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Communication skills teaching and learning
in Nepal; what are medical students’
perceptions and experiences? A qualitative
study
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Abstract

Background: Communication skills (CS) are vital for doctors. Indeed, as the most important element of
consultations, are highly valued by patients. CS are core, teachable skills, however, have not been widely taught in
South Asian medical schools, unlike their western counterparts.
Patan Academy of Health Sciences, is one of the first in Nepal to have CS central to its’ aims and curriculum. CS are
taught from the first weeks of medical school and re-enforced during preclinical study (first 2 years). Our study
seeks to explore students’ perceptions and experiences of CS teaching in this South Asian, Nepal context.

Methods: This study is a qualitative evaluation of a CS course in Nepal, exploring the experiences and perceptions
of participants. The study aims to also identify aspects that were helpful or not for student learning and areas for
potential development.
A purposive sample of twenty: second, fourth and Intern year students was selected for interview. Data were
collected through audio recorded semi-structured interviews following a piloted schedule. Interview transcripts
were manually coded and thematically analysed. Codes were arranged into themes and subthemes.

Results: The two main themes:

1. Positivity
2. Experiential learning.

Results demonstrate participants’ positive perceptions of CS teaching: believing it is important, effective, relevant
and valuable for personal development. Participants identified experiential learning features as valuable for CS
acquisition. Intern students recognised CS relevance and requested expanding teaching to clinical years,
incorporating challenging communication scenarios.

(Continued on next page)

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

* Correspondence: ahelendouglas@pahs.edu.np
1Department of GP, Patan Academy of Health Sciences (PAHS), P.O.Box
26500, Lalitpur, Kathmandu, Nepal
Full list of author information is available at the end of the article

Douglas et al. BMC Medical Education          (2020) 20:391 
https://doi.org/10.1186/s12909-020-02330-y

http://crossmark.crossref.org/dialog/?doi=10.1186/s12909-020-02330-y&domain=pdf
http://orcid.org/0000-0001-5186-9054
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:ahelendouglas@pahs.edu.np
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Discussion: This study shows that PAHS’ CS course is well perceived and valuable to learners. Experiential learning
is powerful for CS development. Expansion of formal, structured CS teaching through all years in a spiral curriculum,
should be considered. Violence towards doctors in South Asia is increasing. Students recognised CS teaching’s
significance in addressing this.

Conclusion: CS teaching,still in its’ infancy in South Asia, is a pressing issue for medical educators here. Our study
provides evidence it is well perceived with positive impacts in this context, particularly when employing
experiential learning. Medical schools in south Asia should be encouraged to incorporate and strengthen their CS
teaching curriculum. .
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Background
Our capacity to communicate is foundational to being
human and underpins clinical practice, with doctors
undertaking up to 300,000 consultations during their
career [1].
Communication and interpersonal skills are core med-

ical competencies for a doctor [2, 3]. Good doctor-
patient communication (the focus of this study) posi-
tively impacts most areas of care including: patient un-
derstanding and recall, compliance with treatment, pain
control, symptom resolution, psychological and func-
tional wellbeing, together with patient and doctor satis-
faction [4–8]. Indeed, communication is the “main
ingredient in medical care” [6]. Conversely, the negative
impacts of poor communication on patient understand-
ing are well documented [9, 10]. Doctor-patient commu-
nication skills (CS) can be learnt and taught [11]. Most
western medical schools’ curricula include CS [12, 13].
Patients identify doctors’ empathy in consultations as
most valuable [14–16], however, this “core and teach-
able” element of CS [17] is often lacking [18, 19]. Clearly
not all doctors develop the attitude and skills to commu-
nicate effectively [20]. This study seeks to explore stu-
dents attitudes and perceptions to CS teaching in Nepal.

South Asian context
The majority of CS research discussed was conducted in
western countries, where CS teaching is established, thus
it cannot be automatically extrapolated to the South
Asian context of our study. Several social factors of
South Asian culture influence its’ applicability here: hier-
archical societies with doctors highly respected, social
collectivism limiting individual autonomy and producing
group decision making, patients’ use of traditional medi-
cine, high patient loads and a large educational gap be-
tween doctors and patients [21–24]. All these cultural
factors result here in a preponderance of paternalistic
consultation style [23–25], with doctors dominating in-
teractions, as opposed to the “partnership style”, taught
in the west [23, 26]. Despite this, patients in non-
western contexts value: “mutual understanding and

trust” [23], receiving clear explanations and answers to
questions [27, 28] with most preferring a partnership
communication style [22, 24, 29]. To patients in Asia a
partnership constitutes, not a dialogue of equals, but the
doctor demonstrating a caring attitude [23].
Many South Asian medical schools overlook CS, fo-

cusing instead on a traditional biomedical model of
medicine, with exceptions found in several general prac-
tice departments [22, 30]. Despite being identified as a
core skill for Indian medical graduates for over 20 years
[31], many Indian medical schools curricula have not in-
corporated formal CS teaching [32, 33]. In 2015 MCI in-
troduced an attitude and communication module [34] to
medical colleges across India [33]. However, persistence
of a fragmented approach and lack of emphasis on CS
training has resulted in sub-optimal CS and persistence
of a paternalistic consultation style against patient pref-
erences [23, 25].

Nepal context
Nepal echoes the barriers to patient-centred care seen in
South Asia generally: workforce shortages and high pa-
tient load [35, 36], hierarchical cast-based society [37]
and a large educational difference between patients and
doctors [38]. Little Nepal based research has been pub-
lished on communication, however, two sentinel papers
by Moore [22, 37] looked at aspects of patient centred
care and communication in this context. Nepalese pa-
tients were found to be unconcerned with “power shar-
ing” in consultations but highly valued full explanations,
information, and doctors’ friendliness and respect [22]:
features that doctors acknowledge are often lacking in
Nepali consultations [37]. The Nepalese doctors partici-
pating in this study, believed seriously ill patients did
not want information about their condition, contrary to
patients’ expressed desire [37]. Moore concludes that CS
must become a focus of medical teaching in Nepal.
CS teaching has been routine in western countries for

many years, however the situation in Nepal remains em-
bryonic. A 2006 report [39] found most Nepalese med-
ical schools’ curricula, as in south Asia generally, did not
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contain CS, medical ethics or doctor-patient relationship.
Subsequently the Nepal Medical Council has included CS
within guidelines for undergraduate curriculum and med-
ical graduate’s core competencies [40]. Several Nepali
medical schools have incorporated CS teaching within:
pharmacology [41], medical humanities [42] and basic sci-
ences [43].
Patan Academy of Health Sciences (PAHS) in Nepal,

founded in 2010, aims to train: “technically competent,
caring and socially responsible physicians … … .who; Be-
lieve in compassion, love, respect, fairness and excellence.
Communicate well with patients, family and colleagues”.
CS are central to PAHS’ aims and curriculum. PAHS’
undergraduate course is divided into 2.5 years preclinical
(basic science course) and 2 years clinical teaching,
followed by a 1 year student internship. Formal struc-
tured CS teaching occurs throughout the pre-clinical
years, within the Introduction to Clinical Medicine
course (ICM). In the clinical years, these skills are rein-
forced and practiced during GP classes and clinical
placements, building on good practice from CS teaching
concepts and frameworks, however, there is no formal
CS teaching during the clinical years. The pre-clinical
CS curriculum includes: general communication skills,
listening, information giving, breaking bad-news and
dealing with angry patients. CS teaching is delivered by
General Practice faculty members, as in most Asian
countries [37], who have undertaken CS training. Teach-
ing sessions comprise of lectures and roleplay as well as
longitudinal and rural placements. Role-play sessions en-
gage students in acting clinical scenarios, playing the
parts of patient, doctor or relative. Student observers
and faculty provide structured feedback. In longitudinal
placements students are linked to: a patient with disabil-
ity, chronic disease and palliative patients, visiting in
their homes twice a month for 6 months. Students re-
flect on their experiences in a portfolio, exploring the
impact of illness and disability, often discussing commu-
nication challenges observed [44]. For 2 months of the
preclinical course and 5 months in the final clinical year,
students are placed in rural locations to undertake com-
munity health projects and clinical clerkships in a dis-
trict hospital. Preclinical students stay with local families
during this placement. CS are assessed within both the
preclinical and clinical years as a component of: OSCE
(Objective Structured clinical examinations) comprising
minimum 10% of questions, clinical evaluation exercises
(Mini-CEX), direct observation of procedural skills
(DOPS) and end of placement evaluations.
PAHS is a relatively new medical school and uniquely

in Nepal, has CS central to both its aims and curriculum.
PAHS students are all Nepali citizens, drawn from a di-
verse range of ethnic heritages and geographical areas of
the country. Admission preference is given to students

from disadvantaged backgrounds through a quota alloca-
tion: 10% from rural areas, with a weighting towards fe-
male or lower cast candidates, and 15% from lower
socioeconomic groups. During our study persiod ap-
proximately 15% of students held full scholarships,(sub-
sequently increased to 75%, due to a government
program), 45% partial (half) scholarships and 40% paid
full tuition fees (although some had private sponsor-
ships). The ratio of male to female students is just under
2:1 in the study year groups. Nepali schools predomin-
antly employ didactic teaching with minimal student
participation [45]. In order to facilitate students’ transi-
tion to new teaching and learning styles, of interactive
small groups, computer work and meeting patients, stu-
dents completed a 6-month foundation block (reduced
to 6 weeks, for subsequent student cohorts), comprising
of skills, including basic communication awareness and
knowledge.
This study is a qualitative evaluation of the PAHS CS

curriculum, seeking to identify students’ perceptions and
experiences of CS and CS teaching in this Nepali, South
Asian context.
Students perceptions of learning are important and

have been found to have a greater impact on learning
than the teaching method used [46]. Perceptions affect
how learners view materials, their learning approach
[46–49] and outcomes [50]. Attitudes impact CS learn-
ing, implementation and use in practice [51–53], whilst
positive perceptions are vital for learning and perform-
ance improvement [54]. Learners with negative percep-
tions of CS teaching may undervalue the skills and
choose not to develop or use them in clinical practice
[53]. Students attitudes and perceptions to CS teaching
must be understood and if necessary, addressed to aug-
ment its’ impact [55].
Two Nepal based studies on voluntary CS courses [39, 56]

show predominantly positive student attitudes, but with
higher levels of negativity than seen in UK [57]. Both studies
recommend strengthening CS teaching and expanding it into
all Nepalese Medical schools. There are no published Nepal
or South Asian based studies evaluating student attitudes or
perceptions to core CS teaching, our study seeks to address
this gap.

Methods
This study employs qualitative methodology, underpin-
ning interpretivist paradigm with subjectivist social con-
struction and phenomenographic epistemology. This
study was designed to explore a deep understanding of
the subjective reality of student participants [58], their
different experiences and perceptions. Semi-structured
interviews were selected for data collection as they allow
exploration of responses at depth and freedom to
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investigate ideas and themes [59], as interviewer and
participant co-construct the interview [60].

Participants
The study population was taken from PAHS medical
students in Second year (pre-clinical course) and Fourth
year (clinical course) and student interns (in their first-
year post graduation).
Several year groups were sampled to capture a diver-

sity of perspectives from those with varied levels of clin-
ical exposure and proximity to formal CS teaching.
Purposive sampling was employed. All students within
study year groups (60 per year) received an email invita-
tion to participate from their student representative, for-
warded on from the researchers. The first email
responders were interviewed until sufficient numbers
were reached, determined by data saturation [61].
Twenty medical students from PAHS were inter-

viewed, between February and April 2018: seven 2nd
year students, seven 4th year students and six student
interns .

Ethical consideration
Ethical approval was gained from local ethics review
board, prior to the study’s commencement. Participation
was voluntary, informed written consent was taken and
participants understood they were free to decline to par-
ticipate or withdraw from the study prior to thematic
analysis. Participants were assured their identity, views
and opinions would be kept confidential. As a volunteer
teacher at PAHS, the interviewer was known to many of
the participants. However, her teaching of the study year
groups was limited and she had not been involved in
communications assessments or examinations. Extracts
from interviews are reported using pseudonyms. Any
identifying features were removed during transcription.
Participants were made aware that we were interested in
their views and there were no right or wrong answers,
and all comments were welcomed. Participants under-
stood that the interviews were part of a research project
evaluating curriculum, may inform future medical edu-
cation and would potentially be published.

Reflexivity
As the research instrument [62, 63], the researcher’s per-
spective is integral to study findings [64]. Hence reflexiv-
ity was prioritised in our study, with the interviewer
considering her feelings, thoughts, values and opinions
in a field notes journal, and how these shape the data
produced [65].
The interviews were conducted by the first author, a

female, British expatriate doctor, resident in Nepal and a
volunteer member of GP faculty supporting medical
education and supervised as part of a Cardiff University

postgraduate qualification. As a novice researcher, exten-
sive preparation was undertaken prior to data collection
and interview technique was practiced during pilot
interviews.

Data collection
Semi-structured interviews were employed. The sched-
ule provided a guiding structure without rigidity, enab-
ling flexibility and responsive questioning, allowing
participants to raise unanticipated yet important issues
[66]. The interview schedule (see Additional file 1) in-
corporated specifically written standard questions,
employing “funneling”; with broad general, non-
threatening early questions placing the participants at
ease and aiding rapport building, with subsequent, more
targeted questions [66]. All questions were open, non-
leading and not assumptive [66], allowing scope to ex-
plore feelings or unanticipated issues [67], attitudes and
opinions [68] and subjective experiences [69]. Basic
counselling and GP communication skills of reflection
and attending, helped make participants feel heard and
more likely to share [70].
Twenty semi-structured face –to face interviews were

undertaken at a time and place convenient to the inter-
viewee. Each lasted between 20 and 45min. Interviews
were conducted in English, the medium of medical
teaching in Nepal and the interviewer’s native language.
The interview schedule was reviewed to ensure clarity
and comprehensibility for non-native English language
participants and then piloted in a non-study year group.
Interviews were audio recorded and field notes were
employed to record observations both during and after.

Analysis
Interview recordings were manually transcribed by the
interviewer soon after they occurred, to enhance cred-
ibility. All contextual and non-verbal interactions were
retained and recorded in the transcript in an ortho-
graphic [66] method. Several participants used occa-
sional Nepali words; a local translator ensured accuracy
in English. A summary of each interview transcript was
sent to participants, requesting comments on its’ accur-
acy, generating respondent validation [63]. Interview
transcripts were manually coded by a single researcher,
using semantic codes and thematically analysed (TA).
Fragments of data allocated the same code were col-
lected and compared, ensuring coding consistency. The
researcher was immersed in the data, reading and re-
reading transcripts in order to understand the context
and meaning, recoding segments in an iterative manner,
as necessary, and ensuring coded fragments retained
their original meaning. Different cases were compared
during analysis, ensuring the interpretation and themes
produced were representative of all participants’ voices.
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In particular negative cases were cited, to enhance cred-
ibility [71].

Results and analysis
Twenty participant interviews were conducted, Table 1
details the demographics of participants. The interviews
generated 40 codes: five subthemes and two overarching
themes see Table 2.

Theme 1- positivity
This theme describes the value and worth attributed to
CS teaching. Encompassing comments regarding: the
importance, relevance and value for personal develop-
ment, of the teaching and skills, positivity was identified
in all the interviews. These were grouped under separate
subthemes and discussed below.

Importance of CS teaching and skills
Asked about their feelings on CS, all participants men-
tioned its’ importance, particularly for becoming a “good
doctor”:

“in the future it is very important to be able to com-
municate well to be a good doctor” (Khim, 4th year).

One participant, explained CS teaching was valuable
for a good doctor-patient relationship, which he believed
was lacking in Nepal:

“so, I think it really helps to establish that good doc-
tor patient relationship which our country lacks …
because doctors don’t communicate that well with
their patients. So as a subject, being taught good
communication skills at this level helps”, (Sunil, 2nd
year).

The majority of interviewees mentioned the import-
ance of CS and CS teaching for reducing conflict and
misunderstanding in medical settings. Several cited ex-
amples of medical conflict in Nepal, which they believed
were caused by lack of CS:

“in news there are so many now anger outburst …
when the doctors get really physically abused and if
we explored the things what happened then … there

must be some kind of communication lack in those
conditions [hospital care] and .. so, I think the skills
that I have already acquired … will be very helpful
in those situation”, (Bibek, Intern).

All the study participants perceived CS teaching as
generally important, with some identifying specific areas
of patient care.

Relevance of CS teaching
Relevance subtheme encompasses descriptions of CS
and teaching as having real-world value. The majority of
participants identified CS as helpful in their practice
with interns particularly appreciating CS’ relevance, pos-
sibly due to their greater clinical experience.
One student described questioning the relevance of CS

teaching during pre-clinical years, but later appreciating
its value:
[re CS teach]; “we had many lectures on that and it

looks simple but it was very necessary thing, I have rea-
lised now … we are applying it in our daily lives”, (Ram,
4th year).
He continues later:

“in basic sciences we may feel like “why we are learn-
ing this?”, “why? because … we are not even in clin-
ical practice?” so maybe at that time students feel,
why it is given emphasis? why it is more focused
[on]. But now we realise …”, (Ram, 4th year).

Several participants mentioned receiving positive feed-
back regarding their CS. One intern described a patient
saying he was like a family member:
[re CS teaching]: “many patients praised me on my

communication, they say, ‘so you are so trust worthy [as]
if you have me as your family member’ and I was so
glad”, (Divesh, Intern).
CS were appreciated by patients but also lead to

learners’ personal satisfaction and positivity that can be
important for clinicians working in difficult
circumstances.

Personal development
The value of CS for personal development was identified
in many interviews. A number of participants described
themselves as shy or introverted, struggling to express
themselves and the value of CS teaching for developing
those skills:

“when you join PAHS, everyone sees us as doctors
and we need to be able to communicate to patients
… a lot of them [students] are extrovert they really
can talk to anyone they want … but for some of us it
is really difficult to express ourselves. so when I

Table 1 Interview participants

Student year group Male Female Total

2nd 5 2 7

4th 5 2 7

Intern 4 2 6

Total 14 6 20
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joined PAHS this [CS teaching] is something that I
really appreciated..” (Anup, 2nd year).

Nearly all interviewees described either an increase in
their confidence communicating or improved CS:
[re own skills]: “it has been changed, changed positively

… before starting medical college I didn’t have much
communication skills, I didn’t talk to the patients, any-
one that good. but I have learned how to talk to them,
how to be polite and how we should listen to them very
carefully so they shouldn’t misunderstood it”, (Yogya, 2nd
year).
Several participants who described themselves as shy,

mentioned how CS teaching helped increase their confi-
dence communicating:
[re own skills] “I am feeling confident with the patient

conveying messages, asking them and even in [with] the
colleagues … I now started to feel confident … it have
helped me a lot because I am changed... from a shy per-
son to an average communicator now so I feel great”,
(Divesh, Intern).
All intern participants identified the value of CS for

difficult communication challenges faced during their
clinical practice. Many experienced conflict and
aggression:

“one example of [during] the rural posting, there was
a lot of problem regarding communication … many
of the people I saw there tend to be aggressive to-
wards health workers..” (Krishna, Intern).

The majority of students described the relevance of CS
teaching in their experience, recognising their personal
development of skills and confidence and the necessity
of such skills. Interns particularly articulated the value of
CS teaching in their clinical practice.
The theme of positivity was seen across all groups of

participants. Several subthemes, however, emerged more
strongly from intern interviews, particularly: the import-
ance of CS for reducing patient anger and violence, the
value and relevance of CS teaching in their medical roles
and the recognition of the positive impact of CS on

patients and the resulting personal satisfaction. This is
likely to result from interns’ greater clinical exposure
and experience interacting with patients.

Theme 2- experiential learning
Experiential learning is defined [72] as the construction
of knowledge and meaning from real-life experiences.
Learning ‘situated’ [72] in a context relevant to the
learners’ future career. Whilst discussing areas of the CS
curriculum they found effective, nearly all participants
mentioned experiential learning features of role play and
new learning contexts for example rural clinical posting.

Role-play
The majority of participants mentioned role-play as ef-
fective and helpful in CS learning. Role-play is an experi-
ential learning technique in which case scenarios are
acted out by learners [73].
The majority of participants expressed positive views

on role play, preferring it to traditional didactic teaching.
One described how it improved visualisation and reten-
tion of learning:

“if it was just a class I would have already forgotten
about it, since I was also a part of the role play I re-
member it more vividly … in a role play you can ac-
tually sit in the patients place and realise how you
should actually communicate to them”, (Shova, 2nd
year).

Several participants commented that role-play allowed
them to experience and prepare for real-life scenarios.
Others, that it enabled them to appreciate patients’ feel-
ings and develop empathy:

“in that role-play I really learned about if you were
in the shoes of the patient what you would expect
from the doctor … and what you would have liked”,
(Shova, 2nd year).

Several participants highlighted the value of breaking
bad-news role-play learning.

Table 2 Analysis themes, subthemes and exemplar quotes

Themes Subthemes Examplar Quotes

1. Positivity Importance of CS
teaching and skills

“it is very important to be able to communicate well to be a good doctor”,Khim, 4th year.

Relevance of CS teaching “what I have learned there … I started to use them in practical life … … instead I found it difficult but I
thought it is more effective”, Nara, 4th year

Personal Development “I now started to feel confident … it have helped me a lot because I am changed”, Divesh, Intern

2. Experiential
Learning

Effective Role Playing “we have really learnt how to talk to a patient and about keeping us in their shoes … .we have learned a
lot in the acting classes” Shova, 2nd year.

Relevant Rural Posting “we are sent in rural areas for posting so during this period we are exposed to strangers, so at that time …
talking to them like slowly it builds up our communication skills” Arpan, 4th year.
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“there was a session of breaking bad news … we
learned a little bit in class. we then practiced it,
where we are actually given a check list for that and
… people just went in the front tried to do that so it
was seemed really helpful … we had to follow the
palliative care [patient] just now … [and] I saw how
much helpful it was. really it was really helpful”,
(Anup, 2nd year).

Many participants requested more opportunity for
role-play practice of CS.

Rural posting
Many student participants identified the different con-
text of the rural community posting as effective for
learning CS, describing the opportunity to meet patients
in their homes as valuable for skills and confidence
development:

“we are sent in rural areas for posting, during this
period we are exposed to strangers.so at that time,
talking to them, slowly it builds up our communica-
tion skills” (Arpan, 4th year).

Another describes learning how to communicate and
respect patients during their rural posting:

“every year we were staying in the rural community
posting for a week and our teacher … taught what
we have to do... and how we have to communicate
over there … giving respect … so I think this is very
helpful”, (Rajesh, 2nd year).

Ideas for change
Participants discussed changes they believed necessary
to CS teaching or curriculum. Most requested more CS
teaching:

“I think there should be more classes on it [CS], ini-
tially we had classes on many skills... as part of ICM
we were being taught about, so as much as [more]
classes on it would be likely helpful” (Divesh,
Intern).

Requesting additional CS teaching, participants did
not indicate how this could be achieved within a busy
curriculum or what aspects could be omitted.
Many participants also identified the need for formal

CS teaching during clinical years. One mentioned need-
ing to refresh skills taught in earlier years:

“I think initially there was adequate importance
given to it [CS] so I was pretty satisfied... but in the
clinical sciences there hasn’t been much talk on this

communication skills. so maybe they thought that …
they have already learnt it and we haven’t had any
classes as such, especially focused on communication
after we entered the 3rd year … it would be benefi-
cial if we keep refreshing it up” (Khim, 4th year).

Several interns, however, felt that clinical years CS
teaching was unnecessary as skills developed naturally
through clinical interactions and placements:
[re CS Teaching] “it is just enough, if we add some

more things then it will be just waste of time” (Rohan,
Intern).
Clearly there is a need for CS teaching to be relevant

to individual learning needs. Integrating CS teaching
with clinical placements, particularly addressing commu-
nication challenges encountered would enhance its’
value.
The majority of interns and many 4th years believed

that clinical years’ CS teaching was insufficient and re-
quested formal or explicit CS teaching throughout clin-
ical years. Many identified role-play learning as the most
helpful for skills practice.

Discussion
Learners’ attitudes towards CS teaching are powerful, in-
fluencing their perception of the importance of skills, their
behaviour [74] and skills usage with patients [52, 53]. Our
study participants had positive perceptions (proxy for atti-
tudes) towards CS and CS teaching. They believed teach-
ing to be helpful for increasing confidence and that the
skills taught are important for medical practice, similar to
other findings [53, 75].. Interns’ particular identification of
teachings’ effectiveness and relevance reflect findings
amongst new medical graduates [76]. .] Medical students
believe CS teaching is helpful for those needing CS im-
provement [77], seen in our participants, many of whom
described themselves as shy or introverted. Data on the
prevalence of shyness amongst Nepali medical students is
lacking, however, several features of Nepaliand South
Asian culture and school teaching may predispose stu-
dents to feel shy in group interactions or meeting patients.
Nepali schools, like many in South Asia, largely employ di-
dactic teaching, with minimal student participation or
interaction [45] and student silence in classrooms [78]. In
a traditionally hierarchical, paternalistic and cast based
culture [37], students from rural or disadvantaged back-
grounds may feel reluctant or intimidated by the inter-
active elements of medical education. These students
potentially benefit the most from CS teaching [77] and
PAHS’ admissions weighting for such students, highlights
the importance of reinforcing such teaching.
The real-life relevance of CS, identified particularly by

interns is usually only recognised after commencing
clinical placement [79], possibly due to a positive
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attitudinal shift towards CS teaching [55]. Consequently,
CS teaching should be situated in and integrated with
clinical experience [77, 80], in agreement with our par-
ticipants’ request for increased clinical years CS teach-
ing. CS teaching often has low priority in medical
schools [81] and there is debate regarding its’ timing.
Pre-clinical CS teaching provides a safe environment for
skills practice prior to patient exposure [82], however,
skills deteriorate without reinforcement [81]. One review
concluded CS teaching is more effective during clinical
years [11]. Most research supports starting CS teaching
early, to raise awareness and understanding of the key
tenants of CS for clinical practice, and reinforcing it
regularly throughout clinical years, in a spiral model,
[11, 83] which leads to better skills attainment [83]. In
order to enhance students’ CS acquisition during clinical
years, clinical and educational supervisors should be en-
couraged to provide feedback and support on CS when
observing trainees on placement, providing relevant, sit-
uated CS feedback and learning. Perhaps PAHS should
review the weight of CS teaching in the medical curricu-
lum, particularly clinical years. Considering increasing
formal CS teaching for clinical students, providing op-
portunities for them to refresh skills, building upon earl-
ier CS learning by integrating it with their clinical
experience. Ensuring the central place of CS within the
curriculum, mirroring its’ explicit integration within
learning outcomes, competencies and end of placement
reviews.
Active learning is superior to passive [84] and adults

learn best through interactive, relevant teaching [82]. Ex-
periential learning, the construction of knowledge from
real-life experiences [72] is active learning. Our partici-
pants particularly identified two experiential learning
features as helpful: role-play and rural placements, align-
ing with students known preferences for experiential
teaching methods [73]. Role play enables specific, CS
practice [85] and is the most widely used method for CS
teaching [86]. It is effective for CS teaching with learners
extemporising interpersonal and professional behavior, [
[84] and improving skills [87]. By providing a safe envir-
onment for skills practice [73, 84], role-play can ease
transitions into clinical settings [88] and can be useful
later in training to address more targeted needs, based
on real scenarios. Didactic teaching is useful for increas-
ing knowledge about CS [89], in particular awareness of
professional standards and good practice, but is ineffect-
ive compared to experiential methods [11], particularly
roleplay [90]. Students benefit from repeated opportun-
ities for skills practice [82] with feedback, as requested
by our learners.
Medical educators should consider reviewing teaching

methods employed for CS, particularly the proportion of
didactic, lecture teaching to experiential learning.

Ensuring that teaching modalities are constructively
aligned with intended learning outcomes [91]. Expansion
of roleplay learning should be considered, particularly
within the clinical years, incorporating challenging sce-
narios identified by interns, such as angry patients.
The rural posting, another form of experiential learn-

ing, was identified s as particularly effective for CS. Stu-
dents value opportunities to interview real patients,
preferring learning CS through experiential means in
clinical settings [73]. Essential to experiential learning is
students’ reflection on their experience [92]. This facili-
tates the transformation of experience into learning, enab-
ling its’ integration and contextualisation, and facilitating
skills improvement [93–95]. Rural medical practice in
Nepal faces many challenges including lack of infrastruc-
ture, equipment and personnel [96] which may hinder ef-
fective communication. Learners’ should be encouraged to
reflect upon their rural experiences through discussion
with clinical and educational supervisors within place-
ments as well as in their written portfolios, enabling their
own critical evaluation of experiences and potentially in-
spiring them to better communicators [44].
This study was conducted in Nepal, however, the findings

are of interest to medical educators across South Asia, with
similar cultural contexts and embryonic CS teaching.
The 2015 MCI introduction of competency-based CS

teaching, within the ATCOM module, in Indian medical
schools is an encouraging development, after many stud-
ies highlighted this as an urgent need [31]. ATCOM in-
corporates many of the features discussed above, with
longitudinal integrated CS teaching from first to final
years and a combination of both experiential learning
and explicit teaching [97]. The module has elicited
mixed responses, particularly regarding its’ lack of for-
mative skills assessment or evaluation [32]. One report
explains how, without full inclusion of CS teaching
within both medical curriculum and examinations, the
module will not adequately address India’s CS issues
[32]. Indian medical students’ attitudes are predomin-
antly focused on knowledge acquisition and passing ex-
aminations, rather than skills acquisition [97].
Researchers argue that these need to change in order to
facilitate CS development and incorporation into prac-
tice [97]. There is no published evaluation of students’
attitudes and perceptions of the ATCOM module, how-
ever, our study offers encouragement for this South
Asian context. Our students’ and particularly interns
recognised the relevance and effectiveness of CS teach-
ing, indicating their likelihood of incorporating these
skills into their medical practice [52, 53].
Another criticism of India’s ATCOM is its’ implemen-

tation by existing medical school faculty [32]. Teaching
of CS requires different approaches than other clinical
subjects [98]. There is concern that the written
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competency-based CS curriculum maybe different from
that implemented, as observed recently in Indonesia [99]
where faculty struggled to teach patient centred topics
like CS [24]. Clearly curriculum change alone is not suf-
ficient, medical educators need to ensure that faculty are
sensitized, prepared for, and supported in, developing
new teaching skills, a process not yet started in the ma-
jority of Indian medical institutions [32, 97, 100].
Violence towards doctors by patients and relatives is an

increasing problem, not only in Nepal but wider South
Asia [25, 96, 101], causing fear and stress particularly for
rural doctors [102]. Although the reasons for this are
multifactorial, poor doctor patient communication is a
contributor [25, 102], identified by our students and needs
to be adequately addressed through CS teaching.

Conclusion
Although this study was conducted in Nepal the findings
are potentially relevant to medical educators in other
south Asian contexts where CS teaching is embryonic.
Learners’ perceptions of CS and CS teaching matters,

impacting the value placed on communication and fu-
ture care offered to patients [51]. Our participants posi-
tive perceptions of CS teaching are encouraging,
however, it is important that thetiming of such teaching
is reviewed, as skills acquired early in medical school,
deteriorate without reinforcement. Medical educators
need to refresh and build upon early CS teaching during
clinical years, to prevent such a decline.
Experiential learning elements of curriculum were par-

ticularly important and effective, for CS learning. Increas-
ing the proportion of experiential learning opportunities
within curriculum should be prioritised. Educators should
explore ways to facilitate students’ in -depth reflection on
experiential learning, enabling critical reflection and evalu-
ation of their own values to promote worthwhile change.
CS teaching should be encouraged and expanded through-

out medical schools in Nepal and South Asia. This study
shows it is well perceived by learners in this context and of
particular importance given minimal CS learning in didactic
school teaching and growing violence towards doctors.

Study limitations and biases
Study interviews were conducted in English, participants’
second language and whilst English is used throughout
training, participants may feel more comfortable speaking
their native language when discussing feelings and opin-
ions. Data analysis was performed by a single researcher
but results were discussed by the research team and
within tutor supervision. The study sample size was small,
however, data saturation, the point at which adding more
data does not create new themes, was taken as indicating
sample sufficiency [61] for our study purposes. Areas of
potential future research would be to explore the

perceptions of clinical placement supervisors and trainers
and their readiness to incorporate CS more explicitly
within their feedback to trainees.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12909-020-02330-y.

Additional file 1. Semi- Structured Interview Schedule – 4th Year
Students.

Abbreviations
CS: Communication skills; DOPS: Direct observation of procedural skills; Mini-
CEX: Clinical evaluation exercises; OSCE: Objective Structured clinical
examinations; PAHS: Patan Academy of Health Sciences; TA: Thematic
Analysis

Acknowledgements
Not applicable.

Authors’ contributions
AHD, LA and SA were involved in the conceptualisation of the study. AHD
established the methodology of the study in discussion with SA and LA.
AHD collected and analysed the data. All authors were involved in result
interpretation. AHD and SA wrote the original draft of the manuscript. LA
and SA critically revised the manuscript. All authors read and approved the
final manuscript.

Funding
None.

Availability of data and materials
The datasets used and/or analysed during the study are available from the
corresponding author on request.

Ethics approval and consent to participate
Informed written consent was taken from all study participants. Their
participation was voluntary and they were free to decline to participate or
withdraw consent prior to data analysis. Participants were aware that all data
would be anonymised prior to analysis and pseudonyms used in publication.
Ethical approval for the study was obtained from Patan Academy of Health
Sciences IRC and Cardiff University ethical review panel, prior to
commencement.

Consent for publication
Not applicable.

Competing interests
The authors declare they have no competing interests.

Author details
1Department of GP, Patan Academy of Health Sciences (PAHS), P.O.Box
26500, Lalitpur, Kathmandu, Nepal. 2Centre for Medical Education, Cardiff
University, Heath Park, Cardiff CF14 4YS, UK.

Received: 7 July 2020 Accepted: 21 October 2020

References
1. Lipkin MJ. The physician interviewer in the era of corporatization of care.

Ann Int Med. 1996;124:511–3.
2. Baldwin DC, Daugherty SR, Rowley BD, Schwarz MR. Cheating in medical

school: a survey of second year students at 31 schools. Acad Med. 1996;71:
267–73.

3. Rennie S, Crosby J. Are Tomorrow’s doctors honest? A questionnaire study
exploring the attitudes and reported behaviour of medical students to
fraud and plagiarism. BMJ. 2001;322:274–5.

4. Kalichman M, Friedman P. A pilot study of biomedical trainees’ perceptions
concerning research ethics. Acad Med. 1992;67:769–75.

Douglas et al. BMC Medical Education          (2020) 20:391 Page 9 of 11

https://doi.org/10.1186/s12909-020-02330-y
https://doi.org/10.1186/s12909-020-02330-y


5. American Board of Internal Medicine. Project Professionalism, ABIM
Committee on Evaluation of Clinical Competence. Philadelphia: ABIM; 1995.

6. Ong LM, De Haes JCJM, Hoos AM, Lammes FB. Doctor-patient
communication: A review of the literature. Soc Sci Med. 1995;40:903–10.

7. Stewart M. Effective physician - patient communication and health
outcomes: a review. Can Med Assoc J. 1996;152:1423–33.

8. Wanzer MB, Booth-Butterfield M, Gruber K. Perceptions of Health Care
Providers' Communication: Relationships Between Patient-Centered
Communication and Satisfaction, Health Communication. 2004;16(3):363-84.
https://doi.org/10.1207/S15327027HC1603_6.

9. Bruera E, Sweeney C, Calder K, Palmer L, Benisch-Tolley S. Patient
preferences versus physician perceptions of treatment decisions in cancer
care. J Clin Oncol. 2001;19:2883–5.

10. Fallowfield L, Jenkins V, Farewell V, Solis-Trapala I. Enduring impact of
communication skills training: results of a 12-month follow-up. Br J Cancer.
2003;8:1445–9.

11. Aspegren K. BEME Guide No. 2: teaching and learning communication skills
in medicine-a review with quality grading of articles. Med Teach. 1999;21:
563–70.

12. Novack DH, Volk G, Douglas AD, Lipkin M. Medical interviewing and
interpersonal skills teaching in US medical schools. Progress, problems and
promise. JAMA. 1993;269:2101–5.

13. 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;32:25–34.

14. Colliver JA, Willis MS, Robbs RS, Cohen DS, Swartz MH. Assessment of empathy
in a standardized- patient examination. Teach Learn Med. 1998;10:8–11.

15. Mercer SW, Maxwell M, Heaney D, Watt GCM. The consultation and
relational empathy (CARE) measure: development ad preliminary validation
and reliability of an empathy- based consultation process measure. J Fam
Prac. 2004;21:699–705.

16. Thorne SE, Harris SR, Mahoney K, Con A, McGuinness L. The context of
health care communication in chronic illness. Patient Educ Couns. 2004;
54(supp 3):299–306.

17. Bonvicini K, Perlin MJ, Bylund CL, Carroll G, Rouse RA, Goldstein MG. Impact
of communication training on physician expression of empathy in patient
encounters. Patient Educ Couns. 2009;75:3–10.

18. Barry CA, Bradley CP, Britten N, Stevenson FA, Barber N. Patients’ unvoiced
agendas in general practice consultations: qualitative study. BMJ. 2000;320:
1246–50.

19. Levinson W, Roter D. Physicians’ psychosocial beliefs correlate with their
patient communication skills. J Gen Intern Med. 1995;10(supp 7):375–9.

20. De Monchy C. Professional attitudes of doctors and medical teaching. Med
Teach. 1992;14:327–31.

21. Hofstede G. Culture’s consequences, comparing values, behaviors,
institutions, and organizations across nations. Newbury Park: Sage
Publications; 2001.

22. Moore M. What does patient-centred communication mean in Nepal? Med
Educ. 2008;42(1):18–26.

23. Claramitar M, Utarini A, Soebono H, Van Dalan J, Van de Vleuten C. Doctor–
patient communication in a southeast Asian setting: the conflict between
ideal and reality. Adv in Health Sciences Educ. 2011;16(1):69–80.

24. Claramita M, Nugraheni DFM, Van Dalen J, Van de Vleuten C. Doctor–
patient communication in Southeast Asia: a different culture? Adv in Health
Sci Educ. 2013;18:15–31. https://doi.org/10.1007/s10459-012-9352-5.

25. Nagpal N. Incidents of violence against doctors in India: can these be
prevented? National Med J of India. 2017;30(2):97–100.

26. Kim YM, Putjuk F, Basuki E, Kols A. Increasing patient participation in
reproductive health consultation: an evaluation of smart patient coaching in
Indonesia. Pat Educ Couns. 2003;50:113–22.

27. Bernhart MH, Wiadnyana IGP, Wihardjo H, Pohan I. Patient satisfaction in
developing countries. Sci Med. 1999;48(8):989–96.

28. Andaleeb S. Service quality perceptions and patient satisfaction: a study of
hospitals in a developing country. Soc Sci Med. 2001;52:1359–70.

29. Kiguli S. The expectations and experiences of caregivers of pediatric
patients admitted at Mulago hospital regarding the communication
skills of the attending doctors. Maastricht: MSc Dissertation, University
of Maastricht; 2007.

30. Unger JP, Van Dormael M, Criel B, Van der Vennet J, De Munck P. A plea for
an initiative to strengthen family medicine in public health care services of
developing countries. Int J Health Serv. 2002;32:799–815.

31. Regulations on Graduate Medical Education 1997. Medical Council of India.
Available from: http://www.mciindia.org/Rules-and-Regulation/GME_
REGULATIONS.pdf.

32. Chattergee S, Choudhury N. Medical communication skills training in the
Indian setting: need of the hour. Asian J Transfus Sci. 2011;5:8–10.

33. Arneja I, Lal P. Communications skills training – A missing link in medical
education curriculum. MAMC J Med Sci. 2017;3:117–9.

34. Attitude and Communication (AT-COM) Competencies for the Indian
Medical Graduate. Reconciliation Board. Academic Committee of Medical
Council of India. 2015.

35. Henbest R, Fehrsen G. Patient centredness: is it applicable outside the West?
Itsmeasurement and effect on outcomes. Fam Prac. 1992;9:311–7.

36. Dunn N. Patient-centred care: timely, but is it practical? BMJ. 2002;324:648-
51.

37. Moore M. What do Nepalese medical students and doctors think about
patient-centred communication? Pat Educ Couns. 2009;76(1):38–43.

38. Subedi MS. Medical anthropology of Nepal. Kathmandu: Udaya Books; 2001.
p. 31–4.

39. Shankar PR, Dubey AK, Mishra P, Deshpanday VY, Chandrasekhar TS,
Shivananda PG. Student attitudes towards communication skills training in a
medical college in Western Nepal. Educ Health Change Learn Pract. 2006.
https://doi.org/10.1080/13576280500534693.

40. Nepal Medical Council. Accreditation Standards for the MBBS (Bachelor of
Medicine and Bachelor of Surgery) Program. 2017. Available at; https://nmc.
org.np/files/4/ACCREDITATION%20STANDARDS%20FOR%20THE%20MBBS.pdf.

41. Shankar PR, Dubey AK, Mishra P, Deshpande VY, Chandrasekhar TS,
Shivananda PG. Student attitudes towards communication skills training in a
medical college in Western Nepal. Educ Health. 2006;19:71–84.

42. Dhakal AK, Shankar RP, Dhakal S, Shrestha D, Piryani RM. Medical
humanities in Nepal: present scenario. J Nepal Med Assoc. 2014;52(193):
751–4.

43. Tribhuvan University Institute of Medicine. Curriculum for Bachelor of
Medicine and Bachelor of Surgery (MBBS). Amendments made in the MBBS
curriculum, vol. 2008. Maharajgung, Kathmandu: Medical Education
Department; 2008.

44. Butterworth K, Nichols DN, Manca TA. How future doctors in Nepal are
using reflective portfolios to learn compassion and empathy. Euro J Pall
Care. 2016;23(1):36-41.

45. Parajuli DR, Das T. Performance of community schools in Nepal: A macro
level analysis. Int J of Sci Tech Res. 2013;2(7):148-54.

46. Entwistle N, McCune V, Hounsell J. Approaches to Studying and Perceptions
of University Teaching-learning Environments: Concepts, Measures, and
Preliminary Findings. Enhancing Teaching-learning Environment in
Undergraduate Courses. Edinburgh; 2002.

47. Entwistle N. A model of the teaching-learning process. In: Richardson JTE,
et al., editors. Student learning: research in education and cognitive
psychology. London: Society for Research into Higher Education and Open
University Press; 1987. p. 13–28.

48. Dornan T, David T. Adult learning and continuing education. Diabet Med.
2000;17(supp 1):78–80.

49. Hassall T, Joyce J. Approaches to learning of management accounting
students. Educ Train. 2001;43:145–52.

50. Prosser M, Trigwell K. Understanding learning and teaching: the experience
of higher education. Buckingham: Society for Research into Higher
Education and Open University; 1999.

51. Languille DB, Kaufman DM, Laidlaw TA, Sargeant J, Macleod H. Faculty
attitudes toward medical communication and their perceptions of students’
communication skills training at Dalhousie University. Med Educ. 2001;35(6):
548–54.

52. Newble D. Editorial II: assessment of clinical competence. Br J Anaes. 2000;
84(supp 4):432–3.

53. Wright KB, Bylund C, Ware J, Parker P, Query JL, Baile W. Medical
Student Attitudes Toward Communication Skills Training and
Knowledge of Appropriate Provider-Patient Communication: A
Comparison of First-Year and Fourth-Year Medical Students. Med Educ
Online. 2006;11(supp 1):4594.

54. Lucas U. Deep and surface approaches to learning within introductory
accounting: a phenomenographic study. JAEd. 2001;10:161–84.

55. Cleland J, Foster K, Moffat M. Undergraduate students' attitudes to
communication skills learning differ depending on year of study and
gender. Med Teach. 2005;27(supp 3):246–51.

Douglas et al. BMC Medical Education          (2020) 20:391 Page 10 of 11

https://doi.org/10.1207/S15327027HC1603_6
https://doi.org/10.1007/s10459-012-9352-5
http://www.mciindia.org/Rules-and-Regulation/GME_REGULATIONS.pdf
http://www.mciindia.org/Rules-and-Regulation/GME_REGULATIONS.pdf
https://doi.org/10.1080/13576280500534693
https://nmc.org.np/files/4/ACCREDITATION%20STANDARDS%20FOR%20THE%20MBBS.pdf
https://nmc.org.np/files/4/ACCREDITATION%20STANDARDS%20FOR%20THE%20MBBS.pdf


56. Neupane MS, Neupane HC, Adhikari S, Aryal B. Attitude towards learning
communication skills in medical students of Chitwan medical college,
Chitwan, Nepal. Int J Pharm Bio Arch. 2012;3(supp 5):1058–61.

57. Rees C, Sheard C. The relationship between medical students' attitudes
towards communication skills learning and their demographic and
education-related characteristics. Med Educ. 2002;36(supp 11):1017–27.

58. Saunders MN, Lewis P, Thornhill A, Bristow A. Understanding research
philosophy and approaches to theory development. In: Saunders MNK,
Lewis P, Thornhill A, editors. Research Methods for Business Students. 7th
ed. Harlow: Pearson Education Limited; 2015. p. 122–61.

59. Kvale S. The 1000 Page Question. Qual Enquiry. 1996;2(3).
60. Cohen L, Manion L, Morrison K. Research Methods in Education. Routledge

Ltd - M.U.A. 2013; 4, ch 25:743.
61. Sandelowski M. Note on qualitative methods; the use of quotes in

qualitative research. Res Nurs Health. 1994;17:479–82.
62. Marshall C, Rossma G. Designing qualitative research. London: Sage

Publishers; 1995. p. 59–65.
63. Denzin N, Lincoln Y. Introduction: the disciple and practice of qualitative

research. In: Denzin N, Lincoln Y, editors. The sage handbook of qualitative
research. 2nd ed. Thousand Oaks: Sage; 2000. p. 2–28.

64. Weaver K, Olson J. Understanding paradigms used for nursing research. J
Adv Nurs. 2006;53(4):459–69.

65. Bunniss S, Kelly DR. Research paradigms in medical education research. Med
Educ. 2010;44:358–66.

66. Braun V, Clarke V. Successful qualitative research: A guide for beginners.
London: Sage Publications; 2013. p. 87–95.

67. Gale J, O'Pray M. The development and implications of frames of reference
in curriculum evaluation programmes: the experience of a British school of
medicine. Br J EducTechn. 1981;I:49–63.

68. Butterfoss F, Francisco V, Capwell E. Choosing effective evaluation methods.
Health Promotion Prac. 2000;1(4):307–13.

69. Cannell C, Kahn R. Interviewing in Lindzey G. & Aronson, A. (eds.) The
Handbook of Social Psychology. Research Methods. New York: Addison
Wesley. 1968:526–95.

70. Jacob SA, Furgerson SP. Writing interview protocols and conducting
interviews: tips for students new to the field of qualitative research. Qual
Report. 2012;17:6.

71. Saumure K, Given LM. The SAGE encyclopedia of qualitative research
methods. Thousand Oaks: Sage Publications Ltd.; 2008.

72. Yardley S, Teunissen PW, Dornan T. Experiential learning: transforming
theory into practice. Med Teach. 2012;34(2):161–4.

73. Rees C, Sheard C, McPherson A. Medical students’ views and experiences of
methods of teaching and learning communication skills. Patient Educ
Couns. 2004;54(1):119–21.

74. Petty RE, Wegener DT, Fabrigar LR. Attitudes and attitude change. Ann Rev
Psych. 1997;48:609–47.

75. Anvik T, Grimstad H, Baerheim A, Bernt FO, Gude T, Hjortdahl P, et al. Medical students’
cognitive and affective attitudes towards learning and using communication skills– a
nationwide cross-sectional study. Med Teach. 2008;30(3):272–9.

76. Kinderman P, Humphris G. Clinical communication skills teaching: the role
of cognitive schemata. Med Educ. 1995;29:436–42.

77. Rees CE, Sheard CE, McPherson AC. A qualitative study to explore
undergraduate medical students' attitudes towards communication skills
learning. Med Teach. 2002;3:289–93. https://doi.org/10.1080/
01421590220134123.

78. Bista K. Silence in teaching and learning: Perspectives of a Nepalese
graduate student. J Coll Teach. 2012;60(2):76–82. https://doi.org/10.1080/
87567555.2011.633943.

79. Holm U, Aspergen K. Pedagogical methods and affect tolerance in medical
students. Med Educ. 1999;33:14–8.

80. Sanson-Fisher R, Cockburn J. Effective teaching of communication skills for medical
practice selecting an appropriate clinical context. Med Educ. 1997;31:52–7.

81. Pfeiffer C, Madray H, Ardolino A, Willms J. The rise and fall of students’ skill
in obtaining a medical history. Med Educ. 1998;32(3):283–8.

82. Rosenbaum ME, Ferguson KJ, Lobas JG. Teaching medical students and
residents skills for delivering bad news: A review of strategies. Acad Med.
2004;79(2):107–17.

83. Smith S, Hanson JL, Tewksbury LR, Christy C, Talib NJ, Harris MA, et al.
Teaching patient communication skills to medical students: A review of
randomized controlled trials. Eval Health Prof. 2007;30(1):3–21. https://doi.
org/10.1177/0163278706297333.

84. Joyner B, Young L. Teaching medical students using role play: twelve tips
for successful role plays. Med Teach. 2006;28(3):225–9.

85. Kiger AM. Teaching for health. Edinburgh: Churchill Livingstone; 2004.
86. Holsbrink-Engels GA. Using a computer learning environment for initial

training in dealing with social-communicative problems. Br J Educ Tech.
2002;32:53–67.

87. De Neve KM, Heppner MJ. Role play simulations: the assessment of an
active learning technique and comparisons with traditional lectures. Innov
High Educ. 1997;21(3):231–46.

88. Littlefield JH, Hahn H, Meyer AS. Evaluation of a role-play learning exercise
in an ambulatory clinic setting. Adv Health Sci Educ. 1999;4(2):167–73.

89. Kurtz SJS, Draper J. Teaching and learning communication skills in medicine.
1998 Abingdon: Radcliffe Medical.

90. Fallowfield L, Jenkins V, Farewell V, Saul J, Duffy A, Eves R. Efficacy of a
Cancer Research UK communication skills training model for oncologists: a
randomised controlled trial. Lancet. 2002;359(9307):650–6.

91. Biggs JB. Aligning teaching for constructing learning. Higher Education
Academy. 2003. Available at: https://www.heacademy.ac.uk/sites/default/
files/resources/id477_aligning_ teaching_for_constructing_learning.pdf.

92. Boud D, Keogh R, Walker D. Reflection: turning experience into learning.
London: Kogan Page; 1985.

93. Boud D, Walker D. Promoting reflection in professional courses: the challenge
of context. In: Harrison R, et al., editors. Supporting Lifelong Learning, Vol 1.
Perspectives on Learning, vol. 91. London: Routledge; 2002. p. 110.

94. Mann K, Gordon J, MacCleod A. Reflection and reflective practice in health
professions education: a systematic review of the literature in the health
professions. Adv Health Sci Educ. 2009;14:595–621.

95. Grant A, Kinnersley P, Metcalf E, Pill R, Houston H. Students’ views of
reflective learning techniques: an efficacy study at a UK medical school.
Med Educ. 2006;40(4):379–88.

96. Poudel A. As assault reports Rise, Nepal Medical Council urges doctors to
practice as per protocol. Kathmandu: The Kathmandu Post; 2019. https://
tkpo.st/2OIlEJJ.

97. Mitra J, Saha I. Attitude and communication module in medical curriculum:
rationality and challenges. In J Public Health. 2016;60(2):95–8.

98. Modi JN, Chhatwal AJ, Gupta P, Singh T. Teaching and assessing
communication skills in medical undergraduate training. In Paediatrics.
2016;53:497.

99. Claramita M, Sutomo AD, Graber MA, Scherptier A. Are patient-centered
care values as reflected in teaching scenarios really being taught when
implemented by teaching faculty? A discourse analysis on an Indonesian
medical school’s curriculum. Asia Pacific Fam Med J. 2011;10(4). https://doi.
org/10.1186/1447-056X-10-4.

100. Vinod Kumar CS, Kalasuramath S, Kumar CS, Jayasimha VL, Shashikala P. The
need of attitude and communication competencies in medical education in
India. J Educ Res Med Teach. 2015;3:1–4.

101. Ranjan P, Kumari A, Chakrawarty A. How can doctors improve their
communication skills? J Clin Diag Res. 2015;9(3):JE01–4. https://doi.org/10.
7860/JCDR/2015/12072.5712.

102. Sitaula S, Magar A. Medical practice in the peripheral health centers in
Nepal. J Nepal Health Res Counc. 2011;9(19):198–200.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Douglas et al. BMC Medical Education          (2020) 20:391 Page 11 of 11

https://doi.org/10.1080/01421590220134123
https://doi.org/10.1080/01421590220134123
https://doi.org/10.1080/87567555.2011.633943
https://doi.org/10.1080/87567555.2011.633943
https://doi.org/10.1177/0163278706297333
https://doi.org/10.1177/0163278706297333
https://www.heacademy.ac.uk/sites/default/files/resources/id477_aligning_%20teaching_for_constructing_learning.pdf
https://www.heacademy.ac.uk/sites/default/files/resources/id477_aligning_%20teaching_for_constructing_learning.pdf
https://tkpo.st/2OIlEJJ
https://tkpo.st/2OIlEJJ
https://doi.org/10.1186/1447-056X-10-4
https://doi.org/10.1186/1447-056X-10-4
https://doi.org/10.7860/JCDR/2015/12072.5712
https://doi.org/10.7860/JCDR/2015/12072.5712

	Abstract
	Background
	Methods
	Results
	Discussion
	Conclusion

	Background
	South Asian context
	Nepal context

	Methods
	Participants
	Ethical consideration
	Reflexivity
	Data collection
	Analysis

	Results and analysis
	Theme 1- positivity
	Importance of CS teaching and skills
	Relevance of CS teaching
	Personal development

	Theme 2- experiential learning
	Role-play
	Rural posting
	Ideas for change


	Discussion
	Conclusion
	Study limitations and biases

	Supplementary Information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

