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Objective. To assess communication skills training at Nordic pharmacy schools and explore ways for 

improvement. 

Methods. E-mail questionnaires were developed and distributed with the aim to explore current practice 

and course leaders’ opinions regarding teaching of patient communication skills at all the 11 master level 

Nordic(Denmark, Finland, Iceland, Norway and Sweden)  pharmacy schools. The questionnaires 

contained both closed and open-ended questions.  

Results. There was a variation of patient communication skills training among schools. In general, 

communication skills training was included in one to five  courses (mode 1); varied in quantity (6-92 

hours); had low use of experiential training methods; and had challenges regarding assessments and 

acquiring sufficient resources. However, some schools had more focus on such training. 

Conclusion. The results show room for improvement in patient communication skills training in most 

Nordic pharmacy schools and give insights into how to enhance communication skill building in 

pharmacy curricula. Suggestions for improving the training include: early training start, evidence-based 

frameworks, experiential training, and scaffolding.  
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INTRODUCTION 

Efficient pharmacist-patient communication about medicines improves patient’s adherence to 

medicines, increases patient’s quality of life and drug knowledge, and clarifies misunderstandings around 

medicine use.
1-4

 However, studies from community pharmacies worldwide found patients receiving 

limited counseling with many not receiving any counseling at all, pharmacists using inappropriate 

questioning techniques, and a less patient centered-care approach is used.
5,6

 In the Nordic setting, studies 

report of a similar pattern. Swedish researchers found that 50% of the dispensing encounters between 

pharmacists and patients lasted for only 10 seconds or less when it came to medical issues.
7
 In Denmark, 

26% of the pharmacist-patient encounters had no communication about the medicines at all.
8
 Norwegian 

patients reported only being informed about the use of medicines in 50% of the cases.
9,10

 In Iceland, 

pharmacists seldom gave patients evidence-based information .
11

 Finnish studies on counseling found 

communication rates between 18% and 80%, depending on the kind of medicine dispensed, and patients 

reported being counseled in 46% of their visits.
12-14

 Thus, the society (general public and 

regulators/policymakers) and Nordic pharmacy educators have strong reasons to develop and strengthen 

pharmacy students’ patient communication skills. 

Examples of communication skills are asking questions, actively listening, empathizing and - 
explaining .

15,16
 Patient communication skills training, ie, types of training to develop necessary skills for 



 

communication, influence the quality and outcomes of health care professionals’ patient encounters.
17

 A 

health care professional’s communication skills are not only a matter of common sense or personality 

traits, rather, they are skills that can be taught and learned.
17-19

 The pharmacy education is an important 

factor influencing pharmacists-patient communication .20
 According to the World Health Organization, 

the International Pharmaceutical Federation and the Accreditation Council for Pharmacy Education, 

pharmacy schools should prepare student pharmacists for their future professional life as  counselors.
21,22

 

The European Union (EU) lists two counseling requirements in their directive of professional 

qualifications. The EU requires a pharmacist trained and working in the EU to be able to “provide 

information and advice on medicinal products as such, including on their appropriate use” (Article 45); 

“give personalized support for patients who administer their medication” (Article 45); and  requires 

pharmacists to complete six months of training (pharmacy practice experience (PPE)) in a hospital or 

community pharmacy (Article 44).
23

 Personalized support for medicine use is in line with a global trend in 

pharmacy practice with an increased focus toward new and intensified ways of using pharmacists’ clinical 

and pharmacotherapeutic knowledge in the delivery of cognitive health care services; also, in such 

services, good communication skills are vital.  

Traditionally, and still in many parts of the world, pharmacy education curricula have a strong 

focus on natural science
24,25

 and are designed to support the role of developing, manufacturing and 

distributing medicines, rather than on social science and on the anticipated future role of pharmacists as 

clinical counselors. Nevertheless, pharmacy schools worldwide have implemented patient communication 

courses in their curriculum to increase students’ competence in this field.
26-31

 Studies, in North America, 

United Kingdom and Ireland , have attempted to describe the overall curriculum content.
27-31

 In 1986, the 

varying levels of involvement from schools in communication skills training and an unstructured approach 

toward teaching those skills were shown in the United Kingdom and Ireland.
27

 Similar results were found 

in the United States in 1990 with large variations of content, teaching methods and time devoted to patient 

communication skills training.
28

 In 2000, a survey distributed to pharmacy schools in the US found that 

more formalized assessment methods were needed.
29

 This was still a problem in 2006, when the necessity 

for standardizing the assessment methods was further prompted.
30

 In 2013, Schwartzman and colleagues 

found that didactic training with lectures dominated communication skills training in Canadian and 

American pharmacy schools, and that student communication skills were assessed by written 

examinations.
31

 

Understanding the state of patient communication education is one factor in improving 

pharmacists’ counseling practice. The state of patient communication skills training in Nordic countries is 

not well-documented, yet there are few studies that have identified struggles in counseling practice. 

Community pharmacists in Nordic countries share a common culture where newer cognitive health care 

services are beginning to be offered in pharmacies and hospitals. The objectives of this study were to 

assess communication skill-building in pharmacy curricula in Nordic pharmacy schools and to find ways 

for improvement. This study’s authors explored current practice and course leaders’ opinions regarding 

teaching of patient communication skills. 

 

METHODS 

Two email questionnaires were developed and distributed to all the 11 Nordic pharmacy schools 

responsible for educating master degree pharmacy students (five years of study in the Nordic countries) of 

Denmark, Finland, Iceland, Norway and Sweden). Questionnaire 1 was sent to department heads and/or 

program coordinators, and questionnaire 2 was sent to course leaders identified by questionnaire 1. In a 

cover letter, respondents were asked to only include mandatory courses with an explicit focus on 

communication with patients and/or other health care professionals, including theoretical and/or practical 

verbal or non-verbal communication skills, and competence, including self-reflection. The above excluded 

teaching about academic writing or presentation skills. The respondents were told that they will receive 

the questionnaire results. Each pharmacy school’s curriculum was reviewed to ensure that all relevant 

courses were reported, including course descriptions available online. Up to five repeat emails were sent 

to non-responders. Data were collected between March and November 2015. Ethical approval was not 



 

needed according to Nordic regulations. However, the study was registered at the Norwegian Centre for 

Research Data (data protection office for research for Norwegian universities), and informed consent were 

collected and data were stored confidentially. 

 The two questionnaires contained both closed and open-ended questions. They were developed 

based on two existing questionnaires from medical and physiotherapy communication skills education
32-34

 

and adapted to the pharmacy education. The questionnaire design was developed by the authors (including 

pharmacy school associate professor from three of the Nordic countries) after reviewing prior studies of 

pharmacy schools.
27-30

 Questionnaire 1 contained six questions. Questionnaire 2 contained five sections 

with a total of 21 questions that were both closed and open-ended (Table 1). The two questionnaires were 

pretested on a pharmacy professor (involved in communication training) and reviewed by a professor from 

a medical faculty in Norway (involved in similar studies and communication training from the medical 

education).  

Summary of data and simple descriptive statistical analysis was done in SPSS software (SPSS 

22.0 for Windows, SPSS Inc., Chicago, IL). Structuring of the open-ended questions was done in NVivo 

qualitative data analysis software (QSR International Pty Ltd. Version 10, 2012). All authors read the free-

text responses. The first author summarized the free-text responses (Table 1). A descriptive approach to 

the analysis of the free-text responses was chosen, and responses were categorized according to the main 

sections from questionnaire 2 (Table 1). In, addition a review of the formal course objectives was done 

based on available information on the schools’ homepages or provided by the respondents. 

 

RESULTS  

All 11 pharmacy schools completed questionnaire 1. In questionnaire 2, 29 relevant courses were 

identified and responses were received from 26 (characteristics of the study population are listed in Table 

2). The results are presented on an aggregate level for all Nordic schools and course types: pharmacy 

practice experience course (PPE), communication as a stand-alone course (CSC), other courses (OC, ie, 

pharmacotherapy, interdisciplinary, social and/or clinical pharmacy courses). The courses were 

categorized to provide a better description of the training in addition to the PPE required by the European 

Union (EU).
23

 Examples are given of individual schools to demonstrate varying teaching practices. 

Quotations exemplifying the free text answers are found in Appendix 1.  

All schools taught communication skills with most offering it at the end of the program year 

(median in year 4) (Table 3). None of the schools taught communication skills during the entire duration 

of the curriculum. Within each curriculum, the range of courses was 1-5 (mode 1). Overall, the PPE is the 

predominant period of patient communication skills training. Four schools had patient communication 

skills training as CSC, also mentioned in the course name. Seven schools had communication skills 

training integrated in OC. Four schools used all three course types (PPE, CSC and OC). One school in 

Finland reported using the United States Pharmacopeia (USP) Medication Counseling and Behavior 

Guidelines Empowerment and Concordance theoretical framework for their communication curriculum. 

Patient communication laboratories were available at two schools in Finland. Table 3 shows the number of 

hours of teacher-led communication education. 

A review of the course objectives showed many having no connection between objectives and 

course content with learning outcomes. OC and PPE course objectives often mention communication 

without further explanation or specification , eg, “Central aspects considering…communication are 

discussed…customer communication.” In PPE courses, a common learning outcome was “to be able to 

give rational information/and in dialog identify medicine use related problems.” Some learning outcomes 

were more patient focused: “guide and empower patients in order to give them the maximum benefit of 

their medicines.” The clinical pharmacy courses often focused on “executing a medicine use review.” In 

two CSC courses, the main focus of both objective and learning outcomes was on communication skills 

and how they affect the use of other pharmacy skills.  

Three schools reported employing individuals who were responsible for coordinating patient 

communication skills training throughout the curriculum. The most common educational backgroundof 

faculty teaching communication training was pharmacy without formal communication education (ie an 



 

university education in communication science and/or communication skills education/training.)
 
 (17 

courses). Six schools had professors, associate and assistant professorswith formal training in patient 

communication skills (3 of 4 courses within a CSC, 1 of 12 PPE, and 3  of 10 OC). In general, respondents 

expressed that more faculty who teach “communication” would be beneficial and some felt that the PPE 

tutors did not have sufficient competency to assess/give feedback on communication skills. Two also 

mention their own lack of competency in the area, for example, that they as pharmacists lacked patient 

communication education. Respondents responsible for courses involving faculty with clinical experiences 

reported that this facilitated training.  

 

 

In the free text answers related to general information about the communication training and resources 

needed, many respondents identified the PPE course with patients in real life as a great opportunity for 

student learning. Respondents having a patient communication course arranged before the first part of 

practical training praised this because they felt it eased the transition to practice. Further, some 

respondents here mentioned problems with engaging and motivating students on the topic, as well as 

making them realize the importance of communication skills training for their future professional life. A 

few reported that students did not perceive it as “science.” One respondent shared how she/he had 

managed to engage the students and that until today, the students did not question the relevance of patient 

communication skills training. Many respondents mentioned a desire for a greater focus on 

communication skills training, for example, longer courses, more practical training, better ways of 

transferring communication theory into practice, and time for students to reflect on communication skills 

and the professional role. Further, teaching, what they perceived as too large classes  made it difficult to 

individualize the training to ensure that all students received sufficient training and feedback. Common 

barriers were time and money. In the free text answers, few respondents were satisfied with the current 

status. Nearly all respondents said they planned to expand and/or restructure the communication teaching. 

Some schools planned to introduce the training earlier, restructure their course into several minor parts, 

increase focus on interdisciplinary training, and use better resources such as virtual pharmacies and/or 

training centers. 

Advising, informing and listening are skills taught at all schools (Table 4). Less represented skills 

and topics were health literacy, communicating with children about medicines (except in CSC) and 

motivational interviewing technique (except in CSC). On average, each school offered 24 different skills 

and/or topics (range 8-31). In Finland, one school devoted 92 hours of teacher-led communication skills 

training and covered 31 skills; other schools devoted less time (10-15 hours) but still covered 20 skills. 

Topics and skills to teach were chosen by a more formalized approach, ie by a core content analysis 

among teachers, students and pharmacists working in practice about relevant topics and skills, or 

informally by the teachers themselves (topics believed in some way to improve communication skills).  

Patient communication skills training was taught via lectures at all schools (Table 5). Fewer 

schools (range 3-7)  used more experiential (interactive/practical) training methods, such as video 

recording, role play, and simulated patients. Two schools used computer simulations. Practical training 

with real patients occurred during the PPE and was used by all schools. In median, 12 teaching methods 

were in use at each school (range 3-14). The most commonly used textbook was “Communication Skills 

in Pharmacy Practice‐A Practical Guide for Students and Practitioners” by Beardsley et al
35

, used by 4 

schools in 5 PPE courses and 1 CSC course. 

The most common way of providing feedback to students was through pharmacy tutors during the 

PPE period and the least used methods were feedback by self-evaluation and video recording (Table 6). In 

median 2, different feedback methods were used at each school (range 1-6). None of the schools reported 

assessing students’ overall development of patient communication skills during training across the 

courses/years. 

 Reflected in the free text answers some respondents found it challenging to find teaching methods 

that reflected practice and that also engaged students. Respondents using role play said that role play was 

a good learning experience for the students, especially when it was followed with group discussions. 



 

Others, however, mentioned difficulties with this method as some students did not take it seriously. Other 

methods used include employing an actor to mimic real situations and combining several teaching and 

assessment methods. In the free text many respondents reported they would welcome using more 

experiential teaching methods such as role play, theater, simulation, actors, video recording, e-learning (ie, 

online self-directed learning modules) and focus more on patient cases in the education. In the free text, 

some also mentioned a desire for more individualized training in one-on-one situations and better adapted 

physical resources, eg, a training pharmacy. 

 
 

Different assessment methods, in median 2,  were used per school (range 1-5).. Assessment by a 

reflective essay was a common assessment method (Table 7). One school used objective structured 

clinical examinations (OSCE) as a summative assessment method. Some respondents mentioned 

assessment (summative and formative, ie, feedback) as a challenging area both regarding finding good and 

quality- assured assessment methods, and time, money and competence for executing the assessments. 

Respondents would further develop assessment methods in an ideal world by using OSCE. 

 

 

DISCUSSION  

This is the first study mapping current practice and course leaders’ opinions on communication 

skills training at Nordic pharmacy schools. This study can serve as a basis for future research, 

development and improvement of communication skills training. The most common way of patient 

communication skills training was through PPE. There is considerable variation of patient communication 

skills training among schools, both among Nordic countries and within the pharmacy schools in each 

country. Some of these variations were on the number of hours of teacher-led training (6 to 92 hours), the 

availability of communication training as standalone courses (offered at four schools), interdisciplinary 

training (two schools), use of experiential teaching methods, number of courses aside from the required 

PPE per school (range 2-5), assessment methods, and use of patient communication laboratories. Schools 

that devote more teaching hours use more experiential teaching methods. The identified pattern of 

communication training are similar to those identified by previous studies eg less focus on experiential 

teaching methods, lack of standardized assessment methods and use of written examinations .
27-31

  

Figure 1 is an illustration of possible strategies to enhance communication skills training, 

identified from previous research, and interpretation of the results how they may be connected/scaffolded 

and used to improve students learning communication skills 

The results reflect varying prioritization of the topic at different schools and countries and could 

both mirror pharmacists’ (current and traditional) work cultures in their respective countries and type of 

university (small, big, new, old, etc.). Finnish pharmacy schools devote the most number of hours to 

training and provide the most number of patient communication laboratories. This may be because Finland 

has the “strictest” legislation of communication in pharmacies as the country only allows pharmacists (and 

not pharmacy technicians) to counsel on medicines, and consequently, many pharmacists work there.
36 

Despite this, Finland still has difficulties with varying counseling practice.
12-14

 In Norway, where almost 

all students who have graduated from a pharmacy school work in pharmacies, some schools have invested 

more time in patient communication training. In Denmark and Sweden (historically), many pharmacists 

work in the pharmaceutical industry  

None of the pharmacy schools spread the communication skills training over all five years of 

education. Training occurs at a relatively late stage at several schools. This results to missed opportunities 

in providing additional training for students for skills development by repetition and rehearsing of 

communication skills.
17,29,31,37,38

 Early placement of the practical training, such as an early introductory 

PPE in the curriculum, has been shown to help students to better grasp the theoretical knowledge in 

Finland.
39,40  
An evidence-based framework, either consensus-skill based or outcome based, has been 

recommended for a health care professional’s communication curriculum.
16,17,41

 This framework should be 



 

flexible to fit each patient meeting. Students need an evidence-based framework and a toolbox of 

communication skills to pick from.
17

 There is no consensus among Nordic pharmacy schools on what 

skills and issues to teach. A recent statement from health care professionals (including pharmacists) calls 

for such a unified approach and argue that it is necessary and possible.
16

 Hyvärinen reported that each 

profession has its own discipline specific communication skills, which should be emphasized when 

developing a patient communication skills curriculum.
42

 

Didactic and experiential teaching methods were identified. Many of the courses include different 

teaching methods, and as earlier studies have shown, communication training can be performed in 

different ways.
26,28

 Lectures are the most common form of teaching and students practice with real patients 

in PPE. Few schools use experiential teaching methods; only three schools use video recordings and 

mainly in a CSC. This is in line with earlier findings from American and Canadian pharmacy schools 

where lectures were the primary mode of delivery.
31

 No comprehensive study regarding pharmacy 

education compares different learning methods or curricula concerning effectiveness.
26,31

 At medical 

schools, models for curricula design and experiential learning such as role play, simulated patients, and 

video recording have been shown to be effective.
17,43,44

 They could possibly be effective for pharmacy 

students as well, and could hence be interesting to develop, evaluate and use more in pharmacy schools. .  

Observation, feedback, self-directed learning and skill assessment are essential components in 

helping students learn patient communication skills.
17,19,45

 In this study, feedback and a summative 

judgement are often conducted by PPE tutors (typically pharmacy employees/community pharmacists). 

They often lack training in communication skills, according to a Swedish study.
46

 Consequences can be 

variable assessment of students based on subjective judgments. To receive the full potential of the patient 

communication skills training package, faculty members and preceptors must have relevant skills and 

have completed training themselves.
17

 Pharmacy preceptors play an important role in the education of 

pharmacy students’ practical pharmacy training. Previous studies in Sweden showed that preceptor 

training is important for the students' outcome of the course regarding level of reflection achieved at the 

end of the PPE.
47

 Faculty and preceptors should be trained in a wide variety of teaching methods, theories 

and knowledge about student attitudes toward learning such skills eg, by increasing their theoretical 

knowledge but also by participating in different experiential training sessions. This can be done through 

short programs/workshops, local networks, online training materials, in-house training.
17

  

Faculty should also support students to self-directed learning. Studies suggest that scaffolding 

could be used to form self-directed learners, since scaffolding aligns progressive development of skills by 

using formative feedback and summative assessments with the goal of helping students be more 

independent learners toward the end of their education.
19

 Blended training format, a mix of e-learning and 

in-class experiential teaching with feedback, could be an attractive teaching format to improve students’ 

communication skills and as a way to streamline resources.
48

 None of the schools assess the overall 

development and the summative assessment methods appear not focused on assessing actual 

communication skills with patients (or actors). There is no consensus on more formal summative 

assessment methods. This was further confirmed in the free-text answers as a difficult area and where 

improvements are needed. These finding are in line with previous studies, which found a shortage of 

validated instruments for assessing patient communication skills training of pharmacy students.
26,29-31

 

All but one respondents identified a need to increase the patient communication skills training. 

They listed several organizational barriers such as lack of resources, money and time for advancing the 

education. This is reflected in the reported amount and type of patient communication education. For 

example, schools devoting 6-15 hours of communication skills training probably only manage to teach 

students communication skills superficially and not in a one-on-one learning situation. One explanation 

for these discrepancies could be that pharmacists traditionally have been taught to manufacture medicines. 

It seems as if many curricula are lagging behind. Schools would need to allocate another resource. It can 

be challenging to increase and restructure communication education in an already crowded curriculum, 

balancing it to mirror current and future work practice. One could argue that a strategy might be to work 

on the attitudes and awareness of the topic’s importance in achieving rational medicine use in the society 

among key faculty members and other decision makers. Many students will, during their professional life, 



 

encounter patients daily at pharmacies, municipalities (nursing homes, at the GPs) and hospitals in the 

Nordic countries. Therefore, pharmacists need well-developed communication skills to transfer their 

clinical competence to patients. Limited training in patient communication skills is one reason for the 

scarce communication on medicines in Nordic pharmacy practice.
7-14

  

The questionnaire was not anonymous (respondents were identified), which might have resulted in 

socially desirable answers. Some schools also offer different voluntary courses with elements of 

communication training; those were excluded from the study. In general, respondents found it difficult to 

report the amount of teacher-led training and it was missing for some courses. In addition, different 

interpretations of which courses to include might have been present among the participants, as many 

courses contain little training or fragments. This might have led to an under- or over-reporting of courses.  

Questions can be raised on how much time, resources, and type of teaching methods are needed to 

raise good counselors for pharmacy practice. More research is needed to measure different educational 

interventions and impact of curriculum designs on pharmacist practice and patient outcomes. A case study 

of successful patient communication curricula could give insight into best teaching practice. 

 

CONCLUSION 

Nordic pharmacy schools need to restructure their communication skills training to help students 

and future pharmacists improve their communication skills so they can provide effective patient care.  

ACKNOWLEDGMENTS 

The authors would like to thank all the participants for taking their time to share their experiences, 

and the professor from a medical faculty in Norway who reviewed an early questionnaire version. 

REFERENCES 
1. Clifford S, Barber N, Elliott R, Hartley E, Horne R. Patient-centred advice is effective in improving adherence 

to medicines. Pharm World Sci. 2006;28(3):165-170. 

2. De Young M. Research on the effects of pharmacist-patient communication in institutions and ambulatory care 

sites, 1969-1994. Am J Health Syst Pharm. 1996;53(11):1277-1291. 

3. Nkansah N, Mostovetsky O, Yu C, et al. Effect of outpatient pharmacists’ non-dispensing roles on patient 

outcomes and prescribing patterns. Cochrane Database Syst Rev. 2010;(7):CD000336. 

4. Okumura L, Rotta I, Correr C. Assessment of pharmacist-led patient counseling in randomized controlled trials: 

a systematic review. Int J Clin Pharm. 2014;36(5):882-891. 

5. Puspitasari HP, Aslani P, Krass I. A review of counseling practices on prescription medicines in community 

pharmacies. Res Social Adm Pharm. 2009;5(3):197-210. 

6. Murad MS, Chatterley T, Guirguis LM. A meta-narrative review of recorded patient–pharmacist interactions: 

Exploring biomedical or patient-centered communication? Res Social Adm Pharm. 2014;10(1):1-20. 

7. Olsson E, Ingman P, Ahmed B, Sporrong SK. Pharmacist-patient communication in Swedish community 

pharmacies. Res Social Adm Pharm. 2014;10(1):149-155. 

8. Kaae S, Mygind A, Saleem S. A characterization of the current communication patterns in Danish community 

pharmacies – an observational study. Res Social Adm Pharm. 2013;9(6):958-964. 

9. Håkonsen H, Toverud EL. Cultural influences on medicine use among first-generation Pakistani immigrants in 

Norway. Eur J Clin Pharmacol. 2012;68(2):171-178. 

10. Mamen AV, Håkonsen H, Kjome RL, Gustavsen-Krabbesund B, Toverud EL. Norwegian elderly patients’ need 

for drug information and attitudes towards medication use reviews in community pharmacies. Int J Pharm Pract. 

2015;23(6):423-428. 

11. Lyszkiewicz DA, Gerichhausen S, Björnsdottir I, Einarson TR, Koren G, Einarson A. Evidence-based 

information on drug use during pregnancy: a survey of community pharmacists in three countries. Pharm World 

Sci. 2001;23(2):76-81. 

12. Puumalainen II, Peura SH, Kansanaho HM, Benrimoj CSI, Airaksinen MSA. Progress in patient counselling 

practices in Finnish community pharmacies. Int J Pharm Pract.2005;13(2):149-156. 

13. Vainio KK, Airaksinen MS, Hyykky TT, Enlund KH. Effect of therapeutic class on counseling in community 

pharmacies.  Ann. Pharmacother. 2002;36(5):781-786. 

14. Kansanaho H, Isonen-Sjolund N, Pietila K, Airaksinen M, Isonen T. Patient counselling profile in a Finnish 

pharmacy. Patient Educ Couns. 2002;47(1):77-82. 



 

15. Hargie ODW, Morrow NC, Woodman C. Pharmacists’ evaluation of key communication skills in practice. 

Patient Educ Couns. 2000;39(1):61-70. 

16. Bachmann C, Abramovitch H, Barbu CG, et al. A European consensus on learning objectives for a core 

communication curriculum in health care professions. Patient Educ Couns. 2013;93(1):18-26. 

17. Kurtz S, Draper J, Silverman J. Teaching and Learning Communication Skills in Medicine. 2nd ed. London: 

Radcliffe Publishing; 2005;1-369. 

18. Hargie O. The Handbook of Communication Skills. 3rd ed. London: Routledge; 2006:1-586. 

19. Planas LG, Er NL. A systems approach to scaffold communication skills development. Am J Pharm Educ. 

2008;72(2):Article 35. 

20. Planas LG. Interpersonal communication for pharmaceutical care. In: Rickles N, Wertheimer A, Smith M, eds. 

Social and Behavioral Aspects of Pharmaceutical Care. 2nd ed. Sudbury, MA: Jones and Barlett Publishers; 

2010:195-222. 

21. FIP/WHO. Good Pharmacy Practice. Joint FIP/WHO guidelines on GPP: Standard for quality of pharmacy 

services. The Hauge, Netherlands: International Pharmaceutical Federation (FIP); 2012. 

22. Accreditation Council for Pharmacy Education. Accreditation standards and key elements for the professional 

program in pharmacy leading to the doctor of pharmacy degree. Standards 2016. https://www.acpe-

accredit.org/pdf/Standards2016FINAL.pdf. Accessed October 17 2016.  

23. European Parliament and the Council. Directive 2005/36/EC of the European Parliament and of the Council of 7 

September 2005 on the recognition of professional qualifications 17/01/2014 (consolidated version). 

2005/36/EC. J Eur Union. 2005. http://eur-lex.europa.eu/legal-

content/EN/TXT/HTML/?uri=CELEX:02005L0036-20140117&from=EN . Accessed November 21 2017. 

24. International Pharmaceutical Federation. FIPEd global education report. The Netherlands. 2013. 

http://www.fip.org/files/fip/FIPEd_Global_Education_Report_2013.pdf.  

November 21 2017. 

25.   Nunes-da-Cunha I, Arguello B, Martinez FM, Fernandez-Llimos F. A comparison of patient-centered care in    

pharmacy curricula in the United States and Europe. Am J Pharm Educ. 2016;80(5):Article 83. 

26. Wallman A, Vaudan C, Sporrong SK. Communications training in pharmacy education, 1995-2010. Am J 

Pharm Educ. 2013;77(2):Article 36. 

27. Hargie ODW, Morrow NC. A survey of interpersonal skills teaching in pharmacy schools in the United-

Kingdom and Ireland. Am J Pharm Educ. 1986;50(2):172-175. 

28. Billow JA. The status of undergraduate instruction in communication-skills in United-States colleges of 

pharmacy. Am J Pharm Educ. 1990;54(1):23-26. 

29. Beardsley RS. Communication skills development in colleges of pharmacy. Am J Pharm Educ. 2001;65(4):307. 

30. Kimberlin CL. Communicating with patients: skills assessment in US colleges of pharmacy. AmJ Pharm Educ. 

2006;70(3):Article 67. 

31. Schwartzman E, Chung EP, Sakharkar P, Law AV. Instruction and assessment of student communication skills 

in US and Canadian pharmacy curricula. Curr Pharm Teach Learn. 2013;5(6):508-517. 

32. Parry RH, Brown K. Teaching and learning communication skills in physiotherapy: what is done and how 

should it be done? Physiotherapy. 2009;95(4):294-301. 

33. Hargie O, Boohan M, McCoy M, Murphy P. Current trends in communication skills training in UK schools of 

medicine. Med Teach. 2010;32(5):385-391. 

34. Hargie O, Dickson D, Boohan M, Hughes K. A survey of communication skills training in UK schools of 

medicine: present practices and prospective proposals. Med Educ. 1998;32(1):25-34. 

35. Beardsley R, Kimberling C, Tindall W. Communication Skills in Pharmacy Practice. 5th ed. Philadelphia, PA: 

Lippincott Williams & Wilkins; 2008:1-248. 

36. Svensberg K, Björnsdottir I, Kälvemark Sporrong S. Legal cognitive requirements impact on pharmacy practice 

and patient outcomes. Res Social Adm Pharm. 2015;11(6):784-802. 

37. Deveugele M, Derese A, De Maesschalck S, Willems S, Van Driel M, De Maeseneer J.Teaching communication 

skills to medical students, a challenge in the curriculum? Patient Educ Couns. 2005;58(3):265-270. 

38. Blom L, Wolters M, Ten Hoor-Suykerbuyk M, van Paassen J, van Oyen A. Pharmaceutical education in patient 

counseling: 20h spread over 6 years? Patient Educ Couns. 2011;83(3):465-471. 

39. Katajavuori N, Lindblom-Ylänne S, Hirvonen J. The significance of practical training in linking theoretical 

studies with practice. High Educ. 2006;51(3):439-464. 

40. Pitkä K, Löfhjelm U, Passi S, Airaksinen M. Integrating internships with professional study in pharmacy 

education in Finland. Am J Pharm Educ. 2014;78(9):Article 173. 

http://eur-lex.europa.eu/legal-content/EN/TXT/HTML/?uri=CELEX:02005L0036-20140117&from=EN
http://eur-lex.europa.eu/legal-content/EN/TXT/HTML/?uri=CELEX:02005L0036-20140117&from=EN


 

41. Street Jr RL, De Haes HC. Designing a curriculum for communication skills training from a theory and 

evidence-based perspective. Patient Educ Couns. 2013;93(1):27-33. 

42. Hyvärinen M-L, Tanskanen P, Katajavuori N, Isotalus P. A method for teaching communication in pharmacy in 

authentic work situations. Commun Educ. 2010;59(2):124-145. 

43. Berkhof M, van Rijssen HJ, Schellart AJ, Anema JR, van der Beek AJ. Effective training strategies for teaching 

communication skills to physicians: an overview of systematic reviews. Patient Educ Couns. 2011;84(2):152-

162. 

44. Smith S, Hanson JL, Tewksbury LR, et al. Teaching patient communication skills to medical students – a review 

of randomized controlled trials. Eval Health Prof. 2007;30(1):3-21. 

45. International Pharmaceutical Federation. Counseling, concordance and communication: innovative education for 

pharmacists. Hague, the Netherlands, 2012. https://fip.org/files/fip/HaMIS/fip_ipsf_pce_2nd_2012.pdf.  
Accessed November 21, 20167. 

46. Wallman A. Pharmacy internship: students’ learning in a professional practice setting [doctoral thesis]. Uppsala, 

Sweden; the University of Uppsala, 2010. 

47. Wallman A, Lindblad AK, Gustavsson M, Ring L. Factors associated with reflection among students after an 

advanced pharmacy practice experience (APPE) in Sweden. Am J Pharm Educ. 2009;73(6):Article 107. 

48. Hess R, Hagemeier NE, Blackwelder R, Rose D, Ansari N, Branham T. Teaching communication skills to 

medical and pharmacy students through a blended learning course. Am J Pharm Educ. 2016;80(4):Article 64. 

  



 

 

Table 1. Main Sections and Examples of Topics in Each Section of Questionnaires 1 and 2 

Questionnaire and Main Sections Example of Topics 

Questionnaire 1 

  Communication courses (Yes/No) 

  Patient communication laboratory (Yes/No) 

  Anticipated future changes to the training 

 

Questionnaire 2 

Numerical and categorical answers. Free-text comments 

Course content (general information about the training) 

 Course name and type  

Teacher-led training in hours and/or ECTS of communication 

skills training 

Placement of training (year) 

Teachers’ educational background 

 Interdisciplinary course (Yes/No) 

 Formal course objectives
a
 

 

Topics and skills 

 Central topics and/or skills used 

 Selection of central topics and/or skills 

 

Teaching methods 

 Teaching and individual feedback method(s) used 

Training on how to give feedback 

Training on self-reflection of communication skills 

Texts, books, papers etc., used 

 

Assessment of patient communication skills training 

 Assessment method (s) 

Further explanation of the assessment method(s) used 

Assessors’ educational background 

 

Free-text response: Teachers’ views  

 Are there things you would like to see done differently or would 

do in an ideal world? If so, what would they be? 

 Key strengths and opportunities related to communication skills 

teaching 

 Key challenges or problems related to communication skills 

teaching  

 Anticipated future (in a two year timeframe) developments 

 Other comments 
a A review of the formal course objectives was based on available information online or respondents’ comments. 

 

  



 

 
Table 2. Participant Characteristics of  the Study Population Involved in Communication 

Skills training in Nordic Pharmacy Schools 

Variable Questionnaire 1 Questionnaire 2 

Answers (N) 11 26/29
a
 

Gender   

Female 8 21 

Male 3 4 

 

Job position   

Dean 2  

Program coordinator 9  

Professor  4 

Associate professor or  

lecturer with PhD  

 

14 

Course leader without PhD (assistant 

professor)  8 

Nordic= Denmark, Finland, Iceland, Norway and Sweden  

a From one school, answers were received from 1 out of 4 identified courses. Some respondents 

completed the questionnaire for more than one course. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

Table 3. Structure of the Communication Skills Training in Nordic Pharmacy Schools (Denmark, Finland, Iceland, 

Norway and Sweden) 

 Number of Schools Number of Courses
a
 

Variable 

Schools 

(n=11) 

CSC 

(n=4) 

PPE 

(n=14) 

OC 

(n=11) 

Categorization of communication courses
a
/content      

Integrated in PPE
b
 11  14  

Integrated in a pharmacotherapy and/or clinical 

pharmacy course  7   7 

Communication as a standalone course 4 4   

Integrated in an interdisciplinary course 2   3 

Integrated in a social pharmacy course 1   1 

 

Placement of training (year)
c
     

First  2 0 0 2 

Second  2 2 0 1 

Second and third  1 0 1 0 

Third  3 1 2 2 

Fourth  6 1 5 3 

Fifth  5 0 4 2 

 

Teacher-led training in hours  Average(SD); Median; Range
d
 

Overall 25(25); 16; 6-92 

PPE 8(6); 9; 0-18 

CSC 27(17); 22; 12-52 

OC 15(13); 13; 3-40 

Denmark (range) 7-10 

Finland (range)
e
 24-92 

Iceland (range)
f
 12 

Norway (range) 16-41 

Sweden (range)
g
 6-23 

Abbreviations: PPE=pharmacy practice experience course; CSC= communication as a stand-alone course; OC= other courses 

(pharmacotherapy, interdisciplinary, social and/or clinical pharmacy course).  
a The survey identified 29 courses; 26 received an answer. All 29 courses were included in the initial categorization.  
b Three schools have divided the pharmacy practice experience (PPE) into two courses.  

c Missing placement for three courses from one school, excluded in the following analysis. 
d Ten missing values (courses). Three courses from one school was excluded from the analysis. 

e Four missing values (courses). Three courses from one school was excluded from the analysis. 
f  Four missing values (courses). Only one pharmacy school in Iceland. 
g Two missing values (courses). 



 

 
Table 4. Central Communication Skills and Topics Taught in Nordic Pharmacy Schools (Denmark, Finland, Iceland, 

Norway and Sweden) 

 Number of Schools Number of Courses
a
 

Variable 

Schools 

(n=11) 

CSC 

(n=4) 

PPE 

(n=12) 

OC 

(n=10) 

Listening 11 4 9 8 

Advising 11 4 11 4 

Informing 11 3 11 5 

Use of understandable language 10 4 9 7 

Risk-benefit communication about medications 10 4 9 4 

Question techniques 10 4 7 4 

Cultural diversity 10 4 7 2 

Explaining 9 4 9 5 

Empathy 9 4 6 7 

Interprofessional communication 9 3 7 5 

Importance of caring for patients 9 4 7 3 

Non-verbal communication 9 2 6 6 

Probing 9 3 6 5 

Patient privacy and confidentiality 8 3 8 6 

Summing-up the pharmacist-patient conversation 8 4 5 7 

Interviewing 8 4 7 3 

Communicating sensitive topics 8 4 7 2 

Counseling technics 8 3 6 3 

Counseling technics to improve adherence 8 4 5 2 

Communicating with elderly patients 7 3 7 3 

Communication theories 7 3 5 3 

Communicating with upset patients 6 2 6 1 

Communicating with immigrants
b
  6 1 7 0 

Mirroring patient's behavior 5 2 5 1 

Handling confrontations 5 3 4 1 

Supportive communication 5 3 4 0 

Building rapport 5 1 2 3 

Group dynamics 5 1 3 2 

Communicating with children 4 3 4 0 

Motivational interviewing 4 3 4 0 

Health literacy  4 1 2 1 

Abbreviations: PPE = pharmacy practice experience course; CSC = communication as a stand-alone course; OC= other 

courses (pharmacotherapy, interdisciplinary, social and/or clinical pharmacy course). 
a Missing values from two courses.  
b People with language difficulties. 

 

  



 

Table 5. Teaching Methods of Communication Skills in Nordic Pharmacy Schools (Denmark, Finland, Iceland, 

Norway and Sweden) 

 Number of Schools Number of Courses 

Variable 

Schools 

(n=11) 

CSC 

(n=4) 

PPE 

(n=12) 

OC 

(n=10) 

Lectures 11 4 7 8 

Group discussions of communication cases 11 4 6 5 

Reflective writing 9 4 7 3 

Practice with real patients 8 0 9 3 

Books/literature reading 8 4 4 5 

Practice in real settings (pharmacy, hospital) 8 0 9 5 

Other
a
 8 1 4 4 

Practice by role-playing with fellow students 7 4 1 5 

Observing pharmacists communicating with patients 7 0 6 4 

Video demonstrations of communication cases 6 2 1 5 

Project work on patient communication 5 2 2 3 

Practice with simulated patients (actors) 4 2 2 3 

Online communication learning materials (including 

lectures, books, self-guides) 4 3 1 3 

Modeling/demonstrating "best communication practice"   by 

teachers (not working at a pharmacy/hospital) 4 3 0 2 

Modeling/demonstrating "best communication practice" by 

pharmacists working at a pharmacy/hospital 3 0 2 3 

Video recording of students’ patient meetings 3 2 1 0 

Abbreviations: PPE=pharmacy practice experience course; CSC= communication as a stand-alone course; OC= other courses 

(pharmacotherapy, interdisciplinary, social and/or clinical pharmacy course). 
a Other types of teaching methods (examples: interdisciplinary teamwork exercises, video recording of the role play between 

students). 
  



 

 

 
Table 6. Methods of Giving Feedback on of Communication Skills in Nordic Pharmacy Schools (Denmark, Finland, 

Iceland, Norway and Sweden) 

 Number of Schools Number of Courses 

Variable 

Schools 

(n=11) 

CSC 

(n=4) 

PPE 

(n=12) 

OC 

(n=10) 

Training in self-reflection of communication skills
a
     

Yes 5 2 3 2 

No 4 1 6 5 

Very little 2 0 1 1 

 

Methods for giving feedback
b
     

Feedback by pharmacy tutor 9 0 9 1
c
 

Student feedback 7 4 1 4 

Teacher feedback  7 4 3 5 

Video recording 3 1 1 2 

No feedback
d
 2 0 0 2 

Other method(s) 2 0 2 1 

Feedback by self-evaluation 1 0 1 0 

Abbreviations: PPE=pharmacy practice experience course; CSC= communication as a stand-alone course; OC= other courses 

(pharmacotherapy, interdisciplinary, social and/or clinical pharmacy course). 
a Missing values from five courses.  
b Missing values from one course. 
c Tutor at a hospital. 
d Two schools had courses without feedback. However, students received feedback in other courses at those schools. 

  



 

Table 7. Assessment Methods of Communication Skills in Nordic Pharmacy Schools (Denmark, Finland, 

Iceland, Norway and Sweden) 

 Number of Schools Number of Courses (n=26) 

Variable 

Schools 

(n=11) 

CSC 

(n=4) 

PPE 

(n=12) 

OC 

(n=10) 

None
a
  3 0 2 4 

 

Written Exam      

Essay: self-reflection 6 1 6 2 

Written exam unspecified 3 2 1 1 

Student self-assessments  3 2 1 2 

Portfolio 1 0 0 1 

 

A practical exam     

Communication skills tested as part of a 

“content” test (prescription dispensing 

test) 4 0 5 1 

Oral presentation of patient cases 

including a discussion  of communication 

skills 2 1 1 2 

Role play 2 1 0 1 

Practical exam unspecified 2 1 0 0 

OSCE 1 0 0 1 

 

Who conducts the formal assessments?
b
     

Examiner with formal communication 

science/communication skills 

education/training  5 3 1 1 

Examiner without formal communication 

science/communication skills 

education/training 10 2 10 3 

Abbreviations: PPE = pharmacy practice experience course; CSC = communication as a stand-alone course; OC= other 

courses (pharmacotherapy, interdisciplinary, social and/or clinical pharmacy course). 
a One school had no assessment at all; two schools had courses without assessment.  
b Two missing values, not relevant for the six courses without assessment and two courses had examiner both with and 

without formal communication education 

 

 

 

  



 

  



 

Appendix 1. Quotations to Exemplify the Free Text Answers Arranged According to the Main 

Sections of Questionnaire 2. 
 

Course Content 

-General Information about the Patient Communication Skills Training and Resources 
 

“...the students don´t consider this SCIENCE! They seem to think that science is only natural science... 

which is not true... of course.... whenever a good communication teacher has given a brilliant lecture the 

students tended to say ‘well, this is just common sense.’” (Respondent 3) 

 

"We have succeeded in motivating students: at the beginning/…/ we had to constantly explain how 

important the course was, nowadays this is not required, the course is widely seen as necessary.” 

(Respondent 26) 
  
“Students need more training, first in a safe environment, then with real patients.” (Respondent 20) 

 

“Communication skills should be focused upon to a much greater extent than they are and from an earlier 

point in time. The way our course is structured is not optimal. Several hours of quite passive listening 

crammed into two days is not enough and is counterproductive. One-on-one exercises in smaller groups 

spread over a few days with a summing up of the most important moments for the whole class is one 

option. In situ assignments after agreement with certain pharmacies is another–this would require time, 

energy, dedication, and trust. But it is worth it.” (Respondent 4) 

 

"Large groups vs not enough resources. New teaching methods should be implemented. The majority of 

the students are young, starting to find their professional identity and their own work reflection abilities. 

It is possible to achieve that, but requires work, time and peace and quiet. Students would benefit from 

personal mentoring and calm small–groups. That is not possible now (too large groups!).” (Respondent 

26) 

“I find it difficult to have enough knowledge to teach communication skills to students.”(Respondent 25) 
 

Teaching Methods  
 

“Feedback and again more feedback. Find good teaching methods so that students take the subject 

seriously. Getting students to understand the difficulties and the need to talk and discuss communication. 

Many think that it is not a university subject and find it difficult to take the subject seriously. Going in with 

the setting ‘no one to teach me how to talk to customers.’” (Respondent 7) 

 

“In an ideal world we would have actors as customers/patients, as then we could really practice with 

complicated cases (angry, hostile customers, challenged customers, elderly, children, etc.). In an ideal 

world, we would also always have a trained communication skills teacher present (now she only meets the 

students once in a group meeting).” (Respondent 8) 
 

Assessment of Patient Communication Skills Training  
 

“Communication skills /…/ constitute many different skills. It is very difficult to assess the students for all 

these skills. As well, few pharmacy tutors have the competence to evaluate communication skills.” 

(Respondent 5) 

 

“The assessment would need to be quality assured further. Supervisors' opinion (pharmacy tutor) is today 

almost the only one. Which is a little vague and would have to be strengthened.” (Respondent 23) 
 


