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The transition to consultant: Identifying gaps in higher 
specialist training 
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Background
New consultants consistently feel better prepared for the 
clinical rather than non-clinical aspects of their role. However, 
deficiencies in generic competencies have been linked to 
burnout and patient complaints. This study explored how 
higher specialty training prepares doctors for the transition to 
consultant in genitourinary medicine.

Results
New consultants felt less prepared for non-clinical aspects 
of their role. Prior practical experience was the greatest 
influencing factor in levels of preparedness, with increased 
responsibility and leadership driving deeper learning. 
Observation of others helped individuals develop a 
professional identity but also learn about the wider processes 
within their service. The learning environment positively 
influenced preparedness but highlighted a need for dedicated 
time to learn non-clinical aspects.

Conclusion
To ensure future trainees feel prepared for the non-clinical 
aspects of the consultant role, practical experience of non-
clinical areas with high levels of leadership and responsibility 
within a supportive learning environment is essential.
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Introduction

The transition from registrar to consultant can be one of the most 
challenging transitions throughout a doctor’s career.1,2 Higher 
specialty training (HST) aims to best prepare doctors for this 
transition. However, studies consistently show new consultants 
feel better prepared for the clinical rather than non-clinical 
aspects of their role.1–4 A perceived lack of preparedness for 
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non-clinical competencies has been linked to burnout among new 
consultants.5

Over the last decade there has been an increasing drive to 
incorporate non-clinical competencies within medical curricula.6,7 
Fitness to practice data, patient safety reviews and complaints 
about doctors repeatedly highlight shortfalls in non-clinical areas, 
for example poor communication.8–10 As a result, the General 
Medical Council (GMC) have developed the generic professional 
capabilities framework to ensure all trainees are meeting a 
minimum standard for generic competencies across specialties.9

Consultant roles differ between medical specialties. However, 
all have in common the ultimate responsibility for patient care, 
team management, leadership, teaching and training.11 Within 
genitourinary medicine (GUM), consultants can be in stand-alone 
outpatient services with reduced links to the acute hospital.12 
They often have high levels of management responsibilities given 
different funding streams, the need to write competitive tenders 
and provide services within reducing public health budgets.12 The 
GMC’s 2018 national training survey showed that GUM trainees 
perceived HST to give them sufficient experience to meet their 
clinical competencies.13 The perceptions of non-clinical aspects of 
HST were unknown and there are no studies looking at this transition 
in GUM. Previous literature explores the transition from registrar to 
consultant within predominantly hospital-based specialties.1–5

The aim of this study was to explore new consultants’ views on 
how HST prepares them for the consultant role, particularly around 
non-clinical aspects. This is important to help educators and 
curriculum planners further align training with the consultant role.

Methods

An exploratory sequential mixed methods study (Fig 1) was 
conducted. An initial qualitative phase used semi-structured 
interviews to explore individual perceptions. The findings informed 
the development of a questionnaire for the second quantitative 
phase.

To ensure recent HST was reviewed, new consultants who had 
gained their certificate of completion of training (CCT) in GUM 
since January 2016 were invited to participate. A purposeful 
sampling strategy was adopted for phase 1 to ensure this was 
representative from across the UK. For phase 2 a population 
sampling strategy was used aiming to invite everyone who fit 
the inclusion criteria. The maximum number of participants was 
60, using those who had gained their CCT between 01 January 
2016 and February 2019.14 The actual number was likely to be 
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lower accounting for individuals who had not yet become a 
consultant.

A three-pronged approach recruited participants to both phase 1 
and 2 of the study:

> advertisements in specialty society newsletters
> emails sent to the lead clinician from local departments where 

consultant posts had been advertised since 2015
> Twitter advertisements through the lead researchers account.

Phase 1: Interviews

Seven participants, from various locations across the UK, were 
recruited to phase 1 of the study. Semi-structured telephone 
interviews were conducted by the lead investigator in March 
2019. This method was selected to ensure standardisation of 
questioning but also to allow some flexibility to explore tangents.

Information was gathered on:

> experiences of HST and the consultant role
> which aspects of the consultant role that participants felt most 

or least prepared for
> how HST had prepared them for the new role; focusing on the 

non-clinical aspects.

Several questions asked the same thing in a different way to help 
contribute to the validity of data.

Interview data was audio recorded with informed consent and 
then transcribed verbatim. The lead investigator analysed the 
data using thematic analysis. An inductive method was chosen to 
code the data, initially generating open codes and then refining 
these where possible. Themes and sub-themes were subsequently 
generated from these codes. Themes were only generated where 
data appeared from at least two participants thus improving the 
validity.

Phase 2: Questionnaire

An online questionnaire was developed in April 2019 for phase 2 
of the study using the data analysed from phase 1. The purpose 

of the questionnaire was to check the transferability of the 
qualitative findings and therefore closed questions were chosen. 
Multiple choice questions were used for demographic questions. 
Five-point, semantic differential scale questions explored 
participants’ attitudes on preparedness for different aspects 
of the consultant role. Four-point, Likert scale questions were 
adopted for the questions exploring perceptions on the themes 
generated from the phase 1 data. The questionnaire was piloted 
by four medical professionals, within different specialties, to check 
comprehension and time to completion. Prior to dissemination it 
was also reviewed and approved by the GUM Specialist Advisory 
Committee.

Twenty-five participants completed the anonymous, online 
questionnaire between April and May 2019. The participants 
who underwent an interview were also invited to complete the 
questionnaire. Descriptive statistics were used for data analysis 
showing frequencies of agreement with the qualitative themes 
from phase 1.

The study underwent ethical screening and was deemed exempt 
from full ethical review. Informed consent was gained from all 
participants.

Results

Results: Interviews

Seven consultants participated in the telephone interviews. 
Demographic data is found in Table 1.

Four over-arching themes emerged from the data:

> preparedness
> methods of learning
> learning environment
> leadership and responsibility.

Preparedness

Participants all felt most prepared for the clinical aspects of the 
role. Several participants also felt well prepared for the service 
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improvement, teaching and training aspects. Participants mostly 
felt less prepared for the non-clinical aspects. The areas specifically 
highlighted were financial aspects, managing people, being a 
supervisor, managing conflict, being a leader, implementing 
change, system differences between services and managing 
complaints.

I think the less prepared bits are, I guess, the management side 
of things, really. And just understanding budgets. Participant 1

I’m not sure it exactly prepared me for handling conflict between 
different staff members. Participant 5

It was also widely recognised that some aspects of the 
consultant role are difficult to prepare for until you are in the role.

Trainees need to get a bit more experience with the handling 
of complaints. Obviously, complaints are often quite sensitive, 
they might be naming specific members of staff and things 
like that. So, there’s got to be a balance between the training 
of an individual but also the maintenance and privacy and 
looking after your other members of staff who might have been 
complained about. Participant 1

Methods of learning

The data showed that people learnt through a variety of 
different ways: experience, observation and formal teaching. 
Overwhemingly, practical experience of an area during HST led 
to the greatest degree of preparedness where the greater the 
involvement the better prepared an individual felt. From a clinical 
perspective, acting up as the consultant had great value in giving 
participants confidence in their own decision making.

I think probably most useful thing I did was act up as a 
consultant, it was really reassuring that actually I could do it. 
Participant 4

Learning through observation was valuable in developing a 
professional identity through observation of different leadership 
styles.

You spend loads of time, don’t you? Looking at the consultants 
around you going, I don’t want to be like you. I want to be like 
you. I’ll be a little bit like you, but I’m definitely not going to be 
like you. Participant 4

Participants described benefits of attending management 
meetings in seeing how services are run including an insight into 
financial aspects.

…they talked a lot about finance so they would do a breakdown 
of our finances and money that we had to save and how we were 
going to do that and how the directorate as a whole was working 
within the hospital, so it kind of really made you understand. 
Participant 7

While formal management and leadership teaching were valued 
for learning the theory, participants described it was through 
practical experience where the real learning occurred.

It’s all very well learning the theory but it’s when you put the 
theory into practice is when you really learn. Participant 6

Learning environment

The learning environment had a direct influence in helping prepare 
consultants for the role. The provision of support and opportunity 
from senior members of the team, particularly around non-clinical 
aspects, positively correlated with feelings of preparedness. 
The provision of opportunity from the beginning of HST was 
important.

The consultant who was actually looking forward for us, about 
what’s coming in the future, what we can prepare them for. 
Participant 3

Participants also felt that having dedicated time to learn non-
clinical aspects within their rota was valuable.

When you’re a registrar it’s very heavily clinical. You don’t get 
given a session to say, let’s manage this. Participant 3

Leadership and responsibility

Participants recognised the increased levels of leadership and 
responsibility with the consultant role. Increasing responsibility 
and autonomy during HST correlated with greater preparedness.

I think just because of the kind of training that I got, they very 
much encourage you to be autonomous and lead on things I felt 
that actually, even quite a lot of the management type stuff was 
something that – I don’t know – I didn’t find it as stressful as I 
thought it would be. Participant 4

However, sometimes it was felt that leadership opportunities 
were lacking in HST. It was also expressed that the level of 
responsibility during HST was not the same as a consultant.

Results: Questionnaire

Thirty-two participants completed the online questionnaire; 7 
were excluded due to not meeting the inclusion criteria, therefore 

Table 1. Demographic data for both phases of the 
study

Demographics  Phase 1, 
n=7

Phase 2, 
n=25

Working hours 
during higher 
specialty 
training

Full time

Part time

Full and part 
time

6

0

1

15

0

10

Time out of 
training

Yes

No

No response

1

6

0

15

9

1

Number of 
consultants at 
their current 
service

Sole consultant

1–2

3–4

5+

Not collected

Not collected

Not collected

Not collected

1

7

6

11

Formal 
management 
role as a 
consultant

Yes

No

7

0

17

8
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25 participants were included in the final analysis. Demographic 
data can be found in Table 1.

Preparedness

Levels of preparedness supported the findings from the qualitative 
data (Fig 2).

Significant statements

Questionnaire data showed that the wider population of new 
GUM consultants corroborated themes generated by the 
qualitative data (Table 2).

Discussion

This study found that new consultants felt most prepared for the 
clinical areas which is consistent with previous findings.1–5,15–17 
Rotas tend to focus on the clinical aspects consequently giving 
individuals greater clinical experience. Acting up as a consultant 
goes further in lessening the transition because it provides an 
experience closer to the levels of a consultant with associated 
increased levels of responsibility, again reflected in another study.1

Often in studies looking at transition, all the non-clinical aspects 
are grouped together which, as an educator, makes it challenging 
to see exactly which areas need more attention. In looking at 
levels of preparedness, specific areas can be defined, however, 
this was not possible when looking at processes of learning and 
contextual factors.

Our study found that new consultants also felt well prepared for 
teaching and training and, to a lesser extent, service development 
aspects. This can be explained by exposure gained during HST; 
curricula stipulate the need for trainees to be observed teaching and 
to perform audits or quality improvement projects.18 Morrow et al, 
in contrast, found new consultants felt poorly prepared for service 
development.2 However, this was a decade ago and certainly, in 
recent years, quality improvement projects (QIP) are more popular.

The areas where new consultants felt less prepared were 
mostly supported by the literature: managing people, being a 
supervisor, managing conflict, being a leader, implementing 
change, managing finances, system differences between services 
and managing complaints.2–4,15,16 Essentially the more exposure 
or experience an individual had with a certain aspect, the more 
prepared they felt for that aspect.

Practical experience was the main process through which a 
deeper level of learning occurred, leading to feelings of greater 
preparedness for the consultant role. Practical experience helps to 
create knowledge, as described by Kolb’s learning theory.19 It has 
also been shown to help with knowledge retention, particularly 
compared with listening or reading.20 Yardley et al has previously 
highlighted the importance of practical experience for workplace 
learning.21 Therefore, given our study findings, it is imperative that 
trainees are getting enough practical experience in the non-clinical 
aspects of the consultant role. Formal management courses are 
not enough for learning non-clinical aspects.2,4 There needs to be 
a platform to put theory into practice.

This study showed that observing senior management meetings 
gave individuals further insight into the running of services. This is 
a key part of the consultant role. Previous literature has suggested 
trainees are sometimes not allowed to attend the meetings and 
that they may be of limited benefit if they were becoming a 
consultant in a different trust.2,4 Based on our findings we would 
recommend that trainees are encouraged to attend meetings or 
shadow senior trust individuals.

The learning environment (the physical workplace, people, 
culture and systems within it) plays an important part in the 
learning process. One study surveyed new consultants on how 
the learning environment and competence-based education 
influenced their feelings of preparedness.22 The learning 
environment was the strongest predictor of preparedness 
for independent practice. It comes as no surprise that senior 
support, encouragement, provision of opportunity and feedback 
positively correlated with feeling prepared for the consultant role 
in our study. As educators, we have an impact on the learning 
environment and a negative one can have destructive effects.22 
Providing dedicated time for trainees to learn non-clinical skills 
could help to further enable trainees to develop these areas. 
However, it is important to ensure this time has specific objectives 
and isn’t labelled as ‘management time’ to ultimately be 
swallowed up with service provision.

We know increased responsibility and leadership within the 
consultant role is challenging for some.2,4,10 This study highlighted 
at times there was a lack of leadership opportunities during HST, 
which was more pronounced in non-clinical compared to clinical 
areas. This could be explained by lack of time or trainee confidence 
in taking the lead. We need to rethink the way we view non-clinical 
aspects and prioritise them alongside clinical aspects with similar 
levels of supervision. This study supports the work by Yardley et al 
advocating for independence and graduated responsibility for 
trainees during HST.21 However, also teaching trainees about the 
potential psychological impact of final responsibility, something 
very difficult to understand until one is actually within the 
consultant role.21

It is important to recognise that changing the focus in one area 
may impact on another area. There is only a defined period of time 
for training and curriculum planners ultimately need to ensure all 
of the competencies are met to the required standard.

Fig 2. Levels of preparedness of new consultants for different aspects 
of their role.
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This is the first study that looks at transition from registrar to 
consultant in GUM. It is unique in that it goes further than stating 
which areas consultants feel prepared for but explores the factors 
that increase levels of preparedness. Further research would be 
beneficial to look at the optimal ratio of clinical and non-clinical 
work to optimise feelings of preparedness for the new consultant 
role while achieving all of the required competencies.

Limitations

The number of consultants who fit the inclusion criteria was 
unknown, therefore the worst-case scenario for the response 
rate was 25/60 (42%). This is consistent with other study 
response rates, however, could affect the transferability of 
the findings.15 A single researcher conducted the study and 
ideally a second researcher would be used for data analysis 

and interpretation. This is mitigated to some degree by 
using a mixed methods study as qualitative themes could be 
corroborated or refuted.

Conclusion

New consultants in general feel better prepared for clinical than 
non-clinical aspects of the new role. Practical experience was a 
key element to ensure deep levels of learning but to support this, 
future trainees need increased responsibility and opportunities 
for leadership. We must continue to provide a supportive learning 
environment and consider providing dedicated time for trainees to 
learn non-clinical skills. By further understanding the factors and 
processes that positively correlate with preparedness for being a 
consultant, educators can use this to better prepare individuals for 
the non-clinical aspects of the role. n

Table 2. To what extent did participants agree with the following statements

Statement SD, n (%) D, n (%) A, n (%) SA, n (%) UC, n (%)

Acting up as the consultant has helped me feel prepared for 
the consultant role

0 0 2 (8) 6 (24) 17 (68)

Good access to specialist clinics helped prepare me for the 
clinical aspects of the consultant role

0 2 (8) 8 (33) 13 (54) 1 (4)

Prior practical experience of an aspect of management (eg 
service development, change management, governance) 
prepared me for that aspect of the consultant role

0 2 (8) 14 (56) 7 (28) 2 (8)

There is a need for practical experience of the non-clinical 
aspects of the consultant role

0 0 5 (20) 20 (80) 0

Attending a management course was not where I learnt the 
management aspects of the consultant role

0 3 (12) 11 (44) 10 (40) 1 (4)

Management courses were useful in learning the theory of 
management

0 4 (16) 17 (68) 3 (12) 1 (4)

Attending management meetings (eg implementation, 
governance, directorate, strategy) were useful in preparation 
for the consultant role

0 0 13 (52) 10 (40) 2 (8)

Attending the consultant meetings would help prepare me for 
the consultant role

0 0 8 (32) 17 (68) 0

I found it useful working in different services to observe the 
variety of ways services are run

0 0 6 (24) 17 (68) 2 (8)

Shadowing individuals in senior management roles was helpful 
in preparation to be a consultant

0 0 7 (28) 8 (32) 10 (40)

In hindsight, as a trainee I did not have a deep understanding 
of the non-clinical aspects of the consultant role

1 (4) 6 (24) 10 (40) 8 (32) 0

Opportunities for experience with non-clinical skills are 
valuable in preparation to be a consultant

0 0 6 (25) 18 (75) 0

Senior encouragement to be involved with non-clinical skills 
was valuable in preparing me for the consultant role

0 0 12 (50) 10 (42) 2 (8)

Dedicated time, within the rota, to learn management during 
higher specialty training would be helpful

0 0 7 (28) 18 (72) 0

Some aspects of the consultant role are difficult to prepare for 
and you just need to do the job

0 4 (26) 14 (56) 7 (28) 0

Median value shown in bold. A = agree; D = disagree; SA = strongly agree; SD = strongly disagree; UC = unable to comment.
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Glossary

Exploratory sequential mixed methods study: This study design 
is where an initial qualitative phase is conducted and analysed 
first, then a second quantitative phase is conducted using the 
data generated from the first phase; the second phase checks the 
transferability of the findings from the first phase. 23

Purposeful sampling strategy: Where the researcher selects 
the participants based on specific characteristics needed for 
their sample, for example, in this study to ensure the sample was 
representative of the UK.24

Semi-structured interviews: This is an in-depth interview where 
the interviewer has an interview schedule with set questions, if 
the participant goes down a certain tangent the interviewer may 
also probe further in that direction before coming back to the 
schedule.24

Telephone semi-structured interviews: Semi-structured interviews 
conducted via the telephone.

Thematic analysis: A process that allows the generation and 
analysis of patterns or themes within data.25
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