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A B S T R A C T

Objectives: Considering the expense of standardized patients (SP) for training communication skills and

the convenience of peer role playing (RP) there is a surprising lack of studies directly comparing the two

methods.

Methods: Fifth year medical students (N = 103) were assigned to three groups receiving a training in

counseling parents of sick children with RP (N = 34) or SP (N = 35) or to a control group (CG, N = 34). We

assessed self-efficacy, as well as objective performance in parent–physician communication using

questionnaires and the Calgary-Cambridge-Observation-Guide Checklist in a six-station OSCE,

respectively.

Results: The training led to an increase in self-efficacy ratings and in the post-intervention OSCE score

after RP (p < .021 and p < .001 respectively) and SP-training (p < .007 and p < .006 respectively)

compared to controls. Surprisingly, this benefit was higher after RP than after SP-training (p < .021) due

to significantly higher performance in the domain understanding of parents’ perspective (p < .001).

Conclusion: Both RP and SP are valuable tools for training specific communication skills. RP offer a

methodological advantage in fostering empathy for patient perspectives.

Practice implications: Both peer-role-play and standardized patients hold specific benefits for

communication training. Peer-role-play seems to foster a more empathic approach towards patients’

concerns justifying its prominent role in medical curricula.

� 2011 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

‘‘Good communication skills in medical practice are not innate,
can be learned, and can always be enhanced’’ [1]. It has been well
established that medical educators should use experimental rather
than purely didactic methods to successfully develop and improve
communication skills [2] to ensure that acquired skills are
sustainably integrated into further clinical practice [3–5]. Both
peer role play and training with standardized patients are popular
amongst students [6] and present successful methods for training
communication skills in both undergraduates and health profes-
sionals [7–10]. Both methods allow students to judge their
strengths and weaknesses in performance against that of their
peers [10]. When taking into consideration the enormous
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differences in resource requirements between the two methods,
surprisingly little comparative data on their specific methodologi-
cal advantages are available.

Peer role play (RP) is a low-cost tool which is relatively easy to put
into practice. RP allows switching of roles to experience both
physician and patient perspectives. Through this experience of
ambiguities in the communicational processes, the trained commu-
nicating partners develop a better understanding of the involved
physician–patient interaction dimensions [11,12]. With carefully
designed RP training sessions and well-trained tutors, initial
skepticisms towards RP may be resolved [6,13]. It provides successful
and targeted practice as well as useful feedback, as has already been
shown in a training program for aviators [14]. Nevertheless, RP needs
careful planning ‘‘because it is easy to use badly’’ [11]. Guidelines for
effective role-play include an adequate preparation of the sessions:
realistic roles, alignment of roles and tasks appropriately designed
for the participants’ level of practice and structured feedback [7]. The
majority of studies indicate that practicing communication with
peers can be very successful and improves communication skills
more than using purely didactic methods [10].

http://dx.doi.org/10.1016/j.pec.2011.10.007
mailto:HansMartin.Bosse@med.uni-duesseldorf.de
http://www.sciencedirect.com/science/journal/07383991
http://dx.doi.org/10.1016/j.pec.2011.10.007
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Standardized patient (SP) is an umbrella term both for a
simulated patient, trained to simulate a patient’s illness, and an
actual patient, trained to present their own illness, both in a
standardized way [8,15]. In current practice, the terms standard-

ized patient and simulated patient are used synonymously. We refer
to SP in this publication as simulated patients trained in a
standardized way. SP are classified as low-technology instruments,
but are expensive tools for training communication skills [16].
They provide a high degree of realism and have strong potential for
training general and specific communication skills [3,8,17–19].
They are suitable for formative as well as summative assessments
of communication skills [9,20]. The key to SP’s success is their
professional feedback [9,21]. In pediatrics, SP may be integrated
into the curriculum as pediatric standardized patients [22] or as
standardized parents [6,17,23] as done in this publication.

In a recent review which compared the effects of either RP or
SP on the training of communication skills, Lane et al. found
major methodological weaknesses in studies on the effectivity of
the two methods [10]. From the four studies identified in our
literature review that directly compared peer role play with
standardized patients within one study, the conclusion may be
drawn that both methods warrant inclusion in medical curricula
and are of comparable effectiveness [6,24–26], and result in the
same levels of skills attainment in undergraduates and health
professionals [24–26]. However, studies with objective perfor-
mance measures focused on one specific task only (motivational
interviewing for smoking cessation) [24–26] and were thus
limited to one specific challenge in communication – namely
behavioral change management. It is therefore difficult to draw
conclusions about the specific values of peer role play and
standardized patients in a broader medical context from these
studies. In a previous study we could show that from the student
perspective, both RP and SP were very well accepted and rated as
realistic and valuable tools for training parent–doctor communi-
cation skills in the field of pediatrics. Training with SP provided
better pay off and applicability for future real parent–physician
contacts compared to RP [6]. However, there is a lack of objective
data to date.

Based on the findings of our recent study [6], the aim of this
randomized controlled study was to elucidate the effects of both
methods on communication competencies as compared to a
control group in a broad medical setting. Our hypothesis was that
training with RP and SP would yield (i) higher self-efficacy ratings
in communication competencies and (ii) better overall scores in
objective communication performance measures compared to
controls, and that (iii) training with SP, as a more elaborate training
Table 1
Age, sex and motivation to study medicine of participating students.

Control group (CG) Peer role play group (RP) Stan

N (%) N (%) N (%

Male N = 22 (64.7) N = 19 (61.3) N = 

Female N = 11 (32.4) N = 11 (35.5) N = 

Not specified N = 1 (2.9) N = 1 (3.2) N = 

Control group (CG) Peer role play group (RP) Stan

Mean � SD Mean � SD Mea

Age 24.6 � 2.3 23.7 � .7 25.5

Motivation to

study medicine

5.2 � .6 5.1 � .6 4.9

Sex, age (years), and motivation to study medicine (Likert scales from 6 = very high to 1

control group (CG). Values as mean and standard deviations (mean � SD) or N and perce

ANOVA for age and study motivation to study medicine respectively.
tool which aims at providing professional feedback [8,27], would
provide an advantage over RP in both measures.

2. Methods

2.1. Subjects, randomization, concealment of allocation, blinding

Fifth year medical students of the University of Heidelberg
eligible for their rotation in pediatrics (N = 103) were randomly
assigned to one of three study groups. Two groups received
communication training with either RP (RP group, N = 34) or SP (SP
group, N = 35) in addition to the established course contents,
which the control group (CG, N = 34) also received. Established
course contents were maintained identical in all groups and
included seminars, problem-based learning, virtual patients [28],
bedside teaching, skills training and placements in private
pediatric practices [29]. Due to the fact that Heidelberg medical
students frequently opt for rotations abroad and also do so at short
notice, there was a drop out of six students.

By their fourth year, each student had attended approximately
40 small group sessions with standardized patients taking the role
of a physician or as an observer in other departments of our
Medical Faculty.

None of the students opted not to take part in the communication
training. Within the training sessions, no student objected to the
turn-taking of interviewing or to taking the part of a parent (peer role
play). Prior to the intervention, students were asked to complete
questionnairesregarding sex, age (years),andtheiroverallmotivation
to study medicine (study motivation, one item with a 6-point Likert-
scale from 1 = very low to 6 = very high). The response rates of the
questionnaires were high (PR group 88.2%, SP group 91.4%, control
group100%); see Table 1. For objective assessmentofcommunication
skills, students were subjected to an OSCE (see below). Five students
opted out of the assessment with the OSCE (see Fig. 1).

A concealment of allocation or blinding of tutors could not be
performed due to the nature of the course and the study design.

In light of the described study design and due to the fact that our
design monitors the ongoing curriculum development, the
University of Heidelberg Ethics Committee waived requirements
for an ethical approval procedure.

2.2. Materials

2.2.1. Training cases

Nine training cases which combined the nine most common
medical and most common communication problems defined by
dardized patient group (SP) RP vs. CG SP vs. CG RP vs. SP

) Chi-square

p-Value

Chi-square

p-Value

Chi-square

p-Value

15 (45.5) x2 = 0.77 x2 = 2.19 x2 = 1.38

16 (48.5) n.s. n.s. n.s.

2 (6.1) – – –

dardized patient group (SP) RP vs. CG SP vs. CG RP vs. SP

n � SD t-Value

p-Value

t-Value

p-Value

t-Value

p-Value

 � 3.0 t = 1.66 t = 1.67 t = 3.35

n.s. n.s. p < .002

 � 1.0 t = .18 t = .56 t = .37

n.s. n.s. n.s.

 = very low) of the peer role play group (RP), standardized patient group (SP), and

ntages (%). P-values indicate x2 test results for sex, or post hoc test results following
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Fig. 1. Study design. The study was conducted in a controlled, randomized design: peer role play group (RP group), standardized patient group (SP group), and control group.

Drop outs after randomization and before the training are shown on the left, drop outs after training but before the OSCE on the right. S = seminar, pre = self-assessment prior

to study period, post = after study period.
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an expert group in a focus group approach were developed by
senior staff of our Pediatric Department as previously described
before [6,17] (see Table 2). Our cases addressed both biomedical
and patient perspectives, as advocated by Kurtz et al. [30,31].
Detailed specific learning objectives included exploration and
counseling, as well as the defined communication problems within
the theoretical framework of transactional analysis [32] and
communication theories of Schulz von Thun [33] with the aim of
anticipating parental concerns to facilitate the transmission of
factual information and the building of a functioning parent–
physician relationship [34]. Schulz von Thun’s model of the four
aspects of communication (communication square) may be seen as
a further development of the second axiom of Watzlawick [35] that
communication always implies issues of content and of relation-
ship: In Schulz von Thun’s model, the four aspects of communica-
tion are: an objective content, matters of self-disclosure
(motivation, values, emotions), matters of relationship (between
sender and receiver), and an appeal. As an example, in the case
scenario abdominal pain/conflict due to long waiting time [6],
students were expected to extract the following four aspects of the
communication of the mother’s aggressive reproach: (1) objective
content: The waiting time was too long!; (2) self-disclosure: I am

annoyed!; (3) relationship: I am disappointed in you as a health care

provider!; and (4) appeal: I want an apology and you to treat my child

as quickly as possible!; and then intervene in accordance with the
training focus (for example: I can understand that you are angry and

would like to apologize for the delay. I also think it’s important for me

to now quickly have a look at what is wrong with your child!).
Cases were then designed to fit RP- and SP-training respective-

ly, and took all predefined learning objectives into consideration.
These included concise patient and practitioner briefing sheets for
Table 2
Training cases combining common medical and communication problems.

Case Medical problem Communication problem

Case 1 Faint Prior dispute of parent with health personnel

Case 2 Urticaria Dramatizing parent

Case 3 Diarrhoea Foreign parent with poor command of German

Case 4 Abdominal pain Conflict due to long waiting times

Case 5 Fever Demanding parent

Case 6 Crying baby Anxious and overburdened parent

Case 7 Meningism Parent disapproves of drug administration

Case 8 Febrile seizure Parent rejects lumbar puncture of the child

Case 9 Dyspnoea Parent opposes admission of the child

Nine training cases combining both medical and communication problems.
the SP and the students, as well as precise tutor instructions to
ensure standardization.

2.2.2. Accompanying seminars and handouts

Parallel to the course, a weekly seminar covering the key issues
addressed in the scenarios was attended well by all three groups
(RP group 90.3%, SP group 90.9%, and CG 100%). The key issues
addressed in the seminars related to medical aspects of the
underlying diseases and the proposed management of the
scenarios, as well as communication tasks that were expected to
arise in the parent encounter with respective solution All three
groups additionally received a printout as well as electronic access
to an abstract of each scenario which summed up these key issues.

2.2.3. Standardized patients

Data on SP are stated in accordance with the recommendations of
Howley et al. [36]. Overall, 19 individually trained SP (n = 14 female,
n = 5 male) were deployed. The SP were used for case portrayal and
providing oral feedback, and not for evaluating or scoring
performance. There were n = 5 male and n = 7 female SP for training
and n = 3 male and n = 5 for assessment in the OSCE, all Caucasian
with an age between 26 and 48 years.

The training concept for the role of a parent of a sick child
comprised a three-step approach as described earlier [37] at the SP
Training Centre of our faculty, which supervises the continuous
training of SP in more than 120 roles. First step: self-study of the SP
studies noting shortcomings in clarity and questions concerning
their role. Step two: SP and trainer work out the role together based
on the technique of psychodrama [38] and on method acting [39]. Step
three: role training in which the trainer assumes the physician’s role,
and the SP also switches to the physician’s role, thus incorporating
this character. This enhances the SP’s flexibility in reacting to possible
challenges during conversations. The feedback to the SP includes a
sensitization to the performance as conversation partner, as well as
to the cadence, the pitfalls and turning points of the dialogue.

Each SP was trained for one specific role, and performance in the
specific roles for this study was approved in a case portrayal check
by two consultant pediatricians.

2.2.4. Training sessions and feedback

A total of three small group training sessions with one tutor and
three students were conducted on three consecutive weeks for all
participants of both intervention groups (see Fig. 1). In each
session, the students worked on three training cases and rotated in



6

7

8

9

Contr ol group

Pee r role p lay group

Standardized patients gro up

pre-intervention post-inter vention

§ 

*

M
ea

n
s 

of
 2

4
 p

os
it

iv
e 

st
at

em
en

ts
  

(1
0-

po
in

t 
Li

ke
rt

 s
ca

le
) 

Fig. 2. Self-efficacy ratings of communication training groups before (pre-

intervention) and after the interventions (post-intervention). Data are given as

means and standard deviations of 24 positive statements rated with 10-point Likert

scale ranging from 10 = totally agree to 1 = do not agree at all. Significant changes as

compared to the control group are marked either with an asterisk (*) for the peer

role play group (p < .021) or a section sign (§) for the standardized patients group

(p < .007).
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the roles of a physician, parent and observer in the RP group, and in
the roles of a physician and observer in the SP group. This enabled
each student to be active in the training sessions as described
earlier [40]. Each session started with a 10 min interview. The
student in the physician’s role then was the first to reflect on the
interview, followed by a feedback (a) by the student in the parent
role (RP group) or a structured feedback by the standardized
patient (SP group), respectively; (b) by the observers (peers) using
a structured feedback checklist addressing major medical and
interaction issues; and (c) by the tutor with time for a subsequent
group discussion and a debriefing [9].

2.3. Assessment of training effect

2.3.1. Self-efficacy rating of communication skills

The self-efficacy ratings of communication skills were quanti-
fied using questionnaires prior to (pre) and after the interventions
(post) in the three study groups. 24 items with positive statements
on general and specific communication skills were assessed. 14 of
these items addressed general competences in communication
with parents in analogy to a questionnaire developed by Mueller
et al. [41]. The remaining 10 items addressed skills related to
problems defined in the specific learning objectives of the cases
used in the training (10-point Likert scales ranging from
10 = totally agree to 1 = do not agree at all).

2.3.2. Calgary-Cambridge Referenced Observation Guide rating

Following the intervention, a structured clinical examination
(OSCE) comprising of six stations addressed challenging parent–
physician interactions, with one standardized patient per station.
The OSCE stations were part of a formative assessment at the end of
the course to avoid disadvantages for the control group from failing
in a summative assessment. Feedback was given at the end of the
OSCE in the form of quantitative feedback of performance. The
Calgary-Cambridge Referenced Observation Guide [30] used for
rating of OSCE performance covers both process and content issues
of medical interviewing, which both are addressed in our training
cases: process skills as the domains understanding of parents’

perspective and building relationship and content skills as the
domains exploration of problems and providing structure [30,31]
rated on visual analogue scales that range from 100 = completely
agree to 1 = strongly disagree. The domains initiating the session

(i.e. opening dialogue) and closing the session (i.e. closing dialogue)
were excluded from assessment in the OSCE stations as done in a
prior study of our group [42] since the OSCE stations were mainly
created to address specific details of history-taking and counseling.
Ratings were performed by trained psychologists (N = 18) who
were randomly assigned to the OCSE of the three study groups,
with a different rater for each station. Raters were blinded for the
allocation of students and did not participate in the training (i.e. as
tutors).

2.4. Statistical analyses

To compare the measures age and motivation to study medicine

assessed prior to the intervention, ANOVAs were conducted with the
between-subject factor ‘Group’ (RP group vs. SP group vs. CG) with
age and motivation to study medicine serving as dependent variables.
To compare the measure sex, chi-square tests were calculated. To
determine changes in self-efficacy ratings of communication skills, a
between-subjects analysis of variance (ANOVA) with the between-
subject factor ‘Group’ (RP group vs. SP group vs. CG) and the within-
subject factor ‘Time’ (pre- vs. post-intervention) was calculated. LSD
post hoc tests were conducted. Internal consistency (Cronbach’s
alpha) of self-efficacy data was calculated based on pre-training data
and the combined sample. To determine OSCE-performance, a
MANOVA with the between-subject factor ‘Group’ (RP group vs. SP
group vs. CG) and the within-subject factor ‘Domain’ (understanding

of parents’ perspective, building relationship, exploration of problems,
and providing structure) was conducted. LSD post hoc tests were
conducted. Effect sizes were calculated using Cohen’s d. Overall
reliability (Cronbach’s alpha) of the OSCE was assessed. Levels of
significance of p < .05 were considered relevant.

3. Results

3.1. Subjects

No significant group differences were found with respect to sex
and motivation to study medicine. The ANOVA with the between-
subject factor ‘Group’ and age serving as dependent variable,
however, turned out to be significant (F(2,89) = 5.04; p < .009).
Using post hoc tests, no difference was found with respect to age for
the CG (24.6 � 2.3) compared to the RP group (23.7 � .7; p < .088) and
SP group (25.5 � 3.0; p < .129). The observed difference between RP
and SP group for age was small but significant (p < .002; see Table 1).

3.2. Self-efficacy ratings of communication training

An ANOVA with the between-subject factor ‘Group’ and the
within-subject factor ‘Time’ was conducted. A significant main
effect ‘Time’ (F(1,87) = 54.69; p < .001) for the overall scores was
found with significantly enhanced post intervention test scores
regardless of group affiliation (p < .05). ‘Group’ � ‘Time’ interaction
(F(2,87) = 3.49; p < .034) was significant. Post hoc tests revealed no
significant differences prior to the intervention (‘‘pre’’) between
the three study groups (6.20 � 1.02 for RP group, 6.51 � 1.41 for SP
group, 6.23 � .90 for the CG). After the intervention (‘‘post’’), RP
(7.33 � .84) and SP (7.37 � 1.19) groups exhibited significantly
higher post intervention scores (p < .021 for RP and p < .007 for
SP) compared to CG (6.71 � .85; see Fig. 2), while RP and SP groups did
not differ (p < .704; see Fig. 2).

3.3. Objective structured clinical examination (OSCE)

A MANOVA with the between-subject factor ‘Group’ (RP group
vs. SP group vs. CG) and the within-subject factor ‘Domain’
(understanding of parents’ perspective, building relationship explora-

tion of problems, and providing structure) was conducted. The main
effect ‘Group’ (F(2,87) = 13.29; p < .001) indicated a significant
difference in general communication performance between the
three study groups. Further analyses revealed that both RP and SP



Table 3
Objective structured clinical examination (OSCE) scores.

Domains Control group (CG) Peer role play group (RP) Standardized patient group (SP) RP vs. CG SP vs. CG RP vs. SP

Mean � SD Mean � SD Mean � SD t-Value

p-Value

t-Value

p-Value

t-Value

p-Value

Process skills

Understanding parent’s perspective 54.84 � 11.2 69.72 � 8.72 59.79 � 9.04 t = 7.78 t = 2.64 t = 5.11

p < .001 p < .009 p < .001

Building relationship 85.59 � 7.72 88.54 � 3.43 84.97 � 6.30 t = 1.54 t = 0.33 t = 1.84

p = .124 p = .741 p = .067

Content skills

Exploring problems 79.64 � 6.07 85.72 � 3.51 84.68 � 5.45 t = 3.18 t = 2.68 t = .53

p < .002 p < .008 p = .593

Structuring consultation 74.99 � 8.15 82.36 � 4.95 82.40 � 8.98 t = 3.84 t = 3.94 t = .02

p < .001 p < .001 p = .984

Overall score 73.76 � 6.33 81.59 � 3.32 77.96 � 6.23 t = 5.14 t = 2.81 t = 2.35

p < .001 p < .006 p < .021

OSCE performance rated with the Calgary-Cambridge Referenced Observation Guide (CCROG) using visual analogue scales (do not agree at all to totally agree). Values are

stated as means and standard deviations (SD). P-values indicate post hoc test results further elucidating the MANOVA ‘Group’ � ‘Domain’ interaction effect and in case of

overall scores post hoc test results of further analyses of the main effect ‘Group’.
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training resulted in higher overall scores compared to controls (RP
group p < .001, Cohen’s d 1.48; SP group p < .006, Cohen’s d 0.63),
with even higher ratings for the RP group compared to the SP group
(p < .021, Cohen’s d 0.71). The effect size can be considered
medium to high. The significant main effect ‘Domain’
(F(3,26) = 420.25; p < .001) revealed lowest scores for the domain
understanding of parents’ perspective, followed by the domains
providing structure and exploration of problems, and showed the
highest scores for the domain building relationship, with all four
domains differing significantly from one another (all p < .001). A
significant ‘Group’ � ‘Domain’ interaction effect (F(6,26) = 10.55;
p < .001) could be attributed to the following post hoc results: In
the domain understanding of parents’ perspective significantly
higher scores were found for the RP (p < .001, Cohen’s d 1.48)
and SP (p < .009, Cohen’s d 0.49) groups compared to the CG, with
even higher scores for the RP group than for the SP group (p < .001,
Cohen’s d 1.12). Regarding the domain building relationship, no
significant differences between groups were observed (all p > .05).
The scores in the domains exploration of problems and providing

structure showed higher scores for RP and SP compared to CG (all
p < .008), while scores did not differ significantly between the two
intervention groups (both domains p > .05; see Table 3).

3.4. Reliability of self-efficacy ratings and the objective structured

clinical examination (OSCE)

Regarding self-efficacy, reliability (Cronbach’s alpha) was .862
for the combined sample prior to the intervention. The overall
reliability (Cronbach alpha) of the six station objective structured
clinical examination (OSCE) was .705. By using the Spearman–
Brown formula it was computed that using at least 10 comparable
OSCE stations would lead to a reliability of at least .8 [43].

4. Discussion and conclusion

4.1. Discussion

Our randomized controlled study is the first comparing
communication training with peer role play and standardized
patients in a broad medical context covering a broad range of
communication problems representative for outpatient medical
care. We could show that training with both peer role play and
standardized patients has a significant effect on self-efficacy
ratings and objective performance measures. This effect is more
pronounced after training with peer role play than after training
with standardized patients. To further minimize potential bias
great care was taken to demonstrate the consistency of the three
groups after randomization with no differences in the baseline
assessments with respect to sex, motivation to study medicine or
self-assessment skills of communication competencies prior to the
intervention.

4.1.1. Objective assessment of communicative performance

Both intervention groups showed higher performances regard-
ing OSCE scores after the intervention compared to the control
group, as was expected [10]. Against our hypothesis training with
peer role play – as a less elaborate training tool requiring fewer
resources and applying less professional feedback (compared to
that of trained standardized patients) – led to significantly better
communication performance of students than training with
standardized patients in the overall score. The standardized
patient group was trained and assessed with the same tools,
which would rather have suggested a methodological advantage
for them. Since we controlled for topics, structure and complexity
of training content as well as the training of tutors in both
intervention groups, we attribute this effect to the specific
methodological effect of peer role play.

Post hoc test results to further elucidate observed interaction
effects between study groups and the different domains of the
Calgary-Cambridge Referenced Observation Guide revealed a
significantly higher score of the peer role play group in a domain
attributed to process skills, understanding parent’s perspective.

4.1.2. Self-efficacy ratings of communication skills

There was a significant increase in self-efficacy ratings of
communication skills in both intervention groups compared to the
control group. This is in line with earlier findings obtained in
studies that analyzed either peer role play [24] or standardized
patients [8,9]. However, the correlation between self-efficacy and
objective performance and motivational factor measures, remains
controversial. Self-efficacy may be seen to reflect a person’s self-
confidence rather than the objective quality of his or her
performance (for a review see Davis et al. [44]). In this respect,
our intention for assessing students’ self-efficacy was to provide a
tool for students to reflect on their self-confidence in communica-
tion and then – relating to their OSCE performance – to offer a
remedy for those students misjudging their performance.

4.1.3. Interpretation of OSCE data

The post hoc testing revealed that the surprisingly higher scores
of the peer role play group in the OSCE were attributed to a process
skill, understanding parent’s perspective. Switching roles in the
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training may have made the access to an empathic approach easier
for the peer role play-group: having role-played both the doctor
and patient in the exercise is a key to the success of peer role play
[45] and creates a heightened awareness for the ambiguity of roles
of the partners in communication [12]. Our findings suggest that
peer role play fosters an even more active exploration of the
patients’ perspective than what has previously been described for
standardized patients [46,47]. It therefore provides a possibly
underestimated potential for an empathic, patient-centered
approach. Facilitating such an empathic approach appears to
outweigh the potential methodological advantage standardized
patients provide in framing their feedback more professionally
than peers due to their specific feedback training as well as their
extensive experience of the performance of typical student
performance and its variability. This becomes even more relevant
when considering that feedback is generally seen as a central factor
supporting the individual learning processes [7,8,11,36,47–49].
Structuring feedback with observer rating forms, as done in our
study, seems to be essential [14]: if feedback is conducted using the
same well-structured observer rating forms, there is no difference
in the effects regardless of whether it is performed by standardized
patients or by peers in the peer role play group [24,26].

The fact that the other domain attributed to process skills,
building relationship, revealed no significant effect, may be
attributed to a ceiling effect with high scores of all three groups.
This objective is one of the main focuses of prior training of the
students in courses earlier on in their studies.

With its ability to sense and appreciate patients’ views, the
empathic approach towards the patients fostered by peer role play
is not l’art pour l’art but can be seen as a basis for a functioning and
safe patient–physician relationship [50,51]. It improves patient
adherence and supports patient safety [52,53] which are increas-
ingly important issues in physicians’ daily work. Switching roles in
peer role play allows for experiencing both biomedical and patient
perspectives. Fostering such awareness of the ambiguity of the
partners in the communication process (process skills) is of high
relevance and these skills are still underrepresented in communi-
cation training [31]. Peer role play seems to particularly support
them which highlights its methodological importance and
advocates for a more prominent role of peer role play in medical
curricula. We have now successfully included peer role play in our
curriculum in order to train communication with parents of sick
children, and we assess students’ performance with standardized
patients in the concluding summative OSCE. Our students
continuously and invariably rate the presented training very
highly and as one of the best parts of the course [6].

4.1.4. Study limitations

The control group received less teaching time, and effects in the
intervention groups may therefore be attributed to the mere
increased attention they received. This would, however, not
explain the difference between the intervention groups them-
selves. Interviews in the OSCE were not videotaped and the rating
of each of the six OSCE stations was performed by only one (albeit
blinded) rater. The overall reliability of the OSCE was relatively
high, but no interrater reliability could be included. Our data were
collected immediately after the intervention and thus no conclu-
sions can be drawn regarding the sustainability of the changes
found. However, this would be of great interest for future studies.
Students’ performance was not videotaped and rated by one rater
per station, meaning that no interrater reliability could be
calculated. Data on self-efficacy were collected anonymously with
the intention of providing the students with an unbiased reflection
on their performance. For this reason, we are unable to provide
data on the correlation between self-efficacy and OSCE perfor-
mance. There was a potential bias for the performance of students
in the standardized patient group – being trained and assessed
with the same tool (standardized patients) and facing the same
scenarios in the OSCE would have been of advantage to the
standardized patient group – and yet we found a better
performance in the peer role play group. A single communication
training may provide sustainable improvement in counseling
skills, even after one year [54]. But generally, a sustainable change
in clinical practice necessitates consolidation, i.e. training with
standardized patients [55] or with continuous clinical supervision
[56]. The effect of peer role play has not been investigated in this
respect, so future research should address the differential and
specific contributions that the two methods offer for sustainability.

4.2. Conclusion

We present a randomized controlled study with medical
clerkship students that elucidates the differential benefits of peer
role play and standardized patients in communication training in a
broad clinical context. Both interventions allow for higher self-
efficacy as well as better objective performance of content and
process skills in communication. Peer role play led to a
significantly higher performance than training with standardized
patients due to better performances in understanding the patient’s
perspective. This may be attributed to the methodological
advantage of peer role play, as it allows experiences of both
biomedical and patient perspectives and as effect a more empathic
approach. Fostering such process skills is of high relevance but is
still underrepresented in communication training.

Our data suggest that peer role play particularly supports these
skills, and we would therefore advocate its more prominent use in
medical curricula.

4.3. Practice implications

� Both peer role play and standardized patients are valuable
experimental methods for communication training.
� Peer role play is relatively easy to implement, requires less

resources and is equally effective in a broad medical setting
compared to a training with standardized patients. Decisions on
which of either methods should be employed in a specific setting
should take the required resources into account.
� Additionally, peer role play may provide a methodological

advantage in fostering a more empathic approach towards
patients’ concerns.
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for communication and interaction training for medical students (Medi-KIT):
needs assessment – training – perspectives. Zeitschrift für Gruppendynamik
und Organisationsberatung 2007;38:7–23.

[38] von Ameln F, Gerstmann R, Kramer J. Psychodrama. Heidelberg, New York,
Berlin: Springer Berlin; 2004.

[39] Strasberg L. Schauspielen und das training des schauspielers, 6th ed., Köln,
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