medical education in review
Creativity in clinical communication: from
communication skills to skilled communication
Peter Salmon & Bridget Young

OBJECTIVES The view that training in communication skills produces skilled communication is sometimes criticised by those who argue
that communication is individual and intuitive.
We therefore examine the validity of the concept of communication as a skill and identify
alternative principles to underpin future
development of this field.
METHODS We critically examine research evidence about the nature of clinical communication, and draw from theory and evidence
concerning education and evaluation, particularly in creative disciplines.
RESULTS Skilled communication cannot be
fully described using the concept of communication skills. Attempts to do so risk constraining

and distorting pedagogical development in
communication. Current education practice
often masks the difficulties with the concept by
introducing subjectivity into the definition and
assessment of skills. As all clinical situations
differ to some extent, clinical communication is
inherently creative. Because it is rarely possible
to attribute specific effects to specific elements
of communication, communication needs to be
taught and evaluated holistically.
CONCLUSIONS For communication teaching
to be pedagogically and clinically valid in
supporting the inherent creativity of clinical
communication, it will need to draw from
education theory and practice that have been
developed in explicitly creative disciplines.
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INTRODUCTION

Clinical communication is the vehicle for most patient
care and can represent a treatment in its own right.1,2
Communication teaching has therefore become an
established component of pre- and post-qualification
clinical curricula. This area of the curriculum is
typically described as ‘communication skills’, indicating an underpinning theoretical framework in which
communication can be divided into discrete elements,
or skills, that can be taught and assessed alongside
clinical skills.3,4 These elements are variously defined
as behavioural actions (e.g. maintaining eye contact)
or as goals (e.g. understanding patients’ perspectives).5 Principles and guidelines are available to guide
practitioners in drawing on these skills.6 The ultimate
aim of educators is that, just as good clinical care is
delivered through the deploying of clinical skills,
practitioners are equipped to build good clinical
relationships by deploying communication skills.3,7
Nevertheless, communication teaching can leave
students cynical about the issue, less confident in
their communication abilities or poorly prepared for
the complexities of clinical settings,8,9 and an
undercurrent of criticism among practitioners occasionally emerges in print.10 Communication teachers
continue to encounter scepticism in learners who
argue that communication is imaginative and individual or is ‘caught by example’11 and cannot be
taught formally. The future strength of communication teaching depends on hearing these voices and
being ready to question and renew the principles and
practices involved. The concept of communication
skills has been criticised over three decades from
humanistic, linguistic and clinical perspectives,12–15
and some educationists have prioritised communication tasks (such as ‘forming a connection’, ‘expressing caring’) over specific behavioural skills.16
Nevertheless, the concept and language of ‘skills’ still
dominate the field. Therefore, we critically re-examine the concept, drawing from empirical, philosophical and moral perspectives to show how it continues
to constrain pedagogical development. To identify
specific ways in which education concepts and,
consequently, practices might change, we draw on
recent ideas in broader education theory.

elements of communication has been a powerful way
to promote this reflection.14 The concept has also
successfully focused expertise and perspectives from
social science and clinical practice onto an area that
previously escaped scrutiny. Conceptualising communication as skills has been politically effective, too,
in introducing communication into curricula that are
widely regarded as skills-based. However, these
strengths should not blind us to weaknesses.
Communication cannot be atomised into skills
The concept of communication skills is inherently
reductionist inasmuch as it proposes that complex
behaviour such as conducting a consultation or
building a relationship can be atomised into component skills. This is questionable. For example, producing a behavioural coding scheme to quantify
communication skills for research or assessment is a
struggle that entails a long process of formulating
and refining objective definitions for communication
behaviours; elements of communication that,
although important, cannot be recognised reliably,
must be omitted.17,18 Therefore, when qualitative
researchers examine communication inductively,
they often identify phenomena that do not closely
correspond to skills described in the quantitative
research literature (as recent accounts of cancer
clinicians’ communication illustrate19,20). Moreover,
when practitioners themselves describe communication in reflective practice papers, they often emphasise intuition or departures from rules, rather than
the expert application of previously defined skills.21,22
Generalised principles for guiding communication
are practically limited

SOME DIFFICULTIES WITH THE CONCEPT OF
COMMUNICATION SKILLS

As patients, our demands on practitioners prove more
complex, context-dependent and inconsistent than
general principles for deploying skills can allow for.
For example, practitioners are urged to deploy skills
to ensure that patients are informed and involved in
their care.5,7 However, practitioners need considerable ingenuity here, as a survey of cancer patients
illustrated: 100% of respondents wanted practitioners
to be honest, but 91% also wanted them to be
optimistic.23 Similarly, although patients generally
do want to feel involved and not to feel that
practitioners are paternalistic, they often need
practitioners to take responsibility for treatment
decisions.20

Before people can improve behaviour, they need to
be able to reflect on it. Using the concept of skills to
help practitioners label and distinguish different

In practice, therefore, teachers and practitioners do
not rely on principles to tell them what to say.
Practitioners in routine consultations manage
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dialogue in ways that transcend formal guidance in
order to meet the complex needs of communication
in practice. For example, to balance conflicting needs
around information and involvement, practitioners
intricately constrain and colour ‘bad news’ in ways
that go far beyond guidance.20,24–26 Practitioners are
imaginative too. A surgeon who responded to a
patient’s questions about the prognosis of her cancer
by telling her to ‘leave things in the hands of God’
departed from expert ideas of skilfulness in breaking
bad news but, for that surgeon with that patient at
that time, his strategy helped.27 Therefore, as Skelton
observed,14 educators’ checklists often define correct
behaviour using subjective terms, such as ‘appropriate’ or ‘proper’. Similarly, the influential SEGUE (Set
the stage, Elicit information, Give information,
Understand the patient’s perspective, and End the
encounter) framework emphasises the attainment of
communication goals, leaving learners to decide how
to reach them.16
The meaning of communication lies in subjective
experience, not objective skills
Whereas the skills required to perform a surgical
operation, from incision to suturing, have discrete
functions, what someone says at any point in a
conversation can have many different effects. For
example, information or advice can demonstrate
concern or disdain.28 Similarly, different patients may
experience the same piece of communication as
caring or uncaring.29,30 The reason why communication skills do not have consistent effects is that the
meaning of communication is subjectively shaped:13
what listeners hear depends not just on what speakers
say, but on listeners’ subjective and social contexts
and on what has been said before. Designating some
behaviours as ‘skills’, implying that they have a
constant meaning or value, neglects this subjectivity.12 Therefore, although the concept of skills naturally leads us to judge communication quality using
expert-designed coding schemes, these may not
measure what patients value.31–33 Indeed, patients’
views can diverge from those of experts27,30 and
communication that displays improved ‘skills’ does
not necessarily help patients.34 Communication governed by expert rules can thwart patients’ needs.22,35
Conversely, patients can value communication that
experts think is poor.13
Communication outcome research cannot deliver
exhaustive principles
It is often supposed that communication outcome
research will ultimately deliver more precise princi-

ples to guide practitioners.1 Naturalistic study of
communication can, indeed, use sophisticated
multi-level methods to detect how associations
between what is said in consultation and its outcomes
vary systematically according to stages of consultation,
what has been said previously, and patient and
practitioner characteristics.36 However, the inherent
subjectivity and context-dependence – and consequent individual differences – in the meaning of a
given element of communication will remain inaccessible to any design that averages groups of people
or communication instances, however narrowly
defined. Indeed, Stiles warned that the inherent
variability in individual patients’ communication
needs and practices means that we should not expect
measurements of communication processes to correlate with outcomes,37 and Skelton argued that the
findings that outcome research can deliver are inevitably restricted to generalisations.14 Similarly, there
is a danger that, in pursuing reliability, assessments
focus on aspects of communication that are objectifiable at the expense of being relatively trivial.38
A second constraint on the potential for outcome
research is that there is rarely a single outcome for any
utterance, so communication that is inappropriate for
one outcome (e.g. because it distresses the patient)
may be appropriate for another (e.g. because it
challenges denial).1 Therefore, extrapolation from
outcome research often entails assumptions which,
taken to their limit, can be seen to be implausible. For
example, communication training is said to be
successful when it increases practitioners’ empathy.39
This reasoning contains the implicit assumption
that the more empathy, the better. Extrapolating from
this might lead us to assume that the best communication would be exclusively empathic – a view that
researchers would probably not support. The problem
is that outcome research necessarily focuses on a
restricted range of outcomes, excluding many that
contribute to the complexity of real clinical situations.
Moreover, outcomes exist locally and transiently in
dialogue40 and it will often be impossible to know
which outcomes were relevant to any specific utterance. Even when research does link specific communication behaviours to important outcomes, the
stochastic nature of the evidence makes it impossible
to know whether any single instance of that communication element promoted that outcome.
Skills and sincerity are inimical concepts
A news organisation reported a communication skills
programme as doctors having ‘lessons on being
nice’.14 Unimpressed at a nurse’s enquiries about her
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emotional feelings, a patient explained that the nurse
had probably ‘just been on a course’.41 To the public
gaze, at least, learning skills in appearing empathic or
caring is potentially inimical to authenticity42 and
communication theory does not yet provide a framework within which skill-learning can be explicitly
reconciled with authenticity.15,43,44 According to
Alexander, educationists therefore face a dilemma:
predetermining objectives for students means that,
when students deliver those objectives, the students’
behavioural change cannot be regarded as selfdetermined, whereas assuming self-determination is
essential to viewing students’ communication as
authentic.45
Values and ‘value-creep’: communication skills define
‘good’ communication
Clinical communication is fundamentally a moral
enterprise. Practitioners need to communicate well in
order to look after patients’ interests. The final
problem with the concept of skills concerns the way
that it can distort the values held by educators and
practitioners and thereby distort the moral aims of
communication. Eisner echoed Winston Churchill’s
statement that ‘we make our buildings and then our
buildings make us’ in warning that ‘we make our
curriculum and then our curriculum makes us’.46
The danger in identifying some communication
elements as ‘skills’ is that they come to define good
communication even when there is no evidence of
benefit for patients. For example, there has been
extensive research into how to teach communication
skills to ‘break bad news’, but little has examined
whether patients benefit.47 Acquisition of skills is
regarded as sufficient evidence of successful training.
Through their involvement in defining and teaching
skills, researchers and educators, rather than practitioners, become custodians of what is valued in
communication. Indeed, educators and researchers
routinely point to the inadequacy of practitioners’
communication or to their continued need for
training in communication skills, which amounts to
the same thing.48 The consequences are not just
personal for practitioners and patients, but political.
By changing what is regarded as ‘good’ communication, research and teaching change what it means to
be a patient or practitioner. In particular, emphasising skills of information provision and partnership
mould patients to the requirements of consumerism
and individualism.49 Moral and scientific statements
therefore become confounded in this field, so that
the apparent moral unassailability of scientific concepts such as communication skills defends them
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against scientific criticism and, conversely, their
supposed scientific grounding protects them against
ethical challenge.41

PRINCIPLES FOR FUTURE COMMUNICATION
TEACHING

Good clinical communication is clearly highly skilled,
although it defies reduction into elements that can be
called skills. Communication skills teachers would
not, of course, deny that they encourage practitioners
to be imaginative in using their skills and nor
would they risk extinguishing the opportunities for
satisfaction and motivation that practitioners can find
in communicating intuitively. Therefore, much of
what happens in communication education in
practice goes far beyond the learning of specific skills.
However, as long as the conceptual framework does
not itself put imaginative communication at the
centre, this defining property of communication will
remain beyond the reach of formal teaching and
professional scrutiny. Observing that communication
is intuitive and imaginative does not mean that it
should be undisciplined by training. After all, communication skills teaching won its place in curricula
because communication that depends solely on the
intuition of practitioners may be hurtful or damaging, just as it may be reassuring or therapeutic.
Therefore, criticism of the concept of communication skills does not justify a return to times when
practitioners were licensed to communicate in ways
that took no account of evidence about patient needs.
Instead, we need new ways to conceptualise clinical
communication that reconcile pedagogy and practice. These will need to incorporate two principles
that the concept of communication skills cannot.
Communication is inherently creative
Because the meaning of communication lies not in
objectively defined communication behaviour, but in
the way that this is understood in a specific context,
and because every clinical situation is unique, it follows
that originality in communication should be the
norm. At one level, originality is always present, simply
as a result of following general rules. Greeting a
patient by his or her name or explaining a unique and
complex clinical picture may mean saying something
that no practitioner has said before. However, we are
concerned here with originality that cannot be
reduced to rules. Pedagogy concerned with creativity,
particularly in the creative arts, has had to confront the
complexities associated with originality as an education objective.46,50–52 In this field, it is recognised that
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creativity is intimately associated with uncertainty.
Each situation is to some degree unique and, because
its demands cannot be reduced to a combination of
rules, the right thing to do or say cannot be completely
clear;46,50,53 that is, there is a fundamental instability in
the meaning of any creative product.51 This inherent
uncertainty creates the space within which creative
artists improvise and experiment.
The centrality of uncertainty to creative work has an
important corollary. Whereas experts’ knowledge
underpins the certainty attached to general rules, the
uncertainty that creative learners encounter cannot
be resolved by experts. This points to the importance
of what Reed characterised as the ‘first-hand’ knowledge of learners’ own experience to complement the
‘second-hand’ knowledge shaped and selected by
experts;54 that is, creative work depends on judgement rather than on following rules,50,52 and learning
means making good judgements and developing
confidence in handling uncertainty and trust in one’s
own unique expression.50,53
Communication is holistic
We have argued that, because skills do not determine
good communication, good communication cannot
be built purely at a ‘surface’ level by learning skills
and rules for combining them. Of course, some
communication behaviours, such as ignoring what a
patient says, will be consistently damaging across all
consultations and recognisable as such to most
observers. Beyond this, however, it is implausible to
regard any specific behavioural communication skill
as desirable in all possible contexts. Its quality only
exists in the context of the whole situation, including
the communication surrounding it. Indeed,
patients can be more concerned with the whole picture
– their impression of the practitioner’s character
and caring – than with specific communication
skills.27,55 Education in creative arts has had to
confront the holistic nature of work that cannot be
reduced to rules or techniques. For example, the
expression of an artist cannot be recreated simply by
following rules about colour or technique. This realisation has pointed educationists in creative arts to
concern themselves with holistic judgements of
‘rightness of fit’ rather than reductionist algorithms.50

IMPLICATIONS FOR TEACHING AND EVALUATING
COMMUNICATION

Many educationists are already exploring alternatives to skill-based communication teaching. For

example, while retaining the conceptual framework
of communication skills, Hatem et al.30 described
how a curriculum could incorporate patients’ individuality and, correspondingly, the need for originality by practitioners. Rollnick et al.56 described
promoting practitioners’ everyday clinical experience
to the foreground of teaching and relegating ‘communication skills’ to the background. Egener and
Cole-Kelly13 advocated training practitioners in
flexibility in communication. Others propose
approaches that are more explicitly holistic and
creative, including mindfulness,15,57 ‘deep acting’58,59
or immersing learners in patient narratives or
roles.42,60,61 These approaches point to possible ways
to implement the principles we propose. However,
continuing to cast these and future developments in
the language of communication skills will stymie
pedagogical development.
Eisner contrasted the prevailing model of scientific
education, with its emphasis on reproducibility and
control afforded by generalised rules, with a model
grounded in the creative arts in which the aim is to
foster work that is imaginative and skilful.46,50
Similarly, Jackson et al.52 advocated making creativity
an explicit aim of higher education curricula generally. Educationists in communication might therefore
learn from pedagogy in explicitly creative disciplines,
particularly the creative arts.
Firstly, at a conceptual level, although educators
aim for ‘skilled communication’, the term
‘communication skills’ could be reserved for the
rare instances in which consistent meaning lies in
behaviours themselves, either because of the
universality of their effect (such as in checking a
patient’s identity) or because they achieve specific
ends in a constrained situation.62 Secondly, education aims need to recognise the inherent uncertainty
around communication, which will require humility
for educators and learners alike. Instead of
encouraging the deployment of predetermined
skills, educators will aim for learners to make good
judgements, to develop a style tailored to their
individual characteristics,50 to develop the capacity
to handle novel situations rather than simply delivering consistency, and to appreciate keenly the
uncertainty surrounding their communication.63
There will be more explicit focus on learners’
motivation, too. In music education, Regelski argued
that, for learners to make good judgements independently of their teachers, they need first to value
what they are judging.64 Therefore, as well as relying
on external motivation structured by assessment or
curriculum targets, more explicit attention must be
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given to identifying and fostering sources of internal
motivation,65 including curiosity, forming more
personal connections with patients or, simply, being
more effective practitioners.
Finally, there will be changed emphases in teaching
methods.52 A conceptual framework based on creativity and holism will be more congenial than one
based on communication skills for developing the
dialogical and experiential methods that many
educators already use. There will be additional
emphasis on learning experiences and outcomes
that are less predictable, on making contextual
variability and ambiguity explicit foci of learning
and on the tentative and conditional nature of the
judgements of learners and educators alike.51,63
Educators therefore might consider how to harness
the resource of diversity of patient contact for
students’ learning. This might mean, for example,
supporting students’ reflections on their own creativity, as well as their effectiveness, in encounters
with patients. Although the pursuit of uniformity
has increased clinical educators’ reliance on simulation, some theorists66 and, indeed, students67
emphasise the value of apprenticeship and ‘real
patient learning’ in preparing for the diversity of
clinical care, as well as for being more veridical,
motivating and memorable than other forms of
learning.
Turning to assessment, the objective structured
clinical examination will probably remain central to
undergraduate assessment,68,69 although mini-clinical examination exercises, with real patients in
clinical settings, may better reproduce the relational
and emotional dynamics of encounters with
patients who really are suffering or vulnerable.70
Regardless of setting, assessment needs to be
appropriate to the creative and holistic nature of
communication. By requiring ratings of ‘appropriateness’ of communication, or the achievement of
tasks rather than performance of behaviours, many
existing checklists already have the potential to
accommodate creativity. Indeed, the SEGUE
framework explicitly allows learners flexibility in
achieving 32 specified communication tasks.16
However, placing these ratings within a communication skills framework still suggests that communication is best rated by aggregating competence in
specific domains. This practice diverges from
assessment in areas of human activity that are
recognised as both highly skilled and creative. For
example, we are comfortable with judging the
quality of a painting, but we would not mechanistically do so by first rating the background, then
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the foreground, then people’s faces and so on
before aggregating the ratings. Many communication educators already use global ratings,18,71 with
psychometric properties as good as, or better than,
those of checklists.72 Although such ratings might
be criticised as subjective, we have seen that
ostensibly objective checklist items usually require
subjective judgements.14
In developing the use of global ratings, there are
potentially important lessons about assessment to be
learned from creative, artistic disciplines. Indeed,
although artistic judgements are recognised as
inherently less precise than others, they have been
defended to the extent that evaluations can nevertheless be regarded as true or false.73 In art,
however, it is not envisaged that the judgements’
validity accrues from scientific theories.74 Instead,
the validity of subjective assessment is seen to derive
from the expertise and motivations of the assessors.
Eisner46,75 described experts in this context as
‘connoisseurs’ who derive their authority from personal familiarity with their field. Experts are, of
course, fallible and their assessments are subject to
biases,76 albeit less than those of non-experts.77
Indeed, this line of reasoning directs the focus of
concern for the validity of assessment away from the
psychometric properties of rating instruments to
the selection and scrutiny of assessors.78 Their
authority – that is, the validity of their judgements –
would depend on their ability to empathise with
the situation in which the assessment is taking place,
and their resulting ability to judge, not, technically,
whether predefined skills were displayed, but, aesthetically, whether the communication ‘worked’. It is
argued that assessment should include patient
perspectives because it is their subjective experience
that defines the meaning of communication.13
However, meaning extends beyond ‘customer evaluation’ to include considerations of equity and
professionalism and the ability to address patients’
needs, even where these diverge from patient wants.
Therefore, assessors might not necessarily be
patients, but could include researchers with extensive experience of studying clinical situations from
the perspective of patients’ needs.
It will be important not to neglect skills. Just as
creative artists need their ‘toolboxes’ of skills and
techniques, so do practitioners.12 However, artists
would not make the mistake of thinking that
deploying techniques guarantees a quality product.
Therefore, educators need to shift the primary focus
of their gaze from the ‘skills’ that practitioners use to
the value and creativity of the result.
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RESEARCH IMPLICATIONS

Clearly, practitioners need to continue to learn from
communication educators and researchers because
communication is too important to be left to
personal habits and prejudices. Therefore, researchers need to find out more about how flexibility can
be taught and assessed, and how internal motivation
can be identified and fostered. However, a corollary
of recognising the essential creativity of communicators in practice is to accept that, faced daily with
communication challenges, practitioners routinely
find practical solutions that educators and theorists
have not discovered. As Kleinman argues, experts
have much more to learn from practitioners than is
often appreciated.79 Therefore, we need more
research that examines communication inductively
in order to identify new insights from clinical
interactions that can be passed to future generations
of practitioners. Some of these insights may prove
more powerful than experts’ ideas in helping
other practitioners to negotiate the dilemmas that
practice presents. For example, studying surgeons’
subjective perspectives as well as their communication behaviour in decision-making consultations in
the context of breast cancer showed that behaviour
that might, according to current guidelines, be
criticised as unethical offered a resolution of ethical
dilemmas that those guidelines disregarded.20 Similarly, general practitioners are often criticised for
neglecting patients’ psychological cues and are
urged to learn skills to promote psychological talk.
However, examining their own perspectives indicated a range of reasons, largely disregarded in the
current emphasis on patient-centred communication, why psychological talk might often be impractical or inappropriate.80

LIMITATIONS OF VIEWING COMMUNICATION AS A
CREATIVE ART

There are, of course, fundamental differences
between the creative arts and imaginative clinical
communication. In particular, artists need audiences
to appreciate their work and, ultimately, to pay for it.
Of course, communication research often regards
patients as consumers of communication, such as, for
example, when it emphasises patient satisfaction as an
outcome. However, the aim of health care is not to
entertain or even just to satisfy consumers. Health
care is a moral enterprise with obligations to patients
and the population that transcend consumer satisfaction. Given that upholding an exclusive allegiance

to the concept of communication skills risks distorting the morality of health care by putting means
before ends,12 it is important not to elevate creativity
to an end in itself.
The role of patients also differs from that of an
audience in terms of their active contribution to the
creative product. Indeed, Haidet compared clinical
communication with jazz, arguing that the important
business of communication comes about when practitioners improvise with patients.81 However, this view
leaves patients vulnerable to potentially damaging
relationships, unconstrained by external expertise.
Even in the arts, it is acknowledged that improvisation
needs to be informed and disciplined82 and that
creativity for creativity’s sake is not enough.64 Our
comparison with the creative arts therefore needs to
be balanced by appreciating, beyond aesthetic concerns, what creativity in communication contributes
that is useful for patients and practitioners and by
being alert to its dangers.

CONCLUSIONS

Communication skills theory has been shaped by a
reductionist approach that is hard to sustain in the
light of criticism from those who hold that communication is intuitive and imaginative. In order to
reconcile educational and clinical practice, we need
to take what useful tools and techniques communication skills theory has to offer, but to use them in
ways that emphasise practitioners’ creativity as they
craft original solutions to unique communication
needs. Clinical commentators have warned that
medicine needs to retain, or regain, its status as an
art as well as a science.61 In communication teaching
and assessment in particular, we shall need to see
what can be learned from the arts, in which
education and evaluation sit comfortably with creativity and holism. Correspondingly, educators and
the researchers who support them need humility as
they seek to learn from, as well as to enhance,
clinical practice.
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Medical education research aims to advance the knowledge, skills, and professionalism of medical students by understanding and
evaluating educational ecosystems. These ecosystems include policies related to admissions and curriculum, people who serve as
teachers and mentors, instructional technology and other resources, the attitudes that pervade a given institution or educational
experience, and even the students themselves. Ultimately, research in medical education is conducted toÂ Conducting systematic
reviews in medical education: a stepwise approach. Med Educ 2012; 46(1): 943-52. Markert RJ. Medical schools in the UK are at the
top of university rankings in Europe, so we thought it best to create a list of their own. Keep in mind that while they are considered the
best, the study and living costs at these universities is likely higher than other top universities in Europe. Here are the best medical
schools in the UK, according to QS Rankings 2020 by Subject Medicine: University of Oxford. University of Cambridge.
Overview:Medical Education Online publishes peer-reviewed feature articles (opinion pieces), research articles, and trend articles (brief
pieces that share innovative ideas or initial research results). It accepts articles on every topic related to medical education such as
basic science education, residency education, problem-based learning, faculty development, student assessment, and others.Â
Overview: The Journal of Medical Education and Curricular Development is a peer-reviewed publication that offers swift research
reviews and open access to its articles. It includes research that covers the entire medical education landscape. â€“ â€“â€“ Journals
focused on graduate and continuing medical education. Medical education has many long established pedagogical approaches to
learning including face to face lectures in classrooms - via a teacher-centred model [1]. This particular approach to educational practices
can manifest within a teaching culture [2], becoming pervasive within an organisation or discipline, leading to a reluctance to adopt new
and emerging practices and technologies.Â This review has thematically synthesized evidence of key barriers and solutions to the
development and implementation of online learning from the medical educatorâ€™s perspective. Medical education eventually
developed into a process that involved four generally recognized stages: premedical, undergraduate, postgraduate, and continuing
education. In the United States, Britain, and the Commonwealth countries, generally, medical schools are inclined to limit the number of
students admitted so as to increase the opportunities for each student. In western Europe, South America, and most other countries, no
exact limitation of.Â Postgraduate education. On completion of medical school, the physician usually seeks graduate training and
experience in a hospital under the supervision of competent clinicians and other teachers. In Britain a year of resident hospital work is
required after qualification and before admission to the medical register.

