first and eventually progress to higher order ones.
These are best learned in the context of interaction with
patients and we are providing opportunities for students to
practice these during ECE, hospital observership and
interviews with standardized patients. The importance of
these skills is stressed throughout the curriculum and we
are concentrating on cultural sensitivity and difficult issues
during the medical humanities sessions conducted during
the first semester and medical ethics sessions during the
third. The higher order skills will be learned during the
clinical years of training. We are developing a short
interdisciplinary communication skills training  module
which can be provided to students during the first two
semesters of the course. In Germany it was found that a
two hour interdisciplinary training program was beneficial
students with

for medical regard
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to communication competencies, self-confidence and

. 34
learning-outcomes.

Student attitudes towards communication skills learning has
not previously been studied in Caribbean medical schools.
The study was carried out using a validated instrument. As
many medical schools both in the Caribbean and in other
areas teach the basic sciences in an integrated fashion along
with early clinical exposure the findings of our study would
be of interest to others. The limitation of the study was the
moderate response rate (around 70 per cent). The response
rate of the second and third semesters was low. Most of our
students though of US or Canadian nationality were of
South Asian descent which may have had an influence on
the results.

Further studies on student attitudes towards
communication skills learning in offshore Caribbean medical
schools which admit mainly students from the US and
Canada are

required. This will help strengthen

communication skills learning in these institutions and the

region.
Conclusion
Students overall had a positive attitude towards

communication skills but negative attitudes were also noted
and first and second semester students had a less positive
and more negative attitude towards communication skills
compared to third and fourth semester students. Based on
results of the study and a review of literature we are
planning to strengthen communication skills learning in the
institution right from the first semester and students will be
provided opportunities for supervised practice during early
and with
standardised patients. The medical humanities module will

clinical exposure, hospital observership

be expanded and communication skills learning will
continue during the clinical years with higher order skills
being taught.
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Appendix: Questionnaire used in the study
Communication Skills Attitude Scale (CSAS)

Age: Gender: M/F Nationality:

Occupation of father: Occupation of mother:

Place of residence: Metro city/ Small town/ Village/ Others (specify)

Semester of study:

How would you rate yourself as a student? Outstanding/ Good/ Average/ Poor
My preferred subject for post-graduation:

| would rate myself as an excellent/ good/ average/ poor verbal communicator.
I would rate myself as an excellent/ good/ average/ poor written communicator.

Please read the following statements about communication skills learning. Indicate whether you disagree or agree with all
of the statements according to the following scale 1=strongly disagree, 2=disagree, 3=neutral, 4=agree and 5=strongly
agree. Write the whole number of your response near the statements. Please complete both sides of this scale.

1. Inorder to be a good doctor | must have good communicationskills.

2. lcan’t see the point in learning communicationskills.

3. Nobody is going to fail their medical degree for having poor communication skills.

4. Developing my communication skills is just as important as developing my knowledge of medicine.
5. Learning communication skills has helped or will help me respect patients.

6. |haven’t got time to learn communication skills.

7. Learning communication skills isinteresting.

8. lcan’t be bothered to turn up to sessions on communication skills.

9. Learning communication skills has helped or will help facilitate my team-working skills.

10. Learning communication skills has or will improve my ability to communicate with patients.

11. Communication skills teaching states the obvious and then complicates it.

12. Learning communication skills is fun.

13. Learning communication skills is too easy.

14. Learning communication skills has helped or will help me respect my colleagues.

15. |find it difficult to trust information about communication skills given to me by non-clinical lecturers.

16. Learning communication skills has helped or will help me recognise patients’ rights regarding confidentiality and
informed consent.

17. Communication skills teaching would have a better image if it sounded more like a science subject.
18. When applying for medicine, | thought it was a really good idea to learn communication skills.

19. I don’t need good communication skills to be adoctor.

20. | find it hard to admit to having some problems with my communication skills.

21. Ithink it’s really useful learning communication skills on the medical degree.

22. My ability to pass exams will get me through medical school rather than my ability to communicate.
23. Learning communication skills is applicable to learningmedicine.

24. | find it difficult to take communication skills learning seriously.

25. Learning communication skills is important because my ability to communicate is a lifelong skill.
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26. Communication skills learning should be left to psychology students, not medical students.

Any other comments:

Thank you for taking the time to complete this questionnaire
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