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ABSTRACT

Introduction The COVID-19 pandemic has illuminated
disparities and inequities in healthcare globally,

making it a necessity to identify, and address social

and structural determinants of people’s everyday lives.
Medical schools and education need to respond to and
address social justice in undergraduate education. Social
justice in medical education has the potential to be a
foundational block to support the initiatives that have or
are being implemented in our health systems.

Methods We carried out a meta-synthesis and used an
interpretative approach for the analysis. Searches were
conducted of three databases: PsycINFO, Embase and
Medline and were carried out in May 2021. We excluded
articles that were not related to undergraduate medical
students. The aim of this review was to explore literature
on SJ teaching to elicit the experiences of learners to
inform future SJ teaching and curriculum.

Results Using meta-synthesis methodology, four
themes emerged: personal growth of learners and
professional identities; developing commitment

to working with marginalised populations in their
environments; integrating traditional clinical skills with
advocacy, interests in human rights and SJ work; learning
processes and methods.

Conclusions Findings confirm that SJ in undergraduate
medical education has an essential role. However, social
justice in medical education was understood as a non-
essential piece of professionalism, or as something to

be learnt in the abstract method rather than as a part

of everyday practice realities. Our findings suugest

that creating globally competent doctors through a
globally equivalent curriculum, which is balanced and
with a locally invested training programme could lead

to a supply or workforce that is fit for purpose for local
populations.

INTRODUCTION

The primary purpose of medical schools is to
educate future doctors who can care for the
national population.' However, doctors and health-
care professionals work in communities where
many individuals live below the poverty line; face
discrimination based on their race, gender, sexu-
ality and class; have a significant amount of chronic
health problems and medical disabilities; reside in
geographically isolated areas; and lack a sufficient
number of healthcare providers to meet their needs.
These forms of discrimination often intersect,
magnifying their negative effects even further. In
this way, a single individual can be stigmatised and
carry multiple disadvantages.” Such patients have
been historically underserved.’

. Anne Rogers,” Alex Serafimov
Marie Hickman,® Anna Sri,” Subodh Dave®?

4 Simran Sehdev,”

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Social determinants of health are embedded
in medical education. However, discussions of
social justice are often seen as too political or
elicit discomfort. Therefore, discussions about
social justice remain marginalised in medical
education.

WHAT THIS STUDY ADDS

= The core medical school curriculum should
include compulsory training to enable students
to recognise and redress adverse medically
relevant social factors leading to health
inequities. Findings confirm that social justice
in undergraduate medical education has an
essential role in reducing inequilities and
is something that is learnt in the abstract
method rather than as a part of everyday
practice realities embeeded in the reality of the
individuals everyday challenges.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= Addressing health disparities requires
medical students to attain skills in ‘assessing
and intervening in the social and structural
determinants of the individuals' daily lives’
beyond the clinical setting and patient—doctor
interface. Creating globally competent doctors
using a globally equivalent curriculum with a
locally invested training programme could lead
to a supply or workforce that is fit for purpose
for local populations.

Definitions of social justice

In medicine, social justice (S]) is defined as equal
access to quality healthcare and the universal right
to health.* This definition recognises, along with
the Declaration of Alma-Ata, identified more than
30 years ago that gross inequalities in health status
are politically, socially and economically unaccept-
able, and that health is a fundamental human right.’
The modern concept of social justice in health is
derived from the 19th-century social medicine. For
example, Virchow said that “The physician is the
natural advocate of the poor’, adding that ‘medi-
cine has imperceptibly led us into the social field
and placed us in a position of confronting directly
the great problems of our time’.® The WHO defines
the social determinants of health as the conditions
in which people are born, grow, live, work and age,
including the health system.” These circumstances
are shaped by the distribution of money, power and

BM)

Khan N, et al. BMJ Leader 2023;7:1-9. doi:10.1136/leader-2023-000786

Faculty of
Medical Leadership
and Management

"yBuAdoo Aq paloalold 1sanb Aq 20z ‘gz [udy uo jwod g iapes)iwag/:dny woly papeojumoq 202 J9qWSAON T U0 98/000-£202-18pes|/9eTT 0T Se paysiiand 1s1y :1apes)


http://bmjleader.bmj.com/
http://orcid.org/0000-0003-3870-2609
http://orcid.org/0000-0001-9390-003X
http://dx.doi.org/10.1136/leader-2023-000786
http://dx.doi.org/10.1136/leader-2023-000786
http://dx.doi.org/10.1136/leader-2023-000786
http://crossmark.crossref.org/dialog/?doi=10.1136/leader-2023-000786&domain=pdf&date_stamp=2024-02-02
http://bmjleader.bmj.com/

Systematic review

resources at global, national and local levels,” which are them-
selves influenced by policy choices. The WHO states, “The social
determinants of health are mostly responsible for health inequi-
ties—the unfair and avoidable differences in health status seen
within and between countries’.”

Biases against discussing social justice

Social determinants of health have long been embedded in
medical education. For example, medical schools’ commitment
to neutrality and objectivity, which are important values, none-
theless, discussions of social justice are often seen as ‘too polit-
ical’ or elicit discomfort.5~'° Therefore, despite being increasingly
recognised, discussions about social justice remain marginal-
ised in medical education.® These negative reactions should be
resisted because educating doctors who can help reduce health
disparities requires medical students to confront the social,
political and economic realities which adversely impact health.
As Virchow said, “Do we not always find the diseases of the
populace traceable to defects in society?”” Indeed, the ability to
have discussions about social justice may necessitate a change
in the culture of medical schools, and not just their curricula.
To this end, there must be a recognition that medicine, like any
other field, is political and that discussions about social justice
are therefore entirely appropriate in medical school settings. As
Virchow continues, “Medicine is a social science, and politics,
nothing but medicine on a grand scale.”®

Teaching social justice

Hage and Kenny have describe one way of integrating social justice
into education. Their ‘Social Justice approach to prevention” has
focused on empowering trainees and engaging them in commu-
nity conditions through education, research, interventions and
political processes.'" Curricular change often involves improving
the structure of the teaching/learning environment (for example,
seminars or problem-based learning groups instead of lectures),
the content of courses and clerkships (the core set of knowl-
edge, skills and attitudes that should be learnt), and how student
learning of knowledge and skills is evaluated (in the sense that
evaluation can help ‘drive’ the curriculum). These include self-
reflection pieces, peer presentations, working with mentors and
community members, community engagement, advocacy work,
as well as direct action to redress the social conditions adversely
affecting health. Accordingly, teaching the social determinants
of health and health disparities in medical curricula require
complementary and more innovative evaluation instruments.
Thus, we wanted to systematically discover why and how social
justice integration could be possible as part of the curriculum in
undergraduate medical education. The aims of this review is to
a) explore social justice literature on teaching assessments, b)
report the experiences of undergraduate medical learners in the
data, and ¢) to elicit how medical education leaders can integrate
social justice into the undergraduate medical curriculum using
the checklist generated by this research.

METHODS

The proposed systematic review was conducted using a meta-
synthesis methodology, using a line of argument synthesis.'* We
used a meta-synthesis approach because it was an interpretative
method of analysis used in broadening understanding of a partic-
ular phenomenon.’

Review objective/questions
The objective of our research was a) to identify the experiences
of learners on social justice programmes and b) identify learning

strategies that may act as the key methods to teaching a social
justice curriculum.

Inclusion criteria

Participants

The populations of interest in this review were undergraduate
medical students, educators and lecturers, and patient-experts,
providing insights into their lived experiences. However, due to
the retrieval of limited papers on this topic, we extended our
search to the international literature for inclusion.

Phenomena of interest

The phenomena of interest included social justice, medical
curriculum, with a focus on both assessment and teaching. We
also included core curriculum, formative and summative assess-
ments, incorporating the social sciences and experiences of the
population of interest who are currently integrating aspects of
social justice in the medical curriculum. Papers on postgraduate
education and quantitative studies were excluded.

Context and setting

Studies were considered for inclusion if they comprised the
population of interest for this research, who worked as educators
within universities, hospitals, medical settings and community
clinics where teaching, assessment and mentoring of undergrad-
uate students take place.

Types of studies

The included papers were published in English and reported
on qualitative studies including (but not limited to) ethnog-
raphy, phenomenology, grounded theory, and action and femi-
nist methodologies. We also included qualitative findings, from
mixed-methods studies, case studies and case series.

Search strategy

The search strategy for this research aimed to locate both
published and unpublished papers. Papers that were found in the
grey literature and hand searched, were also used to identify text
words contained in the titles, abstracts of relevant articles, and
the index terms used to describe the articles. These were used
to develop a full search strategy for our selected databases (see
search strategy in the online supplemental material).

Information sources
The following databases were searched: Embase, PubMed and
PsycINFO.

Study selection

Following our searches, the results were imported into Mendeley,
and duplicate citations removed. Two independent reviewers
reviewed the titles and abstracts (SS and AS) to identify studies
for full-text retrieval. In instances where reviewers did not agree,
a third reviewer (NK) adjudicated on whether the study was
retrieved. The two reviewers (AS and AS) then independently
reviewed the full-text studies for inclusion with a third (NK)
reviewer acting as an adjudicator in cases where the reviewers
disagreed. Studies were considered for inclusion if they included
undergraduate students or are those involved in teaching and
assessment.
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Assessment of methodological quality

The full-text papers were assessed by two independent reviewers
(AS and AS) for methodological validity prior to inclusion in the
review, using the British Sociological Association Criteria.'* Any
disagreements that arose between the reviewers were resolved
through discussion and with a third reviewer (NK).

Data extraction

Customised tables were created that were used to produce themes
from the extracted data. All coded data from each included study,
including details about the population, phenomena of interest,
context, findings and illustrations, were extracted using NVivo,
qualitative data analysis computer software. Data extraction and
analysis were conducted by our research team. Themes were
coded, extracted and tabulated for all papers rated as eligible
for the review.

Data synthesis

Qualitative research findings were analysed using the meta-
synthesis approach,”® using a line of argument synthesis.
Meta-synthesis assists knowledge synthesis through a process of
reconceptualisation of themes across a number of published qual-
itative studies.'?'® ' The analysis was undertaken in three stages:
(1) creating a primary data synthesis, (2) exploring themes from
studies and (3) evaluating the learners’ perspectives.

RESULTS

The meta-synthesis included 36 studies (online supplemental
table 1). Characteristics of the studies and contextual informa-
tion on the included studies are presented in the online supple-
mental table 2.

The preliminary conceptual lens was developed for coding
and analysis. We focused on generating social justice concepts
which comprised 19 superordinate categories. These were used
for the coding and analysis of emerging themes. The categories
of social justice and their vote counts, indicating frequency of
the concept being identified, are shown in table 1.

Table 1 Social justice concepts
Number of times the term

Code Appears in  appeared
1 "reflective” 30 papers 326 times
2 reflective practice” 3 papers 4 times
3 global health 13 papers 109 times
4 social determinants 22 papers 174 times
5  health inequalities 4 papers 18 times
6  health disparities 22 papers 127 times
7 self-selected 5 papers 5 times
8  service learning 15 papers 150 times
9  underserved communities 10 papers 28 times
10 underserved 19 papers 240 times
11 community service 10 papers 40 times
12 voluntary 3 papers 4 times
13 social justice 13 papers 100 times
14 social accountability 10 papers 60 times
15  experiential learning 10 papers 28 times
16  experiential 17 papers 51 times
17  social responsibility 9 papers 26 times
18  cultural understanding 2 papers 5 times
19  advocacy 19 papers 231 times

The Preferred Reporting Items for Systematic Reviews and
Meta-Analyses diagram for the 36 papers is shown in figure 1.
The 36 papers comprised qualitative studies (n=17) and mixed-
methods studies (n=19). Most of the papers were mixed-
methods evaluations of teaching programmes or interventions.
The qualitative studies were mostly evaluations using qualita-
tive methodology. The 36 papers described studies which were
conducted in 10 countries: the USA (n=24), the UK (n=2),
Australia (n=2), New Zealand n=1, Taiwan n=1, Scotland/UK
n=1 and Canada (n=4). Two studies were conducted in collab-
oration of two countries: Israel/UK (n=1) and Colombia/Spain
(n=1). The participants recruited were in various years of their
medical education. Teaching and learning programmes were
designed to deliver a few hours of core material through various
methods (see Box 1).

The four themes that emerged from the learners’ perspective
were as follows:

a. Personal growth of learners and professional development.

b. Developing commitment to working with marginalised pop-
ulations in their local environments.

c. Integrating traditional clinical skills with advocacy, interests
in human rights and social justice work.

d. Learning processes and methods.

Table 2 shows the main results from the meta-synthesis;
level-one analysis included the primary quotes, level-two anal-
ysis included the synthesis of those findings from the learners’
perspectives and the level-three analysis includes the application
of the synthesis of the social justice themes.

Personal growth of learners and professional development
Our findings highlighted that along with professional devel-
opment, personal growth as a skilled doctor was important to
undergraduate medical learners. Personal development included
the requirement to acknowledge the challenges existed for
students at not only an academic level but also at an emotional
personal growth level.

Emotion
The third year of medical school can be incredibly challenging on
both an academic and emotional level. The de facto attitude on the
wards is one of cynicism and exhaustion. HRSJ (Human Rights and
Social Justice Scholars Program) has helped to demonstrate that
medicine can be practiced according to a higher ideal.'® (p. 296)

There were also data in the papers that highlighted examples of
complex learning and understanding related to the fact that indi-
viduals could encounter adverse experiences in what appeared to
be obvious or safe choices for them. Knowing the full facts and
context from individuals’ lived experience was an eye opener
and led to better interactions and learning processes.

Complex learning
[The patient] taught me a lot about the conditions in SROs (single
room occupancies). It is easy to assume that any housing is better
than no housing, but I learned that people can feel even more
unsafe in a building than they do outside. [The patient] experienced
sexual violence in her SRO and genuinely fears the drug-related
activity that occurs in her hallways.” (p. 4)

The importance of experiential learning was a process, which
linked students’ thoughts, feelings, concerns, and acted as a
reflective tools as, a mechanism part self-selective teaching
methods and programmes.
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Identification of new studies via databases and registers

. . Records removed before
c Records identified from 2010-2021: screening:
2 3 Da’fabases (n=2,485) Duplicate records removed.
@ Medline (n = 1477) Medline & Embase (n= 260 )
€ Embase (n= 591) > Psycinfo (n=163)
= Psyclnfg (n=417) Duplicate records removed
3 No Registers registries and combined (n = 399)
data banks (n = 0) Records marked as ineligible
by automation tools (n = 0)
Removed duplicates from
l original search (n = 390)
=)
R ds
e?srgg ECieeneC e Records excluded
=) (n=302)
o ;
= Reports sought for retrieval
5 (n=88) Reports excluded:
g 1. Wrong study design (n = 98)
@ 2. Wrong publication (n =27)
l 3. Wrong phenomenon (n=127)
4. Quality of study (n = 50)
Reports assessed for eligibility
(n=288)
iy
(i) X
Eligible Reports (n=58)
New studies included in review ——p | Reports excluded:
(n=0) 5. Not evaluations of programs
= Reports of new included studies (n=22)
3 (n=0)
e
©
- |
Total studies included in review
S (n = 36)

Figure 1  Preferred Reporting Items for Systematic Reviews and Meta-Analyses 2020 flow diagram,*® which included searches of three databases.

Experiential and service learning

I have volunteered both locally and internationally. What was
different for me this time is that I kept a reflective journal to
record my experiences, thoughts, feelings and concerns. At first,
I felt that keeping a journal would be a burden. I soon realized
that journaling during service-learning is the key to learning. I used
the critical incident technique to explore how various events and
experiences influenced my professional and personal growth. 1
learned how cultural views impact perceptions of health and illness,
the struggles of poverty, and observed first-hand the necessity for
health promotion. I learned more than I ever could have from
lectures or from a textbook.?’ (p. 979)

Developing commitment to working with marginalised
populations in their environments

Developing commitment and eliminating apathy towards
difficult situations and topics were highlighted in the data.
Students reported feeling frustrated and powerless when there
was little engagement or enthusiasm from peers, or colleagues.
For topics that had far-reaching health, social and welfare
concerns for certain groups with protected characteristics in
the population.

Race and healthcare disparities

As another student, apparently frustrated by his/her own
powerlessness to engage some of his/her reluctant colleagues in this
topic put it: We dutifully learn about rare cancers which we will
likely never see and genetic disorders only described in a handful
of patients, which we will certainly never see and yet race, which
we will see every day for the rest of our careers is a topic that only
manages to draw a small group of students. I can’t help but feel
that the apathy towards the subject of race ... is a part of what
has wrought the shocking disparities we are faced with today in
healthcare.?! (p. 7)

There were also examples of positivity and enthusiasm from
students, in ways of working that transformed what seemed
to appear as a problem (for people with severe intellectual
disability). Students worked through the real-life difficulties
through a programme initiative, creating positive outcomes for
individuals in the community.

The manager was excited by the conclusions we drew and the
possibility of implementing the program (for people with severe
intellectual disability),... she reported the next day that she had
made a recommendation to the Chairman of Akim to promote the
program nationwide. The fact that the program was received with
such enthusiasm is exciting, and we are pleased we were able to
take a real difficulty and translate it into practical program which
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Box 1 Teaching methods

= Provided through reading texts

= Didactic methods

= Case discussions

= Site visits

= Several hours of experiential non-core activities applying core

competencies

Individualised learning plan

Faculty advisor input

Non-core activities including community-engaged research

Service-learning activities

Other relevant experiences

Submission of a synthesis paper addressing pathway

competencies

= Students assigned to a community organisation for several

days over a few weeks

Completing a minimum number of placement hours

Leadership-development activities

Specific lectures and

Large group discussions

Participation in small-group

Community projects

Guest lecturers’ perspectives on their experience

Reflective essay assignments

Technology and media

Film and role-play

Using games as a teaching activity

= Assessment tools that provides assessment and instant
feedback required in the learning process

L

sty

can contribute deeply to the health of residents of the hostel and to
the mentally disabled community in Israel.” (p. 1448)

Furthermore, we found that educational programmes in our
data that focused on service, reflection, led to inspiring learners,
through a sense of encouragment and motivated students to
work and make a commitment with underserved communi-
ties and their ‘real’ needs, reflecting a deeper understanding of
context and background of individuals using healthcare.

SERVE ([Service, Education, Reflection, Volunteerism Elective]
inspired me to dedicate my future practice to underserved
communities.? (p- 300)

Integrating traditional clinical skills with advocacy, global
health, human rights and social justice work

Moving teaching from singular lectures to more diverse methods
of learning was reported to be an eye opener for students in
highlighting the relevance of advocacy for vulnerable popula-
tions. This insight was important to understanding the social
determinants of health as they were more real when seen in plain
sight.

My experience broadened my understanding ... concepts such
as patient advocacy, vulnerable populations and the social
determinants of health had seemed obscure in lectures, but were
immediately relevant in this new environment ... I have become
more aware of the interaction between social issues and health care
... that will direct my future learning and my approach to a career
in medicine.?® (p. 979)

As important as local context was, we found that global health
was also an important encounter for future work in the devel-
oping and ever-changing world of healthcare.

The evaluations have revealed that undertaking IPHC [International
Primary Health Care] supports students because it: [provides the]
opportunity to learn about diseases specific to 3rd world medicine.
To gain an idea of the type of work I could do in the developing
world in the future. ...addresses many issues of healthcare that
should be covered [sic] are not covered in the standard curriculum.
In my opinion, IPHC should be made compulsory in [sic] as a 3-
week component in 4th year.* (p. 4)

Additionally, projects that lead to creation or finding resources
for vulnerable populations and ways of working and advocating
for positive outcomes, were a valuable learning process and led
to a new understanding of concepts related to social justice.

My health care disparities project of mapping the Laotian
population in Elgin showed me the importance of identifying
health care resources for vulnerable populations and increasing
access to these resources. Prior to this course, I thought much
less about some aspects of increasing access to resources such as
adequate public transportation as a part of advocacy. ... Thus, I
believe this course has expanded my definition of medical advocacy
in quite a profound way.” (p. 3)

Learning processes and methods

Findings reflected how students observed the importance of
both the micro-lens and macro-lens of an individual’s problem
and then understood them in the context of all the factors that
could impact a wider scale, moving from individual local need to
a wider public health focus.

When asked what they had learned students identified two key
themes: the bigger picture of public health; and person-centered
or individualized care. Participants recognized that ‘an individual’s
health is multifactorial and public health can have a huge impact’.
Furthermore, one stated: how small an impact medicine and direct
biological intervention has upon someone’s overall wellbeing —
there’s so many other factors on so many levels to consider.2® (p. 4)

There was an understanding that social problems, health and
disease processes required multidisciplinary communication to
make a significant or critical leap for positive outcomes.

It [Universidad de La Sabana] favours a dialogue of various
disciplines:  anthropology, sociology, public health and
communication, seeking to understand and comprehend both the
health process and disease... and to generate, from the discourse,
critical thinking about social problems.”” (p. 271)

Inclusivity and diversity of professionals did not mean training
more individuals to conform to the host population lens, but
to allow room for professional identity formation to include
the link to traditional medicine as well as Western practices and
adapt to other more diverse contexts.

Personally, instead of just training more Native [medical] students
to be fluent in Western medicine, I’d prefer to see the university
reform itself and its systems of knowledge production to cultivate
the emergence of an identity as an Indigenous doctor/health worker,
skilled in both Western and traditional.?® (pp. 645-6)

Findings also showed that a mix of methods were preferred by
learners, that a balance in information giving/receiving, via class-
room and real-life work with individuals, was the best process
for learning complexity.

The balance between interaction/participation, small group and
lecture style teaching. The most valuable part of the content was
the workshops and the skills they instilled in us for conducting
history taking with a Maori patient.”” (p. 6)

This session was extremely useful to my learning/understanding
of cultural considerations during medical interviewing - especially
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Table 2 Main results from the meta-synthesis

Primary quotes from the studies included

Synthesis of the findings from the learners’
perspective

Application of the themes to social justice

'So | think | developed a sense of compassion for a group of
people that | didn't previously understand as well. Hopefully that
makes me a better physician for that."' (p. 940)

‘The writing assignment that asked us to remember one moment
where we noticed implicit bias in ourselves was really helpful. It
made me reflect on something that I hadn’t thought about in a
while. | didn't realize that | could make progress thinking about it
the way that | did."* (p. S153)

‘I learned to communicate with team members such as social
workers, in finding the best possible resources for our patients.
While these services are not available at every hospital, | know
have knowledge about community resources available for my
future patients and can contact them on my own." (p. 4)

‘I believe that as physicians we have a responsibility towards the
public good and the health of the population and | think that part
of this purview is working to undo the injustices that have become
established in our society.'21 (p. 6)

‘| gained some insight into the fact that, | take a lot of ... my

own health knowledge for granted ... and ... someone like the
Marshallese population who's in a foreign culture and in a foreign
land and even foreign to our language may need more assistance
as a community. As one

participant said, "You're not going to understand all the other
cultures, but when something happens that's really off, you can
take a step back and say, ‘Am | missing something?," ‘Do | need to
learn more about this culture before | get frustrated at this patient
for being this way?"* (pp. 217-8)

‘| used to think: ‘Well, it's their [Marshallese people] fault for not
going to the doctor.” When you actually learn about a culture

... it really puts it into perspective as far as ... most of [the
Marshallese] health issues are due to all the radiation we dumped
on their islands. | feel much more sympathetic, empathetic, and
responsible. I'm sure our country told them that it would be fine.
I'm sure we misled them. They're probably still being misled a lot
of times.” (p. 218)

‘Absolutely. It was a useful experience to dive into more detail on
a social and cultural history with the patient and make that the
focus of the interview to understand more about how it affects
them and their potential treatment.*° (p.5)

'l do believe that this was a very useful way to integrate the
medical and cultural aspects of the medical interview. As well, it
allowed us to begin to investigate how the social/belief systems
can impact health, healing mechanisms and perspectives of
wellbeing. | do believe it will help me in the future when | am
presented with an Indigenous patient and how to allow the topics
of religion and belief systems into the interview.° (p. 7)

‘Motivation to serve.... It is not enough to observe the injustice,
but we must do what we can to take action to start impacting the
people around us."** (p. 4)

Scholar’s experience with the East Harlem Community Health
Committee: ‘Over the next few months | worked with the
committee to device a project. The committee has, for a long
time, needed a better understanding of the landscape of pediatric
mental health resources in the East Harlem community. Through
many meetings and conversations, we decided to investigate how
children and adolescents enter the mental health system in East
Harlem and what this experience looks like. In order to answer
these questions, we decided that | would do field research —
mainly structured interviews — to create a map of the process....
Luckily, the structure of the HRSJ program, with new students
entering each year is that these projects can be passed on,

creating sustainability and continuity with the community partners.

There have now been three additional years of students working
on this same project.'** (p. 295)

Personal growth: understanding one’s own emotional
self and biases for personal growth was important to
learners and was linked to their well-being, belonging
and reduced stress.

Professional development: requires medical students,
residents and academic faculty to acknowledge softer
concepts in medicine and to work to address them. A
major facilitator to this effort within medical schools
would require structured curricula.

Developing commitment to working with marginalised
populations:

intentional awareness of the individual and group
challenges was understood in relation to the level

of resources and opportunities that did not exist for
individuals with far less than originally thought by
learners.

Local environments: looking at social, economic and
political contributions to the conception of health
disparities that lead to social justice in biological
explanations and health.

Integrating traditional clinical skills:

allowing differences and diversity in knowledge
to form as part of the professional identity and
feel comfortable with it in the Western practice of
medicine.

Importance of advocacy: advocacy was linked to
learners’ motivation to help and have a goal to make
an impactful change for individuals.

Human rights and social justice:

stereotyping, cultural insensitivity, stigma, health
insurance coverage and access to health and housing
were important factors that lead to injustice in society
and gaps in healthcare outcomes for minority groups.

Learners acquire skills that could be used in the
clinical settings and with those accessing services
and treatment.

Learners build confidence to elicit resources and look
beyond the confines of the hospital or clinical lens.

Emerging understanding of health disparities and
social justice work with the identity formation of
the learner was seen as an eye opener and led to
compassionate ways of working in local communities.

Local visits of neighbourhoods and non-profits for
learners were linked to a better understanding of
local health disparities and the accessible resources.

Using a collective approach to understanding
individual differences in health and medicine,
incorporating the individual’s perspective into
treatment and care.

Requires learners to have goals to act on for positive
outcomes.

Interest in human rights:

increasing learners’ awareness of factors that
contribute to health disparities in minority
populations.

Continued
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Table 2 Continued

Synthesis of the findings from the learners’

Primary quotes from the studies included perspective

Application of the themes to social justice

| felt that the public isn't aware of the problems other areas of the Global health: as an option is often self-selected and
not compulsory and is therefore aimed at learners who social justice and social determinants that impact

world is facing, and the impact they're going to make in a global

Global health—to be a compulsory component of

situation. | want to be the educator to the public and hopefully, be already are aware of the concepts related to global health.

able to make a small difference if possible.’24 (p. 4) health.
... 'l oversee & co-founded a program in which we implement

medical home] ... Over the last 2 years, we worked on the
community-identified issue of affordable housing and developed
three campaigns. .. the greatest impact to me is flattening the
hierarchy in the clinic so that patients are empowered to created
change with the clinic's support.*® (p. 589)

for this.

‘My experience was an extremely valuable source of learning
which broadened my understanding of social responsibility in
medicine beyond what | could have achieved in a classroom

or local community setting. It was different, for instance, from
structured office visits to the underserved Downtown Eastside
[in Vancouver] because rather than just being exposed to such a
population, | was [living with them] for two months.?° (p. 980)

HRSJ, human rights and social justice.

for students about to embark on their [Indigenous community]
placements. It was indefinitely more useful than any pre-readings
we could have gotten. Please keep this in the curriculum for next
year!? (p-7)

The programme, teaching methods and evaluation from the
studies included can be seen in the online supplemental table 3.

DISCUSSION

The WHO has defined the ‘social accountability of medical
schools’ as ‘the obligation to direct education, research, and
service activities towards addressing the priority health concerns
of the community, region and the nation that they have a
mandate to serve.' According to the WHO, social justice
begins by recognising that health is a fundamental human right,
and gross inequalities in healthcare are politically, socially and
economically unacceptable.’® Social justice education, incorpo-
rating interdisciplinary knowledge and encouraging social, polit-
ical and biomedical collaboration, will help medical students
to become socially conscious and acquire the skills to deliver
competent healthcare to all in the community.®*3*

Our findings from the meta-synthesis suggest that, the core
medical school curriculum should include training that enables
students to recognise and redress adverse medically relevant
social factors.” This is because social issues such as poverty,
illiteracy and discrimination deeply affect human health.*
Addressing these health disparities would require medical
students to become skilled in ‘assessing and intervening in the
social and structural determinants of the patients’ daily lives’
outside of the clinical setting®® and ‘looking beyond the patient—
doctor interaction” alone.’

This analysis also points to adopting a multifactorial lens as
the best ways to impact positive outcomes were: (1) working
in multidisciplinary, interprofessional teams; (2) understanding
the role of doctors in health promotion, assessing health policy
and health systems, providing culturally safe care, ‘thinking
upstream prevention’ to develop a social justice programme;
and (3) understanding that social determinants of health, include
education, employment, culture, gender, housing, income, class
and social status, and how these affect patients and commu-
nities.”® To accomplish this, our data indicates that medical
students condsider professional identity that incorporated a

Health systems reform and public health initiatives:
community organizing principles into the PCMH [patient centered  social justice work requires learners to develop and
apply knowledge outside of the confines of the clinical
setting and lived experiences provided a foundation

Learners understood social justice from experiential
learning.

Teaching process and method: important methods that Learning process:
were non-traditional were included.

non-core activities include community-engaged
research, service learning activities, guest lecturers’
perspectives on their experience, an assessment tool
that provided the assessment and instant feedback
required in the learning process.

‘physicians-health advocates’ role to combat the propensity to
see ill health as purely the outcome of poor lifestyle choices. As
this belief ‘ignores the fact that social and economic status shapes
a person’s ability to make healthy choices regarding housing,
available food, safe neighbourhoods and the like.”

Examples, such as the Social Justice Vertical Integration
Group at the Geisel School of Medicine at Dartmouth, identi-
fied core social justice competencies with linked objectives® and
developed key topics in order to facilitate student achievement
of these competencies and objectives. They also reviewed other
medical schools’ diverse approaches to social justice teaching,
examining ways by which both the classroom and the experien-
tial components of the social justice curriculum can be integrated
with important basic science and clinical curricular components.
Creating multifaceted written and verbal student evaluation
would be a critical component of the medical school social
justice curriculum, as would adequate infrastructure support and
ongoing assessment of the impact of students’ hands-on work
with the communities they serve.’

Therefore, the goal of educating future doctors to care for
the national population requires an adequate number of doctors
who are properly distributed to underserved areas, and enough
minority physicians in the workforce trained to allow for diversity
and link both traditional and Western medicine with the needs
of the local population served. The importance of this mission
is underscored by an ever-increasing body of evidence of a wide
range of health disparities affecting ethnic minority popula-
tions.*” These disparities often go unnoticed®® and reflect histor-
ical deep rooted inequalities in education, housing, employment
and the related policies.’” Therefore, without discounting other
potential causal factors, medical school curricula need to engage
with the rich literature and evidence base which show that the
conditions of life, with its various privileges and oppression, are
strongly correlated with health or illness.

LIMITATIONS

The main criticisms of conducting a meta-analysis are that it
blends various types of literature, disparate articles therefore
the concluding result may overlook critical distinctions between
studies. We have tried to minimise this by narrowing our focus, to
look at learning interventions and programmes of social justice.
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CONCLUSION

Our analysis suggests that the core medical school curriculum
should include compulsory training, which enables students to
recognise and redress adverse medically relevant social factors.’
Social justice in medical education should not be understood as
a non-essential piece of professionalism. This is because social
issues such as poverty, illiteracy and discrimination deeply affect
human health.*® Addressing these health disparities would
require medical students to become skilled in ‘assessing and
intervening in the social and structural determinants of the indi-
viduals’ daily lives’ outside of the clinical setting® and ‘looking
beyond the patient—doctor interaction’ alone.” Creating glob-
ally competent doctors through a globally equivalent curric-
ulum which can be balanced and with a locally invested training
programme could lead to a supply or workforce that is fit for
purpose for local populations. To accomplish this, students must
become ‘physician-health advocates’ and combat the propen-
sity to see ill health as the outcome of poor lifestyle choices.
? Findings confirm that social justice in undergraduate medical
education is an essential component and has a role in the work
of doctors, impacting healthcare and can be taught using various
methods outlined in this research. In conlcusion, social justice
can be learned as a part of everyday practice realities and should
include the contemporary context of healthcare ineqaulities
improvement focus and a social justice lens.
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