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Executive summary

Research objectives and questions

The Royal Medical Benevolent Fund (RMBF) supports medical students, doctors, and their families
during times of financial hardship arising due to age, illness, injury, disability, or bereavement. The
RMBF commissioned this research as they believe that there is a level of unmet need amongst the
potential beneficiary group, there are factors which are preventing eligible doctors, medical students,
and their families from approaching the RMBF, and that the RMBF could enable better outcomes if

document). The current research project aimed to answer the following four research questions (sub-



experts and actual/potential beneficiaries, and part of the survey which was completed by medical
students and doctors. Findings from other research Phases (literature review, survey, secondary data
analysis ~ see below) were used to address parts of the theoretical framework (e.g., explore the
reasons for financial difficulties in the profession ~ for whom) or provide background information.






of 70.3% participants said that the support they sought (from various resources) was helpful for
overcoming their financial difficulties. Support was not helpful when it was a short-term solution
followed by longer-term consequences such as paying off debt, when the amount of money received
was small so financial issues persisted, or when structural issues (e.g., zero-hour contracts) were not
resolved. Some participants felt that the support may be limited in that it may not alleviate all financial
pressures and might be insufficient to compensate for low pay or long periods of study.

The main reason why participants did not seek help were said to be stigma, feelings of shame, and
considering oneself responsible for their own finances. A lack of clarity about eligibility criteria, a lack
of awareness of resources available to alleviate financial difficulties, and lengthy, complex application
processes were other important reasons to not seek help.

From the interviews with experts several groups whose needs are (potentially) unmet by the RMBF
were identified. Some groups highlighted by experts were ineligible for support from the RMBF (e.qg.,
earlier year students; difficulties not due to ill-health). Some groups were eligible but potentially
underserved due to being unaware of the RMBF (including accessibility challenges of promotion
material; e.g. neuro-diverse doctors), or finding the application process long/difficult and creating an
additional emotional burden (e.g., disabled students, widening participation students, trainees,
overseas doctors, those with non-substantive employment, those with caring responsibilities, those
with savings, those with addiction issues, domestic abuse victims, and those significantly impacted by
the pandemic).

RQ2.b. Does the demographic data vary between current RMBF beneficiaries and the overall
cohort of doctors and medical students (including geographical location)?

Phase 4 (Secondary data analysis) findings reveal that the ZD & dGYGIDAKGE demographic
characteristics are similar to those on the medical register in terms of gender, age, and region. Even
though slight variation was noticed in specialties/grades (e.g., a lower proportion of foundation
doctors were helped by the RMBF), due to the large number of missing data in the RMBF dataset firm
conclusions cannot be made. Regarding students, a larger percentage of male students approached
the RMBF, but that was the only comparison that was possible to make due to limited publicly
available data on medical students.

We also compared changes in demographic characteristics of the RMBF beneficiaries over time. More
female, younger, and single doctors were helped by the charity more recently. There was no significant
change in the regions beneficiaries were from. There was also no significant gender difference among
medical students over time, but more of the younger students were supported by the charity more
recently.
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criteria for support for the profession?

RQ3.a. What is the level of awareness of the charity?

We draw on Phase 4 (Secondary data analysis and Survey) findings to answer the research question
about the awareness of the charity. Overall, just approximately one third of medical students and
doctors (36.9%) who completed the survey said that they have been made aware of available financial
support for them throughout their career. Survey participants were also specifically asked about the
awareness of the RMBF: 44.3% knew about the charity (more so doctors than medical students; 60.4%






or enabler (show credibility and kudos). Advertising was felt to be challenging for a number of reasons
(e.g., busy target audience, medics not noticing advertising unless they are in need, interest in more
specialised publications makes it challenging to identify where to advertise). Word of mouth (via other
organisations, through peers, or more formal word of mouth strategies, e.g., in the workplace) was
felt to be beneficial to spread awareness if coming from a trusted and respectful figure. Early
awareness of the RMBF (in regard to career and to sensitive time points, e.g., preventing the
development of financial crisis) was felt to be critical to ensure timely support seeking.

Process of applyingeven though there was a general understanding that detailed information is
necessary for a charity, some felt that evidence required for the application form could be very
challenging to compile (e.g., due to feeling unwell). Stigma and sharing sensitive information around
ill-health and financial need acted as a major barrier towards applying to the RMBF (e.g., 90.7% of
participants agreed/strongly agreed with the statements about non-disclosing ill-health problems
because of a medical culture stigmatising illness in doctors and medical students). Financial difficulties
were associated with shame, feeling of failure, and a fear that ill-health and/or financial difficulty could
lead to fitness to practise concerns with the GMC. We also found that there is a difference between
stigma towards ill-health and financial difficulties, showing that stigma around ill-health might have a
stronger negative impact on support seeking. In addition, potential applicants not having a sufficient
sense of candidacy to apply to the RMBF acted as a further barrier. This lack of sense of candidacy
could arise due to not feeling deserving of support, or concerns that they would not be successful if
they applied.

Eligibility criteria. Experts described people as generally being bad at reading criteria, meaning that
they may miss or misunderstand important details. If criteria are misunderstood, potential applicants
will not apply for support as they might think that they will not be eligible. There was an assumption
that the RMBF would only help people at rock bottom (e.g., not support those with even minimal
savings, with a partner who worked or those who had a small amount of low-paid work). There might
also be confusion about what certain terms mean, i.e., what is classed as ill-health (not all assumed
082Zbe NZZE DIASESTL) #SGWEGHIGE §Y 4S5 NAL * dSG ZDKZY—Z4SGa_§Y #SG ADDIPAKZY ;74 GibGDKZYAI
circumstances) was generally viewed positively as it might encourage people to apply even if they are
unsure of their eligibility. There were contrasting opinions about how much information about the
criteria is more helpful: experts felt that having transparent criteria is important for people to know
whether they would be eligible, whereas beneficiaries were more concerned with the criteria being
accessible (e.g., an extensive list of criteria might be difficult to go through and understand if feeling
unwell).

RQ4.b. What are the strategies to reach those potential beneficiaries who are not engaging
with the charity or those not engaging at the earliest opportunity?

The key recommendations to reach those potential beneficiaries who are not engaging with the
charity or those not engaging at the earliest opportunity would include raising awareness, refining the
application process, and clarifying eligibility criteria. Recommendations are mapped in the figure



To raise awarenesshe RMBF could:

1.

3.

4,

dGAIG $SG050SE_ SWDAGEESZY to encourage engagement with the charity (e.g., clarify the
of the challenges they face; increasing the inclusivity of the organisation, board, and panel in
terms of protected characteristics);
Improve advertising (e.g., through multiple routes, use of testimonials, accounting for the
diversity in the profession, strengthen social media presence; advertise non-monetary
support);
Work with partners/use word of mouth (e.g., partner with other relevant organisations,
promote word of mouth strategies among peers and more formal word of mouth strategies
in the workplace/at medical school);
Work towards increasing early awareness (e.g., stay in touch repeatedly from early career, for
example through a membership scheme; promoting the RMBF at key time points when
doctors/students are most likely to be experiencing financial difficulty).

To refine the application processhe RMBF could:

1.

E



3. /YPAGAEG DGZPIG € €GYEG ZTPAYESEADL ;60" highlight on their website and advertising materials
that applications are welcome from applicants before they reach crisis point; sharing good
news stories or data about the number or awards granted, to encourage people to apply).

To clarify the eligibility criteria the RMBF could:

1. Optimise the presentation of the criteria (e.g., clear and transparent criteria available on the
website in addition to an interactive eligibility checker; case studies illustrating previously
eligible cases; SAIG ¥SG ZDRZY ZT 7456317 $:0S10OSH +SAH ADDEDAKZYE AdG DZYEEGAGE ZY A
case-by-case basis);

2. Consider broadening the eligibility criteria to meet the needs of those who are currently not
eligible for support but experience financial difficulties (e.g., students from earlier years;

doctors without health problems).

Conclusion

All medical students and doctors are at risk of experiencing financial difficulties at some point in their
lives. The study, however, identified the groups that are at particular risk for experiencing financial
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2. METHODS

2.1. Ethics

The project received ethical permission from the UCL Research Ethics Committee (REF: 13311/003).
Participation was voluntary and all participants actively consented to take part in the study.

2.2. Theoretical Framework

This study was designed using an evaluative framework shaped by Realist philosophy. This perspective
has a focus on causality: in addition to exploring what works and for whom, it also seeks to understand
in what circumstances something works, and how this happens (Pawson, 2013; Pawson et al., 2005).
This is pertinent to this study, as it allows an in-depth exploration of what the RMBF does and how
beneficiaries and other stakeholders understand and respond to the assistance available from the
RMBF.

This approach involves identifying three key components in an intervention:

1. The contexts in which certain things work or not; the context might be influenced by cultural
20 EZDGHA YZaWe 2 DGZBIG € EGWZ0IADS:D TGAIZAGE, for example.

2. The mechanisms through which an intervention operates, including the resources offered and
PGZDIG € responses to these resources; for example, information provided (resources) which
motivates people to feel engaged (response), or advice provided (resource) that leads to
people trusting the organisation (response).

3. The (un)intended outcomes of particular mechanisms acting in particular contexts; this might
be an increased uptake of support, for example.

In relevant sections of this report, we categorise data into either C=context, M=Mechanism,
O=Outcome. When presented together these CMO configurations help to illuminate the specific
conditions in which the interventions/strategies suggested work.

To identify these components, the first stage was to develop programme theories: these are initial
ideas about what works and why about the intervention being studied (i.e., the intervention being
ZD &¢EZbDZt 120 EZDAZ4E, WGOEDAL SHZEGYHE, AVE $SG: TAWAKGE ~ dSG AGEGAIDS +GAW EGIGIZDGE A €6t
of programme theories by exploring the documents shared with us by the RMBF and extensively
EsepZeciY0 1A%ZZE AcDGRE ZT #SG ZD &€ ZdiGRKIGE €GalDGe ADKIKGE DAZDGEEGE AYE DIHGHA 174
support. The initial theories were refined after two discussions with members of the RMBF about their
work, and then finalised after further ESDZEESZY NS #SG DAZIGOF € AEN1EZdL) 072D ;€66 EGORZY 1
The initial theories that guided the study were:

1. Awareness of suitable applicants and uptake:

a. If awareness of the RMBF's goal to support doctors, medical students, and their families
in financial difficulties due to ill health is raised, then more suitable applications will be
received which will subsequently increase uptake (because the main barrier to suitable
APDIDAYEE AGAPSIYO 222 ZD &123 SGIP $€ 1SAHSGL EZY  UYZ I #SGL Giiset 23 ZVEGrstand
what they do).

2. Process and uptake:
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a. If the RMBF application and assessment processes reassure and comfort applicants (in
addition to assessing their financial need), then uptake will increase (because applicants:
will feel safe and secure in asking them for help; will not feel judged or a failure).

b. If the process to becoming an actual beneficiary is challenging, potential applicants will
not seek help or will delay seeking it until desperate (because it is difficult to complete
such a process when experiencing ill health or a mental health crisis/because doctors are
incredibly busy people with limited free time to complete and evidence an application).

3. Criteria and uptake

a. If the RMBF clearly outlines the eligibility criteria and ways to apply, then they can rely
on suitable beneficiaries self-selecting (because doctors/medical students/their families
are individuals capable of conducting the necessary self-assessment required for
this/because the criteria are clear and easy to understand/because the criteria
successfully generate a sense of candidacy).

The second stage was to test these programme theories by presenting them to various stakeholders
to see if they agreed or disagreed with them, and to investigate in detail of why an aspect of the
intervention did or did not work. The research team tested the developed theories in interviews with
experts (people who have experience of supporting doctors, medical students, and their families
through ill-health and/or financial difficulty; Phase 2), actual beneficiaries (people who have received
support from the RMBF; Phase 3), and potential beneficiaries (people who have not received support
from the RMBF but who have experienced financial difficulty and ill-health; Phase 3), and also in a
survey for doctors and medical students (Phase 4: Survey part).

The findings from the interviews and survey were then synthesised with findings from a literature
review (Phase 1) and secondary data analysis (Phase 4) to explore the levels of financial need and
needs that may be unmet.

2.3. Advisorygroup

Participatory design is inherent to a Realist evaluation framework, and therefore we formed an
advisory group consisting of representatives of those groups the research is designed to impact
(members of the RMBF and beneficiaries) as well as other experts in the area of financial difficulties
due to ill health. This group met four times throughout the project and provided input at various
stages, including but not limited to: commenting on the overall study design, the interview schedules
and survey questions, helping to plan recruitment strategies, and contributing to the discussion of the
emerging findings. Their input helped to reduce potential researcher bias, allowed new perspectives,
and enhanced the credibility and impact of findings by adding nuance and depth to interpretations.

2.4. Research Phases

This section will present the methods of each research phase: Phase 1: Literature review; Phases 2
and 3: Interviews with experts and actual/potential beneficiaries; Phase 4: Secondary data analysis
and survey; and Phase 5: Data Synthesis.
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2.4.1. Phase 1: Literature review

A narrative literature review was conducted to explore what has previously been studied in the area
of financial need in the medical profession. The research team trialled different search term
combinations in commonly used literature databases until the most useful search term string was
finalised. This search term string included words describing doctors and medical students, and a range
of terms related to financial difficulty (see Appendix 1). Inclusion criteria consisted of needing to be
concerned with financial difficulty, with the medical profession (medical students and doctors), about
the UK context, published in English, and published within the last ten years.

Figure 1. Literature search results.
The literature review was comprised of the following stages (Figure 1):

1. Identification stage. The finalised search term string revealed 2024 hits from academic
literature databases (1431 after duplicates were removed). The screening of reference lists of
all the included literature items revealed an additional 15 records. We explored the websites
of 39 organisations (e.g., General Medical Council, British Medical Association, NHS, medical
defence organisations, student loan organisations, and medical royal colleges and faculties)
using the terms relating to financial difficulty; this resulted in 45 further items. For more
information on each of the three types of screening (academic literature, grey literature, and
additional resources) - see Appendix 1.

2. Screening. The titles and abstracts of the
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(see above). Each team member coded the transcripts to capture relevant talk about their
specific areas. Again, barriers and enablers to accessing financial support were identified using
the contexts, mechanisms, and outcomes identified from the expert interviews to answer
Research Question 4.

For all stages of analysis, team members regularly met to discuss their progress and read each other's
work to check and clarify the analyses.

Case studies
Appendix 4 presents four case studies that provide an overview of the key elements that participants
described in the interviews: their financial and ill-health situations, their impressions of and
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Charity CRM, previously called ThankQ), specialty was consistently recorded. This means that
for earlier years, $YIZOWAKZY ZY dGYGISDSATGE EDGIAHL $€ ZTIGY WiEESYO'

4. Similarly, the charity has evolved over time and policy changes have made it possible to accept
applications from medical students in their own right on a regular basis from 2012 onwards.
This means there is no data on students before 2012 (help was previously only provided for
students ~ including medical students “ if they were the children of current beneficiaries in
which case they were classified as sons/daughters). Applications from refugee doctors have
also been accepted since 2005, but prior to the move to Charity CRM in 2014 there was no
differentiation on the database between doctors applying under this programme and those
applying under the main programme. Therefore, there is no separate data on refugee doctors
before 2014.

5. In 2020 and 2021 the Covid-19 pandemic had a substantial impact on society. This may have
SWDADIGE $SG DSATADIGAEKDE ZTHSG ZD & € dGYGIDIATGE , ZNGIGY EZG 47 +SG BWHGE AWwZZ Y4
of data, we were unable to do any sub-group analysis for these years.

6. Upuntil 2014, a large number of dependents were the family members of RMBF beneficiaries
and were given their own data record (in addition to that of the beneficiary to whom they
were dependent on). They were added as separate records to reflect the fact that they
received their own Christmas payments in addition to the general support the main applicant
was receiving. From 2014 onwards, dependants have not been added as separate records as
a single Christmas payment is made to the main applicant for the entire family.

Topic 2: How RMBieneficiaries heard about the RMBF
The RMBF dataset covering how RMBF beneficiaries heard about the RMBF consisted of 483 records:

1. Since late 2014, with the implementation of Charity CRM, the RMBF started systematically
recording how beneficiaries became aware of the RMBF. This means that information on this
aspect is often missing for earlier years.

Topic 3: Reasons whpplicantsapproached the RMBF
The RMBF dataset covering the reasons for seeking support consisted of 2896 records:

1. 1181 records were about eligible beneficiaries, whereas 1715 records

21






Variables

Other
Prefer not to say

TOTAL
(N=442)
0.9% (4)
1.6% (7)

Medical students
(N=200)

1.5% (

Doctors
(N=241)
1.7% (4)
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Variables

Graduate entry students

Yes
No
Missing
Funding medical studies
Self-funded
Other (loan, bursary, grant)

Self-

TOTAL
(N=442)

Medical students
(N=200)

20% (40)
66% (132)
14% (28)

13.5% (27)
46.5% (93)

Doctors
(N=241)
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Notes one person did not indicate whether they were a medical student or a doctor, meaning they
are not
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Descriptive statistics and Pearson correlations were used to explore the scales. We used Latent Profile
Analysis (LPA) to calculate profiles of participants based on the six scales. LPA is a statistical approach
that allows researchers to identify profiles, i.e., groups of individuals based on their responses. We
conducted LPA in R Studio (version 4.0.5) using the package MClust (version 5.4.7). We determined
the most optimal solution using the Bayesian Information Criterion, the Integrated Complete
Likelihood, and the Bootstrap Likelihood Ratio Testing. Based on this solution, each participant was
assigned to a profile in R (3 profiles; BIC = -7828.6, VVE model). Data was then transferred back to
SPSS and further analysed for demographic differences between groups as well as to identify relations
between profiles and outcomes (intentions to seek help). Chi-squared and ANOVA tests were used
when appropriate.

Analysisof openended questions
We analysed the following open-ended questions:

1. What were the causes for financial difficulties, other than causes covered by the RMBF?

2. TSAF i€ 156 AGOZWGYIAKZY 170 ADPIZADSSYO ZYG€ BAGIGIAGE €ZZdce(s) for help when in
financial difficulties?

3. Why was the support received to alleviate financial difficulties considered to be helpful or
unhelpful?
What would have helped to seek help or seek help earlier?
Why was no help sought to alleviate financial difficulties?

VVVVV

Why would one not seek help from the RMBF?
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Common themes occurring in answers for each question were identified. Questions 3 and 4 as well as
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3.RESULTS

This section presents findings from all research phases and is structured based on four research
questions (RQ). Figure 2 maps out which phases answer which research questions. Each section
concludes with key findings from relevant phases. All findings are combined in the last section of this
report (Phase 5) ~ the summary and key recommendations section.
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3.1. ResearchQuestion 1. Who is experiencing financial hardship wnthhe
profession?

3.1.1. RQl.a.What are the reasons for financial difficulties experienced by medical students,
doctors, and their families?

Research Question 1 investigates who is experiencing hardship within the medical profession, with
the sub-question 1.a specifying the reasons for experiencing financial difficulties. To answer these
questions, we draw on findings from Phase 1 (literature review) and Phase 4 (secondary data analysis)
to explore who is experiencing financial difficulties and why, and the potential impacts of experiencing
financial hardship.

Findings froniPhase 1:iterature review

29



medical graduates (British Medical Association, 2020j; Pandey et al., 2020), and locum doctors (British
Medical Association, 2020k). GPs were singled out for mention in some pieces of literature, including
GP practice partners (Power, 2014b, 2014a; Riley et al., 2018) and sessional GPs (British Medical
Association, 2021d). Doctors who have had warnings, undertakings, or conditions as a result of the
fitness to practise process also reported experiencing financial loss (General Medical Council, 2015).
Doctors with children were reported to experience extra financial pressures, a burden which falls
particularly heavily on women (British Medical Association, 2020c, 2020f).

An extra expense was identified for trainees in the UK, whether initially UK or internationally trained,
in the form of the high costs associated with Royal College exams (Woolf et al., 2016; Zhou et al.,
2020).

Specifically relatd to the pandemicThe ongoing pandemic created new groups of doctors who have
suffered financial difficulty, and much grey literature from the BMA covered this area. Groups who
experienced difficulty included doctors who had to shield during the pandemic due to being vulnerable
to Covid-19 (British Medical Association, 2020d), doctors who were unable to work for long periods
due to being unwell with long-Covid-19 and related contractual issues (British Medical Association,
2020k, 2021a)
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can be a particularly serious factor for students from widening participation and low-income
backgrounds, who find it hard to balance studying with paid work and a personal life which can then
lead to financial difficulty (Anane & Curtis, 2019). Having a lack of financial support from families is

,,,,,

provide financial support to their families while undertaking their studies (Anane & Curtis, 2019).

Overseas students had extra financial pressures due to the higher fees that they pay, but with fewer
opportunities for financial support in the UK (British Medical Association, 2020c) or from their home
countries (Coyle, 2012).

All students are potentially vulnerable to personal troubles impacting their incomings and outgoings,
such as relationship breakdowns, housing issues, and illness (Knight, 2018; Patel et al., 2015).

Doctors Time away from practice was a key factor in experiencing financial difficulty; for example,
this could be due to addiction ;K ,AdA t66c , or to having to work fewer hours or in different roles
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Conseguences of experiencing financial difficulty

Consequences of experiencing financial difficulty differed in the literature for medical students and
qualified doctors, with one exception in the grey literature that this can be a factor for both groups in
leading to suicide (General Medical Council, 2014; Knight, 2018).

Medical students and traineeginancial issues could have a detrimental GIIGDt ZY S4ZEGYHE ADAEGWD
progression, with personal issues such as financial difficulty potentially leading to failing exams (Vogan
et al., 2014). Students are also less likely to excel at medical school if they have competing
responsibilities such as part-time work or caring in addition to their studies (Curtis & Smith, 2020). In
order to manage financially during their studies, students were reported as having to cut down on
essentials or do without them completely; including heating, food, professional clothing for
placements, and even medication (British Medical Association, 2020h; Patel et al., 2015; Vaughan,
2013). Students from widening participation schemes or low-income backgrounds found it hard to
balance their studies with part-time work and their personal lives, and this balancing act could lead to
financial difficulty and mental health issues
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illness. Non-
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This analysis provides a useful overview of the most common reasons that medical students and
professionals approach the RMBF, and also identifies which groups the RMBF were not able to
support. It is important to highlight though that some categories are vague (e.qg.,” K\YAYDsAI dGAEZYe
and that the RMBF started recording data systematically only recently (from 2014) meaning that
information from earlier years was not available.

Key finding$or RQ1.a
The key findings
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Who is experiencing
hardship in the
profession?

Is this need unmet?

Any indication
of the scale of
the issue?

Suggested changes
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Experiencing financial difficulties

This second part presents findings from the survey on the level of experienced financial difficulties,
stages at which financial troubles are most common, the reasons for experiencing financial difficulties,
and help-seeking behaviours.

In contrast to financial worries, 33.5% (148) of participants experienced financial difficulties (defined
as the inability to meet financial obligations) and these percentages were similar between medical
students (32.5%) and doctors (34.4%).

Those who experienced financial difficulties (N=148), experienced these difficulties at various stages
of their career. Table 6 shows the percentage of participants experiencing financial difficulties at
various stages of their medical career, for the overall sample of participants who experienced financial
difficulties, and for a sub-sample of consultants and GPs (N=25). This sub-sample accounts for the fact
that some participants in our sample have not yet completed their medical training, meaning they
were unable to experience difficulties at later stages of their career. From both samples we can see
that a large percentage of survey participants experienced financial difficulties during earlier and later
years of medical school as well as during training. In the most
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as sitting exams and membership of Royal Colleges as reasons for their financial difficulties.
Participants originating from the European Union said that being ineligible for adequate bursaries post
Brexit was a cause of their financial distress. Furthermore, specifically medical students mentioned
the demands of study and short holidays during their studies at medical school preventing them from
taking up serious employed work. Other, less frequently mentioned reasons for financial difficulties
were: unexpected bills (e.g., emergency taxation), delays in NHS payrolls or student financing, poor
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Table 7.
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Participants also said it helped to plan their finances longer-term, helped to get a job, and helped to
increase flexibility in their financial situation by arranging relocations to a cheaper area or flexible
repayment owi5
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Participants shared why the support they received might not be helpful (need still unmet) which was
similar to what was reported for all survey participants: the majority of participants said the support
had limited coverage (e.g., loans did not cover bills) and therefore, some were still facing financial
difficulties; participants mentioned difficulties to receiving ne