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Short report 
This report is a shortened version of the full report (which presents more detailed methods, 
exhaustive data, discussion and appendices), and focusses on the implementational aspects 
of the research. The full report is available the funders or authors.   
 

Abstract 
Background: The advancement of excellent healthcare requires a strategic funder 
approach to develop and retain talented, research-focused healthcare professionals who 
can balance clinical and academic activities effectively for the benefit of patient care. 
Unfortunately, there are many inequalities in clinical academia, often based upon protected 
characteristics. The aim of this study was to (a) conduct a systematic review to explore 
barriers, facilitators, and existing interventions within Clinical Academic (CA) careers and, (b) 
collect qualitative data to explore the lived experiences of CAs across the career trajectory. 
Methods: The systematic review used comprehensive literature searches to identify 
relevant quantitative and qualitative studies involving qualified doctors and dentists at any 
stage of a CA career. Abstract screening was supported by machine learning tools. Full text 
screening was performed in duplicate; and risk of bias assessed. Outcomes were study 
defined; results of quantitative data were described narratively, and qualitative studies 
synthesised using a thematic approach. The qualitative phase involved (a) semi-structured 
interviews with 104 CAs and (b) audio-diary and written diary data provided by 30 
participants over an 8-month period. Diary data collection coincided with the COVID-19 
pandemic. Data were thematically analysed before being subjected to an additional text-
mining stage. Further, data were triangulated through the observation of funding panels and 
seeking expert opinion.  
Findings: 239 studies were included in the review of barriers and facilitators, 141 in the 
review of interventions, and seven in both reviews. Within the interventions review, 28 
studies contributed to the quantitative synthesis, 17 to the qualitative synthesis, and two to 
both. Most studies were from North America. There were few high quality, well-reported 
studies. Most quantitative evidence was from multi-faceted academic training programmes, 
which may increase recruitment to academia among clinicians. Findings are less clear for 
retention and other outcomes such as participation in research and obtaining research 
funding. Studies reported benefits of supportive relationships for CAs, including peers and 
senior mentors. The qualitative data from this study broadly pertained to eight major themes: 
identity; motivation to pursue; barriers; enablers; myths and the hidden curriculum; 
interventions; advice and top tips; prescriptive and descriptive biases. Across the data, there 
was evidence of discrimination based upon protected characteristics; there were several 
instances where this contributed to CAs leaving the research environment. A lack of 
protected time for research was a persistent issue, as well as navigating working in two 
competing environments. Discrimination was well documented, particularly on the basis of 
protected characteristics such as gender, sexuality, maternal status, and ethnicity.  
Conclusions: The findings provide comprehensive evidence that CAs struggle to navigate 
their career pathway and balance clinical duties with conducting research. Existing evidence 
is limited by rigour and reporting, but there are important lessons to be learned. Research 
funders should commit to evaluating any future interventions to address inequalities in the 
CA workforce. Successful interventions are likely to be comprehensive multi-faceted 
programmes of training, in which relational and supportive factors are key.  
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Introduction 
A Clinical Academic (CA) is a clinician who is professionally trained, registered, and 
generally actively practising, and also employed to conduct research and/or teaching. There 
are structured pathways to becoming a CA, as well as more opportunistic and informal 
routes to the career. In the UK, bodies such as the National Institute for Health Research 
(NIHR), Cancer Research UK (CRUK) and Wellcome have affiliated programmes that fund 
training pathways, schemes, and research projects. Such formal pathways are often 
composed of fellowships, such as doctoral and postdoctoral (advanced) fellowships, as well 
as Clinical Academic Lectureships (CALs) or Clinical Lectureships (CLs). These fund the 
academic time of the award holder whilst they continue with their clinical training in their 
chosen field. There are also more senior posts and awards available for experienced mid- 
and late-career CAs. These include senior investigator awards and funded Professorships. 
Some funders offer integrated academic training pathways, where a trainee tends to remain 
with the same funder across a certain span of their career trajectory, through doctoral 
studies to postdoctoral research. Other CAs may move between funders at various points. 
Some clinicians take opportunities as they arise to engage in research and teaching on an 
ad-hoc basis, perhaps building up academic time via external grant funding or provided by 
Higher Education Institutions.  
 
Table 1: Example of the NIHR Integrated Academic Training Pathway for (i) 
Medicine and (ii) Dentistry. * = Clinical Training Levels 

Integrated 
Academic 
Training 
Pathway 

University Foundation 
programme 

Specialist training Senior 
positions 

In 
practice 

fellowship 

Personal 
training 

fellowships 

Clinician 
5-year 
award 

(i) 
Medicine 

Medical 
School: 
MB, 
Intercalated 
BSc, 
MD/PhD, 
Graduate 
entry 
medicine 

Academic 
foundation 
programme: 
FY1-FY2 

Academic 
clinical 
fellowship 
1-3* 

Clinical 
lectureship 
4-6* 

Certificate 
of 
Completion 
of training 
(CCT) 

Research 
professor 
 
Senior 
lecturer 
 
Senior 
clinical 
fellowship 
 
Continued 
professional 
development 
 
Consultant 
research 
sessions 

(ii) 
Dentistry 

Dental 
School: 
BDS, 
Intercalated 
BSc, DDS/ 
PhD, 
Graduate 
entry 
dentistry 

Foundation 
and core 
training: 
DF1 or DCT 
1-3 

Academic 
Clinical 
fellowship 
1-3* 

Clinical 
lectureship 
4,5* 

Certificate 
of 
Completion 
of Specialty 
Training 
(CCST) 

 
The CA career pipeline is often described as “leaky”, whereby researchers are lost from the 
profession as they are unable to progress along the trajectory. Women and Black Asian 
Minority Ethnic (BAME) individuals are the least likely to progress. In a study conducted by 
Lopes and colleagues (2019), less than two-thirds of previous academic clinical fellows 
already on the CA pathway planned on continuing in this career. Evidence suggests that 
roughly a third of post holders progress to a junior postdoctoral clinical lectureship or senior 
CA (Lopes et al, 2019). Studies have shown factors responsible for high dropouts include 
work-life balance, securing funding, uncertainties about career progression, mentorship and 
obtaining career guidance (Ranieri et al., 2015, Lyons et al., 2010).  
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The glass ceiling is well documented in many careers, including clinical academia (Williams, 
2004, Williams, 2005, Carnes et al., 2008) and is described as a barrier, usually affecting 
women and members of marginalised groups, that prevents their professional advancement. 
These groups include those from Black Asian Minority Ethnic (BAME) backgrounds or 
Lesbian, Gay, Bisexual, Transgender, Queer, Intersex, Asexual and other genders on the 
spectrum (LGBTQIA+). People belonging to such groups are less likely to reach positions of 
prestige and are more likely to work in positions that are not permanently contracted, known 
as non-tenure track. Although the glass ceiling is a metaphor, it is demonstrative of a 
complex struggle and interplay that appears to persist, despite efforts to shine the spotlight 
on inequalities experienced by underrepresented groups. This is particularly true within 
clinical academia (Brown et al., 2020a). More recently, the medical literature has been using 
the term ‘the sticky floor’ which describes the position of women in (academic) medicine 
where fewer are promoted and fewer are given institutional resource at the start of their 
careers to set them on their way (Zhuge et al., 2011, Carnes et al., 2008). 
 
This multi-phasic study sought to explore barriers and facilitators to CA careers, with a focus 
on inequalities based upon gender and ethnicity. Funders and institutions globally have tried 
interventions to overcome such barriers with varying levels of success. The evidence for 
such interventions is also considered within this study. 
 

Research aims and questions 

The commissioned aims of this project were to: 
1. Understand the experiences of CA careers from a representative sample of those 

within CA pathways from trainee to senior CA, including those who may have left or 
never embarked on a formal, structured CA pathway; 

2. Identify, critically appraise, and synthesise the literature on barriers and facilitators to 
progression throughout a CA career across medicine and dentistry, notably female 
careers, and support this with participant narratives; 

3. Identify the key factors affecting career decisions and perceptions of how attractive 
CA careers are considered to be, by both those who have chosen to pursue them as 
careers and those who have not; 

4. Identify, critically appraise, and synthesise the literature on existing interventions to 
inform enhancement of CA pathways and development of new ones that may be 
relevant in UK settings. 
 

The research questions were: 
 

1. What are current and recent trainees’ experiences of CA careers; how do they 
conceptualise a CA career? 

2. What are key factors impacting career decisions and perceptions of how attractive 
CA careers are considered to be? 

3. What factors influence the decision to become a CA, maintain a CA career and how 
do these factors change over time? 

4. What are the main reasons for leaving a CA career? 
5. How do clinical training demands affect research activity at different CA career 

transition points, and is the impact different for different types of research? 
6. What are facilitators and barriers to progression through a CA career across 

medicine and dentistry? 
7. What factors affect access to clinical academia? 
8. How do prescriptive and descriptive biases impact upon careers in clinical 

academia?  
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9. What existing or new interventions aimed at helping clinicians to pursue, and or 
transition across CA career pathways may have potential in UK settings? 

10. What existing or new interventions could help to reduce attrition in CA careers? 
11. How can organisations support trainees and CA in their career decisions and 

academic pathways? 
12. How do medicine and dentistry compare in terms of the aforementioned facilitating 

and hindering factors, interventions and attrition? 
 
Please note in the full report we address each of these aims and questions. Within the 
current report, we have prioritised the aims and questions which focus on interventions. A 
summary by research question is also provided in the full report.  

Methods 

The study included a systematic review and qualitative exploration utilising in-depth, semi-
structured interviews and audio-diaries. 

Stakeholder engagement  
The research team consulted with the funders, the Clinical Academic Training Forum 
(CATF) and policy makers at funding organisations to scope issues and provide context. The 
study steering group included Patient and Public representation, provided by Health Watch 
York and contributed to the study design and interpretation.  

Ethics 

Ethical approval the study was obtained from the Hull York Medical School Ethics 
Committee (ref: 19 32). A subsequent amendment was approved for completion of online 
consent forms, due to the onset of the COVID-19 pandemic. 
 

Systematic review 

The systematic review followed a pre-specified protocol that was registered 
(https://osf.io/mfy7a) and published (Brown et al., 2020a). Systematic searches of five 
databases were conducted by an experienced information specialist in October 2019. We 
included studies of doctors, dentists, and/or those with a supervisory role in their careers, 
including those with and without CA careers. Outcomes were as defined in individual studies 
and related to success rates of joining or continuing a CA career, including but not limited to 
success in gaining funding, proportion of time spent in academic work, and numbers of 
awards/higher education qualifications, as well as experiences of professionals within the 
CA pathway. Studies reporting quantitative and/or qualitative data were included. 
 
Titles and abstracts were screened used a two-stage process, incorporating use of a 
machine learning algorithm. Full text screening was undertaken independently, and in 
duplicate, by two researchers. Data extraction followed a staged approach and is 
summarised in narrative and tabular form within the full report.  
 
Given the extensive number of studies identified, only those studies most likely to contribute 
to answering the specific research aims, that is quantitative studies of interventions with a 
control group and qualitative studies, were included in the final synthesis. These were quality 
assessed, using the Cochrane risk of bias tool for randomised controlled trials (Higgins et 
al., 2011), the Newcastle-Ottawa tool for non-randomised studies (Wells et al., 2014), the 
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Qualitative Assessment and Review Instrument (QARI) for qualitative studies (Joanna 
Briggs Institute, 2014), the Mixed Methods Appraisal tool (MMAT) for mixed methods studies 
(Hong et al., 2018) and the RAMESES II Quality Standards for Realist Evaluation (Wong et 
al., 2017). Given the heterogenous nature of the studies identified, narrative synthesis of 
quantitative data was performed. Qualitative data were synthesised using thematic analysis. 

Interviews and audio-diaries 

To maximise recruitment, a multi-pronged approach was utilised to recruit a stratified 
sample. Recruitment methods involved: 

1. Personal email invites sent to a purposive sample of participants known to the 
research team or the steering committee, 

2. Advertisements through a dedicated Twitter account established for the project 
(@GenderClinical), 

3. ‘Snowballing’ by participants,  
4. Email circulars to past and present applicants facilitated by the funding bodies, 
5. Emails to associations, networks support groups and collectives related to clinical 

academia and for CAs with specific protected characteristics,  
6. Emails to specific marginalised and underrepresented groups such as transgender 

and BAME medical and dental associations 

The qualitative arm of this study utilised semi-structured interviews with doctors and dentists 
who had various experiences of CA pathways. These included:  
(1) Those who had successfully navigated clinical academia and remain active,  
(2) Those who had attempted to pursue a CA career but had been unsuccessful, for 
example by not securing funding or academic posts,  
(3) Those who had given up research due to insurmountable challenges. 
 
In addition, the qualitative protocols were informed by previous research in the field and the 
developing systematic review. Scoping interviews were conducted face-to-face and via 
telephone in order to pilot the topic guides, ensuring they were covering the required areas. 
Scoping interviews followed the normal consenting process.  

Interviews were conducted by five researchers (GF, AK, AB, PC, JBu) over a nine-month 
period (October 2019 – June 2020). All interviews were digitally recorded and transcribed 
verbatim. Researchers also made field notes during interviews. Although written consent 
had been obtained prior to the interview, it was also confirmed at the commencement of the 
interview. 
 
Participants were able to request interviews to be held via telephone or using an online 
platform (such as Zoom or Skype). Interviews were semi-structured, based upon interview 
stems informed by the systematic review, the study’s theoretical framework and 
underpinning research questions. Interview stems were adapted depending on the 
participant demographic.  
 
From January to September 2020, audio-diary data were collected from 30 participants, 
seven of whom had not participated in the semi-structured interviews. Audio-diary data were 
collected using voice recordings that were transferred to the team using encrypted 
WhatsApp files. Audio-diaries enabled participants to report on issues impacting their CA 
careers in the moment. The diary method enabled researchers to collect ‘novel’ real-time 
data.  

All data (transcripts) were thematically analysed (Braun et al., 2013, Braun and Clarke, 
2006) by a team of researchers (GF, AK, AB, JBu, PC, ET). The six-step process of 
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thematic analysis was followed: (1) data familiarisation, (2) generating initial codes, (3) 
searching for themes, (4) reviewing themes, (5) defining and naming themes, and (6) 
producing the report (Braun and Clarke, 2006, Braun and Clarke, 2013). Both inductive and 
deductive approaches were taken, with deductive analysis based on existing theory 
including maternal wall bias, feminist theory and intersectionality (Williams and Segal, 2003, 
Brown et al., 2020b, Williams, 2004). Authors engaged in a process of negotiation to refine 
codes and themes, before utilising member checking with a subset of participants. Authors 
were reflexive, recording reflexive journals and acknowledging their biases and 
presuppositions. The research team consisted of clinicians and non-clinicians, CAs at 
varying stages, expert qualitative researchers to novices, females and males, and a mix of 
ethnicities. The theoretical considerations utilised are delineated within the full report.  

Findings 

Systematic review 

Electronic databases were searched in October 2019 and returned 34,230 records. 
Following screening, 239 studies were included in the review of barriers and facilitators, 141 
in the review of interventions, and seven in both reviews. Of the 148 studies included within 
the interventions review, 28 contributed to the quantitative synthesis, 17 to the qualitative 
synthesis, and two to both (Figure 1).  
 
 

 
Figure 1: Flowsheet for study selection (for full details of each stage see full 
report  
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Barriers and facilitators review 
 
Of the 246 studies that examined barriers and facilitators to CA careers, the majority were 
quantitative cohort studies (n=156), and most were from North America (n=205). Research 
focused on individuals from a range of medical specialties and dentistry, and included 
clinicians of varying grades, although the majority were of clinicians who had completed 
postgraduate training. Twenty-seven studies focused on a sample of women only, and six 
studies reported a sample comprising individuals from a minority ethnic background only. 
 
Following discussion with the funders and project steering group, in-depth analysis of this 
large dataset on barriers and facilitators was not performed but may be explored in future 
research. 
 
Interventions review 
 
Of the 148 studies of interventions to improve CA careers, the majority were from North 
America (n=133) and over half were interventions implemented within single institutions 
(n=83). Most were single-group cohort studies (n=99), and few interventions were targeted 
at specific populations (n=35). 
 
Thirty studies were included in the quantitative synthesis, and 19 studies were included in 
the qualitative synthesis. Notably, none of these described interventions for CA dentists. 
Few were scored as high quality, and many were poorly reported. Both quantitative and 
qualitative studies lacked methodological rigour and/or did not describe adequately the 
populations included, the interventions applied and the results from those interventions.  
 
For the purpose of this short report, a discursive summary of the SR findings is presented. 
For a detailed analysis of the findings, including the studies which contribute to the 
synthesis, please see the full report which also provides full details of all included studies, 
including references.  
 
Quantitative synthesis  
 
The full report presents the findings from quantitative studies under eight broad categories 
relating to clinical academic careers: aspiration, satisfaction, skills & knowledge, funding, 
research participation, recruitment, retention/promotion, and publication outcomes.  
 
In summary, most quantitative evidence was available for multi-faceted academic training 
programmes which tended to focus on measures of academic productivity such as 
publications and grant funding success. There was some evidence to suggest that such 
programmes may increase recruitment to academia among clinicians and increase short-
term publication productivity, but findings were less clear for retention within CA pathways or 
for other outcomes such as participation in research and obtaining research funding.  
 
Whilst academic training programmes tended to focus on advancing academic skills, 
productivity and interest for trainees, career development programmes centred on 
enhancing junior/senior faculty workforce within clinical academia through promotion, 
retention and recruitment. Studies of career development programmes showed mixed 
results, with some studies suggesting a benefit and others showing no benefit for 
recruitment and retention to academia. The same was true for secondary outcomes such as 
career satisfaction and skills and knowledge development. 
 
There was very limited quantitative evidence relating to research-tailored curricula or support 
network programmes as interventions to improve CA careers. Intervention programmes that 
focused specifically on mentorship demonstrated significant benefits related to number of 
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publications, grant awards achieved and funding success, and promotion of academic staff, 
whilst outcomes related to journal impact factor were non-significant but still in favour of 
intervention groups. Outcomes related to recruitment or research participation were not 
evaluated by these specific programmes. 
 
Few quantitative studies specifically reported the effects of interventions for women or 
minority groups. Results for recruitment diversity training suggested a positive impact on 
recruitment in one study (Sheridan et al., 2010). One evaluation showed that implementation 
of a career development programme was linked to improved recruitment of women 
(Valantine et al., 2014), but there was no evidence suggesting benefits for other outcomes. 
There was no evidence of an effect on recruitment of minority groups and one study showed 
no impact of a career development programme on retention in academia for these groups 
(Daley et al., 2006). 
 
Qualitative synthesis 
 
Qualitative synthesis identified seven key themes: developing knowledge, skills and 
confidence in research and scholarship; leadership skills and opportunities; personal 
characteristics and behaviour of individuals; interactions and relationships; time and 
competing demands in clinical academia; facilitating programme participation and success; 
and funding and financial support. 
 
Various career development and academic training programmes successfully improved 
research/scholarship knowledge and skills of participants, or their understanding of 
academic careers. A recurrent theme across studies was the development of greater 
confidence in conducting research-related activities, and in other aspects of their career, by 
participants who received these interventions; including, for example, greater self-confidence 
to pursue new opportunities and apply for promotion. Increased confidence was gained in 
multiple ways such as through networking and other forms of interaction with peers, 
colleagues, and mentors. Some career development programmes and mentoring 
relationships resulted in feelings of empowerment, improved positivity and higher levels of 
motivation. Some studies identified the personal attributes and actions of individuals, 
including personal ambition, enthusiasm, motivation, self-direction, interest, and commitment 
to the programme, as factors that could influence the success of interventions.  
 
Consistently, intervention participants benefited from interaction with peers and colleagues, 
in terms of support, encouragement and assistance, and the opportunity to develop 
professional collaborations. Peer interaction helped reduce feelings of isolation and fostered 
a sense of community and belonging. Participants in some studies benefited from ‘peer 
mentoring’, but how this differed from other forms of peer interaction was often unclear. 
Opportunities to interact with other women was important to female participants. One study 
indicated that sponsorship was of benefit to women in terms of career advancement (Lin et 
al., 2019). Some individuals gained encouragement from hearing how senior CAs had 
successfully overcome career challenges and achieved success.  
 
Not every study participant experienced beneficial mentoring relationships with senior 
colleagues, but overall experiences were positive and valued. Mentors provided a broad 
range of assistance to mentees. Having a team or network of mentors was seen as 
important for successful outcomes as it allowed mentees to draw on a range of opinions and 
gain advice from individuals who had different areas of expertise. Individuals’ mentoring 
needs are likely to develop and change over time as their career progresses. 
 
Several studies suggested that having at least one mentor of the same gender was 
important to women. Evidence from a single study was mixed on whether it was important 
for mentor and mentee to both be from an ethnic group underrepresented in medicine 
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(Guevara et al., 2018). Some respondents believed it was important, whilst others suggested 
a mentor from any ethnic group was sufficient, if they understood the nature of unconscious 
bias and could offer relevant advice and support. Some mentees believed they gained more 
objective and impartial advice from having mentors who work at a different institution to the 
mentee. There were differing opinions expressed across several studies on the issue of 
training for mentors.  
 
Findings indicated that issues related to time and competing demands were key factors in 
shaping individuals’ experiences and intervention impact. There was consistent evidence of 
the importance and benefit of having protected time, particularly in terms of mitigating the 
negative impact of competing clinical demands on research-related activity. There was also 
some evidence to suggest that maintaining protected time for research could be difficult in 
practice. One intervention targeted at junior faculty physician–scientists with substantial 
caregiving responsibilities, which provided funding for protected research time and hiring 
staff, appeared to have multiple positive effects including facilitating greater research 
productivity, an improved work-life balance and retention in academia at critical time points 
(Jones et al., 2019).  
 
Across studies, having committed, supportive, and experienced programme staff was seen 
as a key facilitator of programme success. Respondents identified several other factors at a 
programme, organisational or national level which acted as a facilitator or barrier to success. 
One study identified several factors that potentially undermined the principles and impact of 
the Athena SWAN programme in the UK (Caffrey et al., 2016). 
 

Interviews  

The qualitative arm of this study utilised semi-structured interviews with 104 doctors and 
dentists who had various experiences of CA pathways. Interview data broadly pertained to 
eight major themes, some of which are presented in the figure below: identity; motivation to 
pursue; barriers; enablers; myths and the hidden curriculum; interventions; advice and top 
tips; prescriptive and descriptive biases. An overview of all themes and sub-themes is 
provided in figure 2. The full analysis, with additional exemplary quotes can be found in the 
full report.  
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Figure 2: Overview of main interview themes 
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Table 2: Summary of participant demographics for interview phase 
Profession Total (n=104) %  
Dentistry 16 15.4 
Medicine 88 84.6 
Mean Age 40 
Age Range 27 – 74 
Gender 
Female 61 58.7 
Male 42 40.4 
Prefer not to say 1 1.0 
Predominant Clinical Work Area 
Primary 21 20.2 
Secondary 39 37.5 
Tertiary 41 39.4 
Did not disclose 3 2.9 
Employment Status (overall) 
Full Time 75 72.1 
<Full Time 6 26.9 
Did not disclose 1 1 
% of hours spent on academic work 
100% 11 10.6 
50% 18 17.0 
<50% 70 67.3 
Did not disclose 5 4.8 
Out of programme for research 
No 63 60.6 
Not applicable 27 26 
Yes 13 12.5 
Did not disclose 1 1 
Ethnicity 
White  82 78.8 
Black 5 4.8 
Asian 11 2.9 
Arabic  3 2.9 
Did not disclose 3 2.9 
Marital Status 
Civil partnership 2 1.9 
Divorced 4 3.8 
Long-term relationship (not married) 15 14.4 
Married 72 69.2 
Single 11 10.6 
Sexuality 
LGBTQIA+ 7 6.7 
Heterosexual 87 83.7 
Did not disclose 10 9.6 
Disability 
No 98 94.2 
Yes 4 3.8 
Prefer not to say 2 2.0 
Number of Children/Dependents 
0 35 33.7 
1 21 20.2 
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2 31 29.8 
3 10 9.6 
4 2 2.9 
Did not disclose 4 3.8 
Pregnant 
No 84 80.8 
Yes 3 2.9 
Not applicable 15 14.4 
Did not disclose 2 1.9 
Current Clinical Academic Career Level 
Doctoral Fellow/ PhD student  20 19.2 
Clinical Research Fellow 2 1.9 
Academic Clinical Fellow 18 17.3 
Academic Clinical Lecturer 17 16.3 
No longer an academic 13 12.5 
Senior Clinical Lecturer and above 
(including Deans and Programme 
Directors) 

31 29.8 

Did not disclose 3 2.9 
Current grade within Clinical Role 
Clinical Fellow 3 2.9 
Dental Specialty Registrar (ST1-5) 8 7.7 
General Practitioner / General Dental 
Practitioner  

10 9.6 

Medical Consultant / Dental 
Consultant  

37 35.5 

Medical registrar equivalent (ST4-8) 31 29.8 
Medical SHO equivalent (CT1-2, 
ST1-3) 

13 12.5 

Out of Programme for Experience  1 1 
Did not disclose 1 1 
Location 
East of England 3 2.9 
Midlands 13 12.5 
North East England & Yorkshire 36 34.6 
North West of England 5 4.8 
Northern Ireland 2 1.9 
Scotland 7 6.7 
South East of England 21 20.2 
South England 7 6.7 
South West of England 6 5.8 
Wales 3 2.9 
Did not disclose 1 1.0 
Place primary health qualification awarded 
UK 91 87.5 
IMG 6 5.8 
EEU 5 4.8 
Did not disclose 2 1.9 

 
Themes 

Identity: The conceptualisation of a CA was seen as someone who held a clinical role 
alongside teaching and/or research activities. Participants detailed that there is a lack of 
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appreciation of the role and remit of CAs. This lack of awareness has implications on a 
practical level, for example when clinical shift allocations are provided that clash with 
academic working hours. CAs perceived hostility from colleagues based upon the perception 
that they are not visible in their clinical or academic environments enough, again the root 
cause of which was the lack of clarity about the identity of a CA.  
 
There were many examples of imposter syndrome within the community; CAs felt inferior to 
colleagues and that their achievements were insufficient to identify as a true CA. The 
constructions of participants’ personal and professional identities as CAs revealed valuable 
insight and explanation as to how these different identities could have an impact on CA 
progression. Imposter syndrome was frequently exhibited in the form of participants not 
feeling like a ‘real academic/clinician’ in the sense that they were split and didn’t fully adhere 
to either identity. Participants cited multiple reasons such as not producing the same level of 
outputs, feeling like they belonged, or being able to provide support to others in such a role.  
 
Gender, race and ethnicity were identified as intersectional factors which impacted on the 
ways in which individuals regarded their success and/or failures. Whilst one individual may 
have experienced positive affirmations in relation to their characteristics, others may have 
been challenged in different environments, subject to local institutional and organisational 
biases. Furthermore, academic work is often associated with quantifiable indicators, and 
without reaching such expectations, it may provide a false economy in the perception of 
what a CA actually is. The competing nature of not being one or the other was highlighted, 
along with the lack of understanding from colleagues about the CA role. 

“As a CA you're always viewed as a, not a true academic and not a true 
clinician so that can take a toll on people's personal relationships and 

mental health, so that can be an element that can be addressed as well.” 
(Interview 38, Male, Medic) 

Motivation to pursue: While some CAs reported an opportunistic start to their careers, 
others reported being inspired by role models and mentors. Previous research exposure, 
typically intercalation during undergraduate degrees, was the more significant source of 
motivation for aspiring CAs. The CA career track is attractive to those who prefer a varied 
portfolio, many cited having two employers to hold some benefit. Many participants focused 
on the ability to be able to make a difference to patient care, on a broader scale than 
individual care, and to enhance patient outcomes. Personal motivation, enthusiasm and 
curiosity for research topics helped individuals to see the bigger picture and encouraged 
them to want to enhance their knowledge and understanding. Other individual-level reasons 
included the flexibility afforded by the CA role and the ability to be more autonomous in day-
to-day work activities. Role models were discussed, particularly in relation to those with 
protected characteristics and the positive impact of seeing those from minority groups in 
successful leadership roles. 

“I started to work with one of our professors locally who was absolutely 
fantastic and she kind of got me interested in research.” (Interview 90, 

Female, Medic) 

Enablers: Working within a supportive culture, both clinical and academic, was essential for 
CAs to be successful in their career. Alongside this, mentorship was one of the most 
impactful enablers. Several enablers were identified across organisational, team and 
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individual levels that supported CA careers. CAs accessed various types of support such as 
workload, financial, pastoral and peer within their various work environments. Organisational 
support for individual circumstance issues, including maternity and paternity, mental health 
and job rotation, was especially effective in providing reassurance. The importance of 
supervisors, role models and mentorship was highlighted, helping to increase confidence 
and open up opportunities. Advice and guidance experienced through processes such as 
applications for funding, and career moves, helped to build relationships and forge stronger 
networks in academic fields. Having protected time in order to conduct research activities, in 
parallel with clinical work, was a major enabling factor noted by participants. This was also 
linked to employers and colleagues having an awareness about participants’ academic role 
and their need to be away from the ward on certain days. White male privilege was 
acknowledged as an enabler for men. However, many women reported that men were 
aware of their privilege and used it to help support female colleagues. Once participants 
obtained their first CA post, they felt that the role formed a strong backbone in their careers 
and helped to drive future success. In addition, funder support and flexibility of funding 
arrangements helped to alleviate pressures. In addition to being a motivating factor to 
pursue a CA career, flexibility of the CA role and increased autonomy were also highly 
influential when CAs were deciding whether to maintain their CA role. Despite the much-
needed support, it is important to recognise the role of individual resilience; it takes a great 
deal of hard work and persistence to pursue a career in academic medicine.  

“Enabler wise, I think probably just kind of supportive people that I've 
worked with in the past, kind of supportive supervisors, that have helped 

like prepare me for interviews or kind of answer questions as they came up 
or kind of pushed me to go for things and kind of help build my 

confidence.” (Interview 96, Female, Medic)  

Barriers: The balance of working within two fields, academic and clinical, was difficult for 
CAs. They struggled with competing demands and duplication of effort in relation to 
appraisal and mandatory training processes. Many barriers related to protected 
characteristics such as gender and ethnicity. Women were subjected to biases, particularly 
in relation to their reproductive decision making. These barriers created anxiety for female 
academics and contributed to their struggle to continue their CA careers over time. Gay men 
were also subjected to discrimination that was so severe it impacted upon their choice of 
specialty. Causes of discrimination were difficult to delineate due to the intersectional 
identities of participants. Some men reported that they believe the tide has changed and 
they now feel discriminated against, ‘it is the wrong time to be a white male’. Other factors 
included an unsupportive and competitive culture; a paucity of mentors and realistic role 
models to provide career guidance; microaggressions; lack of support for certain research 
specialties considered to be unpopular or low priority; financial loss; paucity of jobs within 
their geographical region; difficulty in juggling both clinical and academic careers; and issues 
with the process and pipeline. Among dental CAs, a significant barrier that was discussed 
was the lack of dental research and availability of CA posts. Within both academic and 
clinical environments there were significant misunderstandings from peers and colleagues 
about their CA roles and the subsequent lack of affordance given to them to fulfil their roles. 
Many CAs also reported the role senior figures or trailblazers played in discouraging them 
from realising their full potential by creating blocks and ensuring that they endured similar 
struggles they had experienced. The attitude of ‘I suffered so why should you have it easy’ 
was prevalent. 
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“I'm married and I would love to have a baby around that age, but then I 
know that that's the point when all these big fellowships come up and I 

have been asked actually... ‘oh well how are you going to do this research 
career if you're a woman?’  And ’now do you think you'll do it if you have a 
baby?’  And ‘don't you think that will affect your ability to do this like, you 

know, in the long term?’” (Interview 60, Female, Medic) 

Reasons for the attrition of CAs from the workforce and progression was highlighted across 
motivators, enablers, and barriers. Across all three, we discovered that the importance of 
guidance and support was pivotal and could either make or break the CA role. The 
availability of funding and CA roles was highlighted within attrition, as participants often 
wanted to stay on the pathway but were unable to access their desired job within an 
appropriate timeframe. Here, the geography and availability of posts within certain regions 
was discussed as certain specialties and hospitals were seen to provide more support and 
opportunities. Similarly, the lack of clarity surrounding CA pathways made it very challenging 
for participants to know how to take the next step. Many participants spoke vehemently 
about the difficulties of being both ‘clinicians’ and ‘academics’ and in effect having to ride two 
horses. The demands on both these roles are high and juggling prioritisation across from 
one to the other at various stages provided many barriers.  Clinical roles often needed to 
take precedence due to service demands and patient care; however, the academic demands 
of outputs were not lessened in the meantime and provided a further source of anxiety.  

“When the clinical work goes really wrong that’s really, really stressful, 
when bad things happen between partners, that’s really stressful but 

generally now I find most days, the clinical work, although it’s a long day, 
twelve to fourteen hours, when I go home, I can sort of relax after it 

whereas the academic side of things it’s pretty relentless and constant… I 
think academic work is really stressful and very personally stressful... 

probably a little bit burnt out to be honest, with the academic side of things, 
I’m just ready for a break from it.” (Interview 71, Female, Medic) 

Myths and the hidden curriculum: Tacit messaging played a significant role in the career 
decisions of CAs, particularly early career researchers. Organisational culture, principally in 
relation to research, impacted upon the career aspirations of the organisation in question’s 
members. See Figure 3 and Table 3. Further myths data are available within the full report.  
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Figure 3: Sources of the hidden curriculum within clinical academia 
 
 
 
 
Table 3: Myths surrounding funding applications corroborated by funders 
Myths are grouped into 5 broad categories, based upon what they refer to e.g. personal 
circumstances. 
 
 A. Application/In

terview 
Process 

B. Funder  C. Personal 
circumstan
ces 

D. Type of research E. Clinical 
Academic 
Jobs 

1 You can only apply 
if you have a 
certain number of 
years of post-PhD 
experience 

You can’t 
transfer 
between 
funders   

You can’t apply 
if pregnant 

You must pick a disease 
and stick to it  

There aren't 
really any 
clinical 
academic jobs 
for nurses or 
midwives 

2  Panels only 
consider journal 
and impact factor 
when assessing 
track record  

Funder isn’t 
allowed to give 
advice in 
advance of the 
interview 

You must have 
30 + first author 
publications to 
apply for an 
advanced 
fellowship  

Medical education 
research won’t be funded 

The system is 
set up for 
clinical 
academics to 
be doctors, and 
not allied health 
professionals 

3 Interviews are 
designed to be as 
stressful as 
possible 

 

Funders will 
only fund 
COVID-19 
related research 
moving forward  

You need to 
move to a 
different 
research 
organisation to 

 You need a clinical trials 
unit to do data 
collection/pilot/feasibility 
trial 

The challenge 
is on achieving 
a shared vision 
for the clinical 
academic in 
professions that 
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demonstrate 
independence 

have a less 
well-
established 
research 
tradition e.g. 
nursing and 
midwifery 

4 Getting to interview 
stage guarantees 
funding 

NIHR is only 
interested in 
funding medics 

Career breaks 
are not taken 
into account 

At doctoral level - an 
assumption from some 
applicants and 
supervisors that PhD 
research is an isolated 
rather than a team 
activity 

It is impossible 
to move 
sideways from 
a consultant 
post to a senior 
lecturer post 

5 External reviewers 
do not take into 
account career 
breaks when 
reviewing 
applications as this 
gets forgotten due 
to the volume 
received 

For doctoral 
fellowships it is 
incredibly 
difficult to get 
academics from 
different 
institutions to 
agree to work 
together as the 
PhD fee only 
goes to one 
institution. Yet 
the NIHR wants 
you to have the 
best team to 
support you 

f you haven't 
had success 
early on then 
you won't be 
successful if you 
apply later in 
your career 

In maternity care, 
research should be led 
by doctors 

 NHS 
managers can't 
see what job 
role a non-
medic clinical 
academic will 
have in the 
NHS 

6 Less likely to be 
successful if from 
an organisation 
outside the Golden 
Triangle/Russell 
group  

Funders expect 
early career 
researchers to 
move as much 
as possible, and 
see any attempt 
to stay in the 
same 
organisation as 
a black mark 
which needs to 
be explained 

You have to 
have held grants 
previously to get 
a grant 

Dental research isn't 
funded 

It is difficult 
moving 
between the 
NHS and HEI 
contractually 

7 There is a limit to 
the number of 
supervisors that 
can be included on 
a fellowship 

 
It is impossible 
to have a 
balanced clinical 
academic 
career   

Academic time can’t be 
taken in blocks as a 
standard option  

 

8 You are never 
successful on the 
first go 

 
Funding posts 
are short so you 
will need to 
relocate often   

  

9 Lack of 
understanding from 
some applicants 
around the 
ambition that the 
career trajectory is 
research leadership 
/ professorship etc 

 
You need to be 
early in your 
career do 
undertake a 
PhD and mid-
career 
researchers 
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can’t start on the 
funding pathway  

10 Good reviews 
equate to 
shortlisting/success 

 
You will not be 
successful as a 
clinical 
academic unless 
you have an 
academic 
department that 
is strongly linked 
to a clinical area 
(and vice versa) 

  

11 Rejection means I 
can’t apply again 
and/or I am not 
good enough 

 
To apply for an 
NIHR ICA 
Clinical Doctoral 
Research 
Fellowship you 
have to hold a 
first or 2:1 first 
degree 

  

 
Interventions: CAs suggested several individual level interventions that they believed could 
possibly reduce attrition within clinical academia. These interventions included providing 
them with more support, mentorship and guidance to allow smooth navigation through the 
CA pathway. CAs placed a high value on having realistic role models and mentors to guide 
them carefully through key points in their CA career and with identifying and applying for 
funding for their research. Additionally, CAs identified the need for flexible and longer 
contracts as well as bridge funding for times when they had to take career breaks. As these 
critical points during career breaks were when they were most likely to fall off the pathway, 
they suggested that support was paramount. CAs also believed that longer and more flexible 
contracts could help with building a more solid career portfolio and continuity on a project not 
merely based on completing research projects and getting a few publications. Finally, CAs 
suggested that there was a need for the clinical organisations they worked in to understand 
their roles and allow for protected research time. 
 
 

“Access to mentoring would, would be really valuable, like in kind of some 
more structured way of, of trying to help people because it feels like people 
can kind of reach out and try and find their own mentors at the moment, if 
they like think of doing that and if they have the confidence to do that and 
the networks, but in a way I think having a bit more of that, a little bit more 
formalised, that would be really helpful and it might enable some people 

that otherwise like wouldn't just set it up for themselves to, to kind of 
benefit.” (Interview 96, Female, Medic) 

 
 
Advice and top tips: Seasoned CAs advocated for networking and academic socialisation. 
Surrounding one’s self with like-minded, motivated individuals was key to success. They 
also recommended finding a niche, finding a mentor and ensuring their research is a ‘lights 
on’ activity rather than being conducted in stealth or only after hours as a hobby. See Figure 
4, created using direct quotes.  
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Figure 4: Advice from clinical academics 
 
 
Prescriptive and descriptive biases: The maternal wall bias, whereby women are 
discriminated against due to their maternal status, was commonly reported within the study 
population. Women felt that having children had been detrimental to their careers as they 

Advice for Clinical Academics 

Barrier

"Criticism and failure can 
seem more personal in 
academia.  Try not to let 
it get to you.  Instead 
learn from it."

“Don’t be afraid to 
think big, work 
hard and be 
patient."

 
“I’d say think about why 
you’re doing it. If it’s for 
an easy life, don’t choose 
this path. It’s stressful in a 
different way. It’s often 
misunderstood by your 
colleagues."
 

 
“Be prepared to do small 
projects and tasks and 
learn from those more 
senior. Like clinical work, 
you learn by being in the 
environment too.”
 

“Work in areas you 
actually find interesting. 
Find people around you to 
help stretch and develop 
you in different ways."
 

"Learn quickly how to 
translate your Academic 
into Clinical, and your 
Clinical into Academia. 
Develop the art of saying 
“No” positively.”

“Ask for help, learn from 
amazing and inspiring people, 
develop your own ideas and 
projects based on your clinical 
experience, get involved in 
collaborations, societies and 
groups for support, friends and 
great opportunities.”

“Keep remembering all the 
“failed” studies can improve 
you and your research as 
positive results can. Closing 
down areas you don’t need 
to research is almost as 
useful as making steps 
upwards.”

“Utilise the power of 
social media to network 
with those walking the 
same path, and more 
importantly, those who 
put the path there for 
you to walk when it was 
a jungle!” 
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were not afforded the same opportunities as men and assumptions about their ambitions 
were made due to their maternal status. 
 
 

“Presumptions that my priorities are not work related, that I have no 
aspirations, that all females just want babies and to stay at home. I don’t 
want to be a house-wife. I work hard, I have clear career goals but there 
has never been a conversation about them. The men get mentored and 

their next position is always lined up. You see adverts on [staff news 
bulletin] for internal positions available and you can tell which male the 

advert has been written for in an instant. The perception is that men don’t 
have to worry themselves with family issues or children and are therefore 

in a better position to take on additional roles.”  (Interview 24, Female, 
Dentist) 

 

Audio-diaries 

The audio-diary data presents a unique and important cross-sectional insight into the 
national CA landscape during the COVID-19 pandemic. Over the period of data collection, 
134 diary entries were received. 30 academics participated. There were 23 participants who 
had been part of the interviews and seven who only participated in the audio-diary phase. 
 
 
Table 4: Summary of participant demographics for audio-diary phase 

Profession Total (n=30) % 

Medicine 24 80.0 
Dentistry 6 20.0 
Mean Age 39 
Age Range 27 - 74 
Gender 
Male  10 33.3 
Female 20 66.6 
Predominant Clinical Work Area 
Primary 7 23.3 
Secondary 11 36.7 
Tertiary 12 40.0 
Employment Status (overall)   
Full Time 24 80.0 
<Full Time 6 20.0 
% of hours spent on academic work 
100% 5 16.7 
50% 19 63.3 
<50% 6 20.0 
Out of programme for research 
No 19 63.3 
Yes 5 16.7 
Not applicable 6 20.0 
Ethnicity   
Asian 2 6.7 
Indian 2 6.7 
Middle Eastern 1 3.3 
White Caucasian 24 80.0 
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Did not disclose 1 3.3 
Marital status 
Divorced 2 7.0 
Long-term relationship (not married) 2 7.0 
Married 23 77.0 
Single 3 10.0 
Sexuality 
Bisexual 1 3.3 
Heterosexual 25 83.3 
Did not disclose 4 13.3 
Disability  
No 28 93.3 
Yes 2 6.7 
Number of Children/Dependents 
0 7 23.3 
1 6 20.0 
2 11 36.7 
3 4 13.3 
4 2 6.7 
Pregnant 
Did not disclose 1 3.3 
  No 29 96.7 
Current Clinical Academic Career Level 
Doctoral Fellow/ PhD student  10 33.3 
Academic Clinical Fellow 6 20.0 
Academic Clinical Lecturer 6 20.0 
Senior Clinical Lecturer and above 
(including Deans and Programme 
Directors) 

6 20.0 

Did not disclose 2 6.7 
Current grade within clinical role 
Clinical Fellow 3 10.0 
Registrar (Medical / Dental) 16 53.3 
General Practitioner (Medical / 
Dental) 

4 13.3 

Medical / Dental consultant 6 20.0 
Medical researcher 1 3.3 
Location 
East of England 1 3.3 
Midlands 4 13.3 
North East England & Yorkshire 11 36.7 
North West of England 2 6.7 
South East of England 6 20 
South England 4 13.3 
Wales 2 6.7 
Place primary health qualification awarded 
UK 30 100 
Total Number of Diary Entries 134 
Number of Written Entries 26 

 
The audio-diary data were predominantly related to the impact of the COVID-19 pandemic 
with themes of; barriers, enablers, fears and uncertainty, and identity and protected 
characteristics (see Figure 4). Our findings identified numerous perceived barriers to 
continuing academic activity within the family, academic and clinical contexts. What is clear 
is that pre-existing barriers to academic activity have become magnified during the COVID-
19 outbreak. Although such barriers are not insurmountable, they have been experienced as 
stressful for the participants, and could adversely impact on their future career. In particular, 
the restrictions on face-to-face contact, international travel, uncertainties over clinical and 
academic training and funding extensions, home working, and, in many cases, redeployment 
to frontline clinical duties were all cited as negative influences on the usual activities of the 
informants. Both dental and medical academic trainees, who were redeployed to full-time 
clinical work, described how they felt disadvantaged in comparison to trainees who have 
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been able to maintain research. This may be a source of future tensions between these 
groups.  
 
Our data evidenced that women in clinical academia were being disproportionately impacted 
by the pandemic. Female participants described barriers that directly related to their gender, 
as well as to their maternal status. Women reported unequal distribution of labour within the 
home; this resulted in there being less opportunity to conduct research. BAME participants 
were adversely impacted by concerns for their health due to the higher prevalence of 
COVID-19 within their ethnicities. Fear and anxiety were inhibitory for all participants; 
however, the pandemic was fruitful in delivering opportunities for networking and new 
avenues of research. The pandemic was isolating for many and worryingly, for others, it 
initiated reflections on terminating their research to resume clinical practice only – typically 
citing this as the less tortuous path. This intersectionality of participants and associated 
discrimination experienced was a repeating pattern.  
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Figure 5: Visual representation of the themes from the audio-diary data 

Case studies and text mining 

Within the full report, intersectional case studies have been chosen from the interview and 
audio-diary participants’ data analysis. Cases have been chosen to provide insight into the 
complexities and interplay been the barriers, enablers and protected characteristics 
previously described. We also conducted a text mining analysis – the details of which are 
provided within the full report.  
 
 
 
 

Intervention plan 

 
Following data synthesis from the interviews and audio-diaries, we developed an 
intervention plan (see table below). Participants were specifically asked for suggestions for 
interventions that would improve their experiences, supporting literature was also 
considered. This plan suggests interventions based upon the initial narratives of participants. 
The interventions have been grouped according to higher-level recommendations, each with 
example interventions beneath. For each intervention outlined, contextual information from 
the participant voice, an indication of the parties who may take responsibility, the intended 
audience and professions are provided. Proposed evaluation and performance metrics are 
provided, including an indication of the perceived complexity of the intervention.  

 
Proposed evaluation and performance metrics are not intended to replace robust studies to 
assess the efficacy of interventions, rather they are suggestions for monitoring of 
intervention uptake. There is a need to create research infrastructure in order to facilitate 
implementation and evaluation of interventions.    
 
The participants in this study were from diverse backgrounds and thus had experiences from 
a range of funders. We are aware that the outputs from some of the suggested interventions 
may have been implemented previously by some funders. Thus, we recommend that 
funders are selective in considering which interventions most suit their needs and their 
participant demographics. In addition, participants reported not being aware of interventions 
previously introduced; thus, more robust advertising of interventions is advised. 
 
 
Before considering the intervention plan, the higher-order recommendations are presented 
in isolation (Figure 6) and a summary of the interventions is presented in Figure 7. Figure 
7nis numerically and colour coded to match the 9 over-arching recommendations.  
 
 



 28 

Figure 6: Nine over-arching recommendations 

 

Create an implementation 
group to bring the 
recommendations of this 
research to fruition. Develop 
research and evaluation of 
interventions suggested

Raise awareness of CA 
careers, remit and 
opportunities for healthcare 
professionals, students and the 
public across all demographics. 
Need to address current myths 
perceived by CAs
 

Consider the descriptions, 
promotion and accessibility 
of funding opportunities, 
supporting applicants to 
make informed choices
 

Liaise with external 
stakeholders to enhance 
CA training and reporting, 
with an emphasis on 
streamlining administrative 
processes. Continue to 
support the development of 
the CA pipeline through 
external agency and liaison.

Develop awareness of 
employment guidance, 
promote policy compliance 
and work with stakeholders 
to enhance the experience 
of CAs through job planning 
and development

Consider the development of 
schemes, posts and awards 
that meet the requirements 
of the target and emerging 
audiences
 

Review funding, permitted 
expensing, and provide 
more financial advice and 
training
 

Promote Equality, Diversity 
and Inclusion through 
initiatives, with particular 
emphasis on panel 
construction
 

Promote a culture of 
support, wellbeing and 
accountability within 
research
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Figure 7: Summary of suggested interventions 
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  Table 5: Intervention plan 

1. 
C

reate an im
plem

entation group to bring the recom
m

endations of this research to fruition. D
evelop research and evaluation of interventions 

suggested. 
Suggested 
interventions 

C
reate an infrastructure for im

plem
enting 

recom
m

endations.  
 

D
evelop a core-outcom

e set for studies into clinical academ
ic careers. 

 C
om

m
ission research and robust evaluations. 

C
ontext / 

rationale from
 

data 

This research has identified interventions that 
w

ill require a steering group to take ow
nership 

of review
 and im

plem
entation. 

Lack of evidence for interventions tried by funders. 
 P

articipants reported a lack of aw
areness of interventions designed to help them

, or if they w
ere 

aw
are, they did not appreciate the rationale. 

R
esponsible 

party &
 

stakeholders 

Funder 

Suggested 
output 

C
onstruction of an im

plem
entation group that 

includes m
ajor funders and associated 

stakeholders. 
 C

onsideration of strategic aim
s. 

A
dvertise interventions to show

 applicants the efforts being m
ade. 

 Transparent reporting of interventions that have and haven’t w
orked - academ

ic dissem
ination via 

conferences and papers. 
 A

dvertise on w
ebsite and m

arketing m
aterials. 

 P
rioritise R

C
Ts, w

ith clearly defined populations, interventions and outcom
es. 

 E
nsure consultancy (e.g. w

ith educationalists and m
ethodologists) for optim

ising evaluation and 
research, including C

A
 involvem

ent (P
P

IE
-like). 

 Ensure interventions follow
 the ‘top-dow

n’ m
odel so that the burden of w

ork doesn’t fall to those at the 
bottom

. 
Intended 
audience 

A
pplicants 

S
takeholders 

A
cadem

ic institutions 
P

ublic 
C

linical w
orkplaces 

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

G
roup instigated  

C
om

pletion of m
ost pertinent interventions 

P
ublications &

 reports on evidence of efficacy 
O

vert advertising of interventions including m
ore explicit rationale 

R
esearch and evaluation tenders advertised 

Priority of 
im

plem
entation 

H
igh 

H
igh 

C
om

plexity of 
im

plem
entation 

Low
 

M
edium
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2. 
R

aise aw
areness of C

A
 careers, rem

it and opportunities for healthcare professionals, students and the public across all dem
ographics. 

N
eed to address current m

yths perceived by C
A

s. 
Suggested 
interventions 

D
efine a C

linical 
A

cadem
ic:  

-qualifications 
-training pathw

ay  
-rem

it 
-explain dual aspect of 
role  
-feature exam

ple 
profiles across range 
of dem

ographics and 
backgrounds  
-triple nature of w

ork 
(C

linical, Teaching 
and R

esearch) 

C
reate aw

areness about clinical 
academ

ic careers at an early stage (in 
m

edical or dental school). 

H
ost m

yth busting 
page on funder 
w

ebsites (*S
ee 

m
yth busting table 

provided for content 
to be included). 
 A

sk academ
ic 

institutions to link to 
the m

yth busting 
pages. 

B
uild profile-raising 

cam
paigns for C

A
 as 

a career (public 
facing) into existing 
cam

paigns and 
stream

s of w
ork, such 

as E
D

I w
eeks. 

Target and m
ake clinical academ

ia 
m

ore attractive to people from
 

B
A

M
E

 backgrounds and fem
ales 

 C
reate case studies of C

As 
covering a range of dem

ographics 
for use w

ithin funder m
arketing. 

C
ontext / 

rationale from
 

data 

There is a lack of 
understanding w

ith 
regards to the identity 
of C

linical A
cadem

ics. 
  C

A
s them

selves 
exhibit im

poster 
syndrom

e or do not 
identify w

ith the role. 
 C

olleagues do not 
appreciate the dual 
aspect of the role. 
 Tw

o-w
ay educational 

process betw
een 

Trusts and &
 

A
cadem

ic institution.  

C
A

s felt that pathw
ays and options in C

A
 

are not adequately prom
oted to students 

at an early stage and so they are m
ostly 

clueless about C
A

 and go into academ
ia 

at a later stage in their career. 
 Intercalation a key them

e in early 
exposure. 

Applicants don’t 
seek funding 
opportunities due to 
perpetuating m

yths.  
 Exam

ples: can’t 
apply if pregnant, 
can’t transfer 
betw

een funders.  

D
octors and dentists 

reported a lack of 
understanding about 
w

hat a C
A

 is. 
 E

ven those w
ho 

w
ere already C

A
s 

w
ere not alw

ays 
aw

are of their role 
and identity w

ithin the 
clinical academ

ic 
w

orld. 
 P
eers and 

colleagues of 
C

A
s need to 

have a better 
understanding 
about the role of 
a C

A
, hopefully 

facilitating 
m

ore support for 
C

A
s in practice 

and m
aking C

A
s 

feel appreciated. 
 The public should 

also be aw
are of the 

role of a C
A

 in 

C
A

s from
 m

inority backgrounds 
expressed that they w

ere not 
initially aw

are of the A
C

F, pathw
ay 

into C
A

 or the roles that exist. 
 Fem

ales reported a culture of C
A

 
pathw

ays being m
ade m

ore 
accessible for m

ales and people 
w

ith no caring responsibilities.  
 Fem

ale C
A

s w
ho w

ork part tim
e or 

took career breaks report that 
em

ploym
ent m

etrics judge them
 

adversely against their full-tim
e 

academ
ic counterparts.    

 C
A

s w
ant to see case studies on 

people w
ho share the sam

e 
ethnicity as there is a perceived 
absence of role m

odels. 
 W

om
en w

ant exam
ples of people 

w
ho have realistic career goals. 
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practice and the hard 
w

ork that they do. 
R

esponsible 
party &

 
stakeholders 

Funder  
A

cadem
ic institutions 

C
linical w

orkplaces 

Funder 
A

cadem
ic institutions 

Funder 
 

Funder 
 

Funder 
A

cadem
ic Institutions 

C
linical w

orkplaces 
 

Suggested 
output 

V
ideo defining a 

C
linical A

cadem
ic. 

 FA
Q

s about C
linical 

A
cadem

ics. 
 Beginner’s guide to 
C

A
.   

 R
esources can be 

shared w
ith H

E
Is and 

hosted on funder 
w

ebsites. 
 

C
A

s go to m
edical or dental schools to 

give career talks and create aw
areness 

of options available in C
A

. 
 S

ignposting the status of faculty in 
teaching sessions - C

A
s to provide their 

background to students. 
 C

A
s encouraged to give sem

inars, 
engage students in their research 
form

ally and inform
ally.  

 Provide a C
A ‘w

ork-experience’ w
here 

students or foundation clinicians could 
follow

 a C
A

 through all aspects of their 
job over a w

eek (clinic, research, 
teaching etc). 
 O

ffer funding to H
E

Is/ Trusts to set-up 
C

A
 taster program

m
es. 

 S
cholarships for intercalated 

program
m

es (esp. in D
entistry). 

 Fly on the w
all videos follow

ing C
A

s 
(em

bedded on w
ebsite and associated 

social m
edia cam

paign). 
 H

ow
-to-get your foot in the door toolkit. 

FA
Q

s and m
yth 

busting page on 
funder w

ebpages. 
 C

ross-funder 
potential.  
 S

hort videos on 
social m

edia to 
debunk com

m
on 

m
yths. 

C
linical academ

ics 
w

eek culm
inating in 

‘International C
linical 

Academ
ics D

ay’. 
 N

H
S

 poster cam
paign 

- public engagem
ent 

to norm
alise/ 

show
case C

A
s. 

 S
pecific C

O
V

ID
 

cam
paign - these are 

the people behind the 
m

asks in the lab 
(C

linical genetics etc). 
 C

linical academ
ics 

show
cased at events 

during various 
aw

areness w
eeks 

(e.g. P
ride w

eek, 
m

ental health, 
specific disease 
aw

areness days). 
 C

all to arm
s - R

oyal 
C

olleges, 
professional research 
journals for 
aw

areness 
cam

paigns, featured 
profiles and articles. 
 M

edia cam
paign 

show
casing C

linical 
A

cadem
ics on 

popular platform
s 

(e.g. G
uilty Fem

inist 
podcast, new

s nights, 

S
hort video/ podcasts 

dem
onstrating that w

om
en, carers 

and B
A

M
E

 applicants are w
anted 

in C
A

 regardless of protected 
characteristics.  
 P

rofiles of C
A

s in em
inent 

publications such as B
D

J and 
B

M
J. 

 Transparency regarding how
 

funders view
 em

ploym
ent m

etrics 
for LTFT C

A
s. 

 S
hort videos or profiles on C

A
s 

across broad range of protected 
characteristics. 
 Focus on B

A
M

E
 and w

om
en w

ith 
children. 
 Jointly hosted w

ebsite. 
 A

dvertise and norm
alise less than 

full-tim
e w

orking. 
 O

bvious signposting of m
etrics for 

part tim
e vs full tim

e. 
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popular TV
 

docum
entaries) 

-specifically include 
item

s aim
ed at 

younger audiences 
e.g. O

peration O
uch 

(K
S

2+).   
Intended 
audience 

C
linical A

cadem
ics 

 S
tudents 

 C
olleagues w

orking 
w

ith C
A

s 
 M

anagem
ent (Trusts)  

 G
overnm

ent 

M
edical or D

ental S
tudents 

 Foundation clinicians (doctors and 
dentists) 
 

P
ublic - all service 

users  
M

edical or D
ental 

S
tudents 

 Foundation 
clinicians (doctors 
and dentists) 
 

P
ublic - all service 

users  
M

edical or D
ental 

S
tudents 

 Foundation clinicians 
(doctors and dentists) 

 
 

B
A

M
E

 and fem
ale M

edical or 
D

ental Students 
 P

rospective B
A

M
E

 and Fem
ale 

A
pplicants  

  P
art-tim

e and career break 
applicants 

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

Track access m
etrics 

and perform
ance 

m
etrics  

  

Track view
s  

 P
rogram

m
e evaluation (inc. interview

s 
w

ith C
A

s, students &
 foundation 

clinicians) 
  

Track view
s  

 Feedback surveys  
 P

opulations polls 
 M

arket research 
w

ith general public 
 

C
ollect m

etrics of 
those applying  
 

Track view
s  

 Feedback surveys  
 P

opulations polls 
 M

arket research w
ith 

general public 
 

C
ollect m

etrics of 
those applying  
 

S
atisfaction surveys  

 Track view
s 

 M
onitor enrolm

ent num
bers 

 M
onitor attrition levels of 

individuals w
ith protected 

characteristics 

Priority of 
im

plem
entation 

H
igh 

  

H
igh 

  

H
igh 

H
igh 

H
igh 

C
om

plexity of 
im

plem
entation 

Low
  

Low
  

M
edium

 
Low

 
Low

 

3. 
C

onsider the descriptions, prom
otion and accessibility of funding opportunities, supporting applicants to m

ake inform
ed choices 

Suggested 
interventions 

C
reate clearer visuals 

and guidance on 
career paths that can 
be used by funders, 
clinical and academ

ic 
institutions.   
 

P
lace E

quality D
iversity and Inclusion 

statem
ents on applications.  

 

S
ustain cam

paigns 
to prom

ote dental 
research 
applications. 
 Liaise w

ith 
academ

ic 

C
onsider your accessibility and approachability.   

 C
reate m

ore inform
al opportunities for prospective 

applicants to speak to funders – being able to have a tw
o-

w
ay conversation w

ith funders w
ould help applicants 

enorm
ously rather than em

ail. 
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C
reate decision trees 

to guide participants 
to the correct level of 
application (trees m

ay 
be specific to the 
funder in question). 

institutions to 
prom

ote m
ore overt 

research culture in 
dentistry and 
encourage 
applications.  

M
axim

ise the virtual outreach. 

C
ontext / 

rationale from
 

data 

P
athw

ays are 
confusing for 
applicants therefore 
clear visual m

aps of 
all stages are required 
to help participants, 
especially those w

ho 
doubt their credentials 
or w

ho are intim
idated 

by calling funders. 

These statem
ents are needed to help 

overcom
e m

yths and assum
ptions that 

applicants face. 

D
ental clinical 

academ
ics felt there 

is currently a poor 
research culture 
that exists w

ithin 
som

e dental 
specialities and that 
current 
opportunities w

ere 
not advertised 
directly to their 
professional groups. 

P
rospective applicants are intim

idated by funders and w
ant 

to m
eet inform

ally.   

R
esponsible 

party &
 

stakeholders 

Funder 
A

cadem
ic institutions  

Funder 
Funder 
A

cadem
ic 

institutions 

Funder 
A

cadem
ic institutions 

Suggested 
output 

Joint w
ebsite w

ith 
clear pathw

ay visuals. 
 A

lgorithm
 that helps 

navigate appropriate 
level to apply. 
 G

enerate a decision 
tree support tool that 
uses a tree-like m

odel 
of decisions to 
recom

m
end an 

experience 
appropriate funding 
pathw

ay (e.g. result is 
apply for A

dvanced 
Fellow

ship). 
 Trainees can 
proofread or sense 
check w

ebsites and 
application form

s. 

E
xplicit statem

ents of support for E
D

I 
practice needs to be dem

onstrated to 
C

A
s at the beginning of the application 

form
. These statem

ents should also be 
evident on the funder w

ebsite. 
 Further E

D
I review

s and 
E

xam
ple intervention ideas can be found 

at:  
https://w

w
w

.ukri.org/research/global-
challenges-research-fund/gender-
equality-and-international-developm

ent-
research-and-innovation/ 

Larger banners and 
S

ocial m
edia 

adverts to 
encourage dental 
applicants. 
 Funders to do 
sem

inars and 
w

orkshops specific 
to dental research 
to encourage 
applications and 
collaboration. 
 E

ncourage dental 
program

m
es to 

include m
ore 

research 
com

ponents. 

B
ooths at m

ajor conferences - taking advantage of virtual 
w

ays of w
orking to increase presence and approachability.  

 S
em

inars at institutions w
ith a Q

&
A

. 
 S

enior m
em

bers to be present on social m
edia - put a face 

to a nam
e. 

 S
ocial m

edia Q
&

A
 opportunities or w

ebinars. 
 C

onsider interactivity w
ith advertised phonelines and 

chatbots. 
 

Intended 
audience 

A
pplicants 

C
linical A

cadem
ics 

D
ental C

linical 
A

cadem
ics 

P
rospective applicants 
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 Professional 

group/ specialty  
(dentists/m

edics) 

A
ll 

A
ll 

D
entists 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

S
urvey 

 Track view
s 

S
urvey 

 Track view
s 

M
onitor dental 

research 
applications and 
collaborations 

S
atisfaction survey 

Priority of 
im

plem
entation 

H
igh  

H
igh  

H
igh  

M
edium

 

C
om

plexity of 
im

plem
entation 

Low
 

Low
 

Low
 

Low
 

4. 
D

evelop aw
areness of em

ploym
ent guidance, prom

ote policy com
pliance and w

ork w
ith stakeholders to enhance the experience of C

A
s through job 

planning and developm
ent 

Suggested 
interventions 

P
rom

otion of and 
adherence to the 
existing principles and 
obligations docum

ents 
(issued by N

IH
R

). 
 S

upport C
A

s m
oving 

betw
een contracts to 

retain em
ployee rights 

so there is continuity. 

E
nsure academ

ic institutions and 
em

ployers are supportive of clinical w
ork 

that C
A

s m
ust also do. 

 E
nhance job planning process and 

ensure that this has effective and 
supportive clinical and academ

ic 
involvem

ent. 

R
aise aw

areness 
and train healthcare 
staff, m

anagem
ent, 

adm
inistrative staff 

and rota clerks on 
the role and rem

it of 
a clinical academ

ic 
to enable them

 to 
create m

ore diligent 
rota allocation for 
C

A
s. 

D
evelop N

H
S

 based joint practice and research jobs 
attached to the clinical pay scale. 

C
ontext / 

rationale from
 

data 

Lack of aw
areness of 

principles previously 
published. S

om
e 

academ
ic institutions 

do not adhere to the 
guidance. 
 U

sed as a w
orkaround 

for people to m
aintain 

N
H

S
 privileges (e.g. 

sick leave entitlem
ent 

etc) -but m
ay not be 

view
ed in the sam

e 
w

ay as substantively 
held H

E
I posts. 

 C
A

s reported that 
w

henever they 
m

oved, their contracts 
for training restart as 
new

 em
ployees - this 

C
A

s are often given other academ
ic 

responsibilities w
ithin the university that 

are not part of their C
A

 role. M
any feel it 

is difficult to say no, despite already 
struggling to m

anage w
orkload.  

 S
om

e C
A

s have received negativity 
about not being present in the academ

ic 
environm

ent full tim
e, despite practicing 

clinical w
ork on those days.  

 C
A

s are not alw
ays able to attend 

academ
ic events due to their clinical 

rotas. 
 M

any C
As report that their clinical 

responsibilities im
pinge on their 

academ
ic tim

e. 

M
any C

As reported 
struggling to do their 
academ

ic w
ork 

alongside long 
clinical hours and 
night shifts. M

any 
also highlighted that 
their protected tim

e 
w

as often filled w
ith 

clinical duties. 
 C

A
s som

etim
es 

faced negativity 
from

 other staff 
w

hen they w
ere 

absent from
 the 

clinical w
orkplace. 

 A
C

Fs reported that 
supervisors are not 
alw

ays clear that 

N
H

S
 em

ployers som
etim

es struggle to understand the 
needs of research active clinicians and C

A
s in the face of 

dem
ands on clinical services. 
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m
eans they lose 

m
aternity, sickness 

and other em
ploym

ent 
rights. 

A
C

Fs role clinically 
is a supernum

erary 
one i.e. they are not 
there to provide 
service. 

R
esponsible 

party &
 

stakeholders 

Funders  
A

cadem
ic institutions 

(w
ho are direct 

em
ployers) 

C
linical w

orkplace 

A
cadem

ic Institution  
Funder 
C

linical w
orkplaces 

B
M

A
/B

D
A

 

C
linical W

orkplace 
A

cadem
ic 

Institutions 

N
H

S
 Trusts 

Suggested 
output 

G
uidance/ policy that 

states that clinicians 
taking clinical 
academ

ic posts w
ith 

H
E

Is as lead 
em

ployers should 
have their previous 
continuous service 
w

ith N
H

S
 em

ployers 
recognised for 
contractual purposes 
(e.g. for m

aternity, 
sick leave 
entitlem

ents etc). 
 B

uild aw
areness in 

order to change 
perceptions of 
H

onorary positions as 
not view

ed in the 
sam

e w
ay as 

substantive H
E

I 
em

ploym
ents for 

clinical academ
ics. 

 W
ork w

ith unions, 
H

E
Is and trusts to 

help protect C
A

s 
em

ploym
ent rights. 

 S
upport C

A
s to keep 

N
H

S
 continuous 

service. 
 M

indful som
e find it 

R
aise aw

areness of academ
ic 

institutions about the dual 
responsibilities of C

As through 
inform

ation leaflets and posters.   
 D

evelop an expectation of job role 
docum

ent for both C
A

s and em
ployers. 

 W
ork w

ith Funders, Trusts, D
eaneries, 

B
M

A
/B

D
A

 to prom
ote the im

portance of 
effective job planning for C

A
s. 

Those w
ho are 

doing the rota need 
to understand the 
needs of C

A
s and 

this needs to be 
reflected in their 
rota. 
 Inform

ation sheets 
 O

nline platform
s  

 R
egular 

training/induction 

Joint job planning w
ith the D

irector (or equivalent) for R
&

D
 

for research active clinicians and C
A

s. 
 N

H
S

 Trusts should liaise w
ith partner H

E
Is over the creation 

of doctoral fellow
ships or clinical academ

ic roles that 
address business critical issues for the Trust that w

ould 
have strong business cases. 
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helpful to have tw
o 

m
ain em

ployers or 
flexibility on 
substantive em

ployer. 
Intended 
audience 

C
linical A

cadem
ics 

C
linical A

cadem
ics 

N
on-clinical academ

ics 
C

linical Leads 
A

cadem
ic Leads 

TP
D

s or rota co-ordinators 

C
linical A

cadem
ics 

N
on-clinical 

academ
ics 

A
dm

inistrative staff 

R
esearch active and research aspiring clinicians 

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

Feedback surveys 
 A

ssessm
ent of access 

to rights  
 

Track V
iew

s 
 

Feedback – opinion polls 
 A

udits 
 Focus groups 

S
atisfaction surveys 

 R
ate of attrition 

 

The proportion of research active clinicians in a Trust (I.e. 
those w

ith tw
o or program

m
ed activities for research 

activity) 

Priority of 
im

plem
entation 

H
igh 

H
igh 

M
edium

 
H

igh 

C
om

plexity of 
im

plem
entation 

H
igh 

H
igh 

M
edium

 
H

igh 

5. 
Liaise w

ith external stakeholders to enhance C
A

 training and reporting, w
ith an em

phasis on stream
lining adm

inistrative processes. C
ontinue to 

support the developm
ent of the C

A
 pipeline through external agency and liaison. 

Suggested 
interventions 

W
ork w

ith Foundation 
P

rogram
m

e &
 

D
eaneries to m

aintain 
perceived value and 
w

eighting for 
Intercalation &

 the 
associated 
qualifications and/or 
papers. S

tress m
ust 

be placed on the long-
term

 benefits of 
intercalation.  
 

D
iscussion regarding A

nnual R
eview

 of 
C

om
petency P

rogression (AR
C

P
) 

requirem
ents w

ith H
E

E / C
O

P
M

ED
 and 

equivalents. 

S
tandardise 

appraisal 
docum

entation/ 
stream

line 
processes.  N

H
S

 
and academ

ic 
institutions should 
try to harm

onise 
these system

s for 
C

A
s. 

A
ccreditors to build 

refresher courses for 
those out of 
program

m
e to 

m
aintain skills sets, 

particularly craft 
specialties. 

C
reate m

ore opportunities and 
posts for early career researchers 
to get involved in research on an 
inform

al basis through the 
advertising of voluntary positions. 

C
ontext / 

rationale from
 

data 

Intercalation 
encourages future C

A
 

endeavour. E
nsuring 

intercalation rem
ains 

valued is param
ount 

to C
A

 pipeline. 

C
A

s felt that they should follow
 an 

alternative curriculum
 to standard 

trainees w
ith respect to audits and 

Q
uality Im

provem
ent (Q

IP
S

) projects, 
particularly as their outputs are not 
recognised by the process. There should 
be better understanding of C

A
 outputs 

M
any C

As have 
reported duplication 
of effort and tim

e, 
particularly noting 
doing sim

ilar 
appraisal / 
docum

entation for 

C
A

s feel that w
hen 

they are out of a 
training program

m
e 

or reduce their clinical 
w

ork significantly, 
they are deskilling. 

E
arly career researchers at non-

research-intensive institutions did 
not have projects in order to apply 
for funding. They requested the 
opportunity to apply for personal 
developm

ent funding w
ith assigned 
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and their value by A
R

C
P

 panels. 
 H

E
E

 need to have m
ore understanding 

and be sym
pathetic to the challenges 

facing C
A

s during this tim
e.  

 P
articipants perceive value in face-to-

face A
R

C
P

s and request clinical and 
academ

ic representation. 

clinical and 
academ

ic w
ork. 

m
entors w

ho could help them
 get a 

foot on the C
A

 ladder. 

R
esponsible 

party &
 

stakeholders 

C
A

TF / funders 
H

E
E

/ C
O

P
M

ED
 and equivalents  

 Funder  
 

A
cadem

ic institution  
 C

linical W
orkplace 

H
E

E
 

 Funder 

A
cadem

ic institution 
 Funder 

Suggested 
output 

Letter to Foundation 
P

rogram
m

e and 
D

eaneries from
 C

A
TF 

and funders to 
cham

pion intercalation 
and its w

eighting in 
rankings.  
 W

ork w
ith U

K
FPO

 to 
build aw

areness of the 
value of intercalation. 

P
rovide a contact person to speak to 

about requirem
ents from

 H
E

E
.  

 P
rovide signposting of relevant 

inform
ation on H

EE
 w

ebsite. 
 C

onsider face-to-face, in depth A
R

C
P

s 
w

ith clinical and academ
ic 

representation. 

Less w
ork for both 

em
ployers and C

A
s. 

C
reate pots of 

funding to develop 
refresher courses for 
specific specialties or 
funding to access 
existing courses w

ith 
som

e K
iT days 

attached. 

C
reation of personal developm

ent 
projects for grassroots 
researchers. 
 Sim

ilar ‘starter’ schem
e for 

students to gain experience. 

Intended 
audience 

S
takeholders in 

Foundation D
octors & 

D
entists 

A
pplicants 

C
linical A

cadem
ics  

 
C

linical A
cadem

ics  
 

C
linical A

cadem
ics 

 A
spiring C

linical A
cadem

ics 

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

M
onitor decision 

m
aking by D

eanery & 
FP

 in w
eightings for 

intercalation on 
foundation 
applications 

S
urvey  

 Track view
s 

 S
atisfaction and com

parison of any 
A

R
C

P
 adjustm

ents  
  

S
atisfaction surveys 

Look at perform
ance 

data for individuals 
S

atisfaction surveys  
 Track view

s 
 U

ptake of program
m

e 
 S

uccess in m
oving on to other C

A
 

posts 
Priority of 
im

plem
entation 

Low
 

H
igh 

H
igh 

M
edium

 
M

edium
 

C
om

plexity of 
im

plem
entation 

Low
 

H
igh 

M
edium

 
M

edium
 

H
igh 

6. 
C

onsider the developm
ent of schem

es, posts and aw
ards that m

eet the requirem
ents of the target and em

erging audiences 
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 Suggested 

interventions 
Im

plem
ent aw

ards for 
C

linical A
cadem

ics 
that are funder 
endorsed. 

M
ake m

ore C
A

 roles available at post-
doctoral level. 

C
reate aw

areness 
that pathw

ays exist 
for dental C

A
s and 

stam
p out m

yths 
associated. 
 S

pecifically create 
m

ore A
C

F training 
posts in dentistry 
and m

ake them
 

m
ore flexible in 

term
s of research. 

   

O
ffer program

m
es 

w
ith m

entor built-in to 
the package. 

C
reate the 

opportunity for 
co-applicants to 
apply together 
for funding (e.g. 
part tim

e and 
job share). 

C
reate 

intercalation 
fellow

ships at 
M

asters and 
P

hD
 level. 

 D
evelop a 

schem
e for 

junior C
A

s to 
m

eet m
ore 

senior 
academ

ics (not 
just clinical)- 
sharing advice 
and career 
coaching 
sessions. 

C
ontext / 

rationale from
 

data 

C
A

s felt that C
As 

w
ere not the 

recipients of 
prestigious aw

ards in 
the sam

e w
ay that 

clinical excellence is 
aw

arded. 

C
As reported a ‘bottleneck’ once they 

have com
pleted a P

hD
. 

 There is a lack of posts in certain 
specialties. 
 M

any cannot m
ove location to obtain a 

post, w
hich is often necessary if they are 

to continue. 

D
ental C

As 
com

m
ented how

 
they felt alm

ost 
second best to their 
m

edical 
counterparts in 
term

s of 
advancem

ent in 
research and 
opportunities that 
they w

e offered, but 
both funder and 
institution. 
 S

om
e noted that 

despite their 
academ

ic institution 
being a hub for 
great research, this 
did not include 
dental research. 
 M

any felt that they 
w

ere not given the 
sam

e funding and 
research 
developm

ent in their 
C

A
 posts as their 

counterparts. 

Trainees lack the 
confidence and/or 
netw

ork to approach 
potential m

entors. 
  S

upport for 
program

m
es offering 

a m
entor for the 

duration for advice on 
career progression, 
netw

orking etc. 
 M

entors w
ith shared 

or relatable 
experiences. 
 C

hoice in m
entor - 

com
patibility a priority 

(interpersonal and 
expertise).  
 

C
A

s reported 
that the 
standard 
practise of only 
allow

ing one 
applicant w

as 
discrim

inatory 
and did not 
m

irror 
em

ploym
ent 

norm
s such as 

part-tim
e 

w
orking or job 

share situations. 

C
A

s report the 
m

otivation for 
pursing started 
during 
intercalation. 
Inspiring 
students earlier 
on w

ould help 
m

aintain the 
supply for the 
C

A
 pipeline. 

 C
A

s and 
aspiring need 
to understand 
how

 others 
have navigated 
their careers, 
particularly 
those w

ho have 
faced rejection/ 
setbacks. 
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 D
ental C

As reported 
that there w

ere not 
as m

any funding 
stream

s w
ithin 

dentistry. There is a 
need for capacity 
building and 
creation of m

ore 
A

C
F posts to be 

able to share 
fellow

ship related 
resources. 
 

R
esponsible 

party &
 

stakeholders 

Funder  
A

cadem
ic Institution 

Funder 
C

linical w
orkplace  

A
cadem

ic Institution 
 

Funder 
A

cadem
ic 

Institutions 

Funder  
A

cadem
ic Institution 

 

Funder 
A

cadem
ic 

institutions 

Funder 
A

cadem
ic 

Institutions 

Suggested 
output 

D
evelop a schem

e 
that rew

ards C
A

s for 
research excellence 
and also serves to 
prom

ote the field.  
 A

kin to C
linical 

A
cadem

ic O
scars - 

m
easure of esteem

.  
 A

w
ards could centre 

on them
es, have an 

annual rollout or 
include special profile-
raising aw

ards. 

C
reate m

ore C
A

 posts for those post 
P

hD
. 

 Look specifically at the location of w
here 

these posts need to be across the U
K

. 

Funders to discuss 
possibility of offering 
tw

o separate 
pathw

ays for 
doctors and dentists 
follow

ing further 
collection of data. 
 Funders need to 
w

ork w
ith academ

ic 
institutions to 
support them

 in 
raising the profile of 
their dental 
research. 
 C

reate m
ore 

aw
areness of A

C
F 

posts w
ithin 

dentistry. 

C
reation of a new

 
schem

e w
ith m

entor 
built-in or a system

 
w

here applicants can 
flag that they w

ould 
like to be allocated a 
m

entor. 
 P

roduction of a 
m

entor data-base, 
kept up to date. 
  Trainees given choice 
of m

entors to suit 
preferences. 
  Trainees encouraged 
to select m

entors out 
w

ith their hom
e 

institution. 
  M

ore strategic 
advertising of existing 
offerings, particularly 
across funders. 
 

P
erm

it m
ore 

than one 
applicant to be 
subm

itted on a 
grant (co-
authoring 
applications). 
  R

evise schem
e 

regulations to 
reflect changes. 
 

O
ffer one-year 

fellow
ships for 

intercalation for 
health 
professions 
students - 
focus on M

R
es 

opportunities. 
 D

evelop a 
schem

e for 
junior C

A
s to 

m
eet m

ore 
senior 
academ

ics (not 
just clinical)- 
sharing advice 
and career 
coaching 
sessions 
O

ffer 
intercalation 
P

hD
 

opportunities 
for health 
professions 
students. 
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D
evelopm

ent of 
com

prehensive 
m

entor training (e.g., 
online S

C
O

R
M

 
package). 
 *W

e advise robust 
evaluation across 
such a package as 
evidence is m

ixed 
(see SR

 results 
earlier). 

 H
ost sem

inars 
w

here junior or 
prospective 
C

A
s can m

eet 
w

ith local 
senior C

A
s. 

Intended 
audience 

C
linical A

cadem
ics 

C
linical A

cadem
ics 

 A
cadem

ic institutions 

C
linical A

cadem
ics 

 A
cadem

ic 
institutions 
 

A
pplicants 

 E
stablished C

A
s 

looking to m
entor 

C
linical 

A
cadem

ics 
A

spiring 
C

linical 
A

cadem
ics  

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

A
ll 

D
entists 

A
ll 

A
ll 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

Feedback survey 
 E

valuation of im
pact 

M
onitor num

ber of C
A posts 

 M
onitor attrition rates of C

As follow
ing 

P
hD

 level 

S
atisfaction surveys 

  M
onitor uptake of 

dental C
A

 posts 

M
etrics on 

applications and 
uptake of m

entors 
  P

rogram
m

e 
evaluation (inc. 
interview

s w
ith 

m
entors and 

m
entees)  

 A
nalysis of outcom

e 
m

easures for those 
w

ith a m
entor 

 Feedback from
 

m
entors and m

entees 

M
onitor 

subm
issions  

 Feedback 
surveys 

M
onitor uptake 

of fellow
ships 

for intercalation 
by M

asters and 
P

hD
 level 

students 
 S

atisfaction 
surveys 
 Track view

s 

Priority of 
im

plem
entation 

M
edium

 
H

igh 
H

igh 
H

igh 
H

igh  
M

edium
 

C
om

plexity of 
im

plem
entation 

Low
 

H
igh 

H
igh/M

edium
 

M
edium

 
M

edium
 

Low
 

7. 
R

eview
 funding, perm

itted expensing, and provide m
ore financial advice and training 

Suggested 
interventions 

R
aise aw

areness of 
existing funding pots 
to bridge gaps 
betw

een finishing a 

Funding pots for childcare for C
A

s to 
attend conferences and funder events or 
to enable a fam

ily m
em

ber attend to 
provide childcare. Include better 

P
rovide a training 

package on how
 to 

cost a grant. 
 

C
reate personal 

funding pots for 
underrepresented 
groups (targeting 

P
rovide financial advice for 

applicants and publish guidance on 
regulations w

ith regards to 
em

ploym
ent and rem

uneration. 
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funded level and 
applying for the next. 
S

pecific guidance on 
the use of aw

ards for 
developm

ent, skills 
and enhancem

ent is 
required. 

prom
otion of existing available funding. 

 
Increase funding 
opportunities and 
reduce com

plexity 
of funding 
applications. 

w
om

en, caregivers 
and B

A
M

E
 C

A
s). 

 

 A
ddress current issues w

ith 
contracts including parental leave, 
pensions and continuous service 
w

ith stakeholders.  

C
ontext / 

rationale from
 

data 

C
A

s concerned that 
progress halts w

hile 
looking for new

 
funding. 
 R

equest for bridge 
funding. 

C
A

s w
ho w

ere young parents felt that it 
is increasingly becom

ing difficult to get 
funding to attend conferences and 
thought that they w

ould be encouraged 
to attend conferences if they had a pot of 
m

oney to support their childcare 
expenses. 

Trainees felt 
assum

ptions w
ere 

m
ade that they 

w
ould autom

atically 
know

 how
 to cost a 

grant. 
 C

linical academ
ics 

reported that the 
funding applications 
w

ere few
 and w

hen 
available they 
process w

as often 
not straightforw

ard 
and som

etim
es 

com
plex.   

These groups of 
individuals find it 
m

ore difficult to obtain 
m

oney due to 
particular difficulties 
these groups of C

A
s 

face. 

C
A

s reported variable practice 
across trusts and institutions w

ith 
regards to rem

uneration and 
em

ploym
ent packages (leave, 

m
aternity, sick pay etc). 

Individuals have faced financial 
problem

s due to contracts/ 
pensions w

hen taking a leave of 
absence. 
 There is variability across Trusts. 
 Funder letter to advocate for fair 
treatm

ent of C
A

s and adherence to 
em

ploym
ent principles. 

R
esponsible 

party &
 

stakeholders 

Funder 
Funder 
A

cadem
ic Institutions 

Funder 
A

cadem
ic 

Institutions 

Funder 
Funder  
C

linical Trusts 
A

cadem
ic institutions 

D
epartm

ent of H
ealth 

Suggested 
output 

M
ore explicit 

explanations of 
developm

ent funding 
schem

es and options 
for those looking for 
bridge funding. 

C
reation of funding pots for childcare. 

 B
uild claim

s into travel expenses to 
m

ake this easier to facilitate. 
 C

onsider funding additional childcare 
sessions to enable C

A
 to attend virtual 

conferences.  

C
reation of a ‘how

 
to’ page including 
costing a grant. 
 E

xam
ples of 

costings for different 
types of projects. 
 FA

Q
s and pitfalls.  

 Talking head video 
to m

ake inform
ation 

m
ore accessible. 

 C
onsider w

ebinars. 
 

P
roduce a funding 

stream
 that is only 

open to a certain 
group (this needs to 
adaptive and 
depends on collection 
of real tim

e data 
illustrating inequality). 
  e.g., B

A
M

E
 w

om
en, 

LG
B

TQ
IA

+ 
individuals. 
 P

rom
otion and launch 

of funding them
es 

could be tied to 
events such as 
centenaries, 

Funders to have a specific page on 
their w

ebsite or a financial advice 
service that C

A
s could contact to 

discuss contract issues that m
ay 

prevent them
 from

 w
orking as a 

C
A

 e.g. sick pay, continuous 
service, new

 em
ployee rights. 

  Funders to have visible advisor 
w

ho can answ
er questions. 

  H
E

Is to recognise continuous 
service including sick leave.   
  W

ork to standardise U
K

 w
ide. 
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H
ow

-to videos 
explaining funding 
applications.  
 FA

Q
 page on funder 

w
ebsite. 

anniversaries, 
aw

areness w
eeks 

etc. 

S
cotland - C

A
s not entitled to N

H
S

 
pension schem

e if em
ployed by 

H
E

Is. 

Intended 
audience 

C
linical A

cadem
ics 

C
linical A

cadem
ics 

A
pplicants 

 C
linical A

cadem
ics 

C
linical A

cadem
ics 

C
linical A

cadem
ics 

Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

Feedback survey 
 E

valuation of im
pact 

C
onference attendance m

etrics by 
dem

ographic 
 S

urvey  

A
ssess costings 

presented in 
applications for 
im

provem
ents 

 
Tracking and 
feedback on 
resource (survey, 
usefulness m

arkers) 
 

Feedback and 
satisfaction survey 
on ease of 
com

pleting and 
understanding of 
applications 

 
M

onitor funding 
application 
subm

issions 

M
onitor subm

issions  
 Feedback surveys 

M
etrics of access on links 

  S
atisfaction surveys  

 Track view
s 

Priority of 
im

plem
entation 

H
igh 

H
igh 

M
edium

  
M

edium
  

M
edium

 

C
om

plexity of 
im

plem
entation 

H
igh 

H
igh 

Low
 

M
edium

 
M

edium
 

8. 
Prom

ote Equality, D
iversity and Inclusion through initiatives, w

ith particular em
phasis on panel construction 

Suggested 
interventions 

C
onsider how

 
funding panels are 
constructed, and peer 
review

ers selected. 
  P

eer review
ers and 

panels m
em

bers to be 
nam

ed on 

C
reate and prom

ote gender balanced 
panels. 
 Issue statem

ent to H
E

Is and C
linical 

stakeholders to outline funder stance on 
E

D
I. 

A
dvise H

E
Is to 

consider the 
differential im

pact of 
C

O
V

ID
 w

hen 
selecting applicants 
for com

petitive and 
subm

ission lim
ited 

schem
es.   

W
histleblow

ing em
ail 

address for applicants 
w

ith accom
panying 

statem
ent to H

E
Is 

regarding zero 
tolerance. 
 

Training on m
icro-aggressions, 

prescriptive, descriptive and 
unconscious biases for all panel 
m

em
bers and m

andate the training 
for all successful applicants. 
  P

rovide a training m
odule on active 

bystander training for those that 
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docum
entation to 

prom
ote fairness and 

accountability. 
 C

onsider possibility of 
open peer review

. 
 

  A
dd specific section 

to application form
s 

that perm
its 

m
itigation for 

teaching 
responsibility during 
pandem

ic. 
 

w
itness discrim

inatory behaviours 
to prom

ote a culture of ‘stand up, 
speak out’. 
 

C
ontext / 

rationale from
 

data 

A
ll levels of C

A
 felt 

that they w
ere at the 

m
ercy of peer 

review
ers &

 that the 
process w

as not 
transparent.  
 S

uggestions of how
 

funders are enforcing 
values based on 
dem

ographic and 
social backgrounds. 

C
A

s felt that panels w
ere predom

inantly 
m

ade up of w
hite m

iddle-class m
ale. 

 S
om

e fem
ale C

A
s reported being 

advised not to pursue C
A

 if they w
ant 

children and w
ere not perm

itted to apply 
for fellow

ships/funding due to having 
children. 

E
stablished and 

aspiring C
A

s 
reported that the 
pandem

ic had 
resulted in a call to 
arm

s to teach and 
transform

 delivery of 
provision to online – 
this has resulted in 
a reduction in 
research 
productivity. 

A
pplicants described 

actionable 
discrim

inatory 
com

m
ents or being 

refused perm
ission to 

apply for C
A

 funding 
based on protected 
characteristics. 
A

pplicants feel 
pow

erless in raising 
these issues. 
 

C
A

s report a culture of 
discrim

ination, bias, m
icro-

aggressions and overt racism
 and 

sexism
. 

  P
eople not directly im

pacted often 
felt helpless and w

anted 
techniques to call out 
discrim

ination w
hen they 

w
itnessed it. 

R
esponsible 

party &
 

stakeholders 

Funder 
Funder 
A

cadem
ic Institutions 

Funder 
A

cadem
ic 

Institutions 
 

Funder 
Funder 
A

cadem
ic Institutions  

Suggested 
output 

C
reating a culture of 

accountability by 
recom

m
ending the 

nam
ing of peer 

review
ers.  

  Feed into sector-w
ide 

discussions on best 
practice. 
  B

uild aw
areness of 

defensible and 
transparent decision 
m

aking as a 
fundam

ental principle 
in the sector. 
  R

easons for decisions 
and w

ho they are 
m

ade by should be 

E
nsure panels are representative and 

diverse. 
 P

ublish panel m
etrics annually to be 

held accountable. 
 S

tatem
ent w

ith an em
phasis on 

reproductive decision m
aking. 

 O
utline expectations and plans to 

m
onitor. 

 A
dvertise zero tolerance approach to 

discrim
inatory attitudes and behaviours 

to potential applicants. 

N
ew

 section on 
application form

s 
that allow

 applicants 
to provide context 
for their w

ork during 
the pandem

ic, 
specifically w

ith 
regards to teaching 
com

m
itm

ents and 
fam

ily 
responsibilities.  
 H

E
Is to be 

rem
inded of the 

need to be fair w
hen 

selecting candidates 
to put forw

ard for 
com

petitive aw
ards 

that need 
institutional backing 

E
m

ail address or 
anonym

ous form
 on 

w
ebsite that 

applicants can use to 
w

histle blow
 on 

unethical behaviours 
at their institution. 
 N

eeds to be clear the 
purpose &

 statem
ent 

of action in a letter to 
H

E
Is. 

D
evelop training on 

m
icroaggression, discrim

inatory 
behaviours and biases and how

 to 
identify and avoid them

.  
  C

reate disciplinary panel for 
perpetrators of m

icroaggressions 
and discrim

inatory behaviours. 
 W

histle-blow
er system

 for 
reporting w

itness or first-hand 
cases of discrim

inatory behaviour 
or m

icroaggressions. 



45 
 

transparent. 
 E

valuation and 
research on the 
reliability (e.g. inter-
rater agreem

ent) 
betw

een peer 
review

ers and panel 
m

em
bers should be 

conducted and 
published and 
reasons for 
disagreem

ent, or 
particular w

eight being 
put on certain review

s, 
explored. 

– sim
ilar section for 

C
O

V
ID

 im
pact could 

be added to 
appraisal 
docum

entation. 

Intended 
audience 

C
linical A

cadem
ics 

C
linical A

cadem
ics 

 A
cadem

ic institution 
 

C
linical em

ployers 

A
spiring C

A
s  

 A
pplicants 

A
pplicants  

 A
cadem

ic Institutions 

C
linical A

cadem
ics 

  Funders 
  H

E
I  

 G
overnm

ent 
Professional 
group/ specialty  
(dentists/m

edics) 

A
ll 

Suggested 
evaluation/ 
perform

ance 
m

etrics 

S
atisfaction survey at 

the end of a selection 
process 
  A

dd panel 
construction to 
routinely collected 
data in order to gather 
reliability inform

ation  
  S

atisfaction surveys 
  Track view

s 
 

R
eview

 the construction of panels 
regularly to ensure representation and 
diversity 
 R

eview
 m

etrics 
 Feedback surveys 

R
eview

 
perform

ance of 
schem

e applicants 
– com

parative 
review

 pre-C
O

V
ID

 
 Feedback survey 

M
onitor frequency 

and audit content of 
em

ails 
 

M
onitor access 

  Feedback surveys  
 R

eview
 and m

onitor data for 
patterns (hopefully decline in 
incidents) 

Priority of 
im

plem
entation 

H
igh 

H
igh 

H
igh 

M
edium

 
H

igh 

C
om

plexity of 
im

plem
entation 

Low
 

Low
 

M
edium

 
M

edium
 

Low
 

9. 
Prom

ote a culture of support, w
ellbeing and accountability w

ithin research 
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 Suggested 

interventions 
P

roactively support 
m

ental health and 
burnout cam

paigns. 

N
orm

alise rejection and failure as part of 
norm

al career experiences to help 
create a positive narrative around the 
feasibility of clinical academ

ia as a 
career. E

m
phasis should be placed on 

the im
portance of this feedback process 

and that it is essential to develop strong 
research ideas. 
 

Issue guidance for 
career m

eetings to 
assist C

A
s in 

keeping m
eetings 

on track and to 
steer aw

ay from
 

inappropriate topics 
or personal topics. 

C
onduct a ‘deep-dive’ into research culture at each funder. 

 E
ncourage, or even fund, academ

ic institutions to conduct 
sim

ilar deep-dives. 

C
ontext / 

rationale from
 

data 

B
urnout and anxiety 

w
ere high am

ongst 
C

A
s and they felt 

stigm
atised by this. 

 M
ental health and 

burnout w
ere 

particularly prevalent 
during and post-
pandem

ic. 
 C

A
s feel they cannot 

go off sick because 
their research careers 
and progress w

ill 
suffer.  

C
A

s feel clinical academ
ia is very 

com
petitive and often full of rejection. 

This leads to m
any returning to full tim

e 
clinical posts or not applying in the first 
place.  
 

Fem
ale C

A
s 

reported m
eetings 

about potential 
applications being 
unsupportive and 
often discussion 
being based upon 
their reproductive 
decision m

aking 
rather than 
research. They felt 
disem

pow
ered to 

challenge this. 
 C

A
s w

ere 
questioned on 
resilience if they 
expressed concerns 
over w

orkload. 

P
articipants described negative cultures around research 

including bullying, discrim
ination, perceived hierarchies in 

research topics etc. 
 

R
esponsible 

party &
 

stakeholders 

Funder 
Funder 
A

cadem
ic Institutions 

Funder 
Funder  
A

cadem
ic institutions 

Suggested 
output 

C
reate cam

paigns, 
videos and endorse 
charity activities 
related to m

ental 
health, anxiety and 
burnout to 
destigm

atize it, 
prom

ote help seeking 
behaviours. S

pecific 
reference to research 
careers should be 
m

ade. 
 Form

 a partnership 

 R
ecruit clinical academ

ics to share their 
narratives using various m

edia 
specifically discussing their failures and 
previous rejections to create a culture 
w

here rejection is view
ed as norm

al and 
part of the developm

ent process. 
 O

ffer m
ore support throughout each 

stage. 
 

S
am

ple proform
as 

and discussion 
points to guide 
careers m

eetings. 
 Issue steer on not 
discussing 
protected 
characteristics or 
reproductive 
decision m

aking. 
 E

ncourage audit 
trails of m

eetings.  

‘D
eep-dives’ are m

eetings w
ith a focus on a topic such as 

culture, gender, curricula etc. E
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Conclusions 
 
Our data provide comprehensive evidence that CAs struggle to navigate the CA pathway and 
balance clinical duties with conducting research. Both the literature and the participant narratives 
advocated for the importance and benefit of having protected time for research. Participants 
described the challenges of working in two competing environments, thus protected time provides 
a means of mitigating the negative impact of pressing clinical demands on research-related 
activity. The narratives of CAs revealed common issues such as isolation and exhaustion. Imposter 
syndrome was experienced by many CAs, consistently across the career trajectory. A detrimental 
culture of discriminatory behaviours and attitudes was described resulting in talented individuals 
being lost from the CA career pathway. 
 
The COVID-19 pandemic presented additional complexity for women who needed to juggle their 
work and family commitments – some stating that the inequality within the gendered division of 
labour in their homes was reminiscent of the 1950s. COVID-19 was declared a ‘disaster for 
feminism’, with many women feeling the necessity to relinquish their research. However, the 
pandemic provided an unexpected opportunity for participants to develop their research network, 
forming new academic communities of practice.  
 
Within the qualitative data, participants proposed interventions including formal mentorship, making 
funding accessible, and funders more approachable. Many myths regarding the CA career 
trajectory perpetuate; addressing such fallacies may serve to increase recruitment of clinicians who 
have previously been deterred from an academic path. Through fostering a supportive culture, built 
upon academic socialisation, clinical academia will be able to better nurture aspiring CAs. Early 
exposure to research through such socialisation is imperative to future workforce development.  
 
Interventions to address the challenges CAs face are clearly needed. In order to make a real, 
measurable difference all interventions need to be thoroughly evaluated with findings published 
promptly and accessible to a wide audience with close attention to the clarity of reporting of 
methods, populations and interventions. The most striking finding from the systematic reviews was 
the paucity of high-quality, well-reported, research in this area, particularly from the UK. 
Establishing a culture and infrastructure designed to collect cohort-level longitudinal data as well as 
conduct comparative evaluations of interventions will be key in achieving a more equitable 
environment for clinical academics. Interventions evaluated within this infrastructure are most likely 
to be successful when embedded within comprehensive multi-faceted programmes of training, in 
which relational and support aspects are key. Interventions focused on individuals are felt to be 
less helpful than structural/environmental changes. Results should be presented in a 
disaggregated form, as a minimum reporting gender and ethnicity differences, so as to better 
understand the impacts of interventions on these groups, with analyses that clearly consider the 
intersectionality of factors experienced by CAs.  
 
There are multi-factorial causes of the leaky pipeline within clinical academia; although there is no 
single solution or quick fix, stakeholders should seek to drive forward a culture of support for CAs 
and develop an infrastructure to evaluate interventions for those marginalised within the CA 
workforce. It is imperative to ensure equity in access and parity in experience for CAs, present and 
future.   

 
 
The full report is available via the funders or the authors. 
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