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Abstract

Background The mental health of medical students is a national and international problem increasing

in both demand and acuity. Medical students face barriers to accessing mental health support that is clinically effec-
tive, timely and appropriate for their needs. This mixed methods study aimed to explore experiences of these barriers
and the challenges to health service delivery aligned to the Candidacy Framework.

Methods One hundred three medical students studying at The University of Sheffield completed an online sur-
vey comprising the CCAPS-34 and follow-up questions about service access and use. Semi-structured interviews
with a nested sample of 20 medical students and 10 healthcare professionals explored barriers to service access
and provision. A stakeholder panel of medical students and professionals met quarterly to co-produce research
materials, interpret research data and identify touchpoints by pinpointing specific areas and moments of interaction
between a medical student as a service user and a mental health service.

Results Medical students who experienced barriers to help-seeking and accessing support scored signifi-

cantly higher for psychological symptoms on the CCAPS-34. Uncertainty and fear of fitness to practice processes
were important barriers present across all seven stages of candidacy. The fragmented structure of local services,
along with individual factors such as perceived stigma and confidentiality concerns, limited the progression of medi-
cal students through the Candidacy Framework (a framework for understanding the different stages of a person’s
journey to healthcare).

Conclusion This study outlines important areas of consideration for mental health service provision and policy
development to improve access to and the quality of care for medical students.
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Background

The mental health of medical students is a national and
international problem [1], requiring urgent attention
[2]. Mental health problems can emerge as early as the
first year with symptoms of depression, anxiety, burnout
and suicidal ideation [3, 4]. A meta-analysis of 183 stud-
ies across 43 countries showed that the prevalence of
depression among medical students was 27%, with 11% of
those students reporting suicidal ideation and more than
80% feeling under-supported [1]. Episodes of poor men-
tal health are associated with adverse outcomes such as
alcohol and substance abuse, self-harm and dropping out
of medical school [3, 5].

Medical students face particular sets of barriers to help-
seeking and accessing mental health support; less than a
quarter of those with clinical levels of depression report
using counselling services [6]. Barriers include stigma,
perceiving a mental health problem as a weakness and
beliefs about “fitness to practice” (FIP) proceedings, with
presumed implications for career progression [7] and the
possibility of expulsion [8]. Jadzinski et al. [9] reported a
lack of understanding of what FTP expectations are for
medical students and inconsistencies with Higher Educa-
tion Institution (HEI) processes in managing FTP con-
cerns. Internationally, the barriers to help-seeking, which
affect medical students disproportionately, are complex
and multi-faceted [10, 11].

HEIs have seen a growing demand for services to meet
the mental health needs of medical students [12—14].
University support services are required to provide brief
in-house support to students, including counselling or
mental health centres, disability support, and wellbe-
ing services. Longer-term or specialist support for acute
mental health problems are provided by external ser-
vices. The Student Services Partnership Evaluation and
Quality Standards (SPEQS), developed by Sheffield and
University College London, included a toolkit address-
ing some of the challenges to cross-sector working from
a professional perspective [15]. SPEQS provides a generic
groundwork that must now be tailored to understand-
ing how professionals can better meet the specific men-
tal health needs of medical students and the associated
challenges.

Access barriers, difficulty navigating pathways and
overstretched health services mean that medical stu-
dents who feel able to seek help can fall between the
gaps [16]. Medical students may delay approaching ser-
vices until their needs are severe or impact their studies
[17], and may turn to more acute care settings to access
professional support [18]. Understanding the experi-
ences of medical students who have ‘fallen through the
cracks’ and the challenges to treatment access are essen-
tial to improving the quality of services [19]. The aim of
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this study was to examine how barriers to accessing and
navigating mental health services arise and intersect with
challenges to service provision in the unique context of
medical student mental health.

Theoretical framework

We adopted the Candidacy Framework developed by
Mary Dixon-Woods and colleagues [20]. Candidacy rep-
resents the idea that an individual’s access to and success-
ful use of health services is an iterative process influenced
by individual, professional, organisational, structural and
resource factors. It has been used to understand health-
care experiences of vulnerable groups, including persons
with MS [21] and young onset dementia [22], but has not
been applied to medical students who experience mental
health problems. Our study explored help-seeking behav-
iours, access barriers and the challenges to health service
delivery aligned to the Candidacy Framework.

Methods

This study used a mixed methods sequential design,
consisting of two distinct work packages: (1) quanti-
tative survey to describe patterns of help seeking and
unmet mental health needs and (2) nested semi-struc-
tured interviews to understand more nuanced aspects
of accessing and delivering support. We adhered to the
Good Reporting of A Mixed Methods Study (GRAMMS)
guidelines (Additional Material 1) [19, 20].

Improved systems of support can only be achieved in
partnership with their intended users, participating on
equal terms as stakeholders [23]. Based on the reported
benefits of service user involvement in mental health ser-
vice development and delivery [24], a stakeholder panel
of nine medical students and five professionals met quar-
terly to co-produce research materials, interpret research
data and identify touchpoints by pinpointing specific
moments and areas of interaction between a medical stu-
dent as a service user and a mental health service. These
touchpoints are critical for understanding the user expe-
rience and are often targets for improving satisfaction
and effectiveness. Professionals were selected for involve-
ment in the stakeholder panel based on their organi-
sation and role. Staff from the University of Sheffield’s
Medical School (n=2), NHS professionals working in
community mental health settings (including low-inten-
sity and acute care provision) (#=2), and a researcher
specialising in the field of student mental health (n=1)
were approached by e-mail. Medical students with lived
experience were self-selected following an advertisement
that was circulated by e-mail to all medical students at
The University of Sheffield’s Medical School. The stake-
holder panel therefore involved a diversity of voices to
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ensure meaningful input throughout that was based on
both professional and lived experiences.

Work Package 1 involved a cross-sectional online sur-
vey of medical students studying at School of Medicine
and Population Health, The University of Sheffield. The
survey included the Counselling Centre Assessment of
Psychological Symptoms (CCAPS-34) [25], a 34-item
instrument with seven distinct sub-scales related to psy-
chological symptoms and distress in university students.
Items are rated on a five-point Likert scale (0=not at all
like me, 4 =extremely like me) with higher scores indicat-
ing higher severity. The survey employed multiple choice
questions on participant demographics, help-seeking
behaviours and service use (Additional Material 2). The
survey was conducted using the Qualtrics Research Suite
(Qualtrics, Provo, UT), with a one-week response win-
dow from 04/11/2022 to 11/11/2022.

An email invitation was sent to all eligible medical
students aged 18 or over and studying MBChB Medi-
cine (A100) degree or MBChB Graduate Entry Medicine
(A101) at The University of Sheffield. The email included
a webpage link to the Participant Information Sheet and
online survey. Informed consent was completed online
prior to data collection. The survey link was advertised
on the student intranet news feed.

To ensure confidentiality, names were not collected
except where medical students consented to contact for
the interviews. Data was stored on a secure file server
accessible only to the research team. Descriptive statistics
and one-way ANOVAs were produced using the software
R version 4.2.1 to explore differences in symptom pro-
files between demographics, help-seeking behaviours and
service use. CCAPS-34 subscales could not be calculated
where participants responded with the same value for
each question in the subscale. At least 33% of questions
must be answered in the subscale to calculate a valid sub-
scale score. The overall CCPAS-34 scores and subscale
scores are calculated by the mean of the available items,
assuming the missing data rules hold. Details on the scor-
ing and handling of missing data for the CCPAS-34 can
be found in Additional Material 3.

Medical students responding to the survey were invited
to register interest in semi-structured interviews (Work
Package 2). The survey therefore provided a nested
cohort from which a purposive sample of medical stu-
dents were approached by email. Sampling was based
on those with the highest CCAPS-34 scores, or a disclo-
sure of previous or current use of mental health services.
Medical students who disclosed mental health concerns
but decided not to seek help based on their responses to
the multiple-choice questions on help-seeking behaviours
and service use were also approached. The stakeholder
panel informed sampling based on maximum variation
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for demographic characteristics. Professionals were con-
tacted for interview by email based on their organisation
and role. 20 medical students and ten professionals were
invited to take part by e-mail that provided a Participant
Information Sheet and contact details for the research
team This was considered adequate for data saturation
[26] using established frameworks [27] and demonstrates
integration of mixed methods at the design stage.

Interviews took place using a secure internet appli-
cation with an audio consent procedure. Topic guides
were co-designed with the stakeholder panel (Addi-
tional Materials 4 and 5). Potential items for the topic
guide were informed by theories of (non-) help-seeking
in young adults [28], covering known barriers to help-
seeking and risk factors. Stakeholders selected, modified
and added items for inclusion in the topic guide based on
their lived experiences, values and priorities. Final drafts
of the topic guides were reviewed and approved by the
stakeholder panel. Encrypted digital recordings were
transcribed verbatim. Two researchers analysed the tran-
scripts and all free-text survey responses within NVivo
Version 12 (QSR International), using the five stages of
National Centre for Social Care ‘Framework’ analysis
approach: familiarisation; identifying themes; indexing;
charting; interpretation and mapping [29]. This process
involved using codes as a system for marking ‘parts of the
text that are of special interest’ and themes as converting
‘codes into core concepts that represent the most impor-
tant aspects of the results’ [30] based on the Candidacy
Framework (Table 1).

Ethical considerations
This project received favourable opinion from ScHARR
Research Ethics Committee (049592).

Results

Quantitative findings

Survey demographics

We received 103 survey responses (103/1500, 6.9%
response rate). Table 2 shows a breakdown of participant
demographic categories and responses to the follow-up
questions. The majority of medical students were female
(66.0%), white (69.9%) and studying in their home/birth
country (93.2%). Most respondents were in their first
year of study (14.6%) with fewer respondents in their fifth
(10.7%) and sixth years (7.8%).

CCPAS-34 scores

Of the 103 respondents, 102 completed all CCAPS
items; the remaining participant completed less than 50%
so were excluded in the analysis. The mean (SD) overall
score for the 102 participants was 1.28 (0.62). Medical
students obtained the highest score on Social Anxiety
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Table 1 Adapted description of the Candidacy Framework [25]
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Stages Description

1. Identification of candidacy

Process in which a medical student considers their mental health as requiring help which legitimises them

as a candidate for a mental health service

2. Navigation of services
3. Permeability of services
4. Appearance at services

5. Adjudication by healthcare professionals
vices and access to support

6. Offers of services

Knowledge of mental health services provided and appraisal of seeking help and accessing services

The ease with which a medical student can use mental health services

Ability to assert candidacy at mental health services, articulating concerns and 'need'’for support
Candidacy is judged by healthcare professionals, influencing a medical student’s progression through ser-

Offers of care or referral made by the healthcare provider, and the judgement by the medical student

as to the appropriateness of the care offered

7. Operating conditions and local produc-

tion of candidacy providers

Includes macro level factors, such as relationship aspects between University and external healthcare

(mean=1.96, SD=0.94) and the lowest score on Frus-
tration/Anger (mean=0.76, SD=0.68). The following
subscales could not be scored because those partici-
pants responded with the same value for each question
in that subscale, so their score could not be calculated:
Academic Distress (8/103), Alcohol (39/103), Depression
(12/103), Eating Concerns (49/103), Frustration (36/103),
Generalised Anxiety (6/103) and Social Anxiety (6/103).

Statistical findings

The results of the statistical analyses are found in Addi-
tional Material 6. No significant findings were found
between overall CCAPS-34 scores and participant
demographics or the subscale scores and demograph-
ics (p>0.05). Significant responses were found between
overall CCAPS-34 scores and the follow-up questions,
indicating those who responded ‘yes’ to those questions
scored significantly higher for psychological symptoms
(p<0.05).

Significant responses were found between the follow-
ing CCAPS-34 subscale scores and follow-up questions:
Academic Distress, Depression, Frustration, Generalised
Anxiety and Social Anxiety (where three out of the four
questions were significant). Floor and ceiling effects for
each subscale were calculated with the unadjusted mean
differences (Additional Material 7).

Qualitative findings

Of the 103 respondents, 64 (62%) medical students con-
sented to be contacted for interview. Interviews were
conducted with 20 medical students and 10 profession-
als (see Table 3 for participant characteristics). As well
as generic issues with access to mental healthcare for
all University students, medical students face particu-
lar barriers at each stage of the Candidacy Framework
(Fig. 1). Uncertainty and fear of FTP processes were
mapped to all stages of candidacy as an important barrier

to help-seeking and accessing support. The stigma of
appearing “weak” in medical school culture; the chal-
lenges of clinical placements; and confidentiality con-
cerns when working clinically were also highlighted as
key individual-level barriers. Healthcare profession-
als offered insights into the fragmented structure of
local services, in particular the gap in support provision
between primary and secondary care.

Fitness to practice concerns across the stages of candidacy
FTP concerns were mapped as a barrier across all Can-
didacy stages. Medical students who were unable to
progress beyond Stage 1 reported being in denial about
having a mental health problem in fear of FTP ramifica-
tions: As soon as you access support you're admitting you
have a problem, so if you don’t access the support it’s just
like, the denial can keep going’ (S14). Some medical stu-
dents rejected referrals and offers of treatment (Stage
6): 1 was really worried it was going to have an effect on
whether or not people thought I was able to study, so I
didn’t access it’ (S01).

Professionals described how FTP concerns limited data
sharing opportunities where medical students chose to
opt out of their information being shared with the Uni-
versity. In reality however, FTP proceedings were expe-
rienced as exceptional cases where symptoms were
complex, acute and presented significant risks to patient
safety. Crucially, professionals emphasised that concerns
arise when care is not sought or accepted: ‘We do our best
to say to students you're not going to get into trouble for
having a health problem. [...]. You will get into trouble for
letting it get worse and not dealing with it, because you've
got a responsibility to be safe and practice’ (P03).

Stage 1: Identification of candidacy
Medical students spend a considerable amount of time in
this first stage of the Candidacy Framework where they
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Table 2 Participant characteristics and responses to the follow-up survey questions
N %
(n=103)
Fee Status
Missing 1 097
Home / Birth Country 96 93.20
International 6 5.83
Year of study
Missing 1 0.97
Sixth Year (Intercalated) 8 777
Fifth Year 11 10.68
Fourth Year 33 32.04
Third Year 16 15.53
Second Year 19 1845
First Year 15 14.56
Gender
Missing 1 0.97
Female 68 66.02
Male 32 31.07
Non-binary 1 097
Prefer not to say 1 0.97
Ethnicity
Missing 1 0.9
Asian or Asian British 18 1748
Black African or Black Caribbean 4 3.88
Mixed/Multiple ethnic groups 6.80
Other ethnic group 1 097
White 72 69.9
Follow-Up Questions
Have you previously received mental health support before you started studying medicine at The University of Sheffield?
Yes 30 29.13
No 72 69.90
Missing 1 0.97

Have you previously received mental health support from The University of Sheffield counselling, NHS services and/or a psychological wellbeing service

whilst studying at University?

Yes 30 29.13

No 72 69.90

Missing 1 0.97
Are you currently receiving support from The University of Sheffield counselling, NHS services and/or psychological wellbeing service?

Yes 17 16.50

No 85 8252

Missing 1 097

Have you ever had concerns about your mental health and decided not to seek help from The University of Sheffield counselling, NHS services and/or other

psychological wellbeing services?
Yes
No
Missing

58 56.31
44 42.72
1 0.97

determine whether their mental health concern warrants
professional support. One reason for failing to identify
themselves as suitable candidates was the prioritisation
of studies over mental health and wellbeing. The stigma

associated with mental illness amongst peers meant that
seeking help is perceived as weakness or professional
risk.

‘For people who work in the medical field or want to,
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Table 3 Semi-structured interview participant characteristics
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Professionals (n=10)

Profession

Care setting

Gender
Medical students (n=20)
Fee status

Year of study

Ethnicity

Gender

Previously used services

Mental health nurse (1)

Consultant psychiatrist (2)

Psychological wellbeing practitioner (1)

Social worker (1)

Cognitive Behavioural Therapist, University (CBT) (1)
General Practitioner (1)

Student affairs support staff (3)

University counselling and therapies service (1)
University health service (2)

Student affairs and support (3)

Sheffield Talking Therapies (1)

Single Point of Access (1)

Emergency department (2)

Female (10)

Home / Birth country (19)
International (1)

Year 1 (4)
Year 2 (2)
Year 3 (4)
Year 4 (6)
Year 5 (4)

White British (15)

Asian / Asian British (2)

Mixed / Multiple ethnic groups (2)
Other (1)

Female (13)
Male (7)

Sheffield Talking Therapies (3)

Child and Adolescent Mental Health Service (4)
Cognitive Behavioural Therapy (1)

Long term private counselling (6)

General Practitioner (3)

then I think [the stigma] can be higher because they
think it shouldn’t happen to them and they shouldn’t
need support’ (P06).

Stage 2: Navigation of services

Once medical students identified themselves as a candi-
date, they determined where and how to receive appro-
priate care. Participants described:

+ A lack of knowledge of services available for their
mental health concern

+ Practical barriers related to studying medicine, for
example inconvenient appointment times. Often par-
ticipants described that they ‘just simply don’t have
the time’ (S16).

“That’s definitely one of the reasons why I wouldn’t
access help. [...] It’s really hard to arrange appoint-
ments if you don’t know who or what you're going to
be doing’ (S18).

Professionals reflected that whilst there are a range of
services accessible to medical students, they often lack
awareness of what support is available. The challenge for
professionals is to help medical students navigate that
system by signposting to the appropriate service, arrang-
ing access via referrals or providing information on how
to access a service.

1 think being able to work out which box you fit into
and how to access that is more of a challenge than
there not being support around. (P02).

Stage 3: Permeability of services

Most medical students reported that services were cho-
sen based on ease of access or permeability. For those
with common or ‘mild’ mental health symptoms, the
University services and NHS Sheffield Talking Thera-
pies were accessed often and easily. Medical students
with acute or complex mental health problems defaulted
to services that were most permeable — i.e., those with
the fewest criteria to gain entry, such as the emergency



Sheldon et al. BMC Health Services Research (2024) 24:738

Identification of candidacy |

Deciding to ] Stigma for seeming weak

seek help.

Impact on study

Identifying a
service to

approach. Navigation of services

Knowledge of services Finding time and
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Key:
I:I Stages of Candidacy

|:| Barriers to progression

l Facilitators to progression

Fitness to practice concerns

motivation to
access service.

Structural barriers

Permeability of
services

Transparency regarding
fitness to practice

Convenience of
access process

The service
meets their
needs.

Gap in services

Presenting at

Asserting candidacy

| Adjudication by professionals

the service.

| Appropriate support not offered |

Social barriers

Course schedule

Dismissive attitudes of
healthcare professionals

Offered support
/ treatment.

Pessimistic views

[

Offers of, resistance to, services | Engaging with

offered support

Flexibility of services and course / treatment.

Responsive services

=0 | Operating conditions
Holistic and personable approach

Fig. 1 The Candidacy Framework aligned with key barriers and facilitators in the medical student pathway

department. Mental health services that would be appro-
priate for their level of acuity were considered inac-
cessible due to long waiting lists and complex referral
processes.

“There’s a lot available for mild mental health, but
for the more complex or unwell states of mental
health it’s more difficult. [...] It’s difficult when you
fall somewhere between mild mental health and
severe mental health’ (S02).

Professionals recognised the gap between care offered
at a primary and secondary care level. This important
challenge to service provision arose when medical stu-
dents required longer-term or specialist services which
have high thresholds for acceptance. Professionals
reflected however, that this barrier is experienced beyond
the medical student context and is recognised nationally
in the UK.

“There’s a big gap between what's available at the
primary and secondary care level. So people with
acute mental health problems where a short-term
approach is not going to be helpful for, it’s hard to

access psychotherapy for those people’ (P10).

Stage 4: Appearances at healthcare

Medical students expressed feeling uncomfortable
attending appointments to discuss their mental health
concerns to practitioners and described concerns that
they might be known to them in an academic context.

‘When I go to the GB, anything that I'm saying, I'm
potentially saying to a future colleague that I'm
potentially working with so how are they going to
view me?’ (507).

Stage 5: Adjudication by professionals
Medical students then faced the task of convincing
healthcare providers of their candidacy for care. Many
participants reported feeling invalidated or dismissed
due to preconceptions held on medical students’ risk.
Healthcare provider adjudications were influenced by
perceptions that there is nothing suitable to offer stu-
dents and were therefore considered unfit candidates
for care. In these cases, medical students reported being
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discharged without support or being signposted to an
alternative service with lower thresholds for acceptance.

“They went along the lines of you're a medical stu-
dent, you're functioning, you don’t need input from
us. So they discharged me, and they discharged me
without any support’ (S01).

Professionals described their frustrations however,
when support cannot be offered based on a medical stu-
dents’ presentation and the level of acuity required for
acceptance. What was perceived as dismissive by medical
students may reflect limited support options at a second-
ary care level.

‘So often you want to give people something or you
can identify something that could really help them
but they don’t meet the criteria to access that. So
that’s a big barrier’ (P0O1).

Stage 6: Offers of services
Medical students rejected offers of care due to:

+ DPractical barriers, such as long working hours on
placement.

« Inappropriate or limited support offered that did not
fit their needs.

+ Support not offered within an acceptable time frame.

‘During that time I was on placement and I was
like, theyd already wriggled around my placement, I
really I can’t do that again. So I declined that’ (S06).

Some medical students accepted care offers from pri-
vate services to overcome these barriers. This is par-
ticularly unacceptable when considering the widening
participation strategies to include medical students
who are less likely to have affluent socioeconomic back-
grounds and experience increased financial burden
whilst studying in the UK. Professionals made efforts to
overcome barriers by adapting to individual needs, for
example by offering study leave so that treatment offers
could be facilitated.

Stage 7: Operating conditions
Participants described overarching influences, including:

+ Poor coordination, continuity or transference of care,
especially for those who received care prior to uni-
versity.

+ Low capacity due to high caseloads and demand for
local services.

+ Limited room space; inappropriate waiting environ-
ments.
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T think due to waiting time, if you are at the point
where you're trying to access services and they’re just
not there, it deters you from it! (S17).

Discussion

Summary of principal findings

Medical students who experienced higher levels of psy-
chological symptoms were significantly more likely to
report help-seeking concerns. This study presents key
barriers to accessing mental health support at each stage
of the Candidacy Framework. Uncertainty and fear of
FTP processes were important barriers present across all
stages. The fragmented structure of local services, along
with individual factors such as stigma and confidentiality
concerns, further limited the progression of medical stu-
dents through the candidacy stages.

Relationship to other research

Previous studies and policy frameworks have identified
similar barriers to seeking and accessing mental health
care for medical students [6-8, 26, 27], focusing primar-
ily on individual barriers such as stigma or FTP con-
cerns. Importantly, our findings reinforce that medical
students are reluctant to disclose a mental health prob-
lem due to the feared consequences of regulatory FTP
proceedings that would lead to dismissal and expulsion.
The Candidacy Framework allowed us to go further by
understanding how individual and service-level barriers
arise and intersect with professional challenges to service
provision. Applying the Framework to guide the qualita-
tive analysis also uncovered new and unique challenges
across the ‘service-user’ journey. For example, medical
students with acute and complex mental health prob-
lems may fall through the gaps between primary and
secondary healthcare. While there are similar studies
in this field, previous findings are based on small focus
groups of medical students which do not consider the
perspectives of professionals working across healthcare
and educational settings. To our knowledge, our study
is the first to provide mixed methods findings that rep-
resent a diversity of voices and provide deeper insights
into the fragmented structure of services, with care pro-
viders working across different healthcare organisations
and HEIs, which are driven by different priorities. Taken
together, these barriers significantly impact on candidacy
and mean that medical students may feel unable to seek
or access support that is clinically effective, timely and
appropriate for their needs.

Limitations and strengths

A strength of this work was that the study protocol and
research materials were co-produced by a stakeholder
panel of professionals and medical students with lived
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experience. Data was discussed by the panel to ensure
views were robust, accurate and representative of values
and needs. This study therefore provides an example of
how working in partnership with people with lived expe-
rience and professional stakeholders can meaningfully
inform our understanding of mental health service deliv-
ery and development. Another strength was the triangu-
lation of multiple data sources to understand barriers to
service access and delivery. The initial survey data uncov-
ered how mental health symptoms may relate to help-
seeking behaviours and service use. After this data was
analysed, we determined how these barriers aligned with
the Candidacy Framework and professionals’ experiences
of service provision.

Surveying and interviewing medical students at one
time point does not however, allow for an explora-
tion of the complete student journey across a medicine
degree. Potential limitations are the cross-sectional sur-
vey design, where a longitudinal approach may have
allowed for a more robust view of how help-seeking may
change during the academic year. We also acknowledge
that the online survey was administered at the tail-end
of the COVID-19 Pandemic, which may have accounted
for increased psychological symptoms, such as anxiety
[31]. Another limitation is the sole focus on a single UK
medical school. Our low response rate may indicate a
potential response bias, with medical students who have
previously experienced mental health issues being more
likely to participate in the survey than those who have
not. We aimed for maximal variation by interviewing
professionals from a range of settings and selecting medi-
cal students with different mental health profiles who
had accessed a range of services. However, our findings
are limited to a small sample size and reflect local context
and policies — particularly in terms of how healthcare
systems are configured and their operating conditions.

Implications for healthcare services, policy-makers

and further research

Asserting candidacy takes work from the service user,
healthcare and University professionals and other stake-
holders [32]. Our findings can help to identify groups of
medical students who are at risk of ‘falling through the
cracks’ in the system, which is an essential condition to
prioritising resource allocation and providing accessi-
ble care. In line with guidance from MQ Mental Health
Research [33], policy-makers should aim to improve the
accessibility of mental health services by providing inte-
grated high-quality care and prioritising strategies to
reduce stigma. For medical schools in particular, stigma
reduction strategies should provide clear FTP guidance
that supports informed decision-making, personalised
planning and seeking timely and appropriate support
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for mental health symptoms. Universities and healthcare
services should further aim to address the gap between
primary and secondary services by providing care that is
more integrated and coordinated — particularly for medi-
cal students with complex and acute mental health prob-
lems who, based on our findings, are possibly more at
risk of falling between this gap in service provision. The
Sheffield Primary and Community Mental Health Trans-
formation Programme [34] provides a local model of care
aiming to inform a new way of delivering adult mental
health services and break down barriers between primary
and secondary care. More generally, we recommend
partnership working between HEIs, healthcare services
and medical students to inform service development and
delivery.

Future studies should explore the experiences of spe-
cific case groups of medical students, particularly those
with different types and acuity of mental health symp-
toms to determine how these factors influence candidacy.
The MIND collaboration (https://doi.org/10.17605/OSE.
I0/48WE2) is co-producing a process map of existing
service pathways to identify gaps along the student jour-
ney and is co-designing a toolkit to address some of the
touchpoints and barriers identified in this research.

Conclusions

Our findings indicate that fear of FTP processes, along
with the fragmented structure of local services and indi-
vidual factors such as perceived stigma, limit the pro-
gression of medical students through the Candidacy
Framework. By understanding these barriers and gaps
in service provision, Universities and healthcare services
can be developed to better to meet medical students’
mental health needs based on their presenting problem
and stage of candidacy.
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