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SUMMARY

This thesis reports a mixed methods study of the social identities, perceptions and discourses that medical
student participants, at the start and completion of basic medical training, applied to constructs of social
justice and social accountability in health care. The study question asks: how do diverse medical students
perceive the value of social justice to medical practice; and how can students’ critical capabilities be

harnessed into socially accountable professional practices? Results inform a novel, socioscience pedagogy.

The study sought to compare First and Final Years at two South Australian medical schools; graduates at
Flinders University and undergraduates at Adelaide University. Flinders, but not Adelaide, belongs to a
network of medical schools supporting social equity actions. Other comparisons were based on participant

identity: socio-economic and equity status; and insider/ outsider status to traditional professionalism.

Participants’ perceptions of social justice as a requirement of the Charter of Medical Professionalism (2002)
are theorised to inform a new professional contract, to enact undefined practices of social accountability.
The Charter implies need for an outcomes-based pedagogy that effectively integrates humanism and bio-

science in medical mindsets; and values societal improvement above physician self-interest.

A gap in the higher education literature was students’ transformation to a social justice perspective of
society. Past studies indicated female and ethnic minority students are marginalised from medical culture.
Student-led curricula of prosocial medical student groups were hypothesised to protect members from
socialisation to a ‘hidden’ curriculum that subverts students’ humanist intentions, capabilities, well-being,

and training choices.

A multi-theory framework primarily employed Bourdieu’s theory of practice and Sen’s capability theory to
the study the empowerment of prosocial professionalism. Methodology posed critical questions of social
inequity in semi-structured interviews; multiple choice questions sought demographic data and ‘critical’
logic. The study attracted forty participants with high diversity of social identities, over two years of data
collection. Participants’ equity identities were sought from observation and interview, and calculated from

demographic data collected in an online survey. Devalorised social equity identities were grouped as none,
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one, or more than one (or intersectional); with outsider status to traditional medical professionalism

assigned to those with marginalised identities.

Survey questions revealed strong general support for social justice learning and practices in medical
education, and adequate knowledge of social determinants of health (SDH). Flinders participants held
higher expectations of learning to act on the SDH than was taught. All Year groups correctly identified the
main groups suffering health disadvantages in Australian society. Semi-structured interview questions
tested conceptual acuity of the social ‘health-illness dialectic’ — perception of how social conditions ‘get
under the skin’ to cause illness; and drew on the diverse learning contexts that students bring to medicine.
Clinical questions involving sexuality, chronic iliness, and Indigeneity were devised to engage participants’

critical reasoning and ethical responsiveness to topics of social accountability.

Participants’ discourses revealed variance in sociological knowledges and critical perceptions that can
inform pedagogy for social accountability. Participants with intersectional identities and situated learning in
contexts of social disadvantage displayed greater reflexivity on patients’ circumstances; yet, those with a
single equity identity signalled greater intention to practice in an area of health need. Year group and
medical school differences were of secondary significance. Students’ social equity identities conferred a
sociological lens for health equity, but need capacitating; a finding that supports the WP agenda. Equity in
health care was a threshold concept in all Year group cohorts; and health production concepts were poorly
imagined. Non-critical discourses were rare, but revealed practices of didactic patient education and mis-
recognition of the contextual realities of social stigma and external determinants of health. International
Asian participants were more reflexive of the need to tailor health care to Indigenous population needs.
‘Know-do gaps’ included critical understanding of devalorised patient lifeworlds; advocacy training for

practice of accountability to the SDH; and anxiety reduction related to expectations of intercultural care.

A knowledge management system and ‘becoming to know’ framework are recommended to guide an
integrated socioscience pedagogy, informed by diverse sociological insights and Legitimation Code Theory.

A biosemiotic paradigm of medical education may satisfy a comprehensive basis for professional reforms.
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CHAPTER ONE: INTRODUCTION

1.0 The Charter of Medical Professionalism

This mixed methods study aligns my long-term interests in medicine, social justice, and the
inculcation of ‘medical professionalism’ to students during their medical education. The
study refers to an international Charter of Medical Professionalism, issued in 2002, that
signalled a change in medical professional ethics to include actions of ‘social justice’ (ABIM
Foundation 2002; ACP-ASIM; European Federation of Internal Medicine). An American-
European venture, the ‘Medical Professional Project’ enjoined physician leaders of western

medicine in the production of a global consensus statement for the new millennium.

Hereafter referred to as ‘The Charter’, this statement addressed the profession’s concerns
about a lack of humanism in the modern practice of medicine and called for greater social
accountability (SA) in health care. The Charter presented an opportunity to re-emphasise
professional roles, provide guidance for decision making, and re-calibrate societies’
expectations of professional trust. It was a ‘re-statement of professional responsibility’; re-
iterating service to others in counterpoint to a ‘corporate mentality’ (Sox 2002:243). In this
assessment, the profession needed to make an ethical stance against external challenges
within societies that maldistributed health; and to achieve global congruence of purpose.
Feedback from professionals included widespread endorsement, and some disagreement
based on ideological differences; as detailed in the Literature review [Chapter 3]. However,
the pragmatism of physicians acting alone without health system support became evident.

Health system dysfunction can effectively prevent physicians from acting in accordance with

13



the Charter (Egener et al 2017). Looking to a business model, Egener et al (ibid) reported

research by Kanter (2011) that claimed;

an expressed commitment to social responsibility creates a buffer against
uncertainty, evokes positive emotions, and stimulates motivation amongst

employees

(ibid:1092)

The Charter projects an eye to the future of the medical profession; to meet its social
contract with society, and respond to dynamic changes in the ecology of human health
during the ‘anthropocene’ era. Material consumption and production increased hugely
during 20C, but left many in society bewildered by “future shock’: the instability inducing
fear of an uncertain future (Fernandez-Armesto 2019:356). New anxieties arose in response;
among them solastalgia related to climate warming and environmental degradation; and
need for adjustment to rapid technological changes, including losses of autonomy and

privacy related to digital communications (ibid).

More sceptical views of The Charter regarded the medical enterprise a business model in
pursuit of social capital to underwrite physicians’ enduring power and success. Yet, nearly
eighty percent of variation in health outcomes are attributed to societal actions than to
direct clinical care (Fried et al 2019). The Charter is positioned in the study as a discourse
that is evaluated by ‘next generation’ physicians for perceived professional legitimacy of

‘social accountability’ (hereafter SA) to emerging practice needs.
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The following segment of The Charter was shown to participants to read prior to interviews;
to consider the formal wording of the SA concept and its meaning; and to orient them to the

purpose of the study.

Charter of Medical Professionalism (ABIM Foundation 2002)
Principle of Social Justice

The medical profession must promote justice in the health care system, including
the fair distribution of health care resources. Physicians should work actively to
eliminate discrimination in health care, whether based on race, gender,

socioeconomic status, ethnicity, religion, or any other social category.

A distinction can be drawn between two conceptions of medical ethics. The first refers to
ethics applied in health care decisions (or bioethics). The second concept, a subject of this
study, refers to the moral commitments of health care professions (Rhodes 2002). Each
requires a different pedagogy to convey its philosophy, legal requirements, and logic of

practice.

Prominent medical educators have reinforced the significance of ‘A Global Consensus on
Social Accountability of Medical Schools’ (GCSA 2010) to elaborate the concept and its
purposes. Charles Boelen (2018) called for commitment to SA from medical schools,
restating the aim of medical education for SA; “to contribute to effective, equitable, and

sustainable health system development” (:26). This concerted, globalised and historical
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effort planned to accomplish previously sporadic and uncoordinated reforms of health
systems and medical education: to provide ‘health for all’ (WHO, UNICEF 1978). Although
interpreted differently between nations, the catchcry inspired ‘an aspirational goal’ of

equity or fairness in the distribution of health (Health for All 2008).

Implications of SA professionalism for medical education have been debated in the medical
literature, enacted in innovative curricula, and evaluated in medical education programs.
This thesis questions assumptions about differences in perceptions of these changes among
medical students according to participants’ social identities, dispositions, Year level, and
Medical School ethos; as outlined later in the study design. The thesis inquires, in effect,
about the culture of a new professionalism movement in medical students’ meaning-making
of social and global health needs. It also responds to a gap in the higher education (HE)

literature that questions how transformation to a social justice ethos takes place [Fig. 3.2].

Complicating the inquiry is the signifying status of medicine in HE and society. While
vocation and spiritual belief can drive altruistic (or prosocial) ambitions for public service,
competition for entry to medicine can also reflect the esteemed status of medical science
and physicians in modern societies. Entry can represent a means of enhancing social status
and income by ‘outsiders’ to the professions; yet can serve to maintain and reproduce the
capital advantages of students from privileged backgrounds. This aspect of the sociology of
medical education is in tension with the sociology of health production; ironically increasing
social inequality and health inequity within societies. Social advocacy actions to reduce
health inequity are viewed as the moral solution that the health professions can and should

instigate, by pedagogical means that remain uncertain.

16



The study question, formulated by a multi theory framework [Chapter 5] asks;

How do diverse medical students perceive the value of social justice to medical practice;

and how can their critical capabilities be harnessed into socially accountable practices?

Cues to a learning theory that may inform a suitable pedagogy for social accountability, and

a more sustainable medical professionalism, can be drawn from the study conclusions.

The ‘skill set” medical educators are advised to develop, to promote SA in Continuing

Professional Development (CPD) includes;

1. Advocacy of social issues affecting health,

2. Social relevance of medical practice - improving health outcomes,

3. Professional relevance of medical practice —in partnership with communities,

4. Maintaining trust and credibility with the public, free of medical industry obligations,
5. Assuring competence — maintaining and evaluating physicians’ CPD,

6. Focussing on the values of relevance, quality, cost effectiveness and equity

(Thompson & Davis 2008:34).

Experienced primary care educators recommend the following five steps for medical schools

“to align their training with societal need” (Wen et al 2011:e12);
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1. produce an explicit social mission

2. integrate community learning into the curriculum
3. emphasise primary health care

4. exchange free education for needs-based service

5. engage students in social accountability throughout their education.

[Specific terms such as social justice, prosocial and equity are defined and contextualised

when familiarising the reader with the background of the study.]

This shift in goals for CPD requires our graduates become more community focussed, and
open to a critical, sociological understanding of health production in our rapidly changing,
multicultural, and increasingly inter-connected modern societies. This shift in CPD applies a
problematising lens that poses three core questions. The first is philosophical (What are the
purposes of the health system?); the second, moral (What values should guide professional
reforms?); and third, pragmatic (How can health outcomes be improved in ways that the

existing paradigm of health care has failed to achieve?).

A central interest of this study relates to the potential impact on professionalism, and the
culture of health systems, of the identities and professional discourses of participants from
diverse, non-traditional backgrounds; students entering medicine the result of HE policies of
‘widening participation’ (WP). The goals of widening the entry criteria to study medicine,
from academic merit alone, aimed to produce physicians that ‘match what [pluralistic]
societies need’ (Aretz 2011:608). The ‘Widening Participation Agenda’ (WPA) was projected

to improve trust and access to health services among underserved and stigmatised groups;
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enacting the professional competencies of patient-centred care and equity (Hutchings &
Rapport 2012). Studies reporting outcomes of the modern WP agenda, and historical
reforms that reproduced a hegemonic culture of professionalism via medical education, are

outlined in Chapter 2.

To begin, | contextualise the ‘social accountability’ movement in contemporary societal
y Yy

settings, where studies locate evidence of unequal health outcomes.

1.1 Societal contexts of health production

Recent rapid societal changes have posed challenges to pre-existing hierarchies of power.
Open to contest and (uneven) change, are historical norms of social relations related to
gender, race or colour, religion, sexuality, gender and (dis)ability; macro relations of
sovereignty, ownership, access, industry and economy; and, stewardship of species and
natural environs (Barry 2009). Human progress, as well as unfair inequalities in the social
and environmental conditions of living that affect quality of life and longevity, continued
into the new millennium. Globalising forces, including climate change and novel epidemics
added complexity and uncertainty to healthy futures for exposed populations; while the
global capitalist system avoided any vision of the social good, making individuals responsible

for adaptation to stressors created in the body politic (Purser 2019).

Reducing these complex changes into a framework for teaching medical professionalism
could be a mammoth task. Yet, moral reasoning by health students to elucidate matters of
social injustice relevant to health care and health production may benefit from invocation of

‘sociological imagination’ (Mills 1959) of the patient’s lifeworld - the material conditions of
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everyday life (Williams & Popay 2001:31). Sociological imagination refers to an ability to
gain insight to the machinations of societies; a ‘lens’ or ‘gaze’ by which sociologists study
social life. It can elicit awareness of how social status differences between individuals or
groups; coupled with constraints imposed by policies, ideologies and institutions; shape
societies and reproduce inequalities that maldistribute wealth, health, and survival
(Therborn 2013). This skill set, termed critical literacy, as ‘literacy’ suggests, involves

learning the grammar that communicates social inequity as a lived experience.

A ‘critical’ sociological lens can reduce health determination to an equilibrium of power;
between freedom of human agency and the fairness of structural constraints. However,
discerning one’s social position between these states is a form of critical literacy that is not
universal. Many oppressed peoples throughout the world remain unconscious of how their
freedom to lead a life of value is limited by unfair social arrangements: indeed, some may
identify with their oppressors (Freire 1973). The freedom to act in one’s own best interests
was considered, at minimum, to allow the individual the capability to act (Sen 1995). Yet,
repeated use of rigid and indefensible social discriminators such as gender, race, rural origin
and immigrant status, can create durable inequalities that have intergenerational effects on
health (Tilley 1998; Little 2012). Agents that internalise an ideology of white dominance can
remain unconscious or uncritical of its potential harms (Muzzin & Mickleborough 2013). Yet,
a consciousness can develop in people, including students, sensitised by the moral emotions
of compassion, empathy and justice that enables ‘recognition’ and rational ‘critique’ of the
unfairness of social exclusion and inequalities. They may then comprehend the complexity
of the problem and become motivated to act (Freire 1973; Mustakova-Possardt 2004;

Kumagai & Lypson 2009; Santos 2007).
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1.2

Early, when deciding the topic of research, | named it the CHAMP study; Critical Health and
Medical Professionalism. In French, ‘champ’ means ‘field’ and was the term used by French
sociologist Pierre Bourdieu (1993) to signify the broad contexts of cultural production and

reproduction in society. Medicine in the health sector, and law, are two such fields. The

Clinical vignette — misrecognition

An example of misrecognition from the investigator’s own clinical experience
draws on the sociology of Indigeneity in 1970s Queensland society. Arriving
at morning handover in the Emergency Department of a regional hospital,
we were told the middle-aged Aboriginal man sleeping on a mattress on the
floor of a cubicle was brought in by police during the night. He was found
unconscious on the roadside, ‘sleeping off a binge of alcohol’. His clinical
observations were stable, and he could leave when he awoke. When
examined he was unkempt in appearance, had sweet smelling breath, was
dehydrated, and comatose. The main findings on finger prick blood testing
was severe hyper-glycaemia and ketosis; and chest examination revealed a
pneumonia. There was no evidence of alcohol ingestion. We surmised the
man was an undiagnosed diabetic, possibly homeless, who had become ill.
Assumptions about ‘drunk Aboriginals’ and ‘blacks in trouble with police’
likely informed the disempowering discourse that led to the night staff’s
failure of critical thinking, compassion, and routine investigation of this
man’s condition. Colonial history of dominance, conflict and displacement of
Indigenous peoples continues as structural violence in Queensland society

(Watson 2010).

Restoring humanism to medical professionalism

study will be of interest primarily to educators of medical professionalism seeking to
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transform students’ thinking about the value of the social context to health outcomes; and
to inculcate responsibilities concordant with the profession’s social contract. For prosocial
(or altruistic) students ‘becoming’ the professional required by The Charter, professional
validation rather than transformation may be required. Yet, when students’ capabilities for
socially accountable practice remain unrecognised and under-developed in the professional

culture, their potential impacts on population health may be lost.

Participants in the study were students sourced from the Adelaide (undergraduate entry)
and Flinders (postgraduate entry) medical schools. In particular, the study investigated First
and Final Year medical student participants’ perceptions of social justice as a component of
professionalism in the contemporary context of social epidemiology of health inequalities;
and contemporary understandings of social health production. While not the same cohorts,
the study of First and Final Years at each school allows comparisons that may reveal a shift
in prosocial intentions across a program, and clues to understanding why. This may include
the influence of dialogical features of a school’s professional culture on agency for prosocial
medical practice. The influx of students of diverse social identities and backgrounds into a
traditionally conservative profession, draws the investigator’s interest to how participants’

social identities may provide insights to dynamic societal conditions modulating health.

The forms of practice that arise from The Charter will inform an agreed set of ethical

behaviours in the new professional doxa (or majority consensus). Gioia, Corley & Hamilton

(2013) make this distinction;
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ethical behaviour can be defined as professional agreement regarding ethical behavior
whereas moral behavior can be construed as adhering to some high standard of right and
wrong.

(:28).

The need for an integrative theory of medical professionalism is highlighted by past reforms
that brought ‘scientism’ to medical education (Flexner; Freidson 1970). Reform essentially
regulated medical discourses and professional reputation away from ‘quackery’. However,

as with scientism, the discourse of social accountability

runs the risk of hyper-segmentation and diffusion of the arguments surrounding roles
and responsibilities of medical educators. There is an ironic parallel with the previous

century’s clinical specialisation and fragmentation.

(Woollard 2006:304)

Innovative medical education programs and ‘socially accountable’ medical schools were
conceived; including at Flinders University of South Australia. South Australia has two major
medical schools, Adelaide and Flinders, with different provenance and academic standing in
the national and global order. Adelaide has a traditional medical program and provides a
standard to compare Flinders’ SA innovation; for the purpose of studying medical students’

social justice perspectives.
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In the absence of an integrative theory of medical professionalism to test lay (moral) and
physician (ethical) perceptions of the practice required by The Charter, | resorted to my own
experiences as a medical professional and educator to arbitrate a theoretical framework for
inductive reasoning of the empirical data. Similarly, | used medical phronesis (or clinical
argument) to construct a deductive process for collecting data; semi-structured interview

questions, short answer and multi-choice questions [Appendices 4A-4F].

A mixed method analysis followed, to obtain theoretical propositions from shared concepts
distributed in the dataset. Thematic analysis, by triangulation of qualitative and quantitative
data, was synthesized and compared as participant vignettes [Chapter 8 and Appendix 9] to

respond to the research question and produce Discussion [Chapter 12].

Study participants answered an online invitation seeking ‘your views about social justice in
medicine.” Observational, demographic, and interview data collated from First and Final
year participants allowed comparative analysis of perspectives pre- and post- socialisation
into the culture of their Medical School. Medical Schools were conceptualised as ‘situated’
by a set of four curricula (formal, informal, hidden and silent); each with discourses and
epistemologies that may unequally empower students’ aspirations for prosocial practice.
Features of the four curricula, like well-worn pathways to forms of medical practice, are

fleshed out in more detail in the literature review [Chapter 3].

The broad aim of this thesis is to learn how diverse medical students conceptualise ‘social
justice’ or ‘social accountability’ (SA) to the practice of medical care; knowledges of social

health production students from diverse social positions bring to professional practice; and,

24



how transformation to a social justice perspective of health takes place. It was postulated
that paradigm change to greater values-based practice, one that strategises from a broader
knowledge ecosystem (Jakubik 2011), requires transformative learning. The components of
this cognitive skill set to SA phronesis of medical practice, are important to pedagogy for
professional development. However, transformation can also rely on capability (Sen 1995).
Empowerment of students’ capabilities can refer to the activation of their social capital or
advantages for valued positions in the field (Bourdieu 1990). Correspondingly, medical field
conditions (systems sustaining the existing professional culture) that disfavour social justice

practices can inhibit students’ capabilities, intentions and motivations for SA practice.

The thesis employs a theoretical framework based primarily on the sociology of practice
elaborated by Pierre Bourdieu and the capability theory of Amartya Sen to analyse dialogical
characteristics of medical students’ habitual moral dispositions and discourses for enacting
social justice in their future professional roles. In brief, Bourdieu’s educational theorising
(1984) was originally concerned with the persistence and reproduction of class domination
in society through education, and how this may change. He observed change “arising out of
changed class habituses entering a field” (Bernstein 1999:171). This suggested students with
different sets of ‘class’ dispositions (tastes and pretensions or habitus (Bourdieu 1996)) to
the traditional intellectual class, could exert a deforming force on the established order to

effect culture change.

The WPA in education for the professions is now well established in western universities,
and brings students of diverse social, economic, ethnic, religious, gender, sexuality and

linguistic backgrounds into the medical community. Bourdieu’s social theory of practice
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(1996) suggests the knowledges and discourses diverse students bring to medical education
have the power to change the dominant professional culture. Yet, in a powerful profession,

the field can also exert a transforming power on new entrants.

Of interest to this study is the reciprocity that may result from inclusion of students from
non-traditional backgrounds in medicine; their potential for promoting prosocial changes,
justice, and authentic patient-doctor relationships in health care (Risdon & Edey 1999). It
suggests medical student diversity can result in a more prosocial professionalism. Yet, active
participation in medical education cannot be assumed simply by enrolment of applicants
from non-traditional backgrounds. Participation also necessitates ‘curricular justice’ to allow
the voices of diverse active learners to be heard (Bernstein 1996). Similarly, voices of diverse
patients from socially disadvantaged groups can be validated and included in curriculum to
advance SA practices (Maton 2014). A change in critical consciousness, to comprehend and
initiate actions for SA, may require students to problematise their own ideologies and

institutions, and how these shape their perceptions of societal structure (Kegan 1994).

The means of transformation Bourdieu endorsed; to shift the social relation of knowers to
knowledge of the social world, and avoid misrecognition of valid knowledge claims; he
termed ‘epistemic reflexivity’ (Bourdieu 1990: Maton 2003). This questioning approach to
knowledge investigates who gains and who loses by inclusion and validation of particular
knowledges in curricula. Karl Maton (2014) directed the problematising lens of ‘epistemic
reflexivity’ to ask which knowledges are excluded; recognising through semiotic evaluation
of discourses how power can be more fairly distributed by legitimate knowledge claims in

professional pedagogy. This pedagogic theorising, to validate SA practices and a more
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prosocial and sustainable professionalism, is elaborated in relation to the study results in

Chapters 11 and 12.

The study results inform the enculturation of an integrative socially accountable praxis in
health professions education; to correct false consciousness inherent to the previous
biopsychosocial (BPM) model. Overarching and future-facing concerns include health
system organisation, productivity, sustainability, and adaptability; to improve health

outcomes and restore public trust in the social contract of medical professionalism.

1.3 Structure of the thesis

In Chapter Two, | sketch contextual features of medical professionalism; changes in social
health needs in Australian and global health contexts; and efforts to overcome a mismatch
between the medical workforce and modern pluralist societies. These factors may inform
participants’ understandings of physicians’ social justice responsibilities under The Charter.
The decision to compare First and Final Year participants at Adelaide and Flinders medical
schools is explained in terms of student selection, curriculum legitimation of SA, and shifts
in justice orientation expected from differences in curricula, programs and university

structures.

In Chapter Three, a literature review outlines a critical history of medicine as a classic
profession; the paradox of professional social dominance and societal health production
necessitating social justice actions; and, gaps in the medical education literature on the

transformative learning of humanitarian values and skills for professional practice.
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In Chapter Four, | theorise how change in practice to a more diversity responsive medicine
is conceived by prominent 20C French sociologist of higher education, Pierre Bourdieu.
Amartya Sen’s capability theory is hypothesized to motivate WP students’ capabilities to
align prosocial values with future medical practice. Together, these theories may provide
the study with explanations of capability of diverse students to aspire to prosocial practice,

and know-do gaps that require pedagogic reparation.

In Chapter Five, critical, transformational and semiotic theories of learning; to illuminate the
diversity of social values, identities and knowledges participants bring to the study; are

investigated to assist elaboration of the study question and design. Theories are discussed in
relation to contemporary demands on health systems; and need for active learning of equity

reasoning to motivate physician responsibility for improving health outcomes.

In Chapter Six, the study design is sketched as a mixed methods process; collecting data
from demographic, survey and semi-structured interview questions. The ethics approved
mode of sampling, collecting and collating of data is described; and investigator reflexivity
on potential bias in the study is examined. Rational abstraction on social knowledges is

identified as a reflexive, semiotic, critical thinking skill for reading human contexts of illness.

In Chapter Seven, a novel method of data analysis is described, in which mixed methods
triangulation of data was applied in participant vignettes. Demographic and survey data,
and interview transcriptions, were analytically combined to hypothesise habitus, aspirations
and critical consciousness for SA. Vignettes allowed sociological similarities and differences

in identity, formative learning experiences, and sociological insights to be compared; before
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(First Year) and after (Final Year) socialisation in medical programs at the two schools.

Vignette analyses are located in Appendix 9.

In Chapter Eight, results of data triangulation [Appendix 9] are brought back into the thesis
to demonstrate how participants’ gazes and reflexive reasoning are based on relative social
position to the macro structuration of western societies. Signs of observed injustice were
itemised and classified as Bourdieusian critical recognitions and mis-recognitions of equity
related concepts. Critical acuity was then related to participants’ plural identities as social
beings and ‘becoming’ physicians. Responsibility for SA emerges from (mostly female) social
equity identity and intersectionality, rather than School or Year group. Participants’ social
equity identities predicted reflexive ability to ‘read’ (semiotically) social system malaise
generating internal illness; but differently predicted the intention to practice in underserved

settings.

In Chapter Nine, | explore participant observations relating micro structuration of health
demands to inequities in macro health systems, including known social health determinants.
Anecdotes reveal critical thinking in relation to study questions in which contextual human
realities, and the history lessons of medical professionalism, were generally undervalued.
Trans-cultural perspectives; service learning in rural, remote and international settings (and

possibly student-led organisations); may be valued sources of prosocial learning.

In Chapter Ten, The study question is examined in light of the results, and discussed in
terms of semiotic communication of meaning related to participants’ social identities. The

theoretical background and suitability of a novel semiotic pedagogy to unify socioscience
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codes in medical education is examined. Reflexivity on the stance structured in pedagogic
discourses, in relation to geographic health needs, can assist program managers to gauge

need of professionalism reform.

In Chapter Eleven, | reflect on the study design, and postulate the key skills of humanist
epistemology from the study. The literature on regulation and instruction of professional
discourses shows how democratic governance of stance can be controlled in pedagogy to

support SA professionalism, to meet students’ aspirations, and changing geographic needs.

In Chapter Twelve, | synthesise a pedagogic model for socially accountable professionalism

from critical recognitions and misrecognitions in participants’ discourses. Semioethics is

introduced as a paradigm for coding professional responsibilities in medical education.
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CHAPTER TWO: BACKGROUND

2.0 Introduction

Medical education, “the mechanism by which the medical profession perpetuates itself”
(Ritz, Beatty & Ellaway 2014:152), has been particularly resistant to culture change (Bloom
1998; Wilkes et al 2013). Yet, change is a constant in our contemporary, ‘liquid’, modern,
and globalised world (Bauman 2000). While medicine has made extraordinary biotechnical
progress in the treatment of disease during the past 50 years, potential gains to human
health and illness from research in sociological sciences have been relatively neglected.
Western medical education has been subject to a consumerist discourse related to the
powerful biopharmaceutical industry, which can marginalise broader patient health needs,
and counter structural reforms to the medical workforce. Contesting claims to expertise,
and fatal errors of medical malpractice, have led the classic profession into public disrepute.
Growing evidence of unfair socioeconomic inequalities in multicultural societies are now

recognised as major drivers of unmet health needs (Marmot et al 2008).

A broader intake to medicine, inviting the participation of students from non-traditional
social backgrounds, aimed to overcome cultural and social health deficits and produce
physicians that ‘match what societies need’ (Aretz 2011:608). The Charter of Medical
Professionalism (2002) assigned responsibility to all physicians in the profession to enact SA
in health care. To medical educators, it signalled need for a pedagogy applying justice values
to clinical phronesis, and broadening of the profession’s social contract to treat individuals
and promote the social conditions of community health. Medical students from cultural

backgrounds traditionally admitted to medicine (known as ‘insiders’), were expected to
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have fewer dispositions for social justice and perceptions of the changes needed to reform
medical professionalism compared to ‘outsiders’; students from backgrounds once excluded
from medicine. In the study, early (First Year) student impressions of the legitimacy of SA
‘knowledge claims’ to medical practice — what physicians ought regard essential knowledge
— will be compared with Final Year participants’ perceptions, after transiting their school’s

formal and informal curricula.

To probe these potential differences, | first provide an overview of how changes in the
global social order of societies made necessary a widening participation (WP) agenda;
progress studies of the WP agenda; past attempts at medical professionalism reform; and
the intractable problem of integration of biomedical and humanist sciences in the medical
imagination. | then outline the local, national and global social contexts of contemporary
health problems; and argue for a semiotic paradigm of medical education to bring the
medical and social sciences onto a more even footing. Finally, the aims of the study, and the

structure of the thesis, are described.

2.1 Inclusive education and the instrumental fallacy

An important clarification is necessary early in the thesis to distinguish the purpose of The
Charter from the instrumental fallacy - claiming education ought serve the needs of society.
The inclusion of students from diverse backgrounds in HE, including medicine, is incidental
to the social accountability emphasis of The Charter, as the following section seeks to

explain.
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Students of all social backgrounds entering medicine are subject to The Charter’s reforms,
as a novel condition of the professional contract. The study may help educators understand
how differently situated students, with diverse social identities, may conceptualise the
purpose and tasks of the new professionalism; and re-purpose professional development to
accommodate broad societal concerns. The patient- and community-centred agenda is

termed social accountability (SA), and the student-centred agenda is curricular justice.

Education of professionalism has long been tasked with inculcating an ethical stance.

According to the perspectives of the sociology of professions, higher education is meant
to train professionals into a specific knowledge base and to socialise them into a

professional community with a certain ethical codex.

(Smeby & Vagan 2008:160).

This statement points to the centrality of values in guiding knowledge management in

health praxis; to improve health outcomes through SA.

At the outset, | clarify this study’s ideological commitments vis a vis the instrumental fallacy
in education. The instrumental fallacy has pervaded educational policy for centuries. While
unrelated to neoliberalism, it often refers to education as serving the dominant ideology;
obliging all members of society to contribute to the nation’s economic prosperity (Korsgaard
2018). In contrast, SA may require physicians to critique policies and economic structures

that unfairly mal-distribute health outcomes, and become policy change advocates.
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The major concern of the fallacy, in all education, is foreclosure of students’ vision of their
place in the world; and, autonomy to create a meaningful life and free human society. In a
democracy, power is an instrument of government; and the sequestering of power by non-
governmental entities is unjust. Both forms of power can distribute health unevenly;
exacted through the social, political and commercial determinants of health (Baum 2018) .
Education then becomes the instrument of social justice for students seeking to restore

democracy and human rights.

2.2 Medical education for social justice practice
Following the 1995 resolution of the World Health Assembly to make medicine more

socially accountable to society, Boelen & Heck (1995) defined social accountability by

medical schools as

the obligation to direct their education, research and service activities towards

addressing the priority health concerns of the community, region, and or nation they

have a mandate to serve

(Ritz, Beatty & Ellaway 2014:153).

A key principle from The Charter decrees,

...the medical profession must promote justice in the health care system, including the

fair distribution of health care resources. Physicians should work actively to eliminate
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discrimination in health care, whether based on race, gender, socioeconomic status,

ethnicity, religion, or any other social category.

(Medical Professionalism Project 2002:244)

The wording of The Charter responds to various critiques of the troubled status quo of
medicine at a time of rapid global changes affecting health. Critiques include the excessive
biomedical and commercial focus of the medical industry (Hafferty 2006); lack of public
accountability in health planning and distribution; unsustainable national health budgets;
and the maldistribution of funding toward biotechnical specialties and away from primary
care services. The latter is known in public health as ‘the societal error’ (Stone 2010). An
‘inverse care law’ persists globally: the greater the health need, the less health information
and services are available (Tudor Hart 1971). Other long-standing critiques centre on
medicalisation of the social context of health (Engel 1977), commodification of health care
(Coulehan 2005), and the want of a paradigm of medical education that can achieve SA
(Boelen 2008). The concept of need in health and health care services can respond to any
and all these parameters. While felt and expressed needs (Bradshaw 1972) are regarded
important to SA and autonomy, a pragmatic conception - ‘objective needs’ is proposed; as
“’health needs’ and ‘autonomy’ are not only two basic human needs, but universal human

rights” (Asadi-Lari, Packham & Gray 2002:35).

At its foundations, the obligation to maintain and improve health was considered by
Aristotle to rest on the ethical principle of “human flourishing” (Ruger 2004). Amartya Sen

(1995) built on this ethic to describe a ‘human capability’ approach to health, recognising a
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person’s functional ‘agency’ as “the ability to lead a life one has reason to value” (:1075).
This condition is enjoyed by a majority of the world’s population, including Australians,

although Indigenous peoples in particular, endure chronic health disadvantages.

The Australian Indigenous concept of health has a more collective phrasing;

not just the physical well-being of an individual but the social, emotional and cultural
well-being of the whole community in which each individual is able to achieve their full

potential as a human being

(National Aboriginal Health Strategy 1989).

In this thesis, | refer to both general capabilities or opportunities for socially disadvantaged
people to lead a valuable life, as well as professional capabilities of medical students and
physicians to contribute to human development (Mclean & Walker 2016:142) through SA

actions.

Opportunities for such ‘public-good professionalism’ most often arise in primary health care
settings, but not exclusively. ‘Primary health care’ (PHC) in Australia refers to first ‘point of
contact’ care for individuals, and health production in diverse community settings (Keleher
2001). The PHC service model is essentially a form of public health practice which aims to
provide “personal care with health promotion, the prevention of iliness, and community
development” (PCRIS 2015). Social justice is a core value in primary health care; an ethic

comprising
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the intersecting principles of equity, access, empowerment, community self-
determination and intersectoral collaboration...[and]... encompasses an understanding of

the social, economic, cultural, and political determinants of health

(PCRIS 2015 np).

The term ‘intersectoral’ refers to public and private sectors of the economy that together
have fundamental impacts on human health. Policies and administration of public housing,
welfare, transport and infrastructure, childcare, education, healthcare and employment are

SDH (Baum 2018).

Traditional conceptions of ‘distributive’ social justice as a professional ethic of medicine, in
which ‘gaps’ in health outcomes are identified and acted upon, do not fully meet the
challenge set by new evidence of inequities found to underlie SDH. Equal access to health
services is termed ‘horizontal equity’ or “equal access for equal need” (Mooney 1996:100).
However, as Mooney (1996) observed, ‘vertical equity’ is required to close gaps in health
outcomes between particular groups (e.g. Indigenous and non-Indigenous Australians). Yet
following discovery of systemic gradients in economic, social and cultural disparities within
societies, the closing of ‘gaps’ of social health inequities requires a process of ‘levelling up’
(Whitehead & Dahlgren 2006). Individuals positioned highest in a social hierarchy, such as a
workplace, have greater social power and health; while at each step lower in the hierarchy,
the less power and freedom a worker has, the higher their risk of premature death (Marmot

et al 1978). This social health gradient brings into focus society-wide social inequalities such
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as poverty, education, discrimination, housing policies and legislation; powerful ‘structural’
limitations on living conditions that render inequalities enduring and intergenerational

(Hatzenbuehler & Link 2014).

A greater focus on ‘emancipatory’ social justice and ‘egalitarian’ justice appears to offer a
more effective, fair and economically sustainable direction for both medical professionalism
and western health systems. Egalitarianism promotes justice as equality: ensuring health
resources are distributed on the basis of need, to achieve equality of health outcomes. This
can shift resources to community prevention and primary health care, to assist vulnerable
groups to overcome their social disadvantages. Emancipatory justice is served when health
practitioners advocate the empowerment of the autonomy, aspirations, capacities, and
opportunities for oppressed individuals and groups to gain greater control of the factors
affecting their health and wellbeing (Tsey et al 2010). Social health advocacy is directed at
communal health protection and production; such as improving rental housing conditions
for children with asthma (Nerlinger et al 2018), instead of often practiced health promotion
measures targeting individuals. Research can uncover contested power claims on public
freedoms otherwise invisible to the populace. ‘Critique’ of who benefits from existing
arrangements; for example, in matters of land use, law, and infrastructure; is the central
feature of critical theory linking ecologic, social and political systems to health (Stone 2010).
For example, recognition of Indigenous status and land rights are significant, critical health

issues for Indigenous Australians.

The machinations of power at local, national and global levels, in shaping societies and the

well-being and health of citizens, is described in critical theory as ‘social structuration’
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(Stone 2010). Significant advances in ‘social medicine’ achieved in Latin America last century
have arisen from a critical vision of the health-illness dialectic. This concept “expresses the
fluid, complex relationship between the normal and the pathological” (Anderson, Smith &
Sidel 2006 np), and embraces social epistemology. A dialectic is a method of thinking and
acting that ascribes new knowledge production to a context of learning (Jakubik 2011). It
suggests “society should promote health through individual and social means” (Anderson,
Smith & Sidel 2006 Italics added), recognising the health significance of the maldistribution
of social power. Using a critical theory lens on society can bring into view “the often covert
power that social inequalities exert in undermining health” (Whittenbury 2016:15). Post-
modern critical theory adds a political perspective to social problems “by situating them in
historic and cultural contexts” (Lindlof & Taylor 2002:49). In this view, patriarchal and
colonising discourses are problematised as features of the social patterning of health;
contributing to chronic, intergenerational illness for Australia’s Indigenous peoples, the
poor, disabled and socially marginalised groups. Among criticisms is the bourgeois science
(Hoffmeyer, in Kull & Velmezova 2003:374) doctrine of biomedicine; as it is viewed by anti-
capitalists. Understood ethically, bourgeois science serves the existing economic order,

rather than the social good of societies.

The medical profession wields considerable power in western societies and strenuously
defends its autonomy, remuneration, and dominance in the field of health (Allsop 2006).
Power is expressed through ‘knowledge claims’, creating a jurisdiction separating the
medical profession from others; nursing, for example, in the prescription of medications
(Cooper et al 2011). Equally, boundaries may be symbolically erected around professional

knowledge claims by deferring ‘social’ matters to social workers or occupational therapists.
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Physicians opposing social justice as a requirement of medical professionalism regard it a
‘category mistake’ and argue egalitarian social justice makes claims on physicians as citizens,
not as medical professionals (Huddle 2013). Traditionally, physicians’ commitments to the
poor were held “out of beneficence or humanitarianism rather than justice” (:376). This
viewpoint, centred in the North American context of re-vitalised capitalism termed
neoliberalism, regards acts of “charity, benevolence and humanitarianism” rather than
emancipation and empowerment, as appropriate responses to “the less fortunate” (:376).
Neoliberal discourse rejects the “radical social criticism of the sixties” (Grunwald & Thiersch
2009:132): activism in the 1960s questioning the role of social workers helping people to
adapt to the “alienating and exploitative circumstances” (:132) of late capitalism. In this
view, efforts by liberals to call out public racism, sexism, and forms of ‘free speech’ were
met by conservatives with jeers of ‘political correctness’ and ‘virtue signalling’ (The Ethics
Centre 2017). Ideological viewpoints contra conservatism were liberal, socialist and anti-
capitalist; recognising how global ecological, economic and social health crises arose from

growing inequalities, the result of excesses of global, neoliberalised markets (Katz 2010).

Previous efforts to broaden the professional repertoire of medicine beyond its biomedical
knowledge focus toward ‘social health’ were largely unsuccessful. Armstrong (1987) likened
the battle to a territorial claim on the ‘lesion’: the indeterminate abnormality as the site of
illness, located in the body. Physician ‘autonomy’ was equated with ownership of the right
to determine the cause; but with the medical gaze fixed on the sick body, decontextualized
from its social determinants. Interlinked with professional autonomy are the social status of

privilege and responsibilities of power that ensue (Woollard 2006). Allied with medical
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power is the power of science-based knowledge claims; although these are shown to be in
tension with the social construction of knowledge revealed by sociological research

(Jordanova 1995).

Uncertainties inherent in current and future global health challenges require medical
education to produce graduates with the capabilities to flexibly deal with uncertainty; to
have the metacognitive capabilities for analysing complex social and ecological changes for
potential health impacts; and, to collaborate and respond creatively in multi-disciplinary
teams (Barradell & Kennedy-Jones 2015; Fried, Shipman & Sessums 2019). In brief, the want
of a sociological theory of medical professionalism education required deep understanding
of the relation of the sociology of societal change to biophysical and environmental sciences

that impact on human health (Kasper 2014).

In 1977, George Engel observed the biomedical model of illness “leaves no room in its
framework for the social, psychological and behavioural dimensions of illness” (Armstrong
1987:1213). Engel had devised the ‘biopsychosocial model’ (BPM) in response to growing
consumer concerns “that health needs are not being met and biomedical research is not
having sufficient impact in human terms” (ibid). Yet, the BPM, patched into the systemic
framework of western biological medicine, appeared to only strengthen the dominance of
“traditional biological reductionist medicine” (ibid:1213). Despite gains in the detection and
treatment of medical illness from biomedical research, both the targets of research and
distribution of innovative medical goods remained inequitable for most of the world’s
population (Barry 2009). Moreover, while integration is implied by the term biopsychosocial,

the frames and codes for concepts in the BPM model do not interconnect; “especially in
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exploring the mutual translation of the mental and the physical” (Goli, Rafieian & Atarodi
2016:12). In practice, the biomedical frame assumes dominance. Both the mental and the
physical or ‘bodybrain’ (Hoffmeyer in Kull & Velmezova 2019:376) are believed impacted by

long-persisting signs in societies of colonial pasts that communicate stigmatising messages.

‘Social justice’ holds different meanings to people in ways that reflect socially constructed
learning from families, experiences, culture, religion, and political orientation, among others
(Barry 2009). Health practitioner sensitivity to social justice for patients requires empathy,
compassionate concern for the welfare of others, and a sense of fairness based in the
common humanity of all cultures. However, several medical student studies have shown
transformative unlearning of these prosocial qualities takes place in a ‘hidden’ curriculum
socialised in the workplace among physicians and educators, which increasingly distances
them from patients (Hafferty 1998; Bleakley 2008:92). Bleakley (2008) related humanist
unlearning to the strongly ‘biomedical’ focus of early training, the ‘atomized gaze’ of bio-
molecular science, and a mechanised view of human physiology. Notably, biochemical
mechanisms of disease elucidate sites of action of pharmaceutical products; an interface

with powerful pharma industries and their marketing strategies (Jureidini & McHenry 2020).

While efforts to improve empathic communication skills with real and simulated patients
are introduced early in students” medical education, studies suggest student sensitivity to
emotional cues is often lacking (Morton et al 2006). Critical insights to this problem suggest
medical students were “being encultured not only into a profession, but also into particular
systems, practices and structures of health care” (Mayes et al 2016:257), and specifically

“into a neoliberal health system” (ibid:257). Students’ social justice values were at risk, as
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neoliberal contexts of health care “tend to undermine collective thinking, action and
responsibility” (Mayes et al 2016:266 /talics added). Educators founding a social justice
curriculum in their medical school indicated this transformative task was more amenable
with values alignment across campus; to counter the destructive effects of cynicism (Smith
et al 2007; Preston et al 2016). Similarly, conflicts of interest arise when public health
services are co-funded by private industries, producing “a corrosive effect on medical

graduates’ compassion and ethical reasoning” (de Zulueta 2013:119).

Resistance to these potential moral harms, and survival of pre-existing social justice values
students professed on entering medicine, may predict greater patient-centeredness, social
justice advocacy and possibly, social activism. This shift, if collective, could take medicine
‘outside the tent’ to need-led, SA health care and equitable patient outcomes (Boelen &
Woollard 2011). Physicians can be powerful change agents in the communities where they
live and practice, and the implications of this type of prosocial professionalism for bioethics
education are well understood (Stone 2010). It would be valuable to medical educators to
learn the scope of this prosocial (or altruistic) mindset among the cohorts of Australian
medical students who participated in this study; the scope of the concept, and common
misconceptions of the social justice ethic of the new medical professionalism. The broader
diversity of student identities socialising professional values in medical schools may drive
expectations of a more humanist profession, in which embodied social knowledges and

values meet the public’s justice and care needs.
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An expert panel at the Association of Medical Education in Europe (AMEE) developed key
concepts of excellence in SA medical schools. One set of concepts defines expectations of
health care people claim as rights: quality, equity, relevance and effectiveness (WHO 1996;
Boelen & Woollard 2011). Another set of SA concepts questions whether the school’s
“!products’ (graduates, service models or research findings) were being used in the best
interests of the public” (Boelen & Woollard 2011; AMEE 2015:2). Institutions would
measure conceptualisation, production activities and usability of graduates to assess
effectiveness (ibid). ‘Products’ and ‘usability’ seem unfortunate terms for the qualities,
knowledges and agency potential diverse students bring to SA practices; but it was these

outputs the study aims to clarify.

Related to rights are health needs, as distinct from health demands. In the latter, adults are
assumed to be capable of recognising and expressing early signs of illness; having trust in
the health system, being autonomous in means for accessing medical and preventive care,
and making informed decisions. In reality, constraints exist at each level of action for less
privileged citizens. Bradshaw (1972) referred to four types of need: normative, comparative,
expressed, and felt need. Health supplies too, including health screening and prevention
services, can remain mal-distributed in western demand-led public health systems. Chronic
illness outcomes can progress from curable to incurable in the absence of evidence-based,
early interventions and norms of quality medical management. Social privilege, in which an
ideal citizen has basic needs met; is informed, capable, can access basic social goods and
services, and achieve their human potential, is the motivational goal in Maslow’s ‘hierarchy

of needs’ (Maslow 1943).
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In view of multiple interpretations of The Charter by various commentators, discussed in
greater detail in the literature review [Chapter 3], it was important to know how the next
multicultural, multi-classed, ‘feminized’ and sexuality-diverse generation of physicians may
agree and differ in their approaches to the implementation of The Charter’s professional
requirements. Bourdieu’s critical studies of higher education suggested power was central
to success; representing a conflict for WP students. The accumulation of social capital
(power) in the medical field can benefit WP students’ equity of success (or capability) in
traditional professional goals and social hierarchy. However, the reward structure of the
medical hierarchy can favour a motivational goal for ‘types of medical professionalism’

(Castellani & Hafferty 2006) seemingly at odds with aspirations for SA.

Bourdieu (1977) conceived forms of power in the social field as types of ‘capital’. Knowledge
(or learning) is a form of power, and sub-disciplinary (‘specialist’) biomedical knowledges
and skills confer high symbolic capital in the medical field. Yet, in the ‘new’ professionalism,
WP students with embodied knowledge of SA, may have capital advantages over non-WP
students. Castellani & Hafferty (in Wear & Aultman 2006), discuss historical shifts in the
sociology of medical professionalism and provide a matrix of seven professionalism ‘types’,
drawn from research of U.S. physicians. These were labelled Nostalgic, Entrepreneurial,
Academic, Lifestyle, Empirical, Unreflective and Activist [See Appendix 7]. Only in the
‘Activist’ type was social justice regarded ‘most important’ to professionalism; relegating
lifestyle, commercialism and professional dominance to the ‘least importance’ rating. Types
of medical professionalism, viewed as different forms of consciousness, may reveal the

developmental trajectories medical students’ moral orientations may take.
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Students’ ways of ‘seeing’ and knowing (epistemes), and the meanings they bring to their
medical praxis, has the potential to either reproduce or change the status quo of medical
culture. A sociological meaning of ‘culture’ refers to “a common set of norms and values
shared by social actors” (Jenks 2002:24). The term praxis refers to ‘agency’ or a person’s
capacity to take action, in which there is “close alighment between theory and practice”
(Anderson, Smith & Sidel 2006 np). The requirement for social justice praxis in The Charter
signals a paradigm shift in rationale from medical science to social science; and embraces
greater public consultation in the provision of health services. Commentary on The Charter
signified a shift in the ‘type’ of political economy; “the politics of medical services and the

‘purposes’ of medicine” (Pickstone 2000:2), from those characteristic of 20C.

Health production in 21C, as a means to achieving health equity between sub-populations,
is viewed as a response to, not a reflection of, the prevailing (global, neoliberal) economies,
exposing greater social inequities within and between societies (Baum 2018). Health
production is underrepresented in medical education, as students’ imaginations of health
(or illness) are thought dominated by biomedicine at the expense of sociological imagination

(Baum et al 2009).

Other predictions for structural change in the practice of medicine reflect the impacts of the
global technological revolution, and envisages greater consumer power, and greater health
advocacy roles for medical graduates (Susskind & Susskind 2015). The study examines the
perceptions of cohorts of medical student volunteers, many of whom have benefitted from

WP equity policy opening access to the profession of a demographic diversity of applicants.
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2.3 Widening participation to higher education and medicine

2.3.0 Introduction
Here, | provide a brief historical overview of attention given to humanism in medical
education, in which students’ trajectories of acculturation to professional learning are

moulded from their individual dispositions.

Bourdieu (1977) termed the individual’s set of dispositions and their alignment to the
medical field, habitus. Clearly, habitus, and the emotion work of adapting to medical
responsibilities differs between insider and outsider (WP) students. For WP students in
medicine, social position and identity transform during training; from their initial class
background, occupation, or family socioeconomic status (SES). The power of adaptation, or
capital embedded in habitus varies according to each student’s ‘fit’ to the expectations of
the professional field (Martin 2018). Developments in medical education, charged with
taking account of empowerment needs in clinical training, are regarded “critical to driving
change in the philosophies, policies and practices” (Nicholson & Cleland 2017:478) of the
WP agenda. These equity measures, and the types of professionalism that may result, need

to be discussed in relation to ethical structuration of the medical training context.

2.3.1 Configuring an equitable medical workforce

The establishment of health as a basic human right in the late nineteenth century, brought
to western industrial states the need for organised health services and formalised medical
education (Bloom 1989). Citizens lowest in social status were observed at greater risk of

illness and premature death (Virchow 1848); a global inequity that remains a social and
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political injustice. The professional expectation of democratic responsibility is for physicians

to judge health equity needs of disadvantaged populations, and act morally.

However, during the twentieth century, new technoscientific specialties and hospital-based
practice became more popular with graduates than community-based general practice. This
structural change amplified the professional social hierarchy and led to socialisation with
clinician-researchers (Bloom 1989). Medical education then struggled to produce the
‘manpower’ [sic] with the requisite professional attributes to match societies’ needs (ibid).
In pluralist societies such as the U.S., patients showed greater satisfaction with treatment by
physicians of concordant race and ethnic background (LaVeist & Nuru-Jeter 2002). The WP
agenda sought to assure fairness in patient access to services, equity of health outcomes,

and to address the political narrative of inclusive education (Nicholson & Cleland 2017).

Eligible WP students remain under-represented in Australian medical school intakes and
graduations (Palmer, Bexley & James 2011); a social inequality Nicholson & Cleland (2017)
related to ‘subjugation of personal agency’ among students with low social capital.
Competition for selection to medical school, and to a preferred position in post-graduate
training, is very high; and can powerfully signal preparatory behaviours many years earlier
to streamline a student’s chances of success (Palmer, Bexley & James 2011). This required
alignment between outreach, engagement and selection practices with eligible secondary
students (Palmer, Bexley & James 2011). To better understand the barriers and enablers
faced by WP students compared to medical ‘insiders’, Nicholson & Cleland (2017) analysed
an amalgamation of datasets from three U.K. studies using qualitative interpretation.

Successful WP participants found a ‘weak tie’ or connection to a medical professional or
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student enabling greater access to information and resources insiders took for granted. The
theoretical terms bridging capital (Putnam 2000) and linking capital (Halpern 2005) refer to
the social capitals granting WP students access to networks of powerful people, positions
and progress in the field (Nicholson & Cleland 2017). Within medical schools, ‘vertical’ Year
groups were established to facilitate peer-assisted learning (PAL) and socialisation; linking

each Year group with the Year group above (Kam et al 2015).

Quotes from interviews published by Nicholson & Cleland (2017) indicate WP participants
were aware of their relative disadvantages. This suggests a stronger awareness of social
position and social injustice among students with diverse social identities. However, we
cannot assume WP students’ aspirations for success in medicine and for social justice
activism are coterminal. To re-iterate, equitable progress in a medical career can result in
successful status quo professionalism; a type in which social justice and humanitarianism

are less valued (Wear & Aultman 2006).

If achieving capability or the freedom to practice one’s chosen ‘type of professionalism’ is
the goal of equitable medical education, this theorising presents a conflict for a SA project.
Only where medical education is supportive of SA professionalism, or when ‘linking capital’
to mentors or community of practice (COP) are available to prosocial students can they

engage, participate, and mobilise their capitals.

Innovative strategies were trialled to overcome the loss of humanism in medical school.
Humanities modules were introduced to clinical training to position SA as ‘the art of

medicine’ (MacNaughton 2000); a popular but largely ineffective strategy. The essential

49



problem, of resistance to change in the organisation of medical education, is considered a
clash of values socialisation. On one hand, was the rational or bioscientific, and on the other,
the psychosocial or humanist paradigm of medical professionalism (Bloom 1989). Observers
refer to Descartes’ philosophy of ‘body-mind dualism” as source of this false consciousness,
although a general tendency to dualistic classification (x / non-x) has long provenance in the
history of thought (Fernandez-Armesto 2019:88). The dominant paradigm is focussed on the
sick body; its genetics, and reductive ‘mechanisms’ of biochemical signalling, physiology,
homeostasis and pathology (ibid). This likely brings the powerful corporate ideology of the
science episteme into alignment with the social hierarchy of professional groups; but in

conflict with the SA purposes of medical education.

In summary, the task of bringing social sciences into the tent of medical professional

education, to value SA, may require ideological and paradigmatic changes.

2.3.2 Configuring a social ecology in medical professional education

Despite rapid, technoscientific advances in twentieth century medicine, progress in medical
education research to elucidate ‘the what and the how’ of good medical practice remained
static and underfunded (Bloom 1989). Didactic teaching, rote learning habits and standard
assessments of the human body and disease, continued until late in the twentieth century
(ibid). Problem-based learning (PBL) of common patient and public health topics was then
introduced (Neufeld & Barrows 1974). The ‘PBL approach’, conducted in small student
groups, aimed to organise active learning of holistic patient problems and design of multi-
disciplinary plans for patient-centred care and medical management. The social ecology

philosophy (Bloom 1989) of PBL promoted developmental learning principles, prioritising
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socialisation and dialogue between student peers. Students’ communication of scientific
and humanistic reasoning could be observed, assessed and improved by feedback from
trained facilitators. In addition, social ecology values promoted medical student selection
based on values of ‘caring as much as curing’ and ‘transcending personal interest’ ((Bloom
1989:231) which resulted in greater feminisation, internationalisation and diversification of
the medical workforce. Yet, the reform impacts of student diversification, and humanistic

programs in medical education, have historically been disappointing (Bloom 1988).

From the 1950’s, ‘comprehensive care’ programs were introduced in America; at Cornell,
Colorado and Western Reserve universities, with the aim of producing more holistic doctors.
Students were required to follow families in the community, and received integrated pre-
clinical, clinical, and social sciences training (Merton et al 1957; Rothstein 1987). Bloom
(1988) attributed the failure of these programs to the socialisation of resistance to change,
structured by an ideology prioritising the institution’s medical research activities. A rupture
occurred between those devoted to the what of medicine (reductionist science information)
and those focussed on the how (social ecology or humanism) (ibid:298). Students needed to
be “kept abreast of the continuous flow of biomedical information” (Pellegrino 1978; Bloom
1998:298) was the argument of the bioscience community. Primacy was given to genetics in
the prolonged ‘nature versus nurture’ debate of disease causation, until outcomes could be
explained by the complex interplay of genes and environmental factors (Sapolsky 2005). Yet,
the tacit knowledges and social capital for humanist discourses WP students brought to

medicine went unheeded. A gap analysis between these positions inferred a
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social ecology orientation focuses on how medicine should be practiced in relation

to the needs of those it serves

(Bloom 1988:296).

The ‘in relation to’ or contextualising element of values ratification was where an ethical

codex of SA could emerge.

Medical sociologist Brosnan (2011) explored the hegemonic nature of ‘science’ in U.K.
medical education; showing how it acted as ‘symbolic capital’ to distinguish the merit of
different schools. In a British Medical Council (BMC) survey there was divergence between
stakeholders about the extent of science knowledge and understanding students should
learn, when much was redundant to clinical practice needs (Brosnan 2011). Agreement was
reached about the need to integrate clinical (patient-centred care) and biomedical science
knowledges, previously separated in traditional curricula (ibid). Looking behind the scenes
at the contest between medical schools utilising Bourdieu’s social theory of practice (1996),
Brosnan (2011) conceptualised how institutions shaped their curricula to attract funding,
researchers, students, and prestige to assure a successful niche in the field. Particular
knowledge was prioritised to align with institutional goals; and to build market recognition
as a destination for students’ career progress. This implied a relational quality to knowledge
in which scientist agency was stressed ahead of structural understanding of legitimate forms
of knowledge for (humanist) medical practice (Brosnan 2011:321). Medical sociologists saw

these purposes to benefit goals other than social equity.
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In medicine, the unequal distribution of knowledge claims favours laboratory studies and
guantitative research; assigning less legitimacy to qualitative research evidence in the social
sciences. Science was the most sought after knowledge form among students and staff in a
UK study conducted by Brosnan (2011). This was true at both schools studied, despite their
different knowledge claims; one signalling strong grounding in biosciences, the other - an
‘integrated curriculum’ (ibid:323). The “relative emphasis on science or clinical work” (:324)
paralleled long-standing arguments of the relative benefits of theory and practice. Brosnan
(2011) recorded staff comments calling integrated curriculum reform ‘dumbing down’ and
‘dangerous’ (:326); suggesting UK reforms to produce a more humanist profession had
failed. However, seen as resistance from traditional institutions, these comments were
predictable (Bloom 1998). Scientific competence has great symbolic importance to students,
providing confidence for achieving successful futures as clinicians or clinician-researchers.
Passing assessments is prioritised; given the massive financial, time, cerebral, linguistic and

emotional stakes in graduation.

Following WP reforms in Canada, Beagan (2000) found student diversity was gradually
subsumed into a hegemonic version of ‘The Doctor’; creating “socially-neutral physicians”
(:1253). This outcome was attributed to socializing forces, and an objectifying mindset in
clinical science training, in which reason values “the impartial knower” (:1262). Support for
the professional culture was observed in U.K., by female and minority ethnicity students,
despite being marginalised within the culture (Lempp & Seale 2006). Much is now known
about HE support needs to aid successful inclusion and completion of the WP student
journey (HEFC 2013). The responsibility of academic educators, examiners and medical

school regulators is to warrant development of each student’s professional identity, their
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competencies, and accountability to the public’s trust. However, the findings of student
conformity with the existing culture does not auger well for the project of inculcating a

prosocial, humanistic professionalism. Nor do institutional statements provide a blueprint.

As an example, the British Medical Council (BMC) paper ‘Tomorrow’s Doctors’ (BMC 2009)
was devoid of the term and sentiment of ‘social accountability’. ‘Good medical practice’ was
composed conventionally as ‘patient-centred care’ and evaluation of ‘patient perspective’
without regard to sociopolitical and environmental impacts on equity needs (Hutchings &
Rapport 2012). The global health disruptions of human overpopulation and displacement,
pandemic infections, the imminent ecosocial crises of climate change and geodiversity loss,
were not expected drivers of reform (Bradshaw et al 2021). Macro influences on health at

societal and global levels were opaque, or at least, un-integrated in the medical imagination.

How can the knowing what and knowing why be integrated in a single medical imagination?
‘Playing doctor’ or learning by simulation, in which a layperson role-plays a patient for the
purpose of medical student rehearsal of clinical skills in a ‘near-authentic’ clinical setting,
was evaluated in qualitative research (Underman 2015). Success of student socialization (or
habitus-shaping) in simulated learning was attributed to the role of managing emotions;
how real it made students feel. Underman (2015) argued an unconscious process of
enculturation of habitus, to embody the dominant professional culture, takes place. The
idea of habitus in medical education studies, and particularly social capital - the power to
make connections with others - has helped understanding how physicians conceptualise
“ways of negotiating their identities within the medical hierarchy and structure” (Luke 2003

:xiii).
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In the study, | positioned The Charter as a novel medical structure of moral import, and
compare features of social capital for SA in participant data before exposure to training and

socialisation (among First Years), and after (among Final Year participants).

In past medical education research, responding to the erosion of patient-centredness in

medical professionalism, much has be made of medical student attitudes.

Exploring attitudes during medical education remains critical, because observation of

performance alone doesn’t provide insight to students’ intentions or inner growth.

It is important to recognise, however, that the isolated measurement of attitude is
uninformative because other factors such as social influence (e.g. role models) and self-

efficacy have been shown to be powerful determinants of students’ behaviour.

(Bombeke, De Winter & Van Royen 2014:559)

Reforms have sought to redirect students’ social influences to contexts external to the
hospital/laboratory culture; to community-based primary care physicians, and the patients
and communities they serve. In effect, students are exposed to social discourses of health
discordant with a solely biomedical imagination of health and illness. The inculcation of
sociological imagination in medical education, to reduce blindness to the social organisation
of health, returns attention to WP students in medicine. Their ‘ways of knowing and being’

are likely to facilitate greater ‘epistemic connection’ to patients with similar social profiles
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(Battalova et al 2020). The WP agenda may bring to medical learning contexts students with
embodied knowledges of social injustice; from lived proximity to constraints on societal
freedoms more privileged citizens enjoy. In sociology, regardless of a student’s background,
or organisation of their education, perspective or stance is always directed from a social

position (Maton 2003:60).

However, the primary habitus a student has on entry to medicine undergoes more or less
habituation by professional socialization to a secondary, ‘medical habitus’ (Underwood
2015:181). By Final Year, and at graduation, a student-physician’s social position has risen;
but change in social stance can depend on the extent of their habituation to professional
norms or ‘rules of the game’ (Bourdieu 1977). Here, we confront a gap between the WP
graduate’s social capital for progress in the field and dispositions for social justice. Primary
and secondary habitus are at odds if the WP student adapts to the social ecology of the

professional status quo (Bloom 1989).

The focus of reform activities returns to the mythology of the professional culture; and,
bearing in mind Pierre Bourdieu’s observation of reproduction of the societal status quo, to
what is valued and regarded legitimate knowledge in medical education. Studies of the
semiotic structuring of pedagogy, explored in Chapter 12, show how legitimate social and
biotechnical knowledges, and meaning, can be controlled in medical education to inculcate

an ethical medical praxis.

Presently, the intertwining of legitimate knowledges into ethical practice relies on student

engagement in near-authentic clinical settings. Clinical learning in longitudinal integrated
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curricula (LIC), has medical students live and learn in a community setting; and gain from

closer relations to the health system, mentors and patients. Gaufberg et al (2014) noticed

longitudinal clerkships created space in which to learn from longstanding relationships

with patients, experts of the lifeworld

(Bombeke et al 2014:559 Italics added).

Lifeworld is a semiotic concept, describing the meaning each person interprets from signs in
their surroundings: the objects of perception of our human sensorium (von Uexkiill 2001). In
the final chapter, | discuss lifeworld and the biosemiotic paradigm of human health as a

guide to education of sociological imagination.

Medical students too, are experts of their own classed, gendered, and unequal lifeworlds;
but WP students can find different medical schools welcoming, or not. Perceptions of the
medical school’s academic status, whether it contains ‘people like us’ (Bourdieu 1990) can
matter to WP students (Reay 2010:109). Expectations of conduct, as part of the cultural

capital of a school, can be unwelcoming to outsiders; affecting belonging and learning (ibid).

2.3.3 Comparison of medical professional education at two schools

In the study, two schools in Adelaide, South Australia were chosen for sourcing participants.

Adelaide medical school is situated in an Oxbridge-styled city university, while Flinders is a

modern, open university located in the Adelaide foothills. Flinders also has provenance of
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social solidarity with the South Australian community. In South Australia, capable school
leavers from low SES settings apply to Adelaide (a direct entry program) or follow a separate
career path, and later transfer to Flinders (a graduate entry program). Differences between
the medical schools, selection procedures and curricula make them attractive for a study of
professional development of ethos; the affective rationality of practices taught, and the
stance of the school toward SA. | compare the SA perceptions of First and Final Years to gain
insight to shifts in student development of SA conceptions of care across each program, and
test stereotypes of the academic reputation of the schools. Adelaide’s high academic profile
derives from international reputation for bioscientific research, while Flinders is a member
of a network of socially accountable medical schools (SEnet). However, these traditions
were disrupted by recent university defunding and neoliberalisation of higher education.

These structuring factors are discussed in greater detail in the study design [Chapter 6].

Both schools select WP students and are engaged in medical education discourses of equity
to students’ diverse adjustment needs in the higher education. ‘Cultural safety’ is the term
inferring ‘felt needs’ of belonging are met; best achieved by changing inflexible medical
school structures (Brosnan 2010). Sociological evidence of the identity transformation WP
applicants experience on entering high status professions suggests a problematic process
for some individuals. Identity ambivalence can result when students struggle to reconcile
their new status with their background class loyalties, and embodied ways of being (Reay,
Crozier & Clayton 2010). Despite having learning capabilities, they can lack the social and
cultural advantages of higher status students in professional courses (Sommerlad 2007).
Selection based solely on past academic performance has not produced the ‘best’ doctors

(Parsell & Bligh 1995). Structural changes may be necessary to accommodate student
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diversity; e.g. more women means women'’s toilets are needed. Students with faith,
disability, cultural, linguistic and learning support needs can require cross-disciplinary or
targeted approaches (HEFC 2013). Interviews with young people from deprived and migrant
U.K. families, revealed medical education was a means for regaining cultural, economic or
symbolic status families previously enjoyed; anticipating a better future (Robb et al 2007). In
a 2006 census of UK medical schools, demographic change was evident, but uneven (ibid).
While 53% of applicants were female, and 48% from minority ethnic groups, those from the

professional class continued to be over-represented (Robb et al 2007:739).

Social changes since Bourdieu’s studies on class reproduction through education have seen
traditional views on educational attainment and service to society replaced by greater
individualisation and career choices unaligned to family traditions (Robb et al 2007). This
shift in alignment may signal a change in the direction of students’ aspirations and outlook
toward future possibilities (Archer 2012). How these changes manifest in students’ ethical
mindsets, their moral sensitivity to SA professionalism and its knowledge claims, are of

interest to this study, discussed further in the literature review.

Martin (2018) reported WP students were less aware ‘talking to people with mental
problems’ was a common physician role. However, in health communications, and in
grasping the ways social constraints like poverty affects health, WP students with similar
demographic profiles to public patients may have an advantage over their peers. Yet,
despite WP selection policies and innovative medical schools in the U.K, Brosnan (2007)
found “humanistic and social knowledge were marginalised in both the traditional and the

III

innovative school” (:iii), by what students deemed legitimate knowledge (the bioscientific
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and clinical). This finding agreed with theories of enculturation of imagination (Baum et al
2009); and implied ‘innovative’ medical schools were simply positioning their courses in the

(neoliberalised) higher education market (Tredinnick-Rowe 2015).

Early in the 20C, education reformer Abraham Flexner was contracted to improve medical
education teaching standards, then lacking consistency in American and Canadian schools,
and advised they anchor the medical content in science (Flexner 1910; Kopelman 2014). In
Brosnan’s (2011) study of stakeholders’ conceptions of the significance of science in medical

education, she reached a poignant conclusion about what counts as ‘science’.

Science has come to represent a kind of black box in medical education — rather than
describing specific knowledge or skills they thought they needed, medical students and
staff referred to science as a quality with which some schools were more endowed than
others.

(ibid:330 Italics added).

The black box is portrayed as a value heuristic; a meaning code guiding one’s consumption
of education and the cultural goods on offer, rather than a philosophy for a professional
‘community of practice’ (COP) — a group with the same public interests (Lave & Wenger
1991). Science comes to represent a false certainty in an uncertain world. Goods in the
scientific swag include a. peer recognition of one’s ‘scientific capital’ (Bourdieu 2004) —
credentials earned by scaling the stratified field of empirical research conferred disciplinary

status; and, b. ‘social capital’; the valued resources of the social network of actors in the
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global field; including power, wealth and cultural influence (Limaye et al 2011). Viewed from
the neoliberalised marketplace, a career in ‘social’ medicine seems undesirable. Yet, a social
network of physicians engaged in outreach and social health advocacy; a community of
practice (COP) organised by the values of SA to achieve positive health outcomes; is also

conceivable.

The hegemony of bioscience on students’ humanistic identities (and presumably, attitudes)
was attributed to a hidden curriculum (Hafferty 1998) in which the randomised controlled
trial (RCT) — epitome of objectivity in clinical studies — forms a boundary between medical
science and pseudo-science (Savransky & Rosengarten 2016). By this reckoning, pseudo-
science is defined by what complementary and alternative medicine (CAM) practitioners do.
However, about fifty percent of western populations find the something CAM practitioners
do has value; and this may have more to do with humanism than science. Commitment to
mechanistic science ontology, according to Savransky & Rosengarten (2016), can lead
physicians to heuristic confusion between the ‘effectiveness’ of treatments and what in
reality health means to the patient. This suggests medical outcomes can marginalise health

outcomes.

This conundrum, related to the symbolic value of science in medical education, can either
be taken as granted or become the subject of reforms; the ‘black box’ opened to greater
scrutiny. The strong relational nature of science-based medical professionalism suggests
reform may be a generational process. At stake are science-infused meanings of medical
activities; as the careers, statuses, funding, products and profits sustain biopower (Foucault

1990). The ‘black box’ of scientism in medical education (Brosnan 2011) appears to serve as
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the central ideological metaphor organising the medical community of practice; proxy to an
ethos of care and justice. While purporting to protect patients from un-tested practices, and
physicians from liability, many harms from human and system errors are reported yearly
(Roughead, Semple & Rosenfeld et al 2016). This ideology can also protect a network of
worldviews supporting the existing unsustainable, neoliberal order; and curricular reforms

that reproduce social inequity (Bourassa 2011).

Beyond the WP agenda, reforms to medical education to include social or community
medicine were pioneered in regions of health need in South America, Africa, and the
southern United States (Anderson, Smith & Sidel 2005). Most often ‘social medicine’ refers
to the success of the Cuban medical education system, in which physicians were trained “to
promote health through individual and social means” (ibid np Italics added). Cuba’s Latin
America School of Medicine has trained thousands of physicians from underserviced regions
of the world, free of charge, in needs-based primary health care (PHC) (Wen et al 2011).
Policy focus on early childhood provides ‘comprehensive care for the first 1000 days of life’
(Esquivel-Lauzurique et al 2019). In Cuba, policy alighment between government and health
care provides universal health insurance during pregnancy, paid maternity leave from 34
weeks’ gestation, and family and community involvement in early child care (ibid). Health
outcomes are reported as economically sustainable and comparable to western systems
(Wen et al 2011:e12). This biosemiotic approach to improving outcomes of adult health, by
intervening “earlier in the causal cycles” of iliness (Giese 2003), employing interdisciplinary
actions, was advocated for Australian Indigenous health by Professor Fiona Stanley. Cuba’s
deliberate social justice education occurs through students’ close engagement within an

underserved community (Butin 2007).
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As Bell (1997) observed, social education

begins with people’s lived experience and works to foster critical perspective and

action oriented toward social change

(:14 Italics added).

Here, | highlight ‘lived experience’ or lifeworld as the source of meaning that people
interpret and internalise. In this way, un-deserved societal oppressions can become
internalised conversations constraining people’s health. Liberatory pedagogy, termed
‘education for critical consciousness’ by Freire (1977), aims to empower capability to

critique the political structuration of one’s disadvantage and take corrective action.

Physicians can learn actions to effect change in oppressed mindsets, capabilities (Sen 1999),
and social and economic circumstances — to produce situations where health can flourish.
Improvements at the societal level include actions on the SDH that effectively reduce
demand on health services. Current health system framing around reductionist biomedical

science is now challenged;

by a transformation of worldview in which the objective of understanding nature by

breaking it down into ever smaller parts is supplanted by the objective understanding of

how nature organizes itself.
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(Laughlin 2005:76)

Biosemiotics is the study of the life of signs; describing how life has progressively evolved
from the logic or meaning-making of signs in the changing environment (Hoffmeyer 2010). It
is evidential as a “theory of meaning that reflects the deep dynamics of life itself” (ibid:386).
From a biosemiotic perspective, the science of social health is not dissimilar to molecular
biochemistry, except that interactions and effects occur at different levels of complexity
(Wheeler 2006). As examples of this difference, Wheeler compares the flight of a solitary
bird with the swarming of a flock. In society, gestures of racism and internalisation of social
stigma, are ‘differences that make a difference’ (Bateson 1979) semiotically communicated
to people’s existence; obstacles that can complexly result in chronic illness and premature

death.

The implications of complexity science and biosemiotics to medical education is under-
recognised (Tredinnick-Rowe 2015); perhaps obscured by the organisation of medical
scientism. Semiotic (sign-based) organisation in biology (or biosemiotics) takes account of
how the human organism establishes “a vital information exchange with its environment”
(Musso 2020:449) termed exosemiosis; and within the body, “among each of the different
biological complexity levels of the body: cells, tissues, organs and organ systems” (:50),
termed endosemiosis. In this holistic paradigm, science remains at the centre of the medical
endeavour, but the medical gaze shifts from effects to processes; to observe the dynamic
exchanges between organic bodies, human lives, and changing environments. Mental and
physical symptoms emerge from the complexity of information exchange, rather than

mechanical ‘cause and effect’ processes (Musso 2020). Hence, in the biosemiotic worldview,
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current contradictions and misunderstandings of the relative value of molecular interactions

to the emergent quality of ‘health’ are resolved.

Reflexivity on the science paradigm may provide insights to the organising principle of a
hidden curriculum of “simplistic and un-examined belief systems” (Butin 2007:180). The
hidden curriculum defines ‘the rules of the game’ (Bourdieu 1977) in the medical field, and
can vet types of professionalism more physician- than patient-centred (Hafferty & Franks
1994). Positive outcomes of physician-centredness include a sense of autonomy, mastery
and purpose. However, lack of patient-centredness can misunderstand the value of the
patient’s lifeworld to the practice logic of problem-solving illness. Student diversity via the

WP agenda envisages change in professional values, knowledges, and patient-centredness.

In the literature review (Chapter 3), factors shaping the hidden curriculum are investigated,
and sought in participants’ replies to the study questions and professionalism discourses.
The educator’s challenge is to change the hidden curriculum organising professionalism, and
integrate humanist values. In this regard, social justice service learning — reflective learning
within a disadvantaged community setting - is regarded ideal as both a process and a goal

(Bell 1997).

Insights from complexity theory in science and education may provide clues to transforming
professional mindsets; including how values guiding ethical medical practice are dialogically

communicated in medical education.

2.3.3 Configuring critical reflexivity in medical professional education

65



Concern for the fate of tacit knowledges, of patients and WP students, also extends to
formal medical knowledge. In the neoliberal university, a regime of ‘techno-managerialism’
has overtaken education in the form of online simulations and modules. However, loss of
group learning advantages can reduce knowledge to a commodity (Holmes & Lindsay 2018).
This banking approach to learning was criticised by Freire (1973), for stressing knowledge
acquisition ahead of a questioning or critical examination of knowledge claims in relation to
the patient’s health problems. This mode of learning impacts understanding essential to
ethical practice with patients, including justice and care. Understanding, in Ryle’s distinction
between ‘knowing that’ and ‘knowing how’, and the contextual ‘knowing why’ of reflection,

is marginalised (Holmes & Lindsay 2018:5).

In community service learning, students are removed from de-contextualised (text-based)
settings, to “an ambiguous and open-ended situation” (Butin 2007:181).This is a human,
sign-filled world “that makes visible the complexities of the process and goals” (ibid:181) of
justice learning. This shift appears to meet requirements for developing student physicians’
‘sociological gaze’ or social imagination of health. The physician’s reflexivity on the patient’s
behavioural responses to sociological adversity in their lifeworld is a practice of empathic
appraisal of the human predicament, and a moral guide to SA actions. Clinical focus on the
biosemiotics of both the patient’s external meaning making of their unique lifeworld and

the embodied internal, biochemical disorder (illness), provides a more unified paradigm.

Biosemiotics could form the basis of a unified approach to medical education; a knowledge
management system for teaching and learning how concepts and experiences integrate; as

they are now regarded in molecular physics and social health production (Laughlin 2005).
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In the final chapter, | return to semiotic paradigms in biology (biosemiotics), education
(edusemiotics) — specifically Legitimation Code Theory (LCT); and professionalism
(semioethics), to compare potential advantages against existing integrative socioscience
teaching strategies. Signification of the responsibility to care; coded in the doctor-patient
relation as medical semiotics or ‘symptomatology’; is termed ‘semioethics’ by Petrilli (2014).
Semioethics situates power and responsibility in the doctor-patient relationship, and
focuses on interpretation of meaning from symptomatology. A semioethics understanding

of SA befits the overarching goal of the thesis.

There can be difficulties initiating a culture of SA across health professions without shared
understanding of the concept and its consequences for practice. Problem-based learning
(PBL) in small group tutorials with experienced tutors, is a widely accepted mode enabling
integration of theoretical, clinical practice, and students’ tacit knowledges for problem-
solving patient illnesses (Smeby & Vagan 2008). PBL cases can be written to portray patient
contexts in which justice ethics apply; and the knowledges and skills for problematising the
patient’s social lifeworld to evaluate risk of iliness, role-modelled. A course concept map can
scaffold progressive learning of social health competencies across course curricula; and
pedagogy can bring real world relevance to learning by engaging students with people

representative of diverse social positions.

Pedagogical benefits are envisioned by inviting heterarchical voices to the design of
curricula, with the aim to shift epistemology (Baron 2018). In education, this refers to the
‘citizen-scholar’ and the role of mentors in joining “voices and values in the engagement

interface” (Rosaen, Foster-Fishman & Fear 2001:10). The process of developing ‘diversity-
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responsive’ medical education, reported in The Netherlands (Muntinga et al 2016) embeds
intersectionality — positional perspectives afforded by learners’ varied social identities - into

curriculum content, with the aim of developing in students the habit of critical reflexivity.

2.3.4 Information overload and reforms to knowledge management

Further architectural reforms to medical education were introduced between years 1990
and 2010. Information overload, and contesting claims for disciplinary prioritisation in the
formal curriculum, led to reform in knowledge management. In small group PBL tutorials,
and simulated clinical communication with patients, students were encouraged to critically
evaluate competing knowledge claims and apply to the context of a clinical problem (Brown
2008). Knowledge content in undergraduate curricula were integrated with professional
behaviours; students advised to learn from history but adapt to changing needs (Kopelman
2014). An emphasis was placed on learning clinical communication skills, with more equal
sharing of patient and physician agendas (Brown 2008). Accreditation of medical teachers

was introduced to improve quality of learning.

Future medical practice, based in healthcare teams, required continuous updating and
supervision of professional knowledge, behaviours, and skills (Brown 2008). Programmatic
assessment of clinical competence was devised to drive contextual learning to value
students’ differences instead of their deficits (Schuwirth & Ash 2013). Yet, against these
positive reforms are new societal norms that can be internalised and negatively influence
students’ moral dispositions for SA. Forces of neoliberalisation, professional socialization,

and consumerism present significant obstacles to health workforce reform.
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Brown (2008) reported neoliberalism a major external political reform affecting universities,
medicine and health care. Neoliberal policy stressed individualism, self-reliance, and choice;
shifting fiduciary duties and efficiencies from government to private service providers (ibid).
However, the move to personal responsibility, self-sufficiency and a limited safety net can
diminish medical professionalism by routing accountability to the public in the treatment
and prevention of chronic illness (Charmaz 2019). In the U.S., neoliberalism has exacerbated
negative moral judgements of stigmatised citizens and closure of social assistance programs
that empowered peoples’ health prospects (ibid). These structural weaknesses in U.S. and

global health systems would be exposed in the COVID-19 pandemic.

Adopted into healthcare culture, a neoliberal mindset can unfairly stigmatise and isolate
patients with chronic illnesses and disabilities (Charmaz 2019). Through privatisation and
reduced public spending, neoliberal policy can expand social inequality and health gaps
(Horton 2007); serving physicians and industry more than patients and society. The
neoliberalisation of university education produced user-pays policies and efficiencies in
financial resourcing of medical education. As noted earlier, the effect of these changes has
reversed the WP agenda for students from low income families; returning the demographic

profile of the medical workforce to higher social class status.

In established professions, the tasks of paradigm change are compounded by the existing
dominant culture; normalised in institutions, policies, the social behaviour of members, and
power of cultural stakeholders (Hafferty & O’Donnell 2015). The modern profession faces a

moral conflict related to the rapid growth in medical knowledge and technologies, in which
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the qualities of predictability, measurability, efficiency, productiveness, cost-
effectiveness and objectivity have come to assume a priority equal to, if not exceeding,
older professional qualities of compassion, avoiding harm, service, altruism, and

reverence for life.

(Rabow et al 2010:310)

Furthermore, inherent to the demand-led model of western health economics, is relative
exclusion of actions reducing impacts of the ecosocial environment on collective health;
whence patients come, and once treated, they return. These societal contexts of health
production; the shaping of health by structural inequalities that impose unfair differences
on social groups, are detailed in the literature review [Chapter 3]. A ‘future-facing’ pedagogy
projects expectations of alignment between the conceptual map of medical curriculum and
the changing contextual territory. This calls for pedagogy to develop critical and creative
physician problem-solvers, capable of tracking sociological responses to emerging health
crises that contribute to inequitable health outcomes. A real-time, geographic approach to

health is envisaged.

The Charter of Medical Professionalism (ABIM 2002) informs medical educators of a novel
professional reform requirement - social accountability - in need of pedagogy. Diversity of
student orientations to social justice is expected to influence the choice of pedagogy, and
suggests a liberatory method, valuing student voice (Freire 1973). The methodology to

achieve student learning outcomes requires suitable theory and stepwise development of
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knowledge, understanding and skills. Medical education experts refer to professional

formation as requiring

experiential and reflective processes, use of personal narratives, integration of self and

expertise, and candid discussion within a safe community of learners.

(Rabow et al 2010:310)

Here, safety implies communal discussion is supportive of patient and student diversity, and
learning equity needs, to avoid unfair stigmatisation. Candid discussion can inform students
of patients’ expectations of physician conduct, and ready them for the moral dilemmas they
inevitably encounter. Physician actions across multiple levels of health structuration, from
the biochemical to the sociological, and related complexity of duties, are now important

developmental realisations in becoming a physician.

In the final chapters of the thesis, | show how capitalising students’ diverse social stances,
and the meanings patients interpret from their lifeworlds, can combine with biomedical
knowledges in an integrative biosemiotic pedagogy. The pedagogy proposes to facilitate
students’ learning the praxis of ‘reading the world’; using critical ‘sociological imagination’
to perceive, interpret, understand, and respond to changing health and illness needs of
diverse patients; and the structural vulnerabilities of disadvantaged groups to chronic illness

and premature death.
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2.4  Relevance of the study: Social justice requirements in medicine

2.4.0 Introduction

A Physician’s Charter signalled a moral obligation “between the profession and society”
(Ritz, Beatty & Ellaway 2014) to do more to improve social living conditions. The present
study aims to clarify the often invisible “generic attributes, qualities or capabilities”
(Prideaux, Lindemann & Cottrell 2013:71) diverse medical students possess and develop in
training contexts that contribute to the profession’s ‘social ecology’ (Bloom 1989). The
requirement for social justice in the practice of medicine is held important to problem
solving actions for improving equity of health outcomes; and supportable in several ways.
The following section outlines features of four topics of social injustice of present-day
relevance to medical professionals. A brief discussion follows of the goals of social justice

practice in health care and health production.

2.4.1 Professional autonomy and harms

The first injustice was the failure of medical professional autonomy, encoded in the Latin
phrase primum non nocere (first do no harm), to protect the public from avoidable harms
(Sokol 2013). The culture of modern western medicine has valued a hierarchy of specialist
hospital practice and the financial rewards of demand-led private practice over community
health care needs and health promotion (Coulehan et al 2003). Too often the result was
poor patient safety, with harms related to overtreatment with toxic pharmaceuticals and
invasive technologies (Sokol 2013; Huang, Newman & Schwartzstein 2014). Service
coordination was poor, and perceived as more provider-centred rather than patient-
centred, eroding public trust in the medical profession (Coulehan et al 2003). Harms also

followed the failure by health services to identify patients with disadvantaged status; for
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example, Indigenous peoples, a group with a health risk profile significantly greater than
non-Indigenous Australians (Schiitze, Pulver & Harris 2017). [The social identification of
patients is a critical SA practice tested in the study (Question 7, Appendix 5)]. Harm is done
when Indigenous patients are given treatment equal to non-Indigenous patients; when
more frequent, high quality, or intensive treatment is needed. To serve equity and achieve
comparable health outcomes, more rigorous follow-up screening, support, ongoing care and

education may be necessary.

2.4.2 Social determinants of health

A second imperative for social justice in medicine is producing physicians capable of positive
impacts on unmet health needs resulting from unfair inequalities (or inequities) in imposed
conditions of the social environment; the SDH (Allen et al 2013). A determinant is defined as

“a factor which decisively affects the nature or outcome of something” (OED).

Medicine, focussed on acute and chronic care, has been criticised for being ‘the ambulance
at the bottom of the cliff’ while remediable reasons for individuals (extending the analogy)
‘falling off the cliff’ of prevailing sociopolitical structures, were largely ignored (Barry 2005).
Genetic and primary medical mechanisms of disease are two health determinants valued in
medical education; yet by ‘nature via nurture’ these determinants are invariably subject to
social determinants acting in the patient’s lifeworld (Hernandez & Blazer 2006). The SDH
were formed by social inequalities in living conditions, and acted at all stages of the life

cycle to harm health (Marmot 2005).
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Observations of population (or social) rather than individual determinants of health were
made by Virchow (1848) during a typhoid epidemic. Durkheim (1851) found the extant
suicide rate “an expression of social determinants” (Marmot 1998:58). Rose (2001) found
evidence of ‘sick populations’ producing ‘sick individuals’. Marmot (1991) extended our
understanding of SDH with epidemiological research of the social stratification of illness. A
gap in life expectancy was found to exist for those lower in the income strata, related to
behavioural risks for coronary heart disease and other chronic illnesses (Marmot et al 1991).
Although lifestyle ‘risk factors’ for disease could be identified; such as obesity, poor diet,
smoking and alcohol consumption; it was the stressful conditions of living related to the
SDH; identifiable “causes of the causes” of chronic non-communicable diseases (NCD)
(Marmot 2005:1102). Marmot listed these conditions as poverty, stress, early life, social

exclusion, work, unemployment, addiction, social support, food and transport (ibid:1102).

The SDH for Indigenous people living in remote areas of Australia and the Torres Strait,
include levels of intergenerational trauma, early childhood disadvantage, incomplete
education and literacy; communications; roads and means of transport; employment and
income; language and social identity; housing, accommodation and social support networks.
How transport, for example, affects health could be determined by the distribution of, and
access to various health services; including screening, surveillance and prevention. Diabetes
is highly prevalent in the Torres Strait Islander Indigenous population, and requires team-
based care (McDermott et al 2007). Transport infrastructure was essential to distributive
justice in a vast and sparsely populated country like Australia. Roads, boating, fuel and

availability of emergency air transport, are essential for maintaining food supplies, housing,
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infrastructure, and access to specialist health services. Vehicle ownership and possession of

a driver’s licence is a SDH for remotely located Indigenous people (Freeman et al 2014).

The traditional focus in medical education and practice, on proximal health risks, with little
consideration of the SDH as distal and ‘fundamental’ causes of physical and mental illness,
can unjustly medicalise distressing social problems (Baum & Fisher 2010). Harmful health
behaviours such as alcohol addiction and physical inactivity are proximal health risks,
determined “in complex interactions with many factors over time” (Hernandez & Blazer

2006:12).

In Australian society, the quality of life among historically stigmatised groups; Indigenous
peoples, migrants, the homeless, the poor, elderly, and those with intellectual and mental
disabilities, remains relatively ignored (AIHW 2008). Physical violence, abuse and neglect of
children, women and elderly citizens are regularly reported in the media. Other groups
‘marginalised’ in society by their devalued social identities, or belonging to subordinate
minorities, are subject to symbolic violence. This critical theory term denotes harm,

“the process whereby the dominant class imposes their ideology on the dominated”
(Buchanan 2010). Internalising inferior social status, dominated groups become vulnerable
to prolonged social distress, poor nutrition, reduced immunity, and chronic illnesses (NCD)
(Hertzman & Boyce 2010). Unequal health outcomes can also result from poor distribution
and quality of health care (Braveman 2006). Arguably, at a minimum, physicians have a duty
to ensure universal access to healthcare, and effective health protection and promotion

programs (Atkinson & Cottam 2011).
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2.4.3 Environmental crises

A third social justice concern for medicine is global health impacts on populations derived
from inter-connected global crises. Global health problems can impact at local, national and
international levels. Concerns have been expressed about features of the existing culture of
medical practice weakening the preparation of new graduates to meet dynamic, emerging
changes in global health needs (Benatar, Daar & Singer 2003). National comparisons of
highest and lowest life expectancy at birth indicate a global difference of 48 years (Marmot
2005); and within nations e.g. The United States, about 20 years (ibid). Such unequal
differences, based on where one is born and raised, is a social injustice targeted by the

United Nations Organization (Marmot 2005).

Ecosocial changes affecting global health include the increasing human population - now
more urbanised and burdened by a growing aged sector; rising transnational migration and
inter-cultural tensions; and the multiple, unequal impacts on health of climate change
(Benatar, Daar & Singer 2003). The emergence of new infectious diseases and antibiotic
resistance; persisting high rates of chronic non-communicable ‘lifestyle’ diseases; and
widening gradients of social and economic inequality are known determinants of health and
premature mortality (Benatar 2005). Impacts of the global economy, including powerful and
exploitative transnational corporations, contribute to this desolation (Horton 2015). In
neoliberal economies, it is claimed, social problems are unfairly de-politicised and
individualised by a ‘self-responsibility’ discourse (Grunwald & Thiersch 2009). Likewise,
policy actions on modifiable social inequalities that generate ‘gaps’ in health status remain
under-resourced; while unsustainable health budgets in developed countries are not linked

to better health outcomes (Berwick & Finkelstein 2010).
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2.4.4 Lateral violence

A fourth perceived need for a social justice paradigm in medicine relates to conflicts arising
from the hierarchy of power existing in health systems; between medical personnel, and
between patients and health staff. Tensions between and against health staff can escalate
to become what is termed ‘lateral’ violence; evident in a mounting epidemic of emotional
and physical abuse inflicted by co-workers and patients (St-Pierre 2012; Trudge 2012).
Critical insights to how institutional culture and contexts contribute to inter- and intra-
professional violence in multicultural health care settings provide sobering insights to the

detrimental effects on health services (ibid).

Poor communication (both direct and the meta-communication of semioethics), and
subconscious bias by practitioners against some patients and co-workers based on
differences in socioeconomic status, race, gender, sexuality, beliefs, and educational or
occupational status; unfairly compound inequalities in their health (Young 1990; Gonzales,
Kim & Marantz 2014). This situation is known as ‘interactional’ injustice (Havig 2013).
Discriminatory impacts on nursing staff and medical trainees can lead to emotional
disorders and reduced productivity, producing stress fatigue or ‘burnout’ (Trudge 2012).
Tragically, permanent exit from the health workforce due to iliness or suicide can follow.
Fried, Shipman & Sessums (2019) relate burnout to physicians feeling “powerless in the face
of systemic or structural barriers that affect our patients’ health” (:2297). Health system
operations can inflict symbolic violence on marginalised patients in the form of perceived

victim-blaming.
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Some commentators believe lateral violence between Indigenous Australians and
governments; and within Indigenous communities an expression of “entrenched and
unequal power relations” (Social Justice Report 2011:65). Others believe conflicts would
resolve if basic human needs were met. The Social Justice Report (2011) regards ‘basic
needs’ as distributive justice, safety and security, belongingness, identity, self-esteem,
personal fulfilment, cultural security, freedom and participation (:67). Many of these needs

are unmet aspirational goals for Indigenous peoples, globally.

2.4.5 Solidarity

Arguably, a fifth purpose for the medical profession to engage in social justice activism is
solidarity with patients (ter Muelen 2015) in the ongoing democratic project of creating a
socially just society. The idea of a fair society can also be served by a values-based approach
- for civil society to treat marginalised groups (such as prisoners) with equality and mutuality

(Mackie 2010). These values can serve both local and global public health.

2.5 Social justice and the ‘new public health’

Social justice, considered ‘the foundation’ of public health, recognises how

societal patterns of disease and death, of health and wellbeing, ... intimately reflect the

workings of the body politic

(Krieger & Birn 1998:1603).
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Prominent justice theorist, John Rawls (1971) recognised our common humanity regardless
of race, ethnicity, sexuality and gender, to arrive at a social contract of ‘justice as fairness’;
in the distribution of the greatest possible personal liberty on one hand, and on the other,
the greatest possible equality of opportunity of all people to function freely. Sen’s concept
of freedom as capability is resonant. Rawl’s substantive economic principle was attended by
a ‘principle of difference’ requiring social and economic institutions be arranged to benefit
maximally those worst off; a balance between equity and efficiency (Rawls 1971). Regarding
disability, Rawls’s theory “takes seriously the social process of exclusion and inequality that

are products of factors outside the individual's control” (Smith 2001:21).

Recent conceptions of social justice take account of the social epidemiology of health in
large populations, which observed distribution of health according to social inequalities
judged to be unreasonable (Baum 2016). A number of invisible social forces including
government and free market policies contribute to these health inequities; many being
reversible (ibid). Global economic crises produce a destabilising effect on socioeconomic
living conditions within and between nations (Wallerstein 2006); while a widening income
gap between rich and poor is a known driver of health inequalities (Therborn 2013). Nations
without social safety nets, such as universal health insurance, leave millions of citizens at

risk of poverty and premature death (ibid).

The basic principles of social justice in promoting human health include; provision of equal
access (“greater equality of access to goods and services”), equity (“overcoming unfairness
caused by unequal access to economic resources and power”), rights (“equal effective

access to legal, industrial and political rights”), and citizens’ participation (“expanded
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opportunities for real participation in the decisions that govern their lives”) (Australian
Department of Health 2004). A basic definition of social justice in medicine is “equality in
access to and quality of health care and the right to health of everyone” (Hixon 2013:161).

Social justice in health care has been described as

equal access to health care for people in equal need; equal treatment for people in equal

need; and equal outcomes for people in equal need

(Ward 2009:51).

In effect, ‘social justice’ signals and enacts the systematic prioritising of resources and
services to meet health needs over health demands in society. Resourcing of multiple health
related sectors is necessitated by the primacy of the SDH; and the strong link between
education and health. Furthermore, maximizing principles in public health require health
care to be distributed such that each community receives maximum benefit; not just for
immediate ill health, but in proportion to lifetime capacity for health and well-being

(Cookson & Dolan 2000).

Ward (2009) sought to differentiate the terms used in the public health literature to
describe social disadvantage for health improvement and health care services — variously
termed ‘disparity’, ‘inequality’, and ‘inequity’ - arguing only ‘inequity’ refers to a lack of
fairness or social justice (:50). While not all differences in health between persons are

unjust, social justice required everyone
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should have fair opportunity to attain their full health potential, and more pragmatically,

no-one should be disadvantaged from achieving this potential if at all possible

(Stapleton et al 2014 np).

The goal of equity in healthcare is to “closely match services to health need in the
community” (Ward 2009:50); best achieved in general medical practices or primary health

care teams.

In formulating their own perceptions of social justice, medical student participants may
reflect on some or all of these practice-related and democratic purposes — believing the best
society for all that live in it, has the best social contract (Ellis 2019:246). Yet, they may not
understand the ways all people are under internal coercion of “false consciousness and self-
deception” (ibid:247) to power and wealth. This realisation gives reason for physicians to
continually improve and evolve the social contract the medical profession historically sought
with society. The public’s trust in the profession, implied by the historical social contract, is
to responsibly serve all. Yet, trust and risk have come to be seen as defining features of late
modern society (Ward 2006). In medical practice, patient distrust and scepticism are found
to be layered and systemic; embracing science, locum General Practitioners (GPs), and the
national health care system as a whole (ibid). Physician social advocacy is a proposed

solution to these concerns; for public health institutions to benefit community members.

A new way of thinking about health knowledges, interpreting health care praxis, and
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reflecting on the purpose of medicine in relation to contemporary and emerging social
health risks, is supported by The Charter. For medical education, the knowledge informing
SA actions lies in the social realm. Marginalised knowledge derived from the critical gazes of

patients, medical students, and health related disciplines can also inform practice.

The process of interpreting marginalised narratives from multiple perspectives has the
power to expand individual understandings and draw us towards more socially

accountable actions

(Sandhu 2014:23).

In summary, a false consciousness of economic and democratic accountability to the
populations served by the medical profession, has exposed serious social inequities
affecting health. A suitable practice of social justice, focussed on achieving health equity,
requires physicians and health teams employ a sociological lens to patients and their
communities; to judge inequities and identify at-risk groups. New knowledge can result and
inform health actions. Physicians have power in their societies, and can advocate for health
service and policy changes to deliver intersectoral actions for health improvement. Critically
reflecting on medical professionalism in the twentieth century, this study enquires about
the possibility of inculcating a significant culture change in a powerful health profession,

notoriously resistant to change (Wilkes et al 2013).

The study was set in the Australian context of medical education and societal health, which |
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turn to next, as the majority of study participants were expected to be Australian, or would

become physician graduates in the Australian health care system.

2.6 The Australian context

In a 2008 publication for the Australian Government titled ‘What makes for success in

medical education? A synthesis report’, the authors referenced the health outcome

measures used to compare Australia with the other five OECD countries.

These health system variables included

quality care, described as care that is effective or ‘right’, safe, coordinated and
patient-centred

access, described as the ability of patients to obtain affordable care in a timely
manner and cost-related access problems

efficiency, described as ‘a system that seeks to maximise the quality of care and
outcomes given the resources committed, while ensuring that additional
investments yield net value over time’

equity, described as the provision of care that does not vary in quality because of
personal characteristics such as gender, ethnicity, geographic location and
socioeconomic status .... and

healthy lives, which was seen as the ‘goal of a well-functioning health care system’ ...
and was a measurement based on the indicators of mortality amenable to health

care, infant mortality and health life expectancy at age 60.

(Commonwealth of Australia 2008:27)
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While Australian health measures were high, and comparable with United Kingdom,
Canada, New Zealand and Germany, the United States was well behind (ibid). Of note,
however, the report held to a concept of equity as equal treatment rather than equal
outcomes. Affordability, access and equity outcomes were significant problems for millions
of citizens in America’s mostly ‘user pays’ system of health care. The report’s rather static
vision of health service needs, to inform medical education, also lacks a global perspective.
Others contemporary drivers of change in medicine with implications for medical education

include

changing demographics and revision of health priorities, social determinants of health,
changing dietary patterns, obesity versus malnutrition, impact of rising costs, improving
health literacy and global health, and breaking down inter-professional barriers and gaps

in health care and education.

(Bhugra 2013:517; Lueddeke 2012)

The Australian Medical Education Study (2008) acknowledged a “strong history of quality
medical education” (:8), challenged by “significant and profound contextual, societal,
educational, economic and operational changes” (ibid). Much of this report was focussed on
managing practice sustainably and meeting future needs. Challenges relevant to SA practice

included;
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e supply of healthcare workers in areas of need, such as general practice, rural and
remote areas and indigenous areas;
e rapidly accelerating changes in the doctors’ scope of practice and in the medical

curricula

(Commonwealth of Australia 2008:8)

On the first point of ‘supply of healthcare workers in areas of need’, the study resorted to
physician virtues. Other than ‘academic’ success, no pre-admission characteristics, such as
‘usability’ (Boelen & Woollard 2011:618), were identified to inform selection of medical
students to meet the existing shortfall in healthcare needs. Reference was made to “quality
of motivation, cognitive style, interpersonal style and communication style” (:8). What little
attention was paid to social justice, the AME study viewed as healthcare professionalism,
involving “‘respect for others, integrity, altruism, accountability, duty, composure and
sensitivity to diversity’ (AMES-3, p.158)” (ibid:70). The report regarded the heart of ‘success’
in medical education ‘motivation to learn’ and ‘taking responsibility’; while readiness to
practice required ‘self-insight’, ethical behaviour, assertiveness and self-care skills (ibid:71).
Missing in this account of future medical professionalism are ‘justice sensitivity’, empathy,

reflexivity, and motivation to secure health equity for all Australians.

On the second point, of rapid change in doctors’ scope of practice and in curricula, ledema

et al (2004) made insightful comments about reform in medical education. They first offered

critical acknowledgement of which and whose knowledge matters.
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We must now accept that knowledge is constructed and maintained to serve specific
needs and interests; it is not only surrounded by contesting discourses, but is itself most

likely shot through with probabilistic and sometimes even contradictory meanings.

(ledema et al 2004:8 /talics in original)

This statement asserts all claims to particular knowledge are therefore political; and,
therefore these scholars argue, medicine is “morally, politically and practically obligated”

(ibid:8) to acknowledge and “engage with the myriad ways of knowing reality” (:8).

Only by acknowledging difference and allowing and encouraging critical reflexivity will
medical knowing evolve, and will our medical curriculum be able to make space for the
contextualised, ethical and practical ways of knowing and doing that are increasingly

being demanded of clinicians.

(ledema et al 2004:8)

This assertion opens a pathway for curriculum reform to do justice to a diversity of student
ontologies, knowledges and practice orientations; directed to the diversity of dynamic and
uncertain contexts of health. It would also appear to require an integrative pedagogy for
mediating between contesting discourses and contradictions. Commenting on learning for

an unknown future, HE academic Ron Barnett (2012) endorsed an ‘ontological turn’ in HE:
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change in one’s relationship to the world, placing greater reliance on “human qualities and
dispositions” (:68). Critical reflexivity appears the most suitable generalist skill for this

challenge.

‘Critical reflexivity’ refers to the ethical exercise of questioning the value of existing
arrangements and practices, in order to benefit all concerned. Adam and Groves (2011)
theorise from feminist theory our responsibility to future generations; by “understanding a
diversity of values that are constitutive of a worthwhile life” (:17). Their premise states “the
future is not simply beyond the present, but is a latent and ‘living future’ within it” (ibid:17
Italics included). This accords with biosemiotic argumentation; and the universal structure
of representation that includes the learning process (De Tienne 2000). The future of medical
care, invested in the values and capabilities of diverse medical students, is an aspect of

professionalism this thesis aims to edify.

Attention is drawn to the social knowledges and meanings students with equity identities
bring with them in habitus. It involves a literacy quite apart from the jargon of expertise and
physician identity in the ‘academic tribe’ (Geertz 1983) of medical disciplinary culture. For
‘outsiders’, the difficulty of bridging these cultural and linguistic differences is likened to
being an ‘illegal immigrant’ (McKenna 2004:276). Motivating learning involves the outsider

investing capitals in the new identity;

integrating the new identity with those of the individual’s current multiple identities such

that they ‘weave ... into a single coherent narrative’ (Cameron 2002,5)
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(McKenna 2005:276).

This aspect of professional development brings attention to the dissonance experienced by
some outsider (WP agenda) students entering their chosen school’s professional culture,

and its particular structuration by biomedical and humanist discourses.

2.7 Social accountability and the widening participation agenda

Medical education reforms to meet community expectations of health care produced a
widening participation (WP) agenda, inviting medical entry to capable students from non-
professional backgrounds. Many are First-in-Family (F-i-F) to attend university, from socially
disadvantaged groups with equity identities; female, disabled, Indigenous, migrants and low
socio-economic status (SES) (Southgate et al 2017). While the WP agenda has been largely
successful, the dominant medical culture and neoliberal ‘user-pays’ HE policies have posed

significant structural, adjustment and retention problems for some F-i-F students (ibid).

SA requires the profession to be representative of the population it serves (Brosnan et al
2016). Expected benefits of the WP agenda to SA reforms relate to the moral dispositions of
students from similar sociocultural backgrounds to their patients. This is not to suggest each
WP graduate be tasked with change in the professional culture but each could contribute ‘as
nodes’ to complex adaptive change and an emergent prosocial professionalism (Decoteau
2013). A student’s equity identity may impart an objective social positioning or stance; to
allow critical ‘readability’ of diverse sociopolitical conditions, and moral judgement of

fairness. In the vernacular, they know ‘where patients are coming from’ (Southgate et al
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2017). Yet, newcomers to a field from ‘outsider’ backgrounds can suffer ‘imposter
syndrome’: the anxiety of feeling inauthentic or not belonging, that can reduce their

prosocial capabilities (Sen 2009).

Brosnan and colleagues (2016) sought to understand holistic experiences of F-i-F students
entering the elite medical profession. Gaps in enablement between F-i-F students and the
demands of the medical education field were analysed using Bourdieu’s concepts of capital
and field. Semi-structured interviews revealed perceived ‘asset gaps’ (capitals) during F-i-F
students’ paths through medical school; of “the kinds of capital F-i-F students were able to
access and those they perceived as being valued in the medical education field” (Brosnan et
al 2016:845). Lack of ‘social capital’ persisted after admission, and left F-i-F students feeling
isolated and relatively unsupported, energising contrasts with students whose parents were
doctors. Some F-i-F students compensated by seeking to wheedle themselves into insider
circles and access ‘cultural capital’. Others remained passive, but disadvantaged by being
unaware of how medical careers were structured. Struggles with finances (economic capital)
restricted the ability of F-i-F students to participate in student social activities, learning
placements and even, to afford meals. The differences reflect observations in Canada by
Beagan (2005) of the ‘classed’ structuration of medical schools. These moral conflicts are
known to affect professional formation: the capability of students “to stay true to their core

service values and the core values of the profession” (Rabow et al 2010:310).

An Australian study of F-i-F student experiences revealed reflexive awareness of their social
mobility and value of their background status to humanising medical practice (Southgate et

al 2017). Some found status mobility to middle class troubling; felt ambivalent about class
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loyalties and identity change, or anxious about the symbolic distance between themselves
and more privileged peers. Most needed to do ‘emotion work’ to fit in and find a place in
medical school culture. Indigenous medical student participants were reflexive of being
stigmatised by a ‘deficit narrative’ of their capabilities; yet saw themselves as role models
for Indigenous youth, and expressed a desire to serve the health needs of Indigenous
communities (ibid:251-2). This ‘recognitive social justice’ (Fraser 1998) is important in the

Australian context;

a concept that describes the power of marginalised social groups to recognise their own

strengths and gain a sense of their agency in addressing oppression (Gale,2000)

(Southgate et al 2005:255)

There was a strong imperative for WP to Indigenous students. Statistics informing a
narrative of ‘need’ for equity in treatment and preventive health services to the Indigenous
population are compelling. In 2018, the Indigenous ‘burden of disease’ was 2.3 times the
non-Indigenous rate (AIHW 2018). The social determinants of Indigenous health are often
compound, and include forms of racism (Paradies et al 2015). In 2011, 64% of the
Indigenous disease burden was attributed to chronic diseases (ibid); emergent from
multiple, long-standing SDH, and scandalous historical and political inequities, including
systematic massacres and mistreatments (Reynolds 2006). Compounding the traumas of
colonisation were policies of miscegenation and displacement of Indigenous people from
ancestral lands, that contributed to contemporary intergenerational trauma, chronic illness

and institutional mistrust (Broe & Radford 2018). Training of local Aboriginal Health Workers
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(AHW) to assist western health care providers in rural and remote areas was common in the
1980s, and active recruitment of Indigenous students to medicine commenced the following

decade (Australian Indigenous Doctors Association).

[In this thesis and in academic texts, the terms Aboriginal, Indigenous and ‘First Nation’ are
used interchangeably; although | have adhered to the preference of Australia’s Aboriginal

and Torres Strait Islander (ATSI) peoples to be known as ‘Indigenous.’ ]

In 2004, the Committee of Deans of Australian Medical Schools (CDAMS) produced an
Indigenous Health Curriculum Framework. Developed with Indigenous academics, the
framework was a blueprint for nationwide curricular activities across the spectrum of
training. Communicative justice was regarded imperative for culturally safe clinician-patient
interactions: a non-formulaic and complex skill set. Avoidable harms to trust and developing
therapeutic relationship with Indigenous patients required cultural sensitivity, security and
humility (Australian Human Rights Commission 2011). Forms of racism, miscommunication,
and externally developed or ‘top down’ programs (lacking Indigenous input) all harmed trust
(Freeman et al 2014). A ‘social view of health’ that attends to the SDH, is considered suitable

to Indigenous health contexts (ibid).

Australia is a multicultural but institutionally western society situated in Asia; so cultural
respect strategies for indigenous populations have relevance to other groups in society. In
pre-clinical training, virtual and real clinical simulations with actors allow students to reflect,
get feedback, and improve their communication skills. Students are also made aware of a

need to be reflexive of their own intrinsic biases toward particular patients, and to take
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responsibility for meeting each patient’s health needs. Equity concepts and practices, to off-
set social disadvantage (AMEE 2018), were proposed for undergraduate medical training;
now taught in SA medical schools, including Flinders University (Worley & Murray 2011).
Situated medical learning in LIC curricula (Poncelet et al 2014) successfully places students
in the community to learn primary health care (PHC) principles; from patients, diverse

health practitioners and academics.

In summary, change in medical education and professionalism has responded to research
indicating high prevalence of chronic NCDs attributed to inequities in the social conditions
of living and inequities in sociocultural health care. Innovations have led to review and
broadening of entry to medicine for students of diverse backgrounds, and the benefits of
situated medical learning in LIC curricula. A national Indigenous health curriculum responds
to high equity needs for health resources to improve Indigenous outcomes. An innovative
pedagogy is needed to neutralise a neoliberal ‘consumerist’ mindset in society, higher
education and health services that weakens social cohesion and solidarity with underserved
populations. In the Australian context, a priority for medical education is the professional
preparation of students to respectfully interact and collaborate with people of Indigenous
and migrant cultures; to respect diverse ways of knowing; to develop the habit of critical
reflexivity, and integrate sociological and medical health data in medical phronesis. SA
requires physicians become patient advocates; working toward improved communal health
conditions and equity of health outcomes. SA by medical educators involves enhancing the
social capital of students with equity identities (F-i-F and WP students) to enable the full

realisation of their dispositions, capabilities and participation in the medical endeavour.
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In the next section, | expand the rhetorical scope of The Charter to include preparation of

resourceful medical graduates, ready to flexibly respond to future, emerging health needs.

2.8 Medical professionalism for a sustainable future

The profession’s responsiveness to changing contexts of health, in an era of rising global
concerns for biosystem sustainability, is the current ‘big question’ for medical education.
Global economic, ecological and social (or ecosocial) changes drive inequalities that unfairly
distribute human health (Marmot et al 2008; Krieger 2001). Sustainable professionalism
refers to an innovative paradigm change to medical education, practices and research
prioritising equity outcomes (Awosogba et al 2013). Magnussen, Ehiri & Jolly (2014)
reported that a selective model of primary care with a disease focus; chosen by world

health leaders over more expensive PHC targeting health equity actions; had failed.

Ideally, paradigm change to value SA practices would align inter-sectoral health policies with
supportive university culture and medical professionalism education. Practically, a ‘critical’
vision of health sustainability projects reform towards a multi-level, values-based approach
to health management and professional education. A new theoretical conceptualisation of
practitioner knowledge and agency is required, integrating ‘upstream’ and ‘downstream’
health contexts; and collectively responsive to community health needs emerging from the

complexity of dynamic, global health pre-conditions.

2.9 Aims of the study and normative expectations
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The study aims to evaluate the nature of a social contract for medical professionalism held
by diverse medical students, in relation to reforms introduced by The Charter (2002). The

requirement for social justice and SA to patients is the focus of the inquiry. The ontologies,
epistemologies and axiologies of participants are candidate entities for the transformative

learning of the new professionalism.

Participants from contexts closer in proximity to societal disadvantage are expected to be
more perceptive of the mechanisms of societal health and illness production. In a profession
with high cultural status, participants’ identities, dispositions and empowering capitals are
considered agentic (Bourdieu 1977); motivating actions for SA. However, students’
intentions for social justice practice face inflexible doxic structures in society, the medical
school, and the culture of a classic profession. Curricula and pedagogies for developing
professional competencies are structuring forces that need consideration in values
transmission. Formal curricula were theorised by Bernstein (1990) to be structured by a
‘contextualising principle’ coded into pedagogy that influenced professional stance. This

leverage has direct relevance to SA reforms, summarised in the final chapter.

Hence, in the study, Final Year participants are compared with First Years to elucidate the
use of discourses that either support, oppose, or integrate management narratives of
(social) illness with (medical) disease. Based on previous studies [Chapter 3] Final Year
students are expected to diverge from the prosocial values held by First Years toward the
status quo of the dominant professional culture. Flinders Final Year participants are
expected to retain social justice values, supported by the structuration afforded by the

school’s SA ethos. Participants with multiple social equity identities are expected to have
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clearer insights to social health production than low equity participants; and more likely to

choose a ‘type’ of professionalism serving social justice to deprived community groups.

2.10 Structure of the thesis

The thesis refers to the teaching, learning and practice of contemporary public health ethics,
responding to the international Charter of Medical Professionalism (ABIM 2002). The study
enquires about diverse medical students’ sense-making of The Charter’s requirement for
‘social justice’ in the practice of health care. Features of participants’ identities, values, and
critical meaning-making (learning) of social health epistemology are hypothesised to inform

pedagogy for The Charter’s medical professionalism.

The first part of the thesis attends to the literature on medical professionalism and social
health justice; the education methodology of situated and transformative learning; research
paradigms of ‘professionalism’ in medical education; and the forms of curriculum guiding

students’ moral orientations to future medical practice.

A multi-theory framework is proposed for constructing a mixed qualitative/ quantitative
investigation of study participants’ background characteristics, funds of knowledge of the
social lifeworld, meaning-making perceptions of clinical dilemmas involving social health
facts, and capabilities for prosocial action. ‘Capability to aspire’ - to act on own values, is the
central frame for analysis. Raw data from interview questions was subject to qualitative
interpretation, to compare framings of social justice practices by participants located in four
key contexts of South Australian medical training: First and Final Years at the two schools.

Quantitative testing of social knowledges and professional preferences was conducted using
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online multi-choice (MCQ) and short answer questions (SAQ). Participants’ social identities
were compared to test Bourdieu’s theory of practice (Bourdieu 1977) and social capital
conferring the capability (Sen 2009) to act on preferred values. Discussion relates the
findings to medical education reform to meet future, emerging local and global health

needs [Chapter 12].

2.11 Chapter Summary

The projection of professional responsibility into social domains of health production sees a
need for physicians with social justice values, able ‘to read’ the lifeworld critically, and
enabled to enact SA. The capacity to judge fairness in social arrangements and advocate;
first, for equity in health distribution and SDH to achieve egalitarian justice; and second, to
empower the agency of the public to achieve emancipatory justice; may involve developing
students’ understanding of the social ‘health-illness dialectic’ (Anderson, Smith & Sidel
2006) linking societal conditions to illness. Societal tensions redistributing health include

rapid social changes, increasingly pluralistic societies, and inequities in the SDH.

False consciousness of the purposes of medicine and its professional contract with society,
and insensitivity to the fundamental causes of illness in the social lifeworld, may require
critical reflexivity by physicians on knowledges linking social inequity to health outcomes. A
social constructivist approach to professional development vets change in praxis (agency) to
critical consciousness (CC) of social health inequity; pitted against (structural) conservatism
of powerful professional traditions, the false certainty of science, and the pervasive political

economy of neoliberalism. However, Increasing participation of non-traditional, ‘outsider’
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or WP students; with social identities proximal to those in pluralist societies, and values

aligned with SA; offers the possibility of prosocial change in professionalism.

In the following chapter, | produce a literature review aiming to elucidate prior research on
professional development of medical students’ prosocial values; structuration of the WP
agenda; and hypotheses informing professional reform to an integrated health paradigm.
The literature review is followed by exposition of the main social theories informing medical

education and practice change [Chapter 4].
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CHAPTER THREE: LITERATURE REVIEW

3.0 Introduction

A key realisation underpinning the literature review for this study is the position of the topic
at the nexus of sociology of education for medical professionalism and the sociology of
human health and illness. In essence, SA can be considered an ethical or syntactic practice
of joining together social and biological discourses. While both sociological fields are
extensive and complex, to do justice to the context of the study, the following literature

review is comprehensive, yet scaffolded to manage the multifaceted contributions of each.

The timeframe chosen for the literature search is 1960 to 2019, as there are limited articles
published on the sociology of medical professionalism and just a handful of books on this
topic prior to this date. Peer-reviewed articles were sought from the Scopus database,
Google, Google Scholar, PubMed and Eric. The focus of the Scopus database is the fields of
science, technology, medicine, social sciences, education and the humanities. Specific sites
for medical education scholarship include Academic Medicine, Medical Education, Medical
Teacher, Medical Ethics, and BMC Medical Education. More specific writing on social justice
and equity in health care were sourced from library sourced books, e-books and websites;
and journals of public health, bioethics, and sociology. Common sources of the latter include
the Social Science & Medicine, Cambridge Quarterly of Healthcare Ethics, The Lancet,
Medical Ethics, Medical Humanities and The Medical Journal of Australia (MJA). Google©
and Google Scholar© were helpful for accessing blogs, ‘grey’ literature, and for writing not

accessible through a university library.
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The following initial search terms were recorded.

1. “medical student” AND humanism/ habitus/ prosocial/ association / “service learning” /
service/ “widening participation” / professionalism / motivation/ “social determinants” /
"medical culture” / “critical consciousness” / “social justice” / resilience/ “social network” /
“moral imagination” / imagination / “formative experience” / culture / symbolic / advocacy
/ “non-traditional” / “make a difference” / AND “social justice” OR equity AND “critical

consciousness”

2. “hidden curriculum” AND resistance / AND medicine AND subculture

3. “medical education” AND “social contract” / “sociological gaze”

4. “social justice” AND professionalism / “moral development” / “critical consciousness” /

imagination / motivation

5. student-led AND medicine AND Australia

6. medicine AND activism / complexity / “ethic of care” / “social accountability”

7. “social justice” AND “critical consciousness” / “conceptual change” / pedagogy / attitude/
motivation / disgust/ professionalism / “student engagement” / “perspective taking” / AND

concept AND medicine /

8. “social capital” AND “peer group”

9. “medical professionalism” AND “critical perspective”

10. “service learning” AND definition / medicine / assessment / evaluation

99



11. “medical profession” AND boundary

12. “critical consciousness” AND assess / competency

13. “social inequality” AND “perspective taking”

14. “determinants of health” AND clinical / “social ecology” / indigenous

15. “social history” AND purpose AND medicine

16. “social capital” AND “widening participation”

The literature review is structured to revisit complex concepts, at first in simple terms and
later in greater detail, in order to build conceptual clarity. This style of writing continues into

discussion of the theoretical framework for data analysis.

3.1 Background

The wording of the 2002 Charter of Medical Professionalism responded to various critiques
of the troubled status quo of medicine at a time of rapid global changes in health needs.
Critiques included a. the excessive biomedical and commercial foci of the ‘medical industrial
complex’ (Hafferty 2006); b. lack of public accountability in health planning and distribution;
c. unsustainable national health budgets; and, d. the maldistribution of health funding and
health services toward the biotechnical tertiary health sector away from PHC services. An
‘inverse care law’ persisted globally: the greater the health need, the less health services are
available (Tudor Hart 1971). Among other long-standing critiques were the commodification
of health care (Coulehan 2005); the habitual medicalisation of the social context of health

(Engel 1977); the misrecognition of addiction as solely a behavioural or social problem; and
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the want of a paradigm of medical education for achieving SA (Boelen 2008). Within medical
culture, a ‘hidden curriculum’ socialised through medical education reproduced unreflexive
forms of medical professional conduct; benefiting physicians rather than patients (Hafferty
1998). The profession had an ‘exclusive’ image, “perpetuated and maintained by its
competitive and high stakes entry processes” (Gore et al 2018:228); making ‘outsiders’ from
low socioeconomic backgrounds and F-i-F to study medicine, feel like imposters. Other
aspiring entrants were motivated to restore their family’s “lost cultural capital” (ibid:228) in

the social hierarchy. Yet, medical schools accepted the WP agenda, and recognised

the need to reduce bias and discrimination in selection processes and better reflect the

diversity of the population that future practitioners will treat.

(Gore et al, 2018:228)

Wright (2015) examined differences in support for medical school selection between private
and public secondary students in the U.K. Applicants’ personal statements were the subject
of thematic qualitative analysis employing Bourdieu’s social theory concepts of field and
capital. Results helped explain reasons WP or public high school applicants performed less
well in the admissions process. A higher level of support, including insider information of
the admissions process and access to work experience, helped private school applicants
appear more motivated and suitable. Equity of support was recommended for WP students

in the admissions process.
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In Australia, to better understand under-representation of F-i-F and low SES background
applicants Southgate, Kelly & Symonds (2015) conducted focus groups. Appadurai’s
theory of ‘capacity to aspire’ proved useful to understanding the advocacy needs of these

academically capable students to overcome barriers to inclusion (ibid).

Yet, they revealed the expectation in their narratives

the knowledge, language and dispositions derived from social and cultural backgrounds
will be of great value when the student arrives at their new destination, the medical

profession.

(Southgate et al 2017:255)

A number of models of SA education, practice and evaluation have been produced (Boelen
& Woollard 2011; Schiff & Rieth 2012; Sandhu et al 2013; Awosogba et al 2013). However,
equity of health outcomes remains an ideal. No fairness in distribution of health resources
or health outcomes exists in Australia, nor worldwide. Ongoing debate asks whether health
professionals should “include working for social justice and worldwide equity, or whether
their role is confined to distributing the resources that are already available” (Kerridge,
Lowe and Stewart 2009:82). The concept of equity, and implications of equity for health
care and social health improvement are often under-appreciated by physicians, who can

collectively hold “a biomedical imagination of health and care” (Baum et al 2009:1968).

Progress in medicine in 20C was dominated by the management of illness, not of health.
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Yet situations of social injustice resulting from social inequalities adverse to the health of
individuals and social groups, resulted in sickness, prolonged disability and early death
(Marmot et al 2008). The existence of group inequalities suggests “they derive from social
rather than natural (for example genetic) factors, and may thus be avoidable through public
intervention” (Anand 2002:487). The quality of conditions in which people are born, live and
work; the SDH, are unequally and often unfairly distributed in societies, and among nations
(Therborn 2013). Conditions of health inequity are created by policy decisions, institutional
procedures that include some while excluding others, and social prejudices; perpetuated by

health systems, and physicians in interactions with patients (Marmot et al 2013).

In recent times, a broad coalition of health advocates has conceptualised moral need for
social health improvements at local, national, and global scales. Improvements in the social
contexts of health through actions on the SDH held the potential to prevent chronic ‘non-
communicable diseases’ such as diabetes and cancer; deliver more economically sustainable
health care; and reduce unfair inequalities in human societies represented by gaps in the
rates of citizen morbidity (illness) and mortality (early death). The medical SA agenda, a

social change project aimed at integration of medicine and public health, inspired this study.

The WHO (2008) produced this definition of integrated care.

The management and delivery of health services so that clients receive a continuum of

preventive and curative services, according to their needs over time and across different

levels of the health system.
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(Primary Health Care Research & Information Service [PHCRIS] 2013:79)

In the following section, | provide a brief overview of the historical background and key
changes in medical education and medical practice suggesting how the discourse of medical

professionalism for social justice was viewed in the past century.

3.2 Internal and external changes to medical culture

At the turn of 20C, reforms introduced by Abraham Flexner in the United States emphasized
greater standardization, regulation, and quality of medical training; grounded in evidence
from both peer-reviewed scientific research and physician experience (Berwick & Finkelstein
2010). The biomedical revolution resulting from Flexner’s reforms achieved high impact in
demand-led internal medicine worldwide; positioning the medical profession as the
dominant power among the health professions (Friedson 1970). Yet, Flexner recognised
accountability to the social context of health care and health improvement as paramount;
explicitly linking the professional value of service to ‘the public interest’ of individuals and

populations (ibid). However, a SA ethic was not regulated in pedagogy.

In an anthropological study of UK medical students, Simon Sinclair (1997) exposed structural
abuses of power within the institution of medical education, that unfairly distribute distress
on the basis of students’ gender and race: rules of the game with lasting negative effects on
mental health. Sinclair also revealed the way particular medical disciplines were favoured or

maligned. Dominant student perceptions assigned lowest status to general practice,
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psychiatry and geriatrics compared to other career paths (ibid). Statistics, the backbone of

the evidence based approach, was also maligned.

Bioscience evidence was inserted into the doctor-patient encounter in the last decade of
the twentieth century (Mykhalovskiy & Weir 2004). Evidence-based medicine (EBM)
purported to be “an approach to clinical activity based on careful review and application of
the best and most current clinical research literature” (ibid:1059). Despite the remarkable
success and global uptake of EBM, early sociological analysts’ reports of ‘unwanted side

effects’ indicated EBM had not found its correct place in the medical panoply (ibid).

First among these was neglect for the role of the patient and their lifeworld as sources of
evidence; and second, the invisibility of the consultation as a valued site of patient-physician
interaction and humanism (lbid:1062). EBM fostered a heuristic (or mental shortcut) that
assumed ‘sameness’ of patients with the same medical condition. In practice however,
variation is the rule; and there may be multiple health determinants (underlying causes)
active in the same clinical presentation. EBM focused on “how knowledge is used rather
than how knowledge is produced” (Rowley 2003:261 Italics in original; Taylor & White
2000). Medical knowledge was abstracted from studies of the body while social health
knowledge was drawn from the conditions of living between groups in societies. The
introduction of EBM and Internet computing into the clinic at a time of rising consumerism
challenged the autonomy of individual physicians, and the traditional basis of medical
professionalism. This tradition recognised a need for personalized clinical reasoning and the

‘co-construction of meaning’ in the doctor-patient interaction (Schutz 1967; Brown 2015),
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related to the inherent uncertainty of patients’ iliness presentations (Armstrong 2002) and

the growing cultural diversity of populations (Awosogba et al 2013).

Critics of the call for social justice professionalism lamented a ‘profession under siege’.
Rapid, externally imposed, abstract changes were perceived to disregard the ethics of the
clinical encounter and agreed collective culture of professionalism (Twohig & MacDonald
2004). These authors viewed the move an attempt to protect the profession more than the

patient; yet neglected evidence linking social inequalities to poor public health outcomes.

In the opposite camp, physicians ‘speaking out’ declaimed the growing lack of trust in the
medical profession related to rising self-interest and self-enrichment (Coulehan 2005). In
this view, doctors were reproached for lacking in humanity; providing expensive, unsafe,
and fragmented health services, to allow a growing asymmetry between the servicing of
health demands and ‘closing the gap’ on basic health needs of vulnerable groups in society
(Coulehan 2005; ATSI Social Justice Commissioner 2005). Like other social contracts cast-off
during the modern era (Rubin 2012), the profession’s duty to ‘serve all’ in society was
neglected, and the importance of PHC to realising equity of health outcomes was devalued
(Cruess & Cruess 2008). Strategies for improving population health were allocated minimal
funding in runaway health budgets servicing an increasingly biotechnical and bureaucratic
form of healthcare (ibid). Large sections of global population remained underserved due to
the absence of universal health insurance and mismatching of health care services to health
needs. In the U.S. context, growing commodification of medical goods and the vulnerability

of universal health provision, led one public health physician to declare;
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Medicine has never been an entirely value-free discipline. It has inevitably reflected and

reinforced the beliefs, values, and power dynamics of the society at large

(Donohoe 2012:123).

In the U.K., the profession’s reluctance to lose their cultural authority followed state-
imposed curbs on expanding health budgets, and consequent administrative deference to
government (Allsop 2006). In view of this resistance to change, the discourse of professional
renewal through social justice activities would appear doomed. Simplistic conceptions of
physician adherence to professional ethics prescribed ‘self-regulation” (White 2014). Others

viewed change as the confluence of different discourses.

Fox (1994) defined discourse as

written, spoken or enacted practice organised so as to supply a coherent claim to a

position or perspective

(:161).

Yet, as Bleakley and colleagues argued, citing Foucault (1969), “conditions of possibility are
formed by the interaction of different discourses” (Bleakley, Bligh & Browne 2011:246), and

discourses may “produce the object of which they speak” (ibid:246). This suggested quality
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health care could be differently construed by diverse stakeholders.

Medical education can be seen as the construction of a number of related discourses —

medicine, education, science and public, for example.

(Bleakley, Bligh & Browne 2011:246)

This suggests as the discourse of medical education becomes more human- and social
lifeworld-centred it may constructively engage with the discourse of SA. It signals a shift in
academic and practice orientation from solely clinical sciences to include social science of
the patient’s ‘everyday lifeworld’ (Grunwald & Thiersch 2009). This new ‘situation definition’
for SA health, a qualitative shift, was thought to be best mediated by dialogue (Fernyhough
1996:55). Both dialogue and dialogical communication, the latter being signified rather than
spoken, are proposed to expand students’ understanding (learning) of social knowledges.
This draws attention to how pedagogy is linguistically structured; to help students make
meaning of medical knowledge in diverse human contexts; a topic of educational theory

investigated in more detail in the theoretical framework for the study (Chapter 6).

Using the same precept, it could be argued, the discourse of social health needs is a public
discourse: one that could include medical students. Some medical students are likely
predisposed to prosocial perspectives and actions on social health injustice and may be
receptive to a more encompassing discourse (and practice) of SA. Wynia and colleagues

(21999) include “patient and public health advocacy and activism” (Rogers & Ballantyne
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2010:251) as core tenets of the new medical professionalism, but argued students not be
“assessed as to whether they are altruistic or adopt a certain philosophy of social justice and

advocacy“(:251).

In Australia, the student equity framework ‘A Fair Chance for All’ (DEET 1990) has been in
operation for thirty years. A shift in the demography of medical student cohorts followed,
with selectors hopeful of graduates with prosocial dispositions to “match what communities

need” (Aretz 2011:268). In 2009, an Australian government education report identified

economic, social, and environmental sustainability as a national priority for preparing

students for the twenty-first century

(Whiteside et al 2017:324).

Recognising the need for students to manage “stress, change, complexity, and uncertainty
to be better prepared for their future” (ibid:325), and their own wellbeing, required social
“skills, knowledge, and values that enable people to problem solve, adapt, and change in a
complex world” (:325). The projected teaching challenge required “deep learning whereby
learning is problem-based and teachers are ‘proactive learning partners’” (Fullan & Scott

2014:7; Whiteside et al 2017:325).

Members of the International Federation of Medical Student Associations (IFMSA) endorsed
the shift in emphasis of professional discourse toward ‘health’” and formation of a social

justice movement, with the following comment.
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Ultimately, health is an outcome of how society distributes multiple determinants

of health, and thus a general indicator of social injustice

(Guinto et al 2012:e20).

Likewise, achievement of ‘health for all’ is the global goal of physicians seeking social justice

in the health sector.

Quality improvement to achieve SA required a medical school to “enhance its potential to
influence the planning, production and use of the health workforce” (Boelen & Woollard
2011:614). This required a means of evaluating the conceptualisation, production and
usability of “the kind of professionals society needs” (ibid:618). This introduces the WP
reforms that have aimed to diversify physicians’ social identities to align with the
composition of pluralist societies. The values, dispositions, knowledges and capabilities of
diverse medical students to perceive social injustice, and transform medical responses to

contexts of social health need, are the ‘usability’ foci of this study.

The importance of these factors to educational reforms is outlined in the following sections.

3.3  Medical education for global health
The terms ‘international’ and ‘global’ health have risen in medical education in recent
decades; responding first, to health risks of infectious diseases when travelling to under-

developed nations; then to the global pandemic distribution of communicable conditions
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like HIV, avian influenza and coronavirus; and, to chronic non-communicable conditions

including diabetes, obesity and cancer.

An expanded definition of global health refers to three principles of collective action on the

health of all peoples (Garay, Harris & Walsh 2013);

health for all (for all people worldwide) health by all (by a representative range of
stakeholders and actors) and health in all (multi-sectorial efforts to increase health, with

special attention to social determinants of health)

(np, Italics added).

The Lancet Global Commission, established in 2010, promoted equity or fairness as a
‘central organising principle’ for resourcing health, recognising the need for combined

reform of global health systems and health professions education; with the vision

all health professionals in all countries should be educated to mobilise knowledge and to

engage in critical reasoning and ethical conduct so they are competent to participate in

patient and population-centred health systems as members of locally responsive and

globally connected teams.

(Frenk et al 2010:1924)
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Important educational implications of this vision include; first, the development of critical
reasoning skills to recognise the impact of social injustices on health; second, validation of
social emotions to motivate ethical responses to social injustice; and third, endorsement of

moral imagination for global actions on health inequities. Coeckelbergh (2007) claimed,

a key moral role of imagination... is that it allows us to envisage alternative possibilities

and new ways of structuring common life

(:112).

The rational function of imagination is creative design; here, harnessed for future health
care innovations and directed to equity outcomes (VicHealth 2015). The three skills for SA

practice are elaborated below.

3.3.1 Critical reasoning

The need for critical reasoning skills is to discern and problematise current social inequities,
and signals a need for transformation in medical students’ critical thinking in order to
achieve more equitable health outcomes. The better known and more common ‘technical’
mode of critical thinking in biomedicine claims logical objectivity related to empirical
evidence and applies a clinical approach reducing body systems into component parts
(Wasserman 2014; Davies & Barnett 2015). The other, social form of critical thinking’ refers
to the ability to ‘critique’ power imbalances in society that unfairly limit opportunities for
healthy life maintenance and improvement by socially disadvantaged individuals and

groups. Employing critical awareness of this kind corresponds to the clinical practice of
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‘close reading’ of the patient’s illness narrative. A different way of ‘seeing’ the patient
emerges — viewed as a person negotiating society’s complex, dynamic web of political, social
and historical forces - to which we are variably exposed. This skill has been described as
‘symbolic competence’ —a “flexible capacity to read people, situations and events based on
a deep understanding of the historical and subjective dimensions of human experience”
(Kramsch 2008:391). It represents an ‘emancipatory’ form of critical thinking; systematically
exposing embedded political goals limiting human rights and opportunities for health
among oppressed or subjugated groups (Kahlke & White 2013). The patient and physician,
having different class backgrounds and perceptions, need to engage through dialogic praxis
(Béhague et al 2020): the physician helps the patient to understand the sources of their

distress.

Learning of this ‘critical’ kind can be transformative when students are situated in relation
to Indigenous people and observe how they are disenfranchised from health opportunities
by the subordinate status of their race, culture, geography, history, social living conditions,
employment, language, and health literacy (Davy et al 2016; Benson et al 2014). This evokes
Freire’s ‘critical consciousness’ - a term that conveys a moral way of seeing the world (Andre
1992). Freire’s work on ‘critical pedagogy’ (1973), focussed on education as empowerment
of oppressed Brazilians, may also be applied to patients and students; a reciprocity facet of

this thesis included in the theoretical framework (Figure 3.2).

Instead of being domesticated by their education into “learned intellectual and social
passivity” (DasGupta et al 2006:248); an education that purports to objectivity but risks

reproducing the dominant status quo (Rogers 2004); a critical education can be liberating.
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“Students experience education as something they do, not as something done to them”

(DasGupta et al 2006:248).

There is ample evidence that critical actions on inequality, including advocacy, self-
management and empowerment strategies, improve individual and community health
outcomes (Wallerstein 2006; Béhague et al 2020). Empowerment of ‘outsider’ medical
students within the medical culture; developing their latent human values, capabilities,
knowledges and dispositions for social justice; may be of mutual benefit to students and to

SA medical praxis.

The collective nature of early socialisation suggests a socially constructed pre-reflexive
foundation for modern identities (Farrugia 2013). Later reflexivity on these “unconscious
assumptions” and generative or ‘creative’ use of pre-reflexive dispositions in new fields or in
modern ‘moments of crisis,” Farrugia argues, can help to explain how reflexivity becomes
embodied in identity. The frequency of modern ‘moments of crisis’ may explain habitual
reflexivity; a ready ability to ‘read the world’ - observed in young people by sociologist

Margaret Archer (Archer 2012; Farrugia 2013).

3.3.2 Empathic reasoning
A second implication of the 2010 Lancet Global Commission relates to the development of

students’ empathy; considered a ‘fundamental goal’ of ethics teaching
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because empathizing is implicated in perceptive capacities that enable us to recognize

moral problems as moral problems

(Maxwell & Racine 2010:434).

Haidt & Graham (2007) argue the long evolution of social cooperation and reciprocity to
produce mutual altruism was not oriented towards equality of outcome or status, but
fairness (:105). Empathy for unfair disadvantage is observed in well-constructed ‘service
learning’ programs; arrangements engaging students in authentic community led activities
(Mitchell 2007). However, a key distinction to be signalled by educators, is to assist students
to channel their motivation from an intuitive desire ‘to help’ - to actions that expose and

mitigate the power relations perpetuating inequalities (ibid).

Critical service-learning programs not only challenge students to ask why [is this

happening?], but support students in understanding the causes of injustice and

encourages students to see themselves as agents of social change

(Mitchell 2007:102).

A supportive pedagogy for maintaining students’ empathy and motivation for justice and

care in medical education is highly desirable, and is elaborated in the Discussion chapter.

3.3.3 Global health reasoning
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A third reality relevant to the 2010 Lancet Global Commission relates to the medical
epidemiology of health inequalities: impacts of cultural, commercial and SDH do not stop at
national borders. The globalised world confronting graduates in the first century of the new
millennium is in a state of dynamic, unprecedented change. Rapid social changes linked to
global business arrangements are untethered from, but impact heavily upon sovereign
states; and add uncertainty to systems of governance and to income distribution within
nations (Barry 2005). Even within wealthy nations, gradients of income inequality and
poverty have increased, with negative impacts on rates of iliness and life expectancy (ibid).
Policy valorising ‘aspiration’ for social mobility acts simultaneously to create a ‘deficit
discourse’ around the social problems of those left behind (Zipin et al 2012). Ironically, the
observed “rapid increase in global human interdependence” (Kasper 2014 np) in recent

times has consequences that continue to emerge.

While economic growth was the “biggest single contributor to population health since the
Industrial revolution” (Egger 2009:78), it is also linked by air pollution from combustion of
fossil fuels to global climate change (McMichael & Hayes 1997). Climate warming is of
sociological interest as its outcomes rest on collective changes in human patterns of
resource production and consumption. Climate warming impacts health through the
generation of extreme weather events, which in turn alter water supply (causing drought,
fires or flood); affecting food production and nutrition; resulting in heat and cold stress in
the young and elderly; increasing spread of infectious and water-borne diseases; and forcing
the displacement of human populations (McPherson 2014). Vulnerable communities in the
‘Global South’ are disproportionately impacted by the big carbon emitters in the wealthy

‘Global North’ — a situation of ‘climate injustice’ (Pellow & Brehm 2011:236). Expansion of
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the human population and lifespan, and subsequent economic growth, compound climate
and food production problems (ibid). Knowledge of these large scale political, ecological and
social factors affecting health, need to be accommodated in the structure of the new

professionalism, which | turn to next.

3.4 Medical education for social accountability

The importance of social justice in health care is underpinned by explicit knowledge of the
effects of social injustices on human health; which then becomes cultural capital for medical
students, health practitioners, and educators. The transformation sought in medical
education, requires a re-imagining of the medical curriculum and graduate attributes
(Celletti et al 2011). Guided by the World Health Organization (WHO), a SA agenda to
produce healthier societies was adopted by selected medical faculties (Worley & Murray
2011; THEnet framework 2010; Boelen & Woollard 2011). At the time of the study, the

medical course at Flinders University, but not Adelaide University, had a SA ethos.

The proposed aim, was for the medical profession to orient

education, research, and service activities toward priority health concerns of the

communities, regions or nations it has a mandate to serve

(Boelen & Heck 1995:3).

In a ‘socially accountable’ medical school, academic scholarship bridges to community

needs; graduates reflect the cultural diversity of the population; and more pluralistic
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perspectives of social justice are expected than are defined by the term ‘distributive justice’
(Young 1990). As an example, the colonised Indigenous population has the direst health
statistics of any group in Australia (AIHW 2020). Indigenous peoples have claims related to
human rights for “recognition, respect and reconciliation” (Howitt 1998); which include land
rights; and the aspiration to ‘close the gap’ of relatively poor health compared to non-
Indigenous Australians resulting from historical, political and social injustices. Consequently,
what ought to be the beneficiary of social justice in health care is constituted in recognition
of distributive, egalitarian, emancipatory and rights-based claims that form gaps in health

outcomes between people.

One account of the production of health inequalities suggests, in the globalised ‘neoliberal’
economy, a ‘zero sum game’ is in play, creating winners and losers (Therborn 2006).
Gradients of socioeconomic inequality adversely affecting health exist both within and
between countries, and often within the same city (ibid). A paradox of this finding is that in
the United States, one of the wealthiest countries in the world, life expectancy is lower than
predicted by health expenditure per capita; higher than any other developed nation (ibid).
As a global political economy, neoliberalism induced “a crisis of thinking, feeling and doing”
within learning institutions (Singh & Cowden 2013:3). The world into which our medical
students graduate faces mounting crises in environmental, social, political and economic

ways that requires new ways of thinking and acting (ibid:5).

The binds created by students’ financial, bond and time debts (medical programs are often
four to six years long), may also mitigate the humanising values of the new professionalism

movement (Singh & Cowden 2013:6). They can result in “loss of connectedness to others”
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(:7) and moral relativism for others’ misfortunes. Internalisation of neoliberal values can
7

induce fatalism, according to Freire’s critical pedagogy, until learners discover their ‘agency

— the will to act against such prevailing oppressive ‘structures’ in their lives (ibid:8).

In order to achieve social health outcomes, educators argue, the BPM model that Engel
introduced requires new competencies: structural competence and cultural competence
(Metzl & Hansen 2014). Structural competence refers to competencies above the level of
the individual; recognising how overpowering social and economic forces shapes patients’
clinical presentations (ibid). Cultural competence also takes a wider view of the doctor-
patient relationship to include the contextual factors; habits and beliefs about health unique
to the patient’s culture (Paul, Hill & Ewen 2012). Understanding culture is considered
essential to understanding communication needs and egalitarian health needs; to achieve
health equity outcomes (ibid). Preparing Australian medical students to critically reflect (the
term ‘reflexivity’ may be interchanged here) on their attitudes and beliefs about Indigenous
people is an important, transformative step in multicultural awareness and communication

training. Educators often employ a framework known as ‘cultural humility’, a principle that;

incorporates a life-long commitment to self-evaluation and self-critique, to redressing

the power relationships in the patient-physician dynamic, and to develop mutually

beneficial and non-paternalistic clinical and advocacy partnerships with communities

(Tervalon & Murray-Garcia 1998:118).
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However, cultural competency training programs can produce counterproductive attitudes
if learners are not reflexive of their own cultural dominance; and how they may reinforce

stigma by ‘othering’ and stereotyping minority cultures (Paul, Hill & Ewen 2012).

Ideas of ethnocentrism and racism, where the underlying idea implies that the problem is

due to the difference, are abandoned.

(Yeager & Bauer-Wu 2013:252)

Similarly, the importance of learning the “context of Aboriginal history to health” (Murray et

o

al 2012:2) is emphasised by Aboriginal leaders; to avoid the development of “’unrealistic

expectations... and intolerance based on lack of understanding’” (ibid:2).

The medical school in the College of Medicine and Public Health at Flinders University of
South Australia is a member of a group of SA medical schools named the Training for Health
Equity network or THEnet (Murray et al 2012). The Draft Evaluation Framework for THEnet
tabled a set of ‘values underpinning social accountability in health professional education’
(THEnet framework 2010). Values included; equity, quality, relevance, efficiency/ cost-
effectiveness, social justice, community engagement and partnership, inter-professionalism,
cultural sensitivity, mutual transformation, access to education, responsiveness and
altruism (ibid). In effect, the values and their meanings define and project a new culture for

the health professions in Australia, and for the communities THEnet schools serve.

Reflecting primary health care goals, SA expands the physician’s role.

120



All health professionals working with Indigenous peoples should not only provide
treatment, they also need skills in advocacy to assist individuals and communities in

crises, and with housing, legal, employment and other issues.

(Murray et al 2012:2)

Individually, students entering medicine (First Year) can be expected to express value
judgments based on universal values, such as justice as fairness; although these may at first
be habitually formed through the student’s family background, class, culture, and education
(Bourdieu 1993). While it may not be feasible to expect medical students prior to graduation
to have gained a sophisticated understanding of arguments justifying health care priority
setting (Clark & Weale 2012), the SA agenda in medicine sets expectations for graduating
students to reason beyond stereotyping. The basic tasks are to identify injustice and
rationally apply advanced thinking to ‘take account of’ evolving health and social needs
(Palsdéttir & Neusy 2011). This suggests a semiotic (sign recognition) mindset; social
perspective-taking of various interactions that ‘communicate’ unjust disadvantages to

health (Commons & Rodriguez 1990).

3.5 Gapsin the literature on social justice learning

Acquisition of a social justice gaze has been studied in a number of ways in the pluralist
context of teacher and student education in the United States. Relevant to this study is
medical students’ learning to practice with justice and care. A central task may be the

communication of critical discourses - to challenge students’ accepted modes of thinking
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about health. | briefly outline academic approaches to the study of moral thinking, obstacles

to moral reasoning, and what remains to be known.

Kohlberg (1981) reported six developmental stages during the transition to adulthood, of
principled moral reasoning of justice. Gilligan (1982) studied moral reasoning of care;
showing people communicated with a justice or a care ‘voice’ or ‘orientation” when

“discussing their experience of morality” (Self, Jecker & Baldwin 2003:55).

Persons who exemplify a justice orientation view relationships in terms of inequality
versus equality and in terms of mutuality and reciprocity. One who adopts this
orientation asks what is fair for all involved in a situation. Justice thus connects
vulnerability with oppression. A justice orientation is concerned with issues of fairness,
individual rights, and adherence to standards and principles. From this framework,
morality requires following the universal ethical principles of justice, autonomy,

reciprocity, equality, and respect for all human beings.

(Self, Jecker & Baldwin 2003:55)

Ethical reciprocity refers to “the capacity to grant equal moral weight to others” (Gross
2001:389); or the ability to “recognise the moral perspective of an opponent” (:388).
Together with ethical sensitivity to recognise moral dilemmas, ethical reciprocity is a
precondition for moral dialogue and ethical argumentation. In a survey of medical ethics

educators (Gross 2001), the affective skills of ethical sensitivity and reciprocity were rated of
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highest importance (ibid). In global health ethics, solidarity with others based in human

rights was considered a guiding moral concern (Benatar, Daar & Singer 2003).

Attempts have been made to develop measures of moral reasoning for evaluating student
progress (Self, Baldwin & Wolinksy 1996), although the validity of a one-dimensional
guantitative conception of morality has been challenged by Burack (1996). Self’s team
recorded interviews with graduating medical students discussing a real life moral dilemma
they had experienced and how they dealt with it; and recorded students’ justice and care
orientations (Self, Jecker & Baldwin 2003). While the authors provided no critical discussion
of social inequalities, the study supported previous research showing male graduates tend
to use a justice orientation, and females a care orientation to resolve moral dilemmas (Ibid).
Curiously, although most participants were able to identify justice and care arguments in
their dilemmas, less than a third used this information when attempting to resolve the

conflict.

Critics argue universities are not ideologically neutral enterprises (Freire 1976). The role
they play in supporting the status quo makes them unsuitable places for learning about
social justice (Christopher & Taylor 2011). Others argue HE assumes an essential role in
developing students’ critical thinking and moral decision-making capabilities in preparation
for roles in society (Davies 2015). Yet, although social justice is a medical professionalism
theme, it receives little attention in medical ethics instruction (Glenn 2012). In one study,
First Year students initially had unsophisticated perceptions and definitions of what social

justice means (Fuentes, Chanthongthip & Rios 2010); and entered a culture of commercially
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commodified medicine, structured toward cost effective managerialism rather than justice

(Komerasoff et al 2013).

Transformative change of students’ perspectives of the relationship between social injustice
and medicine may require developing their critical thinking skills in the early years of HE; as
“67% - 90% of critical thinking skills are developed in the first two years” (Reason, Terenzini
& Domingo 2006:150). Innovative medical electives in disadvantaged communities; and
‘service learning’ projects in which students volunteered to provide free health care,
immunisation and health education within underserved and disadvantaged communities,
were put forward as transformative means for instilling social justice values in health

students (Cipolle 2010).

However, educators warn of potential obstacles to achieving CC when ‘service’ is wrongly
misconstrued in neoliberal terms as ‘charity’ or ‘helping’ (in which power is retained by the
service provider). Instead, service can mean opportunities to provide advocacy for, and
capacity-building with, and in a power sharing relationship to, oppressed individuals and
communities (Ritz, Beatty & Ellaway 2014; Fane & Ward 2014). Without guidance, students
may also retain a wholly ‘biomedical imagination’ and fail ‘to see’ the social precedents of
health problems (Baum et al 2009). Service learning can instead be an opportunity for social
studies learning of human rights; the “agreed upon standards for fundamental human life
and dignity” (Armaline 2010:156); and, a “space for critical discourse on the fundamental

assumptions upon which... ideologies and social structures are based” (:152).
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A Canadian study examined medical students’ attitudes to free universal health care (UHC)
as an indicator of their sociopolitical attitudes (Maheux & Beland 1987). Participants’
attitudes become more conservative during training, in both traditional and socially
oriented medical schools; and their background characteristics were four times more
powerful in explaining variation in students’ sociopolitical attitudes than variables relating
to professional medical training (Ibid:623). The social embodiment of background
characteristics, in what Bourdieu (1977) termed habitus, is explained more fully in later

theoretical discussion [Chapter 5].

Torres-Harding and colleagues in Chicago reported a study of ‘definitions of social justice’
provided by university students from various faculties; finding a remarkable degree of
consistency in responses (Torres-Harding et al 2014). Torres-Harding’s team were wary of
the ‘theory of a just world’ fallacy in students’ responses: a mindset that perceives no
injustices, but equal opportunities; claiming disadvantaged people had only themselves to
blame for their lack of progress in society. This maps onto the ‘responsibility’ argument
when discussing lifestyle and health; agency is determined by individual choice of lifestyle.
Instead, the challenge is to problematise the extent to which people are autonomously
responsible for their choices and health outcomes when there are inequalities in their social
environment for which they are clearly not responsible, and have little agency to change

(Andersen et al 2013). This reflexive challenge in health care is tested in the study.

Students in the Chicago study were asked about social justice promotion activities they
engaged in, with about 40% reporting one of a variety of group and individual actions; plus

“having been a member of an organisation, engaging in political activism,” (Torres-Harding
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et al 2014:59), and “volunteerism, research, advocacy” (:59). Participants’ activities focussed
on ‘helping others’; not collective actions, shared decision making, empowerment of others,
or self-reflection on one’s own privileged status (lbid:63). Another fallacy impeding accurate
empathy is the belief that everyone’s social position is a matter of luck; an opinion known as
‘luck egalitarianism’ (Coeckelbergh 2007:109). Torres-Harding et al (2014) recognised how

as university students their study participants were more privileged; and commented

it is possible that being a member of this privileged group made it harder to acknowledge
issues of power and power differentials which might lead one to focus on power-sharing

as a way to extend social justice to disadvantaged groups

(ibid:64)

In another U.S. study [Figure 3.1, below], analysis was conducted of written ‘reflective’
essays by first year medical students; of their perceptions of physicians’ responsibilities to

the underserved — before the Obama Government’s introduction of UHC (Ross et al 2010).

Results indicated participants held good knowledge of, and agreement with the practice of
pro bono health care in the U.S.; although some understood that competing demands on
physicians’ time was at issue, affecting access and quality of care provided. A minority of
students presumably adopted a critical stance to pro bono arrangements and argued
against this practice in favour of more comprehensive health policy reform. The majority of

students “strongly supported” inclusion of social justice health issues into their curriculum
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(Ross et al 2010:764). Support for social justice in South Australian medical curricula is

sampled in this study.

Researchers Research instrument Study participants

Self, Jecker & Interviews Graduating medical students
Baldwin, 2003

Crandall et al, 2007 Validated survey First, Second & Final Year
medical students

Crandall et al, 2008 Validated survey First, Second & Final Year
Medicine & Pharmacy
students

Curling et al, 2007 Postal Survey Practicing physicians

Ross et al, 2010 Reflective essays First Year Medical students

Sommers et al, Questionnaire First & Final Year Medical

2010 students

Wayne et al, 2010 Validated self-report Pre-clinical Medical students

survey

Figure 3.1 Studies of Social Justice Orientation in Medicine

In a study by Crandall et al (2007), a commitment to caring for the underserved was greater
when students entered medical school in both traditional and problem-based learning
curricula than when they graduated; and in a study by Curlin et al (2007), caring for the
underserved was not more commonly reported among religious physicians. Students

exposed longitudinally through the curriculum to underserved patients reported more
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favourable attitudes; and, while more female practitioners cared for patients who were
poor, this may be because more female graduates go into general practice (Crandall et al

2007).

An American study of medical student participation in service learning activities, although
flawed by small study size, showed the majority had academic scores in the middle quartiles
of class rank (Brush, Markert & Lazarus 2006). Given the relationship of pre-tertiary service
participation with later careers in primary health care, the authors questioned why this
activity and leadership was not rewarded in student evaluations. | return to this question in
the Chapter Twelve, to consider organisational management models for achieving SA praxis

that draw on students’ diverse social interests,.

There was a relative lack of sociological reports in the medical education literature on
medical students’ moral orientation and practical facility with bioethics in their professional
practice (Sommers et al 2011). Sommers and colleagues in Germany employed online
surveys, interviews and participant observations, and found their medical students gradually
lost their initial care orientation and used more justice arguments in bioethical dilemmas as

a result of professional socialisation (ibid).

Major obstacles to professional reforms are attributed to a ‘hidden curriculum’ of medical
professionalism, and recruitment of students from traditional (upper and middle class)
backgrounds to medicine. Reform, perceived as a shift in these structural factors, can refer
to the fostering of student characteristics, socialisation of values, and validation of powerful

knowledges, to effect change in the hidden curriculum. However, external societal changes
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may drive students’ need-to-know SA praxis to develop physician competence in the real

world.

3.6 The aims of professional reforms

The hidden curriculum in traditional medical training tends to reinforce a status quo of
dominance of specialist over generalist health care; scientific objectivism over sociological
inquiry; biomedical expertise, and hierarchies of power and income over humanistic needs-
based care (Hafferty 2006). The de-humanising effects of this curriculum in medical training
was reported to tacitly objectify patients by cultivation of a scientific or ‘medical gaze’
(Foucault 1994). Unaccompanied by a social way of ‘seeing the patient’, this gaze can result
in the replacement of cynicism for the initial idealism for patient care students profess on
entry to medicine (Hafferty & Franks 1994; Wasserman 2014). Research has revealed
students progressively lose the humanitarian concern they had on entering the course
(Albanese 2000; Carufel-Wert et al 2007; Hilton & Slotnick 2005); for homeless people
(Masson & Lester 2003) and for patients’ social contexts; with males showing more erosion

of empathy than females (Woloschuk et al 2004; Wayne et al 2010).

Identity theories of professional development can provide insights to students’ early
orientations and adjustments to the field of medicine. Monrouxe (2009) studied the
identification process of becoming a doctor by examining the audio diaries of medical
students. Monrouxe (ibid) analysed, coded and labelled students’ narratives as the Privilege
narrative, the Gratitude narrative, the Certainty of Medicine narrative, the Good Doctor
narrative, the Healing Doctor narrative, and the Detached Doctor narrative (:45). The

dominant narrative of modern biomedical medicine she labelled the Certainty of Medicine
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narrative (Monrouxe 2009); which runs counter to the reality of uncertainty in the
complexities of social and health care systems. However, this discourse gives comfort to
learners and practitioners seeking security in biomedical science, using the critical thinking
required for clinical logic, but lacking ‘sociological imagination.” A ‘privilege narrative’ can
undermine the particular values medical educators hoped to instil; such as humility, and
self-reflexivity; to prepare students for dealing with disadvantaged patients (Yardley et al

2013).

Comments on the aims of professional reforms included the need for medical graduates to
learn “to engage in critical reasoning and ethical conduct” (Frenk et al 2010:1924); and to
“match what societies need” (Aretz 2011:608) by enacting social justice in health care and

health production. As Trede (2009) argued, health professionals need to recognise the

uncertainty, diversity, and complexity that underpins and will continue to underpin

health care practice in the future;

(:4)

and, to “cultivate the habit of thinking that informs doing” such that “accountability is
owned and lived” (:4). Trede (ibid) advocated for ‘change itself’ to be accommodated in
medical professionalism; to maintain the relevance of health services to problems posed by

changing ecosocial configurations in human societies.
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The aphorism ‘doctor, first heal thyself’ has relevance to the ontology of modern physicians.
Educators have examined ‘self-concept’ as a psychological construct of relevance to moral

professionalism (Yeung et al 2013). ‘Self-concept’ is defined as “

a theory that a person holds about himself or herself as an experiencing, functioning

being in interaction with the world

(Turner 1982:3).

This seems a worthy goal for physicians; for well-being and protection against burnout; to
practice reflexivity on ‘the Other’; for inclusive communication and counselling skills; and, to

develop confidence and agency for prosocial leadership.

Concerns for the loss of humanism during medical training, and the call of The Charter to
respond to social inequities in education and health, has driven research for parsing a moral
orientation to social justice in health care. Findings by Monrouxe (2009) of a ‘privilege’
narrative and a ‘certainty of medicine’ narrative in student discourses run counter to SA
discourses. These obstacles inform researchers of gaps in the literature regarding students’
transformation to a social justice mindset [Fig. 3.1]. The dialogical communication of
meanings from culture to student are denoted in cybersemiotics (Rafieian 2010); which |

discuss in the final Chapter, when theorising a pedagogy validating SA professionalism.

Broader concerns about the future of professionalism respond to past, current and future

issues of trust, and physicians’ responsibilities for emerging health needs.
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3.7 Renewal of the profession’s social contract
The arrival of the second millennium presaged a significant moment for philosophical

reflection and evaluation on the status of medical professionalism.

The ‘renewal of professionalism’ discourse amplified the need for change in the culture of
medicine to be more to those more in need: more sustainable, and more humane (Coulehan
2005). It returned the spotlight to social or public health, and need of ‘ecosocial changes’ to
health systems; to enhance the sites of health production for individuals, marginalised
groups and large populations (Krieger 2001). A global health ethics treatise by Benatar, Daar
& Singer (2003) proposed an ‘extended bioethics discourse’ to involve the public and

establish “a new social contract between science and society” (:110).

In medical journals, the corresponding discourse centred on medical education curricula,
the teaching and assessment of medical professionalism, and development of professional
identity. Building the social capital of WP students, and easing the structuration of medical
education to enhance WP students’ equity of progress, is an ongoing project (Brosnan et al
2016). The overarching discourse of change, in values and practices, shifts the focus to
development of graduates’ professional agency. Further considerations to claims for agency
to transform the practice of medicine are explored next. This questions whose agency, and

which knowledges ought be validated in educational discourses of SA.

As Luke (2003) reports (citing Jordanova, 1995), “[k]nowledge in itself is a certain discourse

III

which is produced in and through the social” (:45). The knowledge driving perceived need
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for change in health systems likely derives from three main sources. The first centres on
unsustainability to government budgets of financing modern demand-led health care; a
problem for which it was claimed medical schools owe some responsibility (Boelen & Heck
1995). As some argued, in western health systems value was under-appreciated; “financial
incentives lie with illness not wellness... [causing]... “wasteful overservicing” (Braithwaite
2016). Second, data demonstrating health disparities correlated with distressing social
inequalities felt by diverse individuals and groups; reflecting deficits of equal respect, care
and justice (McNall 2016). Third, a ‘global health” movement emerged from an improved
understanding of health production; which recognised the complex inter-relatedness of
worldwide systems of power producing socioeconomic inequalities (Barry 2005). In effect,
the determinacy of the social and global environments has displaced psychological theories

as the leading driver of health behaviours, iliness, and premature death.

Another claim argued the role of social science research in health improvement suffered as
sociology became beholden to the hegemony of the quantitative science episteme (Tsey &
Hunter 2002). Yet, both the natural and social sciences can bring value to health research:

mm

“’where natural science is weak, social science is strong and vice versa’” (Flyvbjerg, Landman
& Schram 2012:246). Health sociology practiced as episteme (analysis), techne (technical
knowledge), and phronesis - “making judgments and decisions based on values” (Tsey &
Hunter 2002:84), can fruitfully uncover assumptions in health policy, and better answer
guestions of power, process, and social change to inform health system advances (ibid). The
term phronesis describes practical wisdom; or practice with value. Aristotle’s problematising

definition of phronesis was “reasoning ‘that is capable of action with regards to things that

are good or bad for men [sic]’” (Tsey & Hunter 2002:108).
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In summary, it is with applied phronesis or “practical wisdom in dealing with both routine
decisions and unexpected contingencies” (Flyvbjerg, Landman & Schram 2012:4) the future
medical workforce will need to approach emerging health problems. The renewal of medical
professionalism debate challenges assumptions that monetise health care and devalorise
findings linking social science to societal health. It responds to emergent human crises and

promotes progressive health improvement.

A new social contract is proposed; co-constructed with communities and answerable to

them; respecting diverse epistemologies; more sustainable and humane.

3.8 Medical professionalism competencies and culture
The Latin meaning of the word profession is ‘speaking out’ (Wynia et al 1999), and the
approach of a new millennium saw an outpouring of articles published in medical journals

on ‘professionalism.’

A Scopus literature search of “medical professionalism” from 1985 to 2013 produced 486
documents, and ‘professionalism’ AND “medical education” resulted in 1,992 documents.
‘Professionalism’ topics include a range of definitions (Rogers 2011; Coulehan 2005), lists of
abstract characteristics (Wear & Kuczewski 2004), aspirations (Rogers & Ballantyne 2011),
national ethical guidelines (AMIB 1995; GMC 1995; CanMEDS 2005), an evolutionary history
(van Mook et al 2009), pedagogies (Swick et al 1999; Coulehan 2005; Francis 2004; Clandinin

& Cave 2008; Carufel-Wert et al 2007), and evaluation and assessment models (Frenk et al
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2010; Stern 2005). Even the term ‘medicine’ has been critiqued “with it’s pernicious illusion

that unitary enterprise exists” (Frank 2004:10).

Professional education takes place in HE settings; and professional development supports

graduates’ continued learning aims; to enable

individuals to autonomously and responsibly perform complex and often evolving tasks

within evolving and often complex practice settings

(Fellenz 2016:267).

A number of interpretations of The Charter of Medical Professionalism were voiced in the
years since its global publication. Egener (2017) argued it was developed to guide physician
decision making in the context of rapidly changing societies; and to improve the distribution
of high quality health care. Shanafelt et al (2019) charged The Charter with healing of the
professional culture. Tawfik et al (2019) charged medical culture itself, together with the
organisation of health services, with poor physician well-being. The perceived need for
systemic healing and improved physician well-being indicated change was overdue; forced
on the profession by external events. The demand philosophy of medical care was no longer

fitting for changing times.

The dynamic realities of modern medical work is set against the more static, traditional
portrayal of what constitutes ‘a good doctor.” A ‘good doctor’ is expected to enact the

ethical principles of autonomy (respect the patient’s right to determine their own health
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choices), beneficence (to act in the best interests of the patient’s welfare), non-maleficence
(avoid harms), and justice (distribute care fairly to all) (Kerridge, Lowe & Stewart 2009:79).

The good doctor can reflect on the uniqueness of each clinical context, link personal values
to medical ethical principles, adjust for cultural concerns, and enact a reasoned ethical

response.

However, there are flaws in this depiction of medical ethical phronesis. Medical practice is
viewed as broad and ideal, centres on individual patients (excluding communities and social
conditions), and fails to encompass the complexity of the health-illness dialectic that could
inform SA practices. Knowledge sets informing health actions corresponding to patients’
lifeworlds are undervalued. Furthermore, professionalism education has failed to recognise
value differences in the capitals (Bourdieu 1986) and capabilities (Sen 1995) students bring
to their medical training. The interplay of intrinsic (or tacit) and extrinsic learning is evoked
in embodied knowledges and values (orientations or moral stances) students bring to
medicine. Formal activation of social justice agency and SA phronesis in medical training is
often weak or absent; or neglects contextual factors (Berkhout et al 2018). In the Chapter
12, | re-examine the topic of curricular activation of prosocial agency; the importance of
context in accounting for the social; and, in pedagogy, the entwining of concepts and

contexts to model ethical reasoning.

In medical education, the competencies of medical professionalism are often limited to
issues arising in the "local moral world’ of the doctor-patient clinical encounter; patient-
centred communication skills and the ethics of informed consent, patient confidentiality,

the doctor-patient relationship, and duty of care (Katz & Alegria 2009). Yet, social justice
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competencies aim at “a view of medicine that encompasses its role in the betterment of
society at large” (Hixon, Yamada, Farmer & Maskarinec 2013:166); to shift the focus of

health care

above the hospital and clinic setting and provide a framework to evaluate the dynamic

interaction between socioeconomic forces and health

(ibid:166).

This macro/micro socio-science conceptualisation of medical professionalism more clearly
resonates with the social justice aspirations of the ‘new professionalism movement’ (Frenk
et al 2010). A further concern centres on the occupational well-being of proto-professional
students. Few contributors to the professionalism reform debate recognised how medical
students were treated may impact on how they treat patients. Educators point to the excess
of idealistic tenets of professionalism, however desirable these may be, in textual discourses

of ‘the good doctor’. Yet there remained a lack of discourse regarding

professional development, a curricular theory of professional development, the learning

environment for professional development, and the duty of a profession to advocate for

the well-being of society.

(Wear & Kuczewski 2004:2)
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Furthermore, critics argued, the language of professionalism discourse needed to value
training structures more compassionate and considerate of the family lives and obligations
of physician trainees: giving them both voice and choice in when and how they fulfil their
service obligations (Wear & Kuczewski 2004). Conceding medical schools never developed
“a system of education around the concept of professionalism” (ibid:4), these educators
recommend a curricular theory of professional development centred on trainee experiences

in the educational environment.

Educators should enlist medical students and residents in developing a theory of
professionalism through reflection on the activities these groups see as important to

fostering their professionalism.

(Wear & Kuczewski 2004:3)

Such collective self-organisation suggests the “education of consciousness” (Mason 2008:4);
a suggestion in accord with biosemiotic theory (life as a system of signs) (Hoffmeyer 2008),
and cybersemiotics (communication of signs) (Rafieian 2010). A dedicated study of medical

student groups may shed light on their importance to medical professionalism.

The environment of medical training has too frequently been abusive towards medical
students. ‘Lip service’ is paid to inequalities in gender and culture; unreflective of the role of
organised powers, yet blaming students’ professional attitudes (Wear & Kuczewski 2004;
Beagan 2001; Becker et al 1961; Allen et al 2008). The collective will to scrutinise any false

consciousness of the medical status quo in relation to societal needs has been nascent.
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Now, in a “hypercomplex world where nothing is certain” (Fellenz 2016:271), the continuing
professional development (CPD) spotlight is on forming an adaptable being, capable of
lifelong learning, and developing “situated knowledge, deploying it in local, contextualised
practice” (:71). Yet, the culture of medicine and medical education often sees itself as “a
culture of no culture” (Taylor 2003:557) claiming medical knowledge and competence to be
‘real’ and therefore beyond culture. This aspect of the hidden curriculum can produce an
internalised narrative among students that devalues or excludes the social lifeworld of the

patient. As Taylor (2003) made clear, medicine does have a culture; and medical institutions

are integrally a part of the broader sociocultural order in which they are embedded, and

tend to reflect its patterns of thought and social action

(:558).

Taylor (2003) asserts; for medical students of diverse background to become professionals
“involves at least two processes of acculturation - one to the dominant culture and the
other to that of the profession” (:558). This suggests an unfair burden on students recruited
for their ‘usability’ in the profession. Fox & O’Maley (2017:2) noted how discourses or ‘ways
of being in the world’ are believed to be always social and historical. This discursive view
attests to a potential for ‘medical culture’ to be multiply contested by the interactions of
those who enter it, in a cybernetic manner (Rafieian 2010). Cybernetics is the “study of
control and communication in the [human] animal” (ibid:8); the abstract principles of

organisation in complex systems; or ‘complex adaptive systems’ (CAS) science. However,

139



in the modern professional culture there appears to be no driver of critical literacy — how
western thought and knowledge carries values — allowing medical students to ‘read’ a

mismatch between their training and societal health needs. The third millennium was the
starting gun for post-modernism; yet ‘communicative action’ (Habermas 1987) on health

needs by medical professionals has been patchy and belated.

Bioethicists have attempted to prioritize the foundational professional values particular to
medicine and upheld by pedagogical practice (Rhodes et al 2004). They identify fiduciary
responsibility, “the commitment of physicians to act for the good of their patients and their
society” as primary (:21). In recognising the special vulnerability of patients, and physicians’
“knowledge, power and privileges,” physicians and institutions of medicine must “seek trust

and make themselves deserving of that trust” (ibid :21).

In an assertive endorsement of The Charter, educators proposed for physicians ‘to live up
to’ its tenets, “it must become an organizing principle of medical education” (Jotkowitz,
Glick & Porath 2003:5). Ethics educators were encouraged to develop pedagogy for trans-
forming students’ attitudes to empathy and ‘medical humanism’ (Marcus 1999; Burks &
Kobus 2012); and counter negative effects of the ‘hidden’ curriculum on students’ moral
development (Jotkowitz, Glick & Porath 2003; Hojat et al 2004; Patenaude, Niyonsenga &
Fafard 2003; Burks & Kobus 2012). However, medical ethicists observing the counterculture
of professionalism evident in hidden curricula, attribute ‘ethical failure’ to a focus in medical

education on producing ‘good technicians’ rather than ‘good doctors’.

The socialization process that occurs during medical training conflicts with, and tends to
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diminish, many of the attributes and values usually associated with good doctoring—for
example, compassion, reflectivity, curiosity, altruism, self-effacement, and social

responsibility.

(Coulehan et al 2003:21)

The long hours and stresses of medical training includes growing student debt, and can
create a sense of entitlement. This de-moralising process has been investigated for answers.
Medical educator Johanna Shapiro reviewed the puzzling lapse in students’ empathy during
clinical training, despite multi-faceted educational efforts to prevent this outcome (Shapiro
2008). Medical colleges and students regarded empathy for patients a key professional goal
of medical education. Shapiro prioritised the behavioural component above the virtue. Her
review goes to the heart of human interactions in western culture and philosophy, to accept
“the universal human vulnerability” (Shapiro 2008:1) confronting humans faced with the
decay and disarray of illness, disability and finally, death. Shapiro (2008) proposed an
epistemological paradigm for reducing trainees’ anxiety for distressing human conditions; to
accept imperfection in others and allow students to come close to, not distant and detached

from, their patients and themselves.

Referring to the changes in empathy in medical undergraduates, Shapiro noted how

students in First Year medicine strongly identified with the patient, and then in the third

year
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they are motivated to counter-identify with patients, and instead are drawn to the
doctors whom they have idealized as healthy, invulnerable, authoritative, skilled, and
effective individuals who possess powerful and still somewhat mysterious knowledge and

skills.

(Shapiro 2008:2)

This change can occur at the time students begin to distinguish their individual trajectories
(or secondary habitus) from the group; investing greater capital in the physicians they wish
to emulate and training programs they compete to enter (Balmer, Devlin & Richards 2017).
Previous discussion referred to the conflicts WP students can face, between their primary
(social) and secondary (socialized medical) habitus. The habitus for competition and success
as students gain entry to medicine may appear to favour careers more than vocations, and

competition rather than cooperation; a problem needing a creative solution.

Medical educators Jotkowitz, Glick & Porath (2004) suggested students’ native altruism be
tested at admission, then supported and developed by initiatives bringing students into
clinical contact with underserved communities. Bishop & Rees (2007) proposed the term
‘prosocial’ replace ‘altruism’ in the professionalism discourse, as the latter includes notions
of selfless service; a quality contrary to sustainable medical practice. ‘Service learning’
programs; popular initiatives in western medical schools, engage students, some for the first
time, with socially disadvantaged people in a local community (Eyler & Giles 1999). These
provided opportunities for developing students’ sociological gaze of health, and embodied

cognition, endorsed by ‘embodied learning theory’ (Skulmowski & Rey 2018).
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Other educators summarised the arguments against teaching altruism as a professional goal
in medicine. They favoured empirically tested methods of teaching empathic acuity as the
underlying motivator and promoter of a desired culture of humanist behaviours in clinical
practice (Burks & Kobus 2012). This skillset involved reaching a more refined understanding
of how the other’s existence may be vulnerable to stressors. U.S. medical ethics educators
argued for a more ‘reflexive’ form of professionalism to be modelled. Physicians should
demonstrate social responsibility to the community in which they live, as if it was ‘another
patient’ (Coulehan et al 2004). Lewis (2006) cited a lack of concern for social justice and
emphasised the need for a mindset of prosocial (or altruistic) concern among medical

professionalism educators;

Some respondents approach medicine through... a "sociological imagination" and some
do not. This makes a tremendous difference because whether one works with a
sociological imagination or not alters radically one's perception of medicine and

professionalism.

(Lewis 2006:152)

This idea of ‘schooling the imagination’ refers to the principle of constructive alignment for

effective teaching (Biggs 1996); and to role modelling of social justice values across learning

pathways.
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A cognitive framework for sociological analysis of health problems has four interrelated

factors, credited to Australian sociologist Evan Willis.

1. historical factors: how the past influences the present;
2. cultural factors: how culture impacts on our lives;
3. structural factors: how particular forms of social organisation affect our lives;

4. critical factors: how we can improve our social environment

(Germov 2018:7).

The same framework could feasibly be applied to the problem of shifting the student gaze
to the formative contexts of health in people’s lifeworlds. However medical education has
its own pace of reform; situated dependently within diverse national and state political
economies and regulators. In the present era of ‘academic capitalism,” as some critics argue,
the fate of critical pedagogy as champion of democratic ideals of social justice has been

subverted; as

depoliticized forms of critical thinking have been integrated into university programs

oriented toward shaping the ‘entrepreneurial’ student-subject

(Amsler 2013:66-67; Ridley 2017:66).

The United Nations report of the Global Independent Commission on Medical Education,

titled Education of Health Professionals for the 21°* Century (Frenk et al 2010) recommended
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reforms, not only to medical professional education, “from informative, to formative, to
transformative learning” (:1952), but to ‘harmonisation’ between the institutions of
Education and Health, with the participation of patients and the community. The goal of
reforms is “transformative and interdependent professional education for equity in health”

(ibid:1952), and recognises

the animation, motivation, and empowerment of the next generation in shaping reforms

will be vital for effective implementation

(Frenk et al 2010:1952).

While personal and professional development is fundamentally about behaviour change
(Gordon 2003), the preferred goal of medical education is to produce graduates that
embody rather than enact professionalism (Monrouxe 2011). This hints at complexity
theory, and the non-linear production of consciousness around value nodes or codes.
Embodied social justice dispositions are expected among those who have experienced social
injustice; which draws attention in the study to ‘outsider’ participants from the WP agenda;
those with social equity identities. A means for transformation to a social justice mindset

among those without equity identities remains uncertain.

3.9 Transformation to a social justice mindset
A line of thinking informing research on instilling ‘othering’ values for health professions,

including actions on social injustice, is summarised here. | begin with given definitions,
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conceptualise the values and actions necessary to medical ethics, and explore shifts in

thinking about transformative learning.

In medical ethics, the principle of justice “suggests concepts such as fairness, rightness and
equity” and is distinguished from legal concepts of justice (Kerridge, Lowe and Stewart

2009:80). Social justice in terms of one’s living conditions, or ‘material’ justice,

targets the social circumstances and skills that facilitate social participation. It uses

distributive justice as a means to secure equality of opportunity.

(Grunwald & Thiersch 2009:132)

‘Health equity’ implies fairness is enacted by providing services, resources and policies to
allow the underserved and disadvantaged in society to achieve the same level, quality and
distribution of health enjoyed by the most advantaged. The concept of ‘equity’ is distinct
from ‘equality’ or sameness, with which it can be confused (Braveman & Gruskin 2003).
Equity in health care, may require more time, care services, resources, and expenditure
inputs are provided to a disadvantaged individual or group to achieve the same health
outcomes enjoyed by more advantaged community members. The concept holds specific
implications for clinical practice, with an increasing number of patients worldwide with
chronic or persisting organic illness the result of complex mechanisms of unremitting social
distress (McEwen & Gianaros 2010; Nagshbandi et al 2008). Hence, the implications of
equity and social justice for health mark it a ‘threshold concept’; one that can transform the

learner’s ‘meaning perspective’ of their health practice in an irreversible way (Cousin 2006).
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One of these concepts relates to graduates’ professional responsibilities.

To be trusted by others as a competent, professionally responsible actor, the individual
requires an ability to act in certain approved ways, based on his or her capacity to make

moral and self-reflective choices that relate to other people’s needs and interests.

(Solbrekke & Englund 2011:857)

To recognise health inequity and empathise accurately requires a human consciousness
critically aware of how powerful social, ecological, political, and commercial forces can
unfairly diminish the power and autonomy of people to shape healthy conditions for living
and raising families (Kickbusch 2016). At a population level, medical professional obligations
of care and justice may require a mature moral imagination, communication of meaning,
and critical reasoning; both evidence-based and cognizant of the maldistribution of health

vulnerabilities among different groups within human societies (Benatar 2005).

Some medical students may already be instilled with the required knowledge and values,
informed by ‘critical experiences’ and a ‘critical’ way of seeing the world; a particular ‘gaze’.
While much is made of changing attitudes in medical professionalism, this construct seems
better served by change in consciousness (Dirkx 2012). Here, learning is viewed as self-
formation in the way ancient Greeks saw the purpose of education: “educare —is to bring
out that which is within” (ibid:402). In this view, self-formation seeks to “address self-

deceptive practices” (Dirkx 2012:402) while also nurturing what is innate in the psyche to
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unfold to a “more integrated and authentic self” (:402). To become critically aware of ‘the
Other’s’ social struggles can require the learner practice self-reflexivity — deep examination
of the way one’s culture, history, family life, preoccupations and achievements are made
possible by favourable structural factors in one’s environment. As some may learn, with

uneasy realisation, this advantage came at the expense of fairness to others.

Inui (2003) referred to medical education as “a special form of personal and professional
formation” (:5). He suggested attention to the self-formation of each medical student be
supported during the process of practice, in the presence of virtuous teachers. In the
‘critical pedagogy’ promoted by Paolo Freire (1973), the doctor becomes an instrument of
change by empowering change in her patients; helping them realise their own power or
capacity to improve life circumstances. In addition to medical technical competencies,
observable (hence measurable) prosocial behaviours toward others can be practiced,

rewarded, and become part of the student’s ethos (Bishop & Rees 2007).

The idea of ‘transformative learning’ developed by Jack Mezirow and others, centres on
“meaning perspectives, frames of reference, and habits of mind” (llleris 2014:148); but is
criticised for being focussed on cognition at the expense of transformation of personal

identity. llleris (2014) theorises identity as

explicitly including the combination and interaction between the individual and the social

environment and how this influences the development of the individual

(:152).
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Identity he claimed, was what is formed and transformed, rather than self, personality or

competence (ibid). Identity provides

a direct connection to the current conditions and frames of society that create both the

growing need for and conditions of the transforming processes

(ibid:153).

‘Self’ has been depicted as an exclusively individual and mental phenomenon, although a

more recent conception of self

is presented as being profoundly shaped by social factors such as interactive experiences
with significant others, group membership, along with the roles and positions each

individual occupies in society.

(Stetsenko & Arievitch 2004:477)

This may be significant when considering study participants’ memberships of prosocial

groups organised outside of, and parallel to, the formal medical curriculum. It also lends

value to the future physician the student is becoming; and the diverse social insights each

brings to their practice.
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What else is transforming? Change in society has become a constant: a depiction captured
in Zygmunt Bauman’s phrase ‘liquid modernity’ (Bauman 2000; llleris 2014:159). In Anthony
Giddens’s conception, the modern identity needs to be constantly reflected upon, adapted,
and yet simultaneously stabilized to achieve functional coherence (Giddens 1991; llleris
2014:159). While identity formation was usually complete by young adulthood, any further

transformation of identity requires strong motivation, as llleris states.

The key challenge of promoting transformative learning is to find and connect to the
psychological and practical, internal or external potentials in the learners’ existence, and
life world [sic] that are so strong that they can justify the exertion involved in a

transformation.

(lleris 2014:159)

Here, transformation is hypothesised to require expenditure of energy (or capital); while
identity defences are needed to protect against negative transformation to withdrawal or
regression (ibid:160). This suggests participants with low capital reserves; those (F-i-F) from
outsider backgrounds to medicine, may find transition difficult. This group more often have
‘equity identities’: devalorised or oppressed subjectivities the result of marginalised status
in society. This may be because of poverty, skin colour, gender, age, disability, sexuality,
ethnicity, and other disadvantaging stigmata. As ‘outsiders’ to the professions, students may
find themselves culturally incompatible and lacking the habitus; sociologist Bourdieu’s term
explaining how lifeworld bestows a natural fit to a new field — experienced as a ‘feel for the

game’ - of ‘insider’ individuals (traditionally white, male and middle class) groomed for the
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professions (Sommerlad 2007). Prosocial group membership and voluntary service learning
experiences may be protective; sustaining students’ humanist empathy for patients (Shapiro

2008).

Psychological explanations of transformation to a social justice mindset refer to its precepts.
Analysing ‘justice sensitivity’ as a psychological construct, Baumert and Schmitt (2016)
reported ‘affective reactivity’ or one’s emotional responsiveness to perceived injustice did
not meet the conditions of a personality trait. Instead, justice sensitivity changed across the
lifespan; and emotional and behavioural reactions to injustice differed both qualitatively
and quantitatively depending on the perspective a person took: as “victim, observer,
beneficiary, and perpetrator” (ibid:165). This analysis suggests students with personal or
familial experience of social injustice, and those with intersecting socially stigmatised
identities (e.g. female and black), may have stronger perceptions, discourses and responses
to social injustice. Tensions in the habitus when a non-traditional (‘outsider’) student
entered the medical field, were likely produced “in interactions with significant others”

(Aarseth, Layton & Nielsen 2016:151). Conflicts in the habitus among students from non-

I “" III

traditional, low socioeconomic backgrounds can generate the critical “potential” (llleris
2014) or “effort of transformation” (Aarseth, Layton & Nielsen 2016:151) for pursuing
practice in areas of high health needs. The purported sociological mechanisms for this

transformation will be dealt with in more detail in the Theoretical framework [Chapter 6].

Wasserman (2014) described medicine as having its own identity crisis, referring to the
frequent claim of medicine being ‘a science and an art,” when in effect, the importance of

social ‘science’ in the medical encounter had long been neglected. The historical failure of
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physicians to integrate these two ‘contradictory’ epistemologies - the physiological being
abstract and reductionist, and the sociological being holistic and plural - into clinical
judgments and conclusions, has confounded critics (Wasserman 2014:283). Held partly
responsible is the cognitive overload of expanding volumes of biomedical information
(Lucey 2013). Medical educators considered ‘development of the professional self’ as
promoting critical reflection on the moral validity of their students’ beliefs. Discussion of
ethical quandaries, conducted in safe, small group settings, aimed at “internalization of the
professional values and virtues of medicine” (Kumagai & Lypson 2009:285; Delany & Watkin
2009). Other educators suggested students best learn from reflection on critical interactions
with patients; by learning ‘to read’ the patient as a text (Bleakley & Bligh 2008:103). The
latter, dialogical approach (a method of thinking and acting) may signal a positive direction
for development of professional identities; away from negative role modelling by peers that

reproduces a ‘hidden’ curriculum (ibid).

However, this suggestion is located in the doctor-patient interaction, and appears to leave
open the question of how students’ meaning-making of the critical context of health
production can occur without them gaining social and political insights to the lifeworlds of
their diverse patients. A lexicon needs to be acquired, effectively through meaningful
interactions and communication with ‘native speakers’, as if learning a second language.
This form of knowledge creation, known as extended epistemology, accepts multiple paths
of ‘becoming to know’ (Jakubik 2011:374). This framework aspires to explain simultaneous

transformation in knowledge (epistemology) and identity (ontology).
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‘Treading lightly’ (Sveiby & Skuthorpe 2006) and ‘quiet advocacy’ (McKivett nd) are two
means of ‘becoming to know’ emblematic of Australian Indigenous culture. A similar claim is
made for ‘cultural competence’: without practical insights, the social drivers of poor health

in migrants’ backgrounds can be obscured (Green, Betancourt & Carrillo 2002).

3.10 Consciousness of global health inequities

3.10.0 Introduction

In systems theory, internal change in a complex system such as ‘medical professionalism’
often depends on changes in the external environment (Wear & Aultman 2006:6). Growing
consumer empowerment, responding to escalating costs of health care, fed negative public
perceptions of physicians as self-serving gatekeepers of medical knowledge (Berwick &
Finkelstein 2010). British analysts portend the key drivers of future health system change as;
a. unsustainability of health care costs, b. maldistribution of health care, c. public demand
for greater health literacy, d. market globalization, and e. digital communication tools
(Susskind & Susskind 2015). Enterprise solutions may cover systemic shortfalls, see medical
expertise ‘democratised,” and the professions dissolved (ibid). Alternative trajectories and
bifurcations for the future culture of medicine include bioethics based on a ‘global state of

mind,” or what Benatar (2005) calls a ‘moral imagination’ for global health determinants.

The claims for identity change as a leading activity in the new medical professionalism may
need to take into account the process of diverse adult learners having or developing the
right capitals i.e. social and cultural powers (Bourdieu 1986) and capabilities (Sen 1995).

Despite students’ career choices following graduation, a social justice ethos necessitates

153



students’ prosocial dispositions and intentions (the capacity to act and create value) be
oriented towards the social contexts of illness production. In a hopeful vein, German
sociologists Hennig-Schmidt & Wiesen (2014) characterised the current generation of young
people in medicine, as ‘Gen G’: global in outlook and generous in their concern for others

compared to non-medical students. This global health ‘gaze’ is examined next.

3.10.1 Globalisation and health
Interconnected global relations of power are recognised to have critical impacts on health

and human development.

British sociologist Anthony Giddens referred to globalisation as

the intensification of worldwide social relationships which link distant localities in such a

way that local happenings are shaped by distant events and, in turn, distant events are

shaped by local happenings.

(Giddens 1990:64)

Global health, Horton (2019) claimed, was a sociological “way of looking at our world”

(:720); “about power and poverty, violence and exploitation, oppression and silence, and

collusion and exclusion” (ibid). He wrote this to dismiss the impression ‘global health’ was

mostly about HIV/AIDS.
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The depiction of global-local or ‘glocal’ change comprehends dynamic macro forces that
complexly reshape patterns of ecology, economy, and social relationships, to unevenly
impact on human health within and between societies. Sociologists studying the root causes
of this global disorder regard social inequalities; generated by the commodification of
environment or land, money, labor, and knowledge (termed “fictitious’ commodities); to
have been at the cost of civil society (Burawoy 2014). A responding paradigm in global
health ethics stresses solidarity: a mindset respecting “the reciprocity and interdependence
that characterize community” (Benatar, Daar & Singer 2003:131); and defends against a

mindset of “moral nihilism and radical individualism” (ibid:131).

Momentous implications for the interpretation of justice as fairness in the distribution and
practice of health care arose from research findings in the sociology and epidemiology of
population health. The SDH generate either health or illness across the human lifespan
independently of health care services; although health systems and service interactions can
perpetuate these disadvantages (Marmot et al 2013). The SDH are touted as the ‘causes of
the causes’ of poor health, while individual health behaviours such as tobacco smoking,
poor diet, and lack of exercise are thought to mediate illness more proximately; as stress
responses to the SDH (Marmot 2005). While indicators of human wellbeing and longevity
are now the best in recorded history, progress has been uneven (Pinker 2018). Alarming
gaps in life expectancy, varying between and within countries, have led public health
physicians to issue iconoclastic declarations. The Commission on Social Determinants of
Health (2008) reported: “Health inequity is killing people on a grand scale”. In their final

report, the Commission advocated justifiable action.
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Where systematic differences in health are judged to be avoidable by reasonable action
they are, quite simply, unfair. It is this that we label "health inequity’. Putting right these
inequities — the huge and remediable differences in health between and within countries

—is a matter of social justice.

(CSDH Executive Summary 2008)

This ‘landscape of care’ continues to change; increasing numbers of patients have chronic
non-communicable health problems requiring lifelong care (Erickson & Grove 2008). Yet
ironically, health services are asked to “align egalitarian models of care with competitive
models of economic efficiency” (ibid:704); the former referring to justice, the latter to

neoliberal economic policy.

It is into this dynamic, globalised, health and iliness generating world medical graduates and

health teams need to adjudicate fair and appropriate actions.

3.10.2 Moral development of critical consciousness (CC)

While there is currently no definitive understanding of how to motivate justice sensitivity,
the psychological process of moral development from early childhood to maturity has been
closely studied (Hoffman 2001). The discussion centres on perceptions; but is confined to
those aspects relevant to the medical professional’s moral role of enacting social justice.
The key step in recognising the humanity and suffering of another, as if looking at oneself

through a mirror, is the practice of empathy.
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Empathy, considered an essential affect by health service providers, is distinguished from
sympathy, which refers to shared experiences or ‘fellow feeling” with others. In some clinical
situations, such as emergencies, sympathy complicated the need for the health worker to
respond dispassionately; whereas accurate empathy can guide appropriate patient-centred
care, for instance in relieving pain. Apathy, an absence of feeling, is considered anathema to

care and justice perceptions.

Two types of perception or ‘consciousness’ required for clinical work result in distinct types
of ‘critical’ thinking. The first form of critical thinking employs clinical logic. The patient’s
symptoms and their development are problematised: the physician uses critical thinking
combining knowledge and experience in the inductive logic of clinical diagnosis and
management (Huang, Newman & Schwartzstein 2014). This aspect of the physician role is
accompanied by a biomedical way of seeing the patient and observing their progress. A
well-known study of medical students showed how they learn the ‘affective distance’ from
the patient expected of a physician; with the purpose of enacting scientific objectivity and
establishing authority (Smith & Kleinman 1989). However, similar studies have shown how
such inauthentic ‘emotion work’ can result in emotional dissonance and harm students’

personal relationships (Wharton 2009:158).

A second form of perception informs the critical thinking of moral evaluation, bioethical
judgement and health related decision-making. It requires perception that reflects upon
itself, and is a form of moral consciousness in clinical encounters enabling the practitioner
to see this patient, not with an atomized medical gaze, but with critical discernment of the

psychosocial identity and ecosocial context of the whole person. An informed, critical
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perception of justice in health needs, to take account of the ways social structures unfairly
distributed privilege and oppression in a society; can promote or limit a healthy existence
(Young 1990). This form of critical thinking is a feature of CC (Kumagai & Lypson 2009).
Hence, critical thinking using an ‘intersectionality lens’ has been proposed for health
professional education (Muntinga et al 2016). This ‘lens’ aims to direct the student gaze to
sociological mechanisms of health production; to understand how all people experience
privileges and disadvantages based in categories of race, gender, ethnicity, class, and
indigeneity; an interlocking system of status inequalities (Ewen, Barrett & Howell-Meurs
2016). This rather concrete, binary approach to learning CC can be challenged by an

edusemiotic approach to clinical ethics [Chapter 12].

Hence, CC informs a moral lens for social injustice, in the sense of morality defined as

prescriptive norms regarding how people should treat one another, including concepts

such as justice, fairness, and rights

(Yoder & Decety 2014:4161).

An individual’s concern for justice is a personality disposition of research interest. Hence,

‘justice sensitivity’ relates to

stable and consistent differences in individuals’ readiness to perceive injustice and in the

strength of their cognitive, emotional and behavioural reactions to injustice.
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(Baumert & Schmitt 2016:162)

While a test and quantitative scale for comparing participants’ justice sensitivity was
available, qualitative methods for comparing prosocial perceptions were considered more

appropriate to the present study.

In a ground-breaking neuroscience imaging study, Yoder & Decety (2014) showed how
participants with other-oriented ‘justice sensitivity’ dispositions first appraised a morally
charged situation cognitively; they applied reasoning before assigning a subjective moral
value of right (praise) or wrong (blame). Mintz (2013) observed private emotions of disgust
often accompanied compassion when health students identified social injustice in the harsh
realities of patients’ lives. For compassion to bridge to the patient’s suffering it was right for
students to reflect on their own “privilege, responsibility and complicity” (:222) in power
underlying structural inequities for patients. This critical reflection can induce suffering in
privileged students; while compassion can be empowering for those who recognise racism,

oppression, and discrimination in their own lives (ibid).

Compounding the learning of compassion and justice in the clinical setting and ontology of
the medical life - the surroundings of white bed sheets, antiseptics and facemasks can have
the opposite effect on the student psyche. Avoidance reactions to certain patients can arise.
A form of psychopathology related to an evolutionary warning system for the smells and
sights of infection, can spill over to distaste for patients themselves (Skarlicki et al 2013).
Most people attending public hospitals, for instance, are poor or socially disadvantaged and

have poorly self-managed, chronic illnesses and disabilities. They can emanate smells for a
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broad range of reasons: hygiene, occupation, diet, environment, alcohol use, infection, and
chronic disease. Homeless people, in whose faces are etched the hardship of life subsisted
on the street, and people living with HIV/AIDS, can suffer this discrimination in health care.
Similarly, moral distress among students during medical training is common and often
silent; and should be explicitly dealt with by educators in order to restore students’ patient-

centred sensitivity (Berger 2013).

In order to respond to the moral distress of others experiencing pain, discomfort, or injury,
the physician needs to become a mature observer and a mature empathizer. As Hoffman

(2011) explained,

for a person to experience mature empathic distress, he [sic] must have a clear
distinction between what happens to others and what happens to himself, and an

understanding of how feelings are expressed and how they are shaped by events

(:63).

This statement informs the proposal for health practitioners to possess a ‘sociological
imagination’ and ‘critical moral consciousness’ for the threats to human wellbeing posed by
emerging ecosocial crises and social discrimination (Mustakova-Possardt 2012). Normally,
this development milestone is reached by the age most undergraduates enter medicine,
although individual differences can be ‘enormous’ (Hoffman 2011:64). Attainment of this
moral evaluation ‘toolkit” must then be modulated to match specific contexts; to avoid the

twin dangers of over-empathising (e.g. leading to bias) or under-empathising (e.g. having a
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callous, or prejudicial attitude) that could complicate a graduate’s motivation for delivering

appropriate care and justice (Coeckelbergh 2007).

‘Critical consciousness’ (CC) as a sociological lens has applications in diverse disciplinary
fields. A literature review of Scopus and Google Scholar databases, between years 1960 -
2015, located several articles in education, psychology, philosophy, theology, nursing, and
social work journals; but just one article in medical education about the development of CC
for social injustice. Kumagai & Lypson (2009) specifically addressed CC, social justice and
medical education; arguing CC “of self, others, and the world” (:783), rather than cultural
competence (knowledge, skills, and attitudes affecting communication with people from
diverse cultures) was more conducive to “a commitment to addressing issues of social
relevance in health care” (:782). For students to become advocates and agents of social
change (Frenk et al 2010), they need to discern ‘upstream’ societal conditions as the locus
of fundamental causes of poor health, rather than ‘downstream’ behavioural risk factors

such as smoking and inactivity, the common responses to social stressors.

However, previous research has shown moral reasoning in medical students develops
atypically compared to young adults of comparable age; from an initial idealistic, humanist
perspective in the first year, to one devoid of concerns for equity and justice in the third and
fourth years of the course (Patenaude, Niyonsenga & Fafard 2003). Recent attempts to
reverse this trend regarded Freire’s ‘education for critical consciousness’ “highly agentic”
(Mustakova-Possardt 2004:258): powerful in motivating students’ intentions to correct

injustices. The evaluation of students’ progress toward CC can be made against observed
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criteria; and was incorporated into curriculum at the University of Michigan (Kumagai &

Lypson 2009). It was regarded a skill that

places medicine in a social, cultural and historical context and which is coupled with an

active recognition of societal problems and a search for appropriate solutions

(Metzl & Hansen 2014:131).

Yet, some moral discussion and reasoning about health inequalities takes place outside of
the formal medical curriculum. Medical student organisations provide opportunities to
serve and support peers, and volunteer to serve health needs in local, national and global
communities (Fox & Bonning 2008; Veronesi & Gunderman 2012). The extracurricular
activities of medical student organisations can “serve as catalysts for students to work with
one another, with faculty and administration of the medical school, with the community”
(Veronesi & Gunderman 2012:226); to develop leadership capabilities. For some students,
these groups may fill gaps in ‘formal’ curriculum to maintain their dispositions for valued
humanitarian causes (Ambrose et al 2014); acting as a prosocial, student-led curriculum.
Hypotheses for participation in such groups refer to Bourdieu’s theory of practice and to
sociological meta-reflexivity (Archer 2012). Bathmaker et al (2013) regard these activities
driven by the global competition for jobs; and learning ‘the rules of the game’ as capital
raising to “stay ahead of the game” (:725). Potential implications of this hypothesis suggest
WP students may fall into the ‘opportunity trap’ (ibid:245); and compete all the way to

highly paid biotechnical specialist jobs, away from any prosocial vocation.
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Archer (2012) found evidence that ‘millennial’ university students were highly reflexive of
their family upbringing, and more future facing than previous generations. Uncertain about
the sustainability of family traditions of production, they can have “an exploratory outlook

III

toward the social” (:208). Accordingly they seek otherness, vocation and opportunities. In
one study, students involved in more clubs on campus were found to have a greater sense
of belonging to a community and more social justice attitudes (McAuliff, Williams & Ferrari
2013). In Chapter 5, | discuss theoretical differences between sociologists Bourdieu and
Archer regarding structuration of reflexivity on the social order of societies. In Discussion
[Chapter 12], | discuss components of reflexivity study participants applied to social contexts

of health to develop CC for socioscience problem solving. A semiotic approach to learning

CC and SA is proposed.

Widening participation in medicine to ‘outsider’ students makes assumptions about the
prosocial skill-sets that diverse students bring to their practice. The mixed benefits of WP
policy for graduates’ intentions to work in low socio-economic and medically under-served
areas have been qualified in a study by Griffin, Porteli & Hu (2017). A key argument for the
WP agenda is an assumption that ““like would treat like”” (ibid:493). Evidence for this has
been found in a systematic review of intentions to practice in rural areas by Australian
medical students from rural backgrounds (Laven & Wilkinson 2003). Griffin, Porteli & Hu
(2017) found a lower intention to work in medically underserved locations among medical
students from very high and very low socio-economic status (SES) backgrounds; with the
same result generally for males and students from non-English speaking (NES) backgrounds.
A gap in understanding is the intention to work in medically underserved locations among

students with mixed equity identities.
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Medical education initiatives to endorse or enhance students’ justice competencies are
rare. Kumagai & Lypson (2009) reported their experiences of developing ‘the habit’ of CC in
their medical school, for students and academics, and endorsed CC as an ‘overarching
theoretical framework’ for multicultural education. How habitual CC is pedagogised is not
stated, but anecdotal. Critical consciousness may only be achieved when learners, through
the use of ‘reflexivity’ or critical reflection on their “own biases, privileges and assumptions”
(Kumagai & Lypson 2009:785), located their own responsibility (capacity to respond) or
vocation (desire to make a wider contribution to society). Empirical researchers of adult CC
(Mustakova-Possardt 2004), and CC among stigmatised youth (Thomas et al 2014), attested
to a developmental process that arose from a need to de-construct false consciousness of

social inequalities.

| reflect on this, discussing Bourdieu’s educational theory in Chapter 6; but next look to
possible sources of transformation in the pedagogic contexts of medical learning; where

identities, values, knowledges, and forms of critical thinking congregate.

3.10.3 Critical reasoning in clinical phronesis
There are abundant opportunities for critical reflection on social inequalities during medical
training, with mental distress one of three most common disorders presenting to health

services; and a rising incidence of chronic non-communicable disease (AIHW 2018).

The human stress response describes the homeostatic mechanism accommodating the body

to real or perceived threats (McEwen & Gianaros 2010). Pedagogically, the stress response
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can be viewed as situated between external and internal bodily environments. Stressors in
the external sociopolitical environment (including stigma and SDH) are hypothesized to ‘get
under the skin’ by altering homeostasis in the body’s internal milieu (Hatzenbuehler et al
2013). Stress hormones, internally produced over prolonged periods, can complexly alter

internal homeostasis and genetic activity, and produce chronic illness.

Compassion for patients experiencing social distress may be felt by students, yet may not
easily be processed into a coherent medical axiology based in care and justice values.
Transformation to CC can be rapid or slow, with long periods of hesitancy in a liminal zone
where it may remain as ‘troublesome’ knowledge (Meyer & Land 2005). This developmental
delay has been attributed to curriculum effects (Hafferty 2006; Coulehan 2005), to non-
curricular effects of the medical culture (Cohen et al 2009), to emotional distress (Benbassat
2014), and to structural limitations for WP students in medical education (Brosnan 2009).
Resort to dark humour may distract and relieve students and physicians of their compassion
fatigue (Hafferty 2006). A less healthy response is signalled by changed valence of physician-
patient relational discourses; when empathy for disadvantaged patients is withdrawn. A
sustained, and physician-sustaining, discourse or practice then becomes necessary to
maintain social justice values. The cognitive and emotion work of patient care and social
empathy can be rationalised into a praxis for SA; but whether effective SA praxis requires
physicians to possess CC is uncertain. Also uncertain is the reliable transfer of SA praxis

through pedagogy, without professional identity development of CC.

In Bourdieu’s theory of practice, change in one’s habitual repertoire of actions on entering a

new field is regarded a slow, cognitive process (Bourdieu & Wacquant 1992). The problem-
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posing context of medical case-based learning (CBL) tutorials structures learning with peers.
Students use tacit intuition and explicit knowledge to propose hypotheses and test solutions
to medical problems. Features of the patient’s identity, social circumstances and mental
state cue students’ empathic and ethical reasoning. Naidu & Kumagai (2016) suggest the
problematising mental processes of cognitive disequilibrium (uncertainty about how to
integrate new knowledge) and reflexivity (critical reflection on social inequalities), allow
concepts like equity, oppression, and social justice in health to develop entirely new and
transformative meanings. This becomes important in clinical contexts, where students are

confronted by numerous uncertainties that do not fit the scientific paradigm of medicine.

Reflexivity involves the practitioner engaging in introspection, intersubjective reflection,
mutual collaboration, and social critique, as well as placing taken-for-granted beliefs and

assumptions under a critical lens

(Naidu & Kumagai 2016:317-8).

A ‘critical lens’ permits a gaze of sociological and political powers; social structures that
determine living conditions and therefore health. Equity may be a ‘threshold concept’ for
CC; understanding the concept being essential to realising its consequences, and a gateway
to critical actions. ‘Threshold’ concepts are found within all disciplines; are troublesome
(students can get stuck in their thinking), yet once traversed are integrative; “exposing the
previously hidden inter-relatedness of something” (Meyer & Land 2005:373). An irreversible
paradigm change can follow (ibid). Meyer and Land (2005) saw the resulting shift in the

learner’s perspective mediated through language, and result in a change in identity (ibid).
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We would argue further that as students acquire threshold concepts, and extend their
use of language in relation to these concepts, there occurs a shift in the learner’s

subjectivity, a repositioning of the self.

(Meyer and Land 2005:374)

This transformative learning theory suggests in bioethics education, progressive negotiation
of threshold concepts acts as a ratcheting mechanism that shifts critical learners to the next
stage of their moral development. This represents a constructivist theory of learning, in
which: “meaning is not predetermined but actively constructed in the minds of individuals”
(Lewin et al 2019:4). In the final Chapter, | discuss the combination of learning theories of
‘threshold concepts’ and biosemiotics to assist students’ meaning-making of SA professional
responsibilities (Kamel-ElSayed & Loftus 2018). To better understand the nature of thinking
required for SA reasoning, | now turn to the social construction of cognition, in which the

emotion of empathy is engaged.

3.10.4 Cognitive capacities for critical consciousness
In this section | introduce various hypotheses informing cognitive transformation of moral

learning relevant to medical professionalism for social justice.

Lev Vygotsky’s social development theory (1978) indicated children’s cognitive development
was nurtured by social interaction in relation to new situations or more knowledgeable

others - in a ‘zone of proximal development’; scaffolding new learning at the entry level of

167



learners. Hence, the learning of professional values in medicine was theorised to be a
process of ‘social constructivism’ (Vygotsky 1978) within training programs; reproducing the
dominant culture of medicine (Luke 2003). Empirically, social justice ideology developed
among students (or was retained from ideals held prior to entry into medicine) from

informal learning experiences or in special interest groups external to the formal curriculum.

Kegan (2000) proposed a constructivist model of adult perspective transformation that
rationalised a sequence of multiple lenses the learner is ‘subject to’ (Lewin et al 2019).
Kegan’s model posits a dynamic trajectory of progressive and transformative meaning-

making of identity.

Transformation to a new lens occurs as the individual is confronted with situations where
the previous lens has proved to be inadequate. The new lens subsumes the previous one,
which becomes an object available to be held in the mind and examined; this

transformation which brings new capacities is the “subject-object move”

(Lewin et al 2019:24).

The ‘subject-object move’ describes a pivotal moment of perspective transformation when
what was present but unseen, becomes visible and known; and can be acted upon. Kegan
(2000) theorised the mechanism as staged adult development of social consciousness. A
similar cognitive skill that employs perspective change is supersubjectivity. Supersubjectivity
is described as a capacity that allows a symbolic reading of a narrative; a perspective that

takes an overview of the social reality of patients, to then evaluate an ethical response
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(Macken-Horarik 2003). Perspective shifting in relation to new dilemmas gives cognition a
dynamic quality lacking in the ‘threshold concepts’ framework. The transformative learning
processes of the subject-object move and supersubjectivity are examples of reflexivity; the
essential physician skill for respecting the rights and needs of diversely abled patients and
colleagues (Samra & Hankivsky 2021). Reflexivity on the ways people’s belonging, progress
and health are disadvantaged by existing arrangements alludes to semiotic (sign-based)

logic; recently re-introduced to medical education by Tredinnick-Rowe (2015).

The age-dependent development of systematic thinking (Commons & Ross 2008) matures
during students’ undergraduate years; and may be stimulated and legitimated during
patient-centred discussions in small group tutorials. Going beyond this stage in Kegan’s
developmental theory, advances one’s capability for problematising taken-for-granted
norms. Having sociological imagination (Mills 2000), can allow students to empathically
visualise how oppressive and exclusionary societal practices unfairly locate individuals and
groups lower in enduring and psychologically troubling hierarchies of power; in ways that
fundamentally disadvantage their physical and psychological health (Fisher & Baum 2010).
One’s social identity, being embedded in social contexts of disadvantage, can be the source
of knowing injustice; while unstructured interests, or work or travel experiences, can be
additional sources of situated knowing (Barron 2006). This has implication for the study;
allowing distinction between participants on the basis of extended, critical epistemologies

of patients’ disadvantaged lifeworlds.

Classic examples of critical systematic discourses include; first, at the individual level,

stigmatization of women, race, sexuality, HIV status, obesity, disability, addiction, and
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mental illness. Defined sociologically, stigma is “the co-occurrence of labelling, stereotyping,
status loss, and discrimination in a context where power is exercised” (Hatzenbuehler et al

2013:2). Stereotyping serves practical purposes,

stifling social changes and preserving comfortable views, and ultimately lifestyles and

practices of certain dominant groups and individuals

(Stetsenko & Arievitch 2004:499).

Secondly, oppression at the structural level referred to “societal conditions that constrain an
individual’s opportunities, resources and wellbeing” (Hatzenbuehler et al 2013:2). How
unfair structural conditions in society caused internal change in human physiology and
health is the subject of much speculation and research. Psychoneuroimmunology studies
have provided evidence of psychosocial mechanisms by which interpersonal conflicts cause
organic disease (Agnew & South 2014). Causative mechanisms for other SDH, such as social
stigma and exclusion based on race or gender identity, were being clarified (Hatzenbuehler
& Link 2014). These findings align with the ‘minority stress model’ (Meyer 1995) proposing
how chronic social distress produced poor health outcomes in stigmatized sub-groups of
society (Lea, de Witt & Reynolds 2014). Wallerstein (2006) suggests, for students to imagine
‘social health’ requires an understanding of how society is structured by policies, planning,
and programs in ways that can hinder or empower multisectoral health advances where
they are most needed. Moreover, the reality that political ideologies and institutional norms
affect social protections, social cohesion, health service provision, and health impacts of

environments, inevitably bring politics into social imagining of health (Sales & Schlaff 2010).
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In response, educators located in the neoliberal context of HE are encouraged to adopt

deliberate (rather than reflective) practices of critical pedagogy: to expressly

redress the balance between thinking, doing and relating to others that exists in the

notion of critical thinking with its focus on individual capacity to the detriment of

collective thinking and doing

(McEwen & Trede 2016:244, Italics included).

Field Medicine
Object Moral orientation to social
justice in health & health
care
Key feature Perspective transformation,

emancipatory

Practical Critical knowledge, cognitive
skill set for medical students

Measure Professionalism
Cultural competence
Medical ethics
Doctor — Patient relationship
PHC outcomes

Formation ?
Transformation ?
Role of Education 1. Develop critical self- 1.
awareness,
2. Social, societal awareness, 2.
3. Reflective practice,
4, Critical theory, 3.
5. Post-formal cognition,
6. Early in curriculum 4.

Adults

Moral motivation

Highly agentic

Skill set for
civic engagement

Qualitative

Developmental

Lifelong

Cultivating a moral sense of
identity,

Sense of responsibility &
agency,

Deep sense of relatedness
on all levels of living,

Sense of meaning and life
purpose

Researchers Kumagai & Lypson, 2009 Mustakova-Possardt, 2004 Thomas et al, 2014

Youth
Moral orientation of
stigmatised youth
Social identity
development
Skill set for
deconstructing false

consciousness

Quantitative

Developmental

Early

Not stated

Figure 3.2 Critical consciousness development: a comparison of three studies

* Shaded area indicates gaps in the literature on medical students.
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In Figure 3.2 (above) three studies of critical consciousness compare medical students,
adults and youth; the same groups recruited to the present study. In the non-medical
studies, CC was considered developmental; yet no stratification of participants’ social
identities was performed. Bourdieu’s sociological theory and Sen’s capability theory

guestion the precepts of development that fore-shadow critical social perceptiveness.

The following discussion centres on evolved differences in moral and political values that
can distinguish medical students responses to social justice. While the study was not
structured to evoke participants’ political responses, it was expected that ideological

support and resistance to social justice would be expressed.

3.11 Moral emotions and political conceptions of social justice
Moral learning, in the cognitive developmental model, begins in the ‘proper upbringing’ of
the child (intensively studied by Jean Piaget), and continues through six stages of moral

maturation identified by Lawrence Kohlberg and colleagues (Haidt & Graham 2007).

Recognising the relationship of emotions to moral cognition, Haidt and colleagues revised
Kohlberg’s work and developed Moral Foundations Theory, which identified six intuitive
moral values and their opposites that have evolved in humans through cultural mechanisms
(ibid). The theory incorporated Carol Gilligan’s feminist assessment that care is a separate
ethic to justice; and accords with the axiom that “morality is about protecting individuals”

(ibid:100).
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Moral Foundations Theory depicts six dyads of social emotions and their opposites: Care
/Harm, Fairness /Cheating, Liberty /Oppression, Loyalty /Betrayal, Authority /Subversion,
Sanctity /Purity (Haidt & Graham 2007:99). While only the first two of these dyads have
salience for those with liberal political ideology, all six dyads are important moral concerns
to political conservatives (ibid). Relevant implications of these findings suggest that an
individual’s political ideology determines how ‘morality’ is perceived; and by implication,
‘social justice’ in a given context may be weighed differently against competing values by
liberals and conservatives. An example related to social welfare; political conservatives may
disagree with ‘affirmative action’ programs because they “sometimes violate the principle
of merit” (Haidt & Graham 2007:101). The ‘merit’ or ‘desert’ argument is a fundamental
difference in how conservatives and liberals view fairness. Conservatives consider the
opportunities to participate and compete in free markets open to all citizens, with success
equally available to all, if only one works hard enough. The fact that a person fails can
conversely result in victim blaming. Liberal ideologues tend to view the market as an un-
level playing field, one that creates winners and losers; and argue that impartiality to
outcomes is no excuse for lack of humanity. Howard (2003) contends that the conservative
view fails to recognise that inequities in living conditions, such as poverty, are there at the
starting point and tend to accumulate over time. Equity issues need to be addressed for

‘merit’ to be served. As Howard (2003) notes,

If people begin from markedly different circumstances, with markedly different valued

goods, impartiality will not address these prior inequities.

(:5)
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Conversely, for people with first-hand experience of poverty and social disadvantage, social
justice can seem like ‘common sense and compassion’ (Maguire 2016). Disregarding political

and moral conceptions, social justice thinking benefits problem solving for human health.

3.12 Medical education as cultural reproduction and renewal

Abraham Flexner’s scientific reforms to medicine brought great discipline to the study of
disease and illness; produced many medical goods, and explosive gains in biomedical
knowledge (Freidson 1970). It positioned medicine as the dominant health profession.
However, rapid accumulation of knowledge in different medical and surgical specialties (and
sub-specialties) now represents an acknowledged crisis in medical education. Around mid-
20C, the first sociological study of medical student culture at an American medical school
described students’ strategies for learning impossibly large volumes (Becker et al 1961). In
students’ strategizing, medical knowledge was roughly divided into categories of ‘need to
know’ (examinable), ‘nice to know’ (interesting) and ‘expendable’ (not examinable, not
interesting). Social historians too, found the term ‘medicine’ problematic, claiming it was

“unthinkingly treated as another form of science” (Jordanova 1995:362); and,

implicitly marginalizing not only healing practices, but the whole range of behaviour and

representations associated with health

(ibid:362).
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Students’ longitudinal experience of medicine was studied by Eron (1958), to reveal similar
rates of anxiety between First and Final Years; but a loss of humanitarian affect. Eron (ibid)
attributed this loss to growing cynicism and anxiety among the majority of students toward
the end of their undergraduate course. Additionally, the proliferation of biotechnical
knowledge of relevance to clinical practice became unmanageable for any single physician
to assimilate. Knowledge management systems (KMS) and interdisciplinary clinical teams

were two adaptive responses to this logistic crisis (Bordoloi & Islam 2012).

Yet, organisational competency is only achieved when individual capabilities are

empowered.

Capabilities are potential core competencies, and sound KM practices are required in

order for that potential to be realized.

(Dalkir 2005:17)

Social health knowledge (such as structuration of health inequities) and SA practices can
feasibly be integrated in a knowledge management system: to improve clinical decision
support, knowledge sharing, and social health improvements (Sveiby 2009; Harris, Kidd &

Snowden 2008). | return to this discussion in Chapter 11.

Maintaining the status quo is the symbolic power exerted by medical professionalism
discourses at each medical school; operationalised by “the types of capital and legitimation

processes” (Watson & Widin 2014:2) that can be traced through government policies, to HE
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rankings, and extensive national and international investments in the field. Reforming this
hierarchy, such that patients and the health of their environments are legitimated, ought be

a goal of SA pedagogy. These pedagogic processes are revisited in Chapter 12.

Medicine as an occupation has a unique role in society, yet through its organization into a
profession “with unique specialized knowledges” (Luke 2003:49), training can be seen to
have hegemonic power in the values, discourses or ideology that it transmits to graduates.
Dominant discourses signal current power relations normative within a society. Watson and
Widin (2014) examined the symbolic violence of dominant discourses on the heterodox

student intake to English and Australian HE institutions; comprising

the challenges of accumulating relevant capital, the struggles encountered and the

positions and trajectories of individuals and groups within the fields

(:2).

Research by van Dijk (1993) has shown that perceptions derive from cognitive structures
that interface between dominant discourses and societal structures. Here, dominance is

defined as

the exercise of social power by elites, institutions or groups, that results in social

inequality including political, cultural, class, ethnic, racial and gender inequality

(:250).
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This social aspect of medical practice, the reproduction of a particular culture (knowledge,
skills and attitudes) “enforced by training institutions” (Luke 2003:47) in the single enclosure

of a (dominant) professional body, is of particular interest to sociological researchers.

Sociologists need to constantly evaluate the change in the understanding of a profession,
the role of professionalism, and also how rules about medical work reach the doctor and

govern the way medical work is conducted (Hafferty & Light, 1995)

(Luke 2003:47).

In a case study, Watson & Widin (2014) critically examined ‘tensions between espoused and
enacted values’ of British and Australian HE policy and rhetoric. The opening of Australian
HE to international students that involved “students and money flowing from poorer into
wealthier countries” (ibid:5), signalled the sector was seen essential to Australia’s economy.
Similarly, unreflexive discourses employed in biomedical training can marginalise the value

of primary and public health practices, as the next paragraphs attempt to illustrate.

In medical education, the salience of life-threatening medical and surgical conditions that
should alert practitioners to the need for urgent investigation and treatment, such as acute
meningitis or peritonitis, is given emotional weight through the symbolism of a ‘red flag’. A
‘red flag’ or rubric describes an alarming symptom or physical sign that may be observed in
presentations of physiological and psychological dysfunction, such as fever in a child, or

suicidal thoughts in adults with depressive illness. ‘Red flags’ are clinical developments in
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patients; signs of life-threatening disturbance in internal homeostasis prioritised ‘not to be
missed’, that comprise part of the ‘emotion work’ of practicing medicine. Emotion work, as
McNaughton (2013) explained, is “emotion as a form of competence related to skills and
abilities” (:71). ‘Red flags’ are also applied to social health concerns for example, when
infants present to a clinical practice with conditions such as slowed growth and excessive

bruising that may result from carer neglect or physical abuse.

Yet no ‘red flag’ is applied to the social health inequities ‘killing people on a grand scale’
(Boelen & Heck 1995). The medical gaze sees ‘the patient’ but the lifeworld of ‘the person’
can remain external, fragmented or invisible in the clinician’s mind. Health demands and
ambulance ramping at hospitals escalate; urging unreflexive calls for more hospitals. In
hospitals, medical staff cynically apply the faux Latin diagnosis of ‘acopia’ to adult patients
identified as ‘social admissions’ (Whittenbury 2016). This pseudo-Latin label is applied to
adult hospital patients with chronic illnesses and low social capabilities. They are deemed
‘unsuitable for discharge home’ due to an inability to independently cope (hence a-cope-ia)
in their existing social circumstances (Kee & Rippingale 2009). Health sector rationale can
construe people with social care needs as burden within a dysfunctional system that relies

on ‘getting rid of patients’ to free up beds (Mizrahi 1986).

Similarly, medical students can privately hold beliefs and judgments that include sexism,
racism, ageism, and gender discrimination ‘naturalised’ in their family and social circles.
Perpetuation of pejorative attitudes is anathema to ‘patient-centred’ care and justice, and
to inter-professional teamwork. It underlines the need for a transforming pedagogy in

medical ethics education; to alter the emotional and rational discourse that is constituted in
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the social and political contexts of health (McNaughton 2013:77). For health practitioners

and students, the health organisation is the locale around which knowledge

is socialised (converted from tacit to tacit among individuals), externalised (from tacit to

explicit), combined (explicit to more complex explicit), and internalised (explicit to tacit)

(Nonaka & Konno 1998; Federman 2010-11:14).

In the organisation of western health care, transformation of discourses to meet the values
inscribed in A Physician’s Charter may only occur “once our epistemological thought stance
changes” (Federman 2010-11 np). A ‘thought stance’ that is both person- and context-
related needs to account for knowledge of dynamic ecosocial changes in society, and the
complex dynamism of human interactions. Learning, as sense-making of the complexity of
the world, also requires collaboration with others; and the suggestion is that educators may

need to

invite our learners’ experiences, circumstances, histories, contexts and cultures into our
classrooms in combination with our sources and syllabi to enable the collaborative

construction and emergence of complex and diverse knowledge.

(Federman nd:2).

In summary, a false consciousness of pragmatism in response to a dysfunctional health

system can degrade the social contract of medical professionalism. A hidden curriculum
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reproduces dismissive mindsets toward the ‘social’ and the complex conditions of health
production in societies. A new, inclusive discourse, that integrates diverse medical students
and their moral stances toward the social into medical education, may serve to instil in
graduates the responsibilities for social justice required by The Charter. A shift in stance
from individualist to communal discourses of health is proposed a feature of the new

professionalism.

3.13 Reflexivity and responsibility in medical professionalism

The Charter of Medical Professionalism (2002) is positioned in physician training as an
internationally agreed mandate responding to public concerns; a set of fundamental
principles and professional responsibilities “to which all medical professionals can and
should aspire” (ABIM 2002:244). In effect, The Charter updated the long-standing social
contract between physicians, the profession as a whole, and society (Cruess & Cruess 2004);

recognising how societal requirements of the contract had changed.

In the study, | position The Charter empirically, as an intervention. The Charter defines the
ideological status of a ‘new professionalism movement’ in medicine; one that prioritises
practice competencies in patient autonomy, patient welfare, and social justice (Medical
Professionalism Project 2002:520). Constructed as a joint consensus statement, by the
profession for the profession, The Charter seems to convey great hegemonic power as a

‘truth claim’ meant to change orthodox medical training programs around the globe.

In 2010, an international gathering of medical educators adopted guidance from a research

project, a Global Consensus Statement for Social Accountability in Medical Schools (Boelen

180



2011). A concept analysis of SA for medical education (Abdolmeleki et al 2017) [Table 3.1
below] and core teaching objectives for sustainable education (Teherani et al 2017) were
produced. Yet, a model for teaching and learning of The Charter’s ethical principles,
competencies, and actions towards enacting SA was not mandated. Threshold concepts
were not identified. Educators can choose to either construct a heterodox topic of medical
professionalism, or rely on orthodox pedagogical approaches of medical education to plan
and inculcate these skills. This ambiguity presents both risks and opportunities, depending
on the assumptions underlying the change of medical discourse. On the risk side, the
neoliberal regulatory discourse of responsibilisation “seeks to achieve congruence between
a ‘responsible and moral individual’ and an ‘economic-rational actor’” (Hartung 2017:20).

Dharamsi et al (2011) endorse this claim;

[t]he particular ways that social responsibility is interpreted can either enhance or
establish limits on how it will appear across the curriculum of medical education and

practice.

(:1108)

In a ‘responsibilisation’ discourse, young people can unfairly be held answerable as global
citizens for both individual self-determination and “complex worldwide ethical problems”
(Hartung 2017). Yet, the economic policy logic of neoliberalism appears at odds; consisting

of
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human capital emphasising efficiency, accountability, target chasing and global rankings

rather than flourishing and non-market educational goods

(Wilson-Strydom & Walker 2015:2).

Table 3.1 Defining attributes of social accountability in medical education
(Reproduced from Abdolmeleki et al 2017:111 Table 1.)

Domain

Goal

Process

Requirement

Outcome

Evaluation

Concept attributes

Resolve problems of social health

Receive & prioritise community signals
Community responsive education
Visionary leadership of health care system
Community engagement

Community participation

Shared vision
Integrated structure
Functional integration

Accountable, health focussed, community
oriented, quality health care practices

Impact assessment

On the opportunity side lies the possibility of a multi-disciplinary pedagogy of social health

justice within the university; a shared vision that affirms solidarity of equity values and

knowledge between patients, populations and practitioners (Abdolmeleki et al 2017). This

possibility relies on having the political economy of social health production legitimised as

medical orthodoxy.
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Accountability is then on medical educators, the profession and medical regulators, to
mentor prosocial students into SA practices in the formal curriculum, and as graduates.
Which curriculum captures the interest of students is likely to affect the outcomes of SA
pedagogies. The focus then returns to discursive power embedded in pedagogy. In thesis
discussion [Chapters 11 & 12], | propose pedagogy for the CPD of SA and debate the merits

of hosting students’ prosocial learning in the formal curriculum.

3.14 Creating physicians that match what societies need
Discussion in this section moves from the expressed need for a more socially accountable

medical professionalism, to theorising how diverse medical students negotiate this change.

Participants in the study enter the field of medicine either as insiders - traditional, upper
middle-class backgrounds where family are physicians or other professionals; or, outsiders;
such as F-i-F students, women, and students from working class backgrounds. The practice
requirement for social justice presents a change in medical professionalism that may favour
some; but for a variety of reasons, can appear strange or ‘not for the likes’ of others. The
medical education spotlight inevitably shifts to how change or learning happens to realise
new medical practice responsibilities. The following explanation introduces some concepts

and terms that may be new and unfamiliar.

For medical education, which is lacking in theory challenging embedded modes of practice
(Bleakley, Bligh & Browne 2011), there is a need for theory that produces “consistent and

generalizable effects on learning and performance” (:75). As Cianciolo and colleagues (2013)
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suggest, “a hallmark of good theory is functional relevance” (:76). Theorising the complex
phenomenon of enculturation to different forms of medical professionalism may require a
sophisticated account of the sociological dynamics of power in society. Studies of workplace
cultures, including medical schools, reveal hierarchical power relations that can change, but
tend to “remain unwelcoming to outsiders” (Sommerlad 2007:194). This indicates the
suitability of critical theory approaches to studying access and exclusion to contested

societal goods.

A critical theory attested to have functional relevance to formation and transformation of
medical professionalism is Pierre Bourdieu’s theory of practice (Bourdieu & Passeron 1977).

Luke (2003) identifies Bourdieu’s theory as

providing greater theoretical and analytic scope for investigating the complexity of social

and cultural factors in early medical student professional socialisation

(:43).

McArthur (2010) proposed use of critical theory “places issues of power at the centre of

considerations of education and social justice” (:494); and follows

a belief in the inter-relation between education and society, and a commitment to

change in education and society to ensure greater social justice

(:495).
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A more detailed outline of the relevance of Bourdieu’s theory of practice to this study is

elaborated in the Theoretical Framework [Chapter 5].

A precedent for this study was a report from medical educators in the U.K. recording how
near-completion medical students perceived SA (McCrea & Eaton-Murdoch 2014). These
researchers conducted focus groups with Final Year students, as they were more likely to
have an overview of the whole program. The medical program they describe aimed to be
socially accountable but had no deliberate SA pedagogy. Participants reported that the
outcomes driven curriculum had negative consequences on their learning and “a perception
of lack of support or opportunity to explore and develop their own interests” (ibid:872).
Regrettably, students’ learning, awareness, and attitudes to SA values were ‘limited’ (ibid

:868).

Essentially, as Preston et al (2016) acknowledged, “the nature of development of social
accountability is contextually dependent” (:8) — indicating a need for alignment of values,
leadership, partnerships, workforce and funding. This suggests that reinforcement of the
contextual relevance of biomedical knowledge is important to pedagogy for SA; consistent
with ethical reasoning. Ethical dilemmas of SA may be better known to outsider students,

and advantage their social capital.

In an American study, premedical students that self-identified as belonging to lower social
status groups, faced significant obstacles to continuing in medicine compared to higher

status students (Grace 2017). This was a potential problem for meeting national health
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objectives for culturally diverse, low SES communities. ‘Low SES’ referred to “the lowest
socioeconomic quartile of the population” (Zipin et al 2012), although this grouping has a
dynamic membership. The obstacles Grace (2017) identified include financial duress (low
economic capital), class-based discrimination (low cultural capital), less doctors in the family
that could act as role models (low identity capital), and educators that thwarted career
aspirations (structural violence). While the ‘widening participation’ (WP) agenda aimed to
attract students from non-traditional backgrounds to medicine, their ‘usability’ for SA

practices was not well known.

By 2009, researchers inquired why so few working class students found their way into
medicine (Mathers & Parry 2009). In this English study the narratives of twelve mature
working-class students were examined, and revealed an insuperable conflict between class
identity and medical identity. Studies in the U.S. however, reported greater success in WP
admissions among high school students from disadvantaged backgrounds that attended
preliminary health science studies (Fincher, Sykes-Brown & Allen-Noble 2002). Studies of
aspiration for HE among school leavers from low SES backgrounds in Adelaide reinforced the
idea that culture is not only located in the past but continually ‘in process’ (Zipin et al 2012).
Low SES students aspired to an alternative future for themselves “at a latent and tacit level
of consciousness” (ibid:239); and researchers drew attention to the ‘funds of knowledge’
that ‘outsider’ students brought to HE in habitus. ‘Senses of possibility’ latent in these
students’ ideas, as features of habitus, may likewise be charged with aspirations and

solutions for social health improvements.
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While a reform process of de-colonisation of knowledge (questioning the silencing of diverse
voices by gender or cultural dominance in discourses) was in process in many universities
(Baron 2018), it was in early stages within Australian medical training programs. Giving voice
to young peoples’ ‘funds of knowledge,” and building capacity to aspire to a better future,
may allow emergence of transformative change in their aspirations (Zipin et al 2012).
Aspirations are then no longer pre-set by the orthodox habitus of low SES, nor constrained
by the structural limitations of prevailing economic conditions. Instead they are capacitated
by education to empower future-oriented community actions (ibid). Education-empowered
youth in the Zipin study (2012) revealed insider knowledge of their community and where
improvements may usefully be implemented: sociological insights. In Chapter 12, | discuss

education theory legitimating sociological discourses in medical curricula.

In summarising the discussion of widening participation to the professions for students from
non-traditional backgrounds, | return to the study. Bourdieu’s theorising may help explain
differences in medical students’ dispositions, perceptions, and aspirations in relation to SA.
Medical traditions propagated in a hidden curriculum, where students inevitably learn of
further hierarchies of privilege, can negatively impact their career aspirations. These doxic
(orthodox) features of the traditional medical culture, are reinforced in popular culture from

an early age, and centre on status, income, and various material and symbolic rewards.

3.15 Problematising higher education in late modernity

In late modernity, change is the new constant. With the arrival of neoliberalism, Luke (2003)

enquired “are medical students ready for a new corporate age of health care?” (:50). This
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question has parallels to the ways that HE institutions have responded to the globalization,
commodification and ‘internationalization’ of curriculum. Many universities have moved to
the neoliberal ‘market model’ emphasizing competition, individualism, and standardisation
rather than a ‘social transformation model’ that emphasises innovation, global cooperation
and intercultural understanding (Hanson 2010). In medicine, and global health in particular,
recognition that “globalization lead to increased marginalization of significant groups of
people around the world” (ibid:73) necessitates pedagogy and institutional modus operandi
that value and support ethical transformation of the social order. This harks back to Bloom’s
attention on the social ecology of medical schools (Bloom 1989). Responding to Luke (2003)
the abstract question this study asks medical student participants is; ‘Are you ready for a

social accountability age of health care?’

Critical theories that scope the question of practice change often refer to Bourdieu’s
schema. Critical theory as a problematising practice can also be brought to bear on changing
the structures of HE in ways that Gramsci indicated; through de-colonisation practices that
make curriculum more inclusive (Walton 2018). In the study, | respect the reciprocity of
accountability implied by these two practices. In the theoretical framework [Chapter 5], |

outline how recent theoretical ideas of practice change articulate with the WP agenda in HE.

In the Australian context, the characteristics of a prosocial medical habitus may be
discernible from the characteristics of the doxa of PHC practices in areas of social need;
although to restrict it to this profile would be to stereotype. A proxy index of change in the
medical doxa can be found in the growing literature on social health topics in respected

peer-reviewed journals (Lancet, NEJM) and other publications. A search of the Scopus
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database for ‘indigenous AND health AND Australia’ for the decade 1990-99 located 141
items; 2000-09 there were 1,308 items, and from 2010 to 2017 a further 2,002 items. This
pattern was also reflected in the number of publications containing the word ‘indigenous’ in
the Medical Journal of Australia over the same periods. Similarly, the search terms ‘equity
AND medicine’ located 238 items in the decade 1990-99, 624 items in the decade 2000-09,

and between the years 2010 and 2017 there are 838 items listed.

Social justice practices, including research, can be applied in the work of medical specialties
by health teams wanting to improve health equity outcomes for their patient cohort. It can
also be practiced by practitioners wanting to ‘make a difference’ by regular travel in health
teams to remotely located communities with high health needs. A study of dentists that
serviced remote Australian communities found the majority were ‘tapped on the shoulder’
by colleagues that recognised their dispositions for the field (Gardner et al 2014). The
dentists reported intrinsic rewards as “simple, unexpected, associated with relieving pain,
community engagement and making a difference” (ibid 302). Anecdotally, students with
prosocial dispositions were often attracted to moral exemplars in the profession, and to
exemplary health service organisations such as the World Health Organization (WHO) and

Médecins Sans Frontiéres (MSF).

An example from the current decade of an informal curriculum in medicine was the
documented swing in graduate preferences from primary health practice to specialist
practice in the United States. Some observers attributed the swing towards highly paid
specialist practice to neoliberal HE policies that have resulted in rising university fees and

student debt (Glenn 2012; Youngclaus et al 2013). Others suggested that rather than
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income, a manageable lifestyle to avoid emotional ‘burnout’ may be a key motivating factor
for graduates’ choice of specialty (Enoch et al 2013). Yet, many specialist physicians and

surgeons can earn four or more times the income of a general practitioner.

Against this background of student concern for one’s survival through the stresses imposed
by a bulging curriculum and rigorous assessments to graduate in medicine; and a perceived
need to compete for privileged entry to a medical or surgical specialty program; it would
seem unlikely that medical students would retain any pre-selection concern for issues
related to social justice and health. This set of conditions might instead predict a further
regression in moral reasoning about ‘the Other’ among medical trainees and graduates, and
a greater commitment to what Hafferty (1998) called “the important stuff” (:403). Reduced
to essentials, this ‘stuff’ refers to the status quo of reductionist biomedical, demand-led
health care, pharmaceutical research and its products. In this context, ‘social justice’ can be
construed in economic terms as distributive justice: the fair(er) allocation of government

funding and resources across the health sector.

The capability to be a learner, let alone creator of new practices like SA, against the shape
shifting background of ‘liquid modernity,” can be highly challenging (Bauman 2005). The
imposts of Information technology, the constant revision of facts, and neoliberalisation of
HE, now puts increasing onus or responsibilisation on the learner for flexibility (ibid). The

result, Bauman suggests, is a series of life projects that serve only to keep one afloat:

the volatility of the disjointed, poorly integrated, and multi-centred liquid-modern world

makes it certain that each successive episode of a life-through-projects will call for
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another set of skills and information, invalidating the skills already acquired and the

information already memorised.

(Bauman 2005:314)

Bauman (2005) points to multiple changes in the education field that shifted the emphasis

0

“from ‘teaching’ to ‘learning’” (:316) and contributed to “growing unwillingness of learners
to make long-term commitments that constrain the range of future options” (ibid). This
view aligns with the ‘meta-reflexive’ hypothesis of Margaret Archer (2012), that postulates

students flexibly plan their futures (and education) in an uncertain world through their

internal conversations.

Certainly, education for an unchanging world is no longer an option; but the search is on for

pedagogies adaptive to the certainty of social uncertainty.

3.16 Critiques of medical education research

In their publication ‘Medical Education for the Future’ (2011) British medical educators
David Bleakley, John Bligh and Julie Browne summarised and critiqued the ‘fault lines’ in
past medical education research and offered a framework for producing greater rigor and
practical application of research results. | first outline the authors’ critiques of medical
education as they relate to this study before discussing their literature review and
recommendations for medical education research. Their overarching criticism of medical

education centres on the
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paradoxical relegation of the patient to a secondary position in curriculum design and

then in the subsequent teaching and learning process

(Bleakley, Bligh & Browne 2011:254).

These authors commend measures proposed by the International Federation of Medical
Student Associations (IFMSA) to increase patient contact throughout the curriculum by
integrating structured work-based (‘situated’ or ‘service’) learning with science learning
(ibid:255). This pedagogic proposal may facilitate transfer of concepts between abstracted
and practical knowledge forms in medical training; a suggestion taken seriously by Maton
(2014) in Legitimation Code Theory (LCT) [Chapters 11, 12]. Among other IFMSA proposals
that align with the humanist, patient centred, and social justice goals of The Charter include;
first, that medical education policy align with changing local population health needs; and

second, that the public be involved in policy making.

Critiques of medical education research summarized in Medical Education for the Future
(Bleakley, Bligh & Browne 2011) include the lack of theory development that can ‘challenge
assumptions’ of habitual, embedded modes of practice. These authors argue that research
should “go beyond the idea that restrictive mindset that theory only means hypothesis
testing” (:238). This quote refers to the reductive tendency in medical education research to
borrow positivist methodology from the medical sciences; supporting previous commentary
on obstacles to teaching students critical reflexivity (Wiles, Allen & Butler 2016). Instead, it

is argued, medical education research needs to view the field systemically; as a complex set
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of relations or ecosystem (Bleakley, Bligh & Browne 2011:233). Others critiqued the issue of
quality in medical education research, proposing evidence was needed “to guide scholarship
and practice” in order to know that “the right questions are being asked” (Prideaux & Bligh

2002:1114).

Bleakley, Bligh and Browne (2011) promoted social learning theories in medical education
research for their questioning potential; “to make the familiar strange” (ibid:238). Examples
of social learning theories include Albert Bandura’s Social Learning Theory, Lev Vygotsky’s

Theory of Social Development, and Pierre Bourdieu’s Theory of Practice.

The latter, | will argue [Chapter 5], offers validated conceptual tools for examining
differences in students’ dispositions, which have the quality of being ‘transposable’ — they
can adapt to change in the logic of a field or market, such as changing medical culture

(Jenkins 2002).

3.17 Summary: Literature Review

The will of the profession for greater social justice in medical practice, inscribed in The
Charter of Medical Professionalism, is widely supported, and related to real world problems.
Restoration of trust in the profession is the contractual goal of reforms. The task of usurping
false consciousness in modern medicine in relation to dynamic social inequities affecting the
human condition, is an incompletely understood and complex process of transformative
learning. Students’ loss of altruism or empathic concern for patients’ social disadvantages
tends to increase during medical training as medical students ascend the professional

hierarchy. Attributed to a ‘hidden’ curriculum, moral ambivalence may be the result of
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relegation of the patient and societal contexts to the margins in a largely biotechnical
medical education. The hidden curriculum can capture the student imagination, and
dissimulate prosocial values. Empirical research of education programs aiming to instil

humanist values reported failure.

The normal age-related development of critical consciousness may be delayed or deferred
in medical students, and is a gap in the literature of high importance to medical education.
Diversity of students’ social identities need to be taken into account when studying critical
perspective transformation. The ‘millennial generation’ are considered more tolerant of
identity differences than prior generations; and while male medical students tend to apply
justice reasoning, females apply care reasoning to ethical dilemmas. The ethical sensitivity
to recognise moral dilemmas, and ethical reciprocity, are considered the main preconditions
for moral dialogue and ethical argumentation. Justice sensitivity can require sociological
imagination of the distressing and unfair sociopolitical conditions that structure health
outcomes and get ‘under the skin’ of socially marginalised, stigmatised and underserved

populations (Hatzenbuehler et al 2013).

‘Structural violence’ or injustice can be perpetrated by meanings configured in unreflexive
knowledge organisation for educating professionalism (Tennis 2013). Increasing patient
contact throughout the curriculum was regarded promising for contextualising students’
social health learning. ‘Situated’ service learning in contexts of social disadvantage have
good evidence of efficacy when supported, yet opportunities for engagement in service
learning are not equitable. The Charter may call for a dualism of biomedical and sociological

science knowledges for reasoning local and global health solutions; integrated into a
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holistic, ethical praxis of professionalism. Prosocial change in professional culture is
theorised to be a gradual, tangential process of change in discourse or stance; requiring

leadership from the dominant group, in solidarity with less powerful others.

Problem solving of moral dilemmas of global or local health may advance students’
development of critical consciousness. Epistemic reflexivity to discern how sociopolitical
conditions shape medical phronesis may be a key skill for SA praxis. Medical students are
considered cognitively capable of the required systematic reasoning for SA problem solving;
and at undergraduate level are forming their own political identities. Social theories of
learning hypothesise prosocial change in identity to be fostered in proximity to prosocial
peers, and maintained in prosocial peer-led student groups external to the formal program.
Which curriculum matters for learning of social justice needs in health care and health
production remains unresolved. Critical reflexivity on patients’ lives is regarded a key SA skill

for recognising equity needs, and delivering humane medical care.

The literature review affirmed the validity of the WP agenda in medicine for introducing
discourses of social health and illness into a bioscience dominated curriculum. Beneficial
effects on clinical reasoning were expected from integration of SA phronesis into medical
management; and to broader intersectoral population health reasoning. Prosocial students
are expected to accrue reciprocal benefits from curricular support and engagement in SA
practices. Benefits for the individual student may include avoidance of identity dissonance
and marginalisation (or fractured habitus) by the dominant professional culture; and

fulfilment of the promise of social diversity participation and usability in medical education.
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The communicative, cognitive and affective tasks of SA professionalism may be elucidated
by critical theories of practice and associated philosophies of justice and care applied to
both students and patients. Transformative insights to SA are sought from participant
cohorts differentially socially situated by; a. secondary /postgraduate educational status;

b. insider /outsider professional status; c. high and low social equity status; and, d. pre- and

post-curriculum structuring principles.
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CHAPTER FOUR:
SOCIAL THEORY OF PROFESSIONAL PRACTICE

4.0 Introduction

In this chapter, | outline how Bourdieu’s theory of practice and Sen’s theory of social justice
as capability can provide a sociological explanation of diverse medical students’ perceptions
and aspirations for SA practice. These critical theories form the principal lens in the
theoretical framework for analysing structuration of prosocial agency among participants
from diverse social positions that volunteered for the study. The resulting theoretical

framework is developed in full in Chapter 5.

A number of medical education academics have implored a role for sociology research in
medical professionalism and ethics education (Bleakley, Bligh & Browne 2011; Emmerich
2013). Understanding some of sociology’s fundamental premises can make this claim more

accessible.

e Humans are biological organisms, dependent on and interacting with the biophysical
contexts within which they develop

e Humans are social organisms, embedded and developing within patterns of relations
of interdependence

e Human brains are exceptionally dynamic... people not only can learn but must learn
from others to survive and develop normally

e Human persons are dynamic. While they exhibit apparent stability at some levels,

their characteristics [are] always open to change.
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(Kasper 2014 np)

In the study, | reflect on these premises in relation to both the study participants and their
patients that will require SA measures to meet equity targets in modern health systems.
Participants from diverse social backgrounds, can find their adjustment to the culture of
medicine (the ‘rules of the game’) relatively easy or difficult, depending on their “fit’ to
prevailing characteristics of the field. For diversely positioned citizen-patients in a society,
capacity for coping with social stressors in the lifeworld can affect mental state, capability to
function autonomously, and iliness outcomes (Marmot 2005). Intervention in socially
produced illness to offset excess morbidity and mortality is the humane purpose of SA
medical praxis. The inculcation of responsibilities relegated to physicians by The Charter

requires thoughtful, critical pedagogy by educators of medical professionalism.

4.1 Bourdieu, reproduction and change in professional culture
Pierre Bourdieu, a prominent French sociologist of the 20th Century, developed a taxonomy
of terms to map his theoretical ideas and report on empirical studies. His work, applied to

HE, exposed the production and reproduction of power, and therefore societal inequalities.

Bourdieu employed the term habitus to refer to an individual’s acquired ‘set of dispositions’
or ‘internalized cultural schemas’ derived from formative familial and social environs of
childhood (Bourdieu 1993). Habitus was conceived as the individual’s ‘core’ perception-

shaping apparatus, serving to link agency (the individual’s capability to act) meaningfully
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with society’s diverse structural surfaces. The capacity of habitus to give an individual power
in a social field was theorised to occur by two means. Each habitus is differently endowed by
financial and non-financial capitals; and by the confidence to negotiate fields of power or
structures. The family, although particularly the mother if it was her time invested in the
child’s best interests, was the likely source of cultural capital (Reay 1998): the sense of
home, belonging, or ‘taste’ as Bourdieu (1984) saw it. A medical student with physician
parents will be more familiar with the machinations or ‘logic’ of the medical ‘world’ than a
student whose parents are say, welfare workers. The first student knows ‘the rules of the

game’ (Bourdieu 1977) and can play to own advantage following the parents’ curriculum.

The concept of habitus was devised to explain how individuals may be ‘fit or unfit’ or have
“a sense of place” (Hillier & Rooksby 2005) for practice in a particular social field, such as the
medical profession. The habitus concept attempted to avoid the determinism implied by
one’s dispositions in a strict ‘structures -> dispositions -> practice’ explanatory framework
(Edgerton & Roberts 2014:193). Instead, habitus was intended to provide a more dynamic
account of social practices. In Bourdieu’s lexicon, habitus structures a participant’s approach
to any given context, habitat, or field in society while also giving structure to the field in
which it operates. Hence, a ‘structuring structure’ is the way Bourdieu (1990) described

habitus; indicating the dynamic, interactive quality of his structure-agency construct.

A key insight here, with regard to SA practices, is that non-traditional or ‘outsider’ students
are hypothesised to ‘give structure to’ or change the field of medicine. A student with a
parent in community welfare was likely more socially aware than ‘insider’ children of

physicians; of conditions of inequality and injustice, the machinations of poverty, welfare
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dependency, violence and illness. By the same token, ‘outsider’ students may undergo
habitus change towards the status quo of medical culture; potentially at some personal cost

(Bourdieu 1990).

Importantly, although habitus is relatively stable over time, predicting the reproduction of
the dominant culture in new fields (be it a ‘biopsychosocial model’ or ‘socially accountable
model’ of medical practice), habitus is considered to be open to reflexivity (self-monitoring)
and adjustment, or change (Sweetman 2003). Reflexivity therefore becomes an important
focus of the theoretical framework produced in Chapter 5; reflecting the importance in the

study of change in participants’ discursive engagement with The Charter’s professionalism.

To illustrate use of Bourdieu’s toolkit in the professions, | sketch a published example of
social change analysis in the kindred field of law. Hilary Sommerlad (2007) employed a
Bourdieusian social analysis to produce a succinct account of the professional adjustment
process experienced by students from diverse social backgrounds entering law studies in the
United Kingdom. As in medicine, students were entering a field “once clearly the preserve of
white middle-class males” (ibid:193). Sommerlad compared three explanatory models of
social relations; a. models of transformative agency that imply “a weakening of the social
stratification of access to resources” (:193); b. traditional models that emphasise ideology;
and, c. structural accounts like Bourdieu’s that emphasise “the ways in which existing power
relations are maintained through adaptation to historical change” (Sommerlad 2007:193). In
Bourdieu’s framework, a social ‘field’ such as medicine or law has historical status, a social
contract granting ‘professional’ autonomy, and practices “strongly patterned by traditions”

(ibid:194). These practices constitute a doxa; “everything that goes without saying” (Grenfell
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& James 1998:126), formed by “taken-for-granted presuppositions” (Sommerlad 2007:194)
of the field’s structure. As in medicine, ‘hegemonic professionalism’ persists in U.K. law
despite recent losses of the profession’s autonomy, prestige and income; changes forged by
a new economic order wrought by transnational trade and neoliberalism (ibid). Sommerlad
(2007) cited decline in pro bono legal aid services a ‘social good’ lost in this crisis. Another
modernising change the professions shared was the democratic opening of admissions to

women and diverse, non-traditional entrants; the WP agenda.

In her study, Sommerlad (2007) researched the processes of professional identity formation
of outsider students entering law at low-ranked UK universities. Her enquiry investigated
whether the generative capacity of habitus could result in outsider students subverting and
contesting normative legal professionalism (:195). This has relevance for the current study
of medical students of diverse social identities entering medicine. Sommerlad (2007)
recognised a tension between the disembodied nature of ‘professionalism’ and power
relations in legal workplaces; “imbued with race, class, gender and other social categories”

(ibid:194).

Bourdieu’s framework envisages the advantages that habitus brings to a field (such as law or
medicine) as different forms of embodied capital. These are termed a. cultural e.g. dress,
conduct and tastes; b. social e.g. class status, place of residence, networks; c. economic e.g.
income and assets, and d. symbolic. Symbolic capital referred to one’s position of respect in
hierarchies of public categories such as state, business, profession, arts or sport. ‘Capital’
commodities could be traded to gain greater access to valued symbolic resources such as

power, titles, and social prestige (Bourdieu 1990; Murray et al 2012).
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Bourdieu recognised how an individual’s accumulated set of economic, social and cultural
capitals, invested in education, could expand one’s cultural capital and life benefits. One’s
capital resources then acquired a “band of more or less probable trajectories” (Bourdieu
1990:85) for social mobility that maximise future capital assets. Bourdieu’s research
revealed differences in habitus were class-based, underwritten by various ‘amounts and
types of capital,” and generated “orientations, inclinations and dispositions that organise
practices and the perception of practice” (McDonald 2014:903). In this way, individuals

came to ‘know their place’ in society, but could aspire.

Sommerlad (2007) designed her study of ‘outsider’ law students to

track career developments in career aspirations, perceptions of the legal professional
field, and levels of attainment during and after the vocational training stage and into

qualification

(:196).

Questionnaires collated socio-demographic details of law students entering legal practice;
their motivations, intentions and successes in gaining training positions. Forty-five percent
(45%) of participants self-identified as ‘working class’, and half of all students were F-i-F to
attend university (Sommerlad 2007). Interviews with selected individuals were conducted at
regular intervals, and focus groups were conducted with participants selected by shared

social characteristics; all females, all non-white, et cetera.
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In addition, to elicit tacit understandings of the legal profession, Sommerlad (2007) asked
students to discuss, write and draw their impressions of ‘solicitors’ (:197). Despite
‘repellent’ depictions of solicitors, many students “expressed enthusiasm for becoming
solicitors” (Sommerlad 2007:202); were compliant with normative professional habitus in
dress, conduct and speech; enjoyed the cultural capital of legal status; and had a preference
to enter highly paid corporate law. One female outsider student expressed social justice
ideals but planned to go into corporate law: a transformation Sommerlad (2007) termed
“the displacement of a value rationality by a calculative rationality” (:202). Other female
students were wary of entering a male dominated field like corporate law, and this ‘identity
dissonance’ was resolved by a preference for entering small law practices. Many outsider
graduates faced obstacles in joining a law firm; based on age, class, ethnicity and gender. An
older graduate with intersectional identities was struck by what Sommerlad (2007) called
the “profession’s irrational devaluation of unconventional experiences and skills” (:209).
This has relevance to Flinders medical students in this study, the majority having an initial
degree, career and adult life experiences. Sommerlad’s study (2007) also has implications
for the study of ‘outsider’ medical students; to postulate whether they would abandon
social justice values to support a ‘corporate rationality’ of medical practice; and how they

might reconcile the inherent philosophical differences.

Reay (2015) delves into a psychosocial understanding of habitus, informed by Bourdieu’s
claim that human dispositions derive from (unequally) “being exposed to the world” (:12).
“We are disposed because we are exposed” (Bourdieu 2000:140-141; Reay 2015:12). The
insecurities and risks of “lesion, emotion, suffering, sometimes death” (Reay 2015:12) that

underlie our passions and drives, mark “affective transactions between habitus and field”
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(:12). This insight resonates with ‘intersectionality theory’, which valorises the perceptions
of individuals having multiple oppressed identities or positions in social space; for example,
stigmatised gender and race (Crenshaw 1993). An intersectional lens helps social theorists
explore the lived complexities of inequalities, including structural barriers, and how they are
resisted or subverted by individuals (Webb et al 2017:151). Reay (2015) addressed how
different ways of ‘being exposed to the world’ may produce affects related to social

injustice, in terms that may also apply to medical student participants in this study.

[TIhe impact of these affective and psychological transactions becomes sedimented in
certain habitus, so, for example, the learning that comes through inhabiting pathologized
spaces within the field often results in a predilection of shame, fear, anxiety, or righteous
indignation, while the internalization of social inequalities in the privileged can result in
dispositions of superiority, entitlement, disdain but also a predilection for guilt,

ambivalence and discomfort.

(Reay 2015:12)

A professional concern arising from Sommerlad’s study of the experience of U.K. students
from working class backgrounds in HE, regards the struggle students can have as a result of
a divided habitus (Bourdieu 1999:511). Students may find they perform well educationally,
yet feel uncomfortable reconciling their success in HE (a field generally perceived ‘not for
the likes of us’) with their natal cultural identities (Reay 2015). Enticingly, this observation
suggests a divided habitus may become whole when a physician from a non-traditional

background practice in contexts proximal to the cultural class of their natal background.
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In distinction, Reay (2015) described how privileged middle-class students may experience

aversion to less fortunate others (i.e. the majority of public patients);

their relationship with their working-class other inscribed in white middle class habitus is
one in which dispositions of empathy, pity, and openness are at constant risk of being

overwhelmed by fear, contempt and, in some cases, repulsion.

(:17)

Yet these middle-class families can also tousle with a divided habitus; one marked by
ambivalence. On the one hand, they can prefer their child to maintain distance from
working class students; on the other, they may espouse a more equitable society (ibid). The
emotional costs of divided loyalty was described by Reay (2015) as “fear of getting too close
to need” and “anxiety about being contaminated by poverty and lack” (:20). Compared to
working-class students, white, middle-class students likely have a more flexible habitus
preparing them for unfamiliar fields. Yet, they can be more vulnerable to pressures on
habitus that can result in “repression, sublimation and defensive responses” (ibid:20); or

what Sennett & Cobb (1972) term ‘the hidden injuries of class’ (ibid).

Reay (2015) related conflicts in the habitus to the neoliberal context of HE and considered

how this may impact participants’ prosocial dispositions.
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Dealing with the tensions generated through the contradictory interplay of cooperation
and competition, consumerism and welfarism (Miller 1993), leads to a white middle-class
subject torn between an acquisitive self-interested self and a more altruistic public-

spirited self

(:16).

These tendencies can be identified from participant responses to clinical hypotheticals
posed in the study. The above quote suggests the affective or psychosocial nature of habitus
may be activated in students from non-traditional class (WP) backgrounds by attempts to
internalise the neoliberal norms of the prevailing medical and social culture. How students
resolved these conflicts may also relate to their choice of ‘type of medical professionalism’

(Wear & Aultman 2006); an idea | develop in the theoretical framework [Chapter 6].

Bourdieu’s theory of practice is predictive rather than deterministic and can bring into focus
an ecosystem view of medical education. In Bourdieu’s schema, each field has its own rules,
“governed by their own logic of practice” (Thompson 2014:90). An uneven ‘playing field’ is
“riven with tensions, debates, oppositions and alternative doxa” (:90). Recalling the quote
describing reform of medical education as “reform without change” (Swanson 1989),
Bourdieu pointed to the dual processes of education as both a site of production of new
knowledge (such as SDH ) and a site of reproduction (of doxic positions in medicine that
‘play the game’ for field-specific capitals) (Thompson 2014:90). The capacity for evolving the

professional contract to novel circumstances is implied here.
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Reflecting Bourdieu’s optimism about the possibility of change, Thompson (2014) made the

observation,

it is possible to be positioned to carry out the prevailing logic of the field, and to do so,
but at the same time take up a doxic position and adopt a partial practice which runs

counter to that which prevails in the field (Thompson & Hall, 2011)

(:90-91).

The idea of tangential change offers hope that medical practices can reverse contemporary
health system shortfalls. But will hope depend on reaching a ‘critical mass’ of shared
physician values for SA? (Ahlquist 1996). Or, will societal changes and ecological threats

force change in medical culture? Bourdieu’s theory attests

symbolic power maintains its effect through the mis-recognition of power relations

situated in the social matrix of a given field

(Online Cambridge Dictionary).
An example of critical ‘mis-recognition” was an engineering faculty reaching its gender

equality target or ‘critical mass’ of women in its courses, but with no change in the male

norms of engineering culture (Stolk et al 2017). Their studies show
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gendered typing of engineering abilities causes stereotypically feminine competencies
such as ethics, social consciousness, health and safety, diversity, and communication to
be devalued or marginalized by men despite the centrality of these competencies to

engineering practice

(Stolk et al 2017 np).

A ‘critical mass’ effect implicitly relied on the ‘minority group’ to make change in powerful
structures like culture (Stolk et al 2017). In distinction, a ‘critical act’ (Dahlrup 1988), such as
positive affirmation or empowerment of minority group values, involved examining ways in
which the dominant group can assist in “shifting culture” or “lowering resistance to change”
(Stolk et al 2017 np). This suggestion may prove useful to theorising change in professional

ethos through empowering the capabilities and usability of WP students.

The reproduction and accumulation of ‘capitals’ —in Bourdieu’s social theory; the collective
social, cultural, financial and symbolic resources an individual brings to the field; predicts
graduates with the habitus for the traditional culture of medicine seek highly paid positions
in close proximity to major cities; the centres of cultural production. This is not the usual
province of PHC physicians, who in comparison earn less, and are located in socially isolated
and culturally poor rural and remote areas. Many rural physicians feel the urge to return to
cities to further their children’s education and meet own social and career needs (Cano et al
2021). Yet, despite his depiction of the enduring nature of habitus, Bourdieu (1977) noted
how it can change; practitioners and their families can find medical practice and lifestyle in

rural underserved areas rewarding, and stay for the long term.
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In recent times, Bourdieu’s emphasis on culture as a means of class reproduction has come
under scrutiny. Bourdieu’s theory of practice suggests that aspiration and status anxiety can
compel the upwardly mobile to reject the cultural identity of their class origins. Yet, in some
countries, the socially mobile are more likely to be cultural omnivores, as this may confer
social benefits (Friedman 2012). Furthermore, in contradistinction to the social reproduction
function that Bourdieu observed, education is a SDH and can act as a vehicle of social class

mobility.

Critical social theorists attest to the potential for structural changes in society, related to
learning by critical reflexivity. In this study, this implies learning by moral deliberation on the
values of medical education embodied in its diverse students. The importance of reflexivity

and misrecognition to SA professionalism is prominent in the study design (Chapter 6].

4.2 Sen, social justice and capability
Amartya Sen, an Indian social philosopher, reviewed Rawl’s theory of justice in relation to
the lower caste poor of the sub-continent. Capability, Sen suggested, refers to “the freedom

to pursue ways of being and doing the individual has reason to value” (Hart 2013:49).

In theorizing how change occurs through education, Hart (2013) indicated that Bourdieu’s
conceptualization of different forms of capital complements Amartya Sen’s ‘capability
approach’; and applied the frame to analysis of how students’ capital assets may be

converted into capabilities. Hart (2013) quotes Terzi (2007:37), who argued “the capability
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to be educated is fundamental and foundational to different capabilities to lead a good life”

(:66).

Although education research employing a capability approach is still developing, it suggests
a means for medical professionalism to gain from diverse student discourses of the social
‘health-illness’ dialectic. Capability is particularly important to social justice, as it infers the
ability and willingness to act. Hart (2013) outlines the difficulty of measuring capabilities
compared to other measures of development, but reports progress in this area that led to
her research framework for education. What capability for social justice professionalism
may require, in educational terms, is the transfer of schematic knowledge to a broad range
of health contexts, to build cumulative knowledge of SA praxis. Aside from curricular
knowledge, students’ social justice dispositions and prosocial motivations need to be

supported by curricular structures and professional(ism) pathways.

Students may be diversely drawn to the doxa of the hidden curriculum or to prosocial
curricular structures; but developing students’ capabilities ought to be the social justice goal
of medical professionalism educators. To operationalise pedagogy, Hart (2013) proposed
combining Bourdieu’s critical social theory with Sen’s capability doctrine promoting equity

as ‘capability to enact values’.

This formulation, of freedom to act in preferred ways of being, permits personal justice and

aspirations to align medicine with the goals of SA. Other transformational and critical theory

considerations may attach to this framework, as considered in the next chapter.
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4.3 Bourdieu and Sen: capability to aspire
‘Capability to flourish’ as a synthesis of Bourdieu and Sen’s theories (Hart 2003) may relate
in part to participants’ capital assets (Bourdieu 1977), equity identities (Intersectionality

theory), and constructive alignment of personal and vocational values.

Students’ freedom capability (Sen 1999) describes the agency to choose with undivided
habitus (including prosocial ethical capital) a plan of action for one’s life; more or less free of
structural constraints. | intend this wellbeing concept to apply to medical students and the
public they ‘treat’ - to signify reciprocal justice. | conjecture ‘freedom capability’ maps onto
participants’ preferred ‘type of medical professionalism’ (Wear & Aultman 2006); although
in reality, the student’s ultimate professionalism may be a composite of these ‘types’. In
Chapter 9 [Results], | chart participants’ choice of ‘type of medical professionalism’ with
their equity identities, to discern how subjective social position may link to the aspiration to

work in an area of healthcare need.

Graduates with prosocial aspirations are hypothesized to seek to invest their knowledges,
values, and identities into a meaningful gestalt. A conclusion reviewers drew from Hart’s
‘Sen-Bourdieu’ analysis suggested “that aspiration operates as a meta-capability, an
important capability in its own right, and a functioning” (Unterhalter, Ladwig & Jeffrey
2014:136). Furthermore, meta-capability implies an ability to transfer knowledge forms
from one situation, problem, case or context to another. Habitus is a dynamic, adaptable
concept, and Bourdieu’s theory of practice (1977) informs medical educators wanting to

nurture the diverse capabilities and aspirations graduates bring to medicine. Aspiration for
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social justice, empowered by sociological imagination and critical thinking (or CC), may be

the meta-competence likely to enable SA professionalism.

Solbreke et al (2016) held that “capacity for critical thinking has been proposed as one of
the most important formative outcomes of higher education” (:29); and suggested the
project of developing professional responsibility required physicians and educators to
deliberate on their “role as engaged citizens in current societies” (:36). Sen’s capability
approach (1999) can inform the vocation of social actors aspiring to correct global and
societal health inequalities. The inclusion of eclectic student and patient voices, stances and
knowledges into a dynamic conception of curriculum (Baron 2018), is an ethical issue | take

up in the Discussion [Chapter 12].

In the following Chapter, | construct a theoretical framework for analysing participant data
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CHAPTER FIVE: THEORETICAL FRAMEWORK

5.0 Introduction

In this chapter, | outline a set of propositions for explaining variation in medical students’
prosocial professionalism: how moral development, social position, conceptual and critical
thinking, and structural constraints, may distinguish participants’ responses to the study.
Constructing these ideas into a theoretical framework aims to capture axiological (values),
ontological (ways of being), and epistemological (knowledges, points of view) aspects of

participants’ perceptions of their professional responsibility for SA praxis.

Bourdieu’s social theory of practice (1977) offers a suitable methodological toolbox for
examining variation in agency potential or power; and Sen’s capability approach (1999),
expected variation in empowerment among diverse study participants in relation to the

discursive structures of medical education, medical professionalism, and neoliberal society.

The contextualising of medical education to meet shifting social needs in society is essential
to the framework analysis; hypothesised to require students gain a critical, sociological
imagination of health inequalities and remedial actions, to supplement biomedical science
imagination of the human body. Transformation to a SA paradigm of professionalism was
thought to occur when students questioned their own assumptions and ‘tried on’ different
points of view or discourses (Brown 2013). The process of transformation, shift, or ellipsis of
habitual dispositions (Bourdieu 1977) toward particular discourses is complex but accessible

through the following multi-theory framework.
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In the following sections, | discuss theoretical accounts of professionalism education as a
prelude to devising a suitable ‘theory before’ framework (Meyer & Ward 2014) for the
study. Theoretical discussion anticipates the diverse conceptual frameworks participants
may apply to study questions of the sociopolitical structuring of health and health care.
Theory needs to scaffold both the sociology of societal health and medical inculcation of
professional values between the First and Final Years of education. The resulting mixed
qualitative-quantitative study draws from participants’ social identities and perceptions of
The Charter as a formal change in professional requirements, with implications for medical

practice.

| begin by discussing fissures in the existing paradigm of medical professionalism, and
theoretical approaches to understanding how diverse medical students may negotiate
expectations of social justice practice. Configured as ‘transformative learning’, the study
questions the complementarity of practices of SA and biomedicine; participants’ intrinsic
knowledges, capabilities and aspirations for social justice practices; the meta-competence
of knowledge transfer from one clinical context to another; and potential benefits to

medical students and patients of the new professionalism.

5.1 Problematising the theoretical basis of professionalism
Medical professionalism, the term describing the moral codes of conduct expected of
physicians in their relations with patients and society, was founded in an historical social

contract. While much professionalism education is directed to the virtues of ‘the good
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doctor’ (proscribing ‘bad’ doctoring), little attention has been given to the knowledges,
values and aspirations students bring to their practice. The learning of professionalism, its
knowledge and conduct, is thought to be role-modelled by more experienced physicians
teaching in clinical contexts, guided by situational learning theory (BEME Guide #25 2013).

However, a Best Evidence Medical Education Guide (BEME) literature review revealed

no unifying theoretical or practical model to use as a format to integrate the

teaching of professionalism in to the medical curriculum

(ibid).

A BEME systematic review of ‘teaching’ of medical professionalism reached the following

conclusions;

e There is still no unifying theoretical or practical model to use as a format to integrate
the teaching of professionalism in to the medical curriculum.

e Professionalism is learned most effectively through the influence on students of
clinicians they encounter in the course of their education

e Situated learning theory is the best theoretical basis with which to develop a
teaching program for professionalism.

e While it is generally held that professionalism should be part of the whole of a
medical curriculum, the specifics of sequence, depth, detail; and the nature of how
to integrate professionalism with other curriculum elements remain matters of

evolving theory.
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(Birden et al 2013:e1252)

In relation to this study, these conclusions can be problematised on four fronts. The first is
the emphasis on the teaching rather than the learning or enculturation of professionalism;
secondly, the implied tabula rasa or blank mindsets of proto-professional students entering
medicine; thirdly, the implied abundance of humanitarian physician role models; and finally,

the unreflexive portrayal of situated learning theory as a fully realised explanation.

In regard to the latter, the original description of ‘situated’ learning, devised by Lave and

Wenger (1991) regarded learning less a mental process and more

a relational matter, generated in social living, historically, in social formations whose

participants engage with each other as a condition and precondition of existence.

(ibid:95; Bleakley et al 2011:47)

Browne & Bligh (2011) proposed this idea of situated learning;

Learning is then about a mutually transformative relationship between work and identity
and is primarily ontological — focussed on issues of existence and relationships such as

‘being’ and ‘becoming’ (Bleakley 2010b).

(Browne & Bligh, in Bleakley et al 2011:47)
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Hence, ‘being and becoming’ a medical professional occurs in a ‘community of practice’
(Lave & Wenger 1991) with other professionals; and is exemplified by small group, problem-
based learning (PBL) in pre-clinical medical education. This depiction describes reproduction
of a status quo medical professionalism, but could equally portray professional renewal in
which humanism is exercised in a ‘community of practice’ —in dialogue with patients and
society. The BEME review (Birden 2013) refers to the biopsychosocial paradigm of medical
professionalism; the dominant form of which is centred on the individual patient, carers and
family: a context of disease and recovery from illness. More contemporary professionalism
locates the health subject in global ecosocial networks that unfairly reproduce power and
inequality, morbidity (illness) and mortality (death): contexts of health production amenable

to change.

Additionally, the study has implications for the “potentially dividing structural differences”
(Wilson-Strydom & Walker 2015:6) of curriculum and pedagogy for particular students. |
have discussed studies of the WP agenda, focussed on equity in the selection of medical
students; sourcing students from diverse social backgrounds as a means of producing
graduates best suited to health service in disadvantaged communities. However, little
research attention has been given to the tacit, ‘embodied’ knowledges, ways of being,
languages and meanings students of diverse socio-economic class, gender, sexuality and

ethnicity bring to their courses (Gale 2012).

This draws attention to participants’ social identities, and how social position can make

‘outsider’ status to HE, and medicine in particular, an unfair burden for entrants. Position is
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based on working class (Reay 2009; Lehmann 2014), colour or race (Beagan 2001), culture
(Faulkner & Crowhurst 2014), and policy exclusion (Razack et al 2013). There are reports of
sexual harassment of women students in medicine effected by physician educators, patients
and families (National Academies of Sciences, Engineering, and Medicine 2018). Hence, |
draw on the geography of participants’ diverse social positions to theorise ‘situated’
knowledges of the social world that contribute to understandings of SA. Conceptualised as
HE curricula, critical experiences can be internal to the medical school; or external, in
diverse extra-curricular experiences. However, it is the formal medical curriculum that

legitimises particular discourses that construct the graduate professional (Maton 2003).

Situated learning theory “refers to theoretical frameworks which argue that knowledge,
thinking, and learning are situated (or located) in experience” (Durning & Artino 2011:188).
Sociocultural learning theories value the authenticity of the context or environment in
which learning takes place; and to the mental processes of engaged students. The main
features of ‘environment’ include ‘capable others’; and, a set of conditions that derive from
empirical research conducted by Lave (1991) into ‘communities of practice’. ‘Communities
of practice’ refer to workplace learning practices “with and beside others” (ibid); a concept
verified empirically by Boud & Middleton (2003:194), yet being possibly one explanation
among others. Much of this ‘situativity’ research was conducted with participants in HE
(Biggs 1996), in professional courses (Boud & Walker 1998), and in workplaces (Boud 2003).
Learning by reflection on experiences, in interaction with others, and in authentic workplace
environments, is regarded productive andragogy or adult learning practice. Instead of
learning ‘de-contextualised’” knowledge, students’ pre-constructed cognitions are brought to

the learning context to be challenged (Biggs 1996).
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The medical education ‘context’ of learning clinical skill expertise was examined by Durning
et al (2010); however, ‘context’ for medical praxis of SA was less well elaborated. The task of
accommodating knowledges of the biological science of medicine and lifeworld science of
sociology requires a novel conceptualisation of context. Boud & Walker (1998) referred to
context the “total cultural, social and political environment in which reflection takes place”
(:196). This is an entry point for critical social theories, to contest “the many features [of
context] which are taken for granted and normally invisible on a day-to-day basis” (:197).
These variables include the ‘personal foundations of our experience’ (akin to habitus);
“assumptions we hold about ourselves and others” (:197), the language of the lifeworld
(Von Uexkiill 2001), and social distinctions that stratify people’s experience of society. These
variables are attributed to ‘embodied learning’ that occurs in contexts of family, groups, and

pluralistic societies during human growth and development.

Relevant to social justice learning are critical discourses that allow

learners to develop skills to make sense of what is happening around them, recognise

diverse viewpoints and know how to deal with uncertainty and complexity.

(Brown 2013:2)

This is regarded an active learning process that occurs in discussion with others; to “enable
learners to explore ideas on their own terms... and construct knowledge” (ibid:3). It may

also occur when physicians from a more privileged social background than the patient (a

219



common occurrence) attempt to understand what life is like for disadvantaged patients
(Béhague et al 2020). In a secure environment, a form of dialogic communication can be
established to develop trust and therapeutic relationship with the patient. Fundamental
drivers of health in the patient’s lifeworld can surface, and be dealt with. Physicians from
the same social class as the patient can expect to find this ‘health-illness dialectic’ more

legible; indicating a semiotic meta-capability (Rafieian 2010) for SA praxis.

However, the orthodox practice of interpreting a patient’s symptoms (verbal symbols of
illness) and signs (physical changes in the body signifying disease) tends not to take into
account signifiers of the patient’s experiences in society (ibid). The latter, termed Umwelt
(Von Uexkiill 2001) or lifeworld, can be thought of as a ‘semiosphere’ (Hoffmeyer 2010) — an
orb of signs encompassing the individual’s world, directing engagement with the changing
environment. Mind makes vital and moral meanings and predictions from the semiosphere,
and behavioural responses follow. Signs may include the unfair distribution of societal
goods; and other structural conditions that communicate embodied meanings, affecting
human health across the lifespan. Recognition of these adverse structures involves

physicians in restoring justice (Marmot et al 2013).

A pedagogy cognisant with SA may be informed by the moral perceptions that socially
diverse medical students, in their orientation to human health, may regard reasonable
justice. It is this idea of the ‘social’ | aimed to examine in a ‘theory-driven’ approach to
qualitative analysis (Meyer & Ward 2014). The theoretical framework for the study aims to

account for the ontology or “nature of reality” (Muzzin & Mickleborough 2013:764),
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epistemology or “ways of knowing that reality” (ibid), and axiology or “contours of right and
wrong or morality and values” (ibid) derived from three main contexts in the lives of medical

student participants.

| deal initially with medical axiology, then the ontology and epistemology of the medical
training experience in an attempt to demonstrate their inter-relatedness. Contemporary
crises in global societies affecting health, contextualise the critical thinking that could inform

participants’ conceptions of social injustice.

5.2 Theoretical frames for prosocial professional values
An axiology or ‘theory of value’ describes philosophy for the study of goodness or valuation
(Stanford Encyclopedia of Philosophy). | propose three frames for examining development

of social justice values in medical student proto-professionalism, in response to The Charter.

| first define ‘value’ in opposition to the ‘value-based’ care described by Gonzalo et al (2017)
which refers to ‘value added’ to the U.S. health system by unpaid medical student work as
economic accountability to the public. This practice can support an unsustainable and

socially unaccountable health system paradigm, posing a disservice to medical students.

A. Developmental

The first of the axiology frames for this study is developmental; acknowledging medical
students’ moral maturation from quasi-independent youth to independent adulthood; with
the associated tasks of learning by socialization, partnering, and fashioning a career or

vocation, and lifeworld as a medical professional.
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B. Reflexive

The second frame is reflexive; in which students respond to the dispositions conferred by
their unique natal backgrounds, to deploy (with agency and power) acquired capitals and
capabilities for moral action. The ‘values reflexivity’ of interest are perceptions participants
derive from contexts of contemporary HE, medical culture, experiences of health systems

complexities, patients, and the sociology of health and illness in modern societies.

C. Prosocial

The third frame can be characterised as prosocial and relates to the contract of medical
professionalism guiding graduates’ relations with the public; including the service of social
justice and human rights (WHO 2017). This frame includes axiology referred to as the ‘social
accountability’ agenda of medicine (Boelen 2008; Boelen & Woollard 2011). It is based in
the profession’s historic contract with society to provide ‘health for all’; and recognises the

existential risks of contemporary, local and global ecosocial inequities.

5.3 Atheoretical framework for the CHAMP study
A critical theory framework for evaluating participants’ transformation to a social justice
ontology of medical and health practices is proposed to involve developmental, situated,

reflexive and moral processes. [See Table 5.1, below]

The re-purposing of medical education to meet the SA ethos of The Charter presents both

generic and particular challenges to every medical school. Diversity of student voices and
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embodied knowledges of the social world precludes a single pedagogical ‘entry level’ to the
new field. The new ‘rules of the game’ (Bourdieu 1977) may be located in the habituses,
discourses and the products of habitus of ‘outsider’ students; those from disadvantaged
class, gender, sexuality and ethnicity having non-traditional social backgrounds for

professional practice (Bourdieu 1977).

While some liminal concepts related to a SA phronesis may be assisted by a threshold
concepts framework (Meyer & Land 2005), developing CC for social inequity can entail a
committed shift in student identity and life plan (Mustakova-Possardt 2004). An ethos of
social justice among medical students is theorised to develop in the primary habitus-
forming, socialising context of the family; and secondary habitus in social experiences,
including prosocial peer groups, during the transition from childhood to adult maturation
(Wacquant 2014). Personal moral dispositions often mature during early adulthood;
coinciding with students’ undergraduate years (Kohlberg 1981). Religious and political
beliefs reinforcing particular topics of social justice sensitivity can be internalised at this
stage of development. Students’ developing autonomy, and broadening prosocial and
political conversations, can be particularly powerful in structuring internal schema of
perception, becoming new pre-dispositions of secondary habitus (Wacquant 2014). For
example, voluntarism and participation in prosocial medical student groups can catalyse and
reinforce social justice mindsets against a tendency by students to neutralise the value of
their own and patients’ social identities in their clinical phronesis (Lave & Wenger 1998).
Voluntarism can also potentiate “local autonomy and diversity” (Clarke & Butcher 2006:14)

to improve organisational performance in the new professionalism. In business models, this
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is a reliable means for re-configuring traditional, hierarchical management. Power shift to a

pluralistic model is seen as a “natural evolution of organisation form” (ibid:4).

In Bourdieu’s theory of practice, the unique set of transposable capital assets (and
associated capabilities) that each student brings to medical training as habitus can be
activated and modified by reflexivity - on self and background, the social lifeworld, course
and curricula, critical experiences, future career path, and lifestyle preferences. Not all
students were expected to possess ethical dispositions for social justice practices; but may
endorse collective aspirations for societal improvement in accord with Cultural Historical
Activity Theory [CHAT] (Vygotsky 1978). While prosociality can act as a human capital for SA
practice, habitual practice of reflexivity (Bourdieu & Wacquant 1992) - on self, knowledge
and social conditions - can assist prosocial physicians to assimilate into clinical decisions and
creative praxis, societal discourses relevant to contemporary ecosocial health needs. The

pedagogy informing socially accountable praxis is a secondary focus of this study.

Contemporary forms of social stratification distinguish categories of class (working, middle,
upper), socioeconomic status (SES), gender, sexual identity, ethnicity, and SDH inequalities.
For example, Intersectionality theory (Crenshaw 1993) can illuminate the role of (mainly)
female students with equity identities in medical education. In effect, social identity situates
people in unfair hierarchical positions in society; historically to distinctions of material value
(McLaren 2010), or to distinctions of cultural legitimacy (Bourdieu 1984; Wacquant 2014).
For example, while entry to medicine has traditionally been the cultural province of males
from middle class backgrounds, high academic achievement may now furnish working class

students cultural capital for entry to the profession.
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Table 5.1 Features of sociological, cognitive and motivational theories for evaluating
participants’ critical reflexivity on social justice and health.

Ontology

Practice
(Bourdieu 1977)

Capability
(Sen 1999)

Conscientization
(Freire 1973)

Pedagogic rights
(Bernstein 1999)

Critical realism
(Bakhtin, Archer)

Cultural historical
activity theory

(Vygotsky)

Threshold concepts
(Meyer & Land 2005)

Developmental

Habitus & capitals

(dispositions & distinctions)

Capability to flourish
vs.
Stigma, oppression,
chronic stress.

Oppression,
intersectionality,
hegemony.

Inclusion,
participation,
belonging,
confidence.

Empirical,
dialogical knowledge
of reality.

Internal conversations,

activities and change.

Formative

perceptual categories.

Reflexive

Doxa, illusio,
& field constraints.
Recognition.

Prosocial
‘capability set’

Critical pedagogy,
critique of hierarchy
& power.

Discourse of
social order and
possibility.

Ecosocial
mechanisms

Situational
improvement,
& future
orientation.

Concept analysis,
liminality of
socio-political
processes.

Moral

Alignment of habitus to
practice in a new field

Freedom, imagination,
aspiration,
equality, rights,
reciprocity.

Critical consciousness.

Learner autonomy,

aspirations,
actions in the world

Truth-seeking

Social stance &
collective imaginaries
of a better world.

Transformed
worldview,
empathic othering.

Table 5.1 (above) displays seven sociological theories of learning that modulate agency and

structures in the (trans)formation of medical students’ professional practice orientations.

Knowledge of students’ ideas of social action (Weber 1947) as motivated by desires,
emotions, goals, or values, may assist the organization of rational, professional actions on
social inequities. However, motivation of students’ ethical capabilities into aspirations (Hart
2003) for social justice actions may rely on legitimation of SA discourses and practices in the

formal curriculum (Bernstein 1999).
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Bernstein’s theory of curricular justice (Bernstein 1999) highlights structural barriers that
can marginalise subordinate voices in medical education; voices and discourses that could
assist the scaffolding of meaning from the social lifeworld for team-based learning of a SA
phronesis of clinical medicine. Empirical learning can occur during informal experiences and
voluntary service learning programs bring novice learners in relation to social disadvantage.
Social justice learning is reinforced by critical refection on novel, so-called fuzzy experiences
that expose the machinations of power in society (i.e. structure vs agency; unfair social
inequalities; social, cultural and commercial health determinants); and on global forces that

create inequalities impacting on human wellbeing.

However, reflexive practice (Bourdieu & Wacquant 1992) rather than reflection-on-practice
(Schon 1983) is proposed to capacitate trainees’ functional abilities to ‘read and respond’ to
change in the social conditions of health production. This idea extends the praxis of clinical
communication in medicine to the signs; not only of bodily disease, but also to impacts on
health of ecosocial and political factors active in the patient’s lifeworld. How these signs are
interpreted and make meaning (semantics) to the patient are theorised to complexly modify

the human stress response.

‘Epistemic reflexivity’ was the education term Bourdieu (1990) advocated for problematising
information. This critical cognition skill set and its components (e.g. empathic acuity) may be
necessary learning for students and health teams to discern professional actions on social
inequities [see Table 3.3]. Examples of epistemic reflexivity on critical health experiences,

and important components of this skill set are sought in participants’ interview narratives;

226



in response to interview questions, and discussed in more depth in the final chapters on

pedagogy.

Abstracting from Margaret Archer’s sociological study of millennial university entrants, the
acquisition of meta-reflexivity may signal a departure in students’ conative intentions away
from familial and prescribed narratives (e.g. the doxa of modern medicine) related to the
dominant culture. Counter to Archer’s portrayal, individualistic concerns are theorised to
respond to the dominant discourse of neoliberal capitalism; either by accommodation to
neoliberalism, or conversely to an anti-hierarchical mindset among young people with pro-

community sentiments (Archer 2012; Bull et al 2010; Magill & Rodriguez 2014).

Following Meyer and Land’s study of liminality in learning (2005), ‘equity’ is a suggested
threshold concept for participants’ understanding of the ramifications of social injustice to
medicine and health. Another (modifiable) social health fact is evidence of a gradient of
socioeconomic inequality related to cardiovascular disease (Steptoe & Marmot 2002).
Studies of unlearning and ‘strategic ignorance’ (McGoey 2012) also provide psychological
insights to deformation of prosocial habitus to the hidden curriculum of unreflexive

professionalism.

Triangulation of data can test the hypothesis that social justice health concepts are more
salient to participants having sociological imagination rather than a biomedical imagination
of health. Situated learning theory, intersectionality theory, and Bourdieu’s theory of
practice predict participants from backgrounds proximal to conditions of social inequality

have more realistic perceptions relating social injustice to health. Personal and historical
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experiences (in the collective memory of family and culture) of stressful social, economic,
and physical conditions of living, may enhance CC (Freire 1973) for social injustice among

participants with migrant and refugee backgrounds.

Participants with greater intersectionality of stigmatised identities (Crenshaw 1993), and
those with close experiences of oppression, are expected to have greater empathic acuity
for sociological mechanisms generating health problems - the social health-illness dialectic;
and be more likely to engage in SA practices. Students with ideological objections to social
justice as a medical professional requirement may have fewer experiences of social

oppression, and are less likely to engage in SA professional practices.

Moral development theory (Kohlberg 1981)
Intersectionality theory (Crenshaw 1993)
Capitals, habitus (Bourdieu 1977)

Capability (Sen 1999) Critical consciousness Justice as fairness  Theory of practice
(Freire 1973) (Rawls 1971) (Bourdieu 1977)

N\ \ \ \

How do diverse medical students perceive the value of social justice to medical practice; and how

can students’ critical capabilities be harnessed into socially accountable professional practices?

Transformative learning theory Situated learning theory
Curricular justice (Bernstein 1996) Becoming to know (Jakubik 2011)

Figure 5.1 Research Statement: study question and theoretical framework.

Figure 5.1 (above) displays the composite of theories that may inform components of the
study question. Bourdieu’s theory of practice and Sen’s capability theory are in bold type to

signify their guiding role in theorising participants’ capability to aspire to prosocial practice
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(Hart 2003). Theories expected to have a significant but minor role in data analysis are in

plain type.

Fairness and flexibility of structural settings in HE can promote the unique moral vision of
each student’s career in ‘health’ through peer socialisation and interactions with diverse,
likeminded others. These conditions are likely essential to student wellbeing; giving voice to
otherwise silent aspirations in their habituses; perhaps silenced by the hidden curriculum.
Likewise, academic restructuring for greater engagement between “university, community,
and service institutions” (Rosaen, Foster-Fishman & Fear 2001:10) can align medicine with

its civic responsibilities.

5.4  Implications of theory for the study
Bourdieu’s theory of practice (1977) can inform the adaptation or resistance of participants

from diverse social groups to traditional and novel forms of medical professionalism.

Students from high social status backgrounds, ‘insiders’ to medical professionalism, can be
sensitive to claims they lack altruism for others. Middle social status can confer anxiety
about proximity to social needs, when seeking the social mobility a profession offers.
Students from ‘outsider’ backgrounds can be unreflexive of the personal and ideological
costs of internalising the norms of traditional medical professionalism, and the tasks of
reconciling change in social identity in becoming a physician. Change oriented toward the
professional culture may be incomplete and result in ‘fractured’ habitus: discordance and
ambivalence about one’s new status; and marginalisation within the dominant culture

(Bourdieu 1984).
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Likewise, entering a dominant profession like medicine with low social status identity, such
as equity intersectionality, may confer more concern with ‘fitting in” and less for SA. Lacking
social capital, WP students may need to work harder than peers to gain equal footing in the
field. In the usual circumstances, cultural reproduction of doxic professionalism is ensured;
and there is no social change. Yet among this group, insights and knowledge of deprived
lifeworlds that communicate social inequity and distress (the social ‘health-illness dialectic’)
may be strong suits. In Bourdieu’s social theory, cultural consumption in each social class is
wrought by ‘schemas of perception’ that involve “an act of deciphering, decoding, which
presupposes practical or explicit mastery of a cipher or code” or “familiarity with the
internal logic” (Bourdieu 1984:2) of class tastes that give the social world meaning. These
‘schemes of perception’ (including CC), may underpin a creative potential among WP

students for innovative solutions to social health inequities.

Inclusion and empowerment of the embodied knowledges of participants with socially
devalorised identities, and those with situated learning of the health-illness dialectic, may
be productively analysed employing qualitative methods; combining Sen’s capability

approach and Bourdieu’s theory of practice (Hart 2003).

In the final chapters, | relate SA pedagogy to advances in education theory produced by
Basil Bernstein and later, Karl Maton; to clarify the semiotics coding legitimacy and
transferability of knowledges in curricula. Structural changes, to decolonise the medical
curriculum and accommodate students’ prosocial discourses and latent potential for actions

on SDH, is elaborated in Chapter 12.
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CHAPTER SIX: RESEARCH DESIGN & METHODOLOGY

6.0 Introduction

The study was conceived as a mixed, mainly qualitative, interpretive inquiry of medical
students’ perceptions of social justice needs in medical practice and population health.
Factual data of participants’ social identities and career plans are quantitative features | use

for analysis of primary habitus and habitus change.

The study expands considerations of ‘context’ to map critical perceptions and knowledges of
the social lifeworld, and ethical understandings of SA professionalism of four cohorts of
medical students; in relation to human health production (‘upstream’) and health care
(‘downstream’). Study participants were sourced from First and Final Years of Adelaide and
Flinders medical education programs (in South Australia), and responded to an online
recruitment notice seeking students’ views of ‘social justice in health care and health
promotion’ [Appendix 2]. Low risk ethics approval #6877 was granted by the Social and
Behavioural Research Ethics Committee (SBREC) at Flinders University; and then approved
by the Research Ethics Committee, Faculty of Health Sciences, The University of Adelaide

[Appendix 1].

In the study, | use the term context to include the discourse or ‘gaze’ habits developed in
the social lifeworld, organised in habitus (Bourdieu 1977) of participaants. In this sense,
habitus is configured as a pre-constructed context that permits each individual more or less
adaptability to a new field. This idea recognises intersectionality as contextual; “what may

seem like oppression in one field may be privilege in another” (Marfelt 2016:35). Society,
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and the diverse social contexts of participants’ backgrounds, are composed of multiple

m

“relatively autonomous ‘worlds’” or fields (Bourdieu 1994:73). Participants with an equity
identity (or more than one, signifying ‘intersectionality’) were theorised to have habituses in
closer deictic relationship to plural discourses of power and entropy in the social lifeworld.

Context also pays regard to social change, as students with equity identities progress from

First to Final Year, and graduate into the social hierarchy of the professional culture.

Habitus change in WP students can be complete — achieving ellipsis to the secondary habitus
of status quo professionalism; or, incomplete, indicating a ‘fractured’ professional identity
(Sommerlad 2007). The cost of complete habitus change for WP students however, may be
the suppression of knowledge of unfair social relations of production in capitalist societies
(McLaren 2010: 97). ‘Fractured’ habitus may be signified by ambivalence, guilt or

compensatory behaviours.

An assumption in the study is that evolution has driven a sympathetic, humanist view of
social inequity; one informing our moral judgments of fairness and its consequences for
oneself and others (Pinker 2018). In effect, participants’ diverse moral perceptions,
knowledge sets, and interpretations of social epistemology may interact with dominant
discourses in medical education to create meaningful actions of prosocial professionalism.
Semiotics is the study of messages (of any kind) “and their relation to interpretation,

meaning or reference” (Nessa 1996:364).

The reference of the message concerns the relation between the message and the object

in the world the message is referring to.
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(ibid:364)

Hence, the semiotics of social injustice has indirect relation to real lifeworld contexts of
disadvantage and oppression that produce health conditions. Messages encoding social
justice concepts are understood to be transferrable by analogy to a range of clinical and
health promotion contexts; and students’ perceptions and misperceptions may usefully

inform group-based learning of SA praxis.

In the following sections, | outline the rationale for the study design and the ethical

considerations for ensuring validity and quality of data.

6.1 Qualitative research methodology

The questions qualitative research can elucidate extend to a broad range of ‘social’ or
relational facts and variables. The ‘social’ often refers to human communications and
interactions in society; while a ‘social fact’ such as racism, is “any way of acting... capable of
exerting over an individual an external constraint” (Durkheim, in Meyer & Ward 2014:527).
The way of acting exerts a constraint “over the whole of society whilst having an existence
of its own, independent of its individual manifestations” (ibid). In sociology, the salient
effects of social facts existing between groups in society are distinguished from a random
distribution. However, debate on ‘structuration’ continues: to what extent are social facts

outcomes of the power of human agency or structural forces?
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Social theorists conceptualise this structure-agency relationship as either external to, or an
intrinsic property of, the individual. Pierre Bourdieu’s social theory of practice (1977) assigns
potency - a potential or power to effectively function in a field, to act or practice, to habitus.
The implied structuration of habitus combines structures (social facts that enable and
constrain) and agency (the freedom to act in a social field) in a single entity, conferring
individual or group capability. This duality of action and constraint, inscribed in all practices,
has been applied in qualitative studies to account for social diversity, adaptability, and
stability through reproduction of societal practices; including in HE (Bourdieu 1984). In
medicine, Bourdieu’s theory may help explain the reproduction of particular types of
professionalism and resistance to change. Practices according with actor-network theory

(Fenwick 2010) link professionals to dominant societal discourses, such as neoliberalism.

In order to measure social facts and explain social phenomena, sociologists have devised
evaluation tools to make valid connections between theory and empirical data. This can be
done in two ways. Qualitative research “can both test theory and allow theory to emerge
from the data” (Meyer & Ward 2014:529). ‘Theory before’ or theory-driven research is used
to verify, while theory after (‘grounded’ theory) is used to generate theory (ibid:526). For
some questions, a dual approach may be needed “for theory verification and generation”

(ibid:526). The latter, dual method was applied in this study.

Grounded theory (Corbin & Strauss 2008) refers to an innovative approach to empirical
research in which theory is generated from the data rather than testing data using a pre-
formed theory. A process of ‘theoretical sampling’ from various sites and sources tests ideas

emerging from the data: “selected flexibly for their theoretical relevance in generating
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comparisons and extending or refining ideas” (Dey 2004:80). First, qualitative data is openly
sourced from recorded observations and semi-structured interviews. Further sampling for
clarification proceeds during data collection, finally narrowing to more specific data sources.
In ‘grounded’ methodology data analysis begins during sampling to inform decisions on

further sampling and data collection as the research proceeds (ibid).

In qualitative research, data includes the researcher’s notes and discoveries drawn from
themes abstracted from the data. Notes taken during and following interviews can provide
data for interpreting the study. Richards (2005:88) suggested a variety of creative steps that
can be fruitful to analysis: ways of coding a passage of text to display (descriptive coding),

categorise (topic coding), and permit new meanings to emerge (analytic coding).

In the CHAMP study, | have followed this process fully, in the following ways;

6.1.1 Descriptive coding

Descriptive coding of participants included quantitative information about age, gender, Year
level, University, international or domestic origin; and equity status (based on unfair societal
distinctions of class, gender, ethnicity, colour, migrant and refugee status). This data was
anonymised by a unique participant subject code, and stored for convenience in an Excel
spreadsheet. Disclosure of sexuality was not requested, only volunteered; so, could not be
used as separate descriptive code item. When devalorised sexuality was volunteered it was
added to the subject’s equity status. Descriptions of habitus were drawn from participants’
background information, and assigned either insider status (high cultural capital) or outsider

status (low cultural capital) for the field of medicine.
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6.1.2 Topic coding

Topic coding was applied to interview transcriptions of each participant; by observing each
sentence and response for a central idea (topic); together with a portrayal of actors, their
agency or role, and features of structures. A participant’s sociological imagination of health,
and theorising about social facts, were sketched into separate folders or ‘nodes’ by this

process.

6.1.3 Analytic coding

Analytic coding asks what is going on in interview statements: the separate themes that
represent the participant’s schema of perception relating to structures represented in a
question. Thorough familiarity with all data is considered a precondition for achieving

successful analysis.

All study questions were conceived and written by the investigator; drawn from my clinical
experiences as a physician and a patient, and as a medical educator. Interview questions
were structured to sample participants’ prosociality or altruism; their empathic and moral
sensitivity to fairness or social justice of health-related topics; and cognitive reasoning of
social justice related clinical concepts. Questions were structured to capture and compare
variables tested in previous social justice research [See Fig. 3.1]. Questions were also
composed to test likely threshold concepts; such as the difference between equity and
equality in medical practice, and its consequences. As an example, Interview Question 7
[Appendix 5] aimed to challenge participants’ understandings of the clinical importance of

patients’ sexual identities to providing equity-based health care. Additional, unstructured

237



qguestions were asked to clarify participants’ imagination e.g. why The Charter was issued.
Participants’ narratives and ethical discussion of personal, familial and clinical experiences
of injustice were encouraged. Of particular interest was evidence of the ‘silent ethics’ of

concealed injustice in medical culture.

In the initial analysis | identified three main, overarching themes and seven sub-themes in
the data [see Figure 7.1 & Appendix 9]. For each theme and subtheme, passages from the
data were collated based on participants’ descriptive categories (First Year/ Final Year, etc);
to investigate distinctions and theoretical explanations. Following initial reflections on the
collated data, applying the constant comparative method, | synthesised the ‘knowledge

management’ [Appendix 7], and ‘becoming to know’ pedagogical frames [Chapter 11].

The ‘constant comparative method’ described by Glaser & Strauss (1967) is one of several
qualitative research tools in which categories of cognitively similar data are connected to
generate insights (Seale et al 2004:88). The constant comparative process aims to avoid
conflating correlation with causation, by locating order and class or “regular patterns of
similarity and difference” (ibid:89) within categories of interview data. Constant comparison
can lead to the discovery of new categories, and is considered complete when the process is

followed until no new categories are produced (ibid).

An alternative approach to the constant comparison method that Seale et al (2004) depict is
“to think of causality in terms of powers rather than patterns” (:89). In qualitative research,
unlike quantitative methods, multiple contingencies on the data cannot be controlled for,

yet shifts in power can be explanatory as they relate to real world, embodied experiences

238



(ibid). In the study, the powers (or capitals) differentiating participants included a. social
class or socioeconomic status; b. First or Final Year status (only the latter had clinical
insights); and, c. equity identities (intersectionality supposed the actor had societal
relationships unfamiliar to those with dominant social identities). d. insider (1) or outsider
(O) status (the latter including F-i-F or WP students). Domestic (Australian citizen) students
were compared with International students; but International students were quizzed about

the society they were most familiar with.

Iterations of this analysis were organised in numbered and dated drafts of the thesis. In one
analysis, data was categorised based on participants’ conceptualising either a duality (an
integration) of biomedical and ecosocial knowledge in their reasoning; or a dualism (the two
knowledge forms kept separate). In a second analysis, pre- and post-liminal understandings
of threshold concepts were displayed; and in a third iteration, data demonstrated which

participants understood binaries of social facts related to the study [Appendix 5].

The descriptive categories First and Final Year follow an arrow of time in which exposures to
the medical culture and curricula at each school were compared. The two categories of
medical school, undergraduates at Adelaide and postgraduates at Flinders, also structured

categories by age, maturation, and exposure to societal discourses.

On the basis of the revised theoretical framework, | produced a diagram of the research

statement [Figure 5.1, above].
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6.2 Theoretical perspectives

The purpose of a study of medical students’ perspectives of medical professionalism relates
to the ways medicine ought to be practiced; and to the ways medical education policy and
practices are structured. In the study, intentions for SA practice were interpreted from
recorded observations of participants’ personal theories, ontologies, axiologies, and

epistemologies. In this sense, the discourses were formative and future oriented.

An assumption derived from Bourdieu’s theory of practice regards participants’ values or
axiology, intangible assets formed in the social lifeworld of family, peers, and society; and
related to social positioning. Values are inscribed as dispositions or precepts to perceptions,
attitudes and behaviours. The uniqueness of the actor’s social positioning inclined their
‘sociological gaze’ (Mills 2000) and was associated with diverse ‘funds of knowledge’ (Zipin
et al 2012) of sociopolitical geography that impacts on human health. The gaze inscribed by
organising curriculum also mattered (Bernstein 1999). Values are also transacted; derived
from social relations and intended for practice relations with patients and co-workers, in a
community of practice (CoP) (Lave & Wenger 1998). However, rather than a need for
transactional analysis of data, the forms of relationships (transactional or transformational)
could be elucidated to distinguish participants’ orientations to SA health care. While a
transactional doctor-patient relationship might view social conditions as fixed or just; a
transformative clinical relationship would regard the patient’s social conditions unfair and

deserving improvement.

Bourdieu’s social theory, outlined more fully in the Theoretical Framework [Chapter 5],

requires information about the dispositions and aspirations of participants; linked to
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cultural tastes, social networks, and financial capital assets. These ‘capitals’ are viewed
investments for eventual success in high stakes ‘games’ such as medicine. They allow actors
to play by ‘the rules of the game’ (Bourdieu 1977) and aspire to social mobility; or to
reproduce family capitals, financial and symbolic, bestowed by society. The importance of
identifying the dominant group of prosocial participants is believed to lie in their ability to
empower minority group values; assisting by “shifting culture” or “lowering resistance to
change” (Stolk et al 2017 np). Bourdieusian ‘capitals’ were sought as demographic data;
first, as family residential postcode and combined income bracket (socioeconomic status or
social capital); second, levels of parents’ educational attainment and occupations (symbolic
capital); third, family cultural tastes, humanities interests and choice of news media; and
finally, memberships of medical student associations, at university and external to the

university (cultural capital).

The non-dominant, ‘outsider’ group of prosocial students were distinguished as having low
configurations of social, financial and cultural capitals, but sufficient academic capital to
succeed the entry criteria to study medicine. Positive affirmation quotas boosted entry for
rural and Indigenous students, to facilitate their participation in HE. Most International

students were full fee-paying, so had financial capital.

6.3  Study Design
6.3.1 Four main cohorts
The study was configured to compare perceptions of participants from four main cohorts:

First Year and Final Year, at Adelaide (undergraduate entry) and First Year and Final Year at
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Flinders (graduate entry) Medical Schools. These cohorts provided evidence for the research

guestion from four distinct contexts of the formal medical curriculum.

First Year students at Adelaide were the youngest cohort (17 to 20 years); recently
graduated from secondary education, with learning capitals, but little exposure to medical
school life and the prevailing ‘culture of professionalism’ or ‘hidden curriculum’ of the

school.

First Year students in the Flinders program were older than those at Adelaide (up to 40
years), and reported occupational and life experiences as graduates in another disciplinary

or professional field.

Medical School
Adelaide Flinders
(undergraduates) (graduates)
First Year Year 1 Year 1
. n=6 n=13
(pre-clinical) lo =
Female =5 Female =6
Gender fluid =1
Age average = 24.7
Age average = 18.6
Final Year Year 6 Year 4
. n=13 n=8
(clinical)
Female =8 Female =5
Age average = 26.5 Age average = 28.0
Fig 6.1 Study participant groups, numbers & genders
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Figure 6.1 (above), details School, Year group, gender, tally and average age of the four

participant cohorts.

Final Year students at Flinders were older than their counterparts at Adelaide, and some
belonged to a different generation (X rather than Y). They had been exposed to a SA

curriculum, unlike Final Years at Adelaide. At least one was a parent.

Final Year students at Adelaide were generation Y, and by choice had variable exposures to

clinical settings of social disadvantage.

Both Final Year groups had experienced the professional culture and various medical
curricula at their schools; had completed formal examinations; and at the time of
participation in the study were gaining clinical practice experience in preparation for

graduation as a physician.

6.3.2 Before and after exposure to medical curricula

Final Year students, as McCrea & Murdoch-Eaton (2014) suggest, can reflect on the whole
program at their medical school. At Adelaide, Final Year students were expected to be more
advanced in moral development than the First Year cohort. By Final Year, students have
been observed and assessed in positions of responsibility in relation to peers, patients,
educators and the public. They have also been exposed to the ‘hidden’ curriculum of their
school, and various elective informal curricula, including student-led groups. Final Year
students at Flinders prior HE qualifications, career and life experiences are assumed to

inform their perspectives.
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The decision to sample First and Final Year students at each School was to provide contexts
for comparison of ‘pedagogical justice’ (Bernstein 1996). This term refers to formal medical
school practices and pedagogies that capacitate student diversity; supporting students’
moral orientations and motivations for ‘othering’ — sympathy, care, empathy, CC, and
related equity practices against dehumanising discourses. This enabling process may
counter a hidden curriculum of colonial domination which maintains deficit discourses of
Aboriginals (Haynes et al 2014). Pedagogical justice also relates to a graduate ‘usability’
criterion proposed for accreditation of SA medical schools (Boelen & Woollard 2011).
‘Usability’ referred to initiatives taken by a medical school to “ensure that its trained
professionals are put to the highest and best use in response to social needs” (ibid:618).
First Years would likely express prosocial discourses and aspirations for medical practice
that are unaffected by a hidden curriculum; whereas, unreflexive Final Years may absorb
and reproduce discourses of the hidden curriculum socialising learners into “the logic of the
present system” (Shaull 1996: Freire 1996). Final Year participants reflexive of hidden
curriculum, or supported by a student-led prosocial curriculum, may be seen preserving

prosocial discourses.

International students, most from non-English speaking backgrounds (NESB), comprise a
separate cohort for comparison of pre- and post-curriculum perceptions. While School and
Year level social categories were common to all participants; social capital as a member of
student organisations, choice of elective experience; and intersectionality of equity
identities, could meaningfully refer to positionality of social perceptions, and the potential

for sociological gaze as a feature of habitus.
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6.3.3 Demographic data and habitus

Demographic data of participants’ backgrounds and equity identities was collected for
comparison of social and cultural capitals as features of habitus. Capitals served as symbolic
markers of participants’ dispositions to either reproduce the dominant paradigm of medical

practice or change to a SA praxis. [Appendix 3]

English immigrant James (A68) had high social and cultural capitals as a result of his
parents’ ‘Oxbridge’ academic status, occupations and cultural interests. Among the latter,
James listed architecture and horse riding. Bourdieu’s theory would suggest that entering
medicine was a social maintenance project for James; he was also likely to maintain
status keeping abreast of landmark change in the medical field. In interview, he declared
his interest in changes of social and political power: in contemporary social commentary
and global narratives of political conservatism, inequality, identity, climate change and
sustainability. In doing this, he ideally positioned himself to take advantage of available
opportunities in a changing world; a dialogical, reflexive association. Yet, as features of
habitus, James’s family strongly valued humanism and social justice; his mother applied
this ethic in her medical practice with intellectually disabled children. For James, it was a
matter of self-respect to acknowledge both his privilege and prosocial ethos. His regular
surveillance and reflexivity on global socio-political systems advantaged James’s cognitive
acuity, empathy and critique of the professional context he was entering. These features
of habitus provided him social advantages; insights to global sociological changes, and
avoidance of the embarrassment of misrecognition of the shifting powerplay or ‘rules of

the game’ in the medical field.

The sample vignette (above) demonstrates the triangulation of a participant’s habitus with
the field (high symbolic capitals positions James an insider to medical professionalism). Yet,

James was keen to show he was reflexive of his status, and the social structuration of health
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and was meta-reflexive of what The Charter meant for his professional stance. His habitus
included a strong moral commitment to social justice. Despite social expectations of success
in the traditional medical hierarchy, with associated financial and symbolic rewards, James

is expected to maintain family capitals in a manner that reproduces respect.

6.3.4 Capability and equity identity
The above participant vignette illustrates the purpose of demographic data to theoretical

reasoning, linking habitus and practice employing Bourdieu’s critical theory.

Participants’ capability sets (Hart 2013; Sen 1999) were abstracted mainly from their social
equity identities; with the assumption that absence of an equity identity conferred greater
capability as a member of the dominant social group; and greater capacity to aspire (Hart
2013). Bourdieu recognised highly aspirational students with ‘outsider’ identities can prefer
to dissociate themselves from their (devalorised) backgrounds; and seek the status, income
and cultural habits that signify a less precarious social position. Some seek the lost cultural
capital of their parents. ‘Outsiders’ are expected to be more or less successful at this
aspirational project. At times of crisis, Bourdieu predicted the new identity, being less
durable than habitus, can fracture. Ambivalence and critique of the status quo can de-
stabilise the professional fagade, allowing greater clarity of the structure of the field.
Although entry to medicine may be empowering for students with intersectional equity
identities, the literature review pointed to hidden social hierarchies within medicine.
Mismatch between habitus and field can mean that ‘outsiders’ struggle with professional

role expectations.
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In this study, “weakening of the social stratification of access to resources” (Sommerlad
2007:193) was reflected in the WP agenda; and the social turn in medical professionalism
implied by The Charter. Both changes seemed to favour ‘outsiders’ to the profession. Yet,
Bourdieu’s social theory of practice (1977) views adaptation (to reproduce dominance of)
the new social order tasked to academic ‘insiders.” For insiders attuned to the existing
‘colonialist’ model of health care, SA reforms may represent a crisis that puts them ‘on the
back foot’; yet may impart greater clarity about the new game rules, aiding their adjustment

or ellipsis toward the doxa making sense of the new field (ibid).

Each participant in the study was assigned an equity identity on the basis of having one or
more of the following marginalised identities or habituses: female, black, Muslim, refugee,
migrant, rural, minority ethnicity, low SES and LGBQTI sexuality. For example, an American
male participant of sub-continent Indian ethnicity, reported public harassment when
travelling on the basis of his American accent; yet in America following the 9/11 crisis, he

was mistaken as Muslim and refused customer service.

Being female and having more than one equity identity conferred ‘intersectionality’ -
whether or not the participant reported social marginalisation. The decision to follow this
categorisation was the expectation it would not be feasible to expect intimate disclosure of
true equity identities. However, during interviews, participants spoke of experiences of
social prejudice and adversity. Without prompting, some participants disclosed their equity

identities and family experiences of hardship.
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6.3.5 The Medical Schools

The University of Adelaide has the older medical program, distinguished by having two
Nobel laureates and being one of the first medical schools in Australia to accept women. At
the time of the study, the school was centrally located in Adelaide near a major teaching
hospital, libraries, art gallery and museum. From 2003, the Adelaide medical program
integrated sub-disciplinary knowledge around patient case problems; with group-based
student learning favoured in pre-clinical settings. Medical professionalism, communication
and ethics were tutored by registered medical practitioners; and given equal assessment

weight with biomedical knowledge and clinical skills.

The Flinders Medical School was located in a complex comprising public and private
hospitals, university and grounds built on the foothills of the southern margins of
metropolitan Adelaide. Flinders Medical School belongs to THEnet (The Health Equity
network), a network of SA medical schools, continuing Flinders University’s provenance of
accountability to the South Australian community. The macro alignment of values between
Flinders and THEnet medical schools goes some way to legitimising students’ dispositions
for SA. Flinders University’s reputation in social health advocacy likely attracted students

looking to join its ‘community of practice.’

Teaching of social health concepts had begun at Flinders Medical School, but were absent at
the time of the study in the Adelaide course. Opportunities for student engagement in
urban and rural medical practice were available at both schools, although longitudinal rural
clinical placements in regions with high health needs were only available in the Flinders

course.
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6.3.6 Reflexivity on the research question
The main research question sought to interpret the SA perceptions of medical students
attracted to a study seeking views of practice of social justice in medical professionalism. A

brief background to my motivations in formulating the research question follows.

As coordinator of personal and professional development in the Adelaide medical course, |
was aware of graduates working in underserved areas of the world; in Australia’s Northern
Territory, Papua-New Guinea and Africa. Medical student group activities assisted women’s
reproductive health in Africa, Médecins Sans Frontieres (MSF), and Indigenous health
services in South Australia. Strong collegial bonds developed between diverse medical
students as a result of cohabitation in university colleges, and during the many cooperative
activities organised by medical student groups. Student-led activities organised for medical
student peers can be categorised as collegiate, multicultural, sporting, social and artistic.
The high level of voluntarism among students hinted at shared moral commitments to
others, and the affective ‘teen spirit’ of collegiality. Dr Daina Rudaks, then President of the
Adelaide Medical Students’ Society (AMSS), provided insights to the range of prosocial
activities conducted by subgroups of AMSS; engaging State, national and global health
problems. Australian Medical Association (AMA) leadership courses were very popular
among this generation of students. A great deal of energy or ‘capital’ was invested in

purposeful activities; but to what end?

In business organisations, inclusion and harnessing of employees’ voluntarism responds to

corporate responsibility goals, and benefits productivity (Clarke & Butcher 2006). Reflecting
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the pluralism of human capital in society, stakeholders can hold a diversity of conceptions of

organisational purpose. This sentiment is of particular interest to the SA of medical schools.

Building responsible moral, organizational communities must therefore be concerned
with reconfiguring hierarchy in a way that builds the voluntary commitment of

employees to super-ordinate goals.

(Clarke & Butcher 2006:527)

Perhaps medical education for SA should be interested in the potential for structural

inclusion of diverse medical student voices and their super-ordinate goals.

The idea of medical students as proto-professionals and stakeholders in their education and
career aspirations, is encapsulated by stakeholder theory. As my interest shifted from
students’ prosocial motivations to social justice, | began a literature search. A Scopus
database search of the terms “social justice” AND “medical professionalism” yielded articles
discussing ‘The Charter of Medical Professionalism’ and revealed potential as a platform for
dialogue about humanist values, learning theories for professionalism, and SA in medical

practice.

My initial reading focussed on moral development, critical pedagogy, CC and critical theory;
before Bourdieu’s social theory of practice was suggested by supervisors. A medical
education academic advised | apply ‘threshold concepts’ learning theory (Kamel-ElSayed &

Loftus 2018); and education academic Prof Ben Wadham helped me understand the value
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of critical theory and reflexivity to learning. Dr Browne-Yung, a recent doctoral graduate
shared her interest in Bourdieu’s ideas and helped me make sense of his social theory of
practice. The question of freedom (Sen 1987; Saito 2003) for medical students to express
social justice values and become involved in social justice actions led me to consider how
agency (in particular, social capital) and the structuration of learning by curricular rules were
conceived in HE. Papers on Bernstein’s theory of curricular justice (1990) and Maton’s
Legitimation Code Theory (LCT) (2003) provided more detailed explanations of how power

was encoded in pedagogic discourses. The latter are discussed in more depth in Chapter 12.

Gradually, I understood how my study was shaped by a. the history and sociology of medical
professionalism, b. Australian HE policy, c. neoliberal discourse, d. sociology of the ‘new
public health’, and d. the relationship of social emotions, identities and aspirations to
diverse medical students’ well-being. This complexity necessitated a longer literature review
than was anticipated; but one | believe enriched the theoretical framework, research

methodology, data analysis and discussion.

6.4 Study Methodology

6.4.0 Introduction

The theoretical framework [Figure 6.1] provided ‘theory for’ (Meyer & Ward 2014)
evaluating the ecosystem of situated learning of social health discourses expressed by
participants in the study. The quantitative component of the study involved a. the collection
of participants’ demographic data for evaluation of habitus and social group comparisons,
and b. multiple choice (MCQ) and Likert scale questions for evaluation of social health

orientation, knowledge, and threshold concepts. The qualitative component of the study
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sources participants’ interview responses to questions devised from the theoretical
framework. All questions were preloaded on SurveyMonkey® for the participant to access
online during the study process; while the investigator operated a digital audio recorder.
Quantitative and qualitative findings are triangulated with features of participant habitus
(equity identities and insider/ outsider status to medicine) in vignettes, to demonstrate

common themes and their theoretical associations. [Appendix 9].

6.4.1 Structuring of primary and secondary discourses in the study

Dividing participants into four groups of First and Final Year students at each medical school
allowed comparison of four distinctive contexts of medical professional structuration. It
suggested a reasonable, practical goal of forty participants, approximately ten from each

group, could be a suitable number for achieving data saturation and study credibility.

Structured into the various curricula at each medical school is the primary discourse of the
dominant professional status quo; to which we can assume all Final Year participants have
been exposed. Secondary discourses are derived from sources external to the dominant
discourse; from participants whose ‘outsider’ status derives from disempowered habituses
and internalisation of social fields external to the medical profession. First and Final Year
participants with equity identities and habituses of newcomers to the field of medicine,

were considered ‘outsiders’ for the purposes of the study.

A qualitative interpretive study is structured by its theoretical framework, sampling
methods, and the context in which investigator and participant interact. Each of these

elements of the study are discussed in turn.
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6.4.2 Theoretical framework

The theoretical framework seeks to explain, predict and understand responses of diverse
medical student participants to a change in medical professionalism to include social science
health concepts and practices. Does The Charter have support as a professional social
contract? What gaps in understanding may require a recontextualising principle in medical
pedagogy for effecting SA professionalism? The framework includes critical conceptions of
participants’ identities, and their agency in relation to macro structures of medical curricula,

Australian HE, and contemporary social health concerns.

An assumption was that learners have sociological imagination (Mills 2000) enabling them
to ‘read’ the power structured in these contexts; and subsequently to read the social health-
illness dialectic or mechanism of health production. For International participants unfamiliar
with the features of Australian social inequities, their country of origin was the default site
of reference. Participants’ situated learning experiences in diverse social contexts —rural,

remote, Indigenous, and global disadvantaged settings, were also sought.

6.4.3 Sampling methods

The central concern of data sampling is representativeness — the variance of the
phenomenon under study (Gobo 2004:453). In qualitative research, data is continually
monitored by the researcher to observe the relations between variables; as Gobo (2004)
emphasised, “not only to assess... the number of persons that feature one characteristic”

(:453). Invariance or regularity of a phenomenon represents a finding or ‘social fact’.
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In this study, the social pervasiveness of health equity concepts among participants was
sought for making claims to generalisability. Qualitative researchers need to specify that
generalisability does not extend to populations outside of the study, but to the conditions
under which the study was conducted, including its theoretical framework (Gobo 2004:451).
The framework was designed to comprehend participants’ conceptualisation and funds of
knowledge of health equity; and their dispositions, aspirations, knowledges and capabilities
for SA medical practice. An aspiration is a ‘strong desire to have or do something’ (OED),
often held in long-term memory. Recalling studies by Zipin et al (2012), young people from
low SES backgrounds in South Australia had latent aspirations for social improvements that
could be capacitated by empowering their ‘voices’” and funds of knowledge of their social
lifeworld. Knowledge of this has relevance to medical students in the study from non-
traditional or outsider backgrounds; and to physicians seeking to involve patients in health

advocacy projects.

For low SES, and other ‘outsider’ medical students, the struggle to gain symbolic capital and
a valued position in the field, may raise aspirations for competitive entry to the traditional
medical hierarchy. Yet social justice is not emblematic of the traditional discourse or ‘rules
of the game’ (Bourdieu 1977) in contemporary medical practice. Volunteering for a study
seeking medical students’ perceptions of social justice is likely to evoke a different set of
aspirations. The study provides an opportunity to voice these ideas; as do medical student
groups and other fora that produce secondary prosocial discourses. Group membership
lends credence to Bourdieu’s conception of habitus change: actors can be engaged in the

rules of the game (the primary doxa or dominant discourse) while simultaneously holding
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aspirations — embodied and latent, or explicit and enacted — for social change (derived from

secondary discourses).

Generalisability in the study then refers to shared conceptualisations of social discourses
that matter to health and health care, as duties of medical professionalism. Secondary
sources of prosocial discourse may vary with the individual and their habitus; but should be

recognisable as themes in the data.

6.4.4 Recruitment of medical students to the study

My main concern in recruiting medical students into a study of social justice related to
students’ well documented regard of psychosocial topics as ‘soft’ and less worthy in their
strategizing of medical learning than the ‘hard’ science of biomedicine (Humphrey 2006).
Controversy inherent in notions of ‘social justice’ related to political or religious ideologies
could also skew the number or sample of volunteers. Alternatively, students with strong

social justice sensitivities may be attracted to the study.

| reasoned these issues need not be a concern to the study; as those interested in social
justice may be more accustomed to articulating their justice reasoning, and provide better
quality data. A ‘snowball’ process was used, in which volunteers were asked to invite other
students likely to be interested in the study. | decided against targeted recruitment of
particular student groups, but was unfortunate not to recruit students self-identifying as
Indigenous. Recruitment resulted in a diversity of participants; with a significant number
having equity identities. An Asian International student (F19) appeared to volunteer only to

obtain the $20 food voucher: responses were rushed and brief. | paid in cash and excluded
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his data from the study. Failure of audio recording led to exclusion of interview data from

participant A62, although data from Likert scale questions were included [see Appendix 4].

The study recruitment notice and Introductory letter from my primary supervisor were
submitted for ethics approval, then placed in online student noticeboards at Adelaide and
Flinders Medical Schools [Appendix 1]. As students responded by email, they were allocated
an appointment time and location for interview, and provided a consent form for each to
complete [Appendix 2]. Interviews lasted 50 -60minutes in most cases; and were conducted
in rooms within the participant’s medical school, or nearby on campus. An ethics approved
protocol was followed for gaining signed, informed consent for recording of interviews and
follow-up. Instructions were provided for accessing and completing the online survey and

interview questions in SurveyMonkey.

6.4.5 Contexts of data collection

Student volunteers were interviewed in rooms at their own medical school to align the
study with the familiar, contemporary context of their medical education. The two groups of
Final Year students, as near-graduates, were in the process of leaving this social context,

while First Year groups were arriving.

Recruitment and data collection was continued over two years in order to reach an

adequate participant quota. Hence, two cohorts each of First Year and Final Year students

completed the study, receiving certificates of appreciation and $20 food vouchers.
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A description follows of the process of deciding suitable written and oral questions to

participants to elicit data directed at the study question.

6.4.6 Semi-structured interview questions

Questions posed to participants were structured as short answer questions (SAQ), multiple-
choice questions (MCQ), and semi-structured interview questions. | encouraged discussion
about these questions during the research process, to hone the depth of participants’
perceptions and the validity and reliability of core questions. In semi-structured interviews,
the interviewer can modify or extend a line of questioning to either expand the scope of
enquiry or limit it. Important to this study was the scope and quality of critique participants
were capable of producing from their social (habitus) and academic (School and Year)

positions.

‘Threshold’ concepts can also be employed to test knowledge (Meyer & Land 2005), an idea
used in the formulation of interview questions for this study. For example, differences
between the homonyms equality and equity insinuate a threshold concept; what follows are
the meanings each term implies for medical practice (Ward 2009). The stem of research
guestions can be composed to problematise contemporary social hierarchies, and test the
valence of participant perceptions of a patient’s stigmatised identity to health needs. This

was the basis of interview Questions 6 & 7 [Appendix 4, Panel 3].

Reflexivity on the research process is important to understanding the possible reactions,
assumptions, and shared meanings participant and researcher can reach when probing

qualitative study questions. Since all narratives were perspectival, it was impossible for
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either participant and researcher to be objective (Bolton 2010). Yet, perspectives “can be
widened and deepened” through what Bolton (2010) terms “the lens of artistic scrutiny”
(:16). Reflecting with “intuitive knowledge of social and human areas” (ibid:17) allowed both
participant and researcher to “imaginatively and vicariously” (ibid) critique social health

contexts. This advice was consistently followed in the study during participant interviews.

A creative leap is required to support widening and deepening of perspective, and the

effective ability to mix tacit knowledge with evidence based or explicit knowledge.

(Bolton 2010:16)

One creative qualitative research skill was to ‘unpack’ questions in ways that stimulate
‘widening and deepening of perspective’ in participants’ responses. Reflexivity on basic
assumptions was important to this semi-structured interview process. For example,
participants could be unfamiliar with the question posed by critical theory: who benefits? —
and, by corollary - who is harmed by existing social arrangements? Some may wrongly
believe that value neutrality is an option. Some may have never fully contemplated their
own perspective of the topic, nor been exposed to others’ perspectives informed by lived,
critical experiences. The ‘variation theory of learning’ (Wright &0sman 2018) can assist the
researcher in these instances, by applying a partial-whole-context structure to interview
questions; informed not only by the researcher’s but a diversity of perspectives. In HE
terminology, this structuring of concepts for partial-whole learning is known as ‘scaffolding’.

This technique was applied in several interview questions [Appendices 4B & 4C]; and
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appeared to open a space for participants to use sociological imagination and critical

formulation of responses [Appendix 9].

Essential to formulating semi-structured questions and responding to answers is the
interviewer’s assumptions of the pedagogical structuring of field-related discourses (how
theory and practice validate what is learned and when) underpinning questions. Here, |

needed to be self-reflexive of paradigms that may ethically impact the research process.

6.5 Researcher reflexivity

6.5.0 Introduction

In this section, | aim to critically reflect on personal, professional and research related
matters that may intersect with the ethical conduct of the study. | report on researcher and
study-related considerations necessary to lend credibility to the collected data and its

interpretation.

6.5.1 Self-reflexivity on habitus, identity and bias

The study enquired about social justice values, identities and sense making of the social
production of health; so it was important to remain reflexive of how the researcher’s own
ideology and social position relative to participants may influence the process and outcomes

of the study.

| self-identify as a liberal, middle class Australian, of Anglo-Saxon heritage; a heterosexual
male; former medical practitioner, medical educator, and ‘patient.” Being a patient with a

chronic illness is my only equity identity. | have never been a member of a political party.
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My background is that of a post-war, working class, South Australian family. Following Army
service in WWII, my father worked full-time for a transnational chemical company; while my
mother worked in the home. At high school in the 1960s, | led the student group ‘Interact,’

dedicated to publicising current international issues of social injustice; including apartheid in

South Africa and the ‘Cold War’ between the Americans and Soviets.

| was first in family to attend university, with medical education in the 1970s made possible
by Commonwealth Government scholarship. As a medical student | sought paid work during
vacations and undertook extra-curricular electives in rural community health in Central
Australia and in southern India. My first formative experience of social health inequity
occurred when the first Indian child seen with the paediatric registrar was diagnosed with
diphtheria. This potentially fatal bacterial infection was long ago eradicated in Australia by
effective vaccination programs. Because neither the Indian health system nor the child’s
father could afford the almost one dollar cost of penicillin to secure the child’s life, they

were sent away without treatment.

My student elective in Central Australia coincided with the National Aboriginal Eye Health
Survey, led by Prof Fred Hollows. This was a remarkable example of health activism. Despite
political opposition, Hollows’ team completed a national survey of Aboriginal health under
the guise of a national trachoma eye health program, that revealed alarming gaps in health

and life expectancy.

In medical school, | became critical of the education we received, in which disciplinary

specialists would deliver lectures with no regard for students’ cumulative knowledge or
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entry level to the topic. Medical evidence was being taught by physician-scholars with no
training in the scholarship of teaching and learning. | resolved to correct this misrecognition

in my own career.

In 1979, following graduation and internship, | left suburban Adelaide to work in coastal
north Queensland. There | witnessed the poverty of social living conditions in remote
Indigenous communities and townships, and gained insights to the historical, structural,
social and ecological stressors impacting people’s lives; a constant struggle over which
Indigenous people (and ‘black birded’ Pacific Islanders) had little control. It was during my
practice in these communities | first gained insights to the mechanisms of social health and
illness. | heard peoples’ personal narratives that corrected my mis-conceptions and urban
schooling about the colonial history of Australia (Reynolds 2021). Mentors helped make the
connections between Indigenous history and health. Practice experiences in family planning,
sexual health, and community mental health were instructive to my understanding of the
sources of stress for people subjected to different forms of ‘violence’; the result of
stigmatised gender, race, sexuality, diagnosis, disability, poverty and living conditions.
Policy, education, vast rural distances, opportunities for improvement in quality of life, and
intergenerational discourses continued to delimit health outcomes. Importantly, mentors
were found among health practitioners working in non-Government organisations,
concerned with Indigenous well-being; people possessing what | now know as ‘critical
consciousness’. These were peers | could actively engage in reflective discussions of social
and cultural health problems. Together we became a ‘community of practice’ (Lave &
Wenger 1998); “groups of people who share a concern or a passion for something they do

and learn how to do it better as they interact regularly” (ibid). The more holistic conception
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of health held by Indigenous people, which aligns with social and cultural determinants, was

one | could transfer to other areas of medical practice.

In 2000 | began casual teaching in the Adelaide medical course while awaiting double lung
transplant (2004) for cystic fibrosis. | made a strong recovery, and in my role as Coordinator
of Personal and Professional Development found great scope for transferring valuable
experiences as a doctor and a patient to medical student learning experiences. It seemed
many undergraduates entered medicine with little personal experience of social diversity
and adversity. Without exposure to diverse interactions and discourses, getting to know ‘the
Other’, the learning of doctor-patient communication skills, and achieving equity health
outcomes, were likely to remain unmet. In First Year, pairs of students were sent out to a
diverse range of community settings to meet people and write about their experiences in
reflective essays. The program brought students into relationship with ‘Others’ - physically
and intellectually disabled, refugees, parents and children living with cystic fibrosis, and

community health support organisations, among others.

My interest in widening participation and meeting social health needs coalesced.

6.5.2 Reflexivity on bias in the study

My prior role as Coordinator of Medical Personal and Professional Development in the
Adelaide MB, BS course (2004-2015) placed me dialectically in a dominant position in
relation to all study participants. To my knowledge, | had no other relationship to the
participants. Universities are hierarchical institutions, and all Final Year subjects at The

University of Adelaide likely recognised me as a Medical School lecturer and examiner.
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While | had been a community heath physician and medical educator, | had little research

experience or output that could foster status anxiety among participants.

Reflexively, my main risk as researcher was confirmation bias; described as “the seeking and
interpreting of evidence in ways that are partial to existing beliefs, expectations or an
hypothesis in hand” (Nickerson 1998:175). This meant | would hear perspectives on social
health justice | strongly affirmed, and others | didn’t. Yet, as investigator | had to remain
neutral; to establish participants’ meanings and evaluate the rationality of critical thinking
about problems posed by the study. Vigilance was important to the validity of the results. It
was during interviews | would experience pressure to avoid confirmation bias; and on
reading the transcripts, would learn where | succeeded and failed. For example, | needed to
respond consistently when participants intentionally exaggerated or used irony to convey
their ideological positions and insights to social injustice. Yet, my insider status to teaching
and learning of medical professionalism, and to medical practice in contexts of social

disadvantage, conferred some validity to the study topic.

While social justice was an ethics topic in the ‘concept map’ of the Adelaide medical course,
the value and actions of social justice in health care and health production were gaps in
formal professional learning. In the peer reviewed education literature, | discovered a gap in
educators’ understanding of ‘transformative learning’ of social justice concepts by students
in HE [Figure 3.1]. While studying a Graduate Certificate in Higher Education, | learned
about the transformative potential of ‘threshold concepts,” and considered how differences

in political construal of ‘social justice’ could make this concept ‘troublesome knowledge’ for
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some learners in medicine. The change in practice that can follow a concept transformation

also depends on existing practices; an insight of Bourdieu’s theory.

Yet, nearly two decades after The Charter was published, evidence of institutional uptake of
SA practices in medicine was underwhelming. Ironically, the false dichotomy between
individual and population health seemed to persist in the context of economic austerity
following the 2007-2009 Global Financial Crisis. In the cause of restoring the Australian
budget, political and public attitudes hardened against social issues like indigenous health,
same-sex marriage, migrants and refugees. Same sex marriage was passed into Australia law
ten years later. Conservative economic policies marginalised financial aid for developing
countries, welfare recipients, and those pejoratively perceived to be ‘leaners not lifters’
(Hockey 2014). All political pretence of social, cultural, and environmental stewardship gave

way to rhetoric promoting economic recovery, production and growth.

When HE of international students became a major source of financial revenue for the
Australian economy, fee payment was expanded to domestic students; with increased
pressure on the WP agenda of social inclusion, and on students and their families repaying
loans. My attention turned to how these structural changes may alter students’ motivations
for prosocial ‘types’ of medical professionalism; and how they may affect attitudes to SA in
their future practice. To understand these questions, | would need to interview medical

students, and perform qualitative research.

To understand what was required of qualitative research in medical education, it was

important to know what had gone before. Prominent critiques suggested qualitative
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methods used in education research were more useful than quantitative methods - the
randomised, controlled trials that inform clinical health practices (Stacy & Spencer 2000). In
gualitative education research, the researcher can take a reformist stance, but make explicit
their theoretical position, and produce research assessed by “the quality of evidence and
arguments for and against the specific reforms, debated in conjunction with the evidence”
(ibid:498 Italics added). Critical stances taken by feminist researchers, for example, avoided
the pretence of objective detachment: researchers reflexively declared the personal and
political stances that inform their study (Fine 1994). The activist-reformist stance | have
chosen to take in this study “seeks to unearth, disrupt, and transform existing ideological
and/or institutional arrangements” (ibid:17), premised on a critical review of the medical
professionalism literature. In doing this, | join a ‘network of concerned actors’ with hopes

for a society having

high levels of social cohesion and resilience, organised political action for social justice

and... proper public investment in human and social capital

(Friel 2018).

An example of assumptions in relation to participants from non-Western cultures was the
global, post-colonial spread of the western medical curriculum. As Bleakley, Brice & Bligh
(2008) warned, the global export of particular pedagogical and cultural assumptions in
curriculum can have the negative impact of a ‘new wave’ of imperialism. As westerners, we
can implicitly internalise a hegemonic history that assumes white, European dominance. We

can forget how eastern cultures produced many philosophies and technologies in advance
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of the west; including distinct and complete systems of health care (Winchester 2008). As
researcher | could not assume International students from western cultures (or western
students for that matter) fully shared or supported the concepts inscribed in the medical

paradigm they were studying.

Empirical studies by Nisbett (2003) distinguished philosophical differences between

easterners and westerners. These were summarised by Kennedy-Reid (2012);

Easterners are far more attentive to context and to relationships, that Easterners tend to
think holistically whereas Westerners take a more reductionist, deterministic view, and

that Easterners see the world in constant flux, while Westerners strive for stability.

(ibid:256)

The relevance these social facts lent to the study was the suggestion that resistance to
change was inherent to western thinking; but so too was solidarity with a new paradigm
(theory of practice), once established. Expectation of change among easterners suggested

they were more reflexive of future oriented and collective health needs.

Reflexivity needed to be extended to the shared paradigm produced between participant

and researcher by the theories and socialised language of social justice and medicine. Polish

philosopher, sociologist and physician, Ludwik Fleck recognised
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theories act to produce the questions we can ask, and predispose the answers we can
give. In this, they act as a gestalt, circumscribing the possible realities we can perceive,

and limiting them.

(White, in Collyer 2015; 9:149)

During interviews, | became aware that rather than reformulating a difficult question, the
guestion may require sensitive scaffolding with a tailored narrative or imagery to assist the
participant’s broader conceptualization of a topic. A disorienting ethical dilemma, perhaps
one provided by the participant, could provide an imaginary context for verging the
unknown. This was characteristic of ‘threshold concepts’ — discussed previously in the
theoretical framework [Chapter 6]. In this context, the participant may actively make new
connections and realise novel concepts in the actual space-time of the interview —an

exciting, ‘light switch’ or ‘aha’ moment.

Strongly held, ideological conceptions of ‘fairness’ in societal relations however, were likely
to conform to a set of moral principles and concepts; rather than a practical position that
‘took account’ of the social circumstances of illness. Social differences between humans can
be regarded as part of the natural order; so too, their consequences. In this context, a
‘threshold concepts’ framework may be ineffective in urging participants’ critical thinking
beyond ideological loyalties to religion, state, faculty, university, or political party. The study
framework may not resonate with the participant; or the participant may resist alignment
with the frame of the study (Gale et al 2013). In these events, Corbin & Strauss (2008)

advise researchers to force questions “that can break through conventional thinking” (:67).
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In my research ethics submission, | provided the title ‘Critical Health Advocacy in Medical

Professionalism’ or CHAMP study; and developed the following objectives.

6.6  Study Objectives
The following four study objectives were drawn from my understanding of the literature to

have practical relevance to the research question and to guide the research design.

o Objective One: Critical consciousness (CC)
An initial objective for this study was to engage study subjects in a discourse of social justice

as it relates to health and health care, in order to evaluate the following;

e Ability to engage in ethical discourse, including the affective attributes of moral
sensitivity and reciprocity (Gross 2001); and ability to offer critical insights to common
biases and stereotypes perpetuated in a hidden curriculum;

e Capability of forming a systemic view of health and health care;

e Critical reflexivity by subjects on their upbringing, schooling, experiences & ideology to
reveal sociological awareness of ‘structure versus agency,” oppression and freedom
(Hilgers 2009); and indicate possession of ‘reflexive habitus’ (Bourdieu);

? u

e Participants’ “possession of values and aspirations congruent with social accountability”

(Preston et al 2016),
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Negotiation of ‘threshold concepts’ (Meyer & Land 2005); relations between threshold
concepts and participants’ critical experiences; and connections to “ways of thinking and
practising” (Barradell & Kennedy-Jones 2016) SA medicine;

Gendered differences in social justice awareness and reflexivity on habitus (Sweetman
2003); characteristics of female participants’ narratives of social justice;

Intersectional differences in social justice sensitivity; discourses of subjects with multiple
marginalised identities (e.g. female, black, LGBQTI, migrant or refugee, rural or remote);
Comparison of eastern and western participants’ views of SA practice;

Consumption of a ‘hidden’ curriculum of medicine relating to the anti-critical discourse
of the ‘neoliberal’ university (Ridley 2017);

The ‘voices’ of instructional and regulative pedagogic discourses (Bernstein 1990)
relevant to a pedagogy of social justice in medicine;

The scope of subjects’ understandings of the ‘health-iliness dialectic” arising from the
adversity of societal conditions. For example, the aim of Interview Question 3 (below)
was to probe how participants noticed the SDH constrain patients’ capabilities to change
unhealthy behaviours. Questions probed how the health of marginalised ‘equity groups’
may be disadvantaged by existing social structures; what false assumptions, including
Bourdieu’s misrecognition about the role of medicine in health participants held; where
participants observed ‘fracture lines’ in the existing (downstream) structure of medical
care; and how the social change role of physicians perceived by participants differed
from Marmot (2017): “education and training; seeing the patient in broader perspective;

the health service as employer; working in partnership; advocacy” (:686).
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Recognition and misrecognition were the terms Bourdieu (1970) used to describe his
concept of ‘symbolic violence’; harm done in education by power and sense-making
operations that reproduced a status quo of class-based occupations and wealth to the

exclusion of particular groups (Jenkins 2002).

Interview Q.3.

Many doctors experience frustration or ‘learned helplessness’ when treating
people who continue to engage in unhealthy behaviours despite receiving
good advice for keeping healthy.

What is your perspective of this problem?

What do you consider are the fundamental causes of this problem?

o Objective Two: Ethical capital

A second objective for this study was to examine differences in perspective between Final
Year and (non-repeating) First Year participants. It can be assumed that Final Years were
fully socialised into the medical culture of their Medical School and training contexts, and
First Years, not. Final Year students can have experiences during training transforming their
habitus and level of CC; to elucidate the mechanisms of social injustice affecting individual
and population health. Such embodied learning was characterised, pace Bourdieu, ‘ethical

capital’ (Bull et al 2010); a disposition enabling SA professionalism.

o Objective Three: Theoretical considerations
A third objective of this study was to test predictions based in Bourdieu’s theory of practice

(1977) to participants’ discourses and projected aspirations for social justice praxis in their

270



medical career. Bourdieu’s concept of habitus (1984) as agency resourced by various
‘capitals’ suited to the medical field, coupled with Sen’s ‘capability approach’ (1999) - the
freedom to function in preferred ways of being - may be triangulated with participants’

aspirations for a particular type of medical professionalism (Hart 2013; Wear & Bickel 2000).

This may clarify the capitals (financial, cultural, social, academic, ethical, etc.), and aspects
of medical professionalism WP (or ‘outsider’) participants perceive as structural limitations
on their prosocial intentions. Another task is to elucidate how the empirical and theoretical
are imbricated in participants’ descriptions, evocative of Bourdieu’s sociological methods for

education research.

The study will seek evidence of Archer’s critical realist hypothesis regarding millennial
students’ practice of meta-reflexivity on changes in society in order to plan a future course
of action. This questions whether participants have moral imagination and CC for current
local, national and global ‘health inequities’ (Benatar 2005); and is this “what we care

about” (Archer 2012)?

o Objective Four: Prosociality
A fourth and minor objective is to test hypotheses from previous research findings of the

characteristics of ‘prosocial’ students.

These include;
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e Aninitial idealistic, humanist perspective in First year; to a perspective devoid of
concerns for equity and justice in the Final years of the course (Patenaude, Niyonsenga
& Fafard 2003)

e Association of active group membership of student organisations with prosociality. A
prior study found students involved in more clubs on campus had a greater sense of
belonging to a community and more social justice attitudes (McAuliff, Williams & Ferrari
2013).

e Greater ‘care’ arguments among female students; greater ‘justice’ arguments among
male students in bioethical reasoning (Sommers et al 2011).

o Less intention to work in low SES or medically underserviced areas among students from
very low and very high SES backgrounds. Less intention for the same among males and

students from non-English speaking backgrounds (Griffin, Porteli & Hu, 2017).

6.7 Limitations of the Research Design

Possible limitations of the design include participant recruitment and numbers; questions;

researcher effect; and types of medical professionalism.

o lIdeally, the study would recruit all subjects in a single academic year; however, there is
no reason to believe there is less reliability in having a study cohort recruited over two
years. To follow Year group cohorts across an entire course was not feasible in a PhD
study.

o The number and lack of gender diversity of volunteers from First Year at Adelaide was
disappointing, and posed limitations on generalisability of findings.

o Study questions are designed to strike the uneasy balance of being comprehendible to

both First and Final Year students. However, the semi-structured interview format gives
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the researcher flexibility to scaffold questions to the level of the participant’s
understanding. Yet, with potential ‘threshold concepts’ it is important the researcher
not disclose post-liminal concepts before the participant has attempted to think the idea
through.

A potential ‘confirmation bias’ applied to study volunteers taught or examined by the
investigator, or conscious of status in medical hierarchy. The risk is that responses to the
study can be matched to what the subject thinks the investigator wants to hear
(‘Hawthorne effect’); or what a participant wants me to think of them. Such distortions
may ultimately result in unreliability of data and study conclusions.

‘Types’ of medical professionalism are drawn from a survey of U.S. physicians employed
in a privatised health system (Wear & Aultman 2006). The American typology was
convenient in the absence of an Australian typology of medical professionalism;
however, the categories of professionalism types may feasibly differ between physicians

employed in different health systems.

Summary of Research Design

The design of the CHAMP study aimed to elicit, categorise and interpret demographic,

biographic, and conceptual data; features of heterogeneous medical students’ perceptions

and reasoning in relation to restructure of the social contract of medical professionalism.

The new structure is an approved, international Charter citing a professional responsibility

of physicians to practice SA to the communities they serve.

Social justice is a value considered important to SA and to achieving health equity outcomes

by medical teams. Learning of SA concepts relevant to health care and health production is
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theorised to involve a process of transformative learning encompassing threshold concepts
and critical consciousness for broadened professional practice that varies with students’

‘usability’, predispositions, identities and aspirations. Accommodation to the new structure,
integrating the historically separate sciences of biomedicine and health sociology, may also

depend on structural reform of medical curricula.

A multi-theory, critical framework informed the research question: How do diverse medical
students critically interpret the value of social justice to medical practice; and what are the

structural enablers and constraints to prosocial medical professionalism?

In the study, my reformist stance is inscribed in the theoretical statement, which seeks to
clarify heterogeneous medical students’ dispositions for and against SA as a medical
professional duty, and featured next; to learn what sociological knowledges, skills and

insights participants brought to higher education.
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CHAPTER SEVEN: DATA ANALYSIS

7.0 Introduction

In the CHAMP project, students at two South Australian medical schools responded to an
invitation to participate in a study investigating ‘your views about social justice in medicine.’
A segment of The Charter urging greater SA in medical practice was given to participants to
read, prior to an audio-recorded, semi-structured interview. Interview questions were
designed as touchstones to a critical discourse of value in medical professional practices of
SA. Study participants, by nature of their unique social positions, were expected to have
diverse dialogical or sense-making relationships with health forming structures in the social

world, and to the profession they are entering.

Quantitative and qualitative data sets were collected from study participants based on a
‘theory before’ framework [Fig. 6.1] according to the convention described by Meyer &
Ward (2014). Analysis by triangulation of qualitative and quantitative data into vignettes

followed, to appraise the theoretical framework, and reveal ‘theory after’ (ibid).

Bourdieu’s theory of practice required collection of quantitative data informing habitus
differences between participants; as did identification of equity identities. Each participant’s
study identity was coded into a single cipher, in accordance with research ethics approval,
to protect anonymity. The cipher records 1. Medical school, 2. Year level, and 3. Order of
interview for Year level. Hence, Nate (F46) referred to a Flinders Final year participant, the

sixth interviewed. Qualitative data derived from each participant’s responses to interview
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guestions, and interactions with the researcher, were audio-recorded for later transcription

and thematic analysis.

7.1 Cohort comparisons and predictions

A change in moral habitus toward the hidden curriculum of medicine was expected in Final
Year participants as they interacted with the Australian health system, its actors, and its
limitations. A ‘parallel curriculum’ of prosocial student-led groups was likely protective of
prosocial habitus and students’ deep learning (Fullan & Scott 2014:5) of social justice needs,
against the dominant or ‘hidden’ curriculum of medicine. As with students’ situated learning
in contexts of social inequity, a ‘collective consciousness’ for social justice can emerge from

the complexity of the socio-cultural environment (Mason 2008).

In contrast, habitus in undergraduate First Year Adelaide participants (with low exposure to
medical curricula and the Australian health system) likely related more to natal background
and to personal and relational experiences with social disadvantage during schooling, travel,
and gap year experiences (Bourdieu 1977). While political awakening may play a role in the
emergence of First Year consciousness for social justice, maturity of cognitive schema and
embodied ideologies in students may be limitations on processing social health concepts.
Postgraduate participants in First Year Medicine at Flinders were likely to have secondary
habituses adapted to the field and doxa of undergraduate study and prior occupations; and
have longer and broader sociocultural experiences of societal structures than the First Year
Adelaide cohort. Yet, both First Year cohorts may be considered on a par with regard to the

doxa of medical professionalism at their school.
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As participants progressed through medical school, expectations of change in personal and
professional identity became less certain. Perspective transformation to a lens that allows
students to make meaning of Indigenous health practice, for instance, can require situated
engagement with the Indigenous context of health; and demands a high level of complex
thinking. In Kegan’s model of adult development, a ‘self-authoring’ or ‘self-transforming
mind’ may develop in such challenging contexts; in which the student integrates multiple
perspectives and develops new knowledge, ethical meaning and collaborative decisions
(Lewin et al 2019). Yet, not all participants experienced (or submitted themselves to) such
‘disorientating dilemmas’ and the perspective change that each developmental lens offers.
For example, participants in all cohorts can have variable curricular knowledge and situated
learning knowledge of indigenous health. The latter can demand considerable emotion work
to accommodate cultural difference and ‘othering’ discourses. Most participants likely begin
with solely curricular (vertical) knowledge of the sociopolitical structuration of Indigenous

health.

Personal ‘equity identity’, conceived objectively as one’s relative social position in society,
recognises stratifications based in social power differences and stereotypes, having
counterparts in the social gradient of health. During interviews, equity identity was
validated when a participant spontaneously spoke about personal experiences of social
shaming and adjustment. Others, judged likely to have devalorised ‘equity’ identities as a
result of common social stigmata, were asked about subjective experiences of prejudice.
Reflexivity, and absence of reflexivity on social privilege in participants with no equity
identities, divided this group into cohorts for comparative analysis. Equity identities and

prosocial intentions, expressed as preferred type of professionalism, were compared to
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indicate the stratification of cohorts in their orientation to prosocial medical practice. [See

Appendix 8].

7.2 Themes

The complete data set was first manually examined for major themes related to concepts of
professionalism for SA. Chronologically, the first theme assembled participant perceptions
of the meaning of The Charter for medical practice. The next theme collated participants’
critiques of current professional practices that unfairly distributed health and healthcare.
The third major theme comprised the range of concepts participant social sub-groups

perceived to represent the values, knowledge and logistics for becoming a SA physician.

To begin the process of thematic analysis, all data from the four ‘Year Group’ classifications
were systematically searched for examples of each theme and sub-theme. Then, for each
participant | wrote a vignette to portray social identities, habitus, perceptions, significant
experiences related to the sub-theme, social knowledge and values orientation to themes.
Collated by sub-theme, the resulting collection of vignettes facilitated comparison between
subjects’ social identities (other than Year Group), and the observation of new categories of
perception. A threshold concept that | had not observed during data collection became

more visible using this aggregating approach.

For each participant vignette within a theme, | abstracted the salient theoretical concept or

precept, then returned to the literature to locate theoretical resonances to illuminate an

explanation. Emerging from this ‘theory after’ aspect of the qualitative method were new
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understandings of the data and ways of thinking about SA professionalism (Meyer & Ward

2014).

In the following step, | collated the main ideas abstracted from vignettes and grouped these
categories in tables to draw out the propositions the categories suggested. Sustainability

was a further category derived by this process.

7.3  Triangulation of quantitative and qualitative data

Mixed methods research (MMR) or triangulation, as used in this study, is a means of
achieving validity of data analysis. Theoretical triangulation is a recognised research strategy
in medical education for the examination of complex phenomena (Samuel et al 2010). The
following definition and endorsement of MMR is provided by qualitative methods expert

Denzin (2012);

an inquiry that focusses on collecting, analysing, and mixing both quantitative and

qualitative empirical materials in a single study or series of studies ... best understood as

a strategy that adds rigor, breadth complexity, richness, and depth to any inquiry.

(:82)

While representation of data by triangulation attempts to assess “the interpretive,

contextual level of experience where meaning is created” (Denzin 2012:83), it is often

interpreted for political and moral ends. In this study, the ends are social justice actions for
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health improvement. A thicker, more complex description than triangulation can be
achieved by ‘crystallization’ (Ellingson 2009). This describes an MMR methodology that joins
multiple forms of lens for analysis; “reflexively embeds the researcher’s self in the inquiry

process and eschews positivist claims to objectivity” (Denzin 2012:84).

A further paradigm refers to the researcher as a theoretical or methodological bricoleur;
combining a range of interpretive paradigms “that can be ‘brought to any particular
problem” (ibid:84). This approach recognises that participants can hold belief systems that
“attach the user to a particular worldview” (ibid), acting as “overarching philosophical
systems denoting particular ontologies (ways of being, becoming), epistemologies (ways of
knowing, knowledges), and methodologies (interpretations”) (ibid:84). Denzin (2012) noted
that paradigms (such as feminism, Marxism, or constructivism) may not be as easily moved
between as participant perspectives. In the present study, reflection on the diversity of
participant identities, habituses and ideologies, led me to adopt a bricolage methodology: to
account for both perspectives (less well developed systems) and paradigms (well-developed

systems), and move between them (ibid).

The interpretive bricoleur understands that research is an interactive process shaped by

the personal history, biography, gender, social class, race, and ethnicity of the people in

the setting.

(Denzin 2012:85)
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My task was to conduct a critical synthesis reflexively joining each participant’s perspectives

and paradigms into a representative whole.

The use of participant vignettes is one method of achieving triangulation of data with
researcher reflexivity; a process not unlike the interview, in which interaction between
researched and researcher informs the interpretation (Langer 2016). In this study, the
researcher’s subjective awareness of participant Year level (and all it entails), equity identity
(a potential for critical, embodied, social knowledge) and features of habitus (capitals,
trajectory, durability and pliability) informed a praxis in which evaluation of bespoke
narrative connections to the idea of ‘SA medical professionalism’ accrued. Equity identity
can also be associated with participants of ‘outsider’ status, recognising that prior to
widening participation in HE, medicine was regarded a field ‘for the likes of’ white, middle-

class men (Becker et al 1961).

Praxis synthesis, reflecting on my first experience, occurred in the process of writing the
vignettes. Synthesis was a complex act of interpretation of interrelated contributions (from
social theory; and dialogical meaning-making of a question arbitrated between participant
and researcher); akin to assembling an artwork by bricolage of distinct image fragments.
Once begun, this textual praxis or “gradual production of interpretation” (Langer 2016:740)

was cultivated, like a writing genre.

The extensive use of participant vignettes in the presentation and interpretation of results
was felt necessary; first, to demonstrate validity by triangulation of demographic and

interview data; and second, to theorise participant prosociality in response to The Charter.
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* 1. Critiques of contemporary medical professionalism
* 2. Transformation to a social justice perspective of medical practice
2.A. Informative learning
2.B. Formative learning
2.C. Transformative learning
* 3. The medical practice of social accountability
3.A. Responses to The Charter
3.B. Awareness
3.C. Agency differences; helping patients
3.D. Ways of ‘seeing’ and knowing
3.E. Space-time for social accountability practices
3.F. Education to overcome health inequities
3.G. Sustainability

3.H. Conscious boundaries of social accountability

Fig. 7.1 Themes and subthemes identified in the data

Figure 7.1 (above) lists the themes and subthemes identified in transcribed data.

To both validate and demonstrate the participant change process of developing CC of social
inequity as a precept of health, | borrowed the tableau “from informative, to formative, to
transformative learning” (Frenk et al 2010:1952). Vignettes served to contribute to research
validity and reliability; doing justice to diverse perspectives. The investigator’s aim was to

make conceptual triangulation of data more transparent (Tobin & Begley 2004). Limitations
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of using participant vignettes include the potential for selective presentation, and the loss of

particular narratives; a “trade-off between depth and breadth” (Reay et al 2019:9).

Social justice related concepts and preferences were tested, and demographic information
about each participant was collected in a pre-interview survey, to triangulate the validity of
participants’ oral testimonies with individual features of habitus. The documentation of
triangulated vignettes, collated into themes and subthemes, are found in the final Appendix.
The collated study results offer insights to how diverse participants oriented their identities,
interests, ideologies, beliefs, knowledges and appraisals to a more holistic, humane, and

sustainable approach to health and health care, based on social justice values.

7.4  Key to participants

Adelaide = A, Flinders = F; First Year = 1, Final Year = 6 (Adelaide) or 4 (Flinders)

Pseudonym [School = A or F, Year, Order of interview] e.g. Julie (F45)

7.5 List of Tables

7.1 Themes and sub-themes identified in the data

8.2 Social accountability postulates derived from qualitative analysis

8.3 Joint construction of socially accountable medical practice

7.6  Research Question
Study results focus on the main research question (repeated below) and are accompanied
by participant vignettes drawn from qualitative themes [Appendix 9] to add rigor and

transparency to data analysis.
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How do diverse medical students critically interpret the value of social justice to medical
practice; and how can students’ critical capabilities be harnessed to socially accountable

professional practices?

7.7  Reflexivity on interpretive writing: the joint production of meaning
In the study, | used vignettes to both structure suitable interview questions and to

triangulate quantitative and qualitative participant data with the research questions.

Writing interview questions as problem-posing vignettes was a creative task that needed to
anticipate the level of ethical or conceptual thinking the researcher hoped to probe with
participants, to achieve joint production of meaning. Térronen (2018) referred to the
discursive function of vignettes in qualitative research as evoking participants’ contextual
views or relatedness to the topic. | discovered the process of triangulation actually began
anticipatorily with question writing; and proceeded during interviews by modifying the pre-
structured question in response to a participant’s level of understanding, until mutual
meaning-making was assured. Interview vignettes, and question modifications during
interviews, aimed to inspire participants’ critical awareness - perceptions, cognitions,
emotions and knowledges - problematising the fairness of the professional status quo and
taken-for-granted practices in the field. This technique revealed misrecognitions (Bourdieu

1986) participants’ held of existing professional practices.

284



Langer (2016) claimed the methodological foundations of the qualitative research vignette
traditionally included the researcher’s reflexivity on the interview, to effect “a means of
methodological control on the researcher’s subjectivity” (:735). He proposed an alternative
method of vignette writing that produced ‘thick description” and added interest for readers;
written from a position that allowed the reader to participate in the analytic process. Langer
(2016) also pointed to Foucault’s exegesis of the function of ‘confession’ being reflected in
contemporary ‘interview society’ — “in which the production of selves and lives is accorded

special significance” (Atkinson & Silverman 1997:313; Langer 2012:740).

Understanding the interview in this manner, as a production, required reflexivity that

the interview is, in the first place, an expression of the joint co-construction of meaning

in this particular situation with these particular interview partners.

(Langer 2012:741 ltalics added)

He argued the research interview was an unnatural situation, “always charged with power
relations and asymmetries” (ibid:741); in which an ‘authentic’ self was collaborated
between the interviewer and interviewee. Yet, as Langer (2012) qualifies, however

subjectivities are performatively produced,

does not mean that they are arbitrary and detached from the lived and embodied

experience of the research partners
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(ibid:741).

Before the start of an interview, each participant completed a set of demographic questions
about their family and themself that served as an anchor for contextualising identity and
establishing critical features of habitus. |dentity included insider (| ) or outsider (O) status in
relation to culture of medicine. Students first-in-family and from the WPA were outsiders.
These features were woven into vignettes to cue the reader’s expectations of participant
agency (capability to aspire, or act in preferred ways) in relation to the structural conditions
of the new professionalism. For each theme and sub-theme identified from analysis of the
data set, | wrote a selection of participant vignettes that, on their own and in juxtaposition,
seek to open the dialogical relation of the inquiry to interpretive and comparative scrutiny

[See Appendix 9].

Writing data analysis as a vignette; such that a viewer may observe a performance;
presented knowledge of the object of study to the viewer/reader to co-interpret, make
meaning, and validate: a form of social constructivism (Langer 2012). While no single
vignette alone can be expected to validate the research question, a “thick, complex
interpretation” (Langer 2012: 742) is made possible through the collective, ‘bricolage’ effect

of vignette arrangement of qualitative findings (Denzin 2012).

The reader is now directed to Appendix 9 to read the triangulated participant vignettes.

Next, in Chapter Eight, | present study results as a bricolage of the interview vignettes,

comparisons and interpretations; to signify their relevance to the study question.
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CHAPTER EIGHT: RESULTS
SOCIAL JUSTICE & PROFESSIONALISM

8.0 Introduction

All medical student respondents to the study recruitment notices were made aware that the
subject of the study was ‘social justice in health and health care.” Participants became aware
of the professional requirement for social justice when reading an excerpt of The Charter at

the start of the interview process [Chapter One]. The following protocol was followed for

classifying participants’ social identity characteristics.

Participants’ identities were represented by a pseudonym signifying medical school, Year
level and order of interview. Also collected were gender, domestic or international status,
equity status, and insider or outsider relation to the traditional professional habitus. Equity
status referred to participants’ devalorised social identities; based on being female, black,
minority ethnicity, migrant or refugee, Muslim, disabled, low SES, Indigenous or rural origin.
Intersectionality referred to females of one or more de-valorised social identities presumed
to pattern their embodied experiences of social injustice (Crenshaw 1993). Males with more
than one equity identity were also classified as having intersectionality. Non-equity status
referred to traditional ‘social dominance’: being male, white and possessing high socio-
economic and cultural capitals. In distinction, social dominance orientation (SDO) refers to a

personality variable predicting social and political attitudes (Feather & McKee 2008).

‘Insider’ status applied to participants with high cultural capital for the professions; with a

parent who was a physician or academic, or had high cultural tastes and socioeconomic
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class credentials. ‘Outsider’ status referred to students entering medicine from low socio-

economic and culturally diverse backgrounds; not traditional sources of professionals.

In evaluating the results it is helpful to recall the agency-structure predictions of Bourdieu’s
theory of student habituses facing field changes to the social contract of medical

professionalism; and the zeitgeist of societal complexity and future uncertainty.

8.1 Orientation to social justice praxis
How do medical student participants, of diverse social backgrounds and identities, critically

interpret the value of social justice to medical practice?

8.1.1 Responses to The Charter

o The study mainly attracted students with dispositions for social justice.

The first distinction drawn from participant testimonies was orientation to ‘social justice’ as
a concept. All but one participant, a white male of high social status, agreed social justice
was a valid responsibility for medical professional practice. Other participants, sceptical or
resistant to the practice of SA, were similarly male, white or Asian, or low equity identities.
No female participant disputed The Charter’s framing of social justice praxis. However, the
strongest affective support for social justice was narrated by participants with intersectional
equity identities; while most outsiders to traditional professionalism reported embodied

experiences of social injustice.
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In Table 8.1 (below), perceptions of groups facing unfair social disadvantage in Australian
society are grouped by participants’ Year cohort, and show remarkable agreement only on

the first two nominations.

Table 8.1
Participant perceptions of disadvantaged (equity) groups in Australian society.
(n = number of participants in the Year group.)

Q. 20. Which groups of people in Australian society do you think are not
dealt with fairly or not given a 'fair go'?

Study cohort  First mention Second mention Other mentions
Adelaide First  Indigenous x 4 Refugees x 2 Elderly
Year War on drugs
Poor
n==6
Homeless

Rural population

Flinders First Indigenous x 9 Refugees x 3 Homeless
Year Migrants x 3 Drug addicted
_ Low English literacy
n=13 Poverty
Adelaide Final Indigenous x 7 Refugees x 4 Low English literacy
Year Migrants x 3 Asylum seekers
B LGBQTI
n=13 Homeless
Poor
Mentally ill
Islamic
Unborn
Flinders Final Indigenous x 8 Migrants x 4 Refugees
Year Women x 3 Elderly

Rural population
Working parents
Eco-activists
LGBQTI

n=8

Less International participants with intersectional equity identities reported membership of

student associations. International participants with low equity identities joined student
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groups at a rate comparable to domestic students. Proximity to social need may drive WP
students with intersectional identities to be more focussed on study, success, and

consequent material and symbolic aspirations.

8.1.2 Reflexive concerns of intersectional participants

o A high percentage of participants had social equity identities

Intersectional participants with migrant and refugee family histories expressed reflexive
concern for the health and well-being of similar groups in Australian society. For some this
was a discourse of existential survival, indelible in collective family memory. The narrative
included the gratitude of safe arrival in Australia, but also a sense of injustice and insecurity
from racist threats towards Asian identities. Most had experienced social inequities, but also

social attainments, and had prosocial professional values that accorded with The Charter.

Resilience in the face of hardship: one participant’s mother, was the first Vietnamese

refugee to graduate in medicine at The University of Adelaide.

Race-related social distress discourses were absent in white participants whose parents
were European and Eurasian migrants. These included A15 (France), A68 (England), F46
(Croatia) and F48 (Romania). While the families of F46 and F48 had experienced material
poverty, their migrant discourses had faded after decades of successful living in Australia:
they referred to themselves as Australian. All these white European-Australians expressed
prosocial discourses of solidarity with disadvantaged people. This generation had ‘social
gazes’ of social inequity; theorised to be weaker than the ‘born gaze’ of their parents [See

Figure 8.1, below] (Maton 2010).
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Olivia (F112) with two equity identities, had experienced discrimination as an Indian Sikh
migrant and a woman, when living in England. She seemed conflicted about social stigma.
She reflected on her own disposition of stigmatising others, but was ambivalent about the
need for GPs to identify a patient’s sexuality. However, she believed all patients need to be
treated ‘at the same level’ — referring to unconditional regard and quality of care despite
social status. As an equity strategy, she proposed more interpreters be made available in

hospital settings.

The main status differences between Olivia and white participants from migrant
backgrounds, was skin colour; and being in a transitional state of belonging — not to India,
not to the UK, not yet to Australia. A self-concept able to securely empathise with the plight
of others, motivated to provide justice and care, may not yet be fully developed; or may be
fractured, the result of immigrant status insecurity or self-stigma. In an Australian study of
‘self-concept’, the importance of medical students’ psychosocial attributes to academic and

professional development was emphasised (Yeung et al 2014).

8.1.3 Reflexive concerns of a privileged participant

In a ‘cultivated gaze’ insight arises from socialised dispositions and educated ways of
thinking and being (Maton & Moore 2010:166). Although upper social class participant
James (A68) was an English immigrant, the idea of his family being insensitive to social
disadvantage was anathema and insulting. Moral humanist discourse and the state of the

world were everyday concerns to his family; a trained gaze sourced to James’s mother, a

291



child psychiatrist. Having no equity identity, James may be less likely than other study
participants to work as a physician in an area of social need. Yet, having high cultural capital,
a physician of James's status could be a powerful ally in support of SA professional practices
and policy actions. His engagement in a prosocial health team could confer symbolic capital
to reproduce the family’s high social standing. James had ‘cultivated’ knowledge of social
justice; a weaker social relation to knowledge claims than participants with born (the
strongest) or social (the next strongest) gazes (Maton & Moore 2010:166). With a cultivated
gaze; and strong capitals (Bourdieu 1977) and capabilities (Sen 1999), James could become
an effective actor in the new professional culture. That is, James could reproduce family
capitals while simultaneously participating in professional reforms (Bourdieu & Passeron

1977). [See Gazes Fig. 8.1, below]

Weaker Stronger
knower gazes knower gazes

< >

Trained gaze Cultivated gaze  Social gaze  Born gaze

Fig 8.1 Knower grammars and gazes
(Sourced from Maton 2010, Fig. 8.2 p.166)

8.1.4 Dissent to social justice professionalism
Martin (A61) was a clear outlier in the study. He identified as a white, conservative male; an
only child, raised in a well-off area of urban Adelaide. He held Protestant European cultural

tastes, and free enterprise family capitals. As an ‘insider’ to traditional professionalism, he
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had no equity identities. He was the first participant interviewed, and voiced his opposition

to social justice. To Martin, only legal justice mattered.

Martin (A61):
“A lot of people think that social justice means people can do absolutely anything they
like and the community must empower everyone to do whatever they want, which is

incorrect.”

This discourse upheld the existing social order as just, economically fair, and protected by
the institutions of western democracy. Australian Indigenous health was perceived to be
generously funded; and patients not complying with doctor’s instructions were lacking
motivation. This discourse qualifies as neo-functionalist: the doctor’s expertise was traded
as a demand-led, doctor-patient transaction. No social account was given of bespoke
patient needs; and no advocacy considered for disadvantaged patient groups. There was no
critical reflection on one’s own social position, nor was any sociological imagination of

societal structuring of health evident.

However, clear alignment of habitus and conservative political ideology gave Martin’s
perspectives internal moral consistency. Loyalty and institutional norms had precedence
over social justice; while ‘affirmative action’ or equity breached the inviolability of market
economics. The term ‘discrimination’ he argued, more usefully applied in medical practice

III

to the need “to distinguish between the sick and the well”. The investigator claimed social
justice discrimination was needed to discern between the medically sick and socially ill, and

identify those with equity needs.
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Martin (A61) opined citizens had a moral responsibility to look after themselves; and if SA
was to be a category of medical professionalism, it ought be instituted as a specialty within
the existing structure of the profession. Lacking contextualising experiences of poverty,
Indigenous health, social stigmata, or compelling pedagogy, Martin was unlikely to develop
a sociological imagination of health. He argued ‘love and charity’ were the virtues we owe
the poor. Absent any social relation to disadvantage and personal intention to act for social

change, Martin’s gaze for societal, humanistic health knowledges was blind.

Next, | compare Final Year Martin (A61) with First Year Melissa (A12), a Chinese-Australian
woman whose father was a rural GP. While Melissa was an ‘insider’ to medical professions,
she had equity intersectionality as a woman that experienced anti-Chinese prejudice in
Australia. She reported a developmental shift in political consciousness, recently becoming
more liberal and shedding her father’s conservative views. Her knowledge of social justice
issues in society, and her CC, had expanded through volunteering experiences, and by

consulting the online app Tumblir.

Melissa (A12):

“I think, like, social justice should be taught in medicine because it’s a really important

part... ‘cause if you go through medical school without any knowledge about the social

implications of things and like, knowing the different populations, what they need and

what they want... then you are going to make a bit of a lousy doctor; because the social

aspects of health care is [sic] so important. As | was mentioning before about emotional
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health and the social health, ‘cause they probably make up more of health outcomes

than just plain medicine.”

The comparison between these discourses was stark, with some of the difference likely
attributable to participants’ equity identities. Remarkable, was Melissa’s early insights and
Martin’s failure to acknowledge the significance of social distinctions between patients —the
‘difference principle’ in Rawl’s theory of justice - during his six years of training. As an
insider, Martin (A61) was likely to reproduce the traditional medical professionalism; yet
Melissa (A12), an insider with equity identities, supported medical professionalism reform.
The other important difference between the two insiders was ideology; one conservative,

the other progressive.

8.2  Sociological imagination of health
What are the characteristics of participants having a ‘sociological imagination’ of health?
‘Theory after’ the study (Meyer & Ward 2014) needs to account for the observed variation

in participants’ sociological imagination of the contexts of health production.

8.2.0 Sociological imagination: A hierarchy of knowers

Extending Bernstein’s studies of critical structuring of pedagogy, Maton (2010, 2014) noted
which and whose knowledges matter (convey meaning and confer legitimacy) in building
cumulative knowledge across a course. He observed the hierarchy of legitimate knower

gazes [Figure 8.1, above].
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This finding supports a social realist perspective of curriculum that contests the traditional
order of pedagogic dominance, and valorises social epistemologies of those closest to the
social conditions of health production. In the study, participants’ demographics allowed

approximation of relational identities to the social contexts of health (equity identity) and

the profession (insider /outsider).

Maton’s graphic depicting graduated strength of ‘knower grammars and gazes’ was
supported in the study from evidence of a gradient of meaning making of social inequity and
health outcomes related to participants’ social identities and discourses. Having mixed
insider and outsiders identities, in the case of Melissa (A12), conferred a critical gaze of

medical practices and of bigotry in Australian society.

8.2.1 Sociological imagination: Characteristics of participants

In the theoretical framework, sociological imagination (Mills 2000) is a precept of critical
consciousness; allowing the participant to evaluate the social impacts of power in society,
and accordingly, the potential health impacts of social injustice in local, national and global

contexts.

Safiya (A14), with four equity identities (female, ethnic minority, LGBQTI and Muslim), was
the most vocal of all study cohorts. From her multiple social locations, Safiya articulated an
insightful, critical sociological understanding of health and health care in Singapore society.
Her strong social capital likely stemmed from lived experiences as a marginalised youth

turned political activist; and from voluntary service learning experiences in a Singapore
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psychiatric facility and among a low SES community. Popular discourse of Singapore’s
remarkable economic success and wealth may help to obscure lifeworlds of poverty at the

lower end of a social gradient in this conservative, capitalist society.

With her consent, Safiya’s interview ran over an hour while she intently detailed her
observations and ideas; venting her sense of injustice at the health inequities she had
witnessed in her family and community. Safiya (A14) reflexively knew the social reality for
disadvantaged youth, as a peer identifying with stigmatised Malay and LGBQTI groups in
Singapore society. Such groups faced a conservative policy and policing environment. Rigid,
adverse and hierarchical attitudes toward minority groups by professionals, including
physicians, unfairly stereotyped their behaviours and resulted in reduced access to health
resources. This misrecognition of health ontology was a further cause of distress and illness;
a source of symbolic violence (Bourdieu 1970) commonly termed ‘blaming the victim.’
Poverty in Singapore society, Safiya observed, had compounding negative outcomes on
adult health literacy, health care access, health, and survival. Safiya (A14) had a born gaze

and a social gaze [Fig. 8.1] (Maton 2010) of contexts of social inequity in her community.

8.2.2 Sociological imagination: Equity as a conceptual lens of social accountability

A. Universal approval

Likert scale survey questions [Appendix 4, Panels 4 -7] revealed all but one participant
‘strongly agreed’ to medical education for social justice, student activism for social justice,

and global actions to reduce social inequities affecting health.

B. Threshold concept
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Equity in clinical health care was a threshold concept for participants in all study cohorts.
Few were unaware of the term, but those who could define ‘equity’ did not necessarily
comprehend its implications for practice. Participants with social equity identities were

more capable, with Safiya (A14) most capable.

C. Conceptual errors

Common conceptual errors in participants’ constructions of the care owed to socially
disadvantaged patients were;

a. restricted to the ‘downstream’ context of health care, and

b. equated standard of care with fairness in health care. Some stated the care owed all
patients, regardless of social identity, was ‘the same’; mistaking non-judgmental care with

justice.

D. Discussion

Equitable care requires physician identification of patient social identity; to evaluate social
justice needs that may require more care or equitable resources. The patient’s social
identity is a clue to semiotic lifeworld stressors that may require more detailed history-

taking (listening) to uncover (Rafieian 2010).

Identification of patients’ social identities was considered unnecessary by some students,
and discriminatory (in a negative sense) mainly by First Years. This was observed in response
to general practice question (Q.7, below) on patients’ sexuality. In addition, some seemed
to understand the concept of equity but were not familiar with the terminology; while one

participant (A61) admitted to knowing equity only as a banking term. These findings are
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consistent with ‘knowledge blindness’ (Maton 2014); and support a call by Sharma, Pinto &
Kumagai (2018) for teaching the ‘social determinants of equity’ (SDOE) rather than SDH in

SA medical education.

Next, | provide an interview extract from a participant with preliminal understanding of
health equity; then a participant with sociological imagination of health equity; and finally, a

participant who connected equity to professional responsibility — the duty to act.

Kerry (F41) voiced a discourse that viewed fairness as equal standard of non-judgmental

health care.

“So, | think that it doesn’t matter what your background is, or why you’ve come to
needing health care... you will be treated in the exact same way. So, whether that’s to do
with the resources that are needed to treat you... it’s the same patient, no matter who
they are, that’s what you will use for them. It doesn’t matter if you personally have a
problem with someone’s race, gender, SES, ethnicity, religion, any other category, you

need to put that aside and the way you act as a physician to that person is the same.”

The discourse provided by Hannah (F42), an International participant with intersectional
equity identities demonstrated a sociological imagination of health. Hannah had worked in a
Los Angeles (LA) youth centre and understood the health-illness dialectic resulting in drug
and alcohol problems for deprived youth. She understood these behaviours as unhealthy
coping strategies responding to the chronic stress of surviving living conditions in inner LA.

She applied this understanding to psychiatry research into smoking behaviours of gamblers.
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While unfamiliar with the term ‘equity’, she understood the concept very quickly once it

was explained. This may be attributed to situated learning in a disadvantaged social context.

Nate (F46), who clearly understood equity, had gained sociological imagination of
Indigenous health during a longitudinal clinical placement. He inverted the equality-equity

concept to interrogate the purpose and motivation for professional responsibility.

“You could treat everyone equally the same, better or worse wouldn’t matter, because

at the end of the day, you’re getting a pay cheque.”

The level of involvement in SA actions participants perceived as professional responsibility is

considered next.

Interview Q.7

An Adelaide general practitioner knows that about 10% of the population is
homosexual, but she is not aware of any homosexual patients in her practice.

What could be the problem and what could she do to change the situation?

8.2.3 Sociological imagination: Patients with stigmatised sexuality
Interview vignette Q.7 (above) problematised the identification of LGBQTI patients
attending a general practice setting. Sexuality may not be disclosed by patients presenting

to general practice; but does it matter, and why?
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This vignette aimed to provoke participants’ problematising of the health-illness dialectic of
social stigma and self-stigma; and how these factors affected access to quality health care.
The distress of sexuality stigma can result in psychopathologies: mood disorders, drug
abuse, obesity, and self-harm; illnesses a SA physician is expected to diagnose and manage.
Without reflexivity, ‘social distance’ between heterosexual physicians and LGBQTI patients

can be a barrier to effective communication, diagnosis, and access to health resources.

A. Identification of LGBQTI patients

A First Year discourse found this vignette perplexing, and suggested the GP showed negative

discrimination by wanting to identify patients’ sexualities.

Olivia (F112), an Indian Sikh woman, experienced racial prejudice in U.K. and migrated to
Australia. She had friends who identify as LGBQTI and believed they would find it strange for

a medical practice to put up a poster to welcome the community.

“I don’t know how | feel about that because that’s essentially discriminating you know,
people in the populations, so it’s like, almost like saying... ‘Only...” | don’t know, | don’t
know how to say it... | just... | just don’t think she needs to change the situation. | think it
could be word of mouth and say, you know, ‘It would nice to have people like that in
here’, but even then, I’'m confused about the question. Is it even a situation...? | think
they’re all... we’re all the same people, regardless of what your sexuality is. | don’t think it

matters.”
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The perceptual schema here was pre-clinical; suggesting the participant’s association of a
patient’s identity with health risks was not yet in place. Yet we were talking about social
justice. The ability to integrate horizontal and vertical discourses into professional praxis
was not expected of First Year students; yet this question make sense to those with critical

consciousness of social inequalities, and others socially proximal to LGBQTI sexualities.

Essentially, a lay perception of equity viewed the practice problematically;

a. identifying a patient’s sexuality was unfair discrimination, and

b. ‘discrimination’ was a social justice problem rather than social justice solution - a practice
of problematising the context i.e. positive discrimination by making the subject-object move.
It appeared an example of a pre-liminal concept that required more critical health

knowledge of the social structuring of the Other’s lifeworld to fully realise the concept.

B. Stereotypes of LGBQTI patients

The reflex of many Final Year participants responding to the interview question on sexual

identity was to stereotype LGBQTI patients by the demography of their sexual health risks.

A vertical, biomedical, and ‘recently learned’ heuristic of the sexual health risks of ‘men who
have sex with men’ (MSM) informed one First Year participant’s answer (below). She first
explained her understanding of the question, and acknowledged stigma as distributing

unequal access to health care.
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Pandora (F111), a Chinese woman from Hong Kong, with a Bachelor of Medical Science from

a Sydney university, had been four years in Australia.

“What’s the problem? Yeh, because even though there are so many homosexual people
in society they are just sceptical to come into the clinic and seek help, so there is a
problem. How can you encourage homosexual people to come, yeh? Unless you can...
unless you can get rid of the discrimination, like sitting in peoples’ minds towards
homosexuality... we should expect them to come.

Homosexual people are more susceptible uhh, in some kind of diseases. Because | just
attend a lecture yesterday. Some kinds of disease like syphilis... and men having sex with
men have a like, higher HIV rate in this field, so the way they have sex or the way that
they interact makes them more vulnerable to some kinds of disease; and that’s a fact not

that we can blame, just the way that they live they are more vulnerable.”

While the lecture was only yesterday, Pandora’s iconic First Year perceptions will need to be

refined. Her take-away message was behavioural and biomedical.

It suggests the semiotic structuring of; a. concepts for a ‘sexuality and health’ topic need to
be more holistic; to include mental health related to sexuality (semantic density code) and
b. contextual knowledge of LGBQTI lifeworld inequities (semantic gravity code).

Cumulative building of sociological knowledge of human difference, social capital, structural
vulnerability and mental wellbeing need consideration in pedagogic planning. These SDH,

allied to the value of social justice, underpin critical, ethical phronesis of patient problems.
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C. Psychological needs of LGBQTI patients

A white Australian, gay, male, Final Year Flinders student (F46); and a female American Sub-
continent Indian, Final Year Flinders student on psychiatry placement (F42) were among the
few participants to acknowledge the psychological needs of LGBQTI patients related to
social stigma and self-stigma. A lived or embodied knowledge of oppressed sexuality was

provided by Safiya (A14), a young woman with intersectional equity identities.

Safiya (A14) has lived with the oppression of homosexual illegality in Singapore, and told
how young gay people’s attempts to promote societal integration and freedoms for the
LGBQTI community were officially rejected by the Government. She gave a psychological
account of the initial uncertainty that young people may have about their sexual identity;
the self-stigma, and fear of disclosure to authority figures, that hinges on trust in physician
professionalism. She advised physicians to read the patient’s body language for cues to
sexual orientation; to enquire about relationships, distress and social support; and be wary

of parental and religious coercion.

D. Human rights of LGBQTI patients

Sa