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CONTEXT Since the 1970s, the UK medical
student body has become increasingly diverse
in terms of gender, ethnicity and age, but not
in socio-economic background. This variance
may be linked to large differences in how indi-
vidual medical schools interpret and put into
practice widening participation (WP) policy.
However, attempts to theorise what happens
when policy enters practice are neglected in
medical education. We aimed to explore the
dynamics of policy enactment to give a novel
perspective on WP practices across UK medi-
cal schools.

METHODS We used a qualitative design
employing individual telephone interviews to
elicit views and concerns around WP from
admissions deans and admissions staff within
UK medical schools. We carried out inter-
views with representatives from 24 of 32 UK
medical schools. Data coding and analysis
were initially inductive, using framework
analysis. After the themes emerged, we
applied a deductive framework to group
themes into four contextual dimensions of

‘situation’, ‘professional’, ‘material’ and
‘external’.

RESULTS Our participants held different
positions in relation to the interpreting and
translating of WP policy, which were influ-
enced by a number of contextual factors
including: geographical locality and position-
ing of the medical school; the expectations of
the university and other key stakeholders, and
resources. The latter were subtle and referred
to resources for medical selection processes
rather than for WP per se. The data hinted that
the political goal of WP and medical educa-
tion’s goal of producing the best doctors may
conflict.

CONCLUSIONS This is the first study to
explicitly explore WP policy enactment in
medical education. Our analysis is useful for
understanding differences in how WP policy is
played out in local contexts, and for planning
for future policy enactment and research. The
messages identified will resonate internation-
ally with all those engaged in efforts to widen
participation in medical education.
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INTRODUCTION

One way to achieve progression within a society on
the basis of merit rather than gender, race or class
is through ensuring equality of opportunity in
access to education.1 Since the publication of Learn-
ing Works in 1997,2 the term ‘widening participation’
has been adopted in the UK by central government,
which has invested in widening participation (WP)
or access (WA) to higher education by removing
barriers and compensating for disadvantage.3

Although driven by policy and investment, the avail-
able data suggest that to date efforts to minimise
the barriers against entry into professions such as
medicine have had mixed success. Since the 1970s,
the UK medical student body has become increas-
ingly diverse in terms of gender, ethnicity and age.
That progress, however, has not been mirrored by a
similar change in the socio-economic background of
medical students. Socio-economic background refers
to an individual’s or family’s economic and social
position in relation to others, based on income,
education and occupation.4 A recent synthesis of
data from a number of sources (e.g. government,
the General Medical Council [GMC], the British
Medical Association [BMA], the Medical Schools
Council [MSC], and individual medical schools)
concluded: ‘Medicine . . . has a long way to go when
it comes to making access fairer, diversifying its
workforce and raising social mobility. . . Its success
in recruiting more female doctors and doctors from
black and minority ethnic backgrounds indicates
that with the right level of intentionality the medical
profession can also throw open its doors to a far
broader social intake than it does at present.’5

It is clear that the impact of WP policy in medicine
has differed by subgroup: the issue of WP in terms
of socio-economic background, status or ‘class’
remains contentious in the UK. What is also clear
and may help to explain this mixed success is that
individual medical schools interpret and put into
practice WP policy very differently. For example,
publicly available information from medical schools
admissions web pages and published research indi-
cate that some UK medical schools approach WP by
running extended medical programmes for students
from certain backgrounds6 and others accredit spe-
cific foundation-for-medicine programmes.7 Some
schools are explicit in their use of contextual data
in selection decision making (this refers to assessing
the achievement of a candidate in the context of
the opportunities available to that candidate

according to his or her education and socio-eco-
nomic background), some focus on student-led
mentoring of non-traditional applicants,8 and others
have introduced graduate-entry degree pro-
grammes.9 (Evidencing the effectiveness of the vari-
ous approaches to WP is beyond the remit of this
paper, but see Cleland et al.10 for a review within
medical education and Gorard et al.11 for a general
review.)

Viewed through the lens of policy enactment, this
diversity of approaches is unsurprising: ‘Policies do
not normally tell you what to do, they create circum-
stances in which the range of options available in
deciding what to do are narrowed or changed, or
particular goals or outcomes are set.’12 Putting
macro-level policy decisions into micro-level practice
is a complex process through which to address an
issue as required by legislation or other national
drivers, but usually without explicit guidance on
how to do so. Institutions, in this case medical
schools, must interpret policy, drawing on their own
culture, within the limitations and possibilities of
their contexts, such as those defined by the
resources available.13 Thus, putting policy into prac-
tice is a process which involves the local interpreta-
tion of policy ideas by key actors, mediated by
factors such as whether the policy is mandatory or
recommended,14 and how well the policy fits with
the ethos of the institution.15 This can result in poli-
cies being diluted16 or superficially incorporated for
accountability purposes rather than embraced for
organisational change.12,17 Policy is thus enacted
rather than implemented within institutions.18

Although attempts to theorise what happens when
policy enters practice have some history in educa-
tion19 and in health,20 the locating of policy pro-
cesses is neglected in medical education. This is
perhaps surprising given the policy-driven nature of
medical education in many countries, including the
UK.21,22 However, whereas medical schools are regu-
lated at a national (UK-wide) level by the GMC,
increasing devolution across the four UK countries
(England, Wales, Northern Ireland and Scotland)
has led to variations in approaches towards, and
both policy and funding for WP, which results in a
unique landscape for study.

The aim of this work was to investigate how WP pol-
icy is translated and interpreted for implementation
at the level of the individual medical school, and to
critically analyse these ‘real world’ perspectives and
experiences using the novel approach of a contex-
tual lens. Reflecting current policy and practice
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focus, the aspect of WA under scrutiny in this study
concerns the diversifying of the UK medical student
body in terms of socio-economic background.

METHODS

Methodology

This study was underpinned by social constructionist
epistemology and employed interpretivism as its the-
oretical perspective.23

Study design

We conducted a qualitative study using individual
telephone interviews to elicit the views, experiences
and concerns of admissions deans in relation to WP
in medicine. We used a semi-structured interview
schedule to ensure some consistency in interviewing
and to elicit narratives of WP experiences.

Participants

After obtaining research ethics approval, we
approached the admissions deans of all 32 UK med-
ical schools. We obtained their e-mail and tele-
phone contact details from medical school web
pages (this information is publicly available). The
first invitation was sent by e-mail and explained the
purpose of the study and asked the recipient if he
or she would consider taking part. Positive
responses were followed up by an e-mail or tele-
phone call to arrange a convenient time for the
interview and request that the participant complete
and return an attached consent form, either elec-
tronically or by surface mail. If we did not get a
response within 2 weeks, an e-mail reminder was
sent and copied to one other member of the admis-
sions team whose details were available to us.

Data collection

MM conducted all interviews. Before starting, she
reiterated the purpose of the study, invited ques-
tions and confirmed receipt of written consent. The
interviews began with an exploration of selection
procedures at each medical school and progressed
to explore: the participant’s understandings of WP;
which WP activities the school participated in; how
these were evaluated; the participant’s views about
the effectiveness of WP initiatives, and whether the
participant could identify and explain barriers and
facilitators to WP. The interview continued until the
participant felt he or she had shared these

experiences sufficiently. To end, we asked the par-
ticipant for his or her views of the most important
issues in ensuring that selection to medicine is fair
to all applicants. We then closed the interview and
thanked the individual for his or her participation.

Data analysis

All of the interviews were digitally audio-recorded
and anonymised through the transcription process
and then entered into qualitative data analysis soft-
ware (ATLAS-ti, Version 7.0; Scientific Software Devel-
opment GmbH, Berlin, Germany) to facilitate multi-
analyst coding of the data. We initially conducted a
primary-level thematic framework analysis to deter-
mine content- and process-related themes (i.e. what
participants said and how they said it, respec-
tively).24 This thematic analysis enabled us to iden-
tify key themes in our data around admissions
deans’ views, experiences and concerns around WP
and to develop a coding framework to be used to
code all data. Analysis progressed via regular team
meetings and telephone discussions in which ongo-
ing coding and comparisons were explored. Lat-
terly, comparisons were made between codes and
participants to explore differences and similarities
in participants’ experiences and views.

After the themes emerged, and following further
team discussion, we extended beyond simple the-
matic analysis to critically analyse how government-
dictated education policy was translated and inter-
preted for implementation at the level of the indi-
vidual medical school using a contextual lens.18

Specifically, we applied a deductive framework to
group themes into four contextual dimensions: Situ-
ation (e.g. intake, setting); Professional (e.g. values,
commitment); Material (e.g. budget, infrastructure),
and External (e.g. performance pressures). Braun
et al. argue that ‘policies are enacted in material
conditions, with varying resources, in relation to
particular “problems”. They are set against, and
alongside, existing commitments, values and forms
of experience.’18 The use of the framework enabled
us to consider objective conditions in relation to
subjective ‘interpretational’ dynamics, and to
explore the dynamics of context in the four dimen-
sions, as well as their interrelationships because the
dimensions are interconnected. For example, intake
may be a situational dimension but it may in turn
shape the Professional dimension in terms of values
and experiences, as well as policy management.

The team comprised three medical educationalists
(JAC, SN and MM) and one researcher (NK). All
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team members had experience and training in qual-
itative research. One team member (SN) had been
a medical school admissions dean previously. JAC,
SN and MM regularly acted as selectors during the
admissions process at their medical schools and
held teaching roles in undergraduate and postgrad-
uate medical education.

RESULTS

Admissions deans and key admissions staff from 28
of 32 graduating medical schools agreed to take
part in the study. Of these, we interviewed represen-
tatives of 24 schools in the time available (Septem-
ber and October 2012). Admissions deans from all
four UK countries (of the 32 schools, 25 were situ-
ated in England and seven were located across Scot-
land, Wales and Northern Ireland), representing
undergraduate and graduate entry, rural and urban
contexts, and all sizes (small, medium, large) of
medical school were interviewed. To bring the
research alive and to ensure anonymity, interviewees
are referred to in this paper only as UG (if their
role relates to a standard 5-year programme) or
GEM (if their role relates to an accelerated or grad-
uate-entry programme), or both.

The mean length of interview was 53 minutes and
30 seconds (range: 25–78 minutes), and the total
data represented approximately 23 hours of inter-
view time.

Situation

‘Situation’ refers to historical context (e.g. age and
reputation of the university) and setting or location
(e.g. large urban area, smaller urban area, specific
location within the UK). Medical schools are situ-
ated across the four UK countries in both affluent
and more socially mixed areas, and in both ethni-
cally diverse and relatively ethnically homogeneous
areas. They may be seen as academically and
socially elite in relation to other medical schools or
as more embracing of students from wider back-
grounds.

Our data suggested that the locality of the medical
school was very relevant to WP policy enactment.
For example, an interviewee from a medical school
in an area of socio-economic deprivation said:

‘Yeah, the University of Xxx has a wide tradition
of widening access. It’s probably one of the top
two in the country, I think, in England in terms

of WP. I mean, I’m not quite sure but I, I do
think we have got a background in it and I think
it’s probably because of the location, unfortu-
nately [laughs]. Er, you know, there’s quite a lot
of disadvantage in the Xxx.’Interviewee 3 (UG
and GEM)

‘But we do work very actively to try to encourage
widening participation. Um, it. . . you know, Xxx
is a fairly down-to-earth sort of place and, and we
are keen to, to, um, you know, widen the net if
we can.’Interviewee 11 (UG)

Locality was also important in terms of which socie-
tal groups were specifically targeted in WP activities.
For example, medical schools in large cities tended
to focus their WP activities on pupil groups and
schools that were ethnically diverse (as well as of
lower income). By contrast, those schools situated
in less urban locations focused on drawing in local
applicants who may have been mostly White British
(and of lower income), but reflected the make-up
of the regional population:

‘The reason the new medical schools were set up
. . . was to increase the supply of doctors for the
local health care economy, so part of the idea is,
if we can recruit students from the local area,
they’re more likely to want to work here in
future.’Interviewee 17 (GEM)

The ultimate goal of WP activities was always the
same: to attract medical students who would go on
to become doctors ‘as representative as possible of
the society they serve in order to provide the best
possible care’.25,26 However, who these future doc-
tors may be differs, to some extent, among medical
schools. Locality and history intersect in that neigh-
bourhoods change over time and thus although the
physical locality of an existing medical school may
not change, there may be more fluidity in the popu-
lation of the area from which the medical school
has traditionally attracted students. However,
change at this level is slow and thus government
policy to open new medical schools or streamed
intakes in (mostly socially deprived) geographical
areas in which a shortage of health care profession-
als is predicted is relevant because location and
intake are, in most cases, interrelated. Medical
schools with high-esteem international reputations
tended not to focus as much on local WP activities,
perhaps because they drew applications from a wide
pool of UK students or because there were no short-
ages of doctors in their localities. For these medical
schools, there seemed to be a particular dilemma
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between the maintenance of performance standards,
and hence reputation, and WP. We will return to
this theme later.

Another relevant aspect of context referred to the
selection process of the medical school. Some
participants struggled with their awareness that
many of the processes traditionally used for
selection for medicine do not promote WP and
wanted to be fair, but at the same time were
required to use a ‘workable’ selection process.10

This dilemma was often addressed by the use of
contextual data:

‘[If WP activity] translates into any applications
from those schools, Xxx. . . and now me. . . always
did the marking of those ones, and also would
give them additional marks on their school just
to try and kind of get over the fact that they
don’t have all the advantages of the private
schools.’Interviewee 1 (UG)

However, the data indicated that different medical
schools used different contextual markers and used
these diverse markers in different ways. It was also
often unclear just how contextual data were used in
the selection process. This seemed to intersect with
the dimension of Professional. There are issues here
about not only lack of transparency, but also consis-
tency both within and between medical schools in
any use of contextual data. All of these are disadvan-
tageous for the WP candidate.

Professional

This theme refers to the interviewee’s values, com-
mitment and experiences of WP policy within his or
her medical school. This is not about leadership per
se, but about the individual’s outlook and attitudes
and how these might influence how WP policy is
enacted. In other words, this contextual dimension
centres on the position of the individual as an actor
in the process of playing out WP. It encompasses
personal emotions and beliefs related to WP, as well
as attitudes towards the usefulness of medical school
WP activities.

The majority of our interviewees were committed to
the principle of WP and regarded engagement with
it as a core part of their role. However, they dis-
cussed the limits of what medical schools could do
to address societal inequalities and were realistic
about what their WP activities were able to do to
address issues beyond the control of the medical
school:

‘Um, [sighs] I, I think one of the things that I, I
do say a lot is that it’s all well [and] good us doing
what we do and other med[ical] schools do what
they do, but, um, we do need help from schools in
giving good advice and guidance and making peo-
ple, making students believe that they’ve got the
ability to do well.’Interviewee 5 (UG)

‘We can only select from those who
apply. . .’Interviewee 22 (GEM)

‘The government is trying to tackle the issue of
inequalities in education at university level, when
it should be tackling it at school level, and that
actually, the effort should be made to make sure
that people who come from certain backgrounds
are not disadvantaged academically, rather than
forcing universities to take people who haven’t
demonstrated the level of competence that other
people have, because there’s maybe two reasons
for not gaining that level of competence. Either
they haven’t had the opportunity or they’re not
that competent. They would be better served by a
higher quality education system between the ages
of 12 and 18 than by being given some sort of
artificial leg-up at age 18.’Interviewee 23 (UG
and GEM)

This suggests a sense of injustice that the onus is on
medical schools to address issues within the compul-
sory (age 5–16 years) education system. Moreover,
participants were well aware that the traditional
methods of selection for medical school (academic
attainment) were insufficient and needed to be
combined with other selection methods.10 However,
academic attainment is linked to performance (at
medical school at least27), and there was some anxi-
ety about the impact on reputation and standards
of lowering entry standards for some groups (as one
way of enabling those with lower school attainment
to enter medical school).

Associated with this was a certain cynicism about the
political drivers behind WP policy:

‘The Xxx medical schools all participate in this
thing called XXX. I can’t remember what it
stands for now, which is the latest bribe-cum-
handout by the xxx government to try and get
the universities to recruit differently.’Interviewee
4 (UG)

‘Er, are we really trying to select on the basis that
we want to make the, the composition of medical
schools as close to the cross-section of society as
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possible; is that a reasonable aim? Is that a politi-
cal decision; if it is then is that [a] university’s
role to go along with that?’Interviewee 20 (UG)

This is associated with the second rationale for WP to
medicine in the UK, which is to improve the provi-
sion of health care by ensuring doctors are as repre-
sentative as possible of the society they serve in order
to provide the best possible care to the UK popula-
tion.25 Although most of our participants did not
seem to contest the need to play out WP policies
locally, many were unable to identify evidence that
these activities led to measurable change. There was
little emphasis on whether or not WP activities were
successful; rather, participants focused on what was
done (not on how well it was done). Few medical
schools were evaluating WP activities, although this
may have at least partially reflected limitations in
resources:

‘And I think more so we’re getting those, sort of,
figures but I, I don’t really know how it, it actu-
ally. . . I think we’re doing very similar outreach
work considering the same things as other institu-
tions, but whether that actually affects the num-
bers on the programme, I’m not
sure.’Interviewee 3 (UG and GEM)

Material

This theme refers to practicalities such as budget,
staffing and infrastructure, which can have a consid-
erable impact on policy enactment on the ground.
Views and experiences of funding for WP varied
across our participants. Some were quite positive:
for example, our participants talked about the avail-
ability of university-wide resources:

‘The other reason why we’ve gone with the uni-
versity scheme is that they already have all the
links into the schools, and they’ve got those rela-
tionships already built up, and they’ve got the
ambassador training already set up, and they can
make sure that our students are safe, and they
can also help us with the, you know, recording of
data from the business that they’ve undertaken,
so it’s really a very big win win for us, because
half the job’s done, and they’ve been very enthu-
siastic and supportive of the medical school putt-
ing a lot more effort into WP, and getting the
students more involved than they have been in
the past.’Interviewee 17 (GEM)

‘So there’s a team of, of people who work, um,
on that for the central university and then we tap

in or they tap into us in terms of what activities
have you got on, what activities have we got and
can we help each other with?’Interviewee 22
(GEM)

Others spoke about national WP initiatives that
came with funding. There was, however, a belief
that WP resources differed significantly across medi-
cal schools:

‘I know a lot of people do a lot more, and put an
awful lot more money into it, but it’s about
resource. You know, it’s not about enthusiasm,
it’s about resource. And I think that’s the biggest,
biggest problem, is trying to find the money. But
not just one-off money, I’m talking about ongo-
ing academic time, I think that’s the biggest chal-
lenge.’Interviewee 25 (UG)

On the whole, the data did appear to indicate
that some medical schools had more resources for
WP than others. However, this clearly intersected
with the situation of the school in terms of its
locality, and its historical and external contexts.
For example, it seemed that a number of years
ago, when WP was high on the political agenda,
some medical schools decided to commit to WP
to meet the needs of the local population and
hence applied for additional places (numbers
entering medical school in the UK are centrally
controlled) and associated funding to set up
extended programmes or to support foundation
years. These have had reputational implications
for those schools (they are seen as supporting
WP), whereas other schools, which did not take
this initiative, appear to struggle on with the
resources available to them. Reflecting this to
some extent, WP was seen as ‘a ton of work’
(Interviewee 26, UG) that requires significant
staffing.

It was clear from the data that, generally, medical
schools tended to focus their available WP resources
on developing and rolling out WP activities, but
neglected to evaluate the impact of these activities.
Our participants talked, mostly enthusiastically,
about the WP activities of their schools, but were
unable to tell us if these had actually had any
impact on their student populations. This finding
intersects with the theme of external context by
indicating that unless there is pressure on medical
schools to report outcomes, they will not do so. Our
data suggested this was at least in part the result of
the sheer pressures imposed by other mandatory
reporting.
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Our participants also talked about resources to sup-
port the development of selection systems as these
were seen as being closely tied to WP (in terms of
some selection procedures being ‘fairer’ than oth-
ers). The resources available for selection seemed to
be limiting factors in terms of facilitating change:

‘It’s got to be doable. I think that’s the other
thing. . . We’ve got to tailor it into what’s possible.
You could make it a lot more, but it would be
the resourcing it. So we’ve got to do what we can
do within. . . within our limits.’(Interviewee 1,
UG) [speaking in relation to changing from tra-
ditional admissions interviews to a mini-multiple
interview format]

There was little in terms of robust evaluation of
selection processes in terms of their impact on WP:

‘We’re in the category that, sort of, use UKCAT,
hopefully, in a way which we. . . we hope is most
beneficial to widening participation.’Interviewee
8 (UG)

External

The last dimension is that of external context. Medi-
cal schools do not exist in a vacuum. There are
pressures and expectations from a range of key
stakeholders including, in no particular order, the
regulator (the GMC), applicants and their parents,
the government, the wider university with its focus
on income, league table positions and ratings,
health service partners, and the general public.

Some institutions appeared to be more committed
to WP than others. Some schools were seen as pay-
ing lip service to the principles of WP policy usually
because WP did not fit with the culture, ethos or
aspirations of the medical school, whereas for others
WP was very much part of wider university culture,
as demonstrated by these two contrasting com-
ments:

‘I get a sense that the other one, er, was doing it
more out of needing to, er, to tick a box that says
they have a certain proportion of students who,
um, er, need. . . need to enter the university and
the. . . and the medical school, er, with a particu-
lar profile. . .’Interviewee 8 (UG)

‘I think the whole widening participation agenda
here is handled very much as a university-wide
and college-wide issue. So it’s not just about

medicine, it’s about everything.’Interviewee 9
(UG and GEM)

It seemed from the data that medical schools that
aspired to be elite were more likely to superficially
map WP onto their selection practices. Why was
this? There seemed to be fears that firstly students
from WP backgrounds would struggle academically,
and hence bring disrepute to the medical school by
underachieving or leaving mid-course. (The data
indicated that only in medical schools that ran spe-
cific extended programmes or separate WP schemes
did successful applicants from WP backgrounds
receive any ongoing support. Otherwise these stu-
dents were usually left to ‘sink or swim’. This may
have been linked to lack of resources to some
extent, but the data suggested that medical school
culture was the more important factor.28) Moreover,
UK medical schools are funded per student and
numbers are capped, so there is a financial loss to
the school if a student drops out:

‘And given if a student drops out or has to leave
because they failed to meet the mark and the
university loses out financially. . . You’re in a posi-
tion, you’re put in a position to recruit the peo-
ple that are most likely to succeed rather than
having 20% of your students where you expect
that there’s a higher dropout rate.’Interviewee 7
(UG)

In addition, by accepting a proportion of WP stu-
dents, a school might be perceived as depriving
well-qualified ‘traditional’ students of a place to
study medicine, and this might attract negative pub-
licity for a medical school:

‘There was a bit of a political outrage about it all
to start with which we had to go with as well. . .
Some of the vitriolic haranguing was quite hor-
rendous at the time.’Interviewee 14 (UG and
GEM) [talking about extra places for WP stu-
dents]

‘XX doesn’t sound very many, but on the other
hand, the point has been made to me, for every
one of these students who gets three Cs, you’re
denying a place to somebody else who got maybe,
two As and a B and just missed out, who hap-
pened to go to a slightly better school, perhaps,
in a slightly better part of Xxx. You know, I’ve
actually had outraged members of staff saying
this is social engineering, which it is, actu-
ally.’Interviewee 23 (UG and GEM)
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Thus, a school might be subject to the ‘double
whammy’ of risking its reputation by selecting WP
entrants who then fail to manage the demands of
studying medicine, and infuriating parents who had
the means to educate their children well with the
goal of achieving entry to study medicine or another
profession. This comment also links to the earlier
point made about the injustice of placing the onus
to address issues associated with the compulsory
(school) education system on medical schools.

There seems to be a mismatch between the political
goals of WP in terms of its addressing of under-rep-
resentation and the medical school’s goals of pro-
ducing good doctors:

‘But what is often perceived, and reality might be
a little different, is the political goal is something
different, and it’s. . . it’s more people with, who
come from sort of, you know, socio. . . uh, poorer,
more deprived socio-economic groups, in terms
of their families, or their communities, or their
own origin, and that. . . and that somehow, suc-
cess will be defined when you have greater num-
bers from those backgrounds. But actually,
success shouldn’t be defined quite that way. It
should be defined by, are we identifying getting
people who then go on to be excellent doctors,
rather than solely numbers by some sort of, you
know, uh, social stratification.’Interviewee 2
(GEM)

DISCUSSION

To the best of our knowledge, this is the first study
to explicitly explore the enactment of WP policy in
medical education. We used Braun and colleagues’
heuristic framework18 to illustrate how context is
important in asking questions about the circum-
stances of WP policy enactment in medical educa-
tion. We identified that a number of contextual
dimensions – Situation, Professional, Material and
External – interact to influence the enactment of
WP policy in UK medical schools. We have teased
out how these dimensions individually have influ-
ence, but the bigger picture is derived from how
these dimensions interrelate. Firstly, some schools
appeared to be less committed to the principles of
WP policy than others. The reasons for this refer to
how WP fits – or does not fit – with the culture,
ethos and aspirations of the medical school. For
some interviewees, this was clearly linked to fears
that WP students would do badly and would thus
threaten the school’s funding and reputation. For

others, the reasons were less tangible and seemed to
be more strongly linked to the fact that WP was not
a university priority. Having fair and equitable selec-
tion processes was seen as critical to WP, but local
context, attitudes and resources influenced these
processes, and the use of different entry criteria for
WP applicants was perceived as problematic on a
number of levels. The attitude towards WP of the
person in the role of admissions dean or lead
seemed critical to how WP policy was enacted.
Financial resources were not an obvious issue, but
how they were used was of interest: funding was
mostly directed towards unevaluated outreach activi-
ties. This links to external drivers in that the data
suggested that how medical schools are required to
report on their WP activities exerts a strong influ-
ence on what they do.

We will discuss two aspects of the data in a little
more detail to illustrate their importance in the pro-
cess of policy enactment. Firstly, we examine the
role of the admissions dean. Although policy man-
dates tend to consider all those in the process as
equal and as working on and with policy in the
same ways,29 our data suggest this is not the case.
Rather our participants had different positions
within the Professional dimension as ‘actors’ in rela-
tion to interpreting and translating30,31 WP policy.
These ranged from positions of relative indifference
to those of full engagement. The interviewee’s posi-
tion was critical to making WP policies happen in
the medical school (in terms of implementing the
use of selection methods considered to facilitate
WP). In this way, our participants were ‘both receiv-
ers and agents’ of (WP) policy.30 Furthermore, as
agents, admissions deans also have a dual role.31

Firstly, they must account, report and monitor WP
policy implementation as required by the regulator
(which intersects with the dimension of External
factors). Secondly, they must interpret and explain
policy, decide and then announce what is to be
done, and what can and cannot be done (which
intersects with the dimension of Material factors). It
is in the second role that the individual (Profes-
sional dimension) influences local policy enact-
ment.

Further, in terms of the Material dimension,
resources for WP per se did not seem a particularly
limiting factor in terms of enactment (possibly due
to government grants to institutions for WP activi-
ties, an External factor). There were more subtle
material influences at play, however, in terms of
resources for medical selection processes. Medical
schools wishing to change from traditional selection
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methods, such as individual interviews, to ‘fairer’
methods, such as multiple mini-interviews (MMIs),
were limited by local resources. (Interestingly, how-
ever, research indicates that an MMI can be deliv-
ered with the same level of resources afforded to
typical traditional interviews.32,33)

Given that individual medical schools have been left
to proceed with WP in their own way(s), it is hardly
surprising that there are differences in terms of
institutional and personal engagement, and in how
WP policy is interpreted and worked into current
practices. We propose that it would be fruitful to
draw on lessons from other disciplines to help put
WP policy into practice in a more coherent and
measurable way. In health, for example, there are
parallels to WP in terms of policy concerns and gov-
ernment investment in reducing health inequalities,
and frustration about lack of evidence about the
impact on health outcomes of these policies and
investments (e.g.34,35). In response, a large health
planning literature has emerged over the last
20 years and has developed and championed a
number of frameworks intended to support and
enhance practice related to the developing and
implementing of policy-driven interventions (e.g.36).
These may be transferable to, or modifiable for,
medical education. Albeit that assessing any policy
failure is inherently difficult in terms of linking out-
comes to causal antecedents, we suggest that any
WP policy will be more likely to achieve its goals
and be effective if policy implementation is rigor-
ously planned and evaluated in terms of both pro-
cess and outcome.

In the field of WP research, there is a preponder-
ance of single case studies, very limited use of rele-
vant theory to underpin analysis and a paucity of
attempts to provide an explicit, explanatory focus.10

By contrast, the present paper reports a national
perspective and a theory-driven data analysis. Data
collection may have been enhanced if we had used
group interviews to enable participant interaction,
but individual interviews are superior in allowing
each participant time to share a greater amount of
information.37 Moreover, individual telephone inter-
views were the only practical means of collecting
data from a large number of high-level individuals
located across the UK. It would have been informa-
tive to have included the type of university (e.g.
ancient or modern; performance as assessed by
world ranking) as a stratifying factor to find out if
there were any potential differences in policy enact-
ment based on this factor. However, UK medical
education is relatively small (32 graduating medical

schools at the time of the study) and this would
have jeopardised respondent and institution ano-
nymity. However, patterns emerging from the data
indicate diversity across medical schools and are
worthy of further in-depth investigation. We inter-
viewed admissions deans only, but exploring the
views of applicants, parents and students, and those
who provide advice and support to people wishing
to apply to medical school, such as teachers, might
have provided other perspectives on the issues iden-
tified and explored in this study. We did not
explore the relationship between WP and what
makes a ‘good’ doctor as our focus was on the
enactment of existing policy: all UK medical schools
must produce ‘good’ doctors as per the guidance
set out in the GMC document Good Medical Prac-
tice.22 We focused on WP in terms of socio-economic
background only as this is the main current UK
focus. However, the present work might have been
strengthened if we had also studied the interactions
between socio-economic class and other potential
dimensions of disadvantage, such as gender and eth-
nicity.38 We focused on policy enactment in one
context (i.e. one country), but, given the breadth of
the sample, the messages identified will resonate
internationally with all of those engaged in efforts
to widen medical school participation.

We did not aim in this paper to identify which
dimension was most important; neither did we aim
to suggest how best to implement WP policy.
Rather, we wished to illustrate, through the use of
qualitative data obtained from representatives of a
large number of medical schools, that how WP pol-
icy processes are played out varies on the basis of
contextual dimensions. Such an analysis provides a
more nuanced account of the processes of WP
within medical schools than has been available to
date. This facilitates better understanding of the
present situation and hence enables informed deci-
sion making on what might be open to change and
how best to direct change. In conclusion, WP policy
is played out differently in local contexts depending
on a combination of factors, including resources
and ‘fit’ with the ethos of the institution. This may
disadvantage applicants, particularly those from WP
backgrounds who will be less likely to be aware of
contextual nuances than more traditional medical
school applicants. We also identified a mismatch
between the goals of WP policy (to achieve a certain
social breakdown of medical students and hence
doctors) and those of medical schools (to produce
excellent doctors) which seemed to translate at
times to a situation in which WP was less about
reaching out to those who have the ability to
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succeed at medical school and more about playing a
political game of numbers. This state of affairs must
be addressed.
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