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Introduction rigorous standards in pedagogy, scholarly
aculty members are important pillars in the inquiry, administration, and collaborative

engagement with both peers and students.

of universities. These institutions play a pivotal
role in societal and national advancement
through excellence in teaching, research, and
university-industry collaboration. However, the
rapidly evolving educational landscape imposes
multifaceted  expectations, = encompassing

Hence, a need for professional development to
guarantee academic success and sustainability
in higher education institutions has emerged
(1-3). Professional development is an essential
element in enhancing the knowledge, skills and
competencies of faculty members to have the
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ability to provide high quality health education
and scientific research or to take part in the
development of healthcare systems to serve
the goals of the institution, and more specially
in medical universities, which are central to
the process of delivering healthcare services,
supporting health promotion and training the
next generation of health care workers (4-6).
Furthermore, the rapidly evolving health-care
environment dictates that health-care educators
and clinical faculty members should continually
add new knowledge, skills, and abilities to meet
the many challenges of the future health-care
environment to prepare the next generation
of physicians. In this regard, several medical
universities across the globe have initiated
faculty development courses focused on
enhancing the medical education skills and
abilities in teaching, research, and clinical
practice (7).

Given the substantial financial and temporal
investments required, rigorous evaluation is
essential to identify programmatic strengths
and weaknesses, uncover opportunities for
enhancement, and assess whether intended
objectives are being achieved (8).

Option 1: Direct & Concise (Recommended)
“While many studies have examined
professional development programs and
interventions (9—11), existing literature remains
largely quantitative and survey-based, often
overlooking faculty members’ lived experiences
and qualitative interpretations of these barriers
This gap is even larger in Iran, where
particular cultural and structural circumstances
influence professional development. Hence, this
qualitative study is informed by the desire to gain
a deeper understanding of these perceptions to
give feedback to the policymaking process.
Faculty members are challenged on several
fronts to develop professionally. Human and
financial resource limitations, including salary
and benefits constraints, research opportunities,
and involvement in academic events, are
significant challenges that often limit budgets
(12). In addition, due to the fast pace of
technological development, frequent recalibration
of skills is required, but the modern tools to
improve research and teaching are lacking (13,
14). Professional development is constrained by
the lack of time for it due to heavy workloads,
such as teaching, research, administrative tasks,
and clinical activities (15, 16). Additionally,
psychological pressures, unclear promotion
criteria, lack of guidance or mentorship, and
difficulties in achieving work-life balance further
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obstruct development (17-19).

Previous studies have primarily focused on
known barriers such as heavy workload and
resource limitations, while less attention has been
paid to the influence of organizational culture,
career development, promotion expectations,
and the way different barriers interact with
and exacerbate one another. Such interactions
reveal a multifaceted landscape of professional
development that quantitative approaches often
fail to capture (11, 20-22). Given this research
gap and the need for a deeper understanding of
professional development from the perspective of
faculty members, this study adopted a qualitative
approach. In-depth semi-structured interviews
can provide rich insights into the experiences
and perceptions of faculty members regarding
barriers to professional development (23).

To better understand this issue, we used
a qualitative content analysis approach and
conducted in-depth semi-structured interviews
with clinical faculty members at Iranian medical
universities. We aimed to hear directly from
faculty about their experiences and perspectives
on what hinders their professional development.
We chose this approach because it allowed us to
explore these barriers openly, without imposing
predetermined categories. This method is
particularly suited to areas where existing theory
or research is limited, as it allows themes and
codes to emerge naturally from the participants’
own narratives (24). Ultimately, we hope the
findings will offer practical, context-specific
insights that can guide efforts to better support
the faculty’s professional development.

Method
Design and participation

This study was conducted using a qualitative
research design with a conventional content
analysis approach. Qualitative methodology was
selected to gain an in-depth understanding of
faculty members’ experiences and perceptions
regarding barriers to professional development
within their academic context (24).

Settings

The study was conducted at the Clinical
Faculty members of Shiraz University of Medical
Sciences. Participants consisted of clinical
faculty members with diverse academic ranks,
disciplines, and years of teaching experience.
Purposive sampling was employed to identify
the participants who were most likely to provide
relevant and valuable insights. We deliberately
chose participants to reflect a wide range of
academic ranks, specialties, and professional
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backgrounds, rather than having an equal number
of men and women (Table 1).

Data Collection

Data were collected from January to June
2023. The participants were recruited using a
purposive sampling method. The third author, a
medical education student with prior training and
experience in qualitative interviewing, conducted
all interviews.

To be included, participants had to be
clinical faculty members at Shiraz University
of Medical Sciences with at least two years of
faculty experience and be willing to take part in
an in-depth interview. We excluded the faculty
members who were on sabbatical during the data
collection period, as well as anyone who did not
consent to be audio-recorded.

The interview guide included a short list of
general questions posed to the faculty members:
“Please describe your professional experience
in the clinical setting.” This was followed by
inquiries regarding “The necessary competencies
for faculty members in the clinical environment.”

After the first three interviews, we refined
the interview guide based on the participants’
early responses. The key questions involved
were: “What have been your professional
development challenges and barriers, and what
issues have slowed or impeded your progress and
advancement with the University?” To draw out
richer detail, we used follow-up prompts such
as “How do you think these competencies are
developed?”, “What do you mean by that?”, and
“Please elaborate further on this matter.”

All interviews were conducted in a quiet
and private setting at a time convenient for the

participants. Each interview lasted between 40
and 70 minutes. With participants’ consent,
interviews were audio-recorded to ensure
accuracy. Data collection continued until data
saturation was achieved, defined as the point
at which no new themes or insights emerged
from the interviews (25). As we conducted the
interviews, we monitored the data saturation.
We considered saturation reached when new
interviews stopped producing meaningfully
new themes, and the themes we already had
were detailed enough to address the research
question. All interviews were recorded with
a voice recorder and transcribed (verbatim)
immediately.

Codes, subcategories, and categories were
detected through an inductive process. Categories
were formulated to reflect the participants’
experiences. Two of the authors are faculty
members at Shiraz University of Medical
Sciences and expert in medical education.

To reduce potential bias, we held a 60-minute
team discussion after each interview to review
the emerging codes and challenge one another’s
interpretations. The first author also kept a daily
journal, documenting personal assumptions,
emotional reactions, and decisions made during
coding and theme development. We saved
every version of the coding scheme, memos,
and analytical decisions to keep the process
transparent.

Data analysis

Interviews were transcribed verbatim
immediately after completion. Data were
analyzed using the Graneheim and Lundman
approach to content analysis (26). The analysis

Table 1. Demographic information of faculty members participating in the interview

Participant Field / Specialty Academic Rank Gender

Code

1 Infectious-adults Associate Professor Male

2 Pediatric Cardiology Assistant Professor Male

3 Internal Medicine - Special Assistant Professor Male

4 Internal Medicine - Special Assistant Professor Male

5 Vascular Surgery Assistant Professor Male

6 Medical Ethics(Clinical teaching role) Assistant Professor Male

7 Anesthesia (Adult Special Departments) Associate Professor Male

8 Pediatric Neurosurgery Assistant Professor Male

9 Neonatology Assistant Professor Female

10 Adult Neurosurgery Assistant Professor Male

11 Pediatric Internal Medicine - Special Assistant Professor Male

12 Pediatric Infectious Diseases Associate Professor Female

13 Cardiology Professor Male

14 Pediatrics Assistant Professor Male

15 Ear, Nose, and Throat (ENT) Assistant Professor Female

16 Dermatology Assistant Professor Female

17 Gynecology Associate Professor Female
394 J Adv Med Educ Prof. October 2026, Vol 14 No 4
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process involved several steps: repeated reading
of transcripts to achieve immersion in the data,
identification of meaning units, condensation
and coding of meaning units, grouping of
similar codes into subcategories, and abstraction
of subcategories into main categories. We
interviewed 17 faculty members with semi-
structured interviews, transcribed these
interviews, and assigned them the code ‘PO’
to ‘P17°. To ensure anonymity, all participant
names were replaced with pseudonyms. All data
were stored in separate folders, and all data were
backed up successfully on an external hard drive.
Interview transcripts were printed and coded by
hand with colour coding.

Our research team consisted of faculty
members whose special interests were medical
education and a medical education master’s
student with a clinical background. The first
author carried out a personal reflection journal
to record the assumptions and analytical choices.
All analytical memos and coding versions have
been kept to support transparency (Figure 1).

Trustworthiness

Lincoln and Guba criteria were used to
develop four critical criteria, which are credibility,
transferability, dependability, and confirmability
(27). Credibility was enhanced through
repeated review of the transcripts and prolonged
engagement in data collection and analysis over
5 months. We also applied member checking; that
1s, once we conducted the interviews, we selected
certain quotes and added the initial code labels,
and asked the participants, “Did we label this idea
well?” Three of the participants were professors:
one assistant professor, one associate professor,
and one full professor who reviewed the final
themes and confirmed that they were similar to
their experiences.

To ensure transferability, we described
the context, participants, sampling methods,
interview processes, and data analysis in detail to
allow the readers to evaluate the extent to which
the results of the study can be transferred to other
settings.

Peer debriefing and frequent analytical
discussions were used to enhance dependability
within the research team. In addition, the two
independent peers reviewed our analytical
process, further strengthening the credibility of the
analysis. The other peer was a highly experienced
associate professor of medical education from
another medical school, and another one was an
associate professor of nursing research at our
own institution; they were particularly strong
in qualitative methodology. They were most
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Figure 1. The overall process of the study

important in questioning our interpretation and
coding of the data. Twice during the analysis
period we met for peer debrief.

A comprehensive audit trail was maintained,
which helped to improve confirmability. A
detailed audit trail was kept during the process
of data collection and data analysis. This involved
audio recordings and verbatim transcriptions,
handwritten codes, coding decisions, process
notes, multiple drafts of final categories, and
reflexive memos of researcher biases and
assumptions. The authors also maintained
a reflexive journal to record assumptions,
methodological choices, and reflections on the
analysis process throughout the course of the
study, which served to reduce the possible impact
of personal opinions on data analysis.

Ethical consideration
The participants were made aware of the aims
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of the study, the voluntary nature of participation,
and the confidential treatment of the data. Before
they took part, written informed consent was
secured, and anonymity was maintained during
both the collection and reporting of data. The
study received approval from the ethics committee
of Shiraz University of Medical Sciences, with
the code of IR.SUMS.REC.1401.642.

Results

Across 17 interviews, we identified 270
initial codes. Data analysis identified two
main categories representing barriers to
faculty members’ professional development:
organizational and cultural barriers. These
categories were derived from the participants’
experiences and perceptions and encompassed a
total of thirteen subcategories (Table 2).

Organizational Barriers

Organizational barriers were the most frequently
reported barriers, reflecting structural, managerial,
and systemic challenges within the academic
environment. This category comprised nine
subcategories: insufficient salary, stressful system,
high workload, lack of support for international
participation, insufficient incentives, poor access
to resources, and suppression of motivation, rigid
promotion regulations, and poor infrastructure.

Insufficient salary

Inadequate financial compensation that fails
to meet basic living expenses, creating economic
pressure and reducing time available for academic
activities, was identified as a major deterrent to

professional development. Operationally, this
was reflected in participants’ perception that
their income was insufficient to cover living
costs, which compelled them to seek additional
employment and limited time for professional
development. One participant stated that despite
years of education and professional commitment,
financial insecurity undermined motivation and
long-term career planning.

“The salary I receive does not even cover my
basic living expenses, so I am forced to work
more, which gradually erodes my motivation for
professional development” (Participant 4).

“..Until financial issues are properly
addressed, professional development problems
will not be resolved. 1t is financial matters that
can create motivation” (Participant 10).

Stressful system

Psychological pressure arising from clinical
responsibilities, high-risk patient care, and fear of
losing professional position due to absence from
the workplace was another prominent barrier,
particularly in clinical settings where faculty
members are responsible for high-risk patient
care. Operationally, this was manifested in the
participants’ reports of constant anxiety related
to patient outcomes, emergencies, and concerns
about maintaining job security while pursuing
development activities. Participants described
constant psychological pressure associated
with clinical responsibilities, emergencies, and
continuous monitoring of critically ill patients,
which adversely affected their capacity for
professional advancement.

Table 2. Code, subcategory, class of barriers to professional development of clinical faculty members

Category Subcategory Extracted Codes
Organizational Insufficient salary Low income (P4); financial insecurity (P2); need for additional
barriers employment (P6)
Stressful system Constant psychological pressure (P5); clinical responsibility (P5);
work-related anxiety (P7)
High workload Multiple roles (P5); excessive clinical duties; lack of time for research (P1)
Lack of support for international difficulty getting approval for overseas (P2); high costs involved,
participation which were not covered by the system (P17)
Insufficient incentives Unfair comparative reward system (P15); lack of motivation after
repeated disappointment (P3)
Poor access to resources Unavailable or expensive lab kits (P12); disruption of academic work (P9)
Suppression of motivation Lack of recognition (P6); unfair reward system (P3); discouragement (P3)
Rigid promotion regulations Strict promotion criteria (P11); Emphasis on publications over
teaching (P8); Limited recognition of teaching roles (P5)
Poor infrastructure Outdated equipment (P6); modern research facilities (P9); shortages
of trained personnel (P10)
Cultural Commercialized view of medicine Financially driven perception (P12); social pressure for wealth (P7)
barriers Preference for routine work Resistance to innovation (P13); prioritization of repetitive tasks (P7)
Inclination toward individual Preference for solo work (P14); weak teamwork culture (P8)
activities
Professional jealousy Lack of cooperation (P1); resistance to colleagues’ success (P8)
396 J Adv Med Educ Prof. October 2026, Vol 14 No 4
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“The nature of our clinical work is full of
stress. We constantly worry about patients’
conditions, even after surgery and during the
night” (Participant 5).

“If a person feels that, for their own
professional development, they have to attend
a course and be absent from their workplace
or position for a period of time, whether short-
term or long-term, they may fear losing that job
position. Or they may feel that all the effort they
have put into achieving that position could be lost
and no longer exist” (Participant 7).

High workload

Excessive professional demands from
multiple simultaneous roles (clinical, teaching,
research, and administrative) that leave
insufficient time for professional development
emerged as a significant challenge. This was
characterized by the participants’ experience
of having inadequate time for quality teaching,
research, and professional development due
to overwhelming clinical and administrative
duties. Faculty members reported that excessive
clinical responsibilities reduced the quality of
teaching and left insufficient time for research
and professional development activities.

“With the current workload in treatment, we
no longer have time for quality teaching, research,
or professional development” (Participant 17).

“Due to the high clinical workload, we hardly
have time to engage in professional development
activities” (Participant 3).

Lack of support for international participation
The study found that institutional and
systemic barriers to international academic
mobility were recognized as a major hindrance,
particularly in a context such as that of Iran. This
is evidenced by participants complaining about
their inability to get approval for training abroad
as well as facing problems with visa issues and
prohibitive expenses borne by their institutions.
Faculty members also emphasized that while the
courses used to be either free or inexpensive, now
they have become unreasonably expensive, and
very few individuals can afford to pay for them.
“There are several challenges with
participation in these educational programs
from foreign countries because gaining
approval is difficult. Indeed, it is difficult to get
permission to enter these countries from our
state. Furthermore, these courses have become
unaffordable expensive, notwithstanding that at
some point courses were totally free or very cheap.
The system does not pay out for participation in
such courses, while paying for them privately is
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impossible” (Participant 17).

Insufficient incentives

Another significant obstacle noticed is that
there are no proper systems of recognition,
reward, and encouragement assessing the
contributions of different professors rather than
counting publications. It may be related to the
participants’ perception of reward systems
as something that takes into account only the
best performers and neglects other people that
decreased motivation. One of the respondents
shared a remarkable example of this topic.

“If you have 20 publications in a year and
someone else has 25, that second person is
rewarded, but the first person receives no
encouragement at all. In other words, rewarding
the second person is a punishment for the first.
After a while, the first person also becomes
unmotivated and thinks, ‘No matter how hard
1 try, I will never catch up to that person”
(Participant 3).

Poor access to resources

A lack of adequate physical, financial, and
informational resources, including laboratory
supplies, clinical equipment, and research
databases, necessary for high-quality academic
work was identified as a fundamental barrier that
directly compromises the quality and integrity
of academic research. This was reflected in the
participants’ reports of unavailable or expensive
laboratory kits, outdated clinical equipment, and
forced reduction of research scope. Participants
provided concrete examples of how resource
limitations force faculty members to scale down
their research ambitions:

“A faculty member and a student needed to
work on 7 microbes for a lab research project,
but the required kits were unavailable or too
expensive. They had to reduce the number from
7 to 3 items. These kinds of problems disrupt the
work of academically oriented faculty members
who cannot carry out their research as they
would like” (Participant 12).

Suppression of motivation

Diminished  professional  enthusiasm
and engagement resulting from lack of
recognition, perceived unfairness in reward
systems, and selective appreciation of faculty
efforts was attributed to the absence of
recognition. Operationally, this was reflected
in the participants’ reports of frustration,
loss of enthusiasm, and reduced effort due
to unrecognized contributions to education,
research, and service. Several participants
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expressed frustration that their contributions to
education, research, and service were overlooked,
leading to diminished professional enthusiasm.
“Many of our efforts are never seen or
appreciated, and this gradually suppresses our
motivation to grow professionally” (Participant 3).

Rigid promotion requlations

The criteria for promotion in the academic
field have been described as rigid, focused on
quantity, and disregarding the importance of
teaching excellence and innovation and other
important contributions to education, thus
repressing creativity and stalling progress. This
was evident in participants’ accounts, which
indicated that promotion processes were too
rigid and that too much importance was attached
to scholarly publications instead of the merit of
teaching.

“The promotion rules are too strict and
inflexible, and they do not value the quality of
our academic work” (Participant 11).

Poor infrastructure

Inadequate physical infrastructure, apparatus,
and institutional support that restricts research
capacities, quality of education, and advancement
opportunities has been recognized as a constraint.
This is especially concerning in terms of obsolete
equipment, absence of contemporary research
infrastructures, and lack of skilled workforce.
In practical terms, this was shown through the
participants’ statements on using out-of-date
apparatus, friction of modern research facilities,
misbalance of trained manpower, and lack of
access to training programs. These limitations
were reported to hinder both educational
quality and research productivity, especially in
specialized clinical fields.

“We lack essential equipment for education
andresearch, and this has limited our professional
development for years” (Participant 9).

Cultural Barriers

The second main category, cultural barriers,
reflected prevailing values, attitudes, and norms
within the academic and social environment.
This category included four subcategories:
commercialized view of medicine, preference
for routine work, inclination toward individual
activities, and professional jealousy.

Commercialized view of medicine

The societal perception of medicine as a
pathway to wealth and financial success rather
than academic commitment, which shifts
professional priorities away from scholarly
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development, was perceived as a cultural barrier
that shifted attention away from professional
development toward financial gain. Operationally,
this was reflected in the participants’ reports of
societal pressure for physicians to achieve high
financial status, which discouraged engagement
in academic and professional development
activities. Participants noted that societal
expectations regarding physicians’ financial
status exerted pressure on faculty members
and, in some cases, discouraged engagement in
academic development activities.

“Medicine is seen as a path to wealth, and this
mindset pushes doctors away from professional
and academic development” (Participant 11).

“This has turned into becoming a physician
who prints money, which requires putting aside
professional development, and this is what is
currently being observed” (Participant 7).

Preference for routine work

Resistance to change and innovation, favoring
repetitive and familiar tasks over transformative
professional activities, reinforced by systems
that do not value creativity, was associated
with resistance to change and innovation.
Operationally, this was reflected in participants’
perception that innovation and creativity were
not valued by the institutional system, leading
to prioritization of routine and repetitive
tasks over professional development. Faculty
members reported that the lack of institutional
encouragement for creativity and development
led to a tendency to prioritize repetitive and
familiar tasks over transformative professional
activities.

“When innovation is not valued by the system,
people naturally turn to routine and repetitive
work” (Participant 7).

Inclination toward individual activities

The cultural tendency to work alone,
rather than collaboratively, reinforced by
evaluation and promotion systems that reward
individual achievements over teamwork
and interdisciplinary collaboration was also
identified. Operationally, this was reflected in
the participants’ reports that individual work
is rewarded more than teamwork, leading to a
weak teamwork culture, limited interdisciplinary
collaboration, and reduced shared professional
learning. This culture was perceived to weaken
teamwork, interdisciplinary collaboration, and
shared professional learning.

“Because individual work is rewarded more
than teamwork, faculty members prefer to work
alone rather than collaboratively” (Participant 5).
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Professional jealousy

Interpersonal attitudes of resistance, non-
cooperation, and unhealthy competition
toward colleagues’ success, which undermine
collaboration, mentorship, and collective
professional development, emerged as a cultural
barrier that negatively affected cooperation among
colleagues. Operationally, this was reflected in
the participants’ reports of a lack of cooperation,
resistance to successful colleagues, and unhealthy
competitive dynamics that hindered professional
progress and team functioning. Participants
described instances in which successful and
productive faculty members faced resistance or
a lack of support from peers, ultimately hindering
their professional progress.

“Successful colleagues are sometimes
faced with resistance instead of support, which
discourages professional progress” (Participant 8).

“In team interactions, respect, familiarity,
and hierarchical order all play a role, and all
of these factors can prevent the system from
functioning smoothly” (Participant 1).

Discussion

Our findings show that barriers to faculty
professional development in medical sciences
operate at both organizational and cultural levels.
These barriers are not simply about individual
limitations or a lack of resources; they arise from
the way organizational structures and academic
culture interact.
Organizational ~ Barriers:  Structural — and
Systemic Constraints

Study participants reported that the lack of a
reasonable salary and institutional support were
some of the significant impediments for them.
This finding is consistent with other research
in the area of higher education (28). Indeed, in
their review of the academic literature, scholars
admitted that the lack of financial incentives
and access to funding can be considered one of
the barriers to the professional development of
educators, demonstrating that the lack of money
not only limits the ability to attend conferences
and training programs but also indicates that the
institution does not prioritize continuous academic
improvements in faculty members’ minds.
Moreover, in accordance with broader research
in the field of medical education, respondents
pointed to the terrible working conditions and
heavy workloads in the field of medical education
as significant impediments. The results of this
research build on the findings from prior studies
in the area of medical education, which claim that
educational staff in this field are suffering from
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problems in balancing the demands of research,
teaching, and clinical work (29).

The convergence of the findings obtained in
this research study and those in other countries
indicates that workload strain may be regarded
as a systemic problem linked to the clinical
academics’ model, due to the failure to provide
meaningful participation in training initiatives
caused by the serious time restrictions in the
sphere. Rigid promotion policies that emphasize
quantitative achievements over the quality and
impact of teaching and scholarly work may
also hinder professional development. This is
supported by summary reviews conducted in Iran,
which show that traditional promotion rules, in
the majority of cases, ignore educational quality
and contributions to creativity and may therefore
discourage innovation and professional growth
(30). In addition, unfitting infrastructures, such
as out-of-date premises, lack of equipment and
technology, and absence of research support, also
restrict the pedagogical development of the staff.
Similar observations were made in various research
studies held in medical schools, where lack of
modern technologies and research support leads
to unfavorable conditions both for the specialists
and for their professional development (31).

A recent study carried out by Khoshgoftar,
et al. listed several individual, professional,
educational, and management/organizational
influencing aspects with regard to faculty
participation in educational initiatives in
medicine in Iran (32). We actually support this
multiple approach on the issue at hand but focus
on barriers that interfere with the professional
development process, as well as the interaction
of organizational and cultural limitations in the
context of clinical education.
Cultural  Barriers: Norms, Values, and
Interpersonal Dynamics

Cultural factors also substantially influenced
faculty engagement beyond institutional
limitations. According to this study,
commercialization in medicine indicates the
social inclination toward monetary gain instead of
commitment to academia. In line with this study
conclusion, it can be inferred from the literature
that cultural norms in academic medical settings
have a strong impact on faculty focus, directing
their attention away from the process of scholarly
advancement (33).

The other cultural barriers that challenged
development were resistance to change and
preference for working according to routine.
These trends echo the findings reported from
the Saudi Arabian context where resistance to
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innovation and risk-taking were identified as key
individual constraints to the faculty development
process (31). These tendencies can be viewed as
the patterns that arise from fixed professional
norms, which value steadiness over innovation
and discourage the use of new learning methods
and development opportunities. Interpersonal
characteristics, such as individualism and
professional jealousy, negatively influenced the
development of collaboration and communities
of practice. The findings regarding the impact
of interpersonal behaviors on the process of
faculty development correspond to the results of
the scoping reviews indicating that the presence
of collaborative culture and peer networks is of
paramount importance for successful progress
in faculty development in the field of medical
education (34).

The “professional jealousy” we have
detected is actually seen as a kind of envy with
a negative meaning, which is characterized by
various actions against the person, a colleague,
in order to prevent his or her rise. Busari has
recently pointed to the destructive consequences
of malicious envy that may exist in the field of
medicine, saying it can result in damaging one’s
career and ruining various relationships within
the field. This view of the phenomenon proves
that the problem requires a more global approach,
which makes sense regarding the findings of
the research (35). Professional jealousy can be
thought of not merely as a relationship problem
but a cultural obstacle that leads to the corruption
of relationships.

These results are also corroborated by
Keshmiri, et al., who indicated inappropriate
contextual conditions as well as interactions
between individual and organizational factors
as major difficulties in clinical education
settings (36). In their work, the authors observe
that professional development and professional
identity cannot be separated from the environment
in which the clinical faculty works.

Our study identified the commercialization
of medicine as a significant cultural barrier. We
observed that many faculty members shifted
from an emphasis on patient care to the pursuit
of profit. The findings indicate that even when
clinical work significantly impacts income
generation, academic mission is not necessarily
weighed against clinical activities requiring
effort. Leverence and others pointed out that
the increase in salary based on productivity
and focus on clinical revenues can cause the
education and research to be jeopardized by
being negatively affected by clinical work without
appropriate acknowledgment of the value of
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academic endeavors (37). Participants in our
research mentioned that promoting the revenue-
generating activities contributes to the loss of
time dedicated to professional development and
that commercialization serves as another cultural
barrier to the development of the faculty.

Multidimensionality of Professional Development
Barriers

Research  revealed that professional
development presupposed several interconnected
components, including teaching, research,
clinical practice, and leadership, and different
barriers influenced them differently. Research
suffers mainly due to financial difficulties and
limited international support, which limits
attendance at conferences and the availability of
scientific resources. Teaching and educational
innovations are impacted mostly by heavy
clinical workload and interference from the
educational system, which reduces the time spent
on developing new courses. Access to resources
as well as infrastructural issues are common
for all areas, but they are experienced most in
clinical and research areas. Issues attributed to
culture, including individualism and professional
envy, mainly limit collaboration and impede
progress in leadership. These findings indicate
that approaches to supporting the professional
development of faculty members should consider
different components of their work instead of
relying on uniform approaches that work for
every component of their duties.
Integrating  Organizational —and  Cultural
Perspectives

The interplay between organizational
and cultural barriers suggests that faculty
development efforts are unlikely to succeed if
pursued in isolation. Structural modifications
alone remain insufficient without a
corresponding shift in the underlying culture.
Thus, the findings underscore the need for a
holistic approach that encompasses policy
reform, cultural alignment, and individual-
level support. Previous research suggests
that providing protected time for faculty
development can reduce workload-related
barriers and signal institutional commitment
to faculty development. In addition, it has been
proven that the creation of communities of
practice can facilitate collaboration and foster
commitment on a long-term basis, providing
answers to cultural and structural challenges
(34). This integrated approach recognizes
faculty development as both a systemic necessity
and a cultural endeavor.
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Figure 2. Conceptual of barriers to professional development among clinical faculty members.

Implications for Policy and Practice

The results of this research imply that leaders
in medical education should do the following:

* Reform the criteria for promotion in such
a way that quantitative outcomes are combined
with teaching abilities, mentoring functions, and
scientific work.

* Seek to develop the infrastructure to provide
teachers with access to resources, modern
technologies, and development opportunities.

* Encourage cultural changes, via leadership
behavior, recognition systems, and peer initiatives
that are designed to reduce routine-oriented work
and professional isolation.

* Create time for development, taking into
account working hours.

In this way, if systemic reforms are combined
with the cultural background, it is possible to
create an environment where development is seen
as essential (Figure 2).

Limitation

This research has some limitations, which
may affect how the results are interpreted. The
first limitation is that certain faculty members
hesitated to disclose the challenges facing their

J Adv Med Educ Prof. October 2026, Vol 14 No 4

organizations due to fear of potential repercussions
in their workplace. Furthermore, since our
sample consisted of only one full professor and
four associate professors, our findings may not
depict the experiences of senior members of the
faculty fully. Further research should focus on
involving more senior faculty members in the
research in order to get their views on the barriers
to professional development.

Second, the interviews took place during an
economically unstable period in the nation, which
may have had an impact on the participants’
tendency to consider cost issues more important
than any other types of organizational and
cultural issues. Hence, some challenges might not
be mentioned because they were overshadowed
by particular circumstances. Third, even though
the participants referred to mobility hindrances,
they were not evaluated systematically in the
interview. Future research could focus on
sabbatical policies, restrictions on conference
participation, and limitations on international
collaborations. Finally, since this study was based
exclusively on qualitative data from a single
institution, the findings may not be generalizable
to other universities or contexts.
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Conclusion

The current investigation has examined
different cultural and organizational constraints
that obstruct the development of medical faculty.
The results showed that organizational barriers,
in the form of poor salaries, lack of adequate
support from the administration, huge workload,
and the strict regulations related to promotional
processes, as well as cultural constraints like
commercialization of medicine, reluctance for
changes, and individualistic culture, oppose the
development of faculty members.

In addition to the barriers which are often
reported, there are no supportive measures
for international involvement, and there is low
motivation and lack of resources. The results
could be connected to some general conditions
in the Iranian academic milieu which include
economic constraints and limitations in current
international academic activities.

The environment of teaching hospitals creates
a framework in which the complexity of various
problems can be expressed. Members of the
faculty have to cope with the problems created
by heavy clinical workloads and educational
and research demands that come into being at
the same time. The necessity of implementing
targeted solutions is illustrated by the conditions
of this setting.

The multidimensional nature of barriers
to professional development means that
interventions should be adapted for each
dimension, rather than employing a one-size-fits-
all approach. The strategies that can mitigate
existing barriers to professional development
include providing enough time for engagement
in development activities, promotion of areas of
practice, and change in the promotion criteria
with more emphasis on quality of teaching and
development.

This study has important implications for
policy as it underscores the need for re-thinking
promotion criteria, investing in infrastructure and
support units, and advocating for cultural change
through leadership modeling and networking.
In conclusion, the aim is to create a culture
in teaching hospitals in which professional
development is viewed as an important part of
academic identity and the success of institutions,
making professional development an integral part
of academic institutions.
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