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Abstract
Context: Medical schools seek for measures to improve their students’ study pro-
gress and are responsible for a diverse student population.
Objectives: The effect of a stricter academic dismissal (AD) policy in medical school 
on short- term and long- term study progress was investigated in a longitudinal cohort 
study. In addition, differential effects for subgroups were assessed by intersecting 
gender, ethnicity and prior education (intersectional framework).
Methods: Participants were first- year Bachelor students enrolled in 2011 to 2016 in 
a Dutch medical school. For cohorts 2011- 2013, the AD policy consisted of a mini-
mum of 67% of Year- 1 credits required to remain enrolled (67%- policy, n = 1189), and 
for cohorts 2014- 2016, this bar was raised to 100% of Year- 1 credits (100%- policy, 
n = 1233). Outcome measures on study progress were Year- 1 completion and drop-
out (short term) and Bachelor completion in three and four years (long term).
Results: Overall, Year- 1 completion rates increased under the 100%- policy compared 
to the 67%- policy (OR = 2.50, 95%- CI:2.06- 3.03, P < .001). Yet, this increase was not 
present for students with non- standard prior education –  except for males with a 
migration background (OR = 7.19, 95%- CI:2.33- 25.73, P < .01). The dropout rate dou-
bled under the 100%- policy (OR = 2.41, 95%- CI:1.68- 3.53, P < .001). Mainly students 
with standard prior education dropped out more often (OR = 3.68, 95%- CI:2.37- 5.89, 
P < .001), except for males with a migration background. Bachelor completion rates 
after three and four years were not positively affected by the 100%- policy. Notably, 
females without a migration background and with non- standard prior education 
suffered from the 100%- policy regarding Bachelor completion after three years 
(OR = 0.29, 95%- CI:0.11- 0.76, P < .05).
Conclusions: Despite increased dropout rates, the stricter AD policy improved Year- 1 
completion rates –  especially for under- represented subgroups, thereby improving 
study progress without harming student diversity on the short term. However, these 
positive effects did not hold regarding Bachelor completion rates indicating that 
long- term effects require higher performance standards throughout the Bachelor, 
which in turn may harm other subgroups and thereby student diversity.
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1  | INTRODUC TION

Medical schools seek for measures in the academic environment 
to improve their students’ study progress.1,2 Improved study prog-
ress minimises invested resources for students as well as medical 
schools,3- 5 and it reflects institutional effectiveness.6 At the same 
time, medical schools are responsible for a diverse student popu-
lation and need to deliver future doctors who are representative of 
the society they take care of.7- 11 Yet, several student characteristics 
that determine the diversity of the student population are also asso-
ciated with study progress –  such as gender,12- 14 ethnicity,15- 19 and 
prior education.12,20 Moreover, study progress is not only affected 
by student characteristics, as previous research indicates that study 
progress is a complex product of student characteristics and char-
acteristics of the academic environment.21- 24 Therefore, the goal of 
the current study is to investigate the effectiveness of a measure in 
the academic environment on the study progress of subgroups of 
students based on multiple student characteristics.

One measure in the academic environment to improve study 
progress is the academic dismissal policy (AD policy). An AD policy 
entails that Year- 1 students are obligated to obtain a certain amount 
of Year- 1 credits in order to remain enrolled. This is valuable since 
performance in the first year proves to be a marker for overall study 
progress.3,25,26 Within higher education, the AD policy expedited 
the detection of a mismatch between the student and the pro-
gramme, but did not improve completion rates.3 For medical school 
specifically, the introduction of an AD policy demanding a minimum 
of 67% of Year- 1 credits (67%- policy) did neither affect dropout 
rates in Year- 1 nor study progress.5 Recent research indicates that 
raising the bar to 100% of obligated Year- 1 credits (100%- policy) in 
medical school leads to better Year- 1 performance, especially for 
male students.13 It is unknown whether this positive effect of the 
stricter AD policy persists across multiple cohorts and whether it 
affects dropout rates and Bachelor completion rates. Additionally, 
the effect for different subgroups based on student characteristics 
–  besides gender –  is unknown.

Even though the main goal of the 100%- policy is to improve 
study progress, it is desirable that a change in the academic envi-
ronment reinforces equal opportunities for subgroups. This is neces-
sary to maintain a diverse student population.27,28 Previous research 
demonstrated that ethnic minorities are under- represented in med-
ical schools and that they underperform compared to ethnic majori-
ties.15- 19 Further, males tend to be more and more under- represented 
in the medical student population, and they underperform compared 
to female students.12- 14 Also, students who enter higher education 
with a non- standard prior education perform worse.12,20 Although 
socioeconomic status may also influence study progress under cer-
tain conditions, it does not influence study progress in the early 
(pre- clinical) stage of Dutch medical school when other student 
characteristics such as ethnicity and prior education are taken into 
account.12,15

To obtain in- depth insights into subgroups, multiple cohorts and 
a large number of students should be enrolled. This will also enable 

subgroup analyses with the intersectional approach. According to 
this approach, students are part of multiple subgroups which rein-
force each other and should therefore be considered together.29 To 
unravel new insights regarding the effectivity of a 100%- policy on 
short- term and long- term study progress for specific subgroups, the 
research questions explored in the current study are: What is the 
effect of a 100%- AD policy compared to a 67%- AD policy in medical 
schools on Year- 1 completion, Year- 1 dropout and Bachelor comple-
tion? And is this effect different for subgroups based on the inter-
section of gender, ethnicity and prior education?

2  | METHODS

2.1 | Context

The study was conducted with Bachelor students of Erasmus MC 
Medical School in the Netherlands. Dutch medical schools consist of 
a Bachelor's and Master's programme which each take three years. 
The Bachelor curriculum of Erasmus MC Medical School includes 
pre- clinical training in thematic blocks and competence- based learn-
ing lines for which students can obtain a maximum of 180 credits 
under the European Credit Transfer System (ECTS). Each year a max-
imum of 60 credits can be obtained. Grades are based on a 10- point 
scale from 1 to 10 (maximum) where 5.5 is the minimum to pass.

2.2 | Academic dismissal

Academic dismissal (AD) policy at Erasmus MC Medical school from 
2005 onwards concerned academic probation and no access to 
Year- 2 modules if students failed to obtain 67% of the Year- 1 cred-
its 12 months after enrolment. This was followed by dismissal after 
24 months if students did not succeed in obtaining all Year- 1 credits 
(67%- policy). In 2014, the AD policy changed and the Year- 1 credit 
standard was raised from 67% to 100% to increase study progress 
of Bachelor students.30 Under the 100%- policy, students were dis-
missed if they failed to obtain 100% of the Year- 1 credits 12 months 
after enrolment. Opposed to the 67%- policy, under the 100%- policy 
compensation was possible for up to two grades between 5.0 and 
5.49 provided these grades were not in a single thematic block and 
the grade average would not drop below 6.0.

2.3 | Participants

The participants were Bachelor students from Erasmus MC Medical 
School, who enrolled in cohorts 2011 to 2013 (67%- policy: 1189 
students) and cohorts 2014 to 2016 (100%- policy: 1233 students), 
with a total of 2422 students. The university student administration 
provided data regarding the cohorts, study progress, age and gender. 
Information regarding ethnicity and prior education of the students 
was obtained through 1 Cijfer HO (1CHO), a national database of 
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Dutch students of higher education. Since the data were analysed on 
an aggregated level, no individual consent was required. The study 
was carried out in accordance with the Declaration of Helsinki and 
was deemed exempt form review after evaluation by the Medical 
Ethics Committee of Erasmus MC Rotterdam.

2.4 | Student characteristics

The following variables were used: gender (female or male), ethnicity 
(with or without migration background) and prior education (stand-
ard Dutch pre- university education or non- standard). Students were 
considered to have a migration background when at least one of 
the parents was born in a foreign country, in line with the defini-
tion of Statistics Netherlands (www.CBS.nl). Within the subgroup 
of students with a migration background, students with a western 
or non- western migration background were distinguished. All coun-
tries in Europe (excluding Turkey), in North America and in Oceania, 
and Indonesia and Japan, were considered western. All countries 
in Africa, in Latin America and in Asia (excluding Indonesia and 
Japan), and Turkey, were considered non- western. The category 
non- standard prior education refers to students that entered medi-
cal school by obtaining a degree in applied sciences, obligatory cer-
tificates for Medical School at pre- university level, or with a foreign 
preliminary education diploma. Finally, age (categorical: younger 
than 19, 19 to 21 and older than 21 years) and pre- university grade 
point average (pu- GPA, continuous) are included as control variables 
since these are known to be predictors for study progress.12

2.5 | Study progress

Short- term study progress was operationalised as Year- 1 completion 
(defined as obtaining all 60 credits from Year- 1 within 12 months 
after enrolment under both the 67%-  and the 100%- policy) and 
Year- 1 dropout (dropping out during Year- 1 without re- enrolment for 
the next academic year). Note that when students voluntarily (with-
out academic dismissal) unenrolled during Year- 1 but re- enrolled 
for the next year, they were not considered as dropouts since they 
just repeated Year- 1. Study progress for the long term was based on 
Bachelor completion (180 credits) in three years and four years. The 
data regarding the completion of the Bachelor in four years were not 
available for students of cohort 2016. All outcome variables were 
dichotomous.

2.6 | Statistical analysis

First, baseline differences between the groups of students under the 
67%- policy and 100%- policy were examined. The two groups were 
compared based on the earlier discussed student characteristics 
with a chi- squared test (categorical variables) or a t test (continuous 
variable). Second, the relationship between the AD policy and study 

progress for different subgroups was studied with logistic regression 
analyses in different models: Model 0 compared the 67%- policy and 
100%- policy for the total group of students; Model 1 included sub-
groups based on gender, ethnicity and prior education separately; 
Model 2 combined two of the three student characteristics; and 
Model 3 combined all three student characteristics. Based on these 
analyses, odds ratios were computed with the interaction term of 
the policy and the subgroup. So each odds ratio depicts the effect 
of the 100%- policy compared to the 67%- policy for the specified 
subgroups. When 1 was not included in the 95%- confidence interval 
(95%- CI) of the odds ratio, it was considered statistically significant. 
An effect size of the odds ratio is based on the following guidelines: 
1.22 = small, 1.86 = medium, 3.00 = large (inverse equivalents 
0.82 = small, 0.54 = medium, 0.33 = large).31 The effects for sub-
groups of students were compared using a reference subgroup to 
test whether the odds ratios were significantly different. Post hoc 
analyses to assess subgroup differences within the 67%- policy or 
within the 100%- policy were performed with a logistic regression 
model where being part of a specific subgroup (no = 0, yes = 1) was 
the predictor variable. To perform the analyses, R version 3.6.1 in 
combination with RStudio was used.

3  | RESULTS

3.1 | Student characteristics

The 100%- policy cohorts contained significantly more females, 
more students younger than 19 and fewer students between 19 and 
21 and older than 21, and a slightly higher pu- GPA compared to the 
67%- policy cohorts (Table 1). These differences were controlled for 
in the logistic regression models. There were no statistically signifi-
cant differences between the cohorts within the 67%- policy and the 
100%- policy regarding ethnicity and prior education.

3.2 | Year- 1 completion

The percentage of students that successfully completed Year- 1 
in the first year increased from 51.0% to 70.0% from the 67%- policy 
to the 100%- policy (Table 2 –  Model 0). The odds for students in 
the 100%- policy were 2.50 times higher to successfully complete 
Year- 1 in the first year compared to students under the 67%- policy 
(OR = 2.50, 95%- CI: 2.06- 3.03, P < .001, Table 2 –  Model 0).

Subgroup analysis revealed that the positive effect of the 
100%- policy was stronger for males (OR = 3.60, 95%- CI: 2.62- 4.98, 
P < .001) than females (OR = 2.04, 95%- CI: 1.61- 2.59, P < .001, 
Table 2 –  Model 1a). This closed the gender performance gap; 
post hoc analysis showed that female students performed sig-
nificantly better than males regarding Year- 1 completion under 
the 67%- policy (43.1% males vs 56.0% females, OR = 0.59, 95%- 
CI = 0.47- 0.75, P < .001), and no such difference was observed 
under the 100%- policy (69.1% males vs 70.3% females). Students 

http://www.CBS.nl
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with a western migration background profited a lot (large effect 
size) from the 100%- policy as their Year- 1 completion rate increased 
from 50.5% to 79.7% (OR = 4.35, 95% CI:2.24- 8.63, P < .001, Table 2 
–  Model 1b) –  again especially the male students in that subgroup 
profited from the stricter policy with an increased Year- 1 completion 
rate from 40.0% to 87.5% (OR = 11.59, 95%- CI: 3.14- 48.76, P < .001, 
Table 2 –  Model 2c).

Also prior education affected the effect of the 100%- policy com-
pared to the 67%- policy. The performance of students with stan-
dard prior education significantly improved under the 100%- policy 
from 54.5% to 76.3% (OR = 2.74, 95%- CI: 2.23- 3.37, P < .001, 
Table 2 –  Model 1c). In contrast, the performance of the already un-
derperforming students with non- standard prior education did not 
improve significantly as their Year- 1 completion rates were 24.8% 
and 29.2%. One exception showed up in the group of students with 
non- standard prior education: the subgroup of male students with 
a migration background (OR = 7.19, 95%- CI: 2.33- 25.73, P < .01, 
Table 2 –  Model 3). This specific subgroup's Year- 1 completion 
rate increased significantly from 14.7% to 54.8% with the transi-
tion to the 100%- policy. Post hoc analysis showed that this specific 

subgroup did not differ significantly from their fellow students under 
the 100%- policy where they did under the 67%- policy (OR = 0.27, 
95%- CI: 0.18- 0.41, P < .001).

3.3 | Dropout

The proportion of students that dropped out in the first year dou-
bled with the introduction of the 100%- policy, from 3.7% to 8.4% 
(OR = 2.41, 95%- CI: 1.68- 3.53, P < .001, Table S1 –  Model 0). 
Despite this increase, the prevalence of dropouts was still low, re-
sulting in wider confidence intervals.

Opposed to students with non- standard prior education, stu-
dents with standard prior education dropped out significantly more 
often under 100%- policy compared to the 67%- policy, as their drop-
out rate increased from 2.5% to 8.2% (OR = 3.68, 95%- CI: 2.37- 
5.89, P < .001, Table S1 –  Model 1c). Post hoc analysis showed that 
under the 67%- policy, students with non- standard prior education 
dropped out significantly more often than students with standard 
prior education (13.1% vs 2.5%, OR = 5.97, 95%- CI:3.13- 11.15, 

67%- policy (cohorts 
2011- 2013)a 

100%- policy (cohorts 
2014- 2016)a 

Test for differenceb n % n %

Age

<19 370 31.1% 548 44.4% χ2 = 51.9, df = 2, 
P < .001≥19 & ≤21 721 60.6% 630 51.1%

>21 98 8.2% 55 4.5%

Gender

Female 730 61.4% 842 68.3% χ2 = 12.3, df = 1, 
P < .001Male 459 38.6% 391 31.7%

Ethnicity

No migration 
background

826 69.5% 823 66.7% χ2 = 2.5, df = 2, 
P = .291

Migration 
background

363 30.5% 410 33.3%

Western 97 8.2% 118 9.6%

Non- western 266 22.4% 292 23.7%

Prior education

Standard 1052 88.5% 1065 86.4% χ2 = 2.2, df = 1, 
P = .134Non- standardc  137 11.5% 168 13.6%

Pre- university GPAd 

Mean 1052 71.0 1065 72.1 t = −4.2, df = 2112, 
P < .001Total 1189 1233

aNumber of students per cohort: 392 (2011), 388 (2012), 409 (2013), 412 (2014), 408 (2015), 413 
(2016).
bFor age, gender, ethnicity and prior education (categorical) Pearson's chi- square test is used, for 
pre- university GPA (continuous) the t test is used.
cStudents with non- standard prior education obtained the obligatory certificates for Medical 
school at pre- university level (76%) or through foreign preliminary education (24%).
dPre- university GPA is only known for students with standard prior education.

TA B L E  1   Comparison of 67%- policy 
and 100%- policy based on student 
characteristics (age, gender, ethnicity, 
prior education and pre- university GPA)
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P < .001). Under the 100%- policy, this gap is no longer present (9.5% 
vs 8.2%). For students with standard prior education, the dropout 
rate increased especially for female students from 1.8% to 8.3% with 
a large effect size (OR = 5.00, 95%- CI: 2.75- 9.88, P < .001), and for 
males to a smaller extent from 3.5% to 8.0% with a medium effect 
size (OR = 2.45, 95%- CI: 1.27- 4.93, P < .01, Table S1 –  Model 2a). 
Beside the female students and students with standard prior edu-
cation, students without a migration background dropped out more 
often too under the 100%- policy, with an increase in dropout rate 
from 3.1% to 9.2% (OR = 3.08, 95%- CI: 1.96- 5.00, P < .001). Of note, 
students with a migration background who are male and have stan-
dard prior education did not show an increase in dropout rate. This 
subgroup's dropout rate was very low under the 100%- policy (1.7%, 
Table S1 –  Model 3), and post hoc analysis showed this subgroups’ 
dropout rate is significantly lower than the dropout rate of the rest 
of the students (OR = 0.17, 95%- CI:0.03- 0.56, P < .05). In conclu-
sion, especially students with standard prior education dropped out 
more often under the stricter policy –  except for males with a migra-
tion background.

3.4 | Bachelor completion

The proportions of students who completed the Bachelor in three 
years were similar between the 67%- policy and the 100%- policy 
(54.0% vs 56%, Table 3 –  Model 0).

A negative effect of the 100%- policy on the Bachelor completion 
rate was only present for students without a migration background 
with a non- standard prior education (OR = 0.45, 95%- CI: 0.21- 0.94, 
P < .05, Table 3 –  Model 2b). Within this subgroup, especially female 
students suffered from the 100%- policy with regard to Bachelor 
completion, with only 17.4% completing the Bachelor in three years 
under the 100%- policy where this percentage was 44.8% under the 
67%- policy (OR = 0.29, 95%- CI: 0.11- 0.76, P < .05, Table 3 –  Model 
3). Post hoc analysis shows that this specific subgroups’ perfor-
mance did not significantly differ from their fellow students’ perfor-
mance under the 67%- policy but was significantly worse under the 
100%- policy (OR = 0.15, 95%- CI:0.08- 0.27, P < .001). After four years, 
the 67%- policy and the 100%- policy resulted in comparable Bachelor 
completion rates (74.9% vs 75.0%, Table S2 –  Model 0), which were not 
significantly affected by gender, ethnicity or prior education.

4  | DISCUSSION

The present study demonstrates the effect of raising the bar for 
passing the first year in medical school from 67% to 100% on stu-
dents’ short- term study progress, that is, Year- 1 completion and 
dropout rate, as well as long- term study progress, that is, Bachelor 
completion. Increased Year- 1 performance standards resulted in 
increased overall Year- 1 completion rates despite increased overall 
Year- 1 student dropout rates, without affecting Bachelor comple-
tion rates after three or four years. When zooming in to different 

subgroups based on student characteristics by applying the inter-
sectional framework, the current study shows that increased per-
formance standards enhanced Year- 1 completion rates stronger for 
male than for female students, resulting in a closed gender perfor-
mance gap. In particular, students with a non- standard prior educa-
tion were not likely to benefit from this stricter policy, except for 
male students with a migration background. Although increased 
performance standards resulted in increased Year- 1 completion for 
students with standard prior education, this subgroup also demon-
strated an increased dropout rate, albeit still relatively low. Although 
the raised bar in the first year did not affect overall Bachelor com-
pletion rates, female students without a migration background and 
with a non- standard prior education were significantly less likely to 
complete their Bachelor programme in three years.

The current study shows that raising the bar has a positive effect 
on the short term. Earlier research showed no effects on completion 
rates of the introduction of an AD policy demanding a minimum of 
67% of Year- 1 credits in medical school compared to no AD policy.5 
In line with previous research on stricter Year- 1 performance stan-
dards in medical school as well as other schools, the current study 
shows that a stricter AD policy does lead to better performance on 
the short term.13,24,32 This indicates that the bar needs to be raised 
further than 67% to obtain a positive effect. A less strict academic 
dismissal policy may focus on minimum standards rather than on the 
benefits of an optimal study rate. Students of medical schools already 
perform relatively well compared to those of other schools, and the 
bar of 67% is probably in line with the baseline performance of many 
students. Interestingly, the positive effect of the higher bar is only 
visible on the short term, not the long term, indicating once students 
completed the first year, their performance relapses –  leading to no 
effects on Bachelor completion rates. In line with the literature, this 
indicates that the higher bar extrinsically stimulates students to im-
prove their performance, which drops again when the performance 
standard is removed.33 A previous study on 450 Dutch Bachelor pro-
grammes showed a positive but small long- term effect as defined by 
Bachelor completion in four years for faculties on Social Sciences, 
Humanities, Law and Economics, but not for Medicine, which may 
be partially explained by the lower completion rates compared to 
medical schools prior to the introduction of that policy.3

The intersectional approach revealed notable differences in the 
effect on performance for different subgroups of students. First, 
with respect to gender, it was found that, on the short term, males 
profited more from the 100%- policy compared to females, which 
closed the gender performance gap in Year- 1. This is in line with pre-
vious results where only two cohorts were included13 and can be 
explained with earlier research that indicated that male students are 
generally more extrinsically motivated.34,35 The study performance 
of male students dropped compared to the performance of female 
students in the remaining part of the Bachelor programme once this 
extrinsic motivation in the shape of a strict performance standard 
was removed. Hence, after three years, the gender performance gap 
returned, demonstrating the importance of a long- term follow- up. 
Second, especially males with a migration background profited from 
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the stricter policy on the short term regardless of their prior edu-
cation. This subgroup is relatively small, yet interesting, since these 
students generally are under- represented and underperforming in 
medical schools.12- 19 Their dropout rates did not increase while their 
Year- 1 completion rates increased, closing the performance gap with 
their fellow students. Yet, on the long term, this performance gap 
returns as the Bachelor completion rates for this subgroup remained 
unchanged. The higher performance standards pushed this sub-
group of students to perform better, demonstrating that these stu-
dents are able to perform much better than they originally showed. 
This is in line with previous research on undergraduate manage-
ment students regarding goal- setting theory,36 describing that es-
pecially male students and students with a migration background 
profit more from specific and challenging goals.37 The removal of a 
relatively high performance demand as a clear and challenging goal 
during the rest of the Bachelor programme may have caused the re-
lapse to its original performance level resulting in underperformance 
compared to its peer group on the long term. A third and surprising 
subgroup effect was found for female students without a migration 
background and with a non- standard prior education. These stu-
dents did not profit nor suffer from the 100%- policy on the short 
term and actually suffered from the stricter policy on the long term. 
Their Bachelor completion rate decreased compared to the less 
strict policy. Whether this subgroup has different needs or is more 
prone to experience stress which may affect performance should 
be investigated. Further research is needed to determine whether 
the observed divergent effects for subgroups exposed by the inter-
sectional framework reflect previous findings that subgroups of stu-
dents based on gender, ethnicity and prior education have different 
study strategies and motivation.38- 41

With the introduction of the 100%- policy, the dropout rate in-
creased most for the largest subgroup, that is, students without a 
migration background with standard prior education, despite their 
above average performance regarding Year- 1 and Bachelor com-
pletion. This raises the question whether the 100%- policy made 
students drop out for the wrong reasons. Perhaps they would have 
been able to complete their Bachelor but got discouraged and/or 
more stressed by the higher bar. In particular, females dropped out 
more and, on average, they were found to be more prone to stress 
when the bar was raised.13 Opposed to students with standard prior 
education, students with non- standard prior education did not drop 
out more often under the 100%- policy. As a result, the dropout gap 
closed between students with standard and non- standard prior edu-
cation under the 100%- policy. A recent study suggests that students 
entering medical school are not used to failing, and they need support 
to deal with failure since it is inevitable in medical school.42 Possibly, 
students with non- standard prior education have learnt to deal with 
challenges or failure before entering medical school –  contrary to the 
average student with standard prior education –  because of their al-
ternative and often longer paths towards medical school admission, 
but further research is needed. Recent literature mentions the need 
to identify medical students who avoid difficult tasks and hide their 
weaknesses (a fixed mindset), as opposed to students who thrive in 

challenging situations (a growth mindset), based on Carol Dweck's 
mindset theory.43- 45 A stricter policy may strengthen a fixed mindset 
that leaves limited room for failure. Perhaps such a mindset makes 
students more likely to drop out and to hide their weakness when 
they are struggling instead of embracing the challenge. Whether stu-
dents without a migration background and standard prior education 
–  especially female students –  have a more fixed mindset opposed 
to students with a migration background or with non- standard prior 
education, requires further research.

The application of the intersectional framework is considered as 
a strength of the current study compared to previous research, as 
illustrated by the complexity of effects for different subgroups of 
students. Sometimes specific subgroups profited or suffered from 
the policy change when overall such effect was not visible. Another 
strength is the longitudinal design in which data were collected over 
four years for each cohort (except for the last included cohort), al-
lowing the examination of short- term and long- term effects. The 
analysis of six subsequent cohorts of medical students, thereby 
preventing specific cohort effects, can be considered a strength as 
well. However, this timeframe of six years is a limitation too, since 
the context inevitably changes inside and outside the academic 
environment. Even though no extensive curriculum changes took 
place in these years, a small number of students was still submit-
ted by lottery until 2014, where the students of subsequent co-
horts were all admitted by selection. However, this was corrected 
for as much as possible by controlling for age and pre- university 
GPA beside gender, ethnicity and prior education. The operation-
alisation of ethnicity by having a migration background (western 
or non- western) is a limitation too, since every categorisation is a 
reduction of one's identity. It can be argued that this could also be 
operationalised with a focus on one's own preferred ethnic identity, 
as recommended by others.46 Also, this study focused on the effec-
tivity of a stricter AD policy for medical schools, it is plausible that 
different schools with different types of students and completion 
rates yield other results of such stricter policy. Finally, it should be 
noted that the intersectional approach can help to detect patterns 
for subgroups, but at the same time a risk arises of thinking in ste-
reotypes resulting in stigmatisation.47 Therefore, the current study 
should be considered as a first essential step, which should be fol-
lowed up by exploring the underlying constructs causing subgroups 
to respond differently as the ultimate goal –  not the classification 
of subgroups itself.

In conclusion, an increased Year- 1 performance standard in 
medical school improves study progress in the first year, but does 
not affect Bachelor completion rates. When medical schools are in-
terested in improving the relatively high Bachelor completion rates 
and thereby study progress on the long term, a policy applied to all 
consecutive years of the Bachelor can be considered to improve 
study progress. Medical schools should be aware that increased per-
formance standards can result in positive effects on performance 
for specific subgroups (male students with migration background) 
and may harm the study progress of others (female students with-
out a migration background and non- standard prior education). It 
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is important for medical schools to identify what characteristics  
or needs cause these differential effects. Only then, medical 
schools can meet their students’ diverse needs and optimise student 
performance.
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