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ABSTRACT
Objective This systematic review aimed to explore 
consultant attitudes towards teaching undergraduate 
medical students in the UK.
Design Systematic review.
Methodology Standard systematic review methodology 
was followed. MEDLINE, EMBASE and OpenGrey were 
searched from inception to August 2019 to identify 
studies exploring senior doctors’ attitudes towards 
teaching undergraduate medical students. Two reviewers 
independently carried out key methodological steps 
including study screening/selection, quality assessment 
and data extraction. A narrative synthesis was undertaken.
Results Five studies were included in the review dating 
2003–2015. Two studies used questionnaires, and three 
used focus groups/semistructured interviews. Key findings 
identified across all studies were consultants generally 
found teaching undergraduate medical students enjoyable, 
and consultants identified time constraints as a barrier to 
teaching. Other findings were consultants feeling there 
was a lack of recognition for time spent teaching, and a 
lack of training/guidance regarding teaching students.
Conclusions This is the first systematic review to explore 
senior hospital doctors’ attitudes towards teaching 
undergraduate medical students. Despite these five 
studies spanning 12 years, the same attitudes and issues 
regarding teaching are identified by all, suggesting lack 
of time particularly is a persistent problem regarding 
consultant- based teaching. An anecdotal impression is that 
consultants are no longer as enthusiastic about teaching 
as they once were, but it is evident over the 12 years 
of these studies that enjoyment levels, and presumably 
enthusiasm, have not changed significantly.

INTRODUCTION
Rationale
In the UK, medical schools offer undergrad-
uate courses in medicine that usually last 5 
or 6 years depending on the institution and 
lead to registration as a doctor. These all 
follow a broadly similar structure; typically a 
focus on university- based learning is followed 
by clinical training, predominantly in hospi-
tals. The majority of the clinical training 

has traditionally been the responsibility of 
senior hospital doctors (termed consultants 
in the English NHS) who have to balance 
teaching and clinical commitments. The past 
20 years have seen a significant increase in 
medical student numbers in England, and 
subsequently this has required consultants 
to take on more undergraduate teaching 
duties.1 2 Additionally, the curriculum that 
is being taught and the methods of deliv-
ering the curriculum have undergone major 
changes, meaning medical education today is 
very different to what current senior consul-
tants experienced.3 4 The focus on problem- 
based learning and clinician- led small group 
tutorials has also increased the demand on 
consultants to deliver teaching.2 4 5Concerns 
about NHS understaffing and increasing 
future demand on hospital services, have 
resulted in plans to further increase medical 
student numbers, thereby placing even more 
demand on consultants for teaching. In 2018, 
the Royal College of Physicians published a 
briefing paper suggesting that an additional 
7500 medical students per year were required 
to meet the projected demands on the health 
service by 2030.6 Before this, in 2017, the 
Department of Health announced that a 
further 1500 medical student places would 

Strengths and limitations of this study

 ► This systematic review is the first to explore UK 
senior hospital doctors’ attitudes towards teaching 
undergraduate medical students.

 ► Synthesis of data previously restricted to individual 
geographical regions has been carried out.

 ► Identification of mainly older studies (10+years) has 
highlighted the need for research on more recent 
developments in medical education.

 ► A limitation is the UK focus meaning the findings 
cannot be applied to non- UK settings.
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be available from September 2018,7 adding to the 1800 
additional medical students that started training in 2017.8

Existing literature about hospital- based undergraduate 
medical education and clinician- led teaching tends to 
have a specialty or subject- specific focus.9–14 This body of 
literature typically focuses on the provision of teaching, 
or the views of clinicians on what should be taught in a 
particular specialty rather than exploring the factors that 
lie behind senior clinicians’ enthusiasm and involvement 
in undergraduate teaching itself. In a general practice 
setting, literature exists that more broadly explores the 
motivation for teaching, and the facilitators and barriers 
to general practitioners’ involvement in undergraduate 
medical education.15–19 However, due to the differences 
in setting (hospital vs general practice) and employ-
ment pattern (the manner in which time is allocated to 
teaching varies greatly between senior clinicians working 
in hospitals and in general practice), findings in this liter-
ature are not directly transferable to a hospital setting.

In terms of hospital- based teaching, anecdotal evidence 
suggests that consultants in the UK are not enthusiastic 
about teaching,4 however there is published evidence 
to refute this. Hendry et al2 conducted a study in 2002 
surveying consultants teaching undergraduate medical 
students from the University of Birmingham. They found 
that while teaching was seen as an enjoyable activity by 
many consultants, only a minority of consultants felt that 
there was adequate time and resources for teaching, 
and most felt they did not receive enough guidance, 
suggesting that individual enthusiasm is not a problem, 
but other factors are. These findings were mirrored in 
a study by Stark20 from 2003 interviewing consultants 
teaching in the Leeds Teaching Hospitals NHS Trust. 
Consultants again reported finding teaching undergrad-
uates enjoyable, but feeling under considerable pressure 
from other professional commitments.

As an additional change to hospital- based teaching, 
a new role, the clinical teaching fellow (CTF) role, has 
been created within the NHS and grown in numbers 
rapidly. CTFs are doctors who have usually, as a minimum, 
completed 2 years of foundation training and are 
employed to teach undergraduate medical students in 
UK hospitals,21 taking on teaching duties that were previ-
ously the responsibility of senior doctors. In 2005, there 
were 77 CTFs employed across the UK,22 but as of 2018, 
there were 101 CTF posts in the North East of England 
alone,23 demonstrating the increase in the number of 
these posts. The CTF role is thought to be useful for 
delivering teaching to medical students, but as adjunct to 
consultant- based teaching due to their more junior level 
of clinical knowledge.21 Despite the rise in numbers of 
CTF posts, there is only very limited literature available 
about CTFs, and none available looking at any impact the 
role has had on consultant- based teaching, or vice versa.

While there are a few studies available exploring 
consultants’ attitudes towards teaching, these are limited 
geographically to regions or individual hospitals, and no 
comprehensive evidence synthesis has been carried out 

to gain an understanding of factors affecting consultants’ 
engagement with teaching across the UK. As medical 
student numbers continue to grow, and with changes 
to medical education such as curricula- based changes 
and the growth of new teaching roles in the form of the 
CTF role, it will be beneficial to have an understanding 
of factors impacting on consultants’ attitudes towards 
teaching, so any strategies to facilitate teaching may be 
implemented country- wide.

Objectives
We aimed to undertake a systematic review to explore 
consultant attitudes towards teaching undergraduate 
medical students in the UK.

To achieve this aim, the review asked the following 
question:

What are the factors that influence consultants’ atti-
tudes towards and engagement in teaching undergrad-
uate medical students in the UK?

METHODS
Protocol
The review protocol has been registered with the Open 
Science Framework ( osf. io/ fg24u).

Search strategy and information sources
Electronic searches of bibliographic databases 
(MEDLINE, EMBASE and OpenGrey) were carried out 
from inception to August 2019 using a search strategy 
with, where appropriate, index and free- text terms 
related to medical education, undergraduate students, 
consultants and attitudes. Terms were combined using 
the appropriate OR and AND operators (see MEDLINE 
search strategy in online supplemental appendix 1). 
Additionally, the websites of relevant journals with a focus 
on medical education were searched using terms from 
the search strategy.

Eligibility criteria
The following criteria were used to select studies for 
inclusion in this review.

Study design—studies using either qualitative method-
ology or some form of questionnaire/survey to elicit atti-
tudes were included.

Study topic—only studies asking specifically about 
teaching of undergraduate medical students were 
included.

Participants—studies interviewing senior hospital 
doctors (defined as consultants or senior hospital prac-
titioners) were included. These senior hospital doctors 
must been involved in teaching undergraduate medical 
students. While senior hospital doctors are also involved 
in training junior doctors (postgraduate medical educa-
tion) and other healthcare personnel, this was not within 
the scope of this review, so any studies exclusively focusing 
on teaching of non- undergraduate medical students were 
not included.
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Country—only studies based in the UK were included. 
Studies from other countries were excluded as both their 
health service provision and undergraduate medical 
education may be of a different structure to that in the 
UK and therefore not relevant.

Setting—the participants of the studies must be based at 
a hospital or at a medical school with some part of their 
job involving delivering teaching within a hospital setting. 
General practitioners were excluded as their undergrad-
uate teaching is not hospital based, and their pattern of 
employment (including time allocated to teaching) is 
typically quite different to that of hospital consultants.

Language—only studies in English were included.

Study selection process
Due to the number of records, 10% of titles and abstracts 
were initially screened by two reviewers independently 
using predefined eligibility criteria based on the design, 
topic and participants to identify potentially relevant arti-
cles. After discussion and consideration of reasons for any 
disagreements, the remaining titles and abstracts were 
screened by one reviewer.

The full texts of the potentially relevant articles were 
obtained and assessed against the full inclusion criteria 
by two reviewers independently. Endnote X7 software 
(Clarivate Analytics) was used to record study selection 
decisions, and reasons for exclusion were noted.

Data extraction strategy
Data extracted included author(s), publication year, 
setting of study, occupation of those surveyed/inter-
viewed, number of responses, data collection method and 
main findings.

Quality and risk of bias assessment
Quality and risk of bias assessment of included articles 
was carried out by two reviewers independently using the 
CASP Qualitative Checklist.24 This tool assesses bias risk 
in several domains including participant recruitment and 
data analysis. Any discrepancies were resolved with a third 
reviewer.

Methods of data analysis/synthesis
Data synthesis and analysis was carried out using thematic 
analysis techniques following the thematic synthesis and 
meta synthesis processes described Thomas and Harden25 
and outlined below. This process was carried out using 
NVivo software (QSR International).

Stage 1—line- by- line coding of the extracted data was 
carried out identifying the key findings from each study. 
Two of the included papers were coded by two reviewers 
independently and then codes were discussed to ensure 
similarity in understanding. The remaining three papers 
were then coded by one reviewer.

Stage 2—the codes were then analysed and subse-
quently grouped into related categories according to 
their similarities.

Stage 3—the categories were then compared with each 
other in order to identify similarities and differences 

between them. Similar categories were grouped into 
themes to synthesise the findings of the included studies.

Patient and public involvement
No patient involved.

RESULTS
A total of 4195 potentially relevant records were identi-
fied through the literature search. After removal of dupli-
cate records and screening for relevance to the review, 
inclusion criteria were applied to 12 full- text articles. Five 
studies2 4 20 26 27 were included in the review and seven 
excluded due to the following reasons: duplicate under 
different title (one article),28 incorrect country (one 
article),29 incorrect study topic (four articles)30–33 and 
unable to obtain full text (one article).34 The authors of 
this final article were contacted to try to obtain the full 
text, however no response was received, so the article 
remained excluded. See figure 1.

Figure 1 Preferred Reporting Items for Systematic Reviews 
and Meta- Analyses flow diagram detailing the search process 
for included studies.
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The five included studies comprised one postal ques-
tionnaire,2 one email questionnaire4 and three semistruc-
tured interviews.20 26 27 The studies dated from 2003 to 
2015 and included a total of 723 consultants working 
in England2 20 26 27 and Northern Ireland.4 Four studies 
were conducted in teaching hospitals2 4 20 27 and one was 
conducted in a medical school.26 See table 1 for full study 
characteristics.

Mostly, the quality of the included papers was deemed 
to be good. Four of the papers had at least one domain 
where the required standard was not reached. Two 
papers did not give detailed information on how free- text 
comments from the questionnaires were coded or anal-
ysed,4 27 one paper did not provide sufficient details or 
justification regarding its recruitment strategy,20 and one 
paper was ambiguous in its description of consideration 
of ethical issues,20 but these domains were not felt to have 
a significant impact on the overall quality of the papers. 
Table 2 details the undertaken quality assessment.

Initially, 29 separate codes were created from the five 
included studies. These were then grouped into seven 
categories and finally two main themes were identi-
fied—Teaching Practicalities and Doctors versus Teachers.

Teaching practicalities
Consultants across all the included studies reported 
barriers to delivering undergraduate medical teaching 
that related to the practical issues surrounding a teaching 
session, including both planning and delivery. The most 
frequently reported barrier was lack of time, with consul-
tants across all five studies identifying not having enough 
time for teaching as a factor. This included both time for 
delivering the teaching, and also adequately preparing 
for sessions. Some consultants reported any time allo-
cated for teaching as being notional with the expectation 
that other duties were also fitted into this time,26 and 
some consultants described the steps taken to ensure that 
protected time for teaching remained protected such as 
delegating routine clinical work to junior staff.20

Further practical issues reported included a lack of suit-
able patients to be used for bedside teaching,2 26 lack of 
suitable space for delivering teaching in2 20 26 and issues 
around large student group numbers.2 4 A response 
received to the survey conducted in Darragh’s paper 
stated:

Small group teaching is impossible with groups of 28 
students unless 3–4 senior doctors are available.4

Consultants reported being unable to plan topics for 
teaching as they were limited by the patients who were 
available on a day- to- day basis26 and others reported when 
a suitable patient could be found, there simply was not 
enough suitable space nearby to deliver the teaching in 
the style they wanted to.2 20 A doctor interviewed as part 
of Seabrook’s paper was quoted as saying:

There’s no good, quiet rooms on every ward where you 
could take a patient and have an uninterrupted—you 
tend to do it bedside, don’t you?—and that, but it would 
be rather helpful if that was available […] because quite 
often the wards are noisy, very noisy, and the day to day 
bustle of the ward is quite off putting for students when 
they’re asked to listen to something or look at something. 
They find that quite difficult.26

Doctors versus Teachers
Within this theme, facilitators and barriers were identi-
fied from the dual, and sometimes conflicting, profes-
sional identities that consultants hold as both doctors and 
teachers. The studies reported facilitators such as consul-
tants feeling it was their professional duty to provide 
teaching to students, and that teaching was an enjoyable 
part of the job.4 20 Barriers reported included feeling 
pressure to balance clinical performance with delivering 
teaching, and feeling separate from and having commu-
nication difficulties with the medical schools that their 
students came from.2 20 26 Specific issues relating to the 
difficulties with medical schools included a lack of formal 
recognition for the teaching provided and feeling that 
their views/concerns about teaching students were not 

Table 1 Methodological characteristics of included studies

Author Year Study design Participants Response rate Country Setting

Darragh4 2015 Email questionnaire (Likert 
scales and free- text 
questions)

367 consultants 367/1372 (27%) Northern 
Ireland

Hospitals in Northern 
Ireland

Hendry2 2005 Postal questionnaire 
(Likert scales and free- text 
questions)

308 consultants 249/308 (80.8%) England Eight teaching 
hospitals in West 
Midlands

Knight27 2006 In- depth semistructured 
interviews

13 clinicians 13/45 (28.8%) England Three hospital trusts 
associated with a new 
medical school

Stark20 2003 Semistructured interviews 13 consultants Not reported England Two teaching hospitals 
in Leeds

Seabrook26 2003 In- depth semistructured 
interviews

22 doctors (15 
senior)

22/22 (100%) England One medical school
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taken into consideration despite being responsible for 
part of their education.2 26 Another doctor interviewed as 
part of Seabrook’s paper was quoted as saying:

You don’t get any feedback from the medical school 
itself. You don’t get any gratitude from the medical 
school. You don’t get, you don’t hear a word from them, 
you know and you know if you look at my contract there 
isn’t—teaching’s not mentioned, you know.26

Lack of recognition for their teacher identity was iden-
tified by several studies as a barrier, both in contractual 
and financial terms.2 4 26 Consultants reported that they 
did not feel adequately financially rewarded for the time 
they dedicated to teaching,4 26 and that despite an expec-
tation to teach, in two studies only a minority reported 
this was reflected in their contract.2 4

DISCUSSION
To the best of our knowledge, this is the first systematic 
review to synthesise qualitative evidence on consultant 
attitudes towards undergraduate medical education in the 
UK. With individual studies based in individual regions 
or hospitals, this review has been able to provide a more 
nationally applicable perspective on factors affecting 
consultants.

As only five studies were available for inclusion, this 
review was limited in its ability to generate new theoret-
ical perspectives on this topic. However, across these five 
studies, the review has been able to draw together and 
identify common barriers and facilitators to consultants 
delivering teaching in several locations across the UK, 
resulting in two main themes.

Teaching practicalities mainly identifies the 
infrastructure- related barriers to delivering teaching such 
as lack of protected time and space for teaching. The exis-
tence of these issues is unsurprising as hospitals do not 
have the primary purpose of being education providing 
environments, but are seconded to this use through 
hosting medical students and the practical nature of 
clinical medical education. While for some issues, there 
is very little that could be changed, for example suitable 
patients available for teaching on planned topics, it would 
be possible to consider size of suitable teaching spaces 
when designing hospital buildings, and try to ensure 
that protected teaching time remains protected for that 
purpose.

The Doctors versus Teachers theme highlights the posi-
tive and negative aspects of having more than one profes-
sional identity, particularly relating to education. While it 

Table 2 Quality assessment of included studies

Darragh4 Hendry2 Knight27 Seabrook26 Stark20

Was there a clear 
statement of the aims of 
the research?

Yes Yes Yes Yes Yes

Is a qualitative 
methodology 
appropriate?

Yes Yes Yes Yes Yes

Was the research 
design appropriate to 
address the aims of the 
research?

Yes Yes Yes Yes Yes

Was the recruitment 
strategy appropriate 
to the aims of the 
research?

Yes Yes Yes Yes No

Was the data collected 
in a way that addressed 
the research issue?

Yes Yes Yes Yes Yes

Has the relationship 
between researcher 
and participants been 
adequately considered?

Yes No Yes Yes Yes

Have ethical issues 
been taken into 
consideration?

Yes Yes Yes Yes No

Was the data analysis 
sufficiently rigorous?

No Yes No Yes Yes

Is there a clear 
statement of findings?

Yes Yes Yes Yes Yes
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appears that consultants enjoy having an educator iden-
tity as well as a healthcare professional identity, conflicting 
priorities between the two can seemingly result in diffi-
culties and feelings of resentment. With identifiable 
factors such as communication problems with medical 
schools and lack of recognition partly responsible for 
these conflicts, it would appear that there are areas that 
could be targeted by both hospitals and medical schools 
to address at least some of these barriers.

There were some limitations associated with the studies 
included in this review. For example, the studies did not 
all use the same design, with two of the studies using ques-
tionnaires, and three using interviews. Additionally, two of 
the studies had low response rates, meaning the findings 
may not be representative of the whole population invited 
to take part. Despite these limitations, the quality assess-
ment carried out on the studies for this review shows that 
they were deemed to be providing good quality evidence 
and therefore any methodological limitations are not 
thought to have impacted on the findings of this review.

The scope of this review was to explore attitudes of 
consultants based in the UK, particularly following the 
significant increases in student numbers and changes 
in curricula that have occurred over the last 20 years. 
Studies based in countries outside the UK were there-
fore excluded at the title and abstract screening stage as 
undergraduate medical training in other countries does 
not always have the same structure as UK training and 
has not necessarily undergone the same changes as in 
the UK. Three studies were excluded for this reason, two 
based in Australia29 35 and one based in Ireland,36 but we 
did consider these separately in order to get a perspective 
on the attitudes of senior doctors working in other coun-
tries. Similar facilitators (teaching being enjoyable) and 
barriers (lack of time, difficulties with institutions and 
difficulties balancing other duties with teaching) were 
identified across the three papers suggesting that some 
factors could be common worldwide.

It was somewhat surprising that only a small number 
of studies were available on this topic given the respon-
sibility that consultants hold for educating undergrad-
uate medical students across the UK. With the increase 
in medical student numbers and subsequent necessity for 
consultants to take on more teaching duties, as well as the 
major curriculum changes over the past 20 years, it would 
be expected that there would be a body of evidence avail-
able exploring this, but there is not. With only three 
additional identified studies based outside the UK (as 
mentioned above), this scarcity of evidence is seemingly 
not only limited to the UK, and there is no obvious expla-
nation for the lack of interest in this area.

The included studies span 12 years demonstrating that 
the facilitators and barriers identified are persistent over 
time. With the planned increases in medical student 
numbers, the themes identified in this review will 
continue to be relevant to those delivering undergrad-
uate teaching, particularly those relating to Teaching 
Practicalities. However, with the exception of the study 

by Darragh et al, the included studies were from 2006 
and earlier, meaning that there could well be some 
limitations in the applicability of the evidence to current 
consultant teaching practice. While some of the factors 
affecting consultant led teaching will have remained 
the same in the time since then, more recent develop-
ments in medical education, such as the creation of the 
specific teaching jobs for junior doctors (CTF posts), 
will have been missed by these early studies and there-
fore not included in this review. In terms of the impact, 
these developments in medical education may have had, 
it could be, for example, that the CTF posts have been 
created as a response to some of the issues facing consul-
tants regarding the delivery of teaching. It is also possible 
that the barriers identified in the Teaching Practicalities 
theme, particularly lack of time, could be a driving factor 
in the expansion of the number of CTF posts. However, 
in the absence of research on this topic, this must remain 
as speculation. Having identified barriers relevant to 
consultant led teaching in this review, and knowing that 
more recent junior teaching posts exist, an area for future 
research to explore would be whether there is any link 
between the two. Additionally, it would be of interest to 
know if similar issues identified in this review are faced 
by junior teaching staff, and to explore whether the intro-
duction of such posts has removed or eased any of the 
barriers reported by consultants.

CONCLUSION
This review has identified several factors impacting on 
consultant led undergraduate medical teaching in the 
UK and has been able to draw together evidence previ-
ously restricted to individual geographical regions. While 
only a small number of mostly older studies (10+ years) 
were available, the factors identified by the review are 
likely to still be relevant as they are mostly based on infra-
structure and professional identity. Further research on 
recent developments in medical education would give a 
more complete picture of the facilitators and barriers to 
delivering undergraduate medical education.
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