
 1 

 The MBChB Programme at the University of Aberdeen 1945-2024 

 

Introduction 

This account of the teaching of undergraduate medicine at the University of Aberdeen during the 

second half of the 20th century up until 2024 was written by Professors John Simpson, Hamish 

McKenzie and Rona Patey. These three individuals had successively been “in charge” of the MBChB 

programme from the late 1980s onwards. 

 

The Six Year Programme 1945-1960s 

For many decades until the late 1960s, the medical programme in Aberdeen lasted for six years, 

each of three terms. Historically the programme was heavily orientated towards didactic teaching. 

Students were presented with material predominantly in lectures, although small group tutorials 

and practical sessions did allow some discussion and clarification of content. Only in the clinical 

years were there beginnings of coordination across disciplines and problem orientation in the form 

of clinical cases, where students learned to integrate their knowledge and skills. The first year 

comprised a “premedical year” of science - Chemistry, Physics, Zoology and Botany - taught at 

Marischal and King’s Colleges. Library accommodation was available at both King’s College (the 

current King’s College Centre) and Marischal College (immediately above the arch on the front 

façade). At the end of the first year there were “Professional” or “Degree” Examinations in these 

subjects, with a pass in each required for progression to the next year. 

 

The next five terms, comprising Year 2 and Year 3 until Easter, involved the preclinical sciences viz. 

Anatomy, Physiology and Biochemistry (the latter including statistics) all taught at Marischal College. 

The Anatomy Department (“the Drain”), was accessed down a covered staircase at the NE corner of 

the quadrangle, and comprised a lecture theatre, the large dissection room, and several other 

practical classrooms, along with a museum, storage space for the cadavers and a small X-ray unit. 

Anatomy teaching included Histology and Embryology, with microscopy sessions in the former.  The 

Physiology Department was situated on the top floors at the front of Marischal College facing Broad 

St, while Biochemistry occupied much of the north wing.  

 

The Anatomy dissection programme, running across Years 2 and the first two terms of 3, involved six 

students sharing each cadaver, three from each of second and third year, the separate years 

studying different parts of the body. There were also practical classes in Physiology and 

Biochemistry. 

 

At the end of the five terms i.e. before the Easter Holidays in Year 3, the “Second Professional 

Examinations” in Anatomy, Physiology and Biochemistry (including statistics) took place. These 

examinations were the major hurdle for progression in the entire six year MBChB programme, with 

more students leaving at this point than anywhere else. The policy for repeat years in the 

programme was ill-defined, but a few students, with “near misses” in the first two Professional 

Exams, were allowed to repeat the year, but most who failed the Second Professional left the 

programme. Some students were allowed to resit exams as “external” candidates; they had to study 

independently and were not allowed to attend teaching. Almost all students who passed the Second 



 2 

Professional eventually graduated.  The Professional Examinations usually took place at Marischal 

College in the Mitchell Hall or Portrait Gallery and rarely at the Elphinstone Hall at King’s College. 

 

 

In the third term of Year 3, teaching moved to the Foresterhill campus with introductions to 

Pathology, Microbiology and to Clinical Method (history taking and clinical examination taught at the 

bedside). There were also early attempts at more coordinated teaching with pathophysiological 

sessions involving both preclinical and clinical staff. A large practical classroom on the north side of 

the Medical School (now known as the Polwarth building) was used for practical laboratory sessions: 

for Pathology, there were facilities for microscopic examination of diseased tissues, while the basics 

of microscopy, culture and sensitivity testing were taught in Bacteriology. At the medical school, 

there were two lecture theatres, the larger on the first floor north mezzanine, the smaller in the 

south wing of the first floor. The library was situated at the west end of the ground floor and was 

little more than a large reading room, with all the periodical stacks still at Marischal College. 

 

Teaching in Year 4 involved lectures in Systemic Pathology, Bacteriology (including Virology and 

Parasitology) and Materia Medica (Pharmacology and Therapeutics) along with significant amounts 

of Medicine and Surgery. During that year, the amount of clinical bedside teaching – mainly at 

Aberdeen Royal Infirmary (ARI), but occasionally at Woodend, increased with initially 2 and latterly 4 

ward sessions a week each lasting about two hours: during the first hour students in pairs were 

required to take a history from and perform a clinical examination on a patient, with the second 

hour used to discuss one of these cases with the whole group working with a clinical tutor. Most of 

the clinical teaching was done in medical wards. Four days a week the class attended the raked 

theatre in the Mortuary for postmortem teaching and there were tutorials in Pathology, 

Pharmacology and Therapeutics. The third “Professional Examination” in Pathology, Bacteriology 

and Materia Medica took place at the end of Year 4. 

 

In Year 5, lectures continued in Medicine and Surgery with the addition of Obstetrics and 

Gynaecology, Child Health, Mental Health, Social Medicine and Forensic Medicine. Social (now 

Community) Medicine included external industrial medicine visits, e.g. to a coal mine in Fife and 

Lawson’s of Dyce (mainly bacon and sausage production). Some of the clinical teaching now also 

took place at the City Hospital and there was more at Woodend Hospital, including for specialties 

like Ophthalmology and Thoracic Surgery. At the end of Year 5 the “Professional Examinations” were 

in Social Medicine and Forensic Medicine. 

 

Year 6 was largely clinical, with just a few lectures. Students were attached to Medical and Surgical 

wards for whole terms, with shorter blocks in Paediatrics, Obstetrics and Gynaecology and Mental 

health. A few students had attachments in Dumfries. In Obstetrics and Gynaecology, students were 

expected to each deliver six babies, although few reached that total (competition from student 

midwives): those deliveries took place not just at the Maternity Hospital, but also Woodend and at 

several maternity homes situated across the city, with students staying in the Foresterhill Student 

Residence during their O&G block. Students also arranged for themselves a rather informal 2 week 

General Practice attachment. The final “Professional” (written and clinical) examinations at the end 

of Year 6 were in Medicine (including Child Health), Surgery and Obstetrics and Gynaecology (at that 

time there were no Professional Examinations in Mental Health or General Practice). 
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Individual departments were responsible for Professional Examinations in their own specialty. 

Course content and examinations in undergraduate medicine in all UK medical schools during this 

period were broadly specified by the General Medical Council, which was then, as now, responsible 

for “recognising” (essentially certifying) each medical school’s degree. In 1953, a one year 

Preregistration House Officer post (usually 6 months Medicine and 6 months Surgery) was 

introduced post graduation before the receipt of full GMC registration. 

 

In the 20 years after the end of the Second World War, there were usually around 60 to 80 students 

in each medical intake. The number was higher immediately postwar, because of demobilisation. 

The first intake of more than 100 students was in the mid 1960s and numbers gradually increased to 

around 120 by the middle 1970s and to 150 by the early 1990s. During this time, about one third of 

the intake came from the North of Scotland, one third from the rest of Scotland and the others from 

the rest of the UK or overseas. During the late 1950s and 1960s there was also a cohort of students 

from Norway, which at the time did not produce enough doctors of its own. Entrants also came from 

a variety of other countries, particularly those in the Commonwealth, who had either little or no 

opportunity to study medicine at home, though the policies for the entry of non-UK students were 

ill-defined. 

 

 

 

The Five Year Programme 1960 -1995 

In 1957, the GMC began to relax a modicum of control, actively encouraging medical schools to 

undertake educational experiments.  The major recommendations were to “instruct less and 

educate more”, to introduce GP experience, ethics teaching, and an understanding of the role of 

clinical trials. The requirement to dissect a whole body in anatomy was removed.  This set the scene 

for a faculty wide curricular review in the 1960s in Aberdeen which resulted in some radical changes 

to the programme, although their implementation took almost a decade to achieve. 

 

Several factors were considered in making the recommended changes, viz. the development of the 

welfare state, the ageing population, new scientific developments, and the changes in the natural 

history and prevalence of disease. The review recognised the increasing complexity of medicine but 

tried to resist increasing curricular content. Indeed, it was decided to reduce the whole programme 

to 5 years by removing the first premedical year and ensuring a final year free of formal teaching to 

allow long clinical blocks. Importantly, the final written examinations were now positioned at the 

end of Year 4, allowing a much more “Professional and Clinical” take to the final year. Two elective 

(student-selected) courses, one clinical and one involving a project (the first in the UK, where most 

electives were simple clinical attachments until the 1990s) were introduced into final year. Some 

students, who were judged to require more time to develop their skills and knowledge, undertook a 

directed elective in their weak subject.  

 

At the same time, the first systems-based, coordinated lecture course in medicine in the UK brought 

together all third-year subjects. The practice of allowing students multiple retakes of examinations 

was ended.  The review also recommended the establishment of a Department of General Practice. 
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The final decision made at that time was to set up a Curriculum Committee, comprising staff drawn 

from departments across all years of the programme to manage the changes. It was suggested that 

the Committee would disband once the changes were complete. In fact, it remained in existence to 

oversee the entire MBChB programme, although its effectiveness was limited given that the 

essential effectors for change were still the individual departments with their own particular 

interests.     

 

The removal of formal teaching in the final year in the early 1970s allowed the start of what has 

become the University’s Inverness clinical campus, now such an important part of the Aberdeen 

programme. A residence was built there to accommodate students, most of whom spent one term 

during their whole programme in Inverness. 

 

In 1968, an intercalated BMedBiol year was introduced (initially in Pathology) and allowed 

academically more successful students extra experience and research time in one major discipline, 

usually a laboratory based clinical subject. Such students left the MBChB programme at the end of 

their first term at Foresterhill, before rejoining at the beginning of the subsequent third year. 

 

After their 1957 “recommendations”, the GMC continued to release periodic comments on what 

was happening in the UK medical schools. These tended to be rather general, although usually they 

noted the gradual increase in curricular content as medical and clinical science progressed. Despite 

the pressures on time, the early 1990s did see the introduction in Aberdeen of both a specific 

Communication Skills course and the development of a Medi-Cal Unit to help introduce students to 

computer-assisted learning, initially in a computer lab developed in part of the old medical museum.   

 

Tomorrow’s Doctors and the 1995 Curriculum 

The first “Tomorrow’s Doctors” was published by the GMC in 1993 (TD1) and revolutionised the 

approach to undergraduate medical education in the UK, with knock on effects worldwide.  

The result was a major re-evaluation of undergraduate medical education, though many of the ideas 

therein did not appear de novo, but rather reflected changes that were already taking place in some 

medical schools. Perhaps the major recommendation in “Tomorrow’s Doctors” was the concept of a 

core curriculum which defined the skills and knowledge required of all new graduates at pre-

registration stage, and a recognition that this was distinct from the future requirements of specialist 

training as a post graduate. The GMC also wanted the development of “options” which the students 

could choose for themselves, viz. Special Study Modules (SSMs), to allow all students to study areas 

of particular interest in more detail. It was suggested that these occupy some 20% of curricular time. 

The well-established Aberdeen final year project-based elective was in fact the model which 

persuaded the GMC to require “options” nationally. With all medical schools grappling with the 

changes required, Professor John Simpson was instrumental in bringing together representatives 

from all Scottish Medical schools to form the Scottish Dean’s Medical Curriculum Group (SDMCG) 

and share experiences.  This group developed and published outcomes for undergraduate medical 

education in 2000 (“The Scottish Doctor”) which were very influential worldwide.  The important 

change in educational approach was the recognition that curriculum design should be “top down”, 

starting with the desired final outcomes, rather than the “accidental” sum of independent 

department-led courses.      
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In response to TD1, a new curriculum was introduced in Aberdeen in 1995 led by Professor Simpson. 

At the time there was considerable discussion in the educational literature and across the UK on the 

value of a problem-based learning (PBL) approach, but the Aberdeen team decided against a PBL 

programme, instead selecting a system-based model developed from the co-ordinated lecture 

course that already ran in year 3 of the programme. 

 

In addition to the core-options model indicated by “Tomorrow’s Doctors”, the Aberdeen team had 

the following in mind during the development process: to increase coordination between disciplines 

as much as possible, including the use of integrated examinations; to allow students earlier clinical 

exposure: to expose students to as many aspects of hospital medicine and medicine in the 

community as possible; to enhance clinical and communication skills; to recognise that different 

students have differently learning styles; to replace the BMedBiol with a  BSc (Med Sci); to improve 

student support; to regularise the central management and administration of the MBChB.  

 

To create room for these changes, formal teaching in the programme was reduced overall by a third, 

more than the GMC had suggested, to allow space throughout the five years for student options. 

More emphasis was placed on early teaching and learning of communication and clinical skills, with 

the creation of a Clinical Skills Centre and the development of a “simulated patient” programme 

using trained local volunteers. The use of computer assisted learning was expanded and learning 

guides were provided for each section of the programme which detailed the core learning outcomes. 

Clinical teaching, largely ward based until then, was expanded to include core placements in General 

Practice and to allow students more clinical contact earlier in the programme. A new Community 

Course, based in General Practices, allowed the development of teaching in broader aspects of 

Community Medicine.     

 

With clinical specialisation, the hospitals were themselves developing more specialised units, so 

clinical attachments were altered accordingly; this included Raigmore Hospital in Inverness which 

became a significant teaching centre in the senior years of the programme. Teaching has 

opportunity costs for the NHS in terms of time and requires extra student accommodation and 

facilities. In recognition of this, the Scottish Government introduced ACT (Additional Costs of 

Teaching) funding directly to Health Boards in 1977. ACT funding contributed substantially to the 

increased staffing and specialisation required in Inverness for this increased teaching load. At the 

same time, other clinical units throughout the North of Scotland were incorporated into the final 

year clinical attachments. Collaboration between the NHS and the University was further developed 

by the setting up of “Tutelage” groups for each area. These were formalised committees with NHS 

and Medical school representation which ensured effective communication and review of teaching 

quality.  

 

Responsibility for these changes was delegated to a newly developed Curriculum Steering Group on 

behalf of the Curriculum Committee (both chaired by Professor Simpson). Members of this group 

were chosen not as departmental representatives, but for their specific talents and interest in 

Medical Education. Individual Departments no longer “owned” courses, so an MBChB Office with 

dedicated administrative and secretarial staffing was established to organise teaching and 

assessment centrally, with academics appointed as individual Phase Co-Ordinators for the four major 

sections of the programme. This was a time of wider managerial and organisational change in what 
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was then the Faculty of Medicine, partly due to the UK wide Research Assessment Exercise and its 

potential impact on University reputation and income.  Under the Dean, Professor Graeme Catto, 

overall administrative and budgetary power was centralised in the Faculty rather than with 

individual departments. As a result, the remit and role of Heads of Departments was considerably 

reduced. In terms of the MBChB programme, the Curriculum Steering Group was essentially free to 

explore, suggest and implement the whole undergraduate programme, with its own executive and 

administration to support and manage it.      

 

This new programme was introduced for the cohort of medical students entering university in 1995 

and graduating from 2000 onwards.  The programme comprised - 

 

Phase I (Year 1) - preclinical science teaching at Marischal College. After an initial introduction to 

basic scientific principles (Cells and Molecules, Tissues and Organs), the teaching was largely systems 

based. The Community Course commenced as small group teaching in General Practices, supported 

by GP ACT. 

 

Phase II (Year 2 and the first two terms of Year 3) – at Foresterhill, ward-based teaching introduced 

students to history taking and clinical examination, with some skills taught in the Clinical Skills 

Centre along with formal communication skills teaching. The lecture-based clinical course ran in 

parallel, organised by bodily systems after an initial introduction to the Principles of Disease (largely 

Laboratory Medicine specialties). Objective Structured Clinical Examinations (OSCEs) were 

introduced for the first time in Aberdeen at this stage. The Community Course which had started in 

Phase I also continued through Phase II.  

 

Phase III (last term of Year 3 and all of Year 4) – there were no further whole class lectures and 

students in small groups followed an elaborate clinical rotation through almost every specialty. This 

phase comprised nine five week specialty blocks, with rotations in small groups running in parallel at 

Raigmore Hospital in Inverness, and each student spending two blocks in Inverness. The final written 

examinations in the programme remained at the end of year 4, along with an OSCE. 

 

Phase IV (Year 5) - three seven-week long clinical apprenticeship-type attachments to a clinical unit 

(one “Medical”, one “Surgical” which included Obstetrics and Gynaecology and one “Community” 

(GP/Mental Health)).  Most clinical block teaching took place in Aberdeen and Inverness, but there 

were also now opportunities in the Northern and Western Isles, Fort William and Elgin, while 

General Practices throughout the north of Scotland and the islands were involved.  A project based 

medical elective was retained along with a new 8 week paramedical elective (see below), which was 

placed immediately before the Christmas break.  The OSCE at the end of Phase IV was the final 

assessment before graduation.  

 

To address the student option component of the TD1 blueprint, four-week long SSMs were 

developed, one in each of the first three Phases of the curriculum, with students working in groups 

to research a choice of topic within a theme.  Notably, an 8 week paramedical elective was 

introduced in final year in addition to the existing project based clinical elective. This would allow 

students a variety of subject choice outside the main medical programme, e.g. IT, complementary 

medicine, medical humanities. 
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Students were unable to progress from one Phase to the next without passing all assessments and 

were normally limited to one repeat year.  A Student Progress Committee was set up to oversee this 

process and consider any cases where exceptional circumstances should be considered. 

 

   

International Medical University 

In the 1990s, a private medical college – the International Medical College (IMC) – the first in 

Southeast Asia - was established in Kuala Lumpur, Malaysia. At that time, Malaysia had only three  

medical schools so many Malaysian students studied overseas, often on government scholarships. 

The plan for this new venture was for students to spend the early years of the medical programme in 

Malaysia and then move to an overseas partner school for the senior clinical years, and for them to 

graduate with a degree from that overseas university.  Aberdeen was one of a number of UK medical 

schools, together with others from Ireland, Australasia and the USA, which joined the scheme.  

 

With UK Government approval for the scheme, Aberdeen received its first cohort of 15 IMU students 

into the latter part of year 3 of the Aberdeen programme in 1997: they graduated in 1999. This long 

lasting IMU partnership continues with Aberdeen and many other schools across the world.  

 

2000-2009 

Professor Hamish McKenzie took over leadership of the Aberdeen programme in 2000 and was 

supported by Dr Christine Kay, who took on a new executive role within the Faculty Office.  An 

important innovation in 1999 was the establishment of three training posts for Clinical Teaching 

Fellows, supported by the Postgraduate Deanery and ACT funding. The posts allowed junior doctors 

from any specialty training programme to spend up to two years working part-time in Medical 

Education. The aim was to professionalise education by allowing them to study educational 

principles, undertake educational research and gain teaching experience. From 2000 onwards 

Medical Education research became a growing area of expertise in Aberdeen, with the Teaching 

Fellows supported by Dr Jen Cleland (later Professor Jen Cleland), a Clinical Psychologist and Lecturer 

in the Department of General Practice.  The Teaching Fellow scheme was extremely successful and 

led to similar initiatives in Scotland and beyond. These attachments have produced a large cohort of 

trainees with educational experience and many former teaching fellows are now in senior 

educational roles at Consultant or Professorial level. This has all contributed to the 

professionalisation of Medical Education and increased recognition of its importance, both in terms 

of improving the student experience and in providing career opportunities for academics with an 

educational interest.    A four month Junior Teaching Fellow attachment was later initiated as part of 

the two-year Foundation Programme, which was itself introduced in 2005 to form the first stage of 

postgraduate training. The Foundation Programme extended the pre-registration period for new 

graduates to two years and comprised a wide range of 6 x 4 month programmes, co-ordinated in 

Scotland by NHS Education (NES).   Applications for the Foundation Programme were co-ordinated at 

national level and so movement of graduates around the country and into other parts of the UK for 

their pre-registration years became much more common, with fewer Aberdeen graduates staying in 

Northeast Scotland.   
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 A major innovation in 2006 was the introduction of a Remote and Rural Option, to be taken by 

selected students across Phases III and IV, in recognition of the increasing difficulty of providing 

healthcare across the Highlands and Islands. This option was based on the Inverness campus and 

coordinated by Professor Malcolm Laing, the Director of Teaching in Inverness. Students were 

invited to apply for selection and had to demonstrate an interest and commitment to remote and 

rural healthcare, and to show that they had performed well academically to date. This latter decision 

was in recognition of potential challenges for students who might not have easy access to central 

support during their studies. The first cohort of 15 students began their remote and rural option in 

2006. While Inverness was the home base, attachments employed the Western Isles Hospital in 

Stornoway, Wick General Hospital, Gilbert Bain Hospital in Shetland and a combination of hospital 

and GP attachments in Orkney.  

 

 

In 2008 there were two important changes to the structure of the School of Medicine.  To address 

the major problems of dental provision in the North of Scotland, the Scottish Government decided 

to establish a Dental School in Aberdeen. A four-year graduate entry BDS programme was developed 

in Aberdeen with students undergoing outreach placements in their final year in the Western Isles 

and Moray. Teaching was to be based in a new purpose-built dental school on the Foresterhill 

campus.  The first cohort of 15 students, increasing to 20 in subsequent years, started in 2008. 

Initially, the degree was jointly conferred with the University of Dundee, since the programme 

required approval once completed by the General Dental Council. 

 

There was also a major re-organisation within the School of Medicine, which changed from 13 

academic clinical departments to three Divisions. The Division of Medical and Dental Education 

(DMDE) came into being on 1st August 2008 as part of what was now the School of Medicine and 

Dentistry. The other two divisions covered “wet” (laboratory-based) research (Division of Applied 

Medicine) and “dry” (public and community health) research (Division of Applied Health Sciences).  

The DMDE, led by Professor McKenzie, was responsible for the academic design and delivery of all 

the undergraduate teaching programmes in the school, viz. the MBChB and its associated 

intercalated BSc (Med Sci), the graduate entry BDS programme and the BSc Health Sciences. It was 

responsible for the underpinning philosophy behind these programmes as well as the delivery of 

their teaching, assessment and evaluation. Academic colleagues in the two research divisions still 

contributed to teaching, but for the first time, those who specialised in education as their major 

academic role were recognised for their contribution and assigned to DMDE. The DMDE promoted 

educational research and staff development activities to ensure that teaching programmes 

continued to be modern, innovative and effective. 

 

With the centralisation of the responsibility for curricular development and delivery within DMDE, it 

became important that there was review and governance of that responsibility at a higher level. This 

was achieved by the formation of a School Teaching and Learning Committee which had 

membership from all areas of the School of Medicine and Dentistry, including the Research Divisions.  

This allowed “ownership” of teaching at school level with reporting upwards from DMDE. 
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The 2009 MB ChB Curriculum 

The 1995 curriculum continued successfully throughout the 2000s with continuous review and 

improvement.  Assessment was a major focus, with the development of OSCEs, standard setting and 

statistical analysis of question performance in exams.  Standard setting attempts to define the 

minimum level of knowledge or performance that is acceptable for a candidate at the fail/pass 

interface. Other issues of question validity and discriminatory ability became part of routine analysis.    

This work reflected a growing interest in the statistical analysis of question performance in the 

medical education literature at the time.   Another important feature of this period was the 

expansion of the Medi-CAL unit, led by Dr Neil Hamilton.  Rapid advances in IT capability allowed the 

development of computer learning packages and online assessment tools.        

 

The teaching facilities at Aberdeen had always been divided between the clinical campus at 

Foresterhill and “basic sciences” at Marischal or sometimes King’s College. By the beginning of the 

21st century, the Anatomy facilities at Marischal College were becoming increasingly difficult to 

maintain and it was clear that a modern facility was required. At the same time, Clinical Skills 

teaching was rapidly developing using models and computer-based technology. Early year students 

were also learning the basics of history taking and examination with the help of simulated patients, 

volunteers who give their time to role play or be examined. Non ward-based Clinical Skills teaching 

and the simulated patient programme had begun under Dr Kath Greaves and Professor Rona Patey 

in 1997 in temporary accommodation, but it soon became clear that purpose-built accommodation 

was required. All these pressures led to the planning and development, in partnership with NHS 

Grampian, of the Suttie Centre for Teaching and Learning in Healthcare, which opened in September 

2009. This provided for the first time a unified hub for all healthcare education, both University and 

NHS, and provided a spiritual home for medical students from year 1 onwards, i.e. their “medical 

school”. 

 

In the two decades following the publication of the first “Tomorrow’s Doctors” in 1993 (TD1), there 

had been step changes in the modernisation and professionalisation of Medical Education. There 

were also changes in clinical practice and on the demands on doctors in the workplace. This, 

together with the opportunities to be provided by the new Suttie Centre, led to a review of the 1995 

curriculum led by Professor McKenzie.  The new curriculum anticipated the publication of the new 

outcome based “Tomorrow’s Doctors” by the GMC in 2009 (TD3), which itself was heavily influenced 

by “The Scottish Doctor” published 9 years earlier.  The co-location of Anatomy and Clinical Skills 

allowed integration of preclinical science and medical teaching by merging the previous Phases 1 

and II. Previously science teaching, lecture-based medical teaching and ward-based clinical teaching 

for each system had been delivered independently at different times in the curriculum, but these 

were now co-timeous. After an initial introduction to Principles of Disease at the start of Year 1 

(essentially the basics of Pathology, Microbiology and Clinical Chemistry), first year students then 

learned and practised history taking and examination skills for the Respiratory then Cardiovascular 

systems, alongside teaching on the basic Anatomy, Physiology and Biochemistry relevant to these 

systems. Online Case Based Learning was introduced for each system to help illustrate principles. 

Phases were replaced by reference to Year of study and integrated systems teaching was spread 

across Years 1 – 3 (till Easter). Under the leadership of Professor Patey and with the support of ACT 

funding, a major programme of basic clinical skills teaching for each system, incorporating 

communication, examination and procedural skills, and whole body simulation, was developed and 
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run in the Suttie Centre. This ensured that all students had the same learning experience in the early 

years and were well prepared for future ward attachments. The early introduction to clinical contact 

was hugely valued by students and Clinical Skills tutors had the opportunity to get to know students 

and mentor them over the first three years of the programme.  

 

During the review, it became clear that, while the Paramedical Elective block in final year was 

generally appreciated by students, final year was not the ideal time for it. Students could become 

anxious about their lack of clinical exposure at a time when they were preparing for finals and the 

Foundation Years.   As a result, the 8 week Paramedical Elective was moved from final year to Year 3 

as a 6 week block before Christmas and re-purposed by Dr David Smith as “Medical Humanities”. 

This block has been further developed under the leadership of Dr Leanne Bodkin and is an important 

feature of the Aberdeen MBChB, giving students the chance to broaden their horizons, often 

working alongside non-medical students in Old Aberdeen. The choice of course is wide including 

topics such as Creative Writing and Medicine, Fine Art and Medicine, Mindfulness and Medicine, 

History of Medicine, Languages (e.g. French, Spanish, Gaelic). Students can also undertake an 

intercalated BSc Medical Humanities. An important consequence of the change in timing of the 

Paramedical Elective was that there was more time in final year – clinical attachments were 

extended from 7 to 8 weeks and a new 4 week Professional Practice Block was introduced before the 

finals. This covered professional and workplace topics – e.g. Death Certification, Ethical Practice etc.  

and was designed to ensure that students were prepared for the transition to Foundation Doctor.   

The first cohort to enter this new curriculum were welcomed to the Suttie Centre in September 2009 

and graduated from the summer of 2014 onwards. 

 

2010-2024 

University Changes 

Professor Patey was appointed Head of DMDE in 2011 and took over leadership of the MBChB 

programme and responsibility for governance of all undergraduate educational matters in the then 

School of Medicine and Dentistry. The appointment of Professor Cleland to the newly established 

John Simpson Chair in Medical Education Research in 2011 had consolidated and expanded 

educational research activity, placing Aberdeen at the forefront of Medical Education in the UK. In 

2017 the Centre for Health Education Research and Innovation (CHERI) was launched. Led by 

Professor Cleland, this put Medical Education research on a par with disciplinary research in the 

research divisions.  

 

The University abolished its College structure and in 2015 created an expanded School of Medicine, 

Medical Sciences and Nutrition (SMMSN) by amalgamating Medicine, Dentistry, Medical Sciences 

and the Rowett Institute of Nutrition. Divisions were renamed as “Institutes” and SMMSN was 

organised into 4 Institutes - the Rowett (nutrition), Applied Health Sciences (“dry research”), Medical 

Sciences (“wet research”) and Education, with a 5th Dental Institute developed in 2017 when that 

programme had become fully established. The resulting Institute of Education in Healthcare and 

Medical Sciences (IEHMS) continued the responsibilities held by DMDE but also expanded to include 

governance and representation at University level for all education matters within the School. The 

Director of IEHMS, Professor Patey, became the School Director of Education and held this position 

until her retirement in 2024 when she was succeeded by Professor Colin Lumsden. At the same time 

Dr Wendy Watson, who like Professor Denison had been a Teaching Fellow during her training, took 
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over the role of MBChB lead from Professor Lumsden.  At the time of writing, the IEHMS manages 

more than 120 academic staff who together with colleagues across other Institutes ensure the 

delivery of education to more than 3000 students per year.  

 

 

Curricular Development 

Over this period, the principle that Clinical Skills should be taught and practised in a simulated 

environment prior to students undertaking these on real patients was fully realised. This approach 

had benefits for patients and students, building their skill and confidence before practise on an 

unwell patient. The development of the Clinical Skills Centre with more sophisticated training 

models and simulators was key, along with the expansion of the Patient Partner programme 

(formerly Simulated Patient Programme). There were now approximately 200 volunteers supporting 

students in learning the relevant examination and communication skills in each body system. 

Learning with whole body computerised simulators was now delivered in every year of the 

curriculum, with students practising the management of complex clinical scenarios. The 

development of technology was also important in the delivery of Anatomy teaching. Students still 

learned from cadaveric material, but this was now prosected for them to review. Clinical anatomy 

teaching was supported by the use of 3D interactive digital body models. Senior students supported 

the learning of more junior students in Anatomy as well as in other subject areas through a thriving 

Peer Assisted Learning scheme and Student Society.   

 

Students were able to enhance their understanding and development of team working and 

leadership skills as part of a longitudinal patient safety theme. This theme was developed as 

healthcare systems turned to safety science in response to the recognition at the turn of the 20th 

century that human error and systems failure were a leading cause of mortality and morbidity. 

Working collaboratively with Professor Rhona Flin and colleagues from the School of Psychology, the 

Aberdeen MBChB programme was awarded funds from the new National Patient Safety Foundation 

to develop the first UK core curriculum module to teach students to about human error and patient 

safety. The curriculum now has human factors and safety content embedded throughout with a 

Senior Clinical Lecturer in Human Factors and Patient Safety. 

 

The year 4 specialty rotation (formerly Phase III) had remained unchanged since it was introduced as 

part of the 1995 curriculum.  Following a review led by former Teaching Fellow Professor Alan 

Denison, then MBChB programme co-ordinator, the year was re-designed to focus on patient 

pathways, each often requiring input of multiple professions and specialties.  The change also 

responded to concerns from both students and faculty that they moved specialty placements so 

often that they didn’t get known by teams. The new Year 4 curriculum was fully implemented in 

2020 with seven 6-week placements.  

 

Development of the intercalated degree option was undertaken so that students could apply to 

undertake this after either Year 3 or Year 4. If they had completed Year 4 or were graduate entrants 

to medicine, they could consider undertaking a taught master’s programme. Up to one third of 

intercalating students now take this option choosing master’s programmes such as Public Health, 

Global Health, Health Economics or Medical Imaging.  
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GMC guidance  

GMC guidance has continued to develop following the initial series of Tomorrow’s Doctors 

publications. Three areas which have influenced development in the Aberdeen programme are 

described in this section. 

 

Student Support 

The Aberdeen Regent scheme has run successfully for decades and allocates each student with a 

named member of staff who is accessible as a mentor and who is able to provide support in times of 

difficulty.  Further guidance from the GMC on supporting students with mental health problems was 

issued in 2013, updated in 2021. There was also guidance from the GMC and the Medical Schools 

Council (MSC) on supporting students with disability.   In response to this guidance a school support 

team was established, with particular understanding of the support needs of medical students, and 

complementary to the Central University student support services. In 2024, with NHS Grampian ACT 

funding support, the Medical School started comprehensive mapping of accessibility across all 

clinical placement areas to support students with disabilities.  

 

Fitness to practise and registration with the GMC 

In 2008, the GMC published guidance entitled “Medical Students: Professional Behaviour and Fitness 

to Practise”. Updates to the guidance gave detail on the types of conduct issues which could bring 

fitness to practise into question and in 2024 the guidance was expanded into two documents: 

“Achieving Good Medical Practice” and “Professional behaviour and Fitness to Practise”. In Scotland, 

the GMC began meeting with students in Years 1, 3 and 5, delivering information on the role of the 

regulator, professionalism and the concepts of fitness to practise.  Around this time the application 

for provisional GMC registration moved to the first half of final year. This required students to make 

a declaration on any issues that could raise a question about fitness to practise and the earlier 

application allowed the GMC time to explore any issues that raised concern.  

 

The UK Medical Licensing Assessment  

From 2024, all UK students graduating and eligible to apply to enter the GMC medical register were 

required to complete the UK Medical Licensing Assessment (MLA). In Aberdeen, the two 

components of the MLA were incorporated into the existing assessment framework. The Applied 

Knowledge Test (AKT) component is incorporated in the final major written assessments at the end 

of Year 4 and the Clinical Professional Assessment is the final year OSCE.  A national question bank 

for the AKT was established and online delivery of the assessment is overseen by the Medical 

Schools Council Assessment Alliance and the GMC.  The quality of assessment processes has been a 

major area for educational research over the decades and complex statistical analysis of question 

performance and validity is now expected of all medical schools. The appointment of a 

psychometrician in February 2020 to supervise this process was a major advance.     
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Scottish Government Directives 

 

Student Numbers 

In response to concerns about the future requirements of the healthcare system, UK governments 

began a major expansion in medical student numbers from 2018 onwards. The Scottish Government 

was particularly concerned about recruitment into General Practice (GP) and the need to widen 

access (WA) to medical careers. From 2016 to 2023 they steadily expanded the numbers of medical 

students, with competitive bidding from medical schools to respond to defined priorities.  

 

In Aberdeen this resulted in a rise in intake by over 40% from 168 in 2016 to 298 in 2023. To respond 

to the government priorities, core teaching in GP increased from year 1 with longer placements in 

the final years and additional options to gain GP experience introduced across the curriculum 

through SSMs. The Government provided ring fenced funding for WA student places and set a target 

that 20% of admissions should come from a WA background.  In addition, the Government called for 

proposals for 1 year long pre-medical programs for applicants from disadvantaged backgrounds. The 

University of Aberdeen award-winning Gateway to Medicine (G2M) programme, delivered 

collaboratively with the Northeast Scotland College, was successful in the competitive process and 

admitted its first students in 2017. Initially the programme was funded for 15 students and now has 

an intake of 30 per year. The overall intake target to the medical programme in Aberdeen 2023/24 

was 298, with 19 of these places allowed for overseas students. Over the years the gender ratio of 

students studying medicine in the UK has shifted from being predominantly male to 60% of those 

entering medical school in 2023/24 being female. Cohorts at the University of Aberdeen have 

followed the national trends with 64% of the 2025 intake being female.  

 

There have been many challenges in maintaining the standard of education with such increased 

numbers.  Online learning and imaginative use of IT has been important. Considerable work was 

required to secure high quality clinical placements for the increased numbers and this could not 

have been achieved without the support of partner health boards and GP practices.  

 

 

Covid-19 pandemic  

At the end of March 2020, all in-person higher education in the UK ceased as the country entered 

lockdown in response to the COVID-19 pandemic. A key concern, after ensuring safety, was how to 

effectively continue the education of healthcare students to meet the immediate need for 

healthcare professionals. 

 

Powers were granted to allow medical programmes to graduate their students early. In Aberdeen, 

final year medical students had completed all but four weeks of their clinical training. After quality 

assurance consultation, we systematically reviewed the multiple workplace-based assessments, 

supervisor feedback and previous assessment performance of each student. Students judged to be 

borderline underwent a structured online clinically focused viva. The analysis of the recently 

appointed psychometrician was extremely helpful in building confidence in the validity of the 

necessary changes that lockdown brought to assessment. Graduation had to be in absentia but an 

online ceremony was delivered.  These graduates then could work as ‘interim foundation doctors’ to 
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support the teams responding to the pandemic before they took up planned foundation programme 

places in August 2020. Towards the end of 2020, some of our medical students trained to help staff 

the university COVID-19 test centre under supervision.    

 

After the first lockdown, medical students could attend limited essential face-to-face teaching. They 

were trained in Covid protocols including the use of personal protective equipment (PPE). Priority for 

the limited clinical placements possible was given to year five and then year four students. 

Placements for each individual student took account of what had been missed during lockdown. To 

build placement capacity, but ensure social distancing, the standard student working day was 

extended to 0800-2000, including weekends and shift patterns were introduced.  

 

Year 1 to 3 students had limited clinical skills centre access. As no patient volunteers were 

permitted, a peer examination system incorporating PPE was developed. All lectures were recorded 

and delivered online, with online collaborative sessions for small group work.  Anatomy was 

delivered virtually and body donation temporarily ceased for infection control reasons.  

 

Year 4 and 5 students were provided with mini tablets as online learning rapidly became the medium 

for workplace-based assessments. New governance policies, led by healthcare IT teams in the North 

of Scotland, were written and approved to allow students to appropriately access online 

consultations with patients using these devices. 

 

Throughout the pandemic period, there was a significant range of new creative approaches and 

collaboration across the Medical Education community to ensure the continued graduation of 

doctors. Many of these were found to be helpful and have continued in some form since the 

pandemic; for example, the use of mini tablets for students to record their clinical activity and 

workplace assessments, as well as allowing remote access to multidisciplinary meetings and clinics.  

Students everywhere were becoming adept at virtual consultations.  

 

This was an extraordinary challenging time for students. The social isolation and anxiety experienced 

had major negative impacts on well-being, and students in senior years missed significant time in 

clinical placements, impacting on the confidence of some. Despite this, clinicians highlighted how 

well the students performed when they came back to clinical areas and did not report concern about 

graduates and their progress.  

 

Physician Associates 

Following a request from NHS Grampian, in 2011 a post graduate programme providing a pathway 

to a new healthcare professional called a “Physician Associate” was established. This type of 

healthcare professional is a successful member of the medical team in many countries across the 

world.  

 

An intense full time two year programme (90 weeks in all) was implemented. Initially the award was 

at Diploma level, but later it was recognised that the study more than met the requirements for a 

Masters award. The numbers entering the programme each year have remained small (up to 25) and 

predominantly come from a BSc background. There have been more than 150 graduates from the 

programme, who have become highly valued members of medical teams.  Concerns have been 
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expressed in the UK about the introduction of Physician Associates to the clinical team; issues raised 

include a lack of regulation and of clarity on post graduate career pathways, as well as inappropriate 

supervision and support. In response to this, the profession became regulated by the GMC in 

December 2024. It remains to be seen how this healthcare professional role develops in the future.  

 

 

Future Challenges 

Over the decades covered in this report, the Aberdeen MBChB has undergone many changes. A 

highly structured, didactic programme has changed to a more student-centred approach, with 

extensive use of IT technologies, Simulation and Patient Partners in the Clinical Skills Centre. 

Graduate learning outcomes are defined, and professionalism and patient safety are heavily 

featured. Assessment has become a specialist area with complex statistical analysis required. The 

delivery of healthcare continues to evolve, so educational approaches must keep pace with change. 

The Covid-19 pandemic is a key example of how teaching and learning can be adapted in response to 

the external environment.   

 

The investment into medical education research and scholarship at the University of Aberdeen, with 

the establishment of the Centre for Healthcare Education Research and Innovation, is key in our 

commitment to progress. The professionalisation of Medical Education as a career option with 

research opportunities has been gratifying to the authors. The University of Aberdeen ranked 1st in 

Medicine in the Guardian University Guide in both 2024 and 2025, so the efforts of everyone 

involved have been worthwhile!   
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