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'Taking a history', or talking to a patient to find out about their medical problems, is the 
first clinical skill learned by medical students. It is of major importance in making 
diagnoses, is often done badly, and influences the outcome for patients. However, there is 
little agreement about what constitutes a 'good history'. Students receive conflicting 
messages about how they should 'take a history', are rarely observed doing it and see 
doctors 'taking histories' using a method quite different from conventional teaching. 

This study explored medical students' and teachers' views on the purposes and rationale 
for 'taking a history', the influences on these and students' approaches to learning this 
skill. A theoretical framework for the learning process was used to develop research 
questions and to inform the methodology, which comprised individual and group 
interviews with a sample of third and fifth year medical students and teachers. These were 
analysed using a constant comparative method, and this gave rise to an explanatory model 
for the task of learning to 'take a history', which conceptualises three perspectives on 
'history taking'. The doctor-practitioner perspective sees the student's role when 'taking a 
history' as acting as a doctor to gather selective information in order to make a diagnosis 
and plan patient care. The student-clerk perspective sees the student's role as a clerk, 
collecting comprehensive information about a patient for the purpose of reference, and as 
part of the traditional culture of medical education. The patient-person perspective sees the 
student as a person talking with another person (the patient) about their medical problems, 
engaging with their individual context and concerns. This three perspective model, though 
specific to this one skill, is in line with the work of other writers on the overall culture of 
medical education. 

Two key conclusions are reported. Firstly, the tensions between the perspectives, many of 
which were never made explicit, tended to encourage students to take a surface approach to 
learning in the early stages, and to 'play the game' in later stages. Secondly, the 
perspectives model offers a theoretical framework which could facilitate discussion of the 
current tensions and inform curriculum development, with the ultimate aim of improving 
health care for patients. 
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Chapter one: Setting the scene 

Chapter one: Setting the scene 

Relevance o f the s tudy to pract ice 

The aim of this study is to explore how medical students learn to 'take a history' from a 

patient. 'Taking a history' is the term used in medical practice for the process of talking to 

a patient to find out about their medical problems, hi nearly all medical curricula, this is 

the first skill that students learn when they come into contact with patients, perhaps 

because it appears to be a simple task, and precedes the physical examination within the 

medical consultation. It is generally seen by the medical profession as unproblematic in 

concept, if sometimes difficult in practice. Its crucial importance in making a diagnosis is 

recognised, but there is increasing research evidence that it is not done well, and that 

improvement in communication in this part of the consultation can improve outcomes for 

patients. Large sums of money are spent each year on developing new drugs and medical 

procedures which may have marginal benefits for patients, while there is little research into 

the process by which students learn how to 'take a history', or the effectiveness of current 

teaching of this vital skill. 

With the current developments in undergraduate medical curricula, and increased numbers 

of students, it has become urgent to review the way in which students learn and are taught 

this skill. As a clinical teacher, my own observations have led me to question this learning 

process. I have found it difficult to justify the conventional textbook instructions for 

'taking a history', which do not correlate with my own practice. I have also observed 

students who were discomfited when the conventional format made it difficult for them to 

show sensitivity to the patient's concerns and anxieties, while their teaching about 

communication skills encouraged them to do this. My concern led to the development of 

this study. I argue in this thesis that the concept of 'taking a history' is ambiguous, and 

fraught with tensions for both students and teachers, although this is rarely made explicit. I 

hope that a fuller understanding of these tensions and the influence they have on students' 

learning processes may enable better teaching, and ultimately, benefits for patients. 
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The contex t o f the s tudy 

I am a general practitioner, and have been employed by the University of Southampton for 

over twenty years, currently as a Senior Lecturer in Primary Medical Care. During this 

time I have been working part-time in a general practice surgery and teaching medical 

students in a general practice setting. Over the last eight years I have also been responsible 

for planning and coordinating courses in which students have their earliest contact with 

patients, both in hospital and general practice sites. 

The undergraduate medical curriculum in Southampton, which was the context for the 

current study, is shown in diagrammatic form in Figure 1.1 (page 11). As the curriculum is 

constantly changing, I have described it in relation to the two cohorts of students who 

participated in the research, that is, the cohorts who started their training in 1997 and 1999. 

There was little change between these two groups. 

The first two years of the five year programme were mainly lecture based, covering 

relevant basic sciences with a little sociology, psychology and some opportunities to meet 

patients. These were mainly in the second year, and comprised eight half days, during 

which they visited a family with a new baby at home on several occasions, and also met 

patients in a general practitioner's surgery. They practised 'taking a history' from these 

patients, and one on occasion made a videotape of themselves doing this, and discussed it 

afterwards in a small group to gather feedback on their skills. The third year was mainly 

hospital based, with a small number of lecture sessions, and comprised attachments to 

'firms' or consultant led groups in the major medical and surgical disciplines, with 

interspersed half days in general practice. At the end of this year they were expected to be 

competent at 'taking histories' and carrying out physical examinations. The fourth year 

included an elective period, during which most students travelled abroad, a 'study in depth' 

(small research project), and some short attachments to specialist disciplines, such as 

orthopaedics, neurology and ophthalmology. The final year was spent in full time 

attachments to medicine, surgery, child health, general practice, psychiatry and obstetrics 

and gynaecology in a variety of district general hospitals, during which students followed 

closely the work of junior hospital doctors. At the time of the final examination, at the end 

of this year, they were expected to be competent to take responsibility for patients as pre-

registration house officers, including responsibility for initial diagnoses, giving treatment 

in emergencies and prescribing drugs. 
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Chapter one: Setting the scene 

Figure 1.1: Southampton undergraduate medical curriculum 
for cohorts entering 1997-1999 

Year 

1 

Foundation Term Cardiopujmonary 
Systems 

Locomotor System 

Early patient contact (5 visi ts) 

Nervous System Renal, Endocrine and 
Human Reproduction 
Systems 

Gastrointestinal and 
Lymptioreticular Systems 

Clinical Skills and Family SWdy (8 visits) 

Clinical Medicine Obstet- Child Su^ie^ Elderly Psych- Rev-
Found- fics and Health Cam, iatry isHon 
aMon Gynae- Palliative 

cdogy Care Exam 
6 8 4 4 8 4 4 4 

Primary Medical Care 
Scientific Basis of Medicine 

Clinical SkidylnCkph 
Elective (research project) 

24 
8 Research methods Speciality attachments 

and law and ethics 

Special Child Mental Medicine Obs& Surgery GP Rev- Final 
5 Study 

Module 
Health Health Gyn ision Exam 

5 5 5 10 5 7 3 3 4 

Out l ine o f t he s t u d y 

This thesis describes a study carried out to explore how students learned to 'take histories' 

in the School of Medicine at Southampton between 1999 and 2001. Research questions 

were developed, based on a theoretical framework for the learning process, which was 

derived from the educational literature. These questions explored how medical students 
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and teachers perceive the purposes and rationale for 'taking a history', their approaches to 

learning this skill and the influences on these. Fourteen individual interviews and four 

group interviews were carried out with third and fifth year students, involving 25 students 

in total, six of whom were interviewed twice. In addition ten medical teachers, who were 

involved in teaching the skill of 'taking histories', were interviewed individually. 

Transcripts of the interviews were analysed using a constant comparative method and an 

explanatory model was developed from the analysis. 

Plan of the thes is 

In this introduction I have provided a brief account of the University of Southampton 

medical curriculum at the time of the study, and of my role in the School, to provide a 

context for the study. Chapter two offers a review of the published literature on 'history 

taking' and its importance, including conceptual models of the process from both medical 

and sociological perspectives. Chapter three reviews the basis of a theoretical framework 

for how students learn, followed by what is known about how they learn to 'take histories'. 

The research questions are informed by this theoretical framework and the existing 

literature, and are outlined at the end of chapter three. 

Chapter four outlines the justification for the methodological approach and the data 

collection and analysis methods chosen, in relation to the research questions, and explores 

the potential shortcomings of these. This is followed by an account of how the methods 

worked out in practice. The findings of the study are provided in the form of an analysis of 

interviews with the participants, firstly with third year students in chapter five, then fifth 

year students in chapter six and medical teachers in chapter seven. Finally, chapter eight is 

a discussion of the findings of this study, how they relate to the work of other writers, their 

limitations and implications for pohcy and practice. 

12 



Chapter two: The significance of 'taking a history' 

Chapter two: The significance of 'taking a history' in patient care: 
a review of the literature 

This chapter reviews the literature on the role of 'history taking' within patient care, 

highlighting the evidence for its importance and providing both medical and sociological 

models of the process. This is followed by an account of work on the place of 'history 

taking' in medical education. Finally, this topic is put into context with a brief review of 

relevant current developments in health care and medical education. 

Def in i t ion and s ign i f i cance 

'Taking a history', in common medical parlance, describes the portion of a medical 

interview during which a doctor or student gathers verbal information about a person's 

medical problem. It is normally taken to include any greeting or introduction, and 

information volunteered by a patient, as well as further questions posed by the doctor and 

answered by the patient. 

In medical writing on 'taking a history' there is an underlying assumption that this is a 

discrete activity, separable from other aspects of the health care process. For medical 

students and teachers there is an advantage in categorising the skills that it is necessary to 

learn, in order to distinguish mastery of different steps. In the conventional model of a 

medical consultation there is a chronological sequence of events, explained, for example, 

in Macleod's Clinical Examination, a commonly used textbook, as follows: 

Purpose 
History-taking Information gathering 
Examination: physical and Objective findings 
mental 

Phase 3 Explanation Information giving, decision making 

(Masterton and Toft, 2000, p2) 

As these authors point out, in practice, observation of the patient, which forms part of the 

physical examination, often precedes any discussion of the patient's problem, and 

influences the questions asked. Findings on examination may suggest further information 
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to be gathered, as may discussion of possible tests or treatments. This leads to a logical 

difficulty if the phases are to be considered independently, as they are in fact 

interdependent. However, much of the literature considers the 'history taking' phase of the 

consultation as a separate entity, and the knowledge and skills necessary for the different 

phases are taught sequentially, sometimes in successive years of the curriculum, as at 

Southampton (School of Medicine 2001). I will therefore consider it as an independent 

concept for the purposes of this review, while acknowledging that this is not always the 

case in practice. 

Value in diagnosis and outcomes for patients 

A number of studies have demonstrated that the 'history', or the verbal information 

gathered by doctors, contributes more to diagnosis than either physical examination or 

further tests on their own. Hampton et al (1975) showed that in a medical out-patient clinic 

the history alone was judged sufficient to make a diagnosis in 66 out of 80 patients. 

Sandler (1980) similarly showed that in a general medical clinic, a 'correct', or later 

confirmed diagnosis had been made in 56% of patients after the history had been taken, 

rising to 73% after a physical examination. To emphasise the point further, Sandler (1979 

p22) pointed out in a second paper that: When the 180 patients with chest pain were 

considered separately, the history gave the diagnosis in 90%, and the examination was of 

no diagnostic value at all.' 

Although these studies make no comparison with the diagnostic power of a physical 

examination or tests alone, this would clearly be absurd, as the selection of appropriate 

examinations and tests is made on the basis of the findings of the history. In a primary care 

context, where patients' problems are relatively unsorted when compared with hospital 

clinics, one large survey suggested that around 40% of consultations were biomedical and 

around 50% were social or psychological or a combination of these (Howie et al 1999). In 

most of these latter the assessment of the situation must be based entirely on the history. 

Thus the clinical skill of gathering verbal information from a patient is crucial for 

diagnosis, both for pathological disease processes and for more holistic assessment of 

patients' problems. 

14 
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There is substantial evidence that doctors and medical students do not always gather 

information effectively. For example, Starfield et al (1981) showed that in 50% of visits to 

a US physician the patient and the doctor did not agree on the nature of the main problem. 

Frankel and Beckman (1989) found that on average, physicians in the USA interrupted 18 

seconds after patients started to describe their main problem. There is also evidence that 

doctors' methods of ' taking histories' in some cases become rigid and inflexible, bearing 

little relationship to patients' needs (Byrne and Long 1976, Ridsdale, 1992). In relation to 

medical students, Maguire and Rutter (1976) made videotapes of 50 senior medical 

students interviewing a new patient in a psychiatric clinic. Twenty-four per cent of students 

failed to identify the main problem and 62% of students failed to clarify marked gaps or 

inconsistencies in patients' stories, leading to confusion in their assessment of patients. 

Stewart (1995) carried out a systematic review of studies which compared aspects of 

communication in the consultation with health outcomes. Seven out of eight studies 

investigating the 'history taking' element of communication showed significant 

associations with good outcomes, including reduction of psychological stress and symptom 

resolution. She summarised the elements of physician communication for which benefit 

had been demonstrated as: asking many questions about the patient's understanding of the 

problem, their feelings, concerns and expectations, their perception of the impact of the 

problem, and showing support and empathy. Improved communication in the 'history 

taking' part of the interview not only resulted in more satisfied patients, but also in better 

physical outcomes. 

The language of 'history taking' 

Asking a person about their illness has been a constant feature of the behaviour of all 

health care providers, from Hippocrates to twenty-first century physicians, and firom 

parents to neurosurgeons. The eighth edition of Macleod's Clinical Examination, a text 

book widely used by medical students at the commencement of this study, described the 

traditional approach to this as follows: 

The art of obtaining an accurate history expeditiously can be acquired and developed 

with practice. It has three main stages, the first of which must be a satisfactory 

approach to the patient. Secondly, adequate opportunity must be given to the patient to 
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Chapter two: The significance of 'taking a history' 

tell the story. Thirdly, a competent interrogation must be made by the doctor to clarify 

previous health, family, social and personal matters. The same sequence is followed 

with almost every patient, the emphasis changing in accordance with the current 

problem. 

(Edwards, 1990, p i ) 

The words 'taking' a history, 'interrogation' of the patient, and 'extract' imply a passive 

or even reluctant role on the part of the patient. The description of the 'interrogation' in the 

extract included a list of screening questions which were to be asked of all patients. The 

fact that the same sequence was to be followed with almost every patient carried an 

implication that the doctor was expected to be in control. 

A new edition of this textbook has now been published and the description above replaced 

with a section covering 'good interview technique' (Munro and Campbell, 2000). This 

reflects a change in culture, but it is not clear to what extent the new culture is one of 

political correctness (as suggested by Armstrong, (1984)) or a real change in the 

relationship between doctor and patient. The terms 'taking a history', 'eliciting a history' 

and 'obtaining a history' are used interchangeably in this new edition, and 'history taking' 

is referred to in all the standard textbooks, and is the term used by doctors and students in 

clinical practice and in curriculum documents. To maintain a consciousness of the 

problematic nature of the term 'taking a history', I have placed it in adverted commas 

throughout the thesis. 

Although terminology may be changing, the use of language to denote power imbalances 

has not disappeared. Sinclair (1997), in an ethnographic study carried out in the early 

1990s, pointed out the way in which students learned a new language which conferred 

status and was exclusive. To the uninitiated, familiar words could take on unintended 

meanings. Sinclair described an example of a student who, when asked what the word 

'clammy' implied, provided a conventional dictionary definition, and was brushed aside 

because he had not appreciated the medical identification of 'clammy' with poor 

cardiovascular function. Learning the language was seen as being at least as important as 

understanding the concept. 

16 



Chapter two: The significance of 'taking a history' 

A further term of relevance to 'history taking' is the use of the word 'clerk' as a verb, as in 

'to clerk a patient', which refers to the procedure of 'taking a history', carrying out a 

physical examination and recording the findings (Atkinson 1997, Sinclair 1997). This term 

originally referred to the relatively menial role of medical students as clerks, keeping 

medical records in teaching hospitals (Atkinson 1997). The term 'clerking a patient', still 

in everyday use among medical students and teachers, may similarly unintentionally 

emphasise the routine data collection aspect of 'history taking', as well as the passive role 

of the patient. 

'H is tory tak ing ' : the med ica l perspect ive 

Literature from this perspective can be divided into two distinct categories. Textbooks on 

'history taking', which are numerous, provide guidance for students, and offer a common 

conventional structure. This structure is rarely related to the purposes of'history taking'. 

On the other hand, academic journal publications and research tend to focus on medical 

models of the 'history taking' process. These relate to the purposes of 'history taking', for 

example, the way in which the questioning strategy used leads to a diagnosis, and to plans 

for management of any problems. The models include both biomedical problem solving 

strategies and patient-centred medicine, and do not relate closely to the conventional 

textbook structure taught to students. 

Textbook accounts of the 'history taking' process 

Medical textbooks commonly recommend a standard structure for 'taking a history'. The 

elements of the history are consistent, although the order recommended varies. For 

example: 

There is no correct way to obtain a history. One effective sequence comprises: 

The introduction 

The presenting complaint 

-Patient's account 

-Supplementary enquiry 

Drugs and allergies 

The systemic enquiry 

Past history 

17 
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Family history 

Social and personal history 

(Ford and Munro 2000, p3) 

Students are given advice on each part of this process, including, for example, a series of 

supplementary questions which could be asked of any patient with a pain. These might 

include how long it has been present, its site, character, and severity, whether it is constant 

or variable, and whether anything makes it better or worse. Recommendations for 

questions to be asked under social and family history vary, and may be provided in list 

form. 

The section that is not self-explanatory is the systemic enquiry, also known as the 

functional enquiry or general symptom enquiry. This is a series of screening questions, 

asked about all the major physiological systems, with the stated purpose either of 

establishing a database of information, or of ensuring that none of the patient's medical 

problems have been overlooked. Most textbooks contain a list of questions under headings 

such as 'cardiovascular system', 'respiratory system', etc. For example, in the most up to 

date version of Macleod's Clinical Examination, a list of questions is provided under the 

heading 'The general symptom inquiry: 'cardinal' symptoms' which comprises 48 

questions (excluding the gender specific ones). The instructions for the use of these may be 

difficult for students to apply: 

'It is inconceivable that any patient will require to be asked all the questions that may 

be important on some occasion. ...It follows that the choice of questions selected to 

ensure that the history, as obtained, is sufficiently comprehensive is a matter of clinical 

judgement. ...During training experience can be obtained from undertaking a thorough 

general symptom inquiry, asking the patient the 'cardinal' symptoms relevant to each 

(Masterton and Toft 2000, pi3) 

Although this implies that students need not ask all the questions of every patient, they are 

left to make a judgement on which questions are appropriate, without criteria on which any 

measure of appropriateness might be based. 
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Textbook accounts of purposes of 'history taking' 

Examination of a range of standard medical textbooks suggests that the authors see the 

purposes of 'history taking' or a fuller 'clinical examination' as obvious, and therefore do 

not make them explicit. For example, Epstein et al (1992) point out that over 80% of 

diagnoses in a medical clinic are made on the history, before describing the skills involved, 

implying, but not specifying, the aim of making a diagnosis. In an earlier introduction, 

however, they say with rather less focus: 

By the end of the first interview you should have a good grasp of the patient's 

personality, social habits, and clinical problems. Additionally, you will have 

considered a differential diagnosis which might explain the patient's symptoms. 

(Epstein et al 1992, p l . l ) . 

Masterton and Toft (2000) do not make any general purposes explicit under the heading of 

the history, but in a section entitled 'Importance of good interview technique' state; 'It is 

the history which provides the basis for priorities in the clinical examination and 

subsequent investigation, and management' (Masterton and Tof t 2000, p2). 

In contrast. Turner and Blackwood (1997) provide a list of general and specific objectives 

for use when the student approaches a patient. The general objectives are to: 

Obtain a professional rapport with the patient and gain his confidence. 

Obtain all relevant information which allows assessment of the illness, and provisional 

diagnoses. 

Obtain general information regarding the patient, his background, social situation and 

problems. In particular it is necessary to find out how the illness has affected him, his 

family, friends, colleagues and his life. 

Understand the patient's own ideas about his problems, his major concerns and what 

he expects from the hospital admission outpatient or general practice consultation. 

The specific objectives for 'taking a history' or making an examination are: 

Obtain all possible information about a patient and his illness (a database). 

Solve the problem as to the diagnoses 

(Turner and Blackwood 1997, pi-2) 

Although this provides more explicit objectives, it is so comprehensive that it fails to give 

any guidelines for distinguishing information which should be included from information 
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which should be excluded. This is especially so when it suggests that a student should 

gather 'general information' and 'all possible information' about a patient. 

In contrast with textbooks on clinical examination, textbooks focusing more specifically on 

communication skills are more likely to be explicit about objectives or purposes. For 

example, Pendleton et al (1984) define the tasks of the information gathering part of the 

consultation to be: 

To define the reason for the patient's attendance: 

the nature and history of the problems 

fAez/- agffoZogy 

the patient's ideas, concerns and expectations 

the effects of the problems 

(Pendleton et al 1984, p41) 

These tasks underline in addition the importance of establishing or maintaining a 

relationship with the patient. 

Although these instructions may provide a more helpful boundary to the student's tasks, a 

textbook on communication skills is only likely to be referred to during a programme 

specifically relating to either communication skills or general practice, where Pendleton's 

work was based. A second textbook on communication recommends a method which takes 

the patient's feelings and opinions more into account, and is explicit about recommending 

students not to use the conventional method: 

PFhat follows is not the same as the traditional method of history taking. In some ways 

it amounts to the same thing, but it is a better method. 

(Tab; 2001, p51) 

The student consulting general medical textbooks, as opposed to those on communication 

or general practice, is therefore likely to see the history mainly as a method of helping 

them to reach a diagnosis, but with the additional aims of making a relationship with the 

patient, and gathering an undefined amount of information about a range of other topics, 

depending on the context. Literature referring to the conceptual models of general 

strategies used by doctors to make diagnoses is rarely discussed in textbooks of basic 

clinical skills, though some textbooks of general practice (for example Eraser, 1992) and 

communication skills (for example Kurtz et al 1998) identify these. 
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Biomedical problem-solving: identifying the disease 

During the nineteenth century, a new approach to medicine developed which has since 

become known as the biomedical model. This stressed the accurate diagnosis of disease 

deep inside the body, rather than merely addressing the symptoms. McWhinney (1989) and 

many others argued that this was a product of the Enlightenment, after which Descartes' 

concept of the divide between the mind and the body made it possible to conceive of 

disease as separate from the individual. Laennec's invention of the stethoscope, followed 

by Pasteur and Koch's work with the microscope, enabled disease processes and symptoms 

to be linked with pathology, and the success of the treatments which were derived from 

this work reinforced the value of the biomedical model. 

This model of illness dominated the twentieth century, when making a diagnosis was seen 

as a process of identifying a disease, or pathological process, which could then be treated 

in a standard manner. Making a diagnosis could also be seen as analogous to solving a 

crime, replacing 'who dunnit?' with 'what dunnit?' (Hunter 1991, Atkinson, 1997, Sinclair 

1999). As Sinclair pointed out in relation to this analogy, Sherlock Holmes was based on 

Dr Joseph Bell, who was a forensic pathologist. Symptoms and signs were clues, and the 

diagnostic process a purely logical problem, with one correct answer. 

Sackett et al (1991) described four strategies used by doctors for biomedical problem 

solving. Firstly, pattern recognition can be used when the appearance of a disease (or 

possibly feeling on palpation, or sound through a stethoscope) is so characteristic as to 

require no further enquiry or investigation. This may be the case with some skin rashes and 

deformities, requires experience, and is applicable only to some problems. 

Secondly algorithms to deal with a specific complaint can be used to aid diagnosis and 

decision making, and are the basis for computerised decision support software. These 

provide rigid pathways of questions to ask, depending on replies to the previous question. 

Algorithms, either on paper or on a computer, are increasingly being used when medical 

care or triage is carried out by nurses, (Lattimer et al 1998), but are less commonly used by 

doctors. 
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A third strategy is the strategy of exhaustion (Sackett et al 1991), which approximates most 

closely to the method recommended in standard medical textbooks and described on page 

17. These authors described the conflict for a student when asked to 'Go do a complete 

history and physicalOne of the authors had faithfully followed this command as a 

student, and had presented a 35 page 'work-up' to a teacher, who had countered his 

explanation with the response; 'yes, but not that complete!' (Sackett et al 1991, plO). 

Following this instruction literally would exhaust both student and patient, while, on the 

other hand, the teacher expected the student to know what to do. This was not explicit, but 

was to carry out their concept of an examination appropriate for a student. The authors 

pointed out that although teachers and textbooks recommend a 'complete' history, this 

'strategy of exhaustion is the method of the novice, and is abandoned with experience' 

(Sackett et al 1991, pi 3). A selection process, for example, of information to gather and 

elements of physical examination to include, is carried out at every level, but the rationale 

for selection is rarely explicit. 

The fourth strategy is hypothesis testing, which Sackett et al (1991) and Elstein et al (1978) 

suggest is the strategy used by most doctors most of the time. Barrows et al (1982) 

videotaped doctors being consulted by programmed patients, who had been trained to act 

as people with a series of specific diseases. They showed that the physicians generated an 

average of 5.5 hypotheses for the cause of the patients' symptoms, and asked questions or 

carried out examinations to confirm or (less commonly) to refute these explanations. 

Neufeld et al (1981), using the same patients, showed that medical students used exactly 

the same strategy, regardless of their stage in their medical training. The only difference 

was that the students were less likely to generate the correct hypothesis, and less likely to 

ask pertinent questions to test out their ideas. 

Although the explicit advice to medical students in the textbooks quoted most closely 

approximates to the strategy of exhaustion, Neufield et al's study (1981) suggests that they 

actually generate and test hypotheses without being so advised. However, having done this 

at a cognitive level, they are still expected to present an exhaustive history to their 

teachers. 
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Patient-centred medicine: understanding the patient's illness 

Sackett et al (1991) suggested that biomedical problem solving, using the hypothesis 

testing approach, is the main method used to diagnose pathological processes, particularly 

in hospital settings, where patients more commonly have serious illnesses. However, 

limitations of this model have become apparent. McWhinney (1989) has described how, in 

spite of the success of modem medicine in treating disease, there has been a rising 

undercurrent of discontent among patients. He gave an example of a doctor, giving an 

account of his treatment by ophthalmologists for his deteriorating vision. He wrote: 'the 

purpose of this essay is ...courteously, but firmly to complain of what appears to be the 

ophthalmologist's attitude: 'We are interested in vision, but have little interest in 

blindness" {StQttsn 1981, p458). McWhinney argued that the success of biomedicine has 

led to the practice of ignoring the individual patient's feelings and life situation, and that 

patients are no longer finding this acceptable. 

Stewart et al (1995) have described in detail a new approach in response to this situation, 

namely patient-centred medicine. This term was said to have been coined by Michael 

Balint shortly before his death to refer to the type of medicine that takes into account the 

patient's feelings and views, rather than treating patients as passive objects of medical 

treatment (Hopkins, 1972). This approach, as described by Stewart and her colleagues 

(1995), distinguishes between the concepts of disease and illness. In their description 

disease refers to a pathological process, which can be recognised and diagnosed by specific 

tests, or examination under a microscope. This is contrasted with an illness, which is an 

individual's experience of being unwell, including not only the symptoms of a disease, if 

one is present, but also the person's anxieties and effects on their life. 'A particular disease 

is what everyone with that disease has in common, but the illness experience of each 

person is unique' (Belle Brown et al 1995, p32). Biomedical problem solving, which 

focuses on the diagnosis of disease, can therefore be contrasted with patient-centred 

medicine, which is concerned with making an overall assessment of the illness experience 

of an individual. 

The same authors have described a model of the patient-centred diagnostic process which 

requires the doctor to make a parallel search of two models during the information 

gathering part of the consultation (Belle Brown et al 1995). At the same time as finding out 

about the disease, by the traditional process of the history and physical examination, the 
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doctor should be interweaving the discussion with finding out about the illness, including 

the patient's ideas, feelings and expectations about it, and its effects on their life. This 

should lead to an integration of the differential diagnosis of any disease with an 

understanding of the patient as a person (Belle Brown et al 1995, p37). The model 

incorporates biomedical problem solving, and, when patients have life threatening 

illnesses, the biomedical aspects are likely to take priority. However, the patient-centred 

approach would include finding out and dealing with the patient's immediate anxieties, as 

well as dealing with the disease, in any conscious patient. 

Evidence for the widespread interest in this model comes in the draft benchmark 

statements for medicine, which are broad objectives, set up by the Quality Assurance 

Agency, which must be achieved in every medical school in the United Kingdom. These 

include a requirement that the graduate should be able to; 'take a history which is patient-

centred, sensitive, structured and relevant' (Quality Assurance Agency 2003). 

While curriculum documentation and literature on teaching about communication skills 

may emphasise the value of this approach, it is not known whether practising clinicians, 

trained in the traditional model and constrained by time from changing their practice, have 

altered the way in which they teach students. 

'History taking' to plan further investigation and management 

Macleod's Clinical Examination (Munro and Campbell, 2000) points out that: 'It is the 

history which provides the basis for priorities in the clinical examination and subsequent 

investigation, and management.' (Masterton and Toft 2000, p2). Although this is obvious 

to all practising professionals, as textbooks continue to recommend the 'strategy of 

exhaustion' (Sackett et al 1991), the aim of'taking a history' in order to select appropriate 

components of the physical examination is rarely made explicit. Using the hypothesis 

testing model, it becomes clear that the rationale for selection of examinations and 

investigations is to rule in or out diagnostic possibilities. 

In relation to management, choices about treatment options may be dependent on the 

patient's previous experiences with medications, or their social situation. At the stage when 

they first learn to take histories, medical students are often unaware of management 
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options, particularly if they are learning 'history taking' in isolation, rather than in the 

context of overall patient care. Questions to be asked for this purpose, therefore, are also 

likely to be dealt with under the exhaustion style rationale, on the grounds that 'if you ask 

everything, you won't leave anything out'. 

'H is tory tak ing ' : the soc io log ica l perspect ive 

As seen above, medical models of the 'history-taking' process have tended to be task 

orientated, seeing the process purely as a means to an end. Armstrong (1977) has pointed 

out that there is an assumption underlying the conceptualisation of 'history taking' in the 

textbook model that there is only one history waiting to be 'taken', like the correct answer 

to a crossword clue: 

That there may be many histories or versions or that the method of interview might 

affect the appropriate history are rarely considered. Failure to take the appropriate 

history is either a function of the student not asking the right questions or the patient's 

inability to 'correctly' verbalise his story. 

(Armstrong 1977, p247) 

The idea that the 'correct' history is a function of the perspective of the observer, rather 

than an absolute truth, underlies the sociological accounts of the process. Sociological 

models have tended to focus on the way in which the underlying doctor-patient 

relationship is acted out during the interview, and to address the question; what is going on 

when doctors 'take a history'? While doctors and medical students give overwhelming 

priority to the medical models during their clinical training, consideration of the 

sociological approach may illuminate some of their behaviour. 

Armstrong (1994) also argued that accounts of 'what is going on' in the medical 

consultation have tended to be linked with alternative models of the doctor-patient 

relationship, which have themselves been related to the prevailing understanding of illness. 

He categorised models of the doctor-patient relationship into four groups, which have 

tended to follow each other chronologically in the published literature. These comprise 

those linked with the biomedical model of disease, consensual models, conflict models and 

negotiation models. 
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Biomedical models 

The biomedical model of illness, which sees the patient as a passive container of 

pathological processes, as well as a passive recipient of medical care, has been described 

on page 21. Anspach (1988) identified a parallel verbal usage which exemplifies the way 

in which this model tends to devalue the experience and views of patients. The language of 

case presentation implies that the findings of technology are reliable, those of the physician 

intermediate, and those of the patient questionable. For example, 'Technology [the results 

of tests] "reveals " and "shows the physician "notes " and "observes the patient 

"reports" and "denies" ' (Anspach 1988, p371). These features of medical discourse are 

rarely discussed in the medical literature. 

Consensual and conflict models 

Szasz and Hollender (1956) described a simple consensual model of the doctor patient 

relationship, which suggested that the ideal relationship was 'mutual participation', in 

which decision-making is shared between doctor and patient. However, observation 

studies have suggested that this is not the norm. Byrne and Long (1976) analysed over 

2500 general practice consultations, and showed that doctors tended to develop individual 

consulting styles that were rigid, and independent of the nature of the patient or problem. 

They also identified a substantial number of dysfunctional consultations, in which the 

patient and doctor appeared to be in quite separate consultations, speaking alternately, but 

paying no attention to what the other had just said. 

Mishler (1984) extended the analysis of the nature of dysfunctional consultations, by 

differentiating between the 'voice of medicine' which is the discourse of biomedicine, and 

the 'voice of the lifeworld', which is everyday speech. He analysed 25 consultations in 

detail, and argued that the doctor maintained dominance in consultations by repeatedly 

using the 'voice of medicine', while the patient frequently used the 'voice of the lifeworld' 

in response to questions, leading to a mismatch of ideas. This would correspond with 

Byrne and Long's (1976)dysfunctional consultations. In the one consultation where the 

doctor used the 'voice of the lifeworld', Mishler felt that a more humane type of medicine 

was being practised. 
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Stimson and Webb (1975) described a different type of conflict or mismatch. They 

interviewed patients before and after general practice consultations, and observed 

consultations as well. One finding was the discrepancy between patients' accounts of their 

consultations, and actual consultations observed. In the observations, the patients were 

relatively passive, and reluctant to ask questions. In discussion following consultations, 

however, patients tended to make dramatic presentations, each casting themself as hero, 

and the doctor as incompetent. Their interpretation of this was that the stories could be 

understood as a 'vehicle for making the patient appear rational and sensible andfor 

redressing the imbalance between patient and doctor.' (Stimson and Webb 1975, p97). 

This imbalance is in keeping with the evidence of the doctor-dominated consultations, 

identified by Mishler (1984). 

Negotiation models 

Concepts of negotiation models for the consultation have developed following recognition 

of these conflicts, and include the patient-centred medicine model described on page 23. 

(Tuckett et al 1985) described an ideal model of consultations as 'Meetings between 

experts'. These were concerned with eliciting and respecting the patient's ideas, seeing the 

patient as an expert on their own illness, in an attempt to redress the imbalance of power 

and status, so that perspectives beyond the biomedical model could be addressed. 

The idea of practising medicine using a patient centred model is attractive to many doctors, 

particularly in general practice, and to patients, as demonstrated in a survey of patients' 

preferences (Little et al 2001). However, patient centred models may be limited by the 

current structural arrangements of medical care. Barry et al (2001), in a study of general 

practice consultations, identified some of these; the allocation of limited time-slots for 

general practice appointments; the current policy focus on evidence-based medicine; and 

moves away from continuity of care. All of these are even more powerful disincentives to 

using patient-centred approaches within the hospital service, where patients are likely to 

have more serious disease, creating a pressure to maintain the biomedical model. 

These various accounts of consultation models from the sociological perspective, unlike 

those from the medical perspective, draw attention to the tensions inherent in the 'history 
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taking' process, which warrant further exploration. The next section examines the place of 

teaching this skill within medical aducation. 

'H is tory tak ing ' w i t h i n medica l educa t ion 

There is little published literature on the methods by which students are taught to 'take 

histories' by practising clinicians in the context of everyday clinical care. Accounts that 

exist are mainly from the student's perspective, and will be considered in chapter three. 

There is an increasing literature on teaching communication skills in medicine (see page 

29), and on courses for medical teachers on this topic (Bird et al 1993), but little published 

work on how this is linked in practice with the teaching of physicians and surgeons, who 

teach students to 'take histories'. 

Increasingly, students are spending part of their time being taught how to 'take histories' 

and other clinical skills in general practice settings as well as hospital (Murray et al 1997, 

Thistlethwaite 1999), but, as Sinclair (1997) has pointed out in an observational study of 

medical students, general practice is seen by students as a low status discipline while 

medicine and surgery are high status disciplines. Thistlethwaite (1999) reported that 

students were aware that they were taught a patient centred approach in general practice, 

and that this was not valued in hospital, though they felt it should be. However, these 

findings were from interviews carried out by general practitioners, and interviews carried 

out by hospital teachers might have produced different findings. 

An interesting aspect of teaching students to 'take histories' is that progress is traditionally 

assessed indirectly, on the basis of a 'presentation' of the history made by the student to 

the teacher. This may or may not be done in front of the patient. In the presentation the 

student is expected to summarise, in a structured form, the relevant aspects of the history. 

Typically the teacher, and perhaps other students, will ask questions to highlight areas that 

the student has omitted either to ask about or to present. As students are rarely observed 

with the patient, the presentation often represents the history in assessment of students' 

skills. Both Atkinson (1997) and Sinclair (1997) described the theatrical nature of these 

events, the latter suggesting that the emphasis may have been more on 'acting' skills than 

on the skill of gathering information effectively and sensitively 6om a patient. 
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A powerful influence on students may be their actual observations of experienced doctors 

talking to patients and 'taking histories'. Mountford (1989) observed that the full history 

described in medical textbooks was 'taken' only by students and junior house officers, and 

(Walton 1984) observed that this was common knowledge. Mountford (1989) added that 

the usual justification for this was either that it was necessary to learn to do it properly 

before you could learn to take shortcuts, or that it would be done if more time was 

available. This leaves students in the difficult situation of learning a skill which they 

cannot observe in practice or in context. 

Although most medical undergraduate curricula in the United Kingdom now include some 

sociology, covering models of the doctor-patient relationship and the consultation, during 

the present study in Southampton this was taught during the first two years, at a time when 

students had little patient contact. When students carried out their own consultations in 

later stages of the course, their primary influence was teaching from practising doctors, the 

majority in hospital settings. During these attachments to hospital consultants, the students' 

main focus changed to learning about disease, with its characteristics, manifestations and 

treatment, using the standard textbooks quoted above. Although there is little published 

evidence for this, it seems likely that the biomedical approach was the norm for both 

students and teachers. 

Current interest in communication s/diis 

Since the time when Maguire and Rutter (1976) showed major deficiencies in the 

interviewing skills of medical students (see page 15), and described a programme to try 

and improve these (Rutter and Maguire 1976), there has been a progressive increase in 

attention paid to this aspect of medical education. The General Medical Council's 

recommendations for undergraduate medical education (1993) emphasised the importance 

of the issue, and Whitehouse (1991) reported that nearly all medical schools in the UK 

were offering programmes to improve students' communication skills. However, this 

teaching is rarely integrated within existing clinical teaching programmes in major clinical 

departments, but is most often either in a free standing course, or within attachments to 

specific clinical disciplines, particularly general practice and psychiatry, (Whitehouse 

1991), both of which tend to be perceived as low status disciplines (Sinclair 1997). 
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When communication skills are assessed, the criteria are often different from those used by 

a clinician assessing the presentation of a student's history. In the former, the student is 

observed, and the interaction between the student and the patient is the focus, while the 

adequacy of the information gathered, though usually mentioned, takes a minor role (for 

example, van Thiel etal 1991). In the latter, the interactional component is rarely 

discussed, and the second level sorting and interpretation of the information gathered and 

demonstrated in the 'presentation' is the focus (Atkinson 1997). 

While it is reasonable for doctors to have different priorities for communication in 

different clinical contexts (for example, a patient requiring emergency treatment has 

different needs from a patient requesting review of a chronic illness), doctors in most 

disciplines deal with both these situations. The current teaching programmes may lead 

medical students to believe that communication skills are separate from, or even an 

optional extra to clinical care. 

Conflicts for students 

The net result of this situation for students is that they are learning a skill which they 

recognise as important. However, they are rarely observed carrying out this task, receive 

feedback only indirectly on their presentation of it, and observe experienced clinicians 

practising in an entirely different way. They also learn in parallel about communication 

skills, and these may be assessed using different criteria from the measures used to assess 

the quality of a history on a mainstream clinical attachment. Students must learn while 

weaving their way through the web of these conflicting influences. 

Developments in heal th care and medica l e d u c a t i o n 

In order to aid interpretation of this study, this section outlines the context in which 

medical students are currently learning, in terms of both health care and medical education. 

Health care delivery and academia 

There have been major changes in the delivery of health care in the UK over the last two 

decades. Hospital beds have been reduced in number, and hospital stays have become 

progressively shorter (Audit Commission 1992a), with patients discharged much earlier 
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after surgery. Investigations previously carried out in hospital have been modified to be 

less invasive, so that many more people are treated as day cases or out patients (Audit 

Commission 1992b). The result of this is that patients in hospital are more sick, and have 

less time available for talking to students A corresponding increase has occurred in 

teaching in out-patient clinics and general practice, but in spite of this, opportunities for 

students to have contact with patients during their training have been reduced (McManus et 

al 1993). McManus has also suggested that clinicians have an increased clinical workload, 

and reduced teaching resources, while academic medical staff are under pressure to deliver 

research for the Research Assessment Exercise (Williams 1998). 

Developments in medical education 

Alongside the changes in the delivery of care, there have been a number of trends in 

undergraduate medical curriculum development in the UK, as recommended by the 

General Medical Council (1993). Firstly, there is now a requirement for all medical 

schools to identify a core curriculum, which all students must cover by the time of 

graduation. This task has proved difficult, as there is a tension between leaving out details, 

which provokes claims from interested parties for inclusion, and preparing detailed lists, 

which require a perhaps over-inclusive teaching programme to support them. 

Secondly, there has been a significant increase in teaching outside traditional hospital 

contexts, both in general practice (Society for Academic Primary Care, 2002) and in other 

settings, shortening time for hospital attachments such as medicine and surgery. This has 

been necessary to enable students to leam about chronic disease management, now largely 

carried out in general practice, and in some medical schools also because there have been 

too many students in the hospital relative to the number of patients. 

Thirdly, the traditional two stage medical training, of two 'pre-clinical' years, spent mainly 

in lecture theatres, followed by three 'clinical' years spent largely in hospital wards, has 

been superseded in most UK medical schools by a more integrated curriculum, including 

patient contact from the first year, as recommended by the General Medical Council 

(1993). This is intended to provide a context in which students can make more sense of 

their basic science learning, and in some medical schools, including Southampton, students 

start learning to 'take histories' during this time. Correspondingly, in the later part of the 
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course, students may have lecture programmes and other courses in parallel with clinical 

attachments, where they would previously had full time attachments to a hospital 

consultant or 'firm'. 

A further development has been a move by the UK government to support the NHS and 

improve the quality of medical care by funding places in medical schools for 

approximately one thousand additional students starting their training between 1998 and 

2001, and a further thousand between 2003 and 2005. The annual intake to medical schools 

will rise from 3749 in October 1997 to 5894 in 2005 (BUgh, 2001). This has resulted in the 

creation of four new medical schools, and development of additional teaching sites in 

many existing schools. The method by which these changes have been funded has provided 

a powerful incentive for schools to bid for additional students, as not to do so would reduce 

funding per student. Bligh (2001) has suggested that the increase in numbers may also be 

aiming at more 'cost effective' medical education, which may prove difficult for a National 

Health Service already under stress with performance assessment measures and major 

contractual change in both hospitals and general practice. 

The effect of these changes has been to change the focus of medical education from one 

based on an apprenticeship system to one based more on a training system. The traditional 

apprenticeship system provided opportunistic learning opportunities to a group of students 

attached to a firm of doctors delivering a clinical service. The students were involved in the 

work of the firm, often carrying out low level tasks such as taking blood, but benefited 

from involvement in service delivery and decision making within the team (Atkinson, 

1997). With increasing student numbers and increasing demands on curriculum time 

following the General Medical Council recommendations (1993) this has become more 

difficult to deliver. In addition, in order to protect patients from students with limited 

competence, students are likely to learn some clinical skills first in an artificial setting, 

before carrying out the same tasks with patients (for example Wilson and Jennett (1997), 

Bradley and Bligh (1999)). McManus et al (1993) showed that students' clinical 

experience had been significantly reduced, even before the General Medical Council report 

(1993). The net result of these changes is that students, at least in the early stages of their 

clinical training, may have fewer opportunities to observe the everyday delivery of care, 

and in particular to follow patients through the process of admission, investigations, 

treatment and discharge. However, they may be more likely to have received formal 
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teaching, in a more fragmented way, on a designated list of skills, which together are 

necessary for patient care. 

Summary 

In summary, the published literature suggests that the process of 'taking a history' is of 

prime importance within the process of health care delivery, that it is not always well done, 

and that improvements would have beneficial effects on the health of patients. The 

terminology of 'taking a history' perpetuates the view of a patient as a passive recipient of 

care, although cultural change has resulted in this attitude becoming less acceptable. The 

purposes of'history taking' are not often made explicit, and differ between textbooks and 

practice. The biomedical model of disease dominates discussion of the consultation, 

although a more patient centred model has been recommended by teachers of 

communication skills, and sociologists have drawn attention to inherent tensions within 

medical interviews. The result of this is that students learning to 'take histories' receive 

conflicting messages about what would be perceived as competence. Changes in health 

care and medical education have resulted in this skill being considered and, in some cases, 

taught, in isolation from the other constituents of the health care process. The next chapter 

explores what is known about how students learn, both in general and specifically when 

'taking histories', in order to develop appropriate research questions on which to focus in 

this study. 
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Chapter three: How students learn, and how they learn to 'take 
histories': a theoretical approach 

In t roduct ion 

This chapter reviews the published literature on how students learn in a range of higher 

education settings and proposes a theoretical framework for the learning process. This is 

used to structure a review of the existing literature on how medical students learn, and in 

particular, how they learn to 'take histories'. Finally, I indicate how the literature and the 

theoretical framework have informed the development of m y research questions. 

How s tuden ts learn 

Newble and Entwistle (1986) distinguished two strands in the study of how students learn. 

Firstly, mainly in the North American literature, there has been extensive published work 

originating in cognitive psychology, which has described a wide variety of learning styles. 

Some writers have considered these to be stable features of individuals, which may be 

related to personality traits, and many different analyses of styles have been reported 

(Curry 1999). Secondly, originating in Sweden, but followed up in the United Kingdom 

and Australia, there has been a strand of research which has investigated the way in which 

students approach a learning task, that is, how they intend to go about studying for a 

particular purpose. This work has demonstrated that the students' perception of their 

learning task has a major influence on its outcome. Influences on their perception may 

include characteristics of the individual, and I have chosen this broader perspective as 

having more relevance to the exploration of learning in this study. 

How students learn: approaches to learning and learning outcomes 

The concept of an 'approach to learning' was originally developed in Gothenburg by 

Marton and Saljo (1976a). They carried out a series of experiments to examine how 

university students 'approached' the reading of an academic text, and found that there was 

a qualitative difference in the way different students carried out the task. Having asked 

students how they carried out the task, they described different levels of processing of 

information, and distinguished between 'surface' level and 'deep' level processing, or 
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approaches to learning. Students who adopted a surface approach focused on the text 

itself, and concentrated on being able to reproduce this. Students who adopted a deep 

approach focused instead on the intended meaning of the text and concentrated on being 

able to understand and explain this. The researchers also found that the students' 

descriptions of their learning processes were associated with the outcome of their learning, 

in that the students, not surprisingly, were more likely to demonstrate understanding if they 

adopted a deep approach. 

Although the original work was carried out with only 40 students, and in relation to one 

artificial task, others have reported similar findings in a number of different educational 

settings, most demonstrating a spectrum of student approaches, between one seeking to 

understand concepts and one seeking to memorise details. For example. Biggs (1979) 

developed a model which distinguished between a 'meaning orientation' in which students 

aim at personal development and have an intrinsic interest in learning, and a 'reproducing 

orientation' in which students aim at vocational preparation, and have an extrinsic 

motivation of gaining a qualification or fearing failure. These have marked similarities to 

the deep and surface approaches. Biggs (1979) also identified a third group of students 

who were described as having an achieving orientation. These students had the prime 

motivation of achieving high grades, and would use whatever learning process was most 

appropriate, demonstrating the powerful influence of assessment. Entwistle (1988) pointed 

out that his research team had identified a similar group who they had described as having 

a strategic approach. 

Following up Marton and Saljo's work, a number of researchers have also shown that 

approaches to learning have a direct effect on learning outcomes in a variety of different 

contexts. Van Rossum and Schenk (1984) showed that deep approaches to learning were 

strongly associated with greater structural complexity of students' answers to questions on 

a text. Biggs (1988) showed a similar relationship in studies of students' essay writing. 

Ramsden (1992) also argued that approaches to learning are not characteristics of the 

student, but are responses to a specific task on a specific occasion. Laurillard (1984) 

demonstrated this with quotations from the same students using different approaches in 

different learning situations, illustrating the fact that the educational context did not always 

support the aim of achieving understanding, regardless of the student's personal 

characteristics and preferences. 
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There is then substantial support for the value of using the concept of an approach to 

learning, which has an influence on the outcome of learning. However, one difficulty in 

interpreting Marton and Saljo's work linking approaches to outcomes (1976a, 1976b), is 

that the sampling strategies and relatively small numbers of students involved were 

informed by a qualitative approach, but quantitative methods were used to demonstrate 

associations in the same studies. This leaves some of the findings subject to question. In 

addition, Webb (1997a) has criticised the research methods used on the grounds that they 

fall short of achieving understanding in qualitative terms, due to their quest for 

generahsabihty. In a second paper Webb (1997b) argued that the methods also fail to take 

into account the gender, social, historical, cultural or human understanding of learners. 

However, as Entwistle commented in a response to Webb, while he acknowledged that any 

over-simplicity of the deep/surface metaphor should be challenged, 'the value of the 

metaphor in revitalising educational development activities, and in providing a framework 

for the re-conceptualising of teaching, should surely not be decried' (Entwistle 1997, 

p217). 

Webb (1997a) makes a third point, which is that the deep/surface metaphor has now 

formed a research paradigm, which may suppress other views until another replaces it. I 

would argue that, while this point maybe valid, the concept of differing approaches to 

learning has face validity for teachers, and provides a valuable conceptual basis for 

research which seeks further understanding of learning processes, rather than attempting to 

demonstrate cause and effect. 

How students learn: perception of task and previous experience 

As demonstrated by Laurillard (1984), many students are able to use both surface and deep 

approaches to learning in different contexts, so the crucial question for teachers is how the 

context may be influenced. Marton and Saljo (1976b) attempted to manipulate their 

students' learning strategies by giving them examples of the types of questions that they 

would be expected to answer, before asking them to read a text. Those given factual 

questions mainly used surface approaches, but those given questions that required 

understanding could be divided into two groups. One group appeared to calculate that what 

would be required of them would be to summarise the text in one or two sentences, while 
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the second group attempted to understand the text, and could demonstrate that they had 

done this. The authors concluded from their interviews that the former students perceived 

the task in a more limited way than the latter, perhaps influenced by their previous 

experiences of surface learning. 

Attempts to advise students directly on how to adopt a deep approach have met with 

similar problems (Ramsden et al 1986), in that some took a surface approach to learning 

about learning. Fransson (1977) showed that deep approaches were associated with 

intrinsic motivation and absence of anxiety, while surface approaches were associated with 

a failure to perceive the relevance of the task. It seems from these findings that students' 

perception of the task is a key influence on their learning process, but that it is difficult to 

manipulate this or advise students about it directly: a simplistic view of the stated task is 

not enough. 

Previous learning experiences have also been demonstrated to influence students' 

approaches to learning. Ramsden (1992) showed in interviews with students that deep 

approaches were associated with a well developed knowledge base in a subject area, while 

absence of such a base is a barrier to understanding. Another study (Ramsden and 

Entwistle 1981) showed that school environments which encouraged a deep approach were 

more likely to be associated with a deep approach in early university years, and the 

converse was also true. However this is a study in which many confounding factors which 

were also influencing the choice of school may have influenced the results. Entwistle 

(1988) building on previous work by Biggs (1979) and others, has described an inventory 

to investigate students' general approach to learning, which has been called the orientation 

to studying. This attempts to describe an orientation which is common to a variety of study 

areas, and may be influenced by students' previous learning experiences. As it is clear 

from Laurillard's work, cited above, that students can adopt different approaches in 

different learning contexts, and medicine includes a variety of very different study areas, I 

do not propose to investigate a general approach to studying. I will focus instead on the 

approach to the specific task of 'taking a history' with the related contextual issues. 

As Webb (1997b) pointed out, the research on approaches to learning cited here has made 

little attempt to explore the way individual student characteristics or backgrounds influence 

approaches to learning. However, it seems likely that students' personal characteristics and 
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experience outside the educational system will have some influence on their perception of 

their task, their intrinsic motivation and the presence or absence of anxiety, all of which 

have been shown by the work described above to influence approaches to learning. 

How students learn: the curriculum 

The curriculum components of assessment, content and teaching are important issues to 

consider because they are more amenable to direct modification than students' perceptions 

of their task and previous educational experiences. This section briefly outlines the 

justification for their inclusion in the theoretical framework. Although assessment does not 

come first in curriculum planning, it may be the most important influence on student 

learning, so in this context I will consider it first. 

There is a great deal of evidence for the powerful influence of assessment on learning. 

Laurillard (1984) described how students' approaches to problem solving tasks were 

related to their perceptions of marking criteria. Students tackled what she called the 

'problem in context' rather than the problem set. Not surprisingly, this included 

consideration of the marker and the marking criteria to be used, as well as the original 

problem. The features of the assessment had changed their perception of their task from the 

one posed by the examiners. Similarly, Newble and Jaeger (1983) investigated the effect of 

changing the assessment process in the final year of a medical curriculum. They found that 

this had a profound effect on the way the students studied, leading them to give increased 

priority to clinical work in their studying, due to a changed perception of their task. Becker 

et al (1968) showed that students are often clear about the damaging effect of assessment 

on their learning processes, for example: 

There are a lot of courses where you can learn what's necessary to get the grade and 

when you come out of the class you don't know anything at all. You haven't learned a 

damn thing really. In fact, if you try to really learn something, it would handicap you as 

yar o j ggm'/ig a goej'. 

(Becker et al 1968 p59, cited by Ramsden 1992) 

From these studies there is more evidence that poor assessment procedures encourage 

surface approaches than that good assessment encourages deep approaches. This is in line 

with the finding described on page 37 that attempts to manipulate learning by asking 
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questions requiring understanding were not always successful, nor were attempts to teach 

deep approaches. 

Formative assessment, meaning any feedback on performance which can enable students to 

identify how their performance could be improved, has also been demonstrated in a review 

of classroom teaching to be an extremely important influence on learning (Black and 

Wiliam 1998). These authors point out that, to be effective, this must be followed by self 

assessment, that is, the student must themselves identify the gap between their performance 

and an ideal performance. These processes can be seen as interlinked aspects of teaching 

activities, learning activities and assessment. 

The influence of assessment is also closely related to the issue of the quantity of material to 

be learned. Ramsden (1992) found in interviews with students, not only that an overloaded 

curriculum forced the students to take surface approaches in order to succeed in 

assessments, but also that they were painfully aware of this, and regretted not being able to 

take a more effective approach. It seems self evident that a curriculum overloaded with 

factual content leads to poor learning. 

Research on characteristics of individual teachers is largely based on students' views on 

how they are helped to learn, rather than on outcomes of learning. Students place high 

value on teachers who make good relationships with them, as well as using effective 

teaching methods. For example. Bliss and Ogbom (1977) reported that students understood 

lecture content better when the lecturer interacted with them in a way that encouraged 

involvement and human interaction between the teacher and student. Hodgson (1984) 

suggested that a possible explanation of this was that in behaving in this way, teachers 

were enabling students to believe in the relevance of the lecture material, through belief in 

the lecturer. 

Ramsden (1992) described, from interviews with students, a number of characteristics of 

teaching which students believed to encourage a deep approach to learning: 

Interest in undergraduate students, help with difficidties in understanding, using 

teaching devices that encourage students to make sense of the content, creating a 

climate of trust, a proper balance between structure and freedom, and conscientious 
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frequent and extensive evaluative comments on assignments and other learning tasks — 

all these aspects of teaching are related, in students' experiences, to the use of deep 

approaches and the development of interest and commitment to the subject matter. 

(Ramsden 1992, p76) 

These findings are limited by the fact that the study was based on student opinions rather 

than learning outcomes and it would be surprising if the converse of any of these 

characteristics of teaching was helpful. A second limitation of Ramsden's conclusion from 

his work is that there is also a clear association between students' feelings of personal 

fulfilment and pleasure in learning and a deep approach (Svensson 1977). This may act as 

a confbunder, in that students who are enjoying their learning are more likely to perceive 

the teaching as favourable. 

How students learn: social and individual student factors 

Individual student factors which have been suggested to have an influence on the learning 

process include cultural differences (Biggs 1999) psychological factors, gender and 

personality traits, as well as 'ability' (Entwistle 1988). Biggs (1999) described three levels 

of thinking about teaching: 

Level one: learning is a function of individual differences between students, and focuses on 

what the student is. 

Level two: learning is a function of teaching, and focuses on what the teacher does 

Level three: learning is the result of students' learning focused-activities, which are a result 

of their own perceptions and inputs, as well as the teaching context, and focuses on what 

the student does. 

Biggs argued that, while there is some truth in all these premises, thinking at levels one and 

two might not have the desired effects of improving teaching. Focusing on what the 

student is encourages a 'blame-the- student' theory of teaching. Focusing on what the 

teacher does tends to focus on the skill itself, rather than on whether its use has the desired 

effect. Only focusing on what the student does will support a concept of teaching that 

encompasses the whole teaching and learning process (Biggs 1999, p22). In this study I did 

not plan to focus on the effects of individual pre-existing student differences on learning, 
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though I acknowledge that they will have had an influence, but, on the basis of utility, I 

chose to focus on areas which might be more amenable to curriculum change. 

How students learn: a theoretical framework 

From the work described above, it is possible to derive a conceptual framework of the 

learning process which summarises the various influences. The value of such a framework 

in my research is to conceptualise the process so that it can be divided into constituent 

aspects in order to assist the analysis of the research findings. 

Figure 3.1: Theoretical framework for student learning 

Previous 
educational 
experience 

Curriculum: 

assessment 
content 
teaching 

Social factors 

^ Perception 
of task 

Approach 
to learning 

Learning 
outcome Individual 

student factors 

Perception 
of task 

Approach 
to learning 

• Learning 
outcome Individual 

student factors 

Adapted from Ramsden, 1992, p83 

Ramsden (1992) and Prosser and Trigwell (1999) both suggest very similar frameworks, 

incorporating the students' perception of their task (Ramsden) or context (Prosser et al), 

and how this influences their approach to learning and the learning outcomes. Prosser and 

Trigwell's framework includes among influences on this 'characteristics of the student, eg 

previous experiences, current understanding' (Prosser and Trigwell 1999, pi2), but make 

no mention of pre-existing personality, ability or social factors. Ramsden does not include 

student factors other than previous educational experience. The reason for this may be, as 

Biggs (1999) argued, that focusing on these does not lead to improvement in teaching and 

learning. However, I have elected to acknowledge their existence in a theoretical 

framework for research purposes. The framework shown in Figure 3.1 has been adapted, 
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by the addition of student factors, from that of Ramsden (1992). Like Ramsden's, it makes 

no claims to show direct linear cause and effect, or to exclude other influences, but 

provides a framework for conceptualising research findings, and how influences may relate 

to each other. 

In this framework, the outcomes of student learning are influenced by students' approach 

to learning. This is influenced by students' perception of the learning task, which is itself 

influenced by the students' previous experience, the curriculum and social and individual 

student characteristics. It seems likely that all these may also have a direct influence on 

students' approaches to learning. 

This framework modifies Ramsden's by leaving out the intermediate concept of 

'orientation to studying' between 'previous educational experience' and 'perception of 

task'. This is because I am considering students' learning processes in relation to one 

particular task, and so a general orientation to studying would not be directly relevant 

unless it was independent, and had other external influences. As the influences appear to be 

in common with those on approaches to learning, I have not included 'orientation to 

studying' in the framework. I have also added pre-existing social factors, (for example 

class, gender, ethnicity), and individual student factors (for example personality traits) to 

the picture, as these, although less well investigated, may have relevance in my study. 

Following a review of the literature on how medical students learn, and, in particular, how 

they learn to talk to patients and 'take histories', I will then consider any modifications to 

the framework which may be helpful for this study. 

How medica l s tuden ts learn, and h o w they learn t o ' take h is tor ies ' 

In this section I review the literature on the outcomes of learning to 'take histories', and 

will argue that there is no consensus on what a desirable outcome would be. I then use the 

theoretical framework (Figure 3.1 page 41) to consider what is known about medical 

students' approaches to learning this skill, and the potential influences on these, and then to 

refine the framework for use in this study. 
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How medical students learn: learning outcomes for 'history taking' 

Atkinson (1997) pointed out that there was remarkably little published work on how 

medical knowledge was reproduced in medical schools. During clinical attachments, 

students are rarely observed while 'taking a history' from a patient. In the traditional 

medical curriculum, students' skills in carrying out a physical examination of patients are 

taught directly under supervision and then assessed by observation, but skills in 'history 

taking' are commonly taught and assessed indirectly by means of a report from the student. 

As Sinclair (1997, p201) points out: \ . YoryU/ig f/zg zAyz/aZ/y OM /Ag 

backstage, it being generally assumed that simply asking patients questions is within the 

student's own competenceThis is in spite of the fact that there is evidence that the 

majority of diagnoses are made on the basis of the history (Sandler 1980), as indicated in 

chapter two. 

In keeping with this, students are rarely assessed on direct observation of their full 'history 

taking' skills. The conventional final examination also relies merely on a report or 

'presentation' of this from the student, in what is commonly termed 'the long case' 

(Newble 1994). Wass and Jolly (2001) asked different examiners to mark students' skills 

when observing them 'taking a history' and then when presenting the same patient. They 

showed a poor correlation, though both correlated independently with a further assessment 

of clinical skills. This suggests that the skills are different parameters of clinical 

competence. A more recent form of assessment of clinical competence, the objective 

structured clinical examination (OSCE), does rely on direct observation of a student 

'taking a history' (Harden and Gleeson 1979). However, the time available for this is 

commonly around five minutes, while students would normally expect to take at least 

twenty minutes to 'take a full history' by the method taught. So students are neither 

observed nor assessed while 'taking a history' in the conventional maimer. 

What students do has been observed more carefully in the context of teaching about 

communication skills. There is now evidence that these skills can be improved and persist 

with teaching (Maguire 1986) and can influence the outcome of illness (Stewart 1995). In 

a study of how students' skills develop during the early years of training, Scott et al (1975) 

found that students became more directive in style between the second and third year, and 

less supportive and empathic. Heifer (1970) reported similar findings for students learning 

paediatric interviewing skills. Both Wright et al (1980) and Bishop et al (1981), at the 
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same medical school, showed very little change in performance over the three years of 

clinical training, though there was a tendency for the second year students to perform 

worst, the final year best and the first intermediate. Preven et al (1986) showed that, as 

they acquired more medical knowledge, students tended to pay more attention to 

symptoms and the systemic enquiry (the systematic use of pre-ordained questions about 

each of the physiological systems, described in chapter one, page 18), and less to the 

patients' needs and psychosocial issues. These findings led to a view that medical 

education at best had little effect and at worst a negative effect on students' ability to 

communicate effectively with patients. 

More recent studies may have been influenced either by curriculum change, with more 

focus on communication, or a cultural change in medical schools, as some are more 

reassuring. Davis and Nicholaou (1992) showed that final year students elicited more 

information than junior students, related to the patient in a more caring, empathic and 

facilitative manner, and did not show some of the failings demonstrated in earlier studies. 

Klamen and Williams (1997) similarly showed a significant improvement in the ratings 

given by simulated patients during two years of the course, but Pfeiffer et al (1998) showed 

that students' questions relating to the patient's social history declined over the four year 

course, while students used closure strategies more often. They suggested that the cause of 

this might have been a gradual reduction in emphasis on communication skills during the 

clinical course, alongside the increasing effect of the medical culture. These somewhat 

contradictory findings suggest that there is room for further exploration of how students 

may develop communication skills, and how the learning environment within medical 

schools could best facilitate the process. 

In many medical schools teaching about communication skills has been treated as an 

entirely separate activity from the teaching about 'history taking', with little explicit 

linking of communication objectives with clinical logic and decision making (Whitehouse 

1991). In addition, the majority of the teaching has been carried out by departments of 

general practice and psychiatry (Whitehouse 1991), which are, as Sinclair (1997, p220) has 

observed: 'both among the very-lowest-Status segments of medicine as seen by the 

teaching hospital.' Sinclair observed little effect of these courses on hospital practice. 

One major difficulty in all the studies of communication skills in relation to the present 

work is that the observations and judgements have been made by individuals who are 

44 



Chapter three: how students learn 

focusing mainly on communication skills, in settings divorced from the context of clinical 

care. During the studies the students knew that this was the focus. It is not clear whether 

students would have performed in the same way had they been under observation by a 

'high-status' clinician in a clinical setting, or whether the desired outcomes would have 

been the same. Information about teaching about 'history taking' and its outcomes in the 

'high-status' disciplines is therefore lacking. 

As students are rarely observed or assessed while 'taking a history' in the manner taught, 

and as the main sources of systematic observations of students (studies of communication 

skills teaching) have a different setting from the everyday practice of medicine, it is not 

clear that there is a consensus on the desired outcome of this training. In this study, 

therefore, I made no assumptions about what the outcome should be. I assumed, however, 

that it was desirable that teachers and students had a clear idea of what they were aiming 

at, and a rationale for the method that they used to reach this goal. 

How medical students learn: approaches to learning 

Following the work on learning processes in higher education initiated by Marton and 

Saljo's experiments (1976a and b), Newble and Entwistle (1986) discussed the 

implications of this work for medical education. They expressed concern that the 

curriculum structures, teaching methods, and in particular the assessment techniques 

might, on the basis of work in other areas of higher education, be hindering the students' 

development: 

The way students perceive such a course [the conventional undergraduate curriculum] 

may encourage surface or highly strategic approaches to learning, neither of which is 

likely to produce a graduate with a well-developed capacity for critical thinking, 

problem solving or self-directed learning. 

Newble and Entwistle 1986, pi74 

One major and repeated criticism of medical education, dating back to the mid-nineteenth 

century, has been its overload of factual information (General Medical Council 1993). A 

number of studies have investigated how medical students deal with this. Becker et al 

(1961) reported a strategic approach to learning in their observational study of medical 
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students in Kansas, Boys in White. They followed a group of medical students through 

medical school, and observed a series of 'perspectives'. They defined these as: 'a co-

ordinated set of ideas and actions a person uses in dealing with some problematic 

situation, to refer to a person's ordinary way of thinking and feeling about and acting in 

such a situation.' (Becker etal 1961, p34). The perspectives described a consensus view 

of the majority of students, and guided how the students thought or behaved when there 

was a choice to be made. They described a change of the majority perspective during the 

students' first year from 'An Effort to Learn zM//' through 'You Can't Do It All'io 

learning 'What they Want us to Know' (Becker etal 1961, chapter headings, p ix). These 

perspectives followed the students through a belief that they must work hard and learn 

everything, even if there was a great deal to learn, through a realisation that this was 

impossible, and uncertainty about how to deal with the problem, to a final view that the 

most successful strategy was to find out what was most likely to be needed in assessments, 

and learn only that. 

Sinclair (1997), in an ethnographic study of medical education as a (medically qualified) 

participant observer, similarly described how students dealt with the huge amount of 

factual knowledge required by a variety of methods, including what he described as the 

dispositions of Co-operation Economy (Sinclair's capitals). Co-operation included 

working together in groups to consider what questions may be asked in the examination, 

and sharing the task of memorising questions in previous tests which are often used again. 

Economy included the calculation of the minimum amount of work or marks necessary to 

pass an assessment, which bears a direct relationship to surface learning. This would 

appear to be describing strategic approaches similar to those described by Becker et al. 

Newble et al (1988) adapted Entwistle's inventory (1988), which attempted to categorise 

orientations to studying, for use with medical students. This was intended for use as a tool 

to identify students with learning problems. They showed that students who had 

reproducing orientations to studying, as defined by the inventory, were unsuccessful in 

medical school assessments, but students who appeared to have better approaches to 

studying did not necessarily perform better in examinations. They pointed out that the 

examinations might not have been a good way of measuring understanding, but the 

inventory also suffered from the difficulty of defining a general approach to studying, 
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when it is clear that a single student's approaches to learning can be different in different 

learning contexts (Laurillard 1984). It is therefore not being used in the current study. 

Coles (1985) also used an inventory, and showed that medical students' approaches to 

learning deteriorated (in that they changed from deeper to more surface) after the first few 

months of the course, which he interpreted as being related to an overloaded curriculum. 

On the basis of an interview study of medical students in Southampton (Coles 1998), he 

also proposed an addition to the framework of the learning process above. He pointed out 

that while surface approaches correlate with poor examination grades in medicine, deep 

approaches do not always correlate with good results, and suggested an additional aspect of 

a deep approach to learning, which he termed the 'elaborated approach'. To explain this, 

he distinguished between approaches to learning, which are conscious intentions of the 

student, and the learning process, which may follow the intention or may not. As he 

described it: 

Students adopting deep approaches to studying attempt to understand the meaning of 

what they are learning. Elaboration on the other hand occurs when students discover 

how the things they are learning relate to other topics, and especially how theory links 

with practice. It is perfectly possible for students to learn deeply without elaborating 

their knowledge. 

(Coles 1998, p65) 

He argued that elaboration might be a more specific determinant of academic success than 

a deep approach to learning. 

Coles' work related to medical students when they were studying for written examinations, 

rather than developing clinical skills, and my study is concerned with this latter process. In 

research closer to the context of this study, Whelan (1988) carried out an interview study 

of how medical students solved clinical diagnostic problems. He divided the students into 

those who adopted an 'ordering approach' to the problem, and those who adopted a 

'structured approach'. The 'ordering approach' was identified when students considered 

parts of the problem without linking them to the whole, when they ignored parts that did 

not fit with their explanation, and when they failed to make an overall explanation. The 

'structuring approach' was characterised by students who maintained the overall structure 
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of the problem, who provided evidence for their ideas, and who related their ideas to their 

basic science knowledge. Although only small numbers of students were involved, he felt 

that structuring was associated with better understanding. 

There is another area of research into learning processes, which may have a particular 

relevance to clinical skills including history taking. Dreyfus and Dreyfus (1980) described 

a model for the development of expertise, based on studies of a variety of sophisticated 

skills, including chess playing and flying an aeroplane. Contrary to what those in awe of 

chess players might imagine, experts do not work out the consequences of every possible 

move, but recognise familiar patterns, in which they remember the best move. Dreyfiis and 

Dreyfus (1980) suggested that novices in many contexts start with a formal understanding 

of the rules, but as they gain more experience, they build up a series of patterns, and 

intuitively compare present with past experiences to provide a plan for handling the current 

situation. Reflection on experience is thus a key part of the learning process. This model of 

development could fit with Kolb's (1982) model of the learning cycle, which suggests that 

learning can be seen as repeated cycles of concrete experience, reflection, abstract 

conceptualisation and active experimentation leading to further concrete experience. 

There is some evidence that the development of clinical skills in medicine may follow a 

similar pattern. Schmidt et al (1990) reviewed the relevance of the novice/expert model to 

research on medical expertise and pointed out some interesting findings. Problem solving 

ability in medicine has been shown to be highly case-specific, and closely related to 

knowledge relevant to the problem. On some assessment tests of clinical performance, 

experts perform worse than novices. They collect less information, and appear not to carry 

out formal clinical reasoning when attempts are made to assess this. 

Schmidt et al (1990), on the basis of a variety of research studies, suggested that these 

findings could be explained by applying the novice/expert model, with a staged 

development of clinical skills,. Medical students start by developing an understanding of 

the pathophysiological explanation of disease. However, as they develop more experience 

they work, like the chess players and airline pilots, on a sophisticated form of pattern 

recognition of what the authors called 'illness scripts', based on recollection of patients. 

Experienced clinicians cited tend to use pathophysiological knowledge and explanations 
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much less frequently, though they may return to this if the problem is unfamiliar or 

complex. 

Van der Vleuten and Newble (1995) summarised this thus: 

Professional expertise [in clinical medicine] thus develops as a transition from a 

conceptually high and rational knowledge base (acquired from educational experience) 

to a non-analytical ability to recognise and handle familiar clinical situations 

(acquired from extensive clinical experience). 

(van der Vleuten and Newble 1995, pi 033) 

This analysis of the learning process underlines the important of both practical experience 

and knowledge in learning professional skills, but does not further unpick how these may 

most effectively be used to recognise patterns accurately. 

There are therefore a series of different ways in which 'effective' approaches to learning 

may be characterised in the context of clinical medicine. Both knowledge and experience 

of clinical situations may be pre-requisites for learning. It seems that, although many 

students attempt to learn for understanding, using a deep approach, those who elaborate, or 

make more links with previous learning, may be more successful. Similarly, those who 

structure both their knowledge and their conceptualisation of diagnostic problems 

effectively may be better at understanding them. This work in total could be seen as an 

attempt to unpack different aspects of the concept of a deep approach, or 'learning for 

understanding', which may be too broad a concept to determine success in a narrow field 

such as clinical medicine. 

How medical students learn: perception of their task when 'taking a history' 

At the most simplistic level, students are usually advised that their task when 'taking a 

history' from a patient is to make a presentation of their findings (usually orally) to a 

teacher. This will include a differential diagnosis, which is a list of possible diagnoses, 

ideally in order of likelihood. However, this is not always straightforward. Patients 

interviewed by students in hospital have commonly been assigned a diagnosis already. 

Depending on the context, other possible perceptions of the student's task might include 

developing confidence when talking with patients, practising for examinations or trying to 

guess what their teacher requires on this occasion. 
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In addition, the account of a patient's symptoms expected by a general practitioner from a 

student will not be the same as that expected by a hospital physician from the same patient, 

because these doctors perceive their task differently. The former is likely to expect an 

account of recent symptoms in the context of the social and psychological features of the 

patient's life, whereas the latter may (or may not) see their role as focused only on physical 

symptoms or even on symptoms related only to one organ or physiological system. 

Although this is obvious to most practising professionals, a typical textbook for medical 

students commences with a section on what it describes as: 

Phase 1 Title: History taking Purpose: information gathering 

(Masterton and Toft 2000, p2) 

The variety of purposes of 'history taking' and the relationship of the process to the task in 

hand is rarely made explicit, either by textbooks or by teachers. 

Similarly, the rationale for the 'history taking' process is not usually made explicit to 

students. By this I mean the logical process whereby the way in which the history is 

'taken' (and the patient examined) is or should be designed as an effective method of 

achieving its purpose. This commonly includes finding out about the cause of the patient's 

symptoms and deciding how best to investigate or alleviate them. As mentioned above, 

studies of the diagnostic process used by practising doctors and students have shown 

consistently that they tend to form hypotheses very early in the interview, and then use the 

rest of the interview to confirm or refute these (Barrows et al 1982, Neufeld et al 1981). 

This method does not correlate with the list of routine questions which students are 

conventionally taught to memorise, although some teachers may add an explanation about 

choosing questions to test hypotheses. The conventional way in which 'history taking' is 

taught is based on a historical precedent, and its rationale is rarely questioned. How 

students can organise their conceptualisation of the task without this rationale is not clear. 

Atkinson (1997, first edition 1981) described the theatrical nature of teaching in medicine, 

and this theme was further elaborated by Sinclair (1997). The common teaching process in 

a hospital ward is that a student talks to a patient and examines them alone. The teacher 

then assembles a group of students in a circle round a patient's bed, with the group looking 

down on the patient, similar to tiers of students looking down on a teacher in a lecture 

theatre. The student 'presents' the patient to the teacher, who then questions students 
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around the circle in a formalised manner. The student who is 'presenting' is 'on show' and 

must develop the necessary dramatic skills to earn approval. Both learning the language 

and the theatrical presenting skills are tasks of the student that are not explicit. 

Fleming (1986) pointed out the way in which the students' perceptions of their task may 

make this a dysfunctional learning context. When students present a case at the bedside in 

the maimer described, they are likely to see their task as one of impressing the teacher. 

Their strategy for doing this is unlikely to include expressing uncertainty or posing 

questions, while these are the strategies which might best enable them and other students to 

learn. 

The work of Becker et al, who observed medical students in Kansas, and identified 

perspectives, or sets of ideas which influenced students' thoughts and behaviour has 

already been cited on page 45. They also described four perspectives guiding the students' 

behaviour during the clinical years, which were directly related to the students' perception 

of their task (Becker et al 1961). 'Medical Responsibility' wdiS seen as direct responsibility 

for the patient's well being, and linked with 'Clinical Experience', which was direct 

contact with patients, whose clinical symptoms, signs and disease processes could add to 

the student's fund of experience. They observed how these perspectives directed which 

patient contacts were valued by students, and which not. 

A third perspective rurming in parallel with these, and observed by Becker, was the 

'Academic' perspective. The faculty, or senior clinical teachers, were seen as both 

powerful and capricious, and it was deemed necessary for students to attempt to please 

them, even when their demands appeared foolish, complicating the students' task even 

further. Lastly, 'Student Cooperation' referred to the way in which students shared out 

opportunities to gain clinical experience and responsibility. 

Sinclair (1997) built on Becker's work, and described a series of 'dispositions', in medical 

education, a term based on the work of Bourdieu (1977). He saw the dispositions as 

systems of internal cognitive structuring, which could lead to action, and which, when 

added together, comprised the medical habitus or collective identity and value system. 

These also relate to the students' perception of their task. The dispositions of Co-operation 

(similar to Becker's) and Economy were previously mentioned in relation to students' 
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approaches to learning (page 46). Sinclair's dispositions of Idealism, Status, Knowledge, 

Experience and Responsibility (the last two closely related to Becker's work) each related 

to the students' aims to remain idealistic, and to gain status, knowledge and clinical 

experience. The additional point made by Sinclair was in his final Economic disposition, 

which described the way in which students traded their dispositions against each other, as 

for example, when they gained Responsibility at some cost to their Idealism when learning 

procedures which cause discomfort for patients. 

From this work it follows that the range of tasks for students learning to 'take a history' 

may include gathering appropriate information, making a diagnosis and management plan, 

learning appropriate language, developing presentation skills, gaining clinical 

responsibility and experience and pleasing capricious teachers.. This list does not include 

preparation for examinations, which I have considered under assessment. Students may 

also have to trade these aims against each other, where there are conflicts or tensions. 

Coles (1985) showed that students who performed poorly on assessment were also those 

who did not know why they were there (on the hospital wards). Given the wide range of 

possibilities, it would seem important to explore what students see as their task while 

'taking a history'. While it is almost certainly impossible to determine students' perception 

of their task by giving explicit instructions about this, some understanding of students' 

perceptions may enable more sensitive curriculum planning. 

How medical students learn: the influence of previous experience 

The factual overload, especially in the first two years of the curriculum, might be expected 

to encourage surface processing, as has been shown in other contexts (Ramsden and 

Entwistle 1981). The theatrical experience of teaching sessions on hospital wards may 

influence students' perceptions of their task. Sinclair (1997) also observed teaching by 

humiliation, in which students were led to a situation of feeling that the failure to answer a 

question correctly was a personal moral failing. He suggested that this might have the 

effect of encouraging 'bullshitting' in which confidence was more importance than 

competence. Ramsden (1992) cites a number of research studies demonstrating an 

association between the quality of the teacher-student relationship and successful learning, 

which would suggest that experience of teaching by humiliation may not encourage 

effective learning in the future. 
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As well as previous experiences of being taught, students also have experience of 

observing doctors in practice, and may in addition have experience of being patients. 

There is a powerful belief in the influence of role models in medicine, even if the specific 

influence of these is not clear (Bligh 2001). Since almost no senior doctors 'take histories' 

using the method taught to students, it is not clear how students make sense of this. It is 

likely also that experiences as a patient or as a relative of a patient may have a potent effect 

on future learning, but published evidence is lacking. 

How medical students learn: the curriculum 

Coles (1998) has described a conceptual model of the curriculum which takes into account 

the context, including the teachers and the students, as well as the ideas of the curriculum 

planners (Figure 2). In his model there are three interlinked aspects of the curriculum. The 

'curriculum on paper' comprises the aims and intentions of the planners, whether or not 

these are made explicit. The 'curriculum in action' comprises the lectures, seminars, ward 

rounds etc that actually occur as part of the teaching programme, some of which may not 

have been intended. The third aspect is 'the curriculum: students' experience', which can 

differ significantly from both the first two aspects. 

Figure 3.2: the curriculum 

The curriculum 
on paper 

The curriculum 
in action 

The curriculum-
students' experience 
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The three circles represent the three aspects, and it can be seen that there is overlap but not 

complete consistency between the three. (The diagram makes no attempt to represent the 

relative size or importance of the various portions.) The area 'a' represents that portion of 

the curriculum which is planned, takes place in practice and is experienced by the students. 

An example of this would be the aim for all students to be competent in cardio-pulmonary 

resuscitation, which is well taught, valued by students and assessed. Other areas are more 

problematic. Area 'b' shows part of the curriculum that happens but which was never 

intended, though students take it seriously, for example, the advice by some teachers or 

previous students that the numerous branches of a certain nerve are irrelevant, and must 

just be learned by rote to please examiners. Area 'c' might include, for example, the need 

for students to adopt certain professional attitudes, which are included in curriculum 

planning, seldom made explicit by teachers, but still adopted by students as part of the 

medical culture. Area 'd ' has been called the 'hidden curriculum' and includes all that 

students learn that was never either intended or formally taught, for example the 

importance of presenting patients with considerably more confidence than is actually felt. 

In this model, the curriculum- students' experience is the aspect which will influence their 

perception of their task and learning approach. This will be influenced by both the 

curriculum on paper, and the curriculum in action, as well as by the student culture and 

other social and individual factors, and will include the hidden curriculum. This section 

reviews assessment, curriculum content and teaching in relation to 'taking histories', 

particularly focusing on the students' experience. 

Assessment has been shown to be a powerful influence on learning in medicine, as well as 

in other contexts. Newble and Jaeger (1983) showed how, in one medical school, an 

attempt to improve the curriculum backfired. The final year was altered to encourage 

students to focus primarily on clinical medicine, and the final examination after this was 

reduced to a multiple choice examination, with clinical assessment at the end of each 

attachment. However, students soon realised that the pass rate for clinical attachments was 

very high, and spent more time than expected in the library, as the multiple choice paper 

was their main challenge. The addition of a structured examination of clinical skills 

resulted in students perceiving this as an increasing influence on their study habits, and 

valuing clinical teaching more. Coles (1985) showed how an assessment of basic science 
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learning, timed to require students to link this with clinical medicine, might have 

encouraged a deeper approach to learning. 

As mentioned above, in the conventional final examination for medicine, the student's 

edited report of the patient's history (the 'presentation') is assessed in the 'long case'. This 

may lead to assessment of the student's 'theatrical' skills instead of their clinical skills, as 

the examination normally takes the same form as the question and answer sessions which 

form the students' experience of learning in hospital wards, as described by Sinclair 

(1997). This examination is now commonly associated with some direct observation of the 

student with a patient. 

With the rise of communication skills teaching, attempts have now been made to assess 

medical interviewing skills in a reliable manner. This includes both communication skills 

and the achievement of the specific medical task posed in the interview. This has proved 

difficult, as it has been shown that students who communicate well in one context do not 

always communicate well in another (van der Vleuten and Swanson 1990). In other words, 

these are not transferable skills, but are case or context specific. Van Thiel et al (1991) 

have shown that assessing qualified doctors over eight to ten cases in two to two and a half 

hours of testing time will give a reasonable degree of reproducibility for use in a 

summative assessment. Although a number of medical schools have now introduced the 

assessment of 'history taking' in an examination of a series of clinical skills (the objective 

structured clinical examination or OSCE), usually in addition to the 'long case' already 

described, none are, on the basis of this work, assessing these skills reliably. The 

incorporation of these skills in the examination seems likely to influence the students' 

perception of their task, but little is known about whether this actually does influence 

learning. 

The problem of content overload in the medical curriculum has been discussed above in 

relation to its effect on the approach to learning. In the context of 'history taking' it is 

difficult to distinguish between the content and the process of teaching, as both are 

influenced by the ambiguity of the task involved, as described in chapter two. Two studies 

shed some light on approaches to teaching students to take histories. 
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Atkinson (1997, first edition 1981) carried out an ethnographic study of students at 

Edinburgh in the early 1970s, and convincingly argued that much medical clinical teaching 

was based on a carefully constructed version of medical reality. One example of this was 

the focus on what he termed 'cold medicine', which applied when students 'took histories' 

from patients who had already had their immediate symptoms controlled, and a diagnosis 

made. This was contrasted with 'hot medicine' which was also 'real', when students saw 

patients whose problems had not yet been categorised and treated. In the former situation 

the teacher was in possession of more information than the student, for example, results of 

tests and X rays, and could teach from a position of certainty. In the 'hot' situation, on the 

other hand, both teacher and student were in a position of uncertainty, and discussion of 

the possible diagnostic and management possibilities had less of a power imbalance. 'The 

bedside teaching session (cold medicine) is a social encounter which is constructed in such 

a way as to simulate a supposed reality of normal medical work (hot medicine) ' (Atkinson 

1997, pi 47). As, for more junior students, most of their experience of'taking histories' is 

'cold', students may be presented with a version of medical reality subtly altered by 

subsequent findings. 

Mountford (1989) observed students in Southampton who experienced two different 

approaches to teaching, which could be linked with the 'hot and cold medicine' concept. 

The students were attached to two medical 'firms' or consultant led groups of doctors in 

their third year. One firm used what she called a 'training approach' in which 'history 

taking' and examination were a linear process, leading to a presentation which was an end 

in itself, as in 'cold medicine'. The other used a 'working approach' where students' 

'history taking' and examination formed part of patient care, and the focus was on the 

patient. This resulted in an interest in diagnosis, management and prognosis, as it was clear 

that this was what the patient was expecting, and was more like 'hot medicine'. Students 

on the former firm were reluctant to admit uncertainty and ask questions, and focused on 

'being doctors', rather than caring for patients. They also obtained higher grades in the 

clinical assessment. Mountford felt that the 'training approach' narrowed the students' 

perception of their task, so that they could succeed within the limited objectives. The 

'working approach', however, broadened the students' aims beyond the immediate case 

presentation, and she felt that it was more likely to foster intellectual honesty and rigour. 
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Although it is not clear from these studies how the students perceived the differing 

teaching approaches, it seems likely that they influenced the students' perception of the 

task, and that this influenced their learning, and in Mountford's (1989) work, their grades. 

These reports illustrate the way that the medical culture, both generally and at a local level, 

may have a significant influence on both how and what students learn, and this is further 

considered in the next section. 

How medical students learn: the medical culture 

Medical education is situated in a context and culture which is familiar to many through 

popular literature and the media, particularly 'Doctor in the House' by Richard Gordon 

(1952), which was based on personal experience. The very familiarity of this, in the lay 

world as well as the medical setting, may make it more difficult to be aware of the 

potential influences of this culture. These influences may be particularly pervasive around 

the time when students are immersed for the first time in clinical teaching settings. 

Atkinson (1997) suggested that memories of early clinical experience commonly form a 

turning point in a doctor's personal biography, which 'serves to establish a collective, 

'/MyZ/zo/ogyca/ cAa/'/g/"' (Atkinson 1997, p3). 

As described on page 56, Atkinson (1997) argued that clinical teaching in many cases was 

an artfully contrived reconstruction of medical reality, in that it usually took place quite 

separately from clinical care, so that, for example, patients might in some cases be asked to 

conceal information, so as to simulate a previous occasion when their diagnosis was not 

'established'. He also pointed out the tension for students, who were taught to use a set of 

rules for their interactions with patients, but who also, when watching clinicians in actual 

practice, observed that 'experienced following of the rules implies an apparent breaking of 

the rules' (Atkinson 1997, pi 80). Atkinson's work suggested that this contrived version of 

medical reality actually became the culture of medical education, which formed part of the 

overall culture of medicine, with initiates so familiar with both that they did not question 

the tensions. This work underlines a potentially powerful influence on medical students' 

learning which is not obvious to the participants, and I propose to consider this in the 

interpretation of the data. 
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Other social and individual student factors are likely to have a significant influence also on 

students' learning, but, as discussed on page 40, these are less amenable to change, and I 

am not proposing to focus on these in the context of this study. 

Development o f the research quest ions 

In summary, the published literature suggests that when students learn to 'take a history' 

from a patient, they are learning a complex skill, which has prime importance in medicine. 

Using the biomedical model of illness, doctors 'take a history' in order to decide on a 

strategy for a physical examination and investigation, to make a diagnosis and to decide on 

management. Using a more patient centred approach, the history is a method of finding out 

what the patient would like from the doctor, and about their illness, that is, their individual 

experiences and concerns, as well as the symptoms of any disease. This whole process may 

be a reflection of the current concepts of illness and of the doctor-patient relationship. 

Research in other higher education contexts suggests that the outcomes of student learning 

are influenced by their approach to that learning, which is itself influenced by students' 

perception of their task, their previous educational experiences and the curriculum. 

Although there is agreement that 'taking a history' is a crucial clinical skill, students are 

rarely observed doing it, and there is little consensus on what a good outcome would be. 

This would certainly differ in different medical contexts. In addition, there is evidence that 

students have a wide variety of perceptions of their task during their clinical training, and 

that the rationale for the process of 'taking a history' is not clear. Teaching this skill is 

often far removed from the actual practice of the skill. Assessment focuses only on this 

skill in a truncated form (in an objective structured clinical examination) or indirectly (in 

presentation). Approaches to learning are complex in clinical medical education, and not 

easily assessed by simple inventories, although there is agreement that the medical 

curriculum as a whole is overloaded, and this has a deleterious effect on learning. 

In relation to the framework proposed in Figure 3.1 (page 41), three areas have arisen 

where the published literature might suggest its refinement when applied to 'taking 

histories'. Firstly, approaches to learning clinical skills are almost certainly more complex 

than those illustrated by the deep/surface dimension alone, although this does not diminish 
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the value of the outline framework. Secondly, the curriculum which influences the 

students' perception of their task might more accurately be defined as 'the curriculum: 

students' experience' (Coles 1998), which may be more complex than the categorisation 

into assessment, content and teaching. Thirdly, the culture of medicine may form an 

important aspect of the social factors, and could be identified separately. 

In order to develop appropriate research questions with which to explore the way in which 

students learn to take histories, the framework proposed in Figure 3.1 (page 41), was 

modified, and is shown in Figure 3.3. This emphasises that it is the students' experience of 

the curriculum that influences their perception of their task, and identifies the culture of 

medicine alongside other social factors. Although within the scale of this qualitative study 

I have not attempted to explore associations between other social factors, individual 

factors, or previous educational experience and students' learning, these are retained in the 

framework to avoid the inappropriate assumption that they are unimportant. I have also 

added arrows to acknowledge that all these influences are interrelated. 

Figure 3.3: Theoretical framework for learning to 'take a history' 

Issues not under consideration in this study are shown in smaller font, but are not 

necessarily less important 

Learning 
outcome 

Previous educational 
experience 

Perception 
of task 

learning 

Approach 

The curriculum: 
students' experience 

Other social and 
individual student 
factors 

The culture of 
medicine 
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Within this framework, the research questions focused on areas where exploration might 

have the potential to improve medical education in 'taking a history'. As the students' 

perception of their task appeared to be central to their approach to learning, and heavily 

influenced by their experience of the curriculum, as well as being amenable to change, I 

proposed primarily to explore this area. The published literature had suggested that the 

rationale for 'taking a history' might not be clear, so I proposed specifically to distinguish 

the students' purposes when 'taking a history' from their rationale for this process. In 

exploring the influences on students' perception of their task, I included their teachers' 

views on the purposes and rationale for student 'history taking', as I felt this might shed 

additional light on the students' perceptions. 

I also explored some of the influences on students' perceptions of their task and 

approaches to learning which might be amenable to change. This included students' 

experience of the curriculum, including assessment. The culture of medicine is not easily 

amenable to change, and would have been difficult to explore directly with the 

participants, who, like me, were deeply immersed in it. However, I felt that it was 

important to maintain sensitivity to issues related to this within the study, while not posing 

a direct research question. Similarly, I proposed to identify social and individual student 

issues among the other influences, where they appeared to be important, rather than posing 

a further question, as these might be less amenable to change. 

As there is so little consensus on the desirable outcomes of learning to 'take histories', I 

did not attempt to measure these. However, I proposed to explore the students' approach to 

learning to 'take a history', as the research on which the theoretical framework is based 

indicates that this would be subject to the same influences as the students' perception of 

their task, and might have a significant association with the outcomes. 

In summary, my research questions were as follows: 
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What do medical students perceive as the purposes and rationale of 'taking a 

history'? 

What do medical teachers perceive as the purposes and rationale of 'taking a 

history'? 

What do students perceive as the influences on how they 'take a history'? 

What type of approach to learning to 'take a history' do students adopt? 

The next chapter describes the methodological approach and methods used to explore these 

questions. 
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Chapter four: Methodology and methods in theory and practice 

This research was carried out using a qualitative methodology, with individual and group 

interviews to gather data from medical students and teachers, and a constant comparative 

method to analyse the data. Methodological approaches to research are based on 

underlying philosophical assumptions about the nature of reality, and of the nature of 

knowledge about that reality. In this chapter I firstly describe the arguments for different 

viewpoints, and rehearse my own philosophical stance. Secondly I discuss how I selected 

methods for generating and analysing data and provide an account of the use of these 

procedures in practice. Thirdly I consider how my presence as the researcher may have 

influenced the findings, and finally I discuss the level of claims that I can make on the 

basis of this research. 

Phi losoph ica l perspect ive 

Murphy et al (1998), in reviewing the literature on qualitative research in relation to health 

technology assessment, described a number of ontological positions underlying different 

strands of research. These can loosely be divided into those under the banners of realism 

and idealism. Realism, according to Williams and May (1996, p81, cited by Murphy 1998) 

is the belief that 'the world has an existence independent of our perception of it'. It follows 

from this, according to Murphy et al, that the object of science is to establish how the 

world operates, and theories about this are either true or false. Idealism, on the other hand, 

is 'the view that the external world consists merely of representations and is a creation of 

the mind' (Murphy et al 1998, p64). From the extreme version of this position, there are 

multiple equally valid versions of reality for a researcher to explore. 

Subdivisions or modifications of both these positions have been described, as the extremes 

of both have difficulties, when the nature of what can be considered as truth is considered. 

A difficulty for the realist was described by Hammersley (1992) as the problem of the 

criterion. This criterion is the reason for believing that a claim for truth is valid, when truth 

is correspondence with an independent reality. Since there is no way that reality can be 

known directly, all possible criteria can have their claims to 'truth' questioned, and can 

only be justified by another claim to 'truth' based on a similar problematic criterion. Some 
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researchers might consider that results of empirical research are based on the direct 

perception of our senses, and therefore approach fulfilment of the criterion, but 

Hammersley argued that direct observation may mislead us. This is because all our 

perceptions of reality are mediated by fallible human senses. 

For the idealist who takes the extreme position that all perceptions of reality are equally 

valid, and therefore that there are multiple versions of the truth, there are also difficulties. 

From this perspective, research can have no commitment to uncovering an ultimate truth, 

as this does not exist, and can only be relative. This radical relativist position poses major 

difficulties for researchers whose aim is to influence policy, as there is no justification for 

arguing for one interpretation of the findings over another. 

Hammersley (1992) has described a modified stance, which he has named 'subtle realism'. 

Subtle realism accepts that an independent reality exists, and that claims about its nature 

may be more or less true. Subtle realists see the aim of social research as representing 

reality rather than reproducing it, so that a range of differing perspectives can illuminate 

the nature of reality. They also accept that the researcher must remain part of the social 

world while investigating it. While this compromise position retains some uncertainty in 

the nature of its claims for truth, it has advantages in being applicable both to quantitative 

and qualitative research. 

My own position, similarly, is one of modified realism. This research project aims 

ultimately to inform the development of teaching programmes. In order to make the 

findings of value to others beyond my friends and colleagues, the research findings need to 

shed light on a reality which exists independently of myself and the research participants. 

However, like Hammersley, I accept that there may be a number of perspectives on reality, 

and that my research can only examine some of these. In addition, I do not believe that as a 

researcher I can stand outside the social world. Research findings are mediated by myself 

as the researcher, and cannot escape the influence of the prevailing social and political 

norms. 

Methodo log ica l approach 

The approach taken in this work has been guided by the nature of the research questions to 

be addressed and the analysis and interpretation of the findings by the philosophical 
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position held. Murphy et al (1998) have summarised published views on how the 

researcher's commitment to the realist or idealist paradigms may relate to their choice of 

research method. These viewpoints can be divided into those that are based on the 

argument that quantitative and qualitative research methods are derived from 

fundamentally different philosophical positions, and those based on an argument for a 

more pragmatic approach to choice of methods. Lincoln (1990) supported the former 

viewpoint when she argued that inquirers should commit themselves to one or other 

paradigm, including choice of methods, and that 'to do otherwise is not only to commit 

paradigmatic perjury, it is to invite psychological disaster' (Lincoln, 1990, p81). 

On the other hand. Walker (1985), writing about research which is designed to inform 

policy, argued that in this situation the differing philosophical viewpoints should be set 

aside, and choice of methods should be made on pragmatic grounds. He suggested that, 

whichever philosophical position is held, there are a number of situations in which 

quantitative methods are inadequate, and that 'qualitative research reaches parts that other 

techniques don't' (Walker 1985, pi8). Murphy et al (1998), in examining methods 

appropriate for health technology assessment, came to the same conclusion, that the choice 

of methods should be made on instrumental rather than philosophical grounds. They 

supported this argument with evidence from existing studies that both quantitative and 

qualitative research can use inductive and deductive reasoning, both can generate and test 

hypotheses, and both can be used in naturalistic and artificial settings. 

The choice of a qualitative methodology for this study has been determined on a pragmatic 

basis, as being the most appropriate to address the research questions posed. However, my 

philosophical perspective of a modified realism has dictated how the methods are used (as 

opposed to the choice of methodology and methods) and how the findings are interpreted. 

Murphy et al (1998) listed situations, including several applicable to the current study, in 

which qualitative research has particular strengths. Qualitative methods are useful in 

exploratory studies, where they avoid the need to impose pre-existing models and to define 

important variables in advance. They permit the researcher to identify unanticipated 

factors. They are particularly valuable when the context in which an intervention (such as a 

programme for learning) takes place may have a major influence on its effect, as they can 

explore a phenomenon and its interaction with that context. This thesis explores an area 

where there is little existing knowledge, and in which the context for learning and students' 
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interaction with it are likely to be influential, and a qualitative approach should have 

significant advantages. 

Murphy et al (1998) also point out that claims that qualitative research can discover why 

people behave as they do, using self reports, must be treated with caution. This issue is 

discussed below in the section on interviews as a research method. 

Methods fo r data co l lec t ion 

Interviews were used as the primary method of data collection in this study. The theoretical 

framework suggested that students' perceptions of their task may be an important influence 

on approaches to learning, and information about these could only be generated by direct 

inquiry. Interviews were the most appropriate method of gaining an insight into the 

complexity of students' experiences, while learning to 'take histories', including their 

intentions, when learning, and their reflections on the process. Although Riessman (1993) 

pointed out that the original experience of a research participant is repeatedly mediated, 

first when giving attention to the original experience, then when telling a researcher about 

it, then when this conversation is transcribed and analysed, interviews might still be 

considered to be the most direct method of addressing questions which relate to students' 

and teachers' perceptions of the learning situation. 

Other methods which could have been used for data collection in this study include 

observation (participant or otherwise) or a questionnaire survey. Direct observation of 

students in learning situations could also have offered insight into the students' learning 

processes, without the intervening interpretation of events as retold in a subsequent 

interview. However, my role as a member of staff would have hampered participant 

observation, as my presence would have changed the situation such as to reduce any claim 

to validity. It could also only have covered a small proportion of the students' learning 

opportunities, if it had been carried out in the available time. Learning may take place 

when students are taught, but often occurs over coffee, in the bath and at other times less 

amenable to observation. Observation alone would also have provided little insight into the 

students' reflections on the learning process, and on their intentions when learning. 
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Approaches to learning have been investigated in interview studies (for example Ramsden 

1992), in open questions in questionnaires (for example Entwistle and Ramsden 1983) and 

in questionnaire inventories (Biggs 1979, Entwistle 1988), although these latter relate to 

'orientations to studying' in a general form, rather than in relation to a specific learning 

task. This study was designed to capture the complexities of students' approaches, and so 

inventories were not considered. While a questionnaire survey of a larger number of 

students collecting qualitative data could have explored approaches to learning, it would 

not have provided opportunities to probe issues arising, and so would have been less likely 

to identify unexpected issues. On balance, interviewing students and teachers provided the 

best opportunity to address the research questions. 

Characteristics and limitations of Interviews 

This study used semistructured interviews (Britten 1995), which had a loose structure, 

consisting of open questions which defined the areas to be explored, but allowing 

flexibility to respond to the issues arising. Britten contrasted these with structured 

interviews and depth or unstructured interviews. Structured or standardised interviews 

commonly employ a structured questionnaire, in which all respondents are asked the same 

questions in the same manner and order, and are used mainly to elicit quantitative data, or 

reducing qualitative data to pre-determined categories which can be analysed 

quantitatively. This was not appropriate in this study. In depth or unstructured interviews 

the interviewer may determine one or two general topic areas alone, further questions 

merely probing or clarifying the issues, and these would not have provided opportunities 

for focusing on the specific research questions. 

Becker and Geer (1960) listed some of the limitations of interview data. These include the 

assumption that the interviewer understands what the respondent means by various words, 

the reluctance of respondents to voice certain views, and problems related to the variable 

interpretation of situations by respondents, when the interviewer, unlike an observer, 

cannot compare with actual events. Dingwall (1997) has made a more fundamental 

criticism, arguing that interviews are essentially social interactions in a specific context, 

rather than a means of collecting data about an external reality. These social interactions 

may be best understood as 'opportunities for impression management' (Murphy et al 1998 

pi20 citing Goffinan, 1959) in which all parties attempt to demonstrate social competence. 
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Silverman (1993) has suggested, however, that it is possible to consider both the content of 

the interview and the 'artful practices' (Silverman 1993, p l l 4 ) that respondents use to 

present themselves in a certain light, and to take both into account in interpretation. 

Group interviews 

In addition to individual interviews, this study used group interviews of third and fifth year 

medical students. One of the earliest examples of the use of group interviews in qualitative 

research was the work of Merton and Kendall (1946) in an investigation of the 

effectiveness of wartime propaganda. Since Merton and Kendall's work group interviews 

have also been gathering attention as a method of data collection that 'capitalises on the 

interaction within a group to elicit rich experiential data' (Asbury 1995, p414). They rely 

on the dynamic of the group interactions to stimulate the thinking of the participants, and 

thus their verbal contributions (Krueger 1994). 

I have chosen to use group interviews in addition to individual interviews for three reasons. 

Firstly, in early individual interviews I was struck by the fact that some students may have 

been inhibited by the fact that they were being interviewed by a member of staff, and that 

our difference in status could be a problem. I felt that this difference might be lessened if 

they were in the majority. Secondly, some students appeared to be actively thinking 

through a number of issues that I wished to discuss during the interview, with little time to 

do this. Thirdly, I carried out a single group interview at the outset to identify issues to 

include in my interview guide. This was rich in data, perhaps because the students 

stimulated each other's ideas, had time to think during others' contributions and were not 

inhibited by my presence. (This may also have been in part because they were fifth year 

students, as opposed to the third year students with whom I carried out my early individual 

interviews.) In addition, the students in the groups had their medical education and future 

career as common interests, were likely to be comfortable with each other, and the topics I 

was discussing were not likely to be personal or sensitive. These latter are all requirements 

identified by Morgan (1992) for successful group research interviews. 

Group interviews are of course limited by the same difficulties as individual interviews. 

Either individuals or subgroups may be using the opportunities for 'impression 

management' mentioned above, and while this may be tempered somewhat by the 
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reactions of other members of the group, all interpretations must either explore or 

acknowledge this influence on the findings. 

Approach to data analys is 

Strauss and Corbin (1990) described three levels of interpretation of qualitative data, 

dependent on the philosophical standpoint of the researcher. The first level is pure 

description, where the aim is to let the informants, as far as possible, speak for themselves, 

with the researcher attempting to avoid intrusion and interpretation. The second level is 

what they call 'accurate description' (p21) where the aim of the researchers is to order and 

reduce the data, which requires some selection and an interpretative commentary. The third 

level is 'building theory' (p22), which requires the conceptualisation of data, in order to 

form 'a theoretical rendition of reality (a reality which cannot actually he known but is 

always interpreted)' (Strauss and Corbin 1990, p22). In order to inform future research and 

policy in relation to teaching 'history taking' skills, I have chosen to build a theoretical 

model of the process, and have considered approaches designed for this purpose. 

Murphy et al (1998) described two main methods of generating theory from data: analytic 

induction and grounded theory. They argued that few examples exist of either in a 

completely pure form, but that many researchers use the general strategies derived from 

these methods. In analytic induction, a researcher makes an initial rough definition of a 

problem, collects some data, and then forms a tentative explanation. Further cases are 

examined to establish how well the data fit the hypothesis, and this is followed by an 

iterative process of further data collection and hypothesis revision until no further cases 

appear which do not fit the hypothesis (Bryman and Burgess 1994). 

Grounded theory also uses a linked system of data collection and theorising, and was 

developed in order to focus on 'the discovery of theory from data' (Glaser and Strauss 

1967, pi). The principal difference from analytic induction is that the theory should arise 

from and be grounded in the data, and the method has two major features. The constant 

comparative method is a means of suggesting, but not testing, hypotheses about the area of 

concern, by defining categories and themes, and comparing across categories, and 

recording 'memos' identifying key conceptual similarities and differences (Murphy et al 

1998). These are used to build a theoretical explanation of the findings, which is 
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strengthened by theoretical sampling, which is 'sampling on the basis of concepts that have 

proven theoretical relevance to the evolving theory' {Stxwiss and Corbin 1990, pi 76). 

Theoretical sampling should ideally be continued until no new concepts are arising, and the 

data is 'saturated'. 

I have chosen to use a modification of the constant comparative method, with the aim of 

building an explanatory theoretical model of the influences on the learning process. The 

research questions and the analysis process were informed by a theoretical framework for 

the learning process, as described in chapter three, but, as far as possible, I have tried to 

ground the developing model of the specific issues affecting learning to 'take histories' in 

the data from the interviews. It was not possible to carry out further theoretical sampling 

within the constraints of the current study, and for this reason the claims I can make for the 

generalisability of the data are limited. It would have been valuable to feed back a 

summary of the analysis to groups of teachers and students, in order to add their responses 

to the data, but this too was not possible. Neither this nor parallel coding of the transcripts 

by colleagues would have added to the reliability of the analysis, as differing vahd 

interpretations may coexist, but could have contributed to the analysis by virtue of adding 

further nuances to the interpretation. 

Data co l lec t ion and analys is in pract ice 

This study used a qualitative approach and semistructured interviews, in order to address 

the four research questions. In Figure 4.1 (page 71) the questions are listed, and the sources 

of data and research methods are described in relation to them, with their justification, as 

recommended by Mason (1996). 

As the research questions relating to the students were about learning, implying a potential 

change in perception and understanding of the concept of 'taking a history', I focused on 

two different stages in the students' programme. As shown in Figure 1.1 (page 11), the 

participants in this project had their main experiences of clinical medicine during their 

third and fifth years, and I therefore chose to interview students during these years. 

My original plan was to interview ten students in their third year, and to carry out two 

further interviews with each student during the subsequent years. In practice (as described 
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below) only seven students were interviewed in their third year and the second interview 

was not carried out until their fifth year. As described above (page 67), after the experience 

of the initial individual interviews, I chose to carry out group interviews to generate further 

data and carried out two group interviews with both third and final year students. 

70 



Table 4.1: Research questions, methods of generating data and justification 

Research questions Data sources and methods Justification 

What do medical 
students perceive as 
the purposes and 
rationale of 'taking a 
history'? 

Medical students, individual 
interviews in the 3"̂  year, repeated 
in the 5̂"̂  year 

Group interviews, 3̂ "̂  and year 
students 

Individuals can give accounts of their own perceptions of their task and rationale 
without peer pressure. The second interview can enable them to give an account of 
how their perceptions have changed over two years 

Groups may enable students to think through their perceptions of the task and 
rationale, and may make the presence of a staff member less threatening 

What do medical 
teachers perceive as 
the purposes and 
rationale of 'taking a 
history'? 

Hospital doctor teachers, individual 
interviews 

Medical teachers can give accounts of their perceptions of the students' task and the 
rationale they provide, and can reflect on the relationship with their own student 
experience 

What do students 
perceive as the 
influences on how 
they 'take a history'? 

Medical students, individual 
interviews, repeated 

Group interviews, 3"̂  and 5^ year 
students 

Sensitive and personal influences, inside or outside medical education, may be 
described, which may not be identified in a group interview 

Groups may enable students to think through possible influences and may be more 
likely to identify influences from within medical education than individual interviews 

What type of 
approach to learning 
to 'take a history' do 
students take? 

Medical students, individual 
interviews, repeated 

Group interviews, 3"̂  and 5̂ ^ year 
students 

Approach to learning is an individual issue, and students can base on personal 
experience, without peer pressure 

Approach to learning, while individual, is not obviously sensitive, and personal 
accounts within a group may encourage critical thought 
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In addition I carried out ten interviews with teachers, who were all practising doctors with 

current responsibility for teaching medical students to take histories, in order to explore 

their perceptions of the purposes and rationale of 'taking a history'. 

In the course of this research, circumstances and practicalities influenced my decisions as 

much as theoretical considerations, and the findings must be interpreted in the light of this. 

I have therefore recounted the process of the data collection chronologically under a series 

of headings, with the theoretical and pragmatic issues in parallel. 

Selection of student participants for individual interviews 

When I started this research in 1999,1 had little idea about which issues and ideas would 

be of importance to students, or what might have influenced their learning. The first 

interview I carried out was a group interview with final year students, with the aim of 

identifying key issues to inquire about in my individual interviews. I hoped that students in 

their final year would be able to look back at their learning, and to see how they had 

progressed, with different influences at different stages. I made a pragmatic decision to 

choose a pre-existing student group, which was meeting for a general practice seminar, 

because students in their final year rarely meet in groups, and their individual timetables 

and wide distribution around district hospitals make it difficult to get them together 

otherwise. Student groups are, on the whole, selected randomly; there is some element of 

student choice about the site of their attachments, but this would not be expected to 

influence how they are grouped together in general practice seminars, when they are based 

in different practices. 

I chose next to carry out a series of individual interviews with third year students. The third 

year is the first time when students are learning mainly in a clinical setting, observing some 

of the process of clinical care, and learning clinical skills including 'taking histories' is 

their main focus, rather than a subsidiary one, as in their first and second years. I attempted 

to select third year students for individual interviews to provide a maximum variation 

sample, on the grounds that gender, age, a previous degree and being an overseas student 

might have influenced their views and experiences, and I wanted to identify as wide a 

range of these as possible. I therefore prepared a matrix in the hope of ensuring that all 

these groups were represented. I wrote to the whole year group of 155 students, with brief 
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details, asking them if they would like to participate, but I received only ten replies. (I 

received one further reply two years late, the letter having presumably been lost in an 

office in the interim, and subsequently interviewed this student in a fifth year group.) 

I provided all these students with an information sheet (appendix A) and all gave written 

consent to participate, but one dropped out, and two others were unable to make the initial 

interview times, and I was unable to interview them later on, as described below. At this 

time the group included only one male school leaver. In addition, two of the group, 

including the male school leaver, subsequently decided to undertake an extra year doing an 

intercalated BSc degree. This meant that when I was proposing to interview them again, in 

their fifth year, these two students would not yet be undertaking their final clinical 

attachments. 

Development of original plans and selection for group interviews 

I must add at this point a brief account of how my plans changed between 1999 and 2001. 

When I commenced the research in 1999, there were two major differences from the 

eventual plan. Firstly, I planned to use a case study approach, with at least three successive 

individual interviews of around ten students during the course of their clinical training. 

Secondly, I originally hoped that on each of these occasions I would arrange, before my 

interview, for the student to 'take a history' from an actor in the role of a patient, so that I 

could use this to stimulate discussion with the student, and so that I could relate the 

interview to actual behaviour. There were a number of difficulties with these plans. Firstly, 

towards the end of 1999, for reasons outside my control, m y work situation became 

particularly onerous, and I made the decision to suspend m y research activities during this 

time. I kept the students informed, and all agreed to the change of plans to carry out a 

second interview two years later. 

Secondly, I dropped the plan to use the interview with the actor, for several reasons. The 

interviews, which were taperecorded, were very stereotyped, and led mainly to discussion 

of how they conformed with text book descriptions, and I felt that discussing them made 

the students feel vulnerable to criticism, and emphasised the teacher/student nature of our 

relationship. I did not think that the data I was generating from them was contributing to 

my initial analysis. Li addition, it was extremely difficult to arrange times when the 
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students and the actor could be available simultaneously, and when I arranged several 

interviews in one afternoon with the actor, to reduce costs, I did not have time to interview 

the students immediately afterwards, when it was fresh in their memory. Finally, as I have 

explained, I became convinced that group interviews might serve my purposes better, and 

might lead to better reflection on the traditional interview process, whereas actually 'taking 

a history' in the traditional mode might have the reverse effect. 

So when I recommenced the research in 2001,1 altered the original plans. Several main 

themes had arisen from an initial analysis of the seven interviews I had carried out in 1999. 

The students did not have a clear rationale for the method of 'taking histories' that they had 

been taught, they found it difficult to see 'history taking' as an integral part of health care, 

and there was a tension between teaching about communication skills and 'taking 

histories'. I particularly wanted to generate further data on these themes, and to establish to 

what extent these issues were resolved by the students' final year. I therefore carried out a 

series of group interviews with third and fifth year students. 

From the analysis of the first interviews, I had no particular reason to believe that the 

factors I had considered in my original sampling matrix (gender, previous degree/age, 

overseas students) had a major influence on the themes in which I was interested. The 

themes already identified did not suggest any theoretical sampling process, for example, by 

which I could search for students whose views did not conform with the ideas already 

expressed, as 'deviant cases'. In view of the difficulties of assembling student groups 

alongside busy timetables, I therefore felt happy to recruit pre-existing student groups, 

which had been selected randomly for the most part, with the intention of carrying out 

further interviews if it seemed that a particular perspective might not have been 

represented. In the third year, I identified two occasions when seminar sessions were 

cancelled, and emailed all the students involved, giving brief details of the study, asking if 

they would be willing to attend a group interview to help me, with the reward of coffee and 

cakes. On one of these occasions only one student attended, so I carried out an individual 

interview. 

In the final year I joined a student seminar briefly at the beginning, explained my study and 

asked the students whether any of them would be willing to attend a group interview, then 

arranged a convenient time with those who volunteered. In this way I gathered a total 
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sample of students who included some from all sections of the sampling matrix originally 

constructed, as shown in Table 4.2 below. The student sample was not intended to provide 

any proportional representation of the differing student groups, but was designed to 

provide a sample with maximum variation. However, to put the students interviewed in 

context, the three cohorts of students which provided all the participants ranged in total 

number from 155 to 176, and included between 52% and 56% females, between 7% and 

9% overseas students and between 10% and 11% graduates. 

Table 4.2: Characteristics of students interviewed 

Third year Fifth year Total 
Male Female Male Female 

Students in 
individual 
interviews 

3 
(2 previous 
degree) 

5 
(3 overseas) 

3 
(2 previous 
degree) 

3 
(1 overseas) 

14 
(8 students, 
6 interviewed 
twice) 

Students in 
group 
interviews 

0 4 5 
(2 mature, 
1 overseas) 

8 
(3 previous 
degree) 

17 

Total 
students in 
interviews 

12 19 31 
(25 students, 
6 interviewed 
twice) 

Selection of teachers 

I included a research question about the perceptions of teachers because I was concerned 

that the rationale for the method in which students are taught to 'take a history' was poor, 

and this was confirmed by the first few student interviews. This might potentially make 

teaching difficult. I wished to generate data on as wide a range of teachers' views as 

possible, given that the teachers were actually involved in teaching this skill. I invited all 

the hospital teachers who had been recruited to teach on a new clinical skills course, which 

included 'talcing histories' to take part. There was a second group of teachers on this 

course, comprising general practitioner teachers, whom I did not invite. This was because I 

had been the leader of this group for two years, while we designed a programme for 

students learning to 'take histories', and they were all familiar with my views, and I with 
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some of theirs. I was also in the position of being able to drop them from the teaching 

programme, with a consequent loss of income for them, so I felt that the validity of data 

from interviews with them would have been uncertain. 

Somewhat to my surprise, 21 out of 30 teachers responded to my invitation, which had 

been accompanied by an information sheet about the project (appendix C). As I wanted to 

generate as wide a range of views as possible, I again used a strategy to recruit a sample 

with maximum variation. I had information about their gender, year of registration and 

medical speciality, and chose a sample of ten with as much variation as possible. Ten was 

an arbitrary number, which was to be reviewed after initial analysis if further data was 

needed. Unfortunately, after arranging dates, with most of them, I realised that, for political 

reasons, the original group of teachers had included almost no teachers with university 

contracts, while these were the people who had most contact, and probably most influence, 

with students. So I invited in addition the third year university co-ordinators for medicine, 

surgery and child health, the first two of these being the highest profile specialities and 

child health being otherwise unrepresented. Subsequently interviews with two people were 

cancelled, one interview was marred by drilling next door and one person took a long time 

to make arrangements, but a reasonable range of gender, experience and disciplines was 

achieved (Figure 4.3). 

Table 4.3: Characteristics of teachers interviewed 

Year of registration Male Female Total 

1961-72 3 3 

1973-84 2 1 3 

1985-96 2 2 4 

Total 7 3 10 

The teachers comprised one each from cardiac surgery, child health, anaesthetics, chest 

medicine, palliative care, renal medicine and gastro-intestinal medicine, and three from 

elderly care. Two had academic posts; they all had medical qualifications from the UK, 
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and included a mix of ethnic groups. The smaller numbers and younger age of female 

teachers reflect the situation in hospital consultant posts. 

Procedures for interviews 

The interviews were conducted in a variety of places, with the priorities being privacy and 

little extraneous noise. Nearly all the interviews of teachers were carried out in their 

offices, as this was normally more convenient for them, but one who shared an office 

elected to meet me in a room in the postgraduate centre. The student interviews took place 

in my office, in colleagues' offices, and in rooms in postgraduate centres when the students 

were based in district hospitals. Although my office might be perceived as my territory, it 

was more comfortable and informal than seminar rooms, and I felt that the advantages 

outweighed the disadvantages. 

In order to recruit busy doctors and students, I felt that it was necessary to agree 

beforehand approximately how long the interview would last, hi the case of teachers, I 

asked for 30 minutes, although I would have preferred longer. I thought that asking for 

more than 30 minutes would have reduced recruitment considerably, and on several 

occasions when I strayed over the half hour I noticed furtive looks at watches and clocks, 

so this was probably a reasonable compromise. I asked the students for 45 minutes for the 

individual interviews, and 60 minutes for the groups, and, although it would have been 

helpful to attempt to gain more depth in a longer interview, in view of the recruitment 

problems which I experienced, it would not have been feasible to ask for longer. 

I prepared an interview guide for each interview, which was originally based on the 

theoretical framework and research questions, and modified in response to the issues 

arising at the first group interview in August 1999. The guides for both teachers and 

students changed slightly with experience and with increased focus on the themes of 

interest. The final versions of the guides are provided in appendices B and D. These always 

commenced with an introduction if necessary, an explanation or reiteration of the aims of 

the project, why I wished to interview them in particular, and reassurance about 

confidentiality and anonymity. I asked for permission to tape record on each occasion, and 

this was never declined. On some occasions the respondent started talking about the topic 

straight away, before I could ask any questions, and I asked permission to record this 
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before returning to the interview guide. In the majority of cases I asked the first question 

from the guide, but depending on how the discussion progressed and covered other topics, 

I asked further questions in a variable order. One difficulty arose when the respondent 

sought affirmation fi-om me for their views. When students did this I found it impossible 

not to be supportive, although this may have influenced their answers to subsequent 

questions. I felt that the alternative strategy of trying to remain neutral would have been 

interpreted as negative, and would have had a deleterious effect on subsequent discussion. 

I am not aware of any occasion on which I felt support was being sought for a point of 

view which I could not have supported. When a teacher asked me for my views, I hoped 

that they would find it acceptable to defer this till the end of the interview, and declined to 

respond at the time. 

I used identical procedures for the group interviews, except that I also asked participants to 

respect the confidentiality of each other's views, pointing out that this was not entirely 

under my control. 

Recording and transcription 

I recorded every interview with a small portable tape recorder with an integral microphone. 

On two occasions I failed to notice when the tape came to an end, and I recorded 

immediate field notes by hand afterwards. As I was concerned mainly with the content of 

the discussion rather than with the manner of the respondent during the interview, I chose 

not to transcribe pauses and hesitations. Where issues relating to the respondent's (or my) 

non-verbal behaviour seemed to be an issue, I listened to the tape again, and noted this. I 

referred to all teachers and students by number and not by name on the tapes and 

transcripts, to maintain confidentiality, and their names and details were kept in a separate 

place. The transcriptions were saved in rich text format, and entered into NUD*IST, which 

is a computer software package designed for qualitative analysis, which enables the 

allocation of descriptive codes to selected text, and the ability to re-allocate coded text to 

its original context. Both the tapes and the transcriptions were kept in a secure place at my 

home, and the computer was used only by me. 
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Data analysis procedures in practice 

As qualitative researchers use a wide range of differing procedures within the general 

headings of grounded theory, constant comparative method, etc, the name of a method 

cannot be used as shorthand, hi order to provide an audit trail, so that readers can make 

informed judgements about the validity of the analysis, and so that the process could be 

repeated by a second researcher, I have described my analysis procedures in some detail, 

and have provided indices of coding as appendices E, F and G. The method used is derived 

from the constant comparative method as described by Maykut and Morehouse (1994), 

adapted for use with NUD*IST software. 

The first step in the analysis was the coding of the transcripts into 'units of meaning' 

(Maykut and Morehouse 1994). This comprised the division of the transcripts into sections 

in which the respondent was, in my judgement, conveying one message. When possible, I 

used the words of the respondent to describe these, for example, [the] 'list is universal' or 

'try to work it out'. Initially, these units were loosely grouped in large categories related to 

the research questions, including 'rationale' 'purposes' and 'learning processes', and some 

were coded into more than one of these. As the coding proceeded, and as each new unit of 

meaning was compared with those already identified, these were grouped into smaller 

categories of similar content or meaning, which had not been pre-determined. These tended 

to change and become re-ordered as the coding progressed, and the software automatically 

keeps a record of these changes. These smaller categories reflected my interpretation of the 

data. For example, fairly early in the analysis, categories under the major heading of 

purposes of 'taking a history' included those entitled 'purposes of a doctor' and 'patient-

centred purposes \ each including a range of differing units of meaning. Using this method, 

a series of categories and sub-categories was developed, forming a branching index tree, 

while at the same time I was trying to make sense of the data, and identifying common 

themes across categories. 

This process was carried out initially for the transcripts of the third year interviews, until 

all the sections of the transcripts relevant to the research questions had been divided into 

units of meaning, and included in categories in the index tree. I then re-examined all the 

categories, and read all the units of meaning within each, returning to the source transcript 

(which is simple with the software used) to put it in context where appropriate. At this 

point the requirements for inclusion in each category were clarified, and a good deal of re-

79 



organisation of categories occurred. While doing this, I wrote an account of the analysis of 

the data so far, and the process of reflection necessary for writing resulted in further 

changes. 

When I commenced the analysis of the fifth year interviews, I was uncertain about whether 

to use the index tree already derived from the third year interviews, and I started off adding 

new units of meaning to the existing categories and sub-categories. I very soon found that 

this was constraining my thinking, as the focus of the interviews was quite different, and I 

decided to recommence, developing an entirely new coding system, using only the major 

categories linked to the research questions as before. This did not prevent later comparison 

across the year groups, and I believe made it easier to ground new categories for the fifth 

year students in the data. In the final year interviews, the two major contrasting themes 

were 'the focused history' and 'asking everythingI then analysed the teacher interviews, 

again, entirely separately, in an attempt to sensitise myself to the new issues arising. Again, 

two major contrasting themes arose, which I initially termed ^doctor-centred' and 'Jato-

gar/zgrmg' perspectives, alongside a third 'patient-centred' perspective. 

At this point I recognised that the themes across all three groups of interviews were 

similar, and I developed the theoretical model of the three perspectives, which is described 

in chapter five. I returned to the coding of the units of meaning within each of the groups 

of interviews, constantly comparing these with the groupings within the newly defined 

perspectives, in order to develop the final analysis. 

The final versions of each of the index trees are provided as appendices E, F and G as part 

of an audit trail, so that it is possible for the reader to judge for themselves the validity of at 

least part of the interpretation and analysis. 

Inf luence o f the in terv iewer on the f ind ings 

In an interview study, 'the research report is the interviewer's story of the interviewee's 

story' (Powney and Watts 1984, pi 93) and is therefore influenced by the perspective of the 

interviewer, and also by the respondent's perception of that perspective. In order to enable 

the reader to interpret the findings in the light of this, I considered in advance what this 

perspective and its influences might be. 
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I am a senior lecturer in the medical school, and therefore have a degree of influence on 

parts of the curriculum. I also have a role in organisation of the final examination, though 

no direct influence on grading. However, my status creates a power differential within the 

interview, which may have constrained what students said to me. It is not clear in what 

way this may have influenced students in relation to the issue of taking histories, except 

that, as I am a general practitioner, students might have perceived me as favouring a 

patient-centred approach. 

Medical teachers, on the other hand may have perceived me as having relatively low status, 

as general practice is seen as a low status discipline, and an interest in education as lower 

status than expertise in medical research. They may also have expected me to favour a 

more patient-centred approach, and perhaps to undervalue biomedical aspects of the 

history. 

A second way in which I may have influenced the findings is in my cultural identity as a 

middle aged white woman. In this light I might be perceived as having little insight into the 

views of the young, males and other ethnic groups. I do not discount this influence, but 

suspect that as the issue under discussion was one relating to the practice of medicine, a 

culture which I had in common with all the respondents, the influence of this may have 

been less than if issues outside medicine had been discussed. 

A third influence on the findings may have been my inexperience as a research 

interviewer, associated with a great deal of experience in the clinical interview, which has 

different aims and constraints. During the interviews and during the analysis I identified 

several shortcomings in my technique. I noticed that I had a tendency to make judgemental 

encouragements, for example, if a student expressed some concern over an aspect of their 

interviewing technique. At the time I felt that not doing this would have been interpreted as 

disapproval. I am not aware of ever expressing disapproval, but my approval may have 

influenced the subsequent portions of those interviews. I also had a tendency to become 

anxious when the discussion appeared to be making no progress, and to hurry the subject 

on to the next topic, rather than either leaving longer silences or asking further probing 

questions. This may have reduced the richness of the data. 
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Finally, I am conscious that my personal involvement in the study, and wish to develop the 

way in which students are taught to take histories, may also have inadvertently conveyed 

some messages to participants about what I wanted them to say. 

Ethical issues 

It is probable that when the issues discussed in a research study are neither personal nor 

obviously sensitive, there is more risk that ethical issues may be overlooked. The School of 

Education publishes ethical guidelines for research, and those which relate to research 

methods cover responsibilities to the research profession, responsibilities to the 

participants, responsibility to other stakeholders and the public, hi relation to this study, I 

have considered the issues for students, for teachers and for other stakeholders including 

patients, in keeping with these guidelines. 

For students 

Medical students were the main group involved in the interviews, and the procedures used 

were based on the principles that they should give informed consent, the project should do 

them no harm, and that the interview data generated should be both confidential and 

anonymous. For the individual interviews, I wanted to ensure that the students were 

genuine volunteers, so I sent an invitation to the whole year group, and asked volunteers to 

return a reply slip. I then met all those who replied, and provided all of them with an 

information sheet about the research (appendix A). This explained the purpose of the 

research, the type of questions I proposed to ask, the fact that I wished to tape record the 

interview and an explanation of how the tapes and transcripts would be handled to 

maintain confidentiality and anonymity. I obtained written consent from them at this stage. 

Because my plans changed over time, I sent cards to the students at intervals between their 

two interviews to make sure that they knew when I would be asking them for another 

interview. 

I considered whether there was any risk that being involved in the study might harm 

students in any way. Although there was a theoretical risk that considering an aspect of 

learning and teaching in depth might have encouraged them to become more critical, and 

incite disapproval from a traditional medical culture, I was not aware of any suggestion 
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that this was the case. Critical thinking is also an explicit a im of the Southampton 

undergraduate medical curriculum (School of Medicine, 2001). 

For the group interviews, students were recruited either by email invitation or during a 

meal provided for them before or after a seminar. As time was short, I described the project 

and the procedures as described above very briefly, and obtained verbal consent. I then 

provided an information sheet at the end of the interview or subsequently by post, and 

requested written consent at that time, pointing out that they were free to withdraw this at 

any time. 

Smith (1995) has pointed out that a particular ethical difficulty of group interviews is that, 

while the researcher can promise confidentiality on his or her own part, this is less easy to 

promise for the other participants. My policy has been to point out this difficulty at the 

beginning of the session, and to ask all the participants to keep the discussion confidential. 

Although any disclosures which might have ethical consequences, such as HIV positivity, 

or admitting cheating in exams, might also be more difficult to deal with in a group 

session, as far as I am aware, this has not happened in any of the groups which I have 

facilitated. My plan, if this had happened, was to discuss how to take the matter forward 

(or not) within the group there and then, having first turned off the tape recorder. We 

would then, hopefully, have reached a consensus on this, making a judgement where 

ethical principles were in conflict, using a framework such as that recommended by 

Beauchamp and Childress, (1994). 

For teachers 

The procedures used to ensure ethical practice for teachers were similar to those for 

students, although the fact that there was closer equality in status between the participants 

and myself might have made it easier for them to decline the invitation to contribute, or 

express concerns. In practice, I received proportionately more offers to help from teachers 

than students, perhaps because it was a topic that they were interested in discussing. I sent 

the teachers an information sheet about the study with the invitation (appendix C), and 

received written consent to an interview at that stage. I explained the procedures for 

ensuring confidentiality and anonymity at the start of the interview, and requested verbal 
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consent to tape record at the same time. I was not aware of any possibility of causing harm 

in the process. 

For patients and other stakeholders 

The National Health Service Research Ethics Committee for Southampton recommends 

that their approval should be sought for all research that involves employees of the NHS 

because of their professional role in this organisation. As this research did not involve 

patients, and as teachers were involved in their role as teachers of students, rather than 

doctors caring for patients, I did not seek their approval. However, I did consider whether 

there might have been any ethical issues in interviewing doctors and students about their 

discussions with patients. In keeping with their own principles of confidentiality, no doctor 

or student discussed an interview which they had undertaken with a patient in a way which 

might allow me to identify that patient. If this had happened, I would have erased any 

identifying details from the transcript. A more common problem was participants making 

critical remarks about a range of other individuals who had influenced their learning. 

Given an assurance of confidentiality, the ethical problem here is my own behaviour, if I 

am called to make judgements on these people in the future in another setting. In principle, 

I believe that, as I would be unable to back my judgement with evidence, due to 

maintaining confidentiality, I should avoid using information gathered in research 

interviews in other contexts, although it would be naive to assume that I might not be 

somewhat influenced. 

In my account of the procedures for the research, I hope to have demonstrated that I have 

used systematic methods to ensure that I have not invented or misrepresented the data, and 

that the interpretation is careful and honest. 

Potent ia l s t reng ths and weaknesses of the m e t h o d s used 

Mason (1996) recommends addressing a series of questions to address in order to ensure 

that the findings from qualitative data analysis are convincing, both to the researcher, and 

to others. These are: 

How can I demonstrate that my methods are reliable and accurate? 

How can I demonstrate that my analysis is valid? 
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What kinds of generalisations or wider claims can I make on the basis of my analysis 

and explanation ? 

(Mason 1996, pi45-152) 

I will address these issues in turn. 

Reliability and accuracy 

Mason (1996) has suggested that reliability, meaning the consistency with which the same 

research methods in the same setting would achieve the same results, is of limited value in 

qualitative research, but that questions of reliability and accuracy should be addressed in a 

different way. She suggested that this comprises: 

ensuring — and demonstrating to others — that your data generation and analysis have 

been not only appropriate to the research questions, but also thorough, careful, honest 

and accurate (as distinct from true or correct - terms which many qualitative 

researchers would, of course, wish to reject.) 

(Mason 1996, pi 46) 

In my account of the research procedures, I have used systematic methods in an attempt to 

ensure that I have not invented or misrepresented the data, and that the interpretation is 

careful, accurate and honest. It should be possible for a second researcher to follow an 

audit trail, and examine the data collection and analysis methods used. 

Mays and Pope (1996) have argued that reliability of qualitative data analysis can be 

improved by asking a second researcher to independently analyse the data, and to assess 

the level of agreement. However, indicating that such agreement is desirable suggests that 

there is only one interpretation of the data to be found, although adding additional 

interpretations may of course add to the comprehensiveness of the analysis. I acknowledge 

that there may be different interpretations of the data, which may have significance in 

different contexts and for different purposes. I have argued for the value of my 

interpretation of the data on the grounds of validity and utility. Murphy et al (1998 pi 78) 

made a similar point when they suggested that 'The criteria by which all research, whether 

qualitative or quantitative, should be assessed are those of validity and relevance.' 
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Validity 

The validity of the findings is based both on the validity of the data collection methods and 

on the validity of the interpretation of the data. The data collection methods and processes 

have already been fully described. Mason (1996) has suggested that the validity of the 

interpretation must be assessed on the basis of an explanation of exactly how the findings 

were reached during the analysis, along with a consideration of how the findings may have 

been influenced by the interviewer/researcher, and why other possible explanations of the 

findings are less compelling. These processes are explicit in my accounts of the analysis. 

Murphy et al (1998) in addition have suggested that validity will be increased where 

researchers attempt to 'increase understanding of all members in a setting, and do not 

present one-sided accounts' (Murphy et al 1998, iv-v). The interviews with teachers in this 

study added the insights of an additional stakeholder group, and contributed to the validity 

of the findings. 

Individual respondent validation procedures were not used in this study. The students were 

progressing rapidly through their course, and as well as being unavailable in distant 

hospitals, may well have changed their perspective by the time they read my account. Their 

views would have added further data for analysis, so improving the comprehensiveness of 

the study, but would not have added to the validity of the original data. 

In addition to these measures, face validity of the interpretation of the data, and of the 

development of theory, can be assessed directly by the reader who is familiar with the 

medical education process. Measures of both face and construct validity may also be 

gained by comparison of the findings with those of other writers in the field, and this is 

considered in chapter eight. 

The generalisation issue: knowledge claims to be made and limitations 

Within the constraints of this research, I have used the analysis and a general theoretical 

framework for the learning process to build a model specific to the process of learning to 

'take a history'. I have not attempted to test the validity of the model with further 

theoretical sampling. The value of the work therefore stands on the relevance and utility of 

the model as an aid to conceptual thinking about the 'history taking' process, and as a 

stimulus to further research and discussion of educational practice. I have attempted in this 
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chapter and in my account of the findings in the next three chapters to demonstrate the 

trustworthiness of the analysis by providing a transparent description of the procedures 

followed, so that readers may judge for themselves the quality of the interpretation. 
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Chapter five: The third year medical student 

This chapter provides an analysis of interviews with students in their third year. The 

findings are presented by year group, as the interviews were coded and analysed 

independently by year group, as described in chapter four. This was because the issues 

arising clustered better within year groups than within interviews with the same student. I 

have pointed out where accounts from the same student at different stages may illuminate 

the findings. 

As described in chapter four, the analysis identified three perspectives on the process of 

'history taking'. These perspectives were demonstrated in the students' perception of their 

task, and in their rationale for 'taking a history' and were in tension with each other; 

although all were held by most of the students, for part of the time. Two significant 

influences on their 'history taking' identified by the students were their observations of 

experienced clinicians 'taking histories' and their limited personal involvement in patient 

care. The links between these and the perspectives are explored, and this is followed by an 

account of the students' approach to learning. The chapter ends with a model of how these 

findings could be linked with the theoretical framework for the learning process, described 

in chapter three (Figure 3.3, page 59). 

The in terv iews 

Table 5.1 shows the characteristics of the third year students who were interviewed. 

Table 5.1: Characteristics of third year students interviewed 

Female 
Individual Group 

Male 
Individual Group 

Total 

School 
leaver 

5 
(3 overseas) 

4 1 10 

Previous 
degree 

2 2 

Total 5 
(3 overseas) 

4 3 12 
(3 overseas) 

The sample did not include any female students with higher degrees, or any male overseas 

students, but as both these groups were included within the fifth year students interviewed, 
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and as no issues were identified which linked with these characteristics, no attempts were 

made to recruit further students. 

Identification and presentation of quotations 

The first seven individual third year interviews were carried out in autumn 1999 and early 

2000. Students interviewed at that time are identified as SI to S7, and as six of these 

students were interviewed again in their fifth year, the third year interviews are referred to 

as SI III etc, and the fifth year ones as SI V etc. Two group interviews were arranged with 

third year students in the autumn of 2001, and the first of these is identified as G1 III. Only 

one student attended the second of these, and that became the individual interview S8 III. 

In the group interviews it was not possible to distinguish students reliably from the 

recordings, so I have not attempted to identify them individually, except where doing this 

had particular relevance to the findings. Quotations are identified by the numbers of the 

text units allocated by the NUD*IST software, so that they can easily be relocated in the 

original transcript. For example, (S7 III 15-18) would identify a quotation from text units 

15 to 18 in the individual interview of the third year student S7. 

Table 5.2 shows the conventions used within the quotations from the transcripts. 

Table 5.2: Quotation conventions 

/?/ a word or words were inaudible 

text not relevant to the issue under consideration has been omitted 

[not italic] explanatory text not present in the transcript has been inserted 

[Int: Yes] brief interjection from interviewer inserted in text 

The interview guides for each of the types of interview are attached in appendix B. An 

index of the 'units of meaning' coded for all the third year interviews, sorted into themes 

and categories, is provided in appendix E, in order to aid interpretation of the selection of 

data quoted, and to provide an audit trail. 
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The analys is : the three perspect ives 

As described in chapter four, initial analysis of the three sets of interviews produced 

different sets of contrasting themes. From the process of comparing these themes across 

the interview sets, a theoretical model of three perspectives on the process of learning to 

'take a history' was developed. These perspectives were in a degree of tension with each 

other, but were not mutually exclusive, and most students and teachers expressed aspects 

of all three of them. However, the tensions between them, which were rarely made explicit, 

posed difficulties for the students. I have presented the analysis in relation to these 

perspectives, which are described in outline here, but illustrated in more depth below and 

in later chapters by the comments of individual students and teachers on aspects of the 

history-taking process. 

The doctor-practitioner perspective 

This perspective was the student's perception of what they would be doing in the future as 

an experienced physician in practice, responsible for a patient's health care. In this 

perspective, 'taking a history' was part of the overall process of health care, usually with 

the specific aim of making a diagnosis, and sometimes also the aims of planning a physical 

examination, tests and choosing treatments. The history would be different in different 

circumstances, and would not be an end in itself, but would be part of a problem solving 

exercise. I have added the term 'practitioner' to emphasise the fact that it is the aspects of a 

doctor's role directly linked to the care of individual patients that are the focus. 

The student-clerk perspective 

When using this perspective, the student was aiming not to behave like a doctor, but to 

perform as a good student. This included taking a 'full' history, as recommended in 

textbooks, and often expected by teachers, especially in examinations. 'Taking the history' 

was seen as a data-gathering exercise, which would be the same in all circumstances. 

I have included the term 'clerk' in this perspective, as this term was used in the past for a 

medical student whose task it was to collect routine information about patients, in the same 

way as an office clerk might do, thus emphasising the focus on gathering and recording 

data, rather than solving problems. The term 'clerking a patient' is still in routine use 
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(Atkinson 1997, Sinclair 1997, see page 17), referring to the process of 'taking a history', 

carrying out an examination and recording the findings when carried out by a student or 

junior doctor. The term would not be used for an experienced clinician. 

The patient-person perspective 

Students illustrated this perspective when they were focusing on finding out about or 

addressing the patient's concerns, discomforts, needs and feelings, based on concern for 

the patient as a person. I tried to distinguish this from a stated aim to make a relationship 

with the patient purely in order to gather information more effectively, when it was 

identified as a doctor-practitioner perspective. However, the distinction was often difficult, 

as this was based on motivation that was not always expressed, or even conscious, and if 

there was doubt, the text was included under both headings. As the term 'patient' can 

suggest a number of different aspects of the patient role, I have added 'person' to 

emphasise the focus on the autonomous individual, rather than the passive recipient of 

health care. 

Students ' pu rposes when ' tak ing a h is tory ' 

The doctor-practitioner perspective 

Most students mentioned purposes when 'taking a history' that would also be those of an 

experienced clinician, in particular, making a diagnosis. However, this was rarely a direct 

purpose of the student, but more a hypothetical aim identified by teachers, for example: 

Int: Yes, yes, what do you see as the main purposes from your point of view? 

S7: Well I think it's to get to know the patient, to get to know what the patient wants 

and why they've come to hospital or what the actual complaint is. [Int: Right] And 

...they kept like drumming it into us that the only way you get a diagnosis is by taking a 

history. 

(87 011548) 

Although the possibility of making a diagnosis was mentioned or implied by nearly every 

student, two particular problems with this aim were identified. Firstly, students often 

already knew the diagnosis, when they took a history, (and the patient may indeed have 
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already been treated or operated on), as for example this student who had only once seen 

an emergency patient with an unconfirmed diagnosis: 

S: but every other time you 'd see a patient on the ward and you know what they've got, 

and I was on a respiratory ward so [I already knew]. 

( c u i n i o 4 ) 

Secondly, they were aware that they might not have enough knowledge to make a 

diagnosis in many cases: 

S8: We try to, I mean when you do a patient with crushing chest pain, you think of 

angina, because its radiating to the arms and you think of angina, yes, then you ask 

questions you know that have symptoms of angina. You tend to do that because you 

have the prior knowledge of what angina is like so if you don't know about that 

particular disease then you wouldn't know what questions to ask. 

( s s r n i i ) 

In one case it was suggested that students should not try to make a diagnosis. However, 

this compounded the problem and led to further confusion: 

S2: No that's the other thing, because[m] the first two years..., in our general practice 

teaching just constantly being told you're not supposed to make a diagnosis, don't think 

about what it might be. Ifind that quite difficult now... 

S2: And [we are] constantly told we don't need to, we don't need to do that, it's just a 

case of practising to take histories. 

(S2 in 776 and 810) 

It seemed that the students could not devise a diagnostic strategy when they did not have 

enough knowledge about possible diagnoses, but not attempting to make a diagnosis left 

them with no strategy or rationale at all. A compromise strategy would have been to 

narrow the diagnosis down to a physiological system, or broad area of diagnoses, rather 

than making a specific disease diagnosis, but no student mentioned this. It appeared that 

the aim of making an exact diagnosis, which might be assumed to guide the rationale of 

'history-taking' for practising doctors, for these students may have been hypothetical, and 

therefore unhelpful. 
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Other examples of doctor-practitioner perspectives included one student who mentioned 

the purpose of thinking about a plan to help the patient, and several who mentioned the aim 

of making a good relationship with the patient specifically in order to take a better history. 

The student-clerk perspective 

For students in the third year, the main method of gaining approval as a good student was 

presenting a patient to a teacher. Unlike students in their final year, almost all said that they 

did not consider preparation for examinations an issue when they were taking histories, 

perhaps because clinical assessments at this stage count little towards major examinations. 

Students at all stages identified 'presenting a patient' (see page 28) as a major focus of 

student experience, and these presentations may have influenced learning in the same way 

as examinations might in other contexts. The following student saw preparation for a 

presentation by gathering as much 'relevant' information as possible as one of the aims of 

'taking a history': 

SI: Part of the aim is going to be to get all the information from the patient that I know 

I'm going to be asked by the person that I'm presenting to and that shouldn't be the 

reason why I take a history, the reason why I take a history should be so that I can get 

a clear [picture], pick up the cue points that can lead to a diagnosis. But at the 

moment, because I'm not into making a diagnosis, my idea is to get as much 

information that is relevant from the patient. 

( S i m 44) 

This account begs the question of the meaning of 'relevant', and this is a recurring issue 

which I will return to in the section about the students' rationale for 'taking a history'. 

'Taking a history' was also seen by some students as a direct method of learning in itself, 

either by gathering experience of illness so as to recognise it in future, or by making 

symptoms of illness more memorable by their association with patients, for example: 

S7: Like, OK if you take something like say, colorectal cancer ...they asked us to go and 

see a patient that had that. And he did and like you always remember it now,... what 
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symptoms they had and how they differed in according to where the lesion is. ... 

Because if you remember the patient then you can place them and you remember the 

different symptoms. And like I remember reading about it, oh they taught it to all of us 

in the second year but... it didn 't make the same sort of sense. 

(S7 III 62-70, interviewer's assents omitted) 

This comment links with the student aspect rather than the clerk aspect of this perspective. 

The patient-person perspective 

Several students identified an aim to find out about the patients needs and concerns, as in 

the example previously quoted; Well I think it's to get to know the patient, to get to know 

what the patient wants and why they've come to hospital or what the actual complaint is' 

(S7 III 16). One also aimed to be the patient's advocate: 

S4:1 very much feel that I'm an advocate of the patient and that my job is not to please 

my superiors, it's to present all the information that I can gather and to really work for 

the patient as much as possible. 

( S 4 i n i 2 5 ) 

Some students saw themselves as having a direct aim to help the patient, by virtue of their 

role as a student and having extra time, for example. 

S2: Yes, but sometimes when you're talking to them in hospital, you do feel that you're 

finding out things that they haven't told the doctors, from just by being a student. [Int: 

Yes.] You know, you 'II spend a bit more time saying how do you feel about it, are you 

worried and things like that, and you know occasionally I've gone into theatre and said 

oh, did you realise this about the patient, you know, things like that which makes me 

feel useful as well. 

(S3in44) 

This aim could be seen as reflecting either a patient-person or a doctor-practitioner 

perspective, or both, depending on the student's ultimate goal. 
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Students ' rat ionale fo r the process of ' tak ing a h i s t o r y ' 

The students interviewed found it difficult to explain or justify the methods they were 

using to take histories. This may have been made more difficult by the multiplicity of 

purposes, and the difficulty, for third year students, of 'taking histories' when they were 

often not in the position of being able to make either a diagnosis or a management plan. 

Two themes arising from the interviews which allowed some insight into students' 

explanations of 'history taking' methods were their concepts of a good history and 

'relevant information' and the ways they explained their choice of questions. This section 

illustrates the range of their views, and how these represented the tension between the 

different perspectives. 

Concept of a good history and relevant information 

It might be assumed that in order to have a rationale for how a history should be 'taken', 

and to learn this skill effectively, it would be desirable to have a concept of what a good or 

ideal history might be like. It became apparent during the initial interviews that many 

students did not have a clear concept of what a good history would be like, and I 

introduced a question about this into the later interview guides. The following student 

described his uncertainty: 

S2: My aim is to be able to just have this really good way of taking a history, so that 

you know, people say oh yes, he's really good, he's really sort of slick at taking a 

history. 

Int: What do you think a really good history would be like? 

S2:1 don't know. Because I haven't really seen one...you know, you know when they're 

wrong because if you're presenting it you're picked up on points that are wrong, so I 

guess I would just like to see a good one being taken 

(S2 in 319-322) 

The word commonly used by students to refer to the content of a good history was 

'relevant', that is, a good history should include all the 'relevant' information. Even when 

students appeared to be clear what this meant, it was difficult for them to explain, for 

example: 
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SI: But at the moment, because I'm not into making a diagnosis, my idea is to get as 

much information that is relevant from the patient. 

Int: Yes. 

SI: As possible, without what their mother did for twenty years and what their, you 

know, neighbour's dog does in the weekend and all that sort of thing. 

Int: And how do you decide what's relevant? 

SI: I have a skeleton outline in my head that I've sort ofpicked up from just doing so 

many of them. But I find the hardest bit is trying to keep track (^[what's relevant] 

when you're asking the social questions. 

( S i m 44-47) 

Some students commented that they did not yet have enough knowledge to distinguish 

'relevant' information, for example: 

S: At the moment every time you ask a question I am thinking in the back of my head 

what's the next question I've got to ask and not so much to the answer, and I don't try 

and think what's relevant, as you say, at the moment I don't have enough knowledge, 

clinical knowledge to know what is relevant 

( G i m 9 2 ) 

Others were clear that there was often disagreement between teachers as to what was or 

was not relevant: 

S: Our consultant now wants just the relevant, just brief... 

S: But then, in a way you are not going to learn if you have missed something out then 

they won't know will they? They'll just assume that there wasn't any... 

S: A registrar said if there was nothing to detect on the respiratory system, don't 

bother saying it, yes, we don't want to know that the trachea was central and there was 

no this, there was no that... 

S: Then another person might say: did you bother checking to see if the trachea was 

central? 

(G1 m 168-171) 

One significant exception to the difficulty in defining relevance was a student who had 

been attached to an Accident and Emergency department. This student was confident about 
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knowing what was relevant in the patient care situation (using a doctor-practitioner 

perspective), and about the purposes of the questions, but now felt that the experience had 

been unhelpful, because the more conventional 'proper long history' (using the student-

clerk perspective) was quite different. 

S: ...when I do ask histories I leave out quite a lot, I just subconsciously just think it's 

not relevant, so I don't bother asking it, especially in examination and I am quite bad 

with that because I think that's not really relevant, whereas I should really be doing 

everything at this stage and sorting it out later. 

Int: Right, but you have an idea in your head what is relevant? 

S: I do because of what I am doing but that was quite bad because I didn 't get to do 

proper long histories and the first time I did it was when I did my medical attachment, 

proper long histories, staying in there for an hour and a half /?/'cause I was 10 

minutes maximum with each patient in A & E and then I'd be out. 

Int: When you were in that 10 minutes, what were you sort of focusing on then? 

S: I was trying to see which systems were concerned and then kind of sieving out from 

there where the pain was, the duration, just the relevant information. 

Int: Aiming at what? 

S: Aiming at diagnosis and whether they needed an x-ray and what I would do, the 

prognosis, that's what I was thinking at the time, which was quite useful for me at the 

time because it was much more fun, rather than now. 

((jl 

This illustrates the tension between the doctor-practitioner perspective, which valued a 

brief focused history, and which this student had become comfortable with when it was 

receiving approval from doctors, and the student-clerk perspective, which valued 'proper, 

long histories'. At the same time, it is a clear example of the difference between 'hot' 

(Accident and Emergency) and 'cold' (in-patient) medicine, as described by Atkinson 

(1997) and referred to on page 56. It is of note that this student could make sense of the 

term 'relevant' using the doctor-practitioner perspective. It may be that this term is 

confusing for students because it can only rationally be used in relation to this perspective, 

where the aims are clear. However, students in their third year are being advised to take 

'proper long histories', using the student-clerk perspective, but still to gather all the 

'relevant' information, with no rationale for determining how this is defined. The 
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ambiguity of 'relevant' and the problems this poses for medical students has been 

described previously by Lingard and Haber (1999), when it arose as a significant theme 

within an analysis of case presentations. 

The above was the only clear description of a history for a specific purpose determining 

which questions were relevant from a third year student. The fact that this student felt that 

this was 'bad' suggests that the tension between perspectives was problematic for students. 

Ways of explaining the choice of questions 

Some students felt they had little choice in this matter, for example: 

S2:1 make a list but that list has come from books and lectures and basically most 

people use that format and this is what you're expected to use. So there's no real, 

there's no possibility of variation really, you have to do it that way. It's what people 

want you to do. ... It's quite a structured thing isn't it? ... It's quite universal as well. 

(S2 III 202-206, interviewer's assents omitted) 

This was a clear example of a student-clerk perspective, but the same student also felt 

some tension with a doctor-practitioner perspective when thinking about making a 

diagnosis in a later comment: 

S2: You should probably think about why you're asking them shouldn't you because 

then presumably you're thinking about the diagnosis as well. I probably don't, I just 

ask them as a list of questions I need to answer. 

(S2 in 764) 

A number of students recognised a tension between the structured questioning method they 

had been taught and some aims of 'history taking'. One student perceived that her aim to 

find out about the patient's concerns did not fit comfortably with the taught method: 

S3: And the difference and how people, well maybe, it doesn't really fit into my 

structure, but how people are feeling, and what they are worried about and if there is 
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anything else they want to say, that doesn't fit into that structure, I always try and give 

them the chance to say, you know. 

(S3rni i6) 

This could be seen as a tension between patient-person and student-clerk perspectives. 

Another student expressed discomfort relating to the tension between all three 

perspectives. He described talking to a patient in an out patient clinic, who was 

complaining about a benign tumour in his nose. The student implied that he had taken a 

full history, and had found that the patient had also had abdominal pain and had lost 

weight, and he felt he could have had a malignancy: 

S4:1 started presenting and he [the doctor] said well, what has he come in for? I said 

well there is this thing in his nose which was why he was in originally in, so I talked 

about him then and did the examination - it's no problem we'll chop it o f f , and 1 said oh 

this gentleman has also been experiencing the things that I said, abdominal pain and I 

said weight loss and /?/ and he said oh well, we will have to send him to see a doctor, 

and sent him out. And there's always that sense of well did I do right by that patient, 

did I push that hard enough - something going on here. 

(S4 ia i37) 

This student had adopted a student-clerk perspective when taking a full history, in contrast 

to the (possibly rather narrow) doctor-practitioner perspective adopted by the consultant, 

and the student then felt a personal concern for whether he had 'done right' by that patient 

(patient-person perspective). 

There were a number of other examples of students' difficulty in explaining their choice of 

questions. These included an observation that the type of history 'taken' by a doctor in a 

clinic bore little relationship to the history recommended for students, where the student 

was not clear about the explanation for this. This issue is addressed below on page 101 

under the heading of 'watching clinicians'. 

The only example of a confident explanation of the choice of questions for a specific 

purpose was the one quoted above on page 97, (G1 III 94-100), where the student 
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described this practice as 'bad', because it led her to leave out parts of the conventional 

student history. Another student gave a limited explanation, though following, perhaps, 

some leading questions from the interviewer: 

Int: And how do you decide what's relevant? That's the rather crucial question isn 't 

it? 

5'7.- L//M, 7 Y accorcfmg To fAgjoafzeM/, wAaf fAgry, 7 (/on Y 

know how I decide, it's just intuitively. 

Int: You probably do it very well, you see I think students normally do extremely well, 

but I'm really interested in how you make that judgement. 

S7:1 think you can just tell sort of like, someone comes in with a history of pain like she 

did, I might think about asking about more sort of normal stresses and how her work is 

going and if she is on any sort of anti-inflammatory drugs. 

Int: So those are possible causes are they is that what... 

S7:1 think what I do is like, if I have, like, a working diagnosis in my mind I think of all 

the risk factors for that. 

(S7in 119-124) 

However, there were a number of examples where students expressed understanding of 

limited aspects of a rationale. One student pointed out that different types of approach were 

appropriate in psychiatry and surgery. Another explained that she would take a history 

more focused on the presenting complaint if the student had been admitted as an 

emergency, but a more detailed history if she was expected to subsequently present the 

patient. A further student explained the difficulty she found herself in when she jumped to 

a diagnosis too soon, and described the strategy that she could have used to find out about 

problems in other systems. All of these focused on the doctor-practitioner perspective, and 

suggested that a rationale may have been easier to reach when this perspective was 

adopted. 

In spite of these examples of partial explanation, the uncertainty expressed by students 

about how to explain an ideal history, relevant information and their choice of questions 

led me to ask what medical teachers believed and said to students on this topic. This is the 

subject of chapter seven. 
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Watch ing c l in ic ians ' tak ing h is tor ies ' 

When asked about what had influenced their development of skills in 'history-taking', 

third year students most often mentioned two themes: watching doctors, and the process of 

presenting patients and receiving feedback on this already mentioned above on page 93. 

The occasional formal teaching sessions provided at the start of the course were rarely 

mentioned. In the theoretical framework of learning shown in chapter three (Figure 3.3, 

page 59) this could be seen as 'the curriculum: students' experience', although it would 

have been quite different from both the curriculum on paper and the curriculum in action 

(Figure 3.2, page 53). The three perspectives and the tensions between them are again 

reflected in the students' observations. 

In view of the fact that students were uncertain about the characteristics of a 'good' or 

'proper' history, and that they did not have a clear rationale for the process, it is not 

surprising that they hoped to learn and gain a better understanding from watching 

experienced clinicians. Students also mentioned observing specific behaviours that they 

wished to emulate, for example: 

S: I'd say my consultant -1 kind of think that I want to be like that one day because he 

is brilliant with the patients, and you think wow I really want to be like that one day 

and they trust him and he writes down the relevant -relevant again- information that is 

required. 

(G1 i n 188) 

or not: 

SI: To be very polite, the consultant that I had in the Clinical Foundation Course 

taught me an awful lot how not to take a history, ... asking questions and not listening 

to the answers. 

(SI m 192) 

Both these examples illustrate that these students valued the patient-person perspective, 

and in the former, the ability to link this with the doctor-practitioner perspective. Although 

there were a number of other examples of this type of observation, I have focused in this 

account mainly on students' reflections on their observations, rather than the observations 

alone, as I felt these provided more insight into the learning process. 

In my analysis I tried to identify every occasion where students explained how observing 

clinicians helped their understanding. On careful examination of these, on every occasion 
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the understanding was qualified. For example, one student felt that she could understand 

the process as demonstrated by an SHO, but contrasted this with the experience of 

watching a consultant: 

S: Sometimes when I have sat in with a consultant it's extremely to the point and it's 

very different because beforehand I'd been with the SHO and she'd been doing 

everything from scratch and it was really lovely to watch because I could relate to what 

she'd done, and I knew what she was looking for and what she was writing down and it 

was all relevant to me but then the consultant - where did that question come from -

and he was only writing the relevant details down it was literally a couple of lines at 

the end of the history but it is very different with consultants. 

Int: Why do you think there is that difference? 

S: Because they have much much more experience and they recognise a symptom and 

know that they don't need to ask all these questions they just follow a straight path, but 

without having experience of the different symptoms... and they haven't got as much 

time... they've only got ten minutes in the clinic. 

(G1 m 59-61) 

This was one of a number of observations indicating that consultants tend to take much 

briefer histories, and explanations of this included the time constraint, 'experience' and 

'intuition'. This may be seen as reflecting the tension, never made explicit, between the 

doctor-practitioner and the student-clerk perspectives. 

One student felt that this might imply a limitation of the usefulness of the 'history-taking' 

method taught: 

S7: Whereas in a clinic like the registrar or the consultant they will just get sort of 

presenting complaint and that's it and they might just say oh is everything else going 

OK then and don't ask any more questions. But they send us out and we 're supposed to 

get the full history as well. 

Int: Why do you think that is? 

S7:1 think it's because they don't have the time and they can't, they don't have the time 

really. 
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Int: That's interesting then isn 't it? 

S7:1 don't think they would, because I mean I'm not sure how much more useful it 

could be. You know when you're at the GP they just ask you why you've come in they 

don't usually ask them the whole thing. I think it's a requirement because it's going on 

the student record really. 

(S7in 159-165) 

A second student was less confident, but, when asked what he had observed that was 

unhelpful, felt that perhaps the method taught to students was over-inclusive: 

S2: Urn, well I guess when they tell you this isn't the way to do it. I mean, 'what I'm 

going to do now is not the way you should learn'. 

Int: Yes. What does that make you think? 

S2:1 think well, I suppose in a way I think well, that's probably what I'm going to be 

doing, because they're doing it because ofpressures of work or, that's what they need 

to do. Maybe the way we're taught is just over the top and we don't need to do, don't 

need to go into that much detail or in that manner, because if the house officer is doing 

it in a completely different way. To get it done or is doing all that is required, maybe 

we're being, maybe what we're doing is not right, it's too much. I don't know - the 

textbook way of doing it isn't actually in practice the right way. I don't know. 

(S2 III 360-366 interviewer's assents omitted) 

Both these students recognised the difference between the doctor-practitioner and student-

clerk perspectives, and, while the first appeared comfortable with this recognition, the 

second was left feeling uncertain about 'the right way' to take a history. 

This same student distinguished 'taking a history' from the more holistic activities of 

patient care: 

S2: Yes. Yes but I haven't actually thought that it's, in general practice I haven't 

actually looked at it in that way, as a history. 

Int: Mm, that's interesting 
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S2: All I really see, this patient comes in and tells you what the problem is and the 

doctor tells them what they're going to do or what they think it is. 

(S2ni 310-312) 

It seems that this student equated the notion of 'taking a history' with the student-clerk 

perspective alone. He saw 'history taking' not as the process of talking to a patient to find 

out about their problem and help them, (a doctor-practitioner perspective) but as the 

process of asking a large number of questions in a structured format, with the purpose of 

gaining approval for a presentation (a student-clerk perspective). From this latter 

perspective, consultants and general practitioners do not ' take histories', (just as they rarely 

'clerk patients') and junior medical staff do so only in some circumstances. The fact that 

students at this stage were involved very little in patient care makes this a more likely 

perception. 

The s tuden ts ' i nvo lvement in pat ient care 

The third year students had few opportunities to contribute to the process of patient care, 

and often felt in the way, when they would like to have been more useful. They celebrated 

minor opportunities to help, as for example: 

S: Yes, I think so, I think you do take histories for the sake, you know you've got to take 

a history to present to your consultant that day and you go and find someone to take a 

history from, you are not going to find someone because they are ill and you have got 

to think about what is wrong with them and what you are going to do, you are just 

doing it for the sake of something to present. 

S: Then again it's really nice when you get one bit of encouragement it really does 

make the day and then you feel a lot better next time you do take a history. Once a 

registrar used our notes, you feel like 'Yes!' it was so good. 

(G1 m 140-141) 

One exception to this was the student previously mentioned on an attachment to an 

Accident and Emergency department, who had been able to contribute, and had enjoyed 

this, but felt that this might not have helped on a later attachment; 
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S: On majors and minors [serious and less serious cases] you kind of had to ask the 

rg/gva/zf g x/ow/iaf 6g M/afYzmg amcf Aggm 

bleeding all over the place, or whatever and there was no way you could spend 45 

minutes to an hour. My other friend on another rotation was saying ' oh an hour and a 

halffor this person', oh God I spent 10 minutes with that other person and the doctor 

would say 'that's fine, brilliant, you have given me what I need' 

(G1 m 94) 

The other students in the group saw this as an exceptional experience, and expressed some 

envy. This experience may have given this student a better understanding of the doctor-

practitioner perspective, which was more difficult for the other students, but made it more 

difficult for her to adopt the student-clerk perspective expected in other attachments. 

The aim of these students, when their history or records were used by a doctor in patient 

care, appeared to be to gain clinical responsibility, and was similar to that described by 

Becker et al (1977), in his 'Responsibility PerspectiveAt this stage in their course the 

students only very rarely felt that the histories they 'took' were contributing to the patients' 

care, and they sometimes felt that they were, metaphorically, 'taking' something from the 

patient. This issue is highlighted here because it is in contrast with the students' experience 

in their fifth year, when their greater involvement in patient care may have enabled better 

understanding of the differing perspectives and how to manage the tension between them. 

Social and ind iv idua l s tudent fac tors 

A number of students mentioned personal characteristics or values that they felt influenced 

their behaviour. These included not liking to upset people, enjoying talking to people, 

respecting all people, not making assumptions, and trying to put themselves in patients' 

shoes. There were also comments that having confidence and being a mature student were 

helpful when making relationships. One student recognised a tendency in himself not to 

listen to others, and was trying to correct this. These influences seem likely to have had an 

effect on the students' willingness to adopt a patient-person perspective, but as I felt they 

shed little light on the research questions, I have not discussed them further. However, they 

highlight the complexity and individuality of the 'history taking' process. The index of 

codes in appendix E illustrates the range of these. 
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Students ' approaches to learning 

Unlike Marton and Saljo's (1976) students (see page 34), the medical students were not 

seated in front of a text when learning, and their approaches to the learning task were much 

more variable and less easily categorised. It was often difficult to distinguish between a 

description of a learning activity and an explanation in more depth of an approach to 

learning. The students whose experiences of watching clinicians were described above 

were discussing how they learned from one specific experience, which was highly 

influential. The students interviewed also learned from a whole variety of other activities. 

Where they gave some indication of how they approached learning to take a history, I have 

grouped their comments into surface, strategic and deeper approaches, with the majority 

being of the surface variety, though many students described different approaches to the 

same task. 

Surface approaches 

The use of a list which needs to be memorised suggests a surface approach, and this was 

mentioned by many students. A typical student response to being asked what they were 

doing when 'taking a history' was: 

S2: Just trying to go through a list in my head, points and questions I need to fill in 

[Lit; Right] That's my main aim. 

(S2 m 38-40) 

This reflected the student-clerk perspective, and, as this method is recommended in all 

textbooks, with lists provided, it may not have been the students who choose to adopt a 

surface approach, more that they were advised to use one. They also had few alternatives, 

due to their lack of experience and understanding of how the history fitted in to the medical 

care process. A more thoughtful comment on the check list, also reflecting a student-clerk 

perspective, for example, was: 

S8: Sometimes its just like because you know about the symptoms that prompt you but 

sometimes it's the check list again and you are given this sheet -for psychiatry you've 

got this sort ofpaper - a few pages of things you should ask your patient, so if you look 

through it you get to know what sort of things you should ask about and then like what 
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sort of things to ask about, so sometimes that prompts you, you know, by referring to 

gzveM, even (/on Y Anow ZooA: 

you can ask from that. 

(88 0116) 

It seems that students, rather than choosing to use a surface approach, may have felt they 

had no alternative, and the student-clerk perspective, valuing data gathering for its own 

sake, gave little encouragement to students to analyse what they were doing. As in the 

preceding example, students who mentioned using lists very frequently also mentioned 

other ways of selecting questions in areas where they had more clinical experience (and 

could therefore use a doctor-practitioner perspective), suggesting that they would adopt a 

deeper approach if it were possible to do so. 

Strategic approaches 

A repeated theme in students' accounts of how they learned to 'take histories' was learning 

by trial and error, the errors being pointed out by doctors, when the students presented the 

patient. This would seem very reasonable, if the identification of errors was accompanied 

by explanation and understanding, but it was not always clear that this was the case. For 

example: 

Int: How do you decide when it's complete? 

S8: Oh gosh, when I've done all my agenda and I think it's complete, but I am not sure 

until I sort ofpresent it, and they give me feedback - maybe you should have asked 

more about this one, then I'll be like yeh next time I'll try to do that or go back to the 

same patient and ask about what I am supposed to ask. 

(S8ni20) 

This appeared to be an example of a strategic approach, where the student was using any 

approach which would achieve the desired end. 
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Deeper approaches to learning 

I searched for examples of students setting out to learn how to 'take histories' with the aim 

of increasing their understanding in any area, including 'history taking' strategies, 

diagnostic strategies, disease processes, or social or psychological issues, and using any 

perspective. One student mentioned a textbook, which explained why some questions 

should be asked: 

S4:1 very much like it because it's, a) it says you need to ask about this because, 

because, because. There's always a physiology underneath what's going on and I 

really like it because a lot of the books like the /?/ and it's just rote learning, and that's 

no good for memory. But yes, I really like having that kind of understanding of what's 

going on underneath it. 

(S4IK165) 

This could be seen as an attempt either to gain understanding of physiology for its own 

sake (a student-clerk perspective) or as an attempt to understand the physiology justifying 

the choice of questions when 'taking a history' (an aspect of the doctor-practitioner 

perspective, and in either case was the clearest description of a specific aim or attempt to 

gain understanding. 

A number of remarks initially coded as demonstrating a deeper approach, on further 

examination showed little serious attempt at understanding. The following student 

appeared to be describing an algorithmic technique for reaching a diagnosis, but was 

possibly using it by rote rather than with understanding of its structure: 

S5: Like you have a flow chart equivalent, oh, if they say no - for example someone 

came in with like abdominal pain and they say oh is it worse particularly after eating, if 

yes, you think oh gall bladder, whatever, you have a flowchart, you bounce the 

questions back and forth just to get what you want and then in a way you're keeping 

your mind open and then trying to hold on to something at the same time. 

Int: And do you use that technique? 

S5:1 try to but sometimes I don't because I don't know what I'm talking about and 

you're thinking 'what exactly is going on?' 

(S5 m 74-76) 
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A further student mentioned his intention to acquire understanding: 'medicine should be 

about discovering things, not about fulfilling criteria' (S5 III 303) and 'forcing yourself to 

think about things logically' (S5 III 86) but there were few other declared intentions of 

gaining understanding. This may have been because students felt this aim was too obvious 

to mention, (though this is unlikely, as the fifth year students mentioned it much more 

frequently) but students may also have been limited in their approaches to learning by the 

tension between the perspectives, which led to a confused rationale for 'taking a history'. 

A further approach which was difficult to categorise was one which involved learning from 

patients. A variety of ways of doing this were described, for example, by putting 

themselves in the patient's shoes: 

SI: I've put myself in their shoes or tried to as best I can. I don't know what it's like to 

be a seventy year old man with liver cirrhosis and I'm bright yellow, but you know put 

them in their shoes and sometimes you have the nagging wife, and as long as you-

Int: So you're thinking about how they're feeling 

SI: Yes, yes and you if you can do that then I find that you get better on their 

wavelength and they're prepared to tell you more. Rather than if you're this arrogant 

medical student who has a list of questions and they've got to answer them right then 

and there and they're just going to go well actually I don't want to talk to you and 

they're really intimidated. 

(SI m 494-496) 

Other examples of learning from patients included checking out a summary of the situation 

with a patient, clarifying the student role with patients, and learning from working with 

disabled children how to build up a rapport. All of these could be seen as deeper 

approaches to learning about relationships with patients, as the students appeared to be 

aiming to gain understanding of how to relate to future patients from their experiences with 

the current one, using the patient-person perspective. These examples suggested that these 

third year students were concerned about the patient's opinion, and maintained a focus on 

this in their learning, more than the final year students discussed in the next chapter. 

Although, from this evidence, the students were able and willing to learn using a variety of 

different approaches, the common use of lists, which linked closely with the student-clerk 
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perspective of gathering information rather than solving problems, suggested that 

circumstances may have encouraged a surface approach. Lack of involvement in patient 

care, and conflict between perspectives may, on the other hand, have made it difficult for 

students at this stage to gain understanding of a doctor-practitioner perspective. Some 

students, however, appear to have taken a deeper approach using a patient-person 

perspective. 

The cu l tu re o f med ic ine 

I, and all the students quoted here, were immersed during our working hours in the 

professional medical culture. The third year students interviewed appeared to be satisfied 

with learning the skill of 'taking a history', with only a limited understanding of the 

relationship of the skill to patient care. This is not surprising, given that the student-clerk 

perspective is deeply rooted in medical history and culture. Two students in the third year 

(quoted on page 102) questioned the rationality of this situation, while the rest did not. One 

possible explanation for this is that the medical culture, and the socialisation of students 

within this culture, made it difficult for them to look at the issue firom outside, as they were 

focused on trying to achieve acceptance within the culture. Very few comments from third 

year students focused directly on this issue, and I have discussed it in more depth at the end 

of chapter five, in the section headed 'The culture of medicine' (page 135). 

Summary : learn ing to ' take h is tor ies ' in the th i rd y e a r 

Figure 5.1 (page 112) shows the theoretical framework of the learning process, as 

previously shown in Figure 3.3 (page 59), illustrated with the specific issues identified in 

the third year student interviews to provide a possible explanatory model of the learning 

process. As the issues identified by the students nearly all came under the heading of 'the 

curriculum: students' experience', these issues are shown in the left hand column. 

Although issues relating to individual student factors, including previous educational 

experience, and social factors are likely to have been influential, this study did not attempt 

to shed light on them, so they are retained in the model at lower left in a dotted box to 

show that these are without data to support them. 
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The three perspectives, which were used by these third year students when considering 

their 'history taking' task, are shown in the column headed 'perception of task'. Influences 

from the students' experience which tended to prioritise the doctor-practitioner perspective 

included being advised by teachers to gather 'relevant' information, watching clinicians 

and one student's involvement in patient care in an emergency department. However, the 

first two of these were reduced in influence by confusion about the term 'relevant' and 

difficulty in understanding why clinicians' histories were different from students'. 

Textbooks, many teachers and lack of any rationale for an alternative tended to prioritise 

the student-clerk perspective, especially when students were unable to make diagnoses or 

be involved in patient care. Influences on the patient-person perspective were less clear, 

and may have been personal. A number of extracts from the transcripts suggested that the 

students experienced considerable tension between these three perspectives. 

The prioritised student-clerk perspective was linked with the use of lists and surface or 

strategic approaches to learning, and there were few examples of deeper approaches to 

learning. The question this poses is how students could be enabled to make better use of 

learning opportunities in order to develop a deeper approach and gain more understanding 

at an earlier stage. Analysis of interviews with students later in their student experience 

might help to elucidate this question, and this is the topic of chapter six. 
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Figure 5.1: Learning to 'take histories' in the third year: an explanatory model 
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Chapter six: The fifth year medical student 

This chapter presents an analysis of the interviews with fifth year medical students. One 

major change since the third year was that the students' perception of their role in the 

clinical setting had changed, and they felt more confident. As this may have influenced 

some of the other changes, I have presented it first. The purposes and rationale of the 

students when 'taking a history' were again grouped around the three perspectives of 

doctor-practitioner, student-clerk and patient-person, but the balance had changed, with a 

much greater emphasis on the doctor-practitioner perspective. 

Watching clinicians was again a major influence, but with students expressing greater 

understanding of the process. The students' approaches to learning had also changed, with 

a move towards attempting to work things out, including how to deal with the tensions 

between the doctor-practitioner and student-clerk perspectives. Overall, less attention was 

given to the patient-person perspective. These findings must be interpreted within a 

pervading medical culture, and some limited findings about this from the data are 

presented. Finally, I have considered how the analysis may aid the understanding of how 

students have learned to 'take histories' over the two years, in relation to the theoretical 

framework. 

The Interv iews 

The first final year interview (G1 V) was a group interview carried out in August 1999, as 

a pilot for the interview guide. As the interview guide (appendix B) changed relatively 

little over the two intervening years, I have included it in the analysis. The other two group 

interviews and six individual interviews were carried out between September 2001 and 

January 2002. The individuals were all students who had previously been interviewed in 

the third year, and none of the students in the groups had been interviewed previously. 

The six individual students previously interviewed were identified as before as SI to S6. 

S7 agreed to be interviewed again, but later became too pressed for time. The fifth year 

interviews were identified using the same convention as previously, so that, for example, 

SI V denoted a fifth year interview of student SI, and the group interviews as G1 V etc. 
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Quotations are again identified by the numbers of the text units allocated by the NUD*IST 

software, as described in chapter four, and the conventions used in representing quotations 

from the transcripts are as shown in Table 5.2 on page 89. 

Table 6.1: Characteristics of fifth year students interviewed 

Fer 

Individual 

nale 

Group 

M 

Individual 

ale 

Group 

Total 

School leaver 3 
(1 overseas) 

5 1 
(intercalated 
BSc) 

3 12 
(1 overseas) 
(1 intercalated 
BSc) 

Previous 

degree 

3 2 5 

Mature 2 
(1 overseas) 

2 
(1 overseas) 

Total 3 
(1 overseas) 

8 3 5 
(1 overseas) 

19 
(2 overseas) 
(1 intercalated 
BSc) 1 

Table 6.1 shows that the 19 students interviewed included mature, graduate and overseas 

students. All the five students with previous degrees were undertaking an 'accelerated' 

course, which omitted the 'study in depth' (see Figure 1.1, page 11), and they took final 

examinations six months earlier than the others. I have not identified the two individual 

students to whom this applied, as this might compromise their anonymity, and in the group 

interviews it was not always possible to distinguish students' voices. One student had taken 

an intercalated BSc, and so, when in the fifth year, was actually one year behind the other 

fifth year students in terms of clinical experience, and had not yet commenced the final 

year clinical attachments. On the one occasion where I felt this was relevant, I have 

provided a quotation, but have not identified the student to protect anonymity. 

There was a substantial amount of data in the interviews that did not relate directly to the 

research questions, and some that did that has not been discussed in detail, as it did not 

relate to the main themes. In order to provide an audit trail and support my selection of the 

data quoted, I have provided an index of the 'units of meaning' coded for all the fifth year 

interviews, sorted into themes and categories, in appendix F. 
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Students ' pe rcep t ion o f their role in the c l in ica l s e t t i n g 

One significant change since the third year was the students' perception of their role, and 

they noted how this had influenced how they 'took histories'. They felt more accepted on 

the ward; 

S: Yes and it's almost credibility as well, you know, people, you know you walk along 

the ward and it's accepted that you're going to go and see patients whereas sometimes 

it wasn't in the third year. 

031 224) 

For some of the time they were part of the clinical team, and felt they could contribute: 

S2: Just, like I said earlier because the reason you are seeing them, when you're 

seeing them first, is you're going to try and work out what's going on because at that 

time nobody might know what is going on, and you feel quite useful and you get to 

present this patient who has come in for the first time and then you are involved in 

decision making and you do get asked what do you think and what should we do next. 

Where on the ward if you see a patient you are doing it just for yourself and people 

really don't want to listen to what you have got to say and it is all a bit short, you 

present your case and they ask a few questions and that's it and that's just another case. 

(S2T/83) 

This was a further example of the contrast between 'hot' and 'cold' medicine (Atkinson 

1997, see page 56) and contrasted with their memory of the third year, for example: 

S: ...But it's impossible as a 3rd year you are not even a supernumary you're just there. 

S: ... everyone has lots of work to do, and people are ill and then you haven't got much 

to give but then as a 5 th year you've got a bit to give back. 

(C%V 120,127) 

There was only one example of a student who described anxiety about not having a clinical 

role. This was the student who had undertaken an intercalated BSc, and thus was not yet 
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undertaking final year clinical attachments. The increased confidence expressed by the 

other students was underlined by this student's considerable anxiety about his future 

clinical role: 

S: I think it is going to be so frightening as a 5th year to suddenly then become a 

doctor and not really knowing your way around, sure they don't know their way around 

the wards properly, I mean I haven't asked enough 5th years about this but I am sure 

they don't really know how the whole system works, because you don't and that's why 

you get a lot of resentment between doctors and nurses, or certainly medical students 

and nurses because the nursing students are actually really involved, they are on the 

... fAey ore f/zg}"'vg go/ <3 j^wrpo^g one//M<^6g fAg}" arg wfgof 

slightly to make up numbers or whatever but medical students do not have much of a 

role and I can understand why its difficult ...what use am I to any of the patients, not 

much. 

(ST/81-85) 

Apart from this, for the students in their final year, their role in clinical settings was no 

longer an issue, other than when they looked back to the third year. 

Students ' pu rposes w h e n ' tak ing a h is tory ' 

In their third year, the students' purposes linked loosely with the three perspectives, with 

the doctor-practitioner perspective focusing mainly on diagnosis, though the students saw 

difficulties with this in their role at the time, as either they already knew the diagnosis, or 

did not have enough knowledge to make one. The student-clerk perspective focused 

mainly on making presentations with the aim of gaining approval, and the patient-person 

perspective focused on the students' aim to help patients directly in their role as students. 

In the final year, the doctor-practitioner perspective was, not surprisingly, dominant, and 

within this the overriding theme was making a diagnosis. The student-clerk perspective 

now included preparation for examinations as well as presentations, and the patient-person 

perspective figured much less frequently. There had been an overall change of focus in the 

process of 'taking a history' since the third year, which one student described here: 
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S: It's true now but when you first started, stuff in the third year when I started taking 

fAe wAo/g q/"zY ro roAe a ^gg cowZcf /'gmg7M6er 

to ask all the questions and get out within like an hour and a half 

Int: Can you remember that feeling? 

S: Yes, whereas, now it's a tool that you do and then you go through that and you get 

into the presentation management and the investigation. 

(G1 V 23-26) 

The doctor-practitioner perspective: diagnosis and contribution to the health care 

process 

Every student interviewed alone and all the groups agreed that making a diagnosis was a 

key aim of 'taking a history'. Most also saw this as a significant change since their third 

year, for example: 

S: I think I think more about the diagnosis now than I did in the 3rd year, the 3rdyear 

was just trying to actually get good at doing it and now as you are going through the 

history of presenting complaint you are thinking - what other information do I need 

here to make up the rest of the picture and picking things more, in a more directed way. 

(G2 V 5) 

The students also described a variety of methods they used to help make diagnoses, and 

these are covered in more detail in the section on 'rationale' below. 

Some students also added that they were thinking about the contribution of the history to 

the rest of the process of patient care. 

S2: ...I think my history is different from the way I used to - whereas it just used to 

come out of my head and it was just bullet points that I needed to cover, I think now the 

aim is to focus on what the presenting complaint was, and try and try and tailor the rest 

of the history to that and think more about why I am taking a history and you know, 

what use is it going to be for this patient for the future. 

(S2 V 14) 
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Other doctor-practitioner purposes of'history taking' mentioned included deciding on 

management, and identifying causes of the patient's problem. One student, when asked 

about purposes of 'taking a history' mentioned: 

S2: Just getting as much information as possible because it is like the first document to 

be filed and that is the one they refer back to when they need to find information. 

(S2T/55) 

This is interesting, because it appears to be a way of resolving the tension between the 

comprehensive, rather than focused, history expected from the student-clerk perspective, 

and the need to contribute to patient care, from the doctor-practitioner perspective. The 

tension between the focused and comprehensive history was one of the major themes 

throughout the fifth year interviews. 

The student-clerk perspective: presentatiorx and assessment 

Presenting the findings of a history and examination was so much part of the everyday 

process that students did not volunteer it as a direct purpose of 'taking a history', but saw it 

as a very important skill, for example: 

S5: ...you've got to present lots and lots, be comfortable with it and be good and 

slick, because the final year examinations for example, so what, you can get 

information, at the end of the day, it's don't bore the examiner, just give them what 

they want, you know you've got the information, you've just got to present it, 

presenting skill is a very - people underestimate how important it is. 

This type of focused presentation could equally well be seen as part of the doctor-

practitioner perspective, and was similar to the presentation of patients by junior doctors to 

more senior ones, but is included here because students saw it as a skill in its own right, 

dependent on the 'history taking' that preceded it. 

A frequently mentioned purpose of 'history taking', as in the previous quote, was 

preparation for examinations, which was seen as somewhat different from 'history taking' 

for patient care. The fifth year students in Southampton were assessed at the end of each 
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attachment on a 'long case' in which they were left alone with a patient to 'take a history' 

and carry out a physical examination. They then presented the case to a pair of examiners 

and were questioned on it. Some students saw examinations as requiring a very inclusive 

history, with detailed screening questions unrelated to the patient's main complaint, for 

example: 

SI: ... how often do you get an hour to sit and do a history, so I think that's the 

difference. You've got -1 always think that the examination is a gold standard that 

you've been able to completely exhaust the social history and you've managed to 

completely exhaust the systemic enquiry rather than sort of ...really go into it - like 

systemic enquiry, instead of perhaps general screening questions, actually asking about 

really much more specific things, ... sort of like perhaps the locomotive system - [not 

just] do you have difficulty getting dressed, can you manage stairs - you know - it 

would perhaps be more like - do you ever have any pains in your hands, wrists, elbows, 

shoulders, back, neck? 

(SI V 21-24) 

This definition of a 'gold standard' suggests that this student saw a tension between the 

requirement to 'exhaust' the history for the examination (student-clerk perspective), and 

the usual need to focus on the immediate problem (doctor-practitioner perspective). 

The patient-person perspective 

This perspective was expressed much less frequently in the fifth year. In relation to 

purposes of 'history taking', only two comments were noted. One student mentioned that a 

diagnosis was not everything: 

S5: you've got a diagnosis but your patient is not feeling happy you can still not 

become a good doctor, that's the whole thing. 

(S5T/51) 

A second student expressed his regret about the lack of focus on social interaction with 

patients: 
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S4: I think I would have to say that medical education is not focused upon - you're an 

individual would you like to develop your own style of interacting with a patient, what's 

your personality, its not at all focused on good social interaction, it's totally focused on 

getting a diagnosis 

(S4T/112) 

This perception is reinforced by the predominance of the doctor-practitioner perspective in 

the interview data. 

Students ' rat ionale fo r the process of ' tak ing a h i s t o r y ' 

In the third year interviews, the students perceived a tension between a constant pressure 

from teachers to gather the 'relevant' information from patients (and uncertainty about the 

meaning of 'relevant' in this context), and the textbook requirement to 'take a history' 

covering everything (the student-clerk perspective). They observed clinicians 'taking' brief 

focused histories (the doctor-practitioner perspective) and saw little relationship to what 

they were being asked to do. 

In the fifth year, the doctor-practitioner perspective was dominant, and within this, a major 

theme was a developing rationale for taking a limited, focused history. However, as seen 

already in the quotations above, there was a second theme, in tension with the first and 

using the student-clerk perspective, of the full history, asking everything to avoid missing 

anything. I will discuss these two themes in turn. 

The rationale from the doctor-practitioner perspective: the focused history 

Many students said that in their fifth year they were now expected to take a 'focused' or 

'directed' history, instead of, as in the third year, 'asking everything', for example; 

S: In the 3rd year you can't really lose if you ask everything and [take] a thorough 

history, you've bored the patient silly, what the heck you know, you've got the 

information, but in the 5 th year you can't do that, you've got to be focused. 

(G2 V 22) 
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Although, as in the third year, eliciting and presenting 'relevant' information was 

frequently mentioned as a key aim, this was now accompanied by confidence about the 

ability to focus, and therefore to know what was relevant: 

S\ [in the third year] you are worried about forgetting anything that's important so you 

just sort of ask everything and by the 5 th year you know what's relevant so you are 

/More worrzW 

(G2 V 95) 

A number of different methods of narrowing down a questioning process with the aim of 

making a diagnosis were mentioned. One student described learning from discussion with 

the clinical team about the particular importance of ruling out serious and urgent 

possibilities: 

S5: I think it's just discussion... saying, oh we saw this patient today what do you think, 

or what are the differentials, make sure you rule this out, this is an emergency, you got 

(S5 V 37) 

Several students mentioned methods of systematic questioning which were not directly 

designed to rule hypotheses in or out. Instead they identified a list of questions which were 

categorised in a systematic manner, for example: 

S: Well, if they've got pain then I'll ask them all my questions about pain which I 

always have to say, but then for surgery I always do it from their mouth to their bum, 

questions then on the way, try and ask questions to make a diagnosis, you know like, 

their tummy pain, then associated symptoms to go with their tummy pain, you can ask 

them, appetite, weight loss, trouble swallowing, blah blah. 

(G3 V 19) 

This questioning strategy can be described as an 'anatomical sieve' that is, a systematic 

method for considering all the possible anatomical sites in which a disease process could 

be located, and then using this to choose questions to include or exclude the various 
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possibilities. One student described a similar method of narrowing possibilities down at 

two levels, using first a 'physiological sieve', to identify the physiological system 

involved, and then a 'pathological sieve' to narrow down the disease process: 

Int: that's the basis on which you are selecting [questions] is it? 

SI: Yes, usually systems - that would be my first, going through the flow diagram that 

would be my first thing to determine which system I am really talking about and then 

when getting to the system, perhaps trying to work out what sort of disease I am sort of 

dealing with, is this a chronic thing, an acute thing, is it likely to be an inflammatory 

thing or an infective type thing, so various sorts of questions again sort of limiting it 

down, but I think my first thing would be to really establish which system I am really 

dealing with. Obviously a bit further on you get to more particular things, but that's 

probably what I am subconsciously doing to start with. 

(SI V 9-10) 

However, this same student still felt that a really good history would cover everything, and 

had difficulty in linking this with the logical process of limiting the diagnostic possibilities: 

SI: I think a good history is the one you see in the textbooks where every subject area 

is covered including genitourinary, obstetrics, gynae history, bits that everyone skims 

over, psychiatric history is very rarely taken. 

Int: So how do you decide where to stop then? 

SI: That just goes back to my sort offramework of which system and coming up with 

ideas and proving them wrong and when I've finished coming up with ideas I sort of 

slow down and by then I've sort of yes its coming up with a diagnosis, I am coming up 

with a differential and that's where I'm limiting. 

(SI V 34-36) 

This illustrates the continuing tension for students between their developing rationale for 

using the history to help make a diagnosis (the doctor-practitioner perspective) and the 

concept of a good history as one in which 'every subject area is covered' (the student-clerk 

perspective). 
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This student also, from the doctor-practitioner perspective, gave the account closest to a 

description of 'hypothesis testing'. This is the process shown by Elstein et al (1978) and 

others to be the method in common use by doctors for narrowing down possibilities by 

ruling them in or out. The only mention of this term in the interviews was by two students 

in one group interview, and it was not explained. Similarly, no student referred to the 

'sieve system' at a conceptual level. The students' methods of narrowing down the 

possible diagnoses and focusing their 'history taking' appeared to be based, not on any 

teaching or discussion about this process, but on their own responses to gradually 

increasing clinical experience, confidence and knowledge, as this exchange in a group 

interview illustrates; 

S: Yeh but I know, you get to a stage where you start on zilch and you get up to a stage 

where you ask absolutely everything, until your confidence grows and you start to 

choose and focus your questions defining your questioning skills. 

[less relevant remarks omitted] 

S: I think that is true you start off not really knowing much to ask because you haven't 

gone through the books and been taught what to ask, then ydu are taught everything to 

ask, so you get this huge long list of stuff to ask and then as you go on -

S: - then you know about conditions -

(G3V 51, 58-59) 

The rationale from the student-clerk perspective: asking everything and not 

missing things 

In spite of the much clearer perception by students of how they have learned to take a 

focused history, there was an undercurrent of anxiety from their student-clerk perspective 

about 'missing things' and a corresponding need to continue to ask everything. For 

example, when asked to describe a really good history: 

S5: Not missing things out. You have a structure, you start off with presenting 

complaint, history presenting complaint, you've got a framework that you know, your 

drugs, your allergies, past medical, past surgical history, you go back through them 

making sure you're not missing anything. 

(S5 V 61) 
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A quotation above has already illustrated this in relation to the requirement to ask 

everything in examinations (SI V 21-24, page 119). Some students expressed the tension 

directly, for example: 

S: ...but then I always ask the rest of my questions anyway just to check I haven't missed 

anything else, you know like, I wouldn't stop there, I even still just ask them - go 

through everything as I worry that I'll miss something otherwise. 

(G3 V 17) 

Another student felt that the only route to not missing things was taking a very full history, 

and identified the tension between this and the need to focus to avoid over-medicalisation: 

S2: I suppose I think an ideal history woidd be totally comprehensive, but that's only 

ideal in that it doesn't miss anything, and I suppose my fear when taking a history is 

that I'll miss something that later proves to be important and that somebody else might 

have found out from taking that history, but in the constraints of working as a doctor I 

don't think that's an ideal history, just like its not ideal to investigate every patient for 

everything, so there's got to be a cotnpromise I suppose. 

(S3T/66) 

One aspect of the textbook history, previously discussed in chapter one, page 18, which is 

closely linked with the student-clerk perspective and the concept of 'asking everything' is 

the systemic enquiry. In this part of the history students are expected to ask a series of pre-

ordained questions, covering each of the main physiological systems, which are intended to 

screen for medical problems not previously identified. As mentioned in chapter one, a 

number of textbooks sit on the fence on this issue, for example, one stating on the one 

hand; 'It is inconceivable that any patient will require to be asked all the questions that 

may be important on some occasion.' but also on the other hand; 'During training 

experience can be obtained from undertaking a thorough general symptom inquiry, asking 

the patient the 'cardinal' symptoms relevant to each system. ' 

(Masterton and Toft 2000 pi3) 
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In their final year, many students expressed doubts about the value of this part of the 

history. This exchange between several students in a group interview illustrates some of 

their uncertainties: 

Int: What do you see other people doing in relation to the systems review? 

S: Only students do it. [laughter] 

S: I was just going to say that 

S: That's very true 

Int: Well, that's interesting, so why do students do it, you might ask then? 

S: I don't like the placing of it, you've come through all this and then you go - oh she's 

fainted three weeks ago or something, you know or has joint pain in a 90 year old lady 

or man or whatever you know -

& /Ag WW/vg (xpg..., zf'j <3 qy/zcgncg fo f̂gfmZ gyg/}" mmor 

ailment. 

S: I also saw it as a student, not so much in the 5th year, more in 3rd year, just as a 

wide net to check there is nothing blatantly obvious that you haven't picked up. 

S: so true 

Int: So why is it less necessary in the 5th year? 

S: Because you know more about what you are looking for. 

S: Ifeel compelled, I have to do it 

S: I sometimes get worried that I won't do that bit but then I've thought, but what if 

I've missed something? 

(G2 V 191- 204) 

These students still appear to be torn between a gradual realisation that the systemic 

enquiry is not useful to them, and a feeling of being 'compelled' to do it, to avoid missing 

something. The following student seemed to have come to a reluctant conclusion that it 

would not be appropriate to ask all the questions of every patient: 

S2: I think doctors are particularly bad at it [the systemic enquiry] as well, when you 

see consultants in clinic and when you see people clerking patients on the wards, things 

get missed. 

Int: What do you see, what do they do? 
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S3: Em, they often rely on the past medical history to pick up anything relevant and 

will ask about associated systems within the history of the presenting complaint, like 

you know, it could be relevant because if there was a person with abdominal pain, 

sometimes they turn out to have a chest infection and then your systems enquiry might 

throw up other symptoms of that which will save you a lot of time and make you think a 

bit quicker, but I don't know a way around that, it is difficult. I think I am moving 

towards a more problem orientated clerking which cannot be comprehensive, you 

cannot sit there with a 20 page proforma and go through it and just tick boxes can you? 

(S3 V 34-40) 

There was no suggestion that this change in the students' understanding of the 'history 

taking' process was influenced by any teaching or formal guidance. It appeared that they 

were gradually rejecting the formally taught system of 'history taking' (the student-clerk 

perspective), because they did not find it useful, in favour of the focused history of the 

doctor-practitioner perspective. But as this was not acknowledged by students or teachers, 

they experienced a continuing discomfort, expressed in their anxiety not to miss things. 

The rationale from the patient-person perspective: tension with other perspectives 

There were very few reflections from this perspective on the rationale, and several of these 

related to the tension with other perspectives. For example, one student found a tension 

between 'being natural' which I have interpreted as a patient-person perspective, and not 

missing things (student-clerk): 

S6:1 could have had a lovely conversation, I've probably got about 50% of what I 

needed, you know, and Ifind that difficult because you know it's not totally natural if 

you do try and get everything in and on the other hand it is better than missing 

something out and having to go back. 

(S6 V 20) 

However, one student described having some valuable teaching in a general practice 

setting, and had read a booklet about the examination for Membership of the Royal 

College of General Practitioners, which advises a patient-centred consultation method: 
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S4: I did read the MRCGP booklet and there was one particular style of consultation 

which was to interleave factual questions with emotional questions and that was the 

most satisfying consultation 1 had all year was - she had a miscarriage and... 

(S4T/114) 

This approach may have been a way of resolving the tension between what was probably a 

doctor-practitioner perspective with a patient-person one. However, this student also said 

in relation to this same method: 'within [the] general practice setting that certainly was 

taught us, but in hospital, not interested and that's the way it is.' (S4 V 114), so it seems 

likely that he may not have continued the use of this form of questioning. 

Watching clinicians 

In the third year interviews, students commented frequently on how doctors rarely took 

'full histories', and tended to equate 'taking a history' with the data gathering exercise of 

the student-clerk perspective. A number of explanations were provided for this, including a 

lack of time and experience, but two students also expressed some uncertainty about the 

rationale for taking a 'full history' in the light of this. 

In the interviews with final year students, again a major theme was the observation that 

doctors do not take 'full histories', but some of the explanations were different. Time 

constraints and experience were again mentioned; 

S3: Em, the consultants take short cuts because of the experience they have, their time 

limitations perhaps, and the SHOs ask perhaps more questions but they are also limited 

by time and take short cuts because of the nature of emergency admissions I suppose. 

(S3 V 50) 

However, a number of the explanations provided related to the fact that the doctors were 

'taking histories' for a specific purpose, for example: 

Int: Have you watched many consultants taking histories? 

S: Yeh but to be honest they are so specialised they will ask the specialised information 

relevant to how they would clinically manage them which is kind of more their role 

because - well mostly by the time that they get them its not like their -1 mean it's 
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different with pain, different with back pain and stuff but if they've got the most likely 

diagnosis you know they've already got that bit, and they are looking a bit further, 

whereas we are still looking at a step back from them if you see what I mean. 

(G2V165) 

In this case the student recognised a specialised doctor-practitioner perspective as being 

different from a student-clerk one. Other comments suggested a view that the histories 

were fit for their purpose, for example; 

S5: ...the only time you see the consultant or registrar taking history or examination 

would be in clinic. 

Int: And when they see a patient for the first time do they take a full history? 

S5: Brief, I mean not brief but I think it's enough for what they're dealing with. 

(S5 V 89) 

However, no student asked whether the long histories expected from the student-clerk 

perspective were fit for their purpose, and, unlike in the third year, no student in the fifth 

year interviews questioned the rationale for either the consultants' or the students' methods 

of'taking histories'. An exchange in a group interview illustrated their acceptance of the 

situation: 

Int: Do you watch many other people taking histories? 

S: Not usually to the length that we do in that it's not usually a full history 

S: In out-patients it's never a full history, I've never watched someone do a fidl history 

actually and examination and know all their social history, blah blah, but in out-

patients you'd know the important questions they asked about that because you could 

watch them and learn about the history ofpresenting complaint and stuff like that and 

in casualty I used to go with the registrar to hear what questions he asked. But never a 

full history. 

Int: So why do you think they don't take full histories? 

S: If we'd seen them already and maybe they think we've already done it, so they don't 

need to ask so much. 

S: Could be the joy of having housemen. 

(G3 V 137-142) 

128 



Chapter six: the fifth year medical student 

I have referred later to this lack of questioning of a confusing situation in the section on 

'the culture of medicine', on page 135. 

Students also described a variety of behaviours that they had observed that they could learn 

from, either by copying or by avoiding them. All three negative comments were about 

doctors' attitudes, including 'they come along and ask rude questions, write it in the notes 

and carry on' (S4 V90), cynicism about patients and an apparent insensitivity to patients' 

feelings. These comments suggest that, in spite of much less focus on the patient-person 

perspective in the interviews, some students did continue to value it. 

Anticipation of becoming a house officer 

The students interviewed in their fifth year expected to pass their final examinations and 

start work as a pre-registration house officer either within three to four months, for the 

students who were taking the accelerated course, or in around nine months, except for the 

one student who was only in the penultimate year after taking an intercalated degree. The 

following comment illustrated their anticipation of the change in priorities; 

S: It's also learning to take a step back as well, does this patient, do they look well? 

You are too stressed and busy thinking have they got these minute kind of things in the 

3rd year you don't actually think -1 guess it's the fact that we are going to be doctors, 

well hopefully, and you know we are thinking - certainly in the last few months I have 

been thinking beyond way beyond practising and how it's been useful to me, you know 

who cares if we've got minor things but at the end of the day as a house officer would I 

be worried about this patient or not? 

(G2 V 99) 

The crucial advantages of taking a focused history as a house officer were well described 

by a second student; 

S: It's like phoning up your reg [registrar] at 4 o'clock in the morning, someone with a 

groin lump you've got to know this, this and this if you're going to get them out of bed, 

that's what. 

P32T/106) 
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These comments suggest that the students had little doubt that the student-clerk perspective 

would often be abandoned when they were carrying responsibility as house officers. 

Other in f luences on how s tudents learned to ' take h is to r ies ' 

Individual students also mentioned a range of personal experiences and issues which 

influenced their learning. These included time spent abroad during an elective period in an 

underdeveloped country, personal illness and an awareness of personality traits. As it was 

difficult to include specific individual issues in an explanatory model, I have not discussed 

these in detail, but they highlight the complexity of the learning process. Students also 

mentioned several teaching methods that had been helpful, including the use of video and 

feedback on this. Where 1 had no information about how this had influenced students' 

learning or their approaches to it, but merely that they had found it helpful, I have not 

discussed these further. All these comments are listed in the index of codes in Appendix F 

Students ' approaches to learn ing to ' take h i s to r i es ' 

The fifth year students appeared to be experiencing a tension between the perspectives, as 

did the third year students, but with the balance favouring the doctor-practitioner 

perspective in favour of the other two, resulting in a clearer rationale for the 'history 

taking' process. It was of importance, therefore, to ascertain whether this was associated 

with a change in the students' approach to learning. 

As in the third year interviews, in my analysis I attempted to identify all statements made 

by students which suggested a particular approach to their learning task, and to distinguish 

those aiming to gain understanding (deeper approaches) from those aiming to reproduce 

either behaviour or knowledge (surface approaches). In the third year, students described 

taking a deeper approach only in limited areas, and described using lists and a surface 

approach in others, with some suggestion that they would like to have adopted a deeper 

approach, but were discouraged from seeking understanding by the lack of a rationale for 

the 'history taking' process. 

130 



Chapter six: the fifth year medical student 

In these final year interviews, the great majority of the statements about approaches to 

learning suggested an intention to gain understanding. On the other hand, there were very 

few comments suggesting a surface approach and I have attempted to identify and discuss 

all of these. 

Seeking understanding 

A number of comments indicating that students were attempting to understand what they 

were doing concerned 'working things out', for example; 

S2: I just want to practise tailoring my histories to that problem and working out what 

is relevant. 

(S2T/85) 

Some students recounted how this had changed since their third year: 

S: ... when you come into the third year you just say, you don't really know anything at 

all and you need to be sort ofjust led through this by the hand...like now you ask this, 

now you ask this, because you just haven't really got a clue and it's not until you've 

done all the other sort of attachments, you've learnt that the obs and gynae history is 

like this, the orthopaedic history is like this, that you can actually then see /?/ in your 

patient then and you will be able to work out something at least. 

S: It all has such a beautiful logic to it anyway - when you've got it all, you know, 

because it's obvious the most important thing to the patient is why they're there and 

then what builds up to them getting there, what they've had in the past... 

(G1 V 256-259) 

As well as the intention to 'work things out', there were observations about the value of 

asking teachers to explain why they should do things differently, for example: 

S: The main thing's just presenting to someone and finding out that you've either done 

something wrong and shoidd learn from it, or you should do something some other 

way. The experience of actually doing that helps a lot that's the main thing that 
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Int: And do you usually know the reason why you've been asked to do it differently? 

S: Yes, depends on context, but most of the time they will [explain] if it's not something 

really pedantic they will, and if it's someone more junior, you are much more likely to 

ask them why much more often. 

(G2 V 145) 

The intention to work things out, and to ask questions when things are not understood, are 

both key aspects of a deeper approach to learning, hi addition, related comments included a 

description of reading books in a different way in the final year in order to understand, and 

a comment that consultants were good teachers because they always made sure that 

students understood. A student quoted earlier also made it clear that being clear about the 

purpose of 'taking the history' made it easier to decide how to 'tailor' it: 

S2: ... / think now the cam is to focus on what the presenting complaint was, and try 

and try and tailor the rest of the history to that and think more about why I am taking a 

zY goz/zg ro ybr /o r r/zeywfz<re. 

(S2 \ f l 4 ) 

In contrast to the trial and error approach described in use by the students in the third year, 

when students learned whether their histories were satisfactory or not, but not why, final 

year students expected to understand the reasons. The following student, discussing the 

value of feedback on 'history taking', pointed out that feedback was more constructive 

when accompanied by a reason; 

SI: And definitely when I've done something - not wrong - but clone something 

differently to somebody else, you know, when the criticism is more -[not] 7 wouldn't 

have done it like this, I woidd have done it like that' - [but] 7 think it would be much 

better if you did this or did it my way because ', rather than 'like thatFor me this is 

more constructive. 

(SIT/64) 

Unsurprisingly, all these comments were associated with a degree of confidence missing 

from the third year students' discussion. 
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Surface and strategic approaches 

There were very few occasions when final year students described memorising facts or 

using lists rather than 'working things out'. The one exception was when they were 

carrying out the systemic enquiry, their discomfort with which I have described on page 

124. One student in this group interview used a standard list for this part of the history, and 

suggested that this was not related in any way to the patient's problem: 

S: I'm still doing that [asking a list of questions] now in surgery. 

S: You still, you develop your screening questions don't you, you don't just ask 

everything. 

come in for obs and gynae or surgery. And that's the systemic and I don't really have 

any extra ones that I woidd ask any differently because I suppose my specific ones I 

would ask in presenting or history of presenting complaint I would ask my specific ones 

then, so my ones I've kept for the systemic are ones that I'd ask absolutely everybody. 

(G1 V 102-106) 

The following exchange, which was more typical of the final year, illustrates how students 

could use a list but also work out what might be useful questions to ask, although this may 

have been in response to a somewhat leading question; 

S3: ...you do tend to work to a list. 

S3: And for each symptom, you need to make sure you've got you kriow, onset, when 

did it start, did one start before the other - how long its been going on for, how severe 

they think it is. All those things you'd ask for pain you can ask for any symptom can't 

Int: Is that a list that you've memorised or does it have some specific function - you 

can work out each question from the one before? 

S3: I think it's a bit of both because there is a list that I always ask about pain, which 

you could relate to like swallowing or stiff like that which would relate to all of them 

but then to work it out in your mind what is going on you might change the question or 

ask something different. 

(S3V 28-31) 
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Directly following on from that, this student acknowledged that, while she could work out 

what was relevant and focus on it, she did not always try to understand why she was asking 

a specific question, and that she did not 'yet' leave out parts of the history that she thought 

were not relevant. This appears to represent a continuing tension between a deeper 

approach associated with the doctor-practitioner perspective, and a surface or strategic 

approach associated with the student-clerk perspective. 

S3: I think you work from a framework that is probably like a list and you just 

memorise from- is it Macleod or something- but as you work with the patient you know 

that aren't in the book - you just have to define it... but I don't always ask myself why 

am I asking this question. Like why is it important to - I don't always ask that - think 

that and then decide to ask it, 1 sometimes just ask. 

Int: If you, I mean do you think that if you were to ask yourself that question you could 

S3: Probably, in most circumstances but then maybe things that you've found in the 

history you maybe not bother asking about a certain system if you didn't think it was 

relevant, or whatever and I don't do that yet, I still ask about everything, just to make 

sure that there isn't anything else going on. 

(S3 V 33-36) 

These were all the statements which represented a surface approach to learning to take a 

history, and each had some qualification. On several other occasions students mentioned 

using lists, but on each occasion this was again qualified, suggesting that this process was 

not entirely desirable. One student described having to use a list in an examination, 

implying that it was to satisfy the whims of a particular consultant: 

S4: ... and in that exam you've got 20 niinutes history and examination, so for that one 

you've just got a list of questions you have to ask in the 20 minutes otherwise [a 

consultant] will fail you. 

(S4 V 20) 

This same student mentioned using a list sometimes when the diagnosis was not in doubt, 

and added 'which is bad' (S4 V 31). Another student was describing the practice of 
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j'u:.' _ygar /MefZzco/ f 

abbreviating the list of questions asked about neurological problems in the records, and the 

temptation to do this in a written assessment; 

5'6.' AaMg CM zj a ngwro wp / can Y c/o / A / 7 cZfW ZzjT evg/yfAmg 

ff vg/y fg^ffowj / a?M ŷwrg ̂ /br fAg /Maf^gr, zY Aaj' fo 6e (fong, JO. 

(S6 V 28) 

These last two comments appear to be a strategic approach to manage the tension between 

the doctor-practitioner and student-clerk approaches. Whereas several third year students 

had mentioned an approach to learning which mentioned the patient, I identified only one 

example of this in the final year: 

S: I think I've learnt more from my own trial and error, presenting to people and 

finding what they've done, and how the questions have gone with the patient than I 

have by watching other people. 

(G1 V 188) 

This underlines the move in the focus of the students away from the patient-person 

perspective since the third year. 

The cu l tu re o f med ic ine 

I did not ask the students directly about their views on the medical culture, and the students 

did not volunteer views on it very often. There are at least two possible explanations for 

this. Atkinson (1997) commented that medicine has become such an intrusive element in 

contemporary culture, by virtue of its representation in the media, that it is almost too 

familiar to observe. He cited Geer (1964) who described the difficulty for untrained 

observers of observing in a hospital: 'It was a hospital, they say; everyone knows what 

hospitals are like.' Secondly, during the process of socialisation within a culture, it is 

uncomfortable and difficult to view that culture critically from the outside, or to question 

its rituals. However, the findings of this study must be interpreted with an awareness of the 

culture in which both interviewer and interviewees were immersed. 
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CAopfer .Fix.- r A g ^ / g a r /Mĝ fzca/ Wgyz^ 

The issues that did arise were the medical language, 'playing the game' for consultants and 

in exams, and some descriptions of the professional role. The following students explained 

how lay terminology may be perceived as 'wiffly-wafflywhereas translating fluently into 

'medicalese' gains credit: 

& /Aovg w/zYA /Mec/fca/g^e or wAa^gygrjxow ca// /Mĝ fzcaZ Zamgwagg. ^gg/ 

ayomĝ z/Mg:; a 6zY ZzA;g ZgarnzMg a ngw Zawgwagg / am MoryZugnf z/z zY, vwA}' 

I feel less confident in presenting. 

Int: That's interesting 

S: I think it's a combination of whether your brain is in gear at the time, whether the 

patient is giving it to you in an easier form to try and translate as it were. 

S: Yeh, you do have to translate don't you? 

S: And so if you know they are saying -1 itch all over and you are sort of not quite with 

zf - j / o w w r z Y g 'zYcA' zY arg vvzYA zYyow wrzYg 

pruritis. 

(G2 V 46-50) 

The use of the term 'play the game' by the following student related to the examination 

situation, but the game played was clearly the medical one; 

SI:...- that is very much an example of what you do everyday, very very different from 

what you do in the exam-1 suppose you play the game, a bit like the driving test... 

(SI V98) 

Understanding the 'rules of the game' in the final year, as compared with the third year, 

especially when different consultants had different views, appeared to result in a gain in 

confidence: 

S: I feel the worst thing for me in the 3rd year was the fact that I was learning how to 

take a history and then what questions to ask and every considtant wanted it in a 

different order or different questions or just completely different. Now I'm a 5th year I 

know that it recdly does not matter as long as I have the important clinical findings in a 

structured format, being specific in all the nitty gritty -1 know that doesn 't matter now, 

ZM Âg }'gar vwg ẑ gcf ro Aavg - /W 6g gozMg ̂ Arowĝ /z zY a/MOMg;/ /My^g/z<i; 
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/Aay W go 'MO // ///% /A/f' o/- '/30, ̂ yow r/zg j'o aW ŷo' w/ajyz/ff a 

nightmare. It's all different from the books. 

(G2V51) 

In comments on their developing professional identity, one student described the histories 

he 'took' in the final year as 'slicker, more professional' (S2 V 20) in an interesting 

association of 'professional' with 'slick' which may sometimes have negative and non-

professional connotations. Another student expressed some continuing surprise at the 

privileges of the doctor role: 

S3: When you are a 5 th year you have to, like, go into doctor role and it follows on 

when you do the examination as well, I have to get over the kind of thing that you are 

allowed to touch people and you are allowed to examine them, so yes, part of that is 

having a doctor role and feeling that I have knowledge and that I am doing a 

worthwhile job taking their history. 

(S3T/112) 

These issues cover the range of views expressed by all the students except one, who had a 

different and more critical perception of the medical culture. This student had recently 

failed an assessment, and reflected on this experience; 

S4 ...as the year's gone on and I've heard all the different exam stories I've got more 

and more cynical about the exams and I've realised that there again there are hoops 

that you have to jump through to join the elite band of doctors and they are absolutely 

nothing to do with true medical practice, but they are things you have to do. 

(S4 V 84) 

The same student described negatively the pressure to conform, which other students had 

been more accepting of, in their description of 'playing the game'. 

S4: ...ifyou don't do it the way your seniors expect you to do it and if you don't learn it 

the way they do it you will not survive, and the pressure to pass exams and to know the 

questions and do it and be competent is do or die. 

(S4T/112) 
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Although these views may have been in part a response to the situation, the same student 

was similarly alone in expressing critical views of the hierarchical aspects of the medical 

culture in the third year: 

S4: They're the ones [junior doctors] that play games as well, on the wards. You know 

you want some help, have you got any patients? And SHOs they really like you to sort 

of bow down, say I know you're so busy, but do you have any patients you think I could 

talk to, oh you're so kind, thank you so much. 

(S4 in i81) 

This student appears to have felt some discomfort about at least some aspects of joining the 

culture. The other students appeared to have gained enough confidence by the fifth year to 

'play the game' in many situations, and to recognise that they were doing this. However, 

no student in the fifth year made any suggestion that the 'full history' associated with the 

student-clerk perspective might have any association with the culture of medicine, while 

two students had appeared to be questioning this in their third year. In their fifth year these 

students appeared to have more confidence to ask questions of their teachers, but found it 

more difficult to question the culture and practice of medicine and medical education, 

perhaps because they were more embedded in it. 

Summary : learn ing to ' take h is tor ies ' in t l ie f i f th y e a r 

Figure 6.1 on page 140 illustrates a possible explanatory model of how the students 

interviewed were learning to 'take histories' in their fifth year, and how this has changed 

since the third year. The three perspectives and their main focus in the fifth year are shown 

under 'perception of task'. In the fifth year the doctor-practitioner perspective was 

prioritised, the influences on this in the students' experience of the curriculum being 

teachers' expectations, improved understanding of observations of clinicians, students' 

clearer role in clinical settings and the ability to make diagnoses, and the need to consider 

their future role as a pre-registration house officer. 

However, there were still pressures to take a student-clerk perspective, from textbooks, 

examination requirements, and a fear of 'missing things', particularly emphasised in the 
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use of the systemic enquiry. These two perspectives were in tension with each other, but 

the students appeared to have learned to 'play the game' to resolve these. The students 

focused less on the patient-person perspective in the fifth year interviews, but one student 

identified the advantages of the patient-centred method in resolving the tensions between 

the patient-person perspective and the others. 

The students' use of the doctor-practitioner perspective facilitated the use of a deeper 

approach to learning, trying to 'work out' what was going on, when 'taking a history', 

although students still occasionally used memorised lists reluctantly. 

While the student interviews shed light on their own perspectives in relation to the purpose 

and rationale for taking histories, I did not ask them directly about their views on their 

teachers' perspectives, and they volunteered little about this. Instead I interviewed teachers 

about their own perceptions of the 'history taking' task, and how this influenced their 

behaviour with students. This is the topic of the next chapter. 
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Figure 6.1 Learning to 'take histories' in the fifth year: an explanatory model 

Approach to 
learning 

Learning 
outcome 

The curriculum: students' experience Perception of task 

Doctor-practitioner 

perspective: 

Take focused history 

Make diagnosis 

tension, but 'play the game' 

Textbooks recommend it 

tension 

tension 

Patient-person 

perspective; 

Consider patient's needs and 
concerns as person 

; Cultural, social and individual student factors? 
; Educational exoerience outside medicine? 

Understand fit 
for purpose 

teachers expect it 

'Taking 

histories' 

Will need to do as PRHO 

Clear role in clinical settings 

Examinations require it 

Rationale for making diagnosis 

The systemic enquiry implies it 

The patient-centred method requires it 

Teachers expect students not 
to miss things 

Deeper 
Aiming to 
'work it out' 
Asking 
questions 

Student-clerk 

perspective: 

Ask everything 

Don't miss things 

Strategic 
Recognise 
where using 
lists is required 

Surface 
Using lists -
but not 
desirable 
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Chapter seven: The teachers 

In order to examine the extent to which students' perceptions of the tasks and rationale for 

'taking a history' were influenced by the perceptions of their teachers, this chapter 

describes the analysis of interviews with ten doctors who were involved in teaching the 

students this skill. This chapter must be interpreted in light of the fact that, although 

students have the majority of their experience of 'taking histories' in year five, the only 

formal teaching about it takes place in the earlier stages, in year two and year three. The 

teachers' perceptions of the purposes and rationale for students are therefore focused on 

these two years. I did not specifically ask them if they would have had a different view for 

fifth year students, but some did mention that this would change. 

The main finding arising from the interviews was that teachers tended to hold one of two 

contrasting perceptions of the students' task, and hence the rationale for the 'history 

taking' process. Some teachers perceived the task as being one of collecting information 

about a patient for present and future reference, so that the 'history taking' process was not 

much influenced by the task of making a diagnosis. This was in line with the students' 

student-clerk perspective. Others felt that the task of the student was to work out a 

diagnosis or how to help the patient, and that 'taking the history' was part of this process, 

similar to the students' doctor-practitioner perspective. The main difference from the 

students' views on 'history taking' was that the teachers appeared to adopt either one of 

these perspectives or the other, while students mostly used aspects of both. 

In addition, aspects of a patient-person perspective were almost universal within the group 

interviewed, and overlapped frequently with both the others. This perspective saw a key 

task of the students as making a relationship with the patient and finding out about their 

individual stories and concerns. It did not appear to guide the rationale for 'taking a 

history' for these teachers, but existed in parallel with the 'history taking' process. In 

published accounts of patient-centred medicine (Stewart et al, 1995) and of communication 

skills (for example Silverman et al, 1998) this perspective does provide a rationale, but this 

literature is mainly used in primary care contexts (see page 29). 
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The analysis is divided into a section on the teachers' views on the students' purposes or 

task while taking histories, followed by a section on the rationale for the process, 

describing the different perspectives in each section. This is followed by a section on the 

teachers' observations of the students' learning processes, to illuminate further the 

students' own accounts of this. 

The in terv iews 

Teachers were selected and recruited in order to maximize the range of different specialties 

and levels of experience, as described in chapter three, and their characteristics are shown 

in Table 4.3 (page 76). All had experience of teaching medical students to 'take histories' 

in the early years of the course. I did not interview any general practice teachers, as 

discussed in chapter four. 

I have only mentioned the disciplines of teachers in the text where this aids the 

interpretation of their observations, and as I wished to preserve anonymity wherever 

possible. Teachers are identified as Tl, T2 etc, up to T i l , with the exception of T3. The 

interview with T3 proved impossible to transcribe, due to building work affecting the 

recording. This interview was with an individual in a gender/experience group which was 

already represented in the sampling matrix, and instead of repeating the interview, I carried 

out an additional interview (Tl 1) in a relatively under-represented group. The quotations 

from the transcriptions are identified by the interviewee and the number(s) of the text units 

as before, and the conventions for representing the transcriptions are as shown in table 5.2 

on page 89. 

All the teacher interviews were carried out between October and December 2001, and took 

place in the teacher's office, or, in one case where the office was shared, a meeting room in 

the hospital. They varied between 25 and 45 minutes in length, and tended to be squeezed 

into busy schedules, resulting in less relaxed interviews than those with the students. In 

spite of this, it was notable that there were considerably more volunteers (proportionately) 

for the study from the teachers than from the students. This may suggest that the topic is of 

particular interest, or perhaps that the interviews were timely, coming at a time when 

teachers were considering how they should teach students to 'take histories' in the new 

Medicine in Practice course. The interview guide is provided in appendix D. 
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Some of the data in the interviews did not relate directly to the research questions, or to the 

main arguments, and is not discussed in the analysis. In order to provide an audit trail and 

support my selection of the data quoted, I have provided an index of the 'units of meaning' 

coded for all the teacher interviews, sorted into themes and categories, in appendix G. 

Teachers ' percep t ions o f the s tudents ' purposes 

There was little consensus among the teachers interviewed about the student's aims or task 

when 'taking a history', and sometimes lack of clarity in the expression of these. No 

teacher suggested that 'taking a history' was an end in itself, but its purpose was rarely 

volunteered. This may perhaps have been due to an assumption that this would be familiar 

to me as a fellow clinician, but may also be because this is a question which is not 

commonly considered by teachers. One teacher admitted that they had not previously 

thought about what would comprise a 'good history', implying that some of the skills 

taught are not always questioned: 

T6: I suppose a good history is the one that doesn't leave me asking any more 

questions, the symptoms are described fully in terms of their intensity, timeliness and 

issues around symptoms and direct questions support that and the remaining, ancillary 

sections, drug history, family history, social history are covered -1 suppose. I've never 

really thought about it, I'm sorry. 

(Tt l5 ) 

Tasks or aims mentioned by the teachers in response to my question fell broadly into three 

categories, corresponding with the three perspectives. 'Doctor-practitioner' tasks included 

making a diagnosis, planning examination, tests or treatment, as illustrated by the 

quotation above, 'student-clerk' tasks consisted of gathering comprehensive information 

about a patient, and 'patient-person' tasks included making a relationship with the patient 

and finding out about their individual stories and concerns. Nearly all teachers identified 

this latter as being of importance, but tended to prioritise only one of the others in addition. 

I have illustrated these under the headings of the perspectives. 
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The doctor-practitioner perspective 

This was illustrated clearly by one doctor, who articulated the tasks to me, but explained 

that they were implicit rather than explicit to students: 

Int: Is there a point when you say, or perhaps you get them to work it out, what the aim 

of this history taking is? 

T8: That usually emerges from the discussion. It's not a question of me saying this is 

why you are doing it, it becomes obvious, they know why they are doing it. 

Int: What is why they are doing it then? 

T8: The reason why they are doing it is because at some stage they are going to have a 

specific function to play in their relationship with these people we call patients and 

depending upon what form of medicine they go into, that might vary, but the bottom 

line is they need to find out what's wrong with the patient and they need to make a plan 

of how they can help, or decide they can't help, or whatever, that's the bottom line. 

(T8, 21-24) 

The doctor-practitioner perspective was often linked with an associated patient-person 

task, as for example: 

Til: Well I think if you look at it from the point of view of a student, obviously the key 

thing is they want to know the complaints so that by the end of the history they've got 

some idea of a differential diagnosis and the whole point of what we are here for is to 

find out - when a patient complains try and attribute it to a system and make some sort 

of differential [diagnosis] and then manage the patient, but I also say to them that it is 

not just about that, not just about getting a diagnosis and list of differentials at the end 

it is about communication, about establishing a rapport, creating an atmosphere of 

trust. 

(Ti l ,12) 

It is of note that both these quotations use the term 'find out' in relation to the student's 

task, highlighting the relationship with a problem solving approach, in which finding out 

the diagnosis formed the rationale for the 'history taking' process. This was made explicit 

by the following teacher: 
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T8: When you say take histories, I mean, you can't really, I don't think you can 

distinguish the concept of taking a history from the analysis that goes with it, so yes a 

lot of my teaching in the final year also involves those same areas, I just don't think you 

can distinguish them, I think its all part of the process of medicine. 

(T8,2) 

Some teachers were less clear about the analytical aspects of the process, but identified the 

same issues, in the following case while additionally giving the patient-person perspective 

priority: 

T2: I think first and foremost they need to be able to establish a relationship with the 

patient... So once you've done that, then after that it is about getting the sort of facts of 

their problems and trying to then develop that in a way that will guide you in terms of 

the examination and subsequent investigations. 

(T2 20) 

The student-clerk perspective 

This perspective was exemplified by the following, in which '/u// data collection' is 

recommended, as a skill to be learned entirely independently from the attempt to make a 

diagnosis: 

Tl: I think it is a matter of full data collection so that they are able in the end, when 

they've done a full examination, to sit down and gather it all together and write a 

clinical impression of what the situation is in which the patient finds themselves ... and 

eventually to make a diagnosis if they can, but I don't think diagnosis is as important as 

all that, especially at 3rd year, because they don't know any diagnoses. But they need 

to be able to gather the information so that when they know diagnoses they are able to 

interpret it and make a diagnosis because you can't make a diagnosis without you get 

the information and at this stage they can get information but they can't make 

diagnoses because they don't know them, but if they don't do this properly, when they 

are clever enough to make diagnoses they won't gather the information to make them. 

(Tl, 21-23) 
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Sometimes it appeared that the collection of information for the history was the aim in its 

own right, as in the following example, although this teacher mentioned starting to make a 

diagnosis later on; 

Int: What would you like the students to be aiming at in their history taking overall? 

T4: I think you do it in stages, honestly early on it has to be to some extent nuts and 

bolts, just getting in their own mind a picture of the blocks of history taking, that seems 

to take them quite a long time to grasp, presenting complaint, systems review, past 

medical history, drug history, social history, family history. I think it is important to 

have that sort of framework. 

(T4,16,19) 

Another issue was the need for the recording of information as a legal record, in addition to 

being used for diagnosis: 

Int: So, what is it for? When you are asking what the history is for, what's your 

a/wifer? 

TIO: Okay, the answer is that it's a communication tool for your colleagues. 

Diagnostic tool for you on the spot, but in reality within hospital practice it's a critical 

document about your findings at that time, so there's the medico legal issues about that. 

(TIO, 25-26) 

While the first two of these examples might provide the students with a framework in 

which to present information about a patient, they give little help with a rationale for 

including or excluding information. The third example, on the other hand, could be used as 

a rationale for recording key information (assuming this could be clearly identified) in 

addition to that used for diagnosis and management, thus including data gathering within a 

doctor-practitioner perspective. 

The patient-person perspective 

As seen in some of the examples already quoted, many teachers saw making a relationship 

with the patient as a key task. A second aspect of this perspective was the aim to 

understand the patient's story and their concerns, as emphasized in the following example: 
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Int: What do you suggest that the students aim at when they are taking a history? 

T7: Get an overall picture of a patient, what they think is wrong with them and what 

has actually brought them there and what other influences there are, in particular any 

stresses, strains or family involvement. 

(T7,17-18) 

A further aspect was the aim to gain a realistic understanding of the patient's symptoms in 

the context of their lives, for example: 

T4: I say very much to the students, try and get the patients to describe their symptoms 

in context, get a mental picture yourself ... try to imagine the patient with angina or 

with claudication, having to stop in front of every third shop or something like that, to 

look in the window in order not to be embarrassed, just get them to give you a real 

thumbnail sketch of what it's like so you've got it in your mind. 

(T4,15) 

Teachers ' percept ions of the rat ionale for teach ing s tuden ts to ' take a 

h is tory ' 

These were again characterised by the contrast between the doctor-practitioner and 

student-clerk perspectives. In order to illustrate these contrasting views, I will describe 

these two perspectives together in a series of different topic areas. This is followed by the 

one example of a tentative patient-person rationale. 

The ideal history 

The contrast between the perspectives was particularly clear when teachers were 

describing their concept of an ideal history, as taken by a third year student. A typical 

doctor-practitioner view was: 

T2: I think an ideal history is basically one which is succinct, not too verbose, and has 

identified the key features of the patient's concerns and problems and has bought to a 

head those aspects of the clinical problem which require further investigation. 

(T2,22) 
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A student-clerk view of an ideal history, on the other hand, was not likely to be succinct, as 

illustrated by the quotation on page 143 (T6,15), where the teacher described the 

comprehensive nature of what might be involved, leaving no further questions to be 

answered, although admitting that they had not thought about this before. A further teacher 

commented in relation to a good history in the early part of the third year: 'So it would 

have to be extremely long and tedious, which it usually is' (T10, 22). It is notable that, 

unlike the doctor-practitioner perspective of the ideal history, neither of these latter 

accounts offered any justification for their comprehensive or tedious nature. 

The focused history or asking everything 

The tension identified between the perspectives by students, entailing a choice between 

focusing on the presenting complaint and asking everything, was reflected in the views of 

teachers. The doctor-practitioner perspective required a focus on a particular problem in 

order to 'solve' it, and some teachers encouraged students to do this, for example: 

Til: ...the history taking is to really concentrate as much as possible as much as you 

can about that history of presenting complaint, and time after time when I have 

presented to me the histories they have taken, they will give me 2 or 4 lines on the HPC 

[history of presenting complaint], and the thing I always say in the feedback, is fine, 

you've listed the presenting complaint but there is not enough detail. 

(Til, 8) 

The following teacher, on the other hand, illustrating the student-clerk perspective, 

considered that focus was not appropriate, because everything might be relevant, if not 

now, in the future: 

Int: How would you distinguish between something that was within your complete 

history and something that you thought was superfluous to a complete history? 

Tl: I think they only learn that by putting it all in and learning by experience what can 

go in the past history and what they can not put in -1 don't think there is anything that 

is superfluous if the patient volunteers it because quite often they will volunteer 
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something which may seem not relevant at the moment, but you put it on one side where 

you can find it and it may become relevant in a year's time or six month's time. 

(Tl, 42-43) 

Thinking through the 'history taking' process 

The doctor-practitioner perspective was also characterised by a specific encouragement to 

the students to think through what they were doing, but there was a perception from both 

teachers and students that this might be unusual, for example: 

T8: ...they had been taught by all of my colleagues and they were going through the 

sort of you know, this is how you take a history and all the different categories and 

stuff like that and it was quite clear that what they weren't doing and no one had given 

them, if you like permission to do it, was to actually think about what they were doing 

and actually trying to put it together and realise that it was actually a two-way process 

and unless they started thinking about things from the very beginning they couldn't 

actually take an adequate history, so they were sort of saying things - you mean you 

want us to actually think-yes, that's part of the - and no one had actually told them 

that and there was a question that you had to give them permission to do that before 

they felt able to do it and they found it quite scary and radical... 

(T8,6) 

A less experienced teacher appeared to be moving from the student-clerk perspective to the 

doctor-practitioner one, and had come to the conclusion that thinking through the 'history 

taking' process would be useful, but implied that this would not be the norm; 

T9: I find it a bit odd if someone is watching me taking a history, but I think probably 

it's just practice and time, but perhaps we just need to think about explaining to people 

what we are doing and why, so instead of just giving them a long list of potential 

questions you've got to explain why you are doing it. 

(T9,47) 

From the student-clerk perspective, one teacher implied that thinking should be limited to 

not asking questions that had already been asked: 
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Int: And do you expect them to do any sort of thinking through the questions that they 

ask as they ask them. 

Tl: Oh yes, and the systems review will vary to some extent because they won't ask 

them about the chest pain again in the systems review if it's been in the history. 

(Tl, 26-27) 

The patient-person perspective 

There was only one example of a rationale leading from this perspective, and this teacher 

acknowledged that they had to teach the conventional method, but on other occasions 

demonstrated a different approach to the students: 

T5: The history, I suppose, because I only do one or two systems, I am not too bothered 

about the history in the sense that there are specific questions that they are expected to 

ask about if they are examining a respiratory system, it's in the books and it's fine. But 

what I do do is at other times demonstrate that story telling by the patient is far more 

rich and productive in what the real issues are than the history, and, as you may 

remember or not, when they come here later on in that year I do that with live patients. 

(T5,14) 

However, this teacher had some anxiety about how this was received by students: 

Int: And do you see any relationship between what you were doing and what they 

would conceive to be taking a history? Do you see what I mean? 

T5: Yes - that's a very interesting question, I can't tell from that little group but 

previously Ifelt that they thought that was really not relevant to what they were there 

for, they were there to learn how to take a history. 

(T5, 21-22) 

Judging by this sample of ten teachers' diverging views of the rationale for the process of 

history-taking, it seems unsurprising that students are unclear about a rationale for the 

skills they are learning. I also asked the teachers for their observations of the students' 

learning processes, in order to illuminate further the students' accounts of these. 
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Teachers ' observa t ions and ref lect ions on the s t u d e n t s ' learning processes 

A number of these observations further highlighted the difficulties which both students and 

teachers are facing, with the differing perspectives, and current absence of any consensus 

about a rationale for 'history taking'. Many of the difficulties described by teachers 

reflected the tension between the different perspectives. 

A number of teachers commented on the initial difficulty for students of asking personal 

questions, illustrating the difficulty for students of learning to adopt an appropriate patient-

person perspective alongside either of the other perspectives, for example: 

T4: ... they are faced with a senior person, the patient, and they are expected to ask 

them all sorts of intimate, if you like, questions you wouldn't dream of asking somebody 

if you met them at a party. 

(T4, 9) 

A further observation showed a more specific tension between the patient-person and 

student-clerk perspectives, describing how students were hindered from listening to 

patients by having to remember a string of questions, particularly within the systemic 

enquiry: 

TIO: then the other thing they do find difficult is they are desperately trying to 

remember all the questions they ought to ask, ...they tend to sort of make sure they've 

asked the right questions and go onto the next section without actually stopping and 

having time to absorb what the patient may or may not have had time to tell them, 

...they know that they are going to be expected to know the answers to about a dozen 

systemic enquiry questions and things like that and you can feel them ticking them off 

and not really - and the patient giving quick answers to get them off their back - and 

not really getting a full picture. 

(TIO, 41) 
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One teacher commented on the separate communication skills and history-taking teaching, 

and suggested that the former might be difficult for students to use without first clarifying 

the nature of the structured history-taking expected of them. 

TIO: there was a communication skills session here, not mine, a colleague's, and the 

students came along and said they wanted to learn how to take a history and that 

wasn't what they were going to be taught and they were not very tolerant in the 

beginning and I think it could. . 

Int: It's interesting, those two are separate then isn't it? 

TIO: Yes, well they wanted to learn - what they wanted was they wanted the structure, 

they wanted thepaediatric structures so they could hang things on that, and maybe 

that's going back to what I was saying in the beginning that until they've got the 

security of the structure around them they cannot sort of flesh it out with the qualitative 

stuff around doing it well. 

(TIO, 44-46) 

This suggests that the teaching programme, with its division of teaching about 

communication skills (usually emphasizing the patient-person perspective) Jrom teaching 

about taking histories, may be increasing the tension between the perspectives for students. 

The observation of one teacher that students felt they were not permitted to think has been 

mentioned earlier: 

T8: ...so they were sort of saying things - you mean you want us to actually think - yes, 

that's part of the - and no one had actually told them that and there was a question that 

you had to give them permission to do that before they felt able to do it and they found 

it quite scary and radical... 

(T8,6) 

Another teacher observed the students' lack of confidence about their role and tasks, and 

remembered having felt the same as a student: 

T9: They are not very forthcoming with what they've done already, they always look 'oh 

I don't know', but then I think possibly that's -1 think when we were - we were never 
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confident enough as students to say, 'oh yes we've done that we need to do this, we were 

like, 7 want to be taught, I want to be guided' and I think a lot of us forget when we go 

up, we forget how unstructured they feel and how they really don't know what they are 

supposed to be doing and so I just feel that you have to be quite clear about [giving 

instructions], 

(T9,21) 

These teachers appear to be have been aware of some of the tensions and difficulties for 

students, but there was little consensus about how these might be resolved. 

Summary : the teachers ' perspect ives 

Figure 7.1 (page 155) summarises the teachers' perceptions of the students' tasks and 

rationale for 'taking a history'. These were wide ranging, but tended to link either with the 

doctor-practitioner perspective or with the student-clerk perspective. This was in contrast 

with the students, who mostly expressed aspects of both, and sometimes found this 

confusing. In addition, nearly all the teachers also emphasized the patient-person 

perspective, which could exist in addition to either of the others, and the rationales 

expressed by teachers tended to link their two perspectives. The teachers also observed that 

students had difficulty in reconciling the patient-person perspective with 'taking a history', 

and recognised this tension. However, the teachers did not appear to perceive either an 

explicit difference or a tension between the other two perspectives, although some 

acknowledged that they used a different approach from colleagues. These findings make 

the tensions between the perspectives experienced by the students in their third year more 

understandable. 

In interpreting the teachers' views on teaching students to 'take histories', it must be 

remembered that the main formal teaching of this skill takes place during the second and 

third years of the curriculum. What I did not ask teachers about was their ideas on what 

type of history they would expect fifth year students or pre-registration house officers to 

take, and if different, why this was. In retrospect this would have been helpful. The change 

fiom formal teaching in the early years to a more apprentice style education in the final 

year may have had some influence, directly or indirectly, on the reduction in emphasis by 
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students on the patient-person perspective, but there is no data in the current study to 

elucidate this. 
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Figure 7.1 Teachers' perceptions of the student's task: an explanatory model 
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Chapter eight: Discussion and implications 

The final chapter outlines the findings of the study, and discusses their significance in the 

light of published research in the field. This is followed by a review of the limitations of 

the study, and how it could, in retrospect, have been improved. Opportunities for further 

research are identified, and finally I have discussed the implications for pohcy and practice 

in undergraduate medical education. 

Key f i nd ings : the three perspect ives 

This study set out to explore medical students' and teachers' views on the purposes and 

rationale for 'taking a history', the influences on these and the students' approaches to 

learning this skill. The analysis of the student and teacher interviews has been used to build 

on a theoretical framework of the learning process to develop an explanatory model 

specifically for the task of learning to 'take a history'. This is based on three perspectives 

on 'history taking', which arose from the data. The doctor-practitioner perspective sees the 

student's role when 'taking a history' as acting as a doctor to gather selective information 

in order to make a diagnosis and plan patient care. The student-clerk perspective sees the 

student's role as a clerk, collecting comprehensive information about a patient for the 

purpose of reference, and as part of a traditional formalised training. The patient-person 

perspective sees the student as a person talking with another person (the patient) about 

their medical problems, engaging with their individual context and concerns. 

These three perspectives broadly encompassed the majority of views held by both the 

students and teachers interviewed on perceptions of the students' task when 'taking a 

history'. They could also be used to explain the tensions between differing views of the 

students' task, which led to difficulties for some students. Table 8.1 (page 158) shows a 

summary of the key findings from the interviews, as described previously in chapters five, 

six and seven and illustrated in Figure 5.1 (page 112), Figure 6.1 (page 140) and Figure 7.1 

(page 155). The third year students interviewed, who were near the beginning of their 

clinical training, were advised by textbooks and many teachers to adopt a student-clerk 

perspective, and experienced tensions when they observed experienced clinicians working 

in a quite different way. On occasions when a doctor-practitioner perspective was 
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recommended by teachers, students found it difficult to follow this advice, perhaps due to 

their unclear clinical role and difficulty in making diagnoses at this stage. They tended to 

favour the student-clerk perspective, memorising lists, and had little rationale to support 

their 'history taking', necessitating a surface approach to learning. However, they also 

identified the need for a patient-person perspective. 

Students interviewed in their fifth year were expected to adopt a doctor-practitioner 

perspective, and had a clear clinical role in which they could use their 'history taking' to 

make diagnoses. They were more confident in recognising and dealing with the tensions 

between perspectives, and saw this as 'playing the game' within the culture of medicine. In 

general they favoured the doctor-practitioner perspective, and tried to 'work things out 

when 'taking a history', developing a rationale and adopting a deeper approach to learning. 

They also learned about the circumstances in which to use the student-clerk perspective, 

not in order to benefit patients, but in order to please teachers and examiners. This became 

almost a ritualistic process, particularly the systemic enquiry, which was engaged in as part 

of the medical culture, with a number of teachers and students expressing little faith in its 

value. The students interviewed at this stage placed less emphasis on the patient-person 

perspective than the third year students. 

The teachers interviewed tended to focus on either the doctor-practitioner or the student-

clerk perspective in their teaching, alongside the patient-person perspective, and this 

influenced their perceptions of the students' task. It was the polarisation of their views that 

first drew attention to the competing perspectives in the analysis. They recognised and 

made explicit the tensions between the patient-person and their preferred perspective but 

did not identify the tension between the doctor-practitioner and student-clerk perspectives, 

or draw attention to the difference of opinion on this matter. The difference between 

teachers' perspectives may explain some of the difficulty experienced by third year 

students when presented with differing ideas on their role. 
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Table 8,1: Summary of key findings from interviews 
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Figure 8.1: The three perspectives and their influences on 'taking a history' 
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Figure 8.1 (page 159) provides a simplified model of the influence of the perspectives on 

the learning process. The three perspectives could all be adopted at different times and for 

different purposes by the same individual. For the teachers, they were associated with the 

teachers' perception of the students' task, which might then influence the students' 

perception of their task. For the students they were directly associated with their perception 

of their task, and the tendency of unacknowledged tensions to cause confusion may also 

have had a direct effect on the students' approach to learning. 

Perspect ives on perspect ives 

The argument of this thesis is that the perspectives have utility in that they enable a 

conceptual analysis of this learning process. In summary, I suggest that the current 

approach to teaching students to 'take histories' is fraught by the tensions between the 

three perspectives, and the situation could be improved by making the perspectives and 

tensions explicit. Although this study was carried out with a small number of students in 

one medical school the findings are closely aligned to those of previous workers, hi spite 

of the Atlantic and 40 years separating their work from this, Becker et al (1961) described 

a related set of perspectives, or sets of ideas governing behaviour, (see page 51), although, 

as they applied to the whole of the medical undergraduate experience, these were more all-

embracing than the perspectives of the current study. In their study the perspectives of 

'Clinical Experience ' and 'Medical Responsibility' were both related to the students' aim 

in the current study to gain a doctor-practitioner perspective, with an implication that this 

required some effort. Becker et al's perspective of 'Student Co-operation ' was not 

identified as an issue in the current study, perhaps because, in the third year, access to 

patients is fairly carefully regulated due to the number of students now on hospital wards, 

and in the fifth year students normally work on their own with a clinical team. The 

'Academic' perspective of Becker et al's study, which described the aim to please 

capricious teachers, was very similar to the fifth year students' accounts of 'playing the 

game' when adopting the student-clerk perspective in examination situations. Becker et al 

did not describe a perspective relating to students' relationships with patients, but did 

analyse these, dividing student comments into those derived from the medical, lay and 

student cultures, with the student culture (valuing patients who gave opportunities for 

clinical experience, responsibility and opportunities to impress faculty) predominant 
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(Becker et al 1961). This relative absence of the patient-person perspective could be seen 

as similar to the findings from the fifth year student interviews in this study, but may also 

be related to the more general change in the way in which the doctor-patient relationship 

has been perceived in medical discourse over the last 40 years (Armstrong 1984). 

Sinclair (1997) used Becker et al's work to derive his seven cognitive 'dispositions', which 

guided student behaviour (see page 51), and these too were in line with the three 

perspectives. For example. Idealism (personal as opposed to professional) could be seen as 

underlying the patient-person perspective, and Status, as well as Experience and 

Responsibility underlying the doctor-practitioner one. The disposition of Co-operation was 

similar to Becker's mentioned above, and was not identified in this study. Unlike Becker et 

al, but as in the current study, Sinclair identified tensions between dispositions, and his 

final Economic disposition described the way in which students traded their dispositions 

against each other when necessary. However, the effect of these tensions on learning was 

not examined further. 

A closer link with the current work may be seen in Mountford's (1989) description of two 

approaches to teaching (see page 56). Her 'training approach' was illustrated by teachers 

who taught the skill of 'clerking' a patient as an end in itself, not a tool in a larger process 

of medical care, and was closely related to the student-clerk perspective. The second 

approach was the 'working approach', in which 'clerking' was clearly focused on making a 

diagnosis and planning management, and so altered students' perception of their task. This 

has more similarities with the doctor-practitioner perspective. The contrast between the 

two medical firms in Mountford's work mirrors the polarisation between two perspectives 

observed in the teachers in the current study. 

Mountford (1989) was the only one of the previous writers to make observations on the 

influence of different approaches on student learning, arguing that, while students 

experiencing the training approach achieved better grades, those experiencing the working 

approach asked more questions. She felt that this latter approach was more likely to foster 

intellectual honesty and rigour, and reduced the conflict between the observed clinical 

behaviour of the teachers and the conventional teaching. The current study adds to this by 

arguing that the student-clerk perspective actively discourages a deep approach to learning. 
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as demonstrated by the students' use of memorised lists, and lack of a rationale to enable 

understanding. Mountford's study was also carried out in Southampton, and included only 

two student groups on the two firms, but the correspondence between the studies tends to 

add some weight to the current findings. 

Atkinson's (1997) description of 'hot and cold medicine' (see page 56) provides further 

support for the concept of the polarisation of the doctor-practitioner and student-clerk 

perspectives. He argued further that 'cold medicine' (similar to Mountford's (1989) 

training approach) was a contrived 'mock-up' of 'hot medicine' (similar to Mountford's 

working approach) and that teachers were more in control in the former. They were often 

teaching students about making a diagnosis with the benefit of hindsight, that is, 

knowledge of the results of subsequent tests, which made it difficult for students to 

question their reasoning. Atkinson comments very little on the influence on learning of 

'The construction and reconstruction of medical reality' thdA. he describes (Atkinson 1997, 

title), but comments on the behaviour of the teachers, which seems likely to have 

influenced learning; 

.ygjjzoM [when the patient was admitted or 'hot' medicine] 

came off as a more collaborative venture, based on a more egalitarian negotiation of 

the diagnosis, in the second [later, when results of tests were known, or 'cold' 

medicine], the surgeon tended to be much more dismissive of the students' suggestion, 

wAzcA c/fcf MO/ fo Y A e q / " r A e cafg' cw Ae 

(Atkinson 1997, pi63) 

The current study supports the relevance of the concepts of 'hot' and 'cold' medicine and 

adds to it by exploring the influence of these on learning. The student-clerk perspective, 

with strong similarities to both 'cold medicine' and the 'training approach' made it 

difficult for students to develop a rationale for 'taking a history', as they could not see its 

relationship to real medical practice. This perspective was predominant in the third year, 

and students were more likely to take a surface approach to learning. For fifth year students 

the doctor-practitioner perspective was more prominent, they were more involved in 

patient care or 'hot medicine' and experienced more of a 'working approach', but still had 

to 'play the game' by using the student-clerk perspective in examinations. 
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The three perspectives derived from this study, therefore, are in keeping with the work of 

previous writers, but are more specific to the task of 'taking a history' and may have more 

utility in the analysis of this particular learning process. This study has added to the 

literature by underlining the tensions between the perspectives, and how these may 

influence learning, and also emphasises the negative influence on learning of the student-

clerk perspective. 

Trans i t ion f r o m nov ice to expert 

Some of the findings of this study are also in keeping with the no vice/expert model of the 

development of professional expertise, developed by Dreyfus and Dreyfus (1980) and 

reviewed by Schmidt et al (1990) in the medical context (see page 48). Compared with 

novice students in their third year, the students in their final year had considerably more 

clinical experience, and so would have acquired more 'illness scripts' with which they 

could compare patterns and make diagnoses, and this may have accounted for some of 

their increased confidence in this area. But Schmidt et al also (1990) suggested that this 

development of expertise is based on learning 'rules' in the early stages, to which the 

expert may return in complex or unusual cases. This thesis argues that a clear purpose and 

rationale underpinning 'rules' for 'taking a history' would facilitate students' learning in 

the early stages more than the current practice of memorising lists. This could be seen as 

an elaboration of the novice/expert model, which does not in itself provide any guide to 

helping novices use either 'rules' or 'illness scripts' most effectively. 

What the novice/expert model does emphasise is the need for clinical experience, also a 

significant issue for students in this study. The model could be used to suggest that 'illness 

scripts' offered by experience of 'hot medicine', based in real health care situations, could 

have greater educational value than 'cold medicine', in which patient stories are viewed in 

the light of subsequent findings, as they have more validity. This would be in keeping with 

the finding in this thesis that a clear role for students in clinical care helped them to 

develop a rationale for 'history taking' in their final year. 
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The fad ing pat ient -person in the f inal year and t h e cu l tu re of medic ine 

The finding in this study that students in their final year mentioned the patient-person 

perspective less frequently is difficult to interpret, in that it could reflect either a real 

change of attitude or a change in the way attitudes are expressed, subject to the prevailing 

medical culture. Changes in medical students' attitudes to patients during their training 

have been debated since the 1950s. Eron (1955) suggested that idealism was gradually 

replaced by cynicism. Becker et al (1961) suggested that this was an oversimplification, 

and that the students in their study maintained thQir Idealism perspective about their overall 

goals of helping people, but became cynical about some of the everyday pressures of 

medical school life. In relation to the students' concentration on these pressures, when they 

appeared to express lack of concern, they commented: 

The requirements of their immediate situation force these practical considerations on 

f.; 

(Becker et al 1961, p424) 

This is entirely in keeping with the findings of the current study, where none of the 

students expressed lack of concern for patients, and some commented negatively on 

clinicians who failed to value the patient as a person. However, compared with all the other 

influences on 'history taking', the patient-person perspective was less prominent in the 

final year. The students' actual beliefs about the importance of the patient as a person 

could not be determined from the interview data. 

Work on the developing communication skills of medical students has produced 

contradictory findings on changes in students' attitudes during their medical education, as 

demonstrated in their communication with patients. Older studies suggested that more 

senior students demonstrated less empathic behaviour and elicited less personal 

information, and more recent ones have showed less deterioration, possibly due to the 

introduction of communication skills teaching (see page 44). However, Pfeiffer et al (1998) 

again reported a decrease in interview behaviours implying concern for the patient as a 

person, and suggested that the cause of this might have been a gradual reduction in 
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emphasis in their medical school on communication skills during the clinical course, 

alongside the increasing effect of the medical culture. It is possible that the increased focus 

on teaching communication skills may have counteracted the prevailing culture in some 

schools but not in others, perhaps related to timing of this teaching in the curriculum. 

Students in Southampton focused on communication skills mainly in their second and third 

years, and the fading of the patient-perspective in the final year might have related to the 

unopposed effect of the medical culture, which will have influenced both students' 

attitudes and how they were expressed. The teachers placed emphasis on the importance of 

the patient-person perspective in their teaching, which calls into question the assumption 

that the prevailing culture did not favour the patient/person perspective, but the teaching 

was carried out earlier in the course, when the students valued it also, and it is not clear 

whether teachers' practice was consistent with their teaching. The cause of the fifth year 

students' reduced emphasis on this perspective in the interviews must remain uncertain, 

but is of some concern, as their change in priorities may influence behaviour. 

As neither I nor the participants in this study could extricate ourselves from the medical 

culture, and therefore had difficulty identifying its nature and effects, it may be more 

helpful to ask where the culture of medicine actually impedes student learning. The 

findings in this study, supported by earlier research, suggest that the student-clerk 

perspective, based on a historical and cultural concept of the student as a clerk, encourages 

a surface approach to learning, particularly in students in their third year. Sinclair (1990) 

described the medical culture as one in which 'open profession of personal Idealism is not 

endorsed' (pi 30, original capitals) and it seems possible that the culture of medicine may 

have inhibited students in their fifth year from expressing a patient-person perspective. 

L imi ta t ions o f the s tudy 

Shortcomings of the methods 

In retrospect, a number of changes or additions to the data collection methods might have 

improved the ability of the analysis to refine the theoretical model. Had time allowed, 

analysis of each interview before the next would have allowed the model to be developed 

before completing the interviews, and for further interviews to have been used to test the 
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validity of the model. Similarly, had the fifth year student interviews been analysed before 

completing the teacher interviews, teachers could have been asked for their views 

specifically on the differences between third and fifth year students, as well as exploring 

the research questions more generally. It would have been possible in theory to arrange 

further group interviews with both students and teachers to present the perspectives model, 

and to incorporate the views of participants into the data, which would have added to the 

comprehensiveness of the data. However, the timing of the study with the constraints of 

other work made this impossible, and these questions must remain a focus for future 

research. 

I was a novice research interviewer at the beginning of this study. By the end, my research 

interviewing skills had improved significantly, and I found in the transcripts fewer 

examples of leading questions and missed opportunities for probing, though these were 

never completely absent. This skill development has been of benefit to me, at the cost of 

the quality of some of the earlier interviews. The group interviews may have been 

somewhat less subject to interviewer skill deficiency, as the students were often able to 

prompt and probe each other. 

Trustworthiness 

The findings of this study must be interpreted in the light of its limitations, both on the 

trustworthiness of the analysis, and on the extent to which the findings can be generalised 

to other students. 

Riessman (1993) has pointed out that research procedures can be seen as stages of 

'representation', at each of which the original experience of a research participant is 

modified and interpreted in the process. She identified the stages of attending to the 

original experience, telling, transcribing, analysing, and reading. In the current study, 

selection of participants was an additional procedure influencing the trustworthiness of the 

final report. Some potential effects of these stages of representation can be identified. 

The students interviewed were either volunteers responding to a written invitation to 

contribute, in the case of the individual interviews, or members of randomly selected 
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student seminar groups who were personally asked to attend a group interview. The 

interviewees, as intended, included male and female students, overseas, mature and 

graduate students, and the analysis did not identify any obvious differences between 

responses from these groups. It is likely that the students interviewed individually may 

have tended to be more confident than average in view of their willingness to volunteer, 

but their views did not differ significantly from the students interviewed in the group. 

There is therefore no reason to believe that the collated views of these students were 

atypical, although this possibility cannot be excluded. 

The teachers interviewed came from a variety of disciplines, with the exception of general 

practice, due to the difficulty of arranging unbiased interviews with the latter (see page 75), 

and this may or may not have influenced the findings. General practice training prioritises 

the patient-person and doctor-practitioner perspectives, but it is possible that when 

teaching medical students, general practitioners may be influenced by the medical culture 

and knowledge of students' hospital experience and may adopt a student-clerk perspective. 

The views expressed here must be seen solely as those of hospital based teachers. 

However, the overwhelming majority of students' accounts of learning to 'take histories' 

were based in hospital settings, in spite of the fact that they knew I was a general 

practitioner, so the views of hospital teachers are likely to have been the major influence 

on their learning. 

My role both as a general practitioner and a member of academic staff made it impossible 

for me to be seen as a disinterested researcher during the interviews, and the interviews 

must be interpreted in the light of their 'opportunities for impression management' 

(Murphy et al 1998 pi20 citing Goffman, 1959). My status in the medical school may have 

led students towards a more conventional attitude to 'taking histories', and my general 

practitioner role towards a patient-person perspective. On the few occasions where my 

inexperience as a research interviewer led me to judgementally encourage students who 

were expressing concerns about their own performance, I believe I was tending to support 

either a patient-person perspective or a rationale for making a diagnosis, in contrast to the 

textbook or student-clerk perspective, and as my personal prejudices lie in this direction, if 

I have influenced the findings, I feel it is more likely to have been in this direction. 
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Mason (1996) and Murphy (1998) both posed a further question about trustworthiness, 

which was whether the interpretation of the findings is more compelling than alternatives. 

Two attributes of an interpretation which may be considered are utility and simplicity. The 

conceptual model of the perspectives has utility in that it can be used to explain the 

tensions between the competing strategies used for 'taking histories' and making diagnoses 

without criticising individual practices. It should also enable explanation of how these 

strategies are related to the purposes of 'history taking' (which may be different in 

different contexts) leading to a clearer rationale and encouraging a deeper approach to 

learning. As described in chapter four, my initial analysis produced a more complex 

picture, with fewer opportunities for aiding understanding, and was modified when the 

development of the theoretical model enabled a simpler explanation, incorporating more of 

the data. I therefore argue for this interpretation on the grounds of utility and simplicity, in 

the knowledge and hope that further work may improve on it. 

Generalisability 

This study has been based on interviews with 31 students and 10 teachers in one medical 

school. The method of analysis, using the constant comparative method, has enabled the 

building of a theoretical model of learning to 'take a history', refining a more general 

theoretical framework of the learning process. It has not attempted to carry out any testing 

of that theory. Similarities with the work of other researchers, in this and other medical 

schools and at other times, tend to lend support to the model, but no claim is made for 

generalisability on the grounds of statistics or hypothesis testing. The value of the work in 

other contexts stands on the utility of the model as an aid to conceptual thinking about the 

'history taking' process, and as a stimulus to further research and discussion of educational 

practice. 

Impl icat ions fo r fu r ther research 

The development of the perspectives model raises a number of questions for further 

research and may simultaneously help to create a framework for exploring these questions. 

One immediate question to be addressed is whether teachers and students find the concept 

of the perspectives, with their inherent tensions, an aid to learning to 'take histories'. A risk 
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of the explicit use of the model is that it may highlight difficulties with the rationale, and 

may expose differences between teachers in their choice of the doctor-practitioner or 

student-clerk perspective. However, a dialogue about the rationale and the relative merits 

and disadvantages of perspectives might benefit teachers and students, and eventually, 

patients. An action research study looking at this process might inform practice. 

This study has only explored part of the learning process, and did not attempt to observe 

the actual practice of teaching students or of taking histories, or to make any judgements 

about how the quality of 'history taking' might be judged. However, this remains a crucial 

underlying question, and the perspectives model may aid exploration of it by explicitly 

linking the 'history taking' process to its purposes, which may be different in different 

contexts. For example, a patient with severe acute illness will need a focus on the purpose 

of making a diagnosis and planning management (doctor-practitioner perspective), while a 

patient with long term chronic illness may prioritise their overall needs as a person 

(patient-person perspective), and a patient about to undergo an anaesthetic requires a 

screening procedure relating to possible anaesthetic problems, which would incorporate 

some aspects of the student-clerk perspective. The advantage of identifying a purpose for 

each 'history taken' would be that it would provide one method of examining outcomes in 

research on 'history taking', in that the history should achieve its stated purposes, which in 

most cases could be explicitly negotiated with patients. Further research could then 

examine to what extent identifying a purpose influences the nature of the 'history taken', 

patient preferences and ultimately, outcomes for patients. 

Another area for research is the decline in focus on the patient-person perspective in the 

fifth year, reported in both this and earlier studies. This raises some concern, even if due to 

the medical culture rather than to students' underlying attitudes to patients, as it may be 

reflected in students' behaviour. This warrants further research on how, when and why, 

during undergraduate and postgraduate medical training, does the value and focus given to 

the patient-person perspective change. It would be important to link this work with the 

communication skills of medical students, as teaching these specifically values the patient-

person perspective. This in its turn underlies the need to develop and evaluate a concept of 

'history taking' which incorporates high quality communication with a strategy for 

diagnosis and management, or the doctor-practitioner and patient-person perspectives. 
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Impl ica t ions fo r po l i cy and pract ice 

This thesis argues that 'taking a history', which is a basic and universal medical procedure, 

is problematic, has been little researched, is subject to conflicting pressures, and, due partly 

to these problems, is ineffectively taught. It is possible that, at a relatively small cost, 

improvements could be made that would have beneficial results for patients. It is time to 

make some changes to this situation, and the perspectives model derived from the data may 

facilitate this. 

Firstly, the value of the student-clerk perspective must be seriously questioned. Its 

purposes are not linked with those of medical practice; it deters students from taking a 

deep approach to learning, and, in some cases, has become a ritualistic aspect of medical 

culture. Some teachers have already abandoned it. This does not imply that students should 

be deprived of a structure for history taking, but that the structure used should be guided by 

a rationale based on the purpose for which the history is being 'taken', and this purpose 

should be related to patient care, not merely to please teachers or examiners, or to follow 

tradition. 

However, because this perspective is embedded in medical culture, and cultural change 

occurs very slowly, changes to the rhetoric of 'history taking' may be needed in the 

meantime. One simple way of enabling this would be to encourage students (and teachers) 

to make explicit their purpose each time they take a history. This would tend to prioritise 

the doctor-practitioner and patient-person perspectives, and might render the student-clerk 

perspective redundant. For example, when a patient is assessed for fitness for an 

anaesthetic, there is a clear rationale for a set of questions to be answered to achieve this 

purpose. The same set of questions, perhaps currently memorised as a list by a student 

using a student-clerk perspective, could be re-considered as a set of questions which the 

student could derive from the medical purposes of the exercise, so changing this to a 

doctor-practitioner perspective. This might encourage a change from a surface approach to 

a deep approach to learning. 

Secondly, there is a need for a 'history taking' approach that integrates the doctor-
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practitioner and patient-person perspectives, which can be used by both clinicians and 

communication skills teachers. There is already a new rhetoric for 'history taking' in 

existence, in the form of patient-centred medicine (Stewart et al 1995). This recommends 

that doctors interweave questions about patient's disease (a pathological process) with the 

patient's illness (or beliefs, concerns and experiences), and integrates the doctor-

practitioner and patient-person perspectives. Silverman et al (1998) have used a 

modification of this strategy in a communication skills textbook which attempts to base 

recommendations for each aspect of doctor-patient communication on empirical evidence 

for its value. However, most descriptions of this strategy ignore the tensions with the 

student-clerk perspective, with its comprehensive data gathering aspect, which precludes 

sensible time management and hinders relationships with patients. This may be because 

challenging the historical conventions of medical education, in which this perspective is 

deeply entrenched, is perceived to be risky. Patient-centred medicine has also been 

advocated most often in primary care settings, where time constraints have always 

prevented use of the student-clerk perspective. However, further elaboration of the patient-

centred approach developed by Stewart et al (1995) and then Silverman et al (1998), 

incorporating the three perspectives, but clarifying their differing priorities in differing 

settings, might provide a useful framework for students and teachers. 

An idealistic explanatory model for 'taking a history' is shown in Figure 8.2 (page 174). 

This could apply to medical students at any stage of their training. Major changes that 

would need to occur to enable this are shown in red. Firstly, a new structure for 'history 

taking', in which the nature of the history taken is related directly to its purposes, needs to 

be developed and implemented. This could be based on the patient-centred approach and 

might integrate the doctor-practitioner and patient-person perspectives. Secondly, this is 

unlikely to be effectively taught unless practised by a significant number of clinicians. 

Thirdly, students must have sufficient involvement in real clinical care to understand the 

role of 'history taking'. Fourthly the new approach must be required by all those examiners 

involved in assessing medical students. One cultural change which is already underway is 

the rise in consumer influence of patients, and patients may become more likely to insist on 

an approach which respects them as individuals. If these changes did occur, they would 

enable an evaluation of the quality of 'histories taken', in relation to its appropriateness for 

its purpose or purposes. 
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Recommendations based on an idealistic vision are, however, unlikely to be effective in 

achieving change. While the findings of this study can not be used to make generalisations 

about how all medical students learn to 'take histories', they suggest that changes should 

be made to ensure that students are no longer confused by the conflicting messages they 

receive. The perspectives model may help to clarify the issues. Given that there may be 

difficulties in agreeing on a new structure for 'taking a history', minimum guidelines for 

curriculum development might include: 

• Students should have enough involvement in patient care to understand the role 

of'history-taking' as one aspect in the overall process of patient care 

• Whenever students are asked to 'take a history' or observe a teacher doing so, 

their approach should be informed by the purposes of the process 

« The curriculum (including teaching and assessment methods) should encourage 

students to understand the rationale for how the method of 'taking a history' will 

achieve its purpose, and will therefore be different depending on its purpose 

• Stated purposes should relate to real medical tasks, and should never be purely 

to please teachers or examiners 

• Students should be helped to link the patient-person perspective with the doctor-

practitioner perspective. This should be supported by the integration of 

communication skills teaching with standard clinical teaching. 

The results of following these recommendations would ideally be that students are 

encouraged to take a deeper approach to learning, that they are taught to 'take histories' 

which will differ, depending on their purpose, and that it becomes acceptable within the 

medical culture to integrate concern for patients and their views into the medical history. 

A requirement for these guidelines to promote effective learning is that experienced 

clinicians should be able to make more explicit their own strategy for 'taking histories', 

and to use their expertise and experience to good effect. They should not have to be 

apologetic about their methods not conforming to textbook descriptions, nor about the 

tensions between the different purposes of the 'history taking' process. The perspectives 

model may offer one method of aiding them in this explanation. Textbooks might then be 
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expected gradually to change in line with clinicians' behaviour. 

Although these ideas may appear to problematise 'history taking', transforming it from the 

process of memorising a list to a more complex intellectual exercise, with many different 

forms for different purposes, this only reflects its real nature. Our students are bright and 

enthusiastic both to leam skills and to understand the underlying concepts, and we should 

not demean them by minimising the complexity of the medical task. 
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Figure 8,2 An idealistic explanatory model for 'taking histories' 

The curriculum; students' experience Perception of task Approach to Learning 

Doctor-practitioner 
perspective: 
Take focused history 

Make diagnosis 

Will need to do as PRHO 

The culture of medicine 

Cultural, social and 
Individual student factors 

174 

Patients insist on it 

Rationale for making diagnosis 

Current western values require it 

Teachers,and examiners expect it 

Clear role in clinical settings from outset 

Red text indicates 
hypothetical change 
from current situation 

New patient-centred method clarifies 

purposes and resolves tensions 

Taking 
histories' 
which are 

appropriate 
for their 
purpose 

Patient-person 
perspective: 
Consider patient's 
needs and concerns as 
person 

Deeper 
Aiming to 
'work it out' 
Asking 
questions 

Strategic 
Will always 
be used by 
students 
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Appendix A: Information sheet for students 

How do medical students learn to 'take histories' from patients? 

Background 

I have been involved in the process of teaching medical students to 'take histories' from 

patients for many years, and more recently also in the process of co-ordinating and 

developing courses for this purpose. I have become concerned that students may receive a 

number of different and sometimes conflicting messages, from both teachers and others, 

about this process. However, most students succeed in learning the relevant skills without 

obvious difficulties. Understanding the ways in which students learn, and the influences on 

this, should enable a rational approach to developing courses for students in the future. 

This work will form the basis of my dissertation for a Doctorate in Education at the 

University of Southampton. 

Aims of the research 

I hope to address the following research questions; 

What do medical students perceive as the purposes and rationale of 'taking a history'? 

What do medical teachers perceive as the purposes and rationale of 'taking a history'? 

What do students perceive as the influences on how they 'take a history'? 

I am not intending to investigate the actual behaviour of teachers and students in the 

teaching sessions. 

How volunteer students will be involved 

I hope to interview a number of groups of third and fifth year students, as well as some 

individual interviews. 

Topics to be discussed 

These will be based directly on the questions above. 

186 



v4.' TM/brmarzoM ̂ Aeer/or r̂wcfeM/̂  

Confidentiality/anonymity. 

With your permission, I will tape record the interview, and this will be transcribed. Only I 

will know the names of the students, and both the tapes and the transcriptions will be seen 

or heard only by the secretary who transcribes them, my two supervisors and myself. These 

are Professor Helen Simons in the School of Education and Dr Robert Peveler, in the 

Department of Psychiatry. I may use extracts from the transcriptions in my final report, but 

these will not be identifiable in any way to an individual student. 

If you wish to withdraw 

You may of course do so at any time. 

What's in it for students? 

It is possible that there is some benefit to be gained from discussing the process of history 

taking in more depth than is customary. The cost of involvement is largely the call on your 

time. 

Thanks very much for your help Jenny Field, 19.11.2001 

email ihf@soton.ac.uk 

tel 02380 241068 
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Appendix B: Student interview guides 

1. Individual interview with third year student 

Preamble: who I am, 

aims of my research, 

explanation of their role in it 

areas I will ask them about 

promise of anonymity. 

request for their help 

request to tape record 

When you are asked to take a history from a patient, what are your main aims or purposes? 

In other words, what do you see as your task? 

Prompts as necessary: 

To make a diagnosis 

To make a plan about how to help the patient 

To contribute to patient care 

To prepare a good presentation 

To practise for exams 

How do you go about it? (probe to clarify) 

How do you decide what to include? 

What do you think has influenced the way you go about taking a history? 

Prompts as necessary: 

Any particular memorable experiences? 

Any particular teaching you have received? 

Any particular role models? 

Any particular experiences outside your medical student career? 
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Can you say anything about how you personally have gone about learning to take a history 

over the last two years? 

(If not yet covered adequately) 

What were you taught to do in taking a history? 

What do you think about that teaching now? 

Prompt: what was useful, less useful? 

To what extent do you think you take a history now as you have been taught? 

If you have changed the way you go about taking a history from the way you were taught, 

can you say why you have done that? 

Probe to clarify reason for difference from method taught 

How helpful do you think the standard way of taking a history is for looking after patients? 

Have you ever thought it could be made more helpful? How? 

Thank you very much 

2. Individual interview with fifth year student 

aims of my research, 

explanation of their role in it 

areas I will ask them about 

promise of anonymity. 

request for their help 

request to tape record 

When you are asked to take a history from a patient now, how do you go about it? 

(probe to clarify) 
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What are your main aims or purposes? In other words, what do you see as your task? 

Prompts as necessary: 

To make a diagnosis 

To make a plan about how to help the patient 

To contribute to patient care 

To prepare a good presentation 

To practise for exams 

How do you decide what to include? 

What is your idea of what comprises a good history? 

Is there anything you find particularly difficult? 

Student specific questions - (relating to previous interview) 

How do you think your approach has changed since the third year? (and why?) 

Do you think it will change when you are a houseman and have actual responsibility for 

patients? (and why?) 

What do you think has influenced the way you go about taking a history? 

Prompts as necessary: 

Any particular memorable experiences? 

Any particular teaching you have received? 

Any particular role models? 

Have you observed other people taking histories? 

Any particular experiences outside your medical student career? 

Can you say anything about how you personally have gone about learning to take a 

history over the last two years? 

190 



Appendix B: Student interview guides 

What do you think about the way you have been taught? 

Prompt: what was useful, less useful? 

Is there anything that might have made it easier for you to learn? 

To what extent do you think you take a history now as you have been taught? 

How do you think your way of 'taking histories' fits with your teaching about 

communication skills? 

Have you any ideas about how history taking, either by doctors or by students, could 

be improved? 

Have you any other ideas or comments about learning to take histories? 

Thank you very much 

3. Group interview with third and fifth year students 

Preamble: who I am, 

aims of my research, 

explanation of their role in it 

areas I will ask them about 

promise of anonymity. 

request for their help 

request to tape record 

confidentiality issues within group 

When you are asked to take a history from a patient, what are your main aims or purposes? 

In other words, what do you see as your task? 
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Prompts as necessary: 

To make a diagnosis 

To make a plan about how to help the patient 

To contribute to patient care 

To prepare a good presentation 

To practise for exams 

How do you go about it? (probe to clarify) 

What do you think an ideal history would be like? 

Is there anything you find difficult? 

Can you tell me how your history taking has developed since you started/your third year? 

What do you think has influenced the way you go about taking a history? 

Prompts as necessary; 

The way you have been taught? 

Seeing others taking histories? 

Being observed taking histories? 

Any particular memorable experiences? 

Any particular teaching you have received? 

Any particular role models? 

Any particular experiences outside your medical student career? 

Communication skills teaching? 

Expectation of becoming a PRHO soon? 

Any other thoughts? 

Thank you very much 
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Appendix C: Information sheet for teachers 

How do medical students learn to 'take histories' from patients? 

Background 

I have been involved in teaching medical students for some years, and I have observed 

students developing their own individual patterns of history taking, while watching 

experienced clinicians using a wide variety of techniques, and being taught in a variety of 

different contexts. I am carrying out research to explore the ways in which students learn 

this skill, and the influences on this, in the hope of enabling a rational approach to 

developing courses for students in the future. This work will form the basis of my 

dissertation for a Doctorate in Education at the University of Southampton. 

Aims of the research 

I hope to address the following research questions: 

# fFTiaf jpgrcg/ve aMcf rafzona/g q/" a 
history'? 

# /gac/ze/f /'g/'cgzvg aMcf ra^ona/g (z 

• What do students perceive as the influences on how they 'take a history'? 
• What type of approach to learning to 'take a history' do students take? 

I am not intending to observe the actual behaviour of teachers and students in dedicated 

teaching sessions, and would anticipate that the influences on students' learning often lie 

outside these sessions. I hope that this work may have implications for future curriculum 

planning. 

Methods 

I am carrying out an interview study of students' and teachers' experiences and views. 

Student interviews 

I have already carried out a group interview with final year students, and seven initial 

interviews with third year students, who were also audio-taped while 'taking a history' 

from an actor in a patient role. I intend to carry out further follow-up interviews with this 
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group of students in their final year, and to interview further students and student groups in 

a purposive manner, depending on the initial findings. This may be followed by a survey of 

a whole student cohort. 

Teacher interviews 

I would like in addition to interview around ten clinical teachers, with experience of 

teaching students to take histories, which is why I have contacted you. The aim of this is to 

find out about your views on the skill of 'taking a history'. I would anticipate that this 

would last around thirty minutes, with the topics of discussion based on the questions 

above. I would like to audiotape the interview if you agree to that, but, if you prefer, I 

could take notes. The taped interviews will be transcribed for analysis. 

Analysis 

Analysis will use a qualitative approach, using a constant comparative method to derive 

recurring themes from the interviews. The relationship between these will be investigated, 

looking particularly at how students' and teachers' views are influenced by their 

understanding of the task and by other experiences or ideas, within and without their 

formal education or clinical work. 

Confidentiality/anonymity. 

Following transcription, both the tapes and the transcriptions will be seen or heard only by 

myself, the secretary who transcribes them, and my two supervisors. These are Professor 

Peter Figueroa in the School of Education and Dr Robert Peveler, in the Department of 

Psychiatry. I may use extracts from the transcriptions in my final report, but these will not 

be identifiable in any way to an individual teacher or student. 

If you wish to withdraw 

You may of course do so at any time, and I will destroy tapes or transcripts if you request 

this. 
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What's in it for you? 

Hopefully, an opportunity to talk through a concept and skill may enable some reflection 

and clarification of thoughts, for which there often isn't time in a busy job. I hope you may 

also feel that involvement in research could have a long term benefit to the development of 

teaching programmes. The cost of involvement is the call on your time. 

I would be happy to discuss any aspect of the work in more detail if that would be helpful. 

I am currently on sabbatical leave, so do not have a reliable direct phone line, but Frances 

Nyland, teaching administrator at Aldermoor Health Centre, (see below) can easily arrange 

a telephone call. 

Jenny Field 

3.9.01 

email ihf(@soton.ac.uk 

tel Frances Nyland on 023 8024 1019 
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Preamble: aims of my research, 

explanation of their role in it 

areas I will ask them about 

promise of anonymity. 

request for their help 

request to tape record 

if questions confusing, please say 

Can you tell me in what circumstances you have taught medical students to 'take histories' 

from patients? 

When you teach students how to take a history from a patient, how do you suggest they go 

about it? (Probe to clarify) 

What do you want the students to be aiming at? In other words, what is their task? 

Prompts as necessary: 

To make a diagnosis 

To make a plan about how to help the patient 

To contribute to patient care 

To prepare a good presentation 

To practise for exams 

Do you normally make this explicit? 

What would you see as the characteristics of a really good history? 

What would make you thinlc it was 'comprehensive' 'relevant' etc (their words)? 

Is there anything you think students find particularly difficult? 

What have you observed about how they go about learning this skill? 
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How do you think they change between first starting and progressing to being a PRHO? 

What do you think has influenced the way you teach students this skill? 

Prompts as necessary; 

Any particular memorable experiences? 

Any particular role models? 

Changes in medical education? 

In what way do you think the way you take a history has changed since you were a 

student? 

What do you think has influenced this? 

Do you think your colleagues take a history in the same way as you do? 

Have you any ideas about how history taking or teaching about it could be improved, either 

by students or doctors? 

Have you any other ideas or comments about teaching or learning to take histories? 

Thank you very much. 
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demography 
demography gender 
demography gender female 
demography gender male 
demography previous degree 
demography previous degree yes 
demography previous degree no: school leaver 
demography previous degree no: mature 
demography year of course 
demography year of course third 
demography year of course fourth 
demography year of course fifth 
demography interview type 
demography interview type individual 
demography interview type group 
demography overseas 
perception of task 
perception of task purposes of HT 
perception of task purposes of HT doctor-practitioner 
perception of task purposes of HT doctor-practitioner make diagnosis 
perception of task purposes of HT doctor-practitioner think about plan to help pt 
perception of task purposes of HT doctor-practitioner make relationship with pt for doctor 
perception of task purposes of HT doctor-practitioner make relationship with pt for doctor 
perception of task purposes of HT doctor-practitioner make relationship with pt for doctor 
perception of task purposes of HT doctor-practitioner make relationship with pt for doctor 
perception of task purposes of HT doctor-practitioner make relationship with pt for doctor 
perception of task purposes of HT patient-person 

make relationship with pt for doctor 

perception of task purposes of HT patient-person find out what patient wants 
perception of task purposes of HT patient-person be pat's advocate 
perception of task purposes of HT patient-person to understand the pt's problem 
perception of task purposes of HT student-clerk 

to understand the pt's problem 

perception of task purposes of HT student-clerk to demonstrate learning to others 
perception of task purposes of HT student-clerk to demonstrate learning to others 
perception of task purposes of HT student-clerk to demonstrate learning to others 
perception of task purposes of HT student-clerk to demonstrate learning to others 
perception of task purposes of HT student-clerk to demonstrate learning to others 

more likely to get history 
more likely to get history 
more likely to get history 
learn interpersonal not medical 

find out about social factors 

find out about social factors sexuality 

for assessment 
for assessment 
for assessment 
for assessment 

no 
just get facts for exam 
write essay 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 

student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 
student-clerk 

clear to student 
clear to student 
clear to student 
clear to student 
clear to student 
clear to student 
clear to student 
clear to student 
clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 

to demonstrate learning to others 
to demonstrate learning to others 
to demonstrate learning to others 
to demonstrate learning to others 
to demonstrate learning to others 
make presentation 
make presentation 
make presentation 
make presentation 
make presentation 
make presentation 
for own learning 
for own learning 
for own learning 
for own learning 
for own learning 
ask psychosocial Qs that Drs don't have 
contribute to pt care as student 

following instructions 
following instructions 
following instructions 
following instructions 
following instructions 

find out why came to hospital 
to fulfill some requirement 
go through list 
not to make diagnosis initially 

good pres not same as good history 
take hist with more structure if for presentn 
using right language 
don't think about till later 
get all info I'll be asked for 

to help remember about the disease 
to develop skills 
to add to experience 
remembering all the questions 

time for 

different in diff specialties 
diff for diff purposes 
relevance: can explain how defined 
relevance: can explain how defined 

relevance: can explain how defined 
risk of jumping to diagnosis 
think what need to know 
remember list when prompted by patient 

relevance: can't define 
relevance: can't define 
relevance: can't define 
relevance: can't define 
relevance: can't define 
ideal history; undefined 
ideal history: undefined 

risk factors 

for diagnosis and management 

intuitive 
know from experience 
ask all questions as not clear what's relevant 
not enough knowledge to know what's relevant 

don't know what it is 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
influences 
influences 
influences 
influences 
influences 
influences 
influences 

rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
involvement in 
involvement in 
involvement in 
involvement in 
involvement in 
involvement in 
involvement in 
ethical issues 
ethical issues 
ethical issues 
ethical issues 

patient care 
patient care 
patient care 
patient care 
patient care 
patient care 
patient care 

previous 
previous 
previous 
previous 
previous 
previous 

experience 
experience 
experience 
experience 
experience 
experience 

not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
not clear to student 
reflection on rationale 
reflection on rationale 
reflection on rationale 
reflection on rationale 

no opportunity 
reluctance to say a student 
fun and useful 
contrast with not contributing 
feel bad when not 
uncertainty re student's role 

misinformaing pt to get hist 
reluctance to say a student 
feel bad upsetting if not helping 

explored every avenue 
complete when covered list 

ideal history: undefined 
ideal history: undefined 
pt's concerns not in structure 
tension between diagnosis and taking good history 
must know the 'right questions' 

uncertainty re student's role 
confusion re presenting complaint 
list is universal 
difference wards and clinic not clear 
confusion textbook v practice 
reason for questions not clear 
uncertainty re aim to make diagnosis 
(difficult to explain) 
can't work it out, need list 

students must ask all, Drs can take shortcuts 
tension between diagnosis and bringing comfort 
need to ask everything to avoid jumping to conclusions 

experiences as med student 
experiences as med student 
experiences as med student 
experiences as med student 
experiences as med student 

student error 
not listening 
difficulty relating to some patients 
setting boundaries: sometimes difficult 
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influences previous experience experiences as med student student contact can influence pt's coi 
influences previous experience experiences as med student difficult interviews 
influences previous experience experiences as med student other students' experiences 
influences previous experience work experience 
influences previous experience work experience working for church 
influences previous experience work experience work with less privileged 
influences previous experience work experience work with ill people; diff types 
influences previous experience illness experience 

work with ill people; diff types 

influences previous experience illness experience family illness 
influences previous experience illness experience friend illness 
influences individual and social 
influences individual and social personal characteristics 
influences individual and social personal characteristics like talking to people 
influences individual and social personal characteristics don't listen 
influences individual and social personal characteristics being mat st 
influences individual and social personal characteristics confidence helps 
influences individual and social personal characteristics don't want to upset people 
influences individual and social personal beliefs 
influences individual and social personal beliefs respect for all people 
influences individual and social personal beliefs not making assumptions 
influences individual and social personal beliefs building rapport creates trust 
influences individual and social personal beliefs influences judgement 
influences curriculum 

influences judgement 

influences curriculum watching clinicians 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to understanding 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 

patients answer differently 
housemen take full history 
HOs remember and present key points 
diff expectations for students from HOs 
nurses know more re pt's feelings 
consultants know from experience what's relevant 
watching juniors presenting 
to improve Judgement of quality 

they only ask about HPC 
ask more closed questions 

201 



Tncfex q/'cocfmg/br zMfervzeŵ y wzrA rAWyeor 

influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians leading to confusion about rationale 
influences curriculum watching clinicians to copy 
influences curriculum watching clinicians learn what not to do 
influences curriculum watching clinicians learn what not to do 
influences curriculum watching clinicians learn what not to do 
influences curriculum watching clinicians learn what not to do 
influences curriculum watching clinicians learn what not to do 
influences curriculum teaching methods 
influences curriculum teaching methods provide structure 
Influences curriculum teaching methods tell you how 
influences curriculum teaching methods tell you what you could have done 
influences curriculum teaching methods learning under pressure 
influences curriculum teaching methods by humiliation 
influences curriculum teaching methods pt's and st's interests at heart 
influences curriculum teaching methods using video 
influences curriculum teaching methods using video 
influences curriculum challenging exams 
learning process 
learning process reflections on 
learning process reflections on more confident than re phys exam 
learning process reflections on learn from more knowledge about disease 
learning process reflections on HT taken for granted 
learning process reflections on value of reflection after 
learning process reflections on now see importance of comm skills 
learning process reflections on tension between diagnosis and bringing comfort 
learning process reflections on tension between diagnosis and taking good history 
learning process reflections on if take good history can understand diagnostic process 
learning process reflections on learning HT diff from phys exam 
learning process reflections on tensions between listening and remembering questions 
learning process reflections on diff to know when doing it right 
learning process techniques used 

wouldn't be diff If had more time 
no structure observed 
students ask more open questions 
don't copy me 
GPs don't take histories 
don't know where questions come from 

missing cues 
lack of concern 
lack of concern 
not listening 

can't cope with their feelings 

non verbal 
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learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 

techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
would be helpful 
would be helpful 
would be helpful 
would be helpful 
would be helpful 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
barriers to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 
approach to learning 

good- thrown in at deep end 
watching other students 
responding to questions 
writing out 
positive feedback 
wards and OP clinics - diff 
comparing with notes 
feedback on presentation 
notepad system 

haven't been observed - don't mind 
working with other student 
learn from practice 

like to be observed 
like to watch proper history 
pt"s with straightforward histories 
would like to know re other profs' roles 

don't see whole process 
don't understand how wards work 
teachers expect diff things 
teaching not structured 
teachers not clear what teaching 
tension between pt's needs and instructions 
conflicting advice 
diff to know when doing it right 

strategic 
strategic learning from patient 
strategic learning from patient lead from patient's answers 
strategic learning from patient summarise and check 
strategic learning from patient make rapport with patient 
strategic learning from patient put self in patient's shoes 
strategic learning from patient see it as story 
strategic learning from patient ask Qs to clarify 
strategic learning from patient clarify st role with pt 
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learning process approach to learning strategic trial and error 
learning process approach to learning strategic trial and error being told what's missing 
learning process approach to learning strategic trial and error get all info I'll be asked for 
learning process approach to learning strategic use all sources 

get all info I'll be asked for 

learning process approach to learning strategic following instructions 
learning process approach to learning strategic following instructions find out why came to hospital 
learning process approach to learning strategic following instructions to fulfill some requirement 
learning process approach to learning strategic following instructions not to make diagnosis initially 
learning process approach to learning deeper 

not to make diagnosis initially 

learning process approach to learning deeper think through more logically if not taking notes 
learning process approach to learning deeper working out 
learning process approach to learning deeper working out ruling things in or out 
learning process approach to learning deeper should be about discovering, not fulfilling criteria 
learning process approach to learning deeper seeking understanding 
learning process approach to learning surface 
learning process approach to learning surface using list 
learning process approach to learning surface using list fishing 
learning process approach to learning surface using list use linear structure 
learning process approach to learning surface using list don't think about plan till end 
learning process approach to learning surface using list use list outline 
learning process approach to learning surface using list use list of questions 
learning process approach to learning surface get on with it (less time) for exam 
medical culture 
medical culture old school 
medical culture language 
medical culture language address the complaint 
medical culture competitive 
medical culture medical hierarchy 
medical culture not part of team 
medical culture professional status 
medical culture professional status medical amateur 
medical culture confusion re presenting complaint 
medical culture see presentation under perc of task 
medical culture no criticism when 1 would expect 
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demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
demography 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

gender 
gender 
gender 
previous degree 
previous degree 
previous degree 
previous degree 
year of course 
year of course 
year of course 
year of course 
year of course 
interview type 
interview type 
interview type 
overseas 
accelerated 
intercalated BSc 

purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 

female 
male 

yes 
no: school leaver 
no: mature 

third 
fourth 
fifth 
PRHO 

individual 
group 

doctor, practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
doctor.practitioner persp 
student.clerk persp 

make diagnosis 
make diagnosis 
make diagnosis 
make diagnosis 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 
thinking about relevance to pt's health 

totally on diag, not on social interaction 
make D to test own learning 
boring when know diagnosis 

care 

c; think about why taking history 
Ci pat satisfaction 
c; think about use for patient's care 
ci creating database for team 
CI watching HOs helps focus on future role 
c; find precipitating causes 
Ci how it affects them influences management 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 
purposes of HT 

student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
student.clerk persp 
patient.person persp 
patient, person persp 
patient.person persp 
patient.person persp 
change since yr 3 
change since yr 3 
change since yr 3 

make presentation 
make presentation 
make presentation 
make presentation 
make presentation 
make presentation 
make presentation 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for assessment 
for own learning 
for own learning 
for own learning 
for own learning 
for own learning 
for own learning 
for own learning 
for own learning 
creating database for team 

no focus on p.p persp 
no focus on p.p persp 
pat satisfaction 

now tool as part of HC process 
less going through list 

using right language 
style over content 
diff criteria med and surgery 
very important 
re-order notes for presentation 
diff consultants want diff formats 

whole attachment geaqred to long case 
seeing pts on ward necessary, even though dull 
exhaustive history for exam 
history in exam broader, less focused 
assessment is onpresentation not history 
in exams consultants already know details 
anxiety alters relationship with pt 
hoops to be jumped through, play the game 
not history as much as rest 
chancy but fair? 
include everything 

remember without writing 
sorting info in head 
to improve skills for self 
build up patient databank 
for practise alone 
practisetalking to pts 
being inclusive to learn 

totally on diag, not on social interaction 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

rationale 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor, practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 

take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
take focused history 
DON'T NEED EVERYTHING 
using discriminating questions 
using discriminating questions 
using discriminating questions 
using discriminating questions 
using discriminating questions 
using discriminating questions 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
limiting it down 
systematic questioning 
systematic questioning 
systematic questioning 
systematic questioning 

relate to diagnosis 
starting with main problem and asking round that 
starting with main p picked up from SHOs' notes 
starting with main p what happens in practice 
starting with main p problem orientated clerking 
tailor history to the situation 
take directed history now 
think what info I need 
like painting a picture 

clinching questions 
less good if only one only relates to one specific disease 
good to use single question that gives a lot of info 
key questions 
defining relevant negatives 

what part of body 
questions to rule things out 
rule out emergencies 
ideas then proving wrong 
what could cause Sx then ask Qs about 
anatomical sieve 
limiting it down to system 
learn clinching questions from discussion 
narrow down before TH 
think of diagnosis and ask confirmatory questions 

go through systems 
use list as framework 
use framework 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale doctor.practitioner persp 
rationale student.clerk persp 
rationale student.clerk persp 
rationale student.clerk persp 
rationale student.clerk persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale patient.person persp 
rationale ideal history 
rationale ideal history 
rationale ideal history 
rationale ideal history 
rationale ideal history 
rationale ideal history 
rationale ideal history 

systematic questioning 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
relationship to role as PRHO 
caught out if wrong discipline 
re I with phys exam in neuro 

NOT MISSING THINGS 
NOT MISSING THINGS 
NOT MISSING THINGS 

ask list, mouth to bum 

same, as in same situations 
PRHOs histories shorter and more relevant 
as HO, HT role will be supervised by firm 
will be more diff to answer questions 
professional and task oriented 
need to find out eg ifneedthrombolysis 
treated like HO in fifth year 
will be problem solving not passing exam 
will have less time 
more assertive, extract information 
in yr 5 asking many things, as PRHO won't if superfluous 

things missed may differ by consultant 
ask everything so don't miss something 

don't understnd ptbetter, understand disease better 
difficulty when pat says too much 
communication issues 

communication issues 
communication issues 
communication issues 
communication issues 
communication issues 

good to interleave facts and emotions 
tension social v professional 
many diff ways of putting pt at ease 
tension: being natural and not missing things 
tension: normal conversation and writing notes-remembering 

ever;y subject area is covered 
need to ask to know not relevant 
not done because no time 
all relevant info logged, 
geared to diagnosis 
past, drugs don't bother, social, allergies 
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perception of task rationale ideal history Groups of Sx to paint picture 
perception of task rationale ideal history appears logical 
perception of task rationale ideal history right words and right negatives 
perception of task rationale ideal history not missing things out 
perception of task rationale ideal history write clear story, not in front of pt 
perception of task rationale ideal history no consensus on 
perception of task rationale ideal history matches consultants 
perception of task rationale ideal history logical,with pos and neg 
perception of task rationale ideal history ideal history comprehensive but not poss so not ideal 
perception of task rationale ideal history gold standard 
perception of task rationale 'relevant' info 
perception of task rationale 'relevant' info experience teaches what's relevant 
perception of task rationale 'relevant' info select for relevance 
perception of task rationale 'relevant' info order and relevance during HT for presentation after 
perception of task rationale 'relevant' info relevant info and other to answer Qs 
perception of task rationale systems review 
perception of task rationale systems review more prob orientated clerking now 
perception of task rationale systems review things get missed if don't do 
perception of task rationale systems review consultants bad at it 
perception of task rationale systems review diff to know if missed something in SE 
perception of task rationale systems review nurses do by proforma 
perception of task rationale systems review conflicting advice 
perception of task rationale systems review told stupid if do properly 
perception of task rationale systems review what is point of SE 
perception of task rationale systems review about time management 
perception of task rationale systems review licence to detail all ills 
perception of task rationale systems review HPC more important in final year, SE less so 
perception of task rationale reflection on rationale 
perception of task rationale reflection on rationale ideal history comprehensive but not poss so not ideal 
perception of task rationale reflection on rationale comm skills dont apply to TH 
perception of task rationale reflection on rationale discomfort with directed history, need to take baggage home 
perception of task rationale reflection on rationale humanity driven out of me 
perception of task rationale reflection on rationale depends on specialty, and time availablr 
perception of task rationale reflection on rationale analytical people may find H wishy-washy 
perception of task rationale reflection on rationale discomfort with illness stereotypes 
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perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 
perception of task 

reflection on rationale 
reflection on rationale 
reflection on rationale 
reflection on rationale 
reflection on rationale 
stages in learning to TH 
stages in learning to TH 
stages in learning to TH 

being called Dr 
informed consent difficult 
not keen on giving option to say no 

rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
rationale 
ethical issues 
ethical issues 
ethical issues 
ethical issues 
change since yr 3 

change since yr 3 didn't know why asking in 3rd yr 
change since yr 3 bring SE into HPC now 
change since yr 3 now tool as part of HC process 
change since yr 3 more accepted on ward 
change since yr 3 more listening, less worrying 
change since yr 3 more problem orientated 
change since yr 3 more discipline orientated 
change since yr 3 what other info do I need 
change since yr 3 didn't know how to narrow down inthird year, now do 
change since yr 3 can tailor to consultant now 
change since yr 3 asked everything in third year 
change since yr 3 more methodical and analytical 
change since yr 3 more able to go back and ask 
change since yr 3 less going through list 
role of student in din settings 
role of student in i involvement in patient care 
role of student in i involvement in patient care 
role of student in (involvement in patient care 
role of student in i involvement in patient care 
role of student in (involvement in patient care 
role of student in (involvement in patient care 
role of student in i in the way in third year 

guilt re asking everything as implies don't know what's relevant 
tension between TH and maintaining rapport only in exams 
need to know about things before asking right questions 
would like to be methodical and analytical? 
tension: asking everything and refining 

start with zilch, then everything, then refine 
thought model clear until started asking Qs 

prefer it 
good when invoved and opinion sought 
easier when a purpose 
hope more in 5th yr 
not supposed to be 
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perception of task role of student in i med students don't have much role (intercal) 
perception of task role of student in 1 wishy washy 
perception of task role of student in 1 more accepted on ward 
perception of task role of student in 1 got a bit to give back in 5th yr 
perception of task role of student in 1 difficult to be clear about it 
perception of task role of student in (doctor role,allowed to touch people 
influences 
influences previous experience 
influences previous experien more sensitive to pts' concerns 
influences individual and social 
influences individual and soc mature students more aware of own fallibility 
influences individual and soc evangelism 
influences individual and soc not listening 
influences curriculum 
influences curriculum watching clinicians 
influences curriculum watching clinicians behaviours not to emulate 
influences curriculum watching clinicians behaviours not to emulate not seen much negative 
influences curriculum watching clinicians behaviours not to emulate nurses and HOs using proforma 
influences curriculum watching clinicians behaviours not to emulate cynicism rubs off 
influences curriculum watching clinicians behaviours not to emulate learn how no t to behave non-verbally 
influences curriculum watching clinicians Drs don't take full histories 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific purpose 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific because pts have specific problems 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific algorithmic method (surgeon) 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific sorted out beforehand for specific pt 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific often very specialised aim in clinics 
influences curriculum watching clinicians Drs don't take full histories ask Qs for specific brief or not brief 
influences curriculum watching clinicians Drs don't take full histories do it in their head and on their own 
influences curriculum watching clinicians Drs don't take full histories consultants take short cuts because of experience 
influences curriculum watching clinicians Drs don't take full histories SHOs take short cuts because emergencies 
influences curriculum watching clinicians Drs don't take full histories SHOs up never take histories 
influences curriculum watching clinicians Drs don't take full histories never seen full history 
influences curriculum watching clinicians Drs don't take full histories don't take full hist because have PRHOs 
influences curriculum watching clinicians behaviours to emulate 
influences curriculum watching clinicians behaviours to emulate learn which questions are most hel[ful 
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influences curriculum watching clinicians behaviours to emulate HQs get there quickly, not sure why 
influences curriculum watching clinicians behaviours to emulate confident so can engage socially 
influences curriculum watching clinicians behaviours to emulate they just ask clinching questions 
influences curriculum watching clinicians behaviours to emulate admire politeness, not losing cool 
influences curriculum watching clinicians behaviours to emulate unsual questions 
influences curriculum watching clinicians watching HOs helps focus on future role 
influences curriculum elective 
influences curriculum elective learning good non'verbal skills 
influences curriculum elective understand re touchy feely medicine 
influences curriculum exams 
influences curriculum exams in 5th year always conscious 
influences curriculum exams more regimented if observed, like driving test 
influences curriculum exams must use list in exam 
influences curriculum teaching methods 
influences curriculum teaching methods using video 
influences curriculum teaching methods using video less threatening than being observed 
influences curriculum teaching methods hypothesis testing 
influences curriculum teaching methods how first taught crucial 
influences curriculum teaching methods at bedside being asked questions 
influences curriculum teaching methods want to be challenged 
influences curriculum comm skills teaching - can't remember 
influences curriculum intercalated 
influences curriculum seeing pts and conditions 

learning process 
learning process reflections on 
learning process reflections on feedback 
learning process reflections on feedback need FB on hist, not same as presentation 
learning process reflections on feedback trial and humiliation 
learning process reflections on feedback happy to get FB on presentation, not history 
learning process reflections on feedback better when feedback gives reason 
learning process reflections on feedback feedback less useful when about obscure syndrome 
learning process reflections on feedback feedback best when not pedantic 

learning process reflections on HT taken for granted 
learning process reflections on HT taken for granted never been watched HT 

learning process reflections on HT taken for granted important for HT to be observed and probs identified 
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learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 

reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 
reflections on 

HT taken for granted 
need practical experience 
need practical experience 
need practical experience 
need practical experience 
change since 3rd year 
change since 3rd year 
change since 3rd year 
change since 3rd year 
change since 3rd year 
change since 3rd year 

presentation shows up how H taken 

experience nec of non verbal behaviour, seminar no help 
learn more from practice than from watching others 
learn more with real pats and doctors 

confidence - less worrying andbetter listening 
more listening, less worrying 
didn't like asking Qs before knew about disease 
was stuck in preclinical mode 
needed routine as haven't got a clue 

some things specific to consultant 
mind works better when don't know diagnosis 
steep learning curve after 4th yr break 
good to have initial backbone 
right level of confidence 
depends on teachers' expectations of student 
think in purely clinical mode (not physiol) 
Intermediate helped 
H seems airy fairy to intercalated, not evidence 
difficult to teach and examine making rapport with patient 
introducin self etc not always linked to good rapport 
ok to 'chat' so use more time TH than PE 
stages in learning to TH 

sometimes diff to ask questions; seniority, personality, time 
should be healthy to practise but prob not gettingmuch out of it 

approach to learning 
approach to learn seeking understanding 
approach to learn seeking understanding asking questions 
approach to learn seeking understanding asking questions 
approach to learn seeking understanding asking questions 
approach to learn seeking understanding working it out 
approach to learn seeking understanding working it out 
approach to learn seeking understanding working it out 
approach to learn seeking understanding working it out 

better when can ask why 
usually understand why or ask 

working out what is relevant 
make the connections 
thinking out logical method 
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learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 

approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
approach to learn 
would be helpful 
would be helpful 
would be helpful 
would be helpful 
would be helpful 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 
techniques used 

seeking 
seeking 
seeking 
seeking 
seeking 
seeking 
seeking 
seeking 
seeking 
list 
list 
list 
list 
list 
list 

understanding working it out 
understanding better when feedback gives reason 
understanding consultants check you understand 
understanding focus on why taking history 
understanding using books - difffrom 3rd yr 
understanding Intermediate helped 
understanding trial and error with reason 
understanding trial and error with reason 
understanding trial and error with reason 

when know what's wrong might use list 
went through list for SE 
common list for systems enquiry 
must use list in exam 
listed everything but tedious 

needed routine in third yr, now work it out 

FH - how much to take 
match hist with consultant's 

more din contact in first two years 
more obs and feedback 
taking histories without language 
teaching about comm skills as PRHO 

learning from experience 
learning from experience 
learning from experience 
learning from experience 
learning from experience 
learning from experience 
learning from experience 

many different patients 
gain confidence to eg interrupt 
how questions have gone with patient 
question left out that would have helped 
refined with experience 
learn from practice 

not to write notes - helps thinking 
not to write notes - helps thii notes better if written after 
watching others present 
presenting to lots of different people 
learning in small gp 
focus on commn issues 
seeing third yrs as confidence boost 
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learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
learning process 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 
medical culture 

techniques used learn clinching questions from discussion 
techniques used learning in pairs - best in third yr 
techniques used just soak it in 
techniques used watching HOs helps focus on future role 
find difficult 
find difficult pills and sexual histories 
find difficult presenting complaint 
find difficult how much FH to take 
find difficult taking HPC 
find difficult taking control 
find difficult sensitive subjects 

language 
language 
language 
language 
language 
language 
language 

S2 no problem now 
S6 poor historian 
G2 using right language 
S6 NAD rubbish 
S4 medical terminology incomprehensible 
S2 presenting complaint 

conforming to norms 
conforming to nor S I play the game making rapport 
conforming to nor S4 jumping through hoops and towing the line 
conforming to nor S4 fully accepted need to perform didd for diff consultants 

conforming to nor S4 probs surviving if don't conform 
conforming to nor G2 can tailor to consultant now 
conforming to nor S I play the game in exams 
S how questions have gone with patient 
S2 slicker, more professional 
83 doctor role.allowed to touch people 
S4 distress re time constraints of system 
S4 Drs don't like no straight answer 
84 elite band of doctors 
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demography gender 
demography gender male 
demography gender female 
demography year of qualification 
demography year of qualification 61-72 
demography year of qualification 7344 
demography year of qualification 85-88+97 
demography specialty 
demography specialty renal medicine 
demography specialty cardiac surgery 
demography specialty chest medicine 
demography specialty palliative medicine 
demography specialty elderly care 
demography specialty anaesthetics 
demography specialty gastrointestinal medicine 
demography specialty child health 
purposes doctor-practitioner 
purposes doctor-practitioner diagnosis, invests, management 
purposes doctor-practitioner diagnosis, invests, management T2 for guidance with exam, and invests 
purposes doctor-practitioner diagnosis, invests, management T2 identify key features which need invest 
purposes doctor-practitioner diagnosis, invests, management T4 make diagnosis appropriate to stage 
purposes doctor-practitioner diagnosis, invests, management help you arrive at diagnosis 
purposes doctor-practitioner diagnosis, invests, management what wrong and what brought them 
purposes doctor-practitioner diagnosis, invests, management to help pt 
purposes doctor-practitioner diagnosis, invests, management find out what's wrong and how to help 
purposes doctor-practitioner diagnosis, invests, management make diagnosis with good comm skills 
purposes doctor-practitioner make relationship w/ith pt 
purposes doctor-practitioner make relationship with pt put pt at ease 
purposes doctor-practitioner make relationship with pt make rel with patient 
purposes doctor-practitioner make relationship with pt identify key features including pt's concerns 
purposes doctor-practitioner make relationship with pt get patient's trust 
purposes doctor-practitioner T4 put patient's problem in context 
purposes student-clerk 
purposes student-clerk create database for clinical and legal purposes 
purposes student-clerk create database for clinical and legal purposes covering everything 
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purposes student-clerk create database for clinical and legal purposes present key info, record rest 
purposes student-clerk create database for clinical and legal purposes employment history (SHOs) 
purposes student-clerk create database for clinical and legal purposes drug history 
purposes student-clerk create database for clinical and legal purposes communication tool for colleagues 
purposes student-clerk create database for clinical and legal purposes info not just fortoday's problem 
purposes student-clerk follow the book 
purposes student-clerk ask relevant questions (follow textboook) 
purposes student-clerk T10, 5, 7 not diagnosis 
purposes patient-person 
purposes patient-person make relationship with pt 
purposes patient-person make relationship with pt put pt at ease 
purposes patient-person make relationship with pt make rel with patient 
purposes patient-person make relationship with pt identify key features including pt's concerns 
purposes patient-person make relationship with pt get patient's trust 
purposes patient-person hear patient's account 
purposes patient-person hear patient's account write description not interpretation 
purposes patient-person hear patient's account try and imagine the pt's experience 
purposes patient-person hear patient's account story telling not history taking 
purposes patient-person hear patient's account story telling more than pushing in fingers 
purposes patient-person hear patient's account receive not take a history 
purposes practice using framework for history 
purposes must be honest 
rationale ideal history 
rationale ideal history ideal presentation is understanding 
rationale ideal history ideal pres is effiicient communication 
rationale ideal history inclusive not exclusive in third yr 
rationale ideal history includes process and outcome 
rationale ideal history lots of detail about HPC, including past social etc 
rationale ideal history good history is complete picture 
rationale ideal history ideal history succinct and identifies key features and those needing invest 
rationale ideal history ideal history is mixture HT and story telling 
rationale ideal history really good history leaves teacher asking no more Qs 
rationale ideal history ideal is follow Macleod 
rationale systems enquiry 
rationale systems enquiry SE must becomprehensive 
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rationale systems enquiry obsessive at first, filter out later 
rationale systems enquiry least important, leads to ticking boxes 
rationale systems enquiry ask key Qs in each area 
rationale systems enquiry problem in eld care, but good practice 
rationale systems enquiry unsure re value 
rationale systems enquiry would do if had more time 
rationale asking everything 
rationale asking everything relevance - either all or learn from experience 
rationale asking everything full data collection nec before poss to make diagnosis 
rationale asking everything hist limited by relevance to problem -but not for students 
rationale asking everything covering everything 
rationale asking everything ask everything re presenting problem, problem is box filling 
rationale asking everything I'm morefocussed but st should not take short cuts 
rationale asking everything thorough means all relevant, defined by Dr who knows pt 
rationale gather info first then think later 
rationale gather info first then think later some SHOs write down at end - worrying 
rationale gather info first then think later gather all info then make problem sheet 
rationale gather info first then think later full data collection nec before poss to make diagnosis 
rationale gather info first then think later relevance determined later 
rationale provide structure 
rationale provide structure need to give some structure 
rationale provide structure ok to leave things till later, but say why 
rationale provide structure deciding on chron or prob-based structure 
rationale provide structure structure standard coping with all situations 
rationale provide structure suggest lists and notes 
rationale provide structure text book structure excluding 'box filling' 
rationale provide structure fam hist crucial and badly done 
rationale provide structure think (only) what already asked 
rationale encourage thinking 
rationale encourage thinking help st to think through rather than doin it by rote 
rationale encourage thinking should be encouraging thinking , not learning by rote 
rationale encourage thinking can't distinguish taking history from analysis 
rationale encourage thinking must base history on analysis of info collected 
rationale encourage thinking encouraging students to think 
rationale encourage thinking joining together thinking with what learned before 
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rationale focus on purpose or presenting problem 
rationale focus on purpose or presenting problem lots of detail about HPC, including past social etc 
rationale focus on purpose or presenting problem different route for different problem 
rationale focus on purpose or presenting problem focus on presenting complaint 
rationale focus on purpose or presenting problem hist determined by how pt can be helped 
rationale ways of helping st manage their task 
rationale ways of helping st manage their task importance depends on discipline 
rationale ways of helping st manage their task need to listen and get overall picture 
rationale ways of helping st manage their task conflict between telling story and guiding 
rationale ways of helping st manage their task be inquisitive 
rationale ways of helping st manage their task no problems deciding whenasked enough 
rationale ways of helping st manage their task don't jump to conclusions 
rationale ways of helping st manage their task don't worry about irrelevant details 
rationale not having goal may stop filtering 
rationale distinguish between skills of acquiring info and using info 
rationale do it better or more fully when st watching 
culture of medicine 
culture of medicine history not as 'smart' as invests 
culture of medicine take social history now 
culture of medicine pressures of time making HT worse 
culture of medicine concern re fragmentation of med care and education 
culture of medicine more value for pushing fingers than getting to root 
culture of medicine people can't make decisions 

culture of medicine science thought to be black and white, but is grey 
culture of medicine change in junior doctor medicine 
culture of medicine bluffing in hosp notes 
culture of medicine change in teaching practice 
influences 
influences observing others or not 
influences observing others or not observations of colleagues 
influences observing others or not people worked with who are good with people 
influences observing others or not seeing colleagues histories reassuring 
influences observing others or not no obs of colleagues 
influences observing others or not don't know how colleagues do it 

influences observing others or not role models important 
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influences specialism - no Sherlock Holmes 
influences teaching with video 
influences no idea 
influences medical education? 
influences how taught 
influences time constraints - cut the crap 
influences no influence from med ed 
influences not textbook 
reflection on st learning process 
reflection on st learning process students not encouraged to think 
reflection on st learning process students not encouraged to think 
reflection on st learning process students not encouraged to think 
reflection on st learning process st hindered by trying to remember Qs 
reflection on st learning process st hindered by trying to remember Qs 
reflection on st learning process st hindered by trying to remember Qs 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal re I withi pt and TH 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal re I with pt and TH 
reflection on st learning process tension between personal rel with pt and TH 

reflection on st learning process tension between personal rel with pt and TH 
reflection on st learning process tension between personal rel with pt and TH 
reflection on st learning process tension between personal rel with pt and TH 
reflection on st learning process students not clear about task 
reflection on st learning process students not clear about task 
reflection on st learning process students not clear about task 
reflection on st learning process concern re fragmentation of med ed and med care 
reflection on st learning process concern re fragmentation of med ed and med care 
reflection on st learning process concern re fragmentation of med ed and med care 
reflection on st learning process concern re fragmentation of med ed and med care 
reflection on st learning process get more focused, summarise by end of yr 3 
reflection on st learning process not sure that comm skills better with more teaching 

tension between thinking for self and guidelines 
students believe they shouldn't think 

diff because remembering all the Qs 
st frozen by remembering all the Qs 

diff to ask Q you wouldn't normally ask 
tension between personal angle and st needs 
diff to get balance between pt's story and med info 
sloppy about drug history because diff to push patient 
diff to focus on comm skills till have structure 
diff of integrating structure and comm skills 

st intolerant of teachers 'wasting time' when should be teaching TH 

need tiered approach 
most diff to overcome social barriers 
diff because st less life experience 

they don't really know what they are supposed to be doing 
st don't really understand why they are TH 

continuity with teacher helpful 
more diff because no long term contact 
concern re fragmentation of med care and education 
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reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
reflection on st learning 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 
how TH oneself 

process would demonstration help? 
process poor medical vocabulary 
process st read before and after din exp 
process st are active sponge not passive pudding 
process not good at giving info, because not taught 
process should st learn to take simplw hist first? 
process st don't pursue info far enough 
process diff when pt has vague symptoms 
process st in a hurry to move on from HPC 
process important that teachers have right attitude (not military) 
process no problems deciding whenasked enough 

more focused 
more focused 
more focused 
more focused 
more focused 
more focused 
depends on specialty or purpose 
depends on specialty or purpose 
depends on specialty or purpose 
depends on specialty or purpose 
depends on specialty or purpose 
depends on specialty or purpose 
influence of students 
influence of students 
influence of students 

?skills related to cultural diffs orexperience 
use diff words with (poss) similar result 
Free Nodes 

reduced because time limited 
no open Qs because no time 
more controlling and more focused 
I'm morefocussed but st should not take short cuts 
more focused and more accurate 

system as anaesthetist 
specialism - no Sherlock Holmes 
take fewer formal histories 
be general physician 
responsibilityy for whole pt and relatives 

anxious re student noting deficiencies 
do it better or more fully when st watching 

would prefer all to use POMR 
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