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Abstract. Background: Change is ubiquitous. Current trends in both educational and clinical

settings bring new challenges to clinicians and have the potential to threaten the quality of

clinical teaching. Objective: To investigate hospital specialists� perceptions of clinical teaching in

the context of change. Design: Qualitative study using in-depth semi-structured interviews.

Setting: Three hospital trusts in the United Kingdom associated with a new medical school

Participants: A purposive sample of 15 clinicians from each of the three participating hospitals

was approached. A total of 13 participated in the in-depth interviews: three from hospital A, six

from hospital B and four from hospital C. Results: The two main themes of �Characteristics of
Good and Bad Teachers� and �Clinical Teaching Approaches� emerged. These were underpinned

by a number of sub-themes; including some seen by participants as potential barriers to teaching

and learning, for example, organisational and personal issues. Conclusions: Potential barriers to

teaching and learning, including why good clinical teachers may at times seen to be intimidating

or to cause humiliation and problems of engaging with new educational practices, can be

understood within the context of change resistance. Knowing more about how clinical teachers

think about their task as educators is essential and this should underpin staff development and

training programmes.

Key words: change context, clinical teaching, hidden curriculum, qualitative research, role

models

Introduction

Excellent clinical teaching is multifaceted. Clinical knowledge and skills,
good communication and empathy with patients, a high degree of profes-
sional ethics and humanistic qualities and an interest in teaching and learning
comprise only a few of the qualities required of an effective clinical teacher
(Wright et al., 1998; Paukert and Richards, 2000; Wright and Carrese, 2001
Stark, 2003). However, recent trends in both education innovations and in
the clinical environment have combined to bring new challenges to clinicians
involved in educating tomorrow�s doctors (von Glasersfeld, 1995; Irby and
Wilkerson, 2003). Such innovation may be perceived by clinical teachers as

Advances in Health Sciences Education (2006) 11:221–234 � Springer 2006

DOI 10.1007/s10459-005-4035-0



being unnecessary and may threaten their ability to teach effectively. For
example, some of the environmental challenges involve strong demands on
clinicians� time that has led to teaching being �crowded out� of doctors� busy
schedules with the concern that this may erode standards and effectiveness of
clinical education experienced by students (Ludmerer, 1999; Busari et al.,
2002).

Roles of clinical teachers

A number of roles of effective clinical teachers have been identified (see
Table I for an overview). For example, it has been shown that most behav-
iours and characteristics of excellent clinical teachers could be found in the
four roles of physician (knowledgeable, professional), teacher (listening,
encouraging), supervisor (observes, provides feedback), and person/supporter
(provides support outside the ward) (Ullian et al., 1994). These roles subsume
a number of characteristics and values that the effective clinical teacher
should portray: being self-critical, taking responsibility, recognising their
own limitations, not appearing arrogant, showing respect for others, having
self-confidence, and demonstrating sensitivity to others (Irby, 1978). It is the
combination of roles, characteristics and values that are unique to educators
in the medical setting and that contribute to an understanding of both im-
plicit and explicit learning experiences. However, such experiences might be
subject to extraneous influences, for example, lack of engagement in the
teaching process caused by factors such as stress. As such, one further
implication for clinical teachers is adapting to change.

Coping with change can be stressful. Indeed, emotional reactions to
change have been shown to be similar to the experience of grief (Carr, 2001),
and are strongly associated with stress and anxiety. Moreover, changes or
innovations can anticipate resistance, especially if the changes alter values
related to the existing context. Changes that concur with one vision of the
future can reduce satisfaction with other groups; the endurance of one set of
values might well be at the expense of the other. Therefore, resistance to
change is a common reaction. Such a resistance has been shown to have a
number of specific contributory elements (Trader-Leigh, 2002). These in-
clude, among other factors, psychological impact, (as perceived in job secu-
rity, professional expertise and social status), culture incompatibility (for
example, a clash between an academic- and professional-oriented culture)
and tyranny of custom (the tendency to be caught up in traditional ways of
doing things).

The current study was designed to investigate clinical teachers� perceptions
of their role as a teacher at a new medical school that actively encourages
educational innovation. A qualitative methodology was utilised to explore
clinical teachers� perceptions of the characteristics required of good clinical
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Table I. Roles, characteristics and values of good clinical teachers (role models)

*Strong clinician;b–d,f

*Knowledgeable;c,d

*Professionally competent;b,d

*Patient Centered;b,d–g

Compassionate;b,e,f

Emphasis on psychosocial aspects of patient care;g

Fully informs patients;b,e

Good rapport with patients.b,d

*Interprofessional attitude;b

*Positive outlook;a,b,d,f

*Enthusiastic;a,b,d,f

Friendly;d,f

Easy-going;d,f

*Humorous.f

Commitment to excellence and growth;f

Creative;

Inquisitive;

*High standards.

*Integrity;b,e,f

*Ethical and Moral standards;b,f

Trust and Honesty;e

Leadership qualities;a,c,e,f

Inspirational;a,c,f

Team builder;f

Influential;f

Non-judgmental;e,f

*Interpersonal skills;a–g

*Good communication skills;a,b,d–f

*Supportive;c,d,f,g

Caring;c,d,f

Respectful of others;b,e,f

Teaching and learning; a–d,g

Interested in teaching and learning;c

*Creating positive learning environment;a,b,d,g

*Curriculum development;g

Establish rapport with learners;b,d,f,g

Approachable;d,f

Non-confrontational;d,f

*Patient;b

*Interested in the learner as a person;g
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teachers within this climate of educational change, the roles they need to
adopt, and the attitudes and values they wish to impart.

Method

We used an inductively based approach using individual semi-structured
interviews and a systematic non-random sampling to ensure that specific
people with relevant characteristics for the focus of the interview were ap-
proached (Denzin and Lincoln, 2000). A purposive sample of 45 clinicians
who had expressed an interest in teaching (15 from 3 hospital trusts) from
diverse specialities was contacted via letter (details of which were anonymous
to the researchers). These hospital trusts were located around a new medical
school in the United Kingdom and had not previously been teaching hos-
pitals. Thirteen clinicians contacted the researchers for participation in the
study: 3 from hospital A, 6 from hospital B and 4 from hospital C. Two
participants were women, 11 were men with a variety of experience (mean
length as consultant 13 years; range 4–24 years) and length of time working
at the hospital (mean length 9 years; range 1–22 years). All interviews were
conducted within a 3-month time period towards the end of 2003,
9–12 months before the first students entered Phase 2 of their curriculum
(years 3 and 4, where students rotate through a series hospital placements),
prior to the recruitment of teaching posts and the start of the medical school
staff development programme for clinical teachers. Three NHS Local
Research Ethics Committees gave ethical approval.

During the course of each interview, clinicians were asked to reflect on
their own learning experiences, to describe a good and bad teaching and to
consider the role of clinical teacher at the new medical school. Finally, they
were asked about how they felt about the development of the new medical
school, and whether their thoughts had changed over time as the new
curriculum emerged.

Table I. Continued

*Committed to growth of learners;b–d,f,g

Spends time with learner;c,d,f,g

*Gives feedback;f,g

Thoughtful advisor.b,d,f

Note: *Denotes themes also emergent within this study (aBoendermaker et al., 2003; bElzubeir

and Rizk, 2001; cPaukert et al., 2000; dUllian et al., 1994; eWright and Carrese, 2001; fWright

and Carrese, 2002; gWright et al., 1998).
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Interviews were conducted by the first author and lasted between
42–86 min (mean length: 72 min). They took place in the offices of the
interviewees and were recorded and transcribed verbatim. The validity of the
information was checked in the following ways: (1) during the interview, the
interviewee was asked to clarify their statements with the use of examples of
their own personal experience; (2) following the interview, the transcript was
sent to each participant for verification before being fully analysed; and (3)
during the analysis, particular attention was paid to negative instances.

The analysis was undertaken in a bottom-up grounded approach. Themes,
sub-themes and main issues were allowed to emerge from the data. The
process of analysis was partly interwoven with data collection (interviews)
such that whenever new themes emerged, they were explored further in sub-
sequent interviews until no new themes were uncovered (point of saturation).

All transcripts were coded line by line by the first author where sub-themes
and main issues were identified. A subset of the transcripts (nine) were also
analysed independently by the second author. The authors then reviewed the
themes; the outcome resulted in the final analysis presented here (numbers in
brackets refer to the number of participants that identified the particular
theme or sub-theme).

Results and Discussion

Two main themes emerged from the data: �Characteristics of Good and Bad
Teachers� (see Figure 1) and �Clinical Teaching Approaches� (Figure 2).
These were underpinned by a number of sub-themes and main issues. The

Characteristics
of Clinical
Teachers

1. Presentation

2. Professional

3. Personal

Good
- Enthusiastic
- Entertaining
- Charismatic
- Humorous
- Theatrical

Bad

- Boring*
- Anxious*
- Directionless*

Good
- Knowledgeable
- Thorough
- Research Active
- Hard  worker   
- High Expectations

Bad

- Lack  of
  Commitment*

Good
- Loyal
- Supportive
- Patient
- Flexible
- IntuitiveFlair 
- Persuasive
- Intimidating*
- Humiliation*

Bad

- Intimidating*
- Humiliation*
- Authoritarian*
- Arrogant*
- Dogmatic*
- Bigot*

   [  ]

Theme 1

Sub-themes

Main Characteristics

Figure 1. Theme 1: Characteristics of clinical teachers.
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most prominent issues were identified as potential barriers to teaching-
learning processes and interacted strongly with sub-themes from the data.

Characteristics of Good and Bad Teachers (GBT)

The characteristics of �Good� and �Bad� teachers identified fell into one of
three categories: �presentational�, �professional� and �personal� (see Figure 1).
Most participants agreed about the characteristics of a �Good� and �Bad�
teacher. Indeed, �enthusiastic� (8/13) and �inspirational� (7/13) were men-
tioned most frequently as presentational characteristics belonging to influ-
ential clinical teachers in their individual learning experiences, and to the way
in which they set about their own teaching:

The way to teach medicine is to teach enthusiasm, and enthusiasm for the
clinical subject is the way that you�ll turn out decent doctors. You won�t
turn out decent doctors on the basis of it all being frightfully politically
correct and prescribed (Interview 9).

As for professional characteristics, being �knowledgeable� (8/13) was most
frequently cited. Personal characteristics of good clinical teachers included
being �supportive� (4/13), �loyal� (3/13), and �patient� (3/13). These presenta-
tional, professional and personal characteristics map onto those identified by
Ullian et al. (1994) within the �dynamic teacher�, �physician role model� and
�supportive person� roles.

Other characteristics mentioned, however, were notably different. Para-
doxically, �humiliation� and �intimidation� were presented both as qualities of
both �good� (4/13), and �bad� (3/13) clinical teaching. Some participants
highlighted these as negative aspects of clinical teaching today, as one cli-
nician put it:

the only unforgivable thing is the sarcastic bullying teacher, and there are
still some around (Interview 1).

Other clinicians were not so negative about these practices. For example,
when talking about their own teaching experiences, one participant com-
mented:

he would do bedside teaching in a way some students would find
intimidating... some people don�t like that kind of teaching but he was a
very inspiring character (Interview 13).

However, when discussing their own teaching practices, one participant made
the following point:

there�s a subtle difference between being dismissive and being challenging
and that�s quite difficult to get the balance, and I�m sure the best teachers
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will get that balance wrong sometimes because it�s an interpersonal
relationship that�s going on and some people will interpret a challenge as
being dismissive and some will, you know, will not. So one can never be
perfect, really, I�ve taught people who�ve thought I�ve been suggestively
dismissive and destructive and I haven�t meant to be (Interview 12).

It appears, therefore, that personality factors of the teachers and learners
might influence whether an individual is perceived as behaving in an intim-
idating or humiliating manner. These findings add to those recently reported
by Musselman et al. (2005) who identified �good intimidation� as being
related to whether there was a perceived acceptable purpose, positive effect
(pedagogic or clinical) or necessity for the behaviour.

We can also see from these comments that �humiliation� and �intimidation�
were identified as a common theme of teaching and learning practices for
previous generations, and still considered to be acceptable practice by some
participants. �Resistance to change� might go some way to explain why these
teaching practices still occur. For example, one way that resistance to change
has shown to manifest itself is in the tendency to be embroiled in traditional
ways (Trader-Leigh, 2002). While the characteristics of �humiliation� and
�intimidation� are of some concern, other characteristics of �good� teachers fit
well with current teaching needs of students.

As for characteristics of �bad� teachers, along with �intimidation� and
�humiliation�, �boring� (7/13) and �lack of commitment� (4/13) were mainly
cited.

Clinical Teaching Approaches (CTA)

The three sub-themes of �roles�, �teaching methods� and �teaching concerns�
underpin the CTA theme. Additionally, some of the main issues were iden-
tified by the participants as potential barriers to teaching and learning (see
Figure 2).

Roles and teaching methods

Three main roles were identified: �person�, �teacher� and �role model�. The role
of �person� maps neatly onto the �person� role found by Ullian et al. (1994).
Additionally, aspects of the role of �teacher� bears many similarities to those
identified in previous research. However, a number of differences were found:
factors such as �testing knowledge� (5/13), �understanding students needs� (4/
13), �teaching facts� (4/13) and �assessing competence� (3/13), are notably
different. These differences might reflect the different educational climates in
which the studies were conducted, linking into the current concerns of par-
ticipants.
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For example, within the factors �teaching facts� and �testing knowledge�, is
the understanding that modern educational methods emphasise the use of
knowledge rather than its mere possession. Many participants were uneasy
with this concept, an approach contrary to traditional medical school training:

I personally think that the problem-based learning leaves people desperate
to know a few facts, and I think that the students will grasp at any
opportunity for factual knowledge, so I actually think the clinicians are
gonna have a very important role, not in just spoon-feeding folks facts but
in just really testing the student factual knowledge basically (Interview 1).

Similarly, within the factor of �understanding students needs� one participant
commented:

I think its going to be a big problem actually, when you get students here
who have been through a problem-based learning program and they�re
actually going to be, you know, quite a different breed actually from the
kind of medical students that I�ve been teaching up to now who�ve been,
for the most part, relatively passive individuals not asking that many
questions, quite afraid of asking questions, to a group who will, from the
way I perceive it, be very, very different. They�re gonna be constantly
challenging what you�re doing and why you�re saying things and so on,
which�ll be really good, but you know I need to be able to get inside them,
in a sense, so that I can meet their needs (Interview 2).

This clinician is clearly displaying a student-focused approachwith an attempt to
understand today�s medical students. It must be acknowledged, however, that
not all participants felt so positive about this �new breed� of medical students:

Problem-based learning its going to be like having a lot of four-year-olds
hanging around going why? Why? Why? all the time... and I think there�s
a there�s a strong political agenda driving problem based learning...
(�Engaging with new style teaching�; Interview 3).

�Involvement in development of curriculum� (6/13) was also identified as a
clinical teaching role:

but going back to the curriculum, it�s not me ignoring the curriculum
because the curriculum will be driven by us anyway, because we know
what people need to know for the job so its, so in some ways the cur-
riculum will be molded by what, by what we suggest (Interview 11).

This might reflect frustration with not being involved in curriculum planning
and concerns about their specialty within the curriculum (for an overview
how this might fit with participants� �curriculum concerns� see Figure 1).
Some of these concerns can also be viewed within the context of change
resistance. For example, the perceived nature of the curriculum as being:

PHYSICIANS PERCEPTIONS OF CLINICAL TEACHING 229



written by people who don�t really understand the clinical field that
they�re talking about (interview 12).

suggests a culture incompatibility (Trader-Leigh, 2002) whereby the hospital
specialists� clinically oriented culture appears to be undermined by academic
input to the medical curriculum.

Participants also identified what clinical teachers needed to impart to
students in terms of �attitudes and values� and other aspects previously
categorised as �competency� and �capability� (Fraser and Greenhalgh, 2001).
In order to produce doctors who can adapt and grow with the ever-
changing context of health care delivery, educators need to encourage the
development of �capability� in addition to the traditional focus of �compe-
tence�. Fraser and Greenhalgh (2001) define �competence� as ‘‘what indi-
viduals know or are able to do in terms of knowledge, skills, attitude’’
whereas �capability� is defined as the ‘‘extent to which individuals can adapt
to change, generate new knowledge, and continue to improve their per-
formance’’ (p. 799).

The main issues that emerged under capability were �coping with uncer-
tainty� (6/13), �accepting fallibility� (4/13), �dealing with stress� (4/13), �clinical
reasoning� (4/13) and �lifelong learning� (4/13). For example, participants
highlighted the need to accept that sometimes that there are areas of
uncertainty and they don�t always know the answer:

…and have a debate around those and, you know, lots of, the issues that
we discuss there�s just no clear right or wrong answer (Interview 5).

…and say �look�, you know, �youmay think that we�re senior and coming to the
end of our days, you may think us dinosaurs or you may think we�re the best
thing since sliced bread, but we�re all fallible we all make mistakes. We don�t
know all the answers and you won�t know all the answers no matter howmuch
you think you do and always remember a bit of humanity (Interview 4).

It is interesting to note that in this study, while �competencies� were generally
thought to be learned by students explicitly via the role of the �teacher�
through �apprenticeship� (12/13), all participants identified aspects of �capa-
bility�, along with �attitudes and values�, as being primarily transmitted
through implicit learning: �role models� (13/13). Not everyone used the term
�role model�, but when asked how they might impart the attitudes and values
they espoused, the answer was ubiquitous:

I think very importantly as role models (Interview 1).

I don�t think you can, other than by example (Interview 3).

I think educators do need to set an example of what is expected by the
medical profession (Interview 13).
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On the subject of role models, many participants accepted that not all role
models the students experienced would be good, but they felt that these
negative examples were valuable for medical students� learning:

They�re going to need strong clinical role models, and they may not all be
totally PC, certainly some of mine weren�t, but they stand you in good
stead when it comes to treating patients which is ultimately what it�s
about (Interview 3).

Just because he finished his vaginal hysterectomies in quarter of an hour/
twenty minutes, you knew you were gonna be taking one or two of his
patients back to theatre that night. While he was slick, you didn�t want to
be like him. It�s again the example, so that�s, a lot of the teaching came
that way (Interview 4).

Teaching Concerns

�Teaching concerns� were classified as �barriers to learning about ethics� and
�barriers to teaching�. Participants identified both situational and personal
barriers to learning about ethics. Situational barriers included the possibility
of experiencing inappropriate role models and concerns that the curriculum
was too constrained. Personal barriers were identified as properties of the
learner:

I think there�s a big problem with believing that you can get the attitudes
across, and that is, I think there are psychopathic individuals...somebody
who doesn�t wish to behave in that way and is a dysfunctional character
and if you�re successfully dysfunctional and you know, you work with
them a lot, you can exhibit the behaviours that the school desires of you,
so you can sort of pass all your assessments and still behave in a thor-
oughly dysfunctional way when you�re allowed to, when you�re outside
the exam situation (Interview 1).

‘Barriers to teaching� were the most predominant issues currently occupying
the minds of the medical specialists. Concerns about �Juggling Jobs and
Resources� (12/13) were paramount and link in with similar concerns in the
US (Irby et al., 2003). Indeed, the problem of time constraints generating
stress was highlighted as a �logistical nightmare� (Interview 5). When we asked
about what kind of support they would need to fulfil their role as an edu-
cator, the response was frequently �time�:

Interviewer: What kind of support do you think someone in that in the
role of clinician educator will need?

Respondent: Time
Interviewer: Any others?
Respondent: No (Interview 8).
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There was also a tension with some participants around the issue of �engaging
with new style medical education� (4/13):

I�ve heard it said that we�re being asked to expect/accept a new way of
teaching medicine which is essentially the social experiment which has
come from a very small minority of enthusiastic educationalists...what
we�re being asked to do is so new and so different from what�s happened
before we could produce a bunch of damaged doctors, have you heard
that before? (Interview 12).

Respondent: message being that you are going to get students who you
will teach in the way that we want them taught.

Interviewer: and how do you feel about that?
Respondent: Well they can stuff it can�t they, I�m not that interested, I�m

senior, I�mvery busy, if I can help out I will but I�mnot going
to be pushed around.

Interviewer: and do you think this feeling is, erm, common place here?
Respondent: It�s a fairly widespread feeling, yes. (Interview 8).

Conclusion

The in-depth interviews from this sample of consultants� from diverse spe-
cialities revealed that hospital clinicians hold a complex set of beliefs and
values about their teaching role that have not previously been reported. Some
of these value sets may have their origin in previous experiences as a medical
student or junior doctor. Others reflect a sensitivity amongst clinical teachers
in terms of their approach to teaching, the things they want to teach, their
attitudes to students and the problems they face as clinicians in a changing
environment, and their conformity to, or degree of comfort with, the per-
ceived directions and aspirations of the medical school. The manifestation of
these attitudes during clinical teaching episodes forms part of what is known
as the hidden curriculum.

Hospital specialists are aware of a broad-range of qualities previously
highlighted as desirable attributes for clinical teachers and of the attitudes,
values, competencies and capabilities required by doctors of the future. One
notable difference in this study is that �intimidation� and �humiliation� were
classified as both good and bad characteristics of clinical teaching: one per-
sons� challenge might be another persons� confrontation. Indeed, while a
�non-confrontational� characteristic has been identified as desirable in pre-
vious studies (e.g., Elzubeir and Rizk, 2001), this was not mentioned by the
participants here. The view that good clinical teachers may at times be
intimidating or cause humiliation can sometimes be explained in terms of an
individuals� resistance to change: a tendency to stick with traditional ways as
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for some, this kind of behaviour was commonplace in role models of their
formative years.

Other potential barriers to teaching and learning were highlighted; feelings
were strong amongst some clinicians about the new style of educational
practices that were being introduced while concerns about the curriculum
and time constraints were frequently mentioned. Indeed, curriculum concerns
interacted with participants� perceived roles of a clinical teacher and were
highlighted as barriers to teaching. Once again, this can be viewed within the
context of change resistance as an incompatibility of cultures.

The introduction of new methods in any culture is subject to resistance,
often because the survival of one set of values and visions may be at the
expense of the existing culture. This study identified some dynamics of
resistance that might undermine educational change in the clinical setting.
More research needs to be done to assess the effects of this resistance and to
consider how this can be managed effectively as a part of the implementation
strategy. Understanding potential barriers to the teaching and learning
process in a clinical setting is an important process and knowing more about
how clinical teachers think about their task as educators should underpin
staff development and training programmes.

Finally, it is acknowledged that this study has some limitations in terms of
the size of the sample interviewed and that we sampled from three hospital
trusts in the UK. Nevertheless, a number of themes that emerged from the
data were in accord with findings from previous research, thus suggesting the
potential generalisablity of our findings.
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