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Abstract

Attitudes are an enduring set of beliefs, perceptions, and ideas. Students enrolled
in health professional courses may have strong beliefs and opinions on certain
topics related to professional education and their clinical practice. These attitudes
may become more apparent while health professional students are completing
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clinical placements. This chapter provides an overview of definitions of what
attitudes are; why attitudes are important; how attitudes develop, change, and
evolve; approaches to the measurement of and gathering attitude-related data;
types of quantitative attitude scales; qualitative approaches to gathering attitude
data; the steps involved in constructing an attitude measurement scale; and the
relevance of attitudes to health professional clinical education. Academic and
clinical educators need to be conversant on the topic of students’ attitudes and its
relationship to clinical education.

Keywords
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Introduction

Attitudes are part of us as human beings and an intrinsic aspect of health professional
students’ inner selves when completing clinical education placements, internships,
or clerkships. Attitudes are an internal component of our psyche, are enduring, and
influence our values, beliefs, and internal dialogue. As such, it is important for
academic and clinical educators to be mindful of health professional students’
attitudes. This is particularly relevant for the health care disciplines when providing
care and services involves interacting with patients, families, and other health care
team members. No doubt health professional students’ attitudes towards certain
cultural groups, social issues, diagnostic groups, and clinical decision making will
be challenged when completing practicums, internships, and placements. Part of the
role of academic and clinical educators is to respond to these ‘attitude-challenge’ or
‘attitude-confrontation’ incidences and provide ‘just-right’ learning experiences and
feedback that will promote students’ critical reflection, attitude refinement, and
professional growth. This chapter will cover the topic of attitudes and their mea-
surement. A definition of what attitudes are, how attitudes develop and evolve, why
attitudes are important (including in relation to clinical education), approaches and
techniques to gathering and measuring attitude data, and examples of attitude
research applied to health professional students will be discussed.

What Are Attitudes?

Attitudes are numerous and varied, reflected in the range of definitions of what
constitutes an attitude. Allport (1935, p. 810) defined an attitude as “a mental and
neural state of readiness, organized through experience, exerting a directive or
dynamic influence upon the individual’s response to all objects and situations with
which it is related.” An object, event, location, or individual (including oneself) that
is the focus of specific attitudes is referred to as an attitude object (Solomon 2017).
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Attitudes that people possess can be permanent or transitory, basic or fleeting,
complex or simple, and/or permanent or transient (Guyer and Fabrigar 2015).
Anastasi (1988, p. 584) described an attitude as “a tendency to react favorably or
unfavorably toward a designated class of stimuli, such as a national or ethnic group,
a custom or an institution.” Attitudes are learned, include features of personality
(such as interests, values, motivations, views, and social beliefs), can fall anywhere
along a continuum from acceptable/favorable to completely unacceptable/unfavor-
able, and can assume a number of aspects (including intensity, course, generality,
and/or specificity) (Crano and Gardikiotis 2015). All people develop, hold, and
express attitudes regardless of their gender, ethnicity, level of educational attainment,
socioeconomic status, age, status, or intelligence (Reid 2006).

By and large, people from a country or political region hold similar attitudes on a
range of issues. For example, values that Australian citizens espouse include free-
dom and dignity of the individual, freedom of religious beliefs, equality of men and
women, a sense of egalitarianism, fair play, and tolerance, and care for those in need.
Codes of conduct and ethical behavior for specific health care disciplines require
health professionals to demonstrate specific types of attitudes. Examples of these
attitudinal behaviors include altruism, respect, dignity, compassion, empathy, open-
ness, cultural awareness, equality, accountability, honesty, autonomy, motivation,
and social justice awareness. Conversely, attitudes considered undesirable in health
professionals include being judgmental, dishonest, negative, intimidating, and self-
centered. Therefore, health professional students completing practice education
placements need to have appropriate attitudes modelled to them, and also be given
constructive feedback on unacceptable attitudes they may express or behavior(s)
they may demonstrate.

Rosenberg and Havland (1960, p. 3) described attitudes as “predispositions to
respond in a particular way towards a specific class of objects.” Since attitudes are
predispositions, they are not measurable or visible, but in its place are delineated
from the way individuals respond to specific stimuli. Attitudes can be implicit or
explicit. Implicit attitudes operate at the conscious level with individuals being
aware of them, whereas explicit attitudes impact behavior unconsciously with no
recognition of them (Hahn et al. 2013). For this reason, even when attitudes are
characterized, they cannot be clearly observed, but instead must be implied from
observable verbal and nonverbal behavior(s). Students completing clinical place-
ments may demonstrate implicit attitudes towards certain clients or approaches to
professional practice, and it is the role of the fieldwork educator to provide feedback
to the student if these attitudes are deemed to be inappropriate or unprofessional in
nature.

There are different conceptualizations of attitudes. There is the ‘single component
model of attitudes’ where attitudes represent a person’s feelings, subjective reac-
tions, and sentiments towards an attitude object. In sum, it is a unidimensional view
of an attitude as the emotions and affect linked to the attitude object. On the other
hand, the ‘three components of attitudes’ view takes a multidimensional perspective
(Eagly and Chaiken 1993). The three components connected to the tripartite model
are affective responses (such as moods, feelings, and emotions); behavioral
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responses (explicit actions that individuals demonstrate to the attitude object); and
cognitive responses (such as thoughts, ideas, or beliefs based on information). In
relation to the attitude object, the three responses are all observable, but the attitude
is inferred from the overt reaction of the individual. This framework has also been
referred to as the ABC model of attitudes since it “emphasizes the interrelationships
among knowing, feeling, and doing” (Solomon 2017, p. 286).

Why Are Attitudes Important?

Attitudes are significant for a number of reasons, including the fact they are
predictive of behavior towards attitude objects, they are prevalent, are a discrimi-
nating influence on perceptions and memories, and underpin several mental func-
tions. Attitudes are accurate behavioral barometers if the attitudes themselves are
consistent, strong, based on familiarity and experience, and connected to the actions
being predicted. Katz (1960) proposed a functionalist theory of attitudes whereby
attitudes are governed by the functions they provide. He identified four types of
psychological functions that attitudes serve: (i) adaptive-adjustment/utilitarian func-
tion (e.g., when a person expresses socially acceptable attitudes and is then rewarded
by others with approval and social acceptance; this relates to the principles of reward
and punishment); (ii) ego-defensive function (e.g., attitudes that guard one’s self-
esteem from internal feelings and external threats or that rationalize actions that
make one experience guilt); (iii) value-expressive function (e.g., attitudes a person
articulates that are indicative of, or central to, who he/she is; and (iv) knowledge
function (e.g., attitudes provide meaning, worth, order, structure, and knowledge for
one’s life).

Overall, knowing peoples’ attitudes helps others in predicting their behavioral
responses. For example, a person may like people who are quiet, engaging, sensitive,
and gentle and be put off by individuals who are loud, boisterous, opinionated, and
discourteous. It is likely the impact of a person’s social-personal attitude in this
instance is to stay away from people who are outspoken and sure of themselves and
gravitate towards individuals who are a better social fit for them. It is interesting to
note that some researchers now believe that there is little to no association between
verbal assessments of attitude and explicit behaviors of individuals (Guyer and
Fabrigar 2015).

How Do Attitudes Develop?

A number of factors have been found to impact how and why attitudes form in
human beings. These can include the social environment, cultural context, religious
beliefs, family and home environment, maturity level, educational attainment, socio-
economic status, existing prejudices, political environment, and personal life expe-
riences in general. Attitudes can form directly as a consequence of direct personal
experience or observation (Fabrigar et al. 2005).
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Social norms and roles can have a powerful impact on a person’s attitudes. Social
norms comprise society’s guidelines for what activities are viewed as appropriate,
whereas social roles relate to how people are supposed to act in a specific environ-
ment or life role (Mackie et al. 2015). For example, international students from Asia-
Pacific countries often see their placement supervisors as ‘authority figures’ and as
‘superior’ in social and workplace contexts and tend to ‘listen’ to their supervisors as
opposed to being actively involved in discussions or asking questions. An additional
attitudinal concept is subjective norms which refers to the influence of what a person
believes others think or perceive what he/she should do. Subjective norms are
composed of two factors: (i) the intensity of a normative belief and (ii) themotivation
to comply with that belief (Solomon 2017).

According to the Learning Theory of Attitude Change, classical conditioning,
operant conditioning, and observational learning can be applied to alter people’s
attitudes. Learning in the form of classical conditioning can be used to modify
attitudes. People develop a favorable association with specific events, items, or
individuals (e.g., association of stimuli and responses) and henceforward will have
a positive attitude towards attitude objects. Operant conditioning can also be utilized
to change people’s behavior. For example, if a smoker receives enough negative
feedback (in the form of negative reinforcement) about their habit, they might
consider stopping smoking (Solomon 2017). Referred to as observational learning,
individuals also learn attitudes by observing the people in their immediate environ-
ment (Fabrigar et al. 2005). For example, people may spend time watching their
favorite news program, and this will influence their attitudes on specific news topics
presented. Friends, peers, significant others, and family members may influence a
person’s attitudes through observational learning.

Another type of attitude model is the Fishbein Expectation-Value Model (Fish-
bein 1963), which is composed of three elements: (i) salient beliefs that people have
about an attitude object; (ii) objective-attribute linkages which is the probability that
a specific object has a significant trait or feature; and (iii) evaluation of each of the
significant features.

Attitudes are typically integrated into a cognitive structure that is interconnected
(Schwarz 2015). Altering one attitude will necessitate a change in other attitudes.
Attitudes are linked horizontally and vertically. Vertical attitude structure refers to
connections between fundamental core beliefs, whereas a horizontal attitude con-
figuration occurs when two or more underlying beliefs are linked. Horizontally
structured attitudes are much more enduring and difficult to modify (Crano and
Gardikiotis 2015).

How Do Attitudes Change and Evolve?

Attitudes change and evolve over a person’s life span. Some types of attitudes are
deeply entrenched and are not readily open to influence or modification (Reid 2006).
This could be referred to as ‘attitude rigidity.’ Other types of attitudes fluctuate or
develop in response to a specific situation. Exhibiting ‘attitude flexibility’ implies
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that a person’s attitude is adaptable and able to shift or evolve based on the
environmental demands placed on it. There are several potential hurdles to attitude
change including a desire for consistency with what is familiar and comfortable, not
enough information, lack of an incentive to change, insufficient motivation, or lack
of adequate resources needed to make a substantial change.

There are several ways that attitudes can be changed or modified even though
they may be deeply entrenched. Attitudes will often change via direct experience in
life situations. Since harmful attitudes may result due to insufficient information, the
provision of new evidence will assist to change attitudes. Another useful means to
change attitudes is to settle differences between attitudes and behaviors. Finally, a
person’s attitudes may change to better match his/her behavior. This occurs due to a
person experiencing a state of cognitive dissonance, a behavioral concept connected
to Dissonance Theory of Attitude Change (Reid 2006). It happens when a person
experiences psychological distress due to incompatible thoughts or beliefs. To
decrease this sense of stress, a person may modify his/her attitudes so that they are
in better alignment with their other beliefs or actual behaviors. Individuals try to
reduce dissonance by eliminating, adding, or changing components of their attitudes
(Solomon 2017).

Students completing clinical education placements may experience episodes of
cognitive dissonance related to their learning, experience, and constructive feedback
they receive. For example, final year students completing their final placement may
be expected to independently manage their own caseload to meet the specified
learning goals to pass the placement, and they may feel distressed if they are not
given ‘enough’ cases to be responsible for. Hence, it is important that clear expec-
tations are negotiated and communicated between the supervisor and student so that
the fieldwork educators set clear expectations at the start of the placement to reduce
dissonance experienced by the student.

Approaches and Techniques to Gathering and Measuring
Attitude Data

Typically, there are four primary approaches towards gathering and measuring
attitude data: self-reports, reports of others, sociometrics, and records (Zikmund
et al. 2013). Self-reports involve individuals reporting directly about their own
attitudes, beliefs, feelings, and ideas about a specific topic. This type of self-report
attitude information is generated in one of two formats, written or oral. Written
attitude self-reports can take the form of questionnaires, quantitative rating scales,
logs, blogs, reflective journals, online surveys, or diaries. Oral self-report of attitudes
can take the form of focus groups, key informant interviews, surveys, or polls.
Reports of others occur where a third person reports about the attitudes of a person,
group, or organization. Often parents/caregivers are asked to report on behalf of their
children by health care professionals. Structured interviews, standardized question-
naires, journals, reports, or direct observation techniques can be used to generate this
type of attitude data.
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Sociometric techniques are employed when members of a group, team, depart-
ment, or organization describe their attitudes and beliefs about one another. This can
supply an overview of the attitude patterns within a group, for example, a multi-
disciplinary treatment team on a rehabilitation unit or members of a non-
governmental organization. Finally, another approach to attitude measurement is
through the use of records. Records are the systematic documentation of regular
events. Records can take the format of inventories, class attendance reports, medical
reports, written or audio recordings of minutes of meetings that take place, spread
sheets with academic grades, or the ratings of students’ fieldwork performance using
a standardized tool (Desselle 2005).

Within the use of self-reports, reports of others, sociometrics, and records, attitude
measurement is achieved via one of the following techniques: questionnaires,
interviews, written accounts, and observational ratings (Boateng et al. 2018). Ques-
tionnaires present the respondent with a range of items that they are asked to answer.
Questionnaires can be presented in hard-copy written format or as an online survey.
One type of item often included as part of a questionnaire is a rating scale where
respondents are asked to rate individual items. Interviews occur via person-to-person
interactions, on the telephone, or via online videoconferences. Interviews are face-
to-face meetings between two or more people in which the respondent answers
questions and they often take the format of a highly structured interview.

Written accounts can take several different forms including journals, logs, blogs,
online posts, and diaries. Written accounts can be formal or informal. Observations
are usually based on formal observations of an individual or groups of participants
and bring to the fore actions and attitudes that otherwise may be unnoticed (Fabrigar
et al. 2005). Questionnaires, interviews, written accounts, and observational ratings
are all types of attitudinal measurement approaches that could be used with students
completing clinical education placements.

Although the emotional and belief constituents of an attitude are internal to a
person, his/her attitudes can be viewed based on his or her resulting behavior. Since
attitudes are not always overt, they are measured via inferences and observations.
Currently, several indirect approaches are used to measure attitudes including
physiological tests (such as blood pressure, facial electromyography, pupillary
reflex, dilation or response measures, or galvanic skin responses [GSR]), projective
or implicit assessments (such as the Implicit Association Test, House-Tree-Person
drawing, Draw a Person Task, Thematic Apperception Test, Rotter Incomplete
Sentence Blank, Implicit PsyCap Questionnaire, or Rorschach Inkblot Test), behav-
ioralmeasures (where behavior is utilized as an index that represents a given attitude
towards the target object) (see Fig. 1) and written or verbal self-report questionnaires
(Schwarz 2015; Maitland 2011). The primary weakness of all indirect attitude
measurement approaches is their lack of sensitivity and objectivity to different levels
or gradations of an attitude; however, the one advantage is that they are less likely to
generate socially desirable responses.

Written and verbal self-report attitude questionnaires require respondents to carry
out one of four activities: rating, ranking, sorting, or making a choice (Zikmund et al.
2013). A rating task requires a respondent to appraise the size of some trait or factor.
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Ranking involves a respondent being asked to grade or rank order a number of
attitude statements, feelings, or other traits of an attitude object. Sorting involves a
respondent being given a number of response option cards, objects, pictures, or other
relevant materials and then being asked to sort them into different piles or to
categorize them. Respondents are then asked to verbally identify the piles or
categories of the attitude objects. Finally, making a choice is a “measurement task
that identifies preferences by requiring respondents to choose between two or more
alternatives” (Zikmund et al. 2013, p. 313).

Types of Attitude Measurement Scales

Items on attitude questionnaires can take a variety of formats including Thurstone
scales, Likert scales, semantic-differential scales, numerical rating scales, single-
item direct measures, constant-sum scale, graphic rating scales, and Stapel scale
(DeCastellarnau 2017; Lovelace and Brickman 2013; Russell 2011). Thurstone
scales include an assortment of statement items, and the respondent selects those
he/she agrees with (Solomon 2017). The strengths of Thurstone scales are that the
items express the direction and intensity of the attitude it is measuring, and there is an
assumption of equal intervals between each rating point. These types of scales are
time-consuming and expensive to construct, are less precise than Likert scales, and
can possess value-laden biases (Maitland 2011).

Another common format for questionnaire items is the use of Likert scales. Likert
scales need to have a minimum of three response options of either increasing or
decreasing value and provide a method for summated ratings (see Fig. 2). The
number of response options can be even or odd in number, but the most common

Please evaluate each attribute on how important it is to you when completing a fieldwork 
placement by placing an X at the position on the horizontal line that best describes your 
feeling

Supervisor communication Not important __________________________ Very important

Supervisor approach Not important __________________________ Very important

Workplace culture Not important __________________________ Very important

Fig. 1 Example of a rating scale

Please rate how important the use of open and closed ended questions are when taking a 
medical and social history from a patient and his/her family. 

o o o o o o o
Not 
Important

Low 
Importance

Slightly 
Important

Neutral Moderately 
Important

Very 
Important

Extremely 
Important

Fig. 2 Example of a seven-point Likert scale
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number used is 5 (e.g., strongly disagree, disagree, no opinion, agree, strongly agree)
or 7 (e.g., very unsatisfied, somewhat unsatisfied, unsatisfied, neither unsatisfied or
unsatisfied, satisfied, somewhat satisfied, very satisfied). By their nature, Likert
scales are relatively easy to design, inexpensive, and sensitive.

The responses to a number of Likert scale items may be added or averaged
together to generate one or more composite scales. Each individual item is meant
to represent a part or facet of the latent attitudinal construct that is being measured.
The composite scales are intended to be a quantitative summation of the attitude
domains being assessed. Only a group of items that are found to be reliable and valid
should be added together or averaged to calculate a total score that represents a
dimension, construct, or factor.

Next, semantic-differential scales utilize a list of contrasting bipolar adjectives
with seven rating spaces between the two of them (Osgood et al. 1957). The
respondent is asked to mark which end of the rating scale is most similar to their
opinion, feeling, or view using the adjective pairs provided (see Fig. 3). Examples of
the descriptive rating scale adjective pairs for a semantic-differential scale might
include big–small, expensive–inexpensive, ugly–beautiful, happy–sad, curious–apa-
thetic, personal–public, simple–complex, dull–exciting, or indispensable–unneces-
sary. For scoring purposes, a numerical rating is assigned to each of the spaces, with
potential score ranges being 1, 2, 3, 4, 5, 6, 7 or �3, �2, �1, 0, +1, +2, +3.

The semantic-differential rating scale approach provides data about three com-
ponents of attitudes, those being evaluation, potency (e.g., strength), and activity.
Evaluation refers to whether a respondent views the attitude theme in a negative or
positive light. Potency denotes how strongly a respondent feels about the attitude
topic. Lastly, activity indicates whether the attitude topic is viewed as active or
passive. Semantic-differential scales are relatively straightforward to complete but
can be prone to positional response bias (Russell 2011).

Avariation of a Likert scale and a semantic-differential scale is a numerical rating
scale. A numerical rating scale provides numbers instead of a space/line or written
descriptors as response options to indicate response positions (Desselle 2005). The

Challenging __ __ __ __ __ __ __ Effortless
Confusing __ __ __ __ __ __ __ Clear

Dull __ __ __ __ __ __ __ Absorbing
Unprofessional __ __ __ __ __ __ __ Professional

Poor quality __ __ __ __ __ __ __ High quality
Unpleasant __ __ __ __ __ __ __ Pleasant

Makes exercise harder __ __ __ __ __ __ __ Makes exercise easier
Difficult to control __ __ __ __ __ __ __ Easy to control

Discouraging __ __ __ __ __ __ __ Motivating
Complex __ __ __ __ __ __ __ Simple

Please rate your experience of completing a clinical fieldwork placement during your 
previous semester at university. 

Fig. 3 Example of a semantic differential scale. (© D. Stevens, 2019)
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numerical rating scale uses opposing adjectives in the same way as a semantic
differential scale but swaps the empty spaces with numbers.

Single-item direct attitude scales are used by researchers to measure a targeted
construct via a single targeted question. However, while there may be benefits in
relation to brevity and reduced participant response burden, single-item attitude
scales are problematic. For instance, acquiescence bias refers to the fact that when
respondents read an item and then have to decide on the spot if they agree or disagree
with it, this can cause an overestimation in the ratings (Fabrigar et al. 2005).

Another type of scale is the constant-sum scale where respondents are asked to
divide a specified number up into smaller amounts to indicate the relative or degree
of importance among a list of qualities or traits (Dudek and Baker 1956). The default
for the specified number to be divided up is either 50 or 100 (see Fig. 4). The
constant-sum approach can be used as a rating scale or as a sorting activity with
cards. With this scaling approach, as the number of response categories increase, the
technique becomes increasingly complex for the respondent to complete (Desarbo
et al. 1995). One prerequisite skill that respondents need to complete attitude items
that utilize the constant-sum scale approach is the mathematical ability to add and
subtract.

Using a pictorial approach to attitude assessment, one can use a variety of graphic
rating scales. This involves measuring attitudes where respondents rate a graphical
picture of an object that may or may not contain a number that is along a continuum.
When completing a graphic scale, participants are allowed to select any point along
the rating range to signpost their attitude. Usually, a participant’s score is calculated
by measuring the length of the rating scale line to the closest millimeter where he/she
has placed a mark. Typically, the graphic continuum should be 100 mm in length so
that a score out of 100 can be generated. These can also be referred to as a visual
analogue scale. Picture or figurine response options are also available including a
ladder scale (DeCastellarnau 2017), a thermometer scale (Wilcox et al. 1989) (see
Fig. 5), LEGO Pictorial scale (Obaid et al. 2015), and a happy-face scale (Jackson
et al. 2006; Hicks et al. 2001) (see Figs. 6 and 7).

A constant-sum scale requires participants to divide a fixed number of points among several 
attributes corresponding to their relative importance.

Divide 100 points among the following characteristics of fieldwork placement and how 
important they are to you.

____ Location to your home

____ Traveling time to placement

____ Communication from supervisor

____ Workplace culture

____ Staff attitude toward placements

____ 100 Points

Fig. 4 Example of a constant-sum scale. (© D. Stevens, 2019)
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Fig. 5 Example of a ladder
rating scale. (© D. Stevens,
2019)

Fig. 6 Example of a simple facial rating scale. (© D. Stevens, 2019)

Fig. 7 Example of a more complex facial rating scale. (© D. Stevens, 2019)
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Another version of a rating scale is the Stapel scale (Russell 2011) (see Fig. 8). It
can be used as an alternative to a semantic-differential scale and involves the use of
one single adjective. The stimulus adjective is placed in the center of an even number
of numerical values, typically a range of �3 to +3 or �5 to +5. The rating scale
gauges how close or far away from the target adjective an opinion or attitude is
sensed or felt to be by the respondent. The one advantage of the Stapel scale is that it
is easier to construct and administer.

Qualitative Approaches to Exploring Attitudes

Qualitative research approaches are useful for understanding attitudes by providing a
means to study human experiences, feelings, emotions, perceptions, and the mean-
ings a target audience may give to a behavior or a specific topic (Liamputtong 2013).
Four commonly used methods to collect qualitative information include in-depth
interviews, focus group discussions, observation, and record keeping (Liamputtong
2013; Silverman 2010). An in-depth interview is usually conducted face-to-face via
one-on-one interactions between an interviewer and an interviewee where the
perspectives and attitudes that an individual may have on a chosen topic are
explored. A focus group typically involves a small group of six to ten people who
usually have similar experiences, concerns, or cultural or social background partic-
ipating in a planned discussion on a targeted topic. Observation refers to information
that is gathered by observing people’s behaviors within their natural environments of
their daily life. Record keeping uses existing documentation, such as existing
interview transcripts, diaries, journals, or newspapers to collect relevant data.

Of the many different methods available for analyzing qualitative information,
content analysis, thematic analysis, narrative analysis, discourse analysis, and

-5

-4

-3 -3

-2 -2

-1 -1

Ease of accessibly Quality of service

+1 +1

+2 +2

+3 +3

+4

+5

Fig. 8 Two examples of a
Stapel scale. (© D. Stevens,
2019)
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grounded theory are five of the most widely used techniques (Liamputtong 2009).
Content analysis is used to organize, classify, or sort the qualitative information into
categories to summarize and extract meaning from the information. Thematic anal-
ysis methods critically review the qualitative information and focuses on examining
and identifying patterns or themes of meaning within collected information. Narra-
tive analysis involves making sense of stories recounted by one or more respondents
and considering individual respondent’s background and experiences to find answers
for a question. Discourse analysis is a method to analyze conversations (both written
and spoken) between people in their social context. Grounded theory involves
understanding a phenomenon through systematic data collection and data analysis
to develop a new theory based on the data.

To ensure that qualitative information truly represents a picture of one’s attitude(s),
a rigorous research process is imperative. Rigor refers to the quality of being very
thorough, careful, exact, and accurate, and trustworthiness is the model used to
appraise the rigor of the qualitative research process (Carasco and Lucas 2015).
Lincoln and Guba (1985) introduced four criteria to establish trustworthiness, includ-
ing credibility, transferability, dependability, and confirmability. Credibility ensures
that qualitative research findings are ‘believable,’ meaning the degree to which the
researchers correctly represent the respondents’ views. Many techniques can be used
to address credibility, including prolonged engagement, persistent observations, data
collection triangulation, researcher triangulation, peer debriefing, referential adequacy,
and member checking. Among these techniques, triangulation and member checking
are most commonly used.

Transferability is the generalization of the findings to another situation or context.
This can be established by providing thorough descriptions of the study context so
people can decide if the information is transferable. To achieve dependability, the
qualitative process needs to be logical and documented with sufficient detail so that
another researcher could easily replicate the process, understand and follow the
decisions trail, and achieve the same or similar conclusions (Lincoln and Guba
1985). Confirmability critiques the level of confidence that the researchers’ inter-
pretations and conclusions are based on the information collected. An audit trail
details the research process (such as rationale for the choice of theory, methodology,
data analysis, and interpretations of the data) and is a popular method for
establishing dependability and confirmability (Tobin and Begley 2004).

Qualitative approaches are useful when conceptualizing an attitude towards a
specific issue and can be used to inform and improve the designs of quantitative
attitude measurement scales such as those completed by health professional students.
Qualitative information related to attitudes is able to provide in-depth understanding
and interpretation of the results generated from attitude measurement scales. There-
fore, both qualitative approaches and quantitative attitude measurement scales are
indispensable and complement each other for measuring attitudes. A mixed-methods
approach integrating both qualitative and quantitative attitude data provides an
informed perspective for comprehensively measuring and understanding attitudes
particularly in relation to the measurement of attitudes in clinical education contexts.
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Features of Quality Attitude Measures to Consider

Reid (2006, p. 20) said that “absolute measures of attitudes are impossible. Only
comparisons can be made.” There are several general features of measurement that
quality attitude scales should exhibit. Quantitative attitude measures need to be
valid, reliable, replicable, responsive to change, and straightforward to complete,
explain, and comprehend (Fabrigar et al. 2005). In measurement terms, establishing
the validity of an attitude scale is the first thing that should be addressed before
considering its other psychometric properties. The items that make up an attitude
scale need to adequately represent the construct, trait, or feature it claims to measure;
this is referred to as construct, factorial, or structural validity. If a scale claims to
measure nursing students’ attitudes to completing fieldwork placements in a mental
health setting, then the items need to be reflective of that domain.

An attitude scale needs to generate consistent results, otherwise known as reli-
ability. For example, if a group of medical students completed a measure of
empathetic attitudes towards patients in palliative care settings on two occasions
during the first and third week of a semester, then the results should be relatively
consistent or repeatable. There are several types of reliability that are often reported
about a scale including test-retest validity, internal consistency, and split-half reli-
ability. The following strategies are recommended to ensure quality reliability results
are obtained: using large samples, careful pretesting, ensuring the conditions of the
scale completed are socially desirable and that a sufficient number of items are used
to allow cross-check questions in the format of repeated questions and similar
questions.

A good quality attitude scale should also be replicable. One fieldwork educator
should be able to utilize an anxiety attitude scale with a group of nursing students
commencing a placement at a children’s hospital, and another educator should be
able to administer the same attitude scale to a group of physiotherapy students at a
subacute rehabilitation center. In other words, there should be no variation in how
well the anxiety attitude scale measures its target factors with the two different
student groups.

Another important feature of a quality attitude scale is that it should be sensitive
to small gradations of change in the target variable being assessed. This is referred to
as responsiveness to change (Zikmund et al. 2013). This is particularly relevant if an
attitude scale is being used as an outcome measure or being used to measure change
in a group of participants over time. Finally, an attitude scale should be simple to
administer, understand, complete, and explain. If an attitude scale is going to be used
by a variety of researchers, understood by a variety of clinical educators, and
completed by a range of different respondent groups, then its clinical utility needs
to be ensured (Zikmund et al. 2013).

Attitudinal scales can be susceptible to different types of response bias including:
(i) bias to middle responding where participants avoid extreme responses on a rating
scale; (ii) halo effect where a respondent allows prejudices and preconceptions to
impact his/her answers; (iii) Hawthorn effect where respondents’ answers are
influenced based on positive encounters between the researchers and participants
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when conducting a study; (iv) social desirability effect where respondents want to
appear capable, competent, worthy, unprejudiced, open-minded, democratic, or in a
positive light based on their answers; or (v) response set which involves respon-
dents’ inclination to constantly agree or disagree to a set of items (Smith and Noble
2014). When selecting an existing attitude scale to use or designing a new attitude
measure, it is essential to consider the types of biases it might be susceptible to
(Pannucci and Wilkins 2010).

Constructing Attitude Measurement Scales

When considering the measurement of attitudes, it is suggested that researchers
investigate whether a valid attitude scale that assesses the desired attitude construct
is already available. In the event that the needed attitude scale does already not exist,
then a valid, reliable, and responsive quantitative measure composed of items that
are representative of the target attitude construct is required. The development of
such a scale should follow a number of steps (Carpenter 2018; Streiner et al. 2015):

(a) Conceptualization: identifying and defining the attitude construct(s) to be
measured.

(b) Operationalization: generate items for the attitude scale through a comprehen-
sive review of the relevant cognate research and theoretical literature, conferring
with known content experts, and reviewing existing measures; this provides a
source of potential items and ensures the content validity of the scale is broad,
inclusive, and comprehensive.

(c) Scaling: selection of the rating scale method that will be adopted, for example,
will a Likert, Stapel or semantic-differential scale be selected?

(d) Formatting: working version of the attitude scale is reviewed by content experts
and items are pretested on respondents with feedback sought; working version of
the scale is revised based on feedback.

(e) Refinement: item reduction techniques are implemented and viable attitude
factors are extracted using a Classical Test Theory approach such as exploratory
factor analysis (Carpenter 2018; Streiner et al. 2015).

(f) Dimensionality investigation: evaluation of dimensionality and construct validity
of attitude scale factors is completed using an Item Response Theory approach
such as the Rasch Measurement Model (Carpenter 2018; Streiner et al. 2015).

(g) Validity enhancement: other aspects of validity can be examined such as con-
vergent and divergent validity, concurrent validity, predictive validity, and
discriminative validity.

(h) Reliability examination: evaluation of the attitude scale’s reliability completed:
test-retest reliability, internal consistency, split-half reliability, and alternate form
reliability.

(i) Consideration of other psychometric properties: other aspects of the attitude scale
are evaluated including responsiveness to change, clinical utility, and cross-
cultural applicability.
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(j) Presentation and ongoing fine-tuning: psychometric properties of the attitude
scale need to be summarized, analyzed, and reported; this involves the ongoing
revision and critique of the attitude scale to ensure currency, relevance, sensitiv-
ity, and accuracy.

The development, validation, and refinement of any attitude scale is an ongoing,
dynamic process. In sum, it is a complex, time-consuming, and resource-intensive
process. However, there is an ongoing need for high-quality attitude measures with
accompanying evidence of validity, reliability, and clinical utility that academic and
clinical educators can use with health professional students completing clinical
education placements.

Relevance of Attitudes to Health Professional Clinical Education

Education methods that are used to promote, develop, inform, or modify health
professional students’ attitudes can broadly be categorized into three main areas:
traditional education, simulation-based education, and practice-based education.
Traditional methods of education include face-to-face lectures, tutorials, and work-
shops. Simulation-based education methods include but are not limited to the use of
case studies, vignettes, role play, immersive scenarios, and actors, while practice-
based education involves the use of real patients or consumers in context.

Traditional Methods Used to Develop Attitudes

Many universities incorporate content into their health professional courses aimed at
developing attitudes that are critical in the delivery of health care. The incorporation
of lectures, tutorials, and workshops have been used to develop positive attitudes
around patient safety (Walpola et al. 2015), empathy (Miller 2013), sexual health
(Gerbild et al. 2018), and communication (Lichtenstein et al. 2018). In a survey of
23 medical schools in the United Kingdom (Stephensen et al. 2006), the components
of curricula that were seen as supporting attitudinal learning included:

• Involving students in setting objectives related to attitudes
• Being explicit about codes of behavior
• Student learning contracts

Formal teaching of communication, ethics, and diversity
• Problem-based learning
• Reflective practice.

Walpola et al. (2015) describe the successful introduction of a program embedded
into a pharmacy course aimed at developing positive attitudes towards patient safety.
The program consisted of two lectures and a tutorial guided by the WHO Patient
Safety Curriculum Guide (2011). Following the program, students’ attitudes
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improved significantly around errors, questioning behavior, and open disclosure.
Miller (2013) developed audiovisual material containing the narratives of people
with disabilities which was presented to health care students who were asked to
reflect on what they saw. Following the program, students reported a significantly
more positive attitude towards people with disability. Gerbild et al. (2018) developed
a two-week course for health professional students based on sexual health and
rehabilitation, including the examination of norms, values, and attitudes towards
sexuality and sexuality at different stages in life. These students reported a sustained
change in attitude towards addressing sexual health in their future profession.

Simulation-Based Education

Simulation-based education has been described as an artificial representation of a
real-world process to achieve educational goals through experiential learning
(Al-Elq 2010). Simulation has been successfully used in many health professions,
including medicine (Peltan et al. 2015), occupational therapy (Imms et al. 2018), and
nursing (Wang et al. 2015) to teach clinical skills. Simulation offers students an
opportunity to learn clinical skills in a way that encourages deep learning while
eliminating associated risks to patients. Simulation has also been used to develop
and modify health professional students’ attitudes towards interprofessional learning
(Yang et al. 2017; Lawlis et al. 2017), to promote empathy in specific clinical groups
(Chen et al. 2015), and attitudes towards aging (Lucchetti et al. 2017).

For example, when a multidisciplinary simulated ward experience was conducted
using Mask-Ed™ characters and simulated case conferences, improvements were
seen in interprofessional collaboration including improved knowledge of and atti-
tudes towards multidisciplinary roles in the care of patients (Lawlis et al. 2017).
Chen et al. (2015) used a simulated game (referred to as the Geriatric Medication
Game) to show improvement in empathy towards older people in pharmacy students,
particularly when thinking about how disabilities can affect older people and how
older people may be treated differently in the health care system. In the Geriatric
Medication Game, students are required to role play being an older adult presenting
with a physical, financial, or psychological problem who engages with the health
care system and completes several tasks (Chen et al. 2015). At the end of the game,
students are asked to reflect on any stereotypes or misperceptions they may have had
about older adults. Lucchetti et al. (2017) used a game simulating some of the
physiological changes in aging to improve attitudes and empathy towards older
people. Attitude data was collected using self-report scales about their attitudes
towards older adults, empathy, knowledge about aging, and overall cognitive
knowledge (Lucchetti et al. 2017).
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Practice-Based Education

Just as in real life, practice-based education is seen as important in developing and
practicing clinical skills and the teaching of attitudes that are critical for safe and
ethical practice in health care. Meeting, intervening, and generally being involved
with patients’ and consumers’ care have been shown to improve attitudes around
dementia (Roberts and Noble 2015), stigma (Patten et al. 2012), and attitudes
towards home caring (Yamanaka et al. 2018).

Patten et al. (2012) invited people with lived experience of mental illness to share
their experiences with pharmacy students in an interactive format, following which
students reported a significant reduction in stigma towards people with mental
illness. In another study, exposing medical students to home care interventions for
2 weeks significantly improved their attitude toward home care (Yamanaka et al.
2018), while Roberts and Noble (2015) demonstrated that medical students’ attitudes
towards people with dementia improved after engaging with dementia patients in a
structured, museum-based arts program.

Exposure to people with a variety of clinical diagnoses and cultural backgrounds
may improve attitudes in specific circumstances but the opposite may also occur.
That is, continual exposure to the same groups without critical reflection of the
attitudes that shape the therapeutic relationship may not be conducive to developing
positive attitudes. For example, health professionals are expected to display com-
passion towards patients and consumers but continuous and intense exposure to
patients has been shown to reduce the level of compassion in nursing (Zhang et al.
2018), medicine (Kleiner and Wallace 2017), and among other health care workers
(Cocker and Joss 2016; Kopera et al. 2015). It is, therefore, important for students
and clinicians to continually reflect on how attitudes shape and affect the therapeutic
relationship with patients and consumers.

Types of Attitudes Relevant to Health Professional Education

All health care professions expect their members to treat each other and the people
they treat in a way that is fair, empathic, and respectful. Most professions enshrine
these expectations in a code of ethics that explicitly describes the behaviors and
attitudes that are expected of their members. For example, doctors are expected to
treat patients as individuals, and to do so with respect, dignity, and compassion
(Australian Medical Association 2019). Occupational therapists need to ensure the
privacy, dignity, and autonomy of the people they see (Occupational Therapy
Australia 2019), while nurses are expected to treat all people with compassion and
dignity regardless of their social, economic, or health status (American Nurses
Association 2019). Inherent in the expected behaviors and attitudes described in
professions’ codes of ethics is the maxim that health care professionals should
respect the diversity of the people they encounter. Health care professionals should
treat all people respectfully regardless of race, gender, religion, age, sexual orienta-
tion, or any other factor that differs from their own culture.
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Negative attitudes towards specific diagnostic groups also exist in the general
community. For example, people with mental illness are often stigmatized as being
violent, dangerous, and unpredictable (Hinshaw and Stier 2008); people with addic-
tions are seen as unwilling and disinterested in ceasing their substance abuse (Sheals
et al. 2016); older people are often regarded as frail, unfriendly, and a burden on
society (Kusumastuti et al. 2017). Health care professionals are expected to engage
with people presenting with a range of diagnoses and from different backgrounds in
a nonjudgmental and caring way. However, the literature reports entrenched negative
attitudes towards diagnostic groups among health care professionals and students.
For example, Chapman et al. (2013) describe how doctors may unwittingly perpet-
uate health inequalities through implicit biases around race, age, and weight. Health
care professionals and students are reported to stereotype, hold negatively implicit
attitudes about, and stigmatize people with mental illness (Jacq et al. 2016; Murphy
et al. 2016). Negative attitudes and/or implicit bias have also been reported in other
diagnostic groups such as the elderly (Kusumastuti et al. 2017), obese people (Sabin
et al. 2015a), people with substance abuse (Sheals et al. 2016), and people from
marginalized groups such as those from the lesbian-gay-bisexual-transsexual-inter-
sex (LGBTI) community (Sabin et al. 2015b).

Although entrenched negative attitudes have been reported in the health pro-
fessions and among health care students, programs have been successful in changing
attitudes. For example, a simulation game was used to improve pharmacy students’
empathy for older people (Lucchetti et al. 2017), while another used educational
films to improve trainee dietitians’ and doctors’ attitudes towards obese people
(Swift et al. 2013). Other educational programs have reported success in changing
attitudes towards people with mental illness (Ng et al. 2017), patients with pain (Puri
Singh et al. 2015), and from the LGBTI community (Tsingos-Lucas et al. 2016;
Sekoni et al. 2017).

As mentioned previously, some attitudes are deeply entrenched and are hard to
modify (Reid 2006). When these attitudes adversely affect a student’s performance
or lead to poor patient outcomes, educators have a responsibility to address the
underlying entrenched attitude. Students may not be aware of the effect their
entrenched attitudes are having and may need strategies to identify and address
any negative outcomes. A successful way of allowing students to identify how their
own beliefs, values, and experiences positively and negatively affect interactions
with patients is through reflective practice. Tsingos-Lucas et al. (2016) showed that
the integration of reflective activities into a pharmacy curriculum increased the
reflective capacity of students. Reflective learning activities such as reflective writ-
ing in portfolios and journals (Hogg et al. 2011) have been used to develop a range of
professional attributes including clinical reasoning (Croke 2004) and communica-
tion skills (Lonie 2010). Inherent in reflecting on clinical reasoning and communi-
cation skills within a diverse population is examination of how and why decisions
are made. Engaging in this sort of reflection can facilitate students to challenge and
question how some of their entrenched attitudes may affect the therapeutic relation-
ship and their interactions with patients.
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Better patient outcomes have been identified when health care is delivered by
competent interdisciplinary teams (Helitzer et al. 2011). One of the aims of
interprofessional education is for students to develop an understanding of the roles
and responsibilities of other health care disciplines. From this understanding, posi-
tive attitudes are developed regarding the roles and responsibilities of other disci-
plines which ultimately lead to improvements in patient care. Interdisciplinary
teaching is carried out in several ways, including simulation (Brock et al. 2013),
immersion or exposure to interprofessional teams (Jacobsen and Lindqvist 2009),
teacher-facilitator reflection (Hylin et al. 2007), and shared learning where students
share their interprofessional experiences with peers (Hutchings et al. 2013).

The following section highlights selected studies from the domain of attitude
research in health care education. The list cited in Table 1 is not meant to be
exhaustive but rather highlights the breadth and scope of the research in terms of
the disciplines involved, the attitudes being researched, and novel methodologies
used.

Conclusion

The role of attitudes in the clinical education of health professional students is clearly
a relevant research topic. In their interactions with clients and families, students as
well as other professional staff are required to demonstrate appropriate and profes-
sional attitudes. Students need to be self-aware and possess the ability to modify
their attitudes when needed according to the environmental cues they receive. In this
chapter, a number of relevant topics have been covered including how attitudes are
defined; how attitudes develop and evolve; quantitative and qualitative data collec-
tion of attitudes; the steps to go through to construct a sound attitude scale; and,
finally, the relevance of attitude measurement within health professional student
education.
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