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Abstract

This article suggests how competency-based medical education should
robustly integrate health equity by focusing on physicians’
responsibilities to (1) know why and how underlying structural
mechanisms contribute to health equity and then (2) take action to
achieve health equity in their practice. This article first canvasses
currently available frameworks for helping trainees cultivate these 2
specific skills of discernment and action. This article then offers
strategies for teaching and assessing these skills in specific learning
activities.

Case

Dr A is a general pediatrician working alongside Dr B, a pediatric intern at a primary care
clinic. Today is Dr A’s first day working with this intern, but Dr A has already been
impressed with Dr B’s skills and attention to detail. Dr B says: “David is a 6-year-old boy
here for a well-child visit. Dad is here today; he reports issues at school, including
suspensions. His school reports suspensions are related to behavioral concerns:
aggression, inattention, tearfulness. Dad reports concerns about bullying and says
managing his boy’s behavior at school has been difficult.” Although Dr A has confidence
in the intern’s clinical skills, Dr A wonders if Dr B can incorporate in David’s care the
social determinants of health that contribute to his presentation today. Dr A has had
experience with families like David’s and knows that children of color like David often
face interpersonal, structural, and internalized racism that affects their behavioral
health.12 Moreover, Dr A is aware of the well-documented racial disparities in behavioral
management and school suspensions.345

How might Dr A appropriately assess this intern’s developing awareness and skills in
asking, listening, and addressing these potential racial disparities? Which, if any,
existing competency literature could help Dr A teach this intern effectively about health
equity and how to integrate it into David’s care? While Dr A is aware of numerous ways
to assess general clinical competencies, such as examinations and direct observation,
Dr A is not comfortable in assessing health equity skills.
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Commentary

The origins of competency-based medical education (CBME) can be traced to a school of
psychology called behaviorism,® which focused on documenting observable outcomes
and ensuring that these outcomes served as the determining factor in decisions about
curricula.” CBME works to create content, experiences, and assessments based on
observable outcomes to develop the necessary knowledge, skills, attitudes, and
behaviors or actions that support a particular competency.8 The first competency
framework, the CanMEDS Physician Competency Framework, which was established in
1996, outlined 7 competencies intended to improve patient care.® Other efforts to
enhance competency training and assessment soon followed, including the
Accreditation Council for Graduate Medical Education (ACGME) Outcomes Project in
1998 that led to the ACGME’s 6 core competencies (patient care, medical knowledge,
practice-based learning and improvement, systems-based practice, professionalism, and
interpersonal skills),10 and the Association of American Medical Colleges (AAMC) 13
Core Entrustable Professional Activities (EPAs) for Entering Residency in 2014.11

Although CBME is a dominant movement in medical education, CBME frameworks did
not originally define outcomes related to health equity or assess content areas related
to structural determinants of health.12 Yet there is agreement in the academy and
professional organizations that individual physicians should have knowledge of health
equity and do have a professional responsibility to realize it in their practice in order to
affect patient outcomes.13.14 Beyond the few efforts made to amend competency-based
frameworks,12 health equity is typically an afterthought in curricula that were not
designed to teach or assess the critical knowledge that is needed to understand and
advance health equity.12

In keeping with CBME frameworks’ artificial distinctions between knowledge and action,
the current approach is to teach about inequities rather than to expose why and how
underlying structural mechanisms (eg, racism, sexism, ableism, violence, differential
education and employment opportunities, health care access) contribute to such health
inequities.15.16.17 By contrast, other health professions have built foundational
competencies related to health equity knowledge and action into their accreditation
standards for degree-granting programs.18 In social work, for example, trainees are
expected to advance social, racial, economic, and environmental justice and human
rights, as well as to engage in antiracist practice and diversity, equity, and inclusion
efforts by developing empathy and awareness of White privilege and taking
responsibility for the structural mechanisms underlying disparities.1819.20 Given that both
social work and medicine are professions with foundations in caring, why are their
competencies so starkly different? Medical education fails to foreground health equity
as an expected part of professional knowledge and action. Thus, a critical shift is
needed in the way we think about health equity in the context of CBME.

Defining a Health Equity Skill Set

There is evidence that CBME improves procedural skills,21 but there is ongoing debate
regarding its suitability to assess the “development of values, insight, and judgment.”®
An emphasis on proficiency that is based on measurement of observable behaviors
reduces the “holistic expertise” of physician training to “a series of discrete tasks” and
ignores the connections that make these tasks “a purposeful whole.”22

Consider a widely used competency framework in general pediatrics: the pediatric
milestones. The “systems-based practice” subcompetency, “population and community
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health,” level 1 states that trainees should demonstrate “awareness of population and
community health needs and disparities” and, by level 4, adapt “practice to provide for
the needs of and reduce health disparities of a specific population.”23 In this
competency framework, trainees are currently only expected to know about general
health disparities, not the underlying structural mechanisms (eg, racism, sexism,
ableism) that create those health disparities. In the absence of an understanding of
power dynamics, how can interns realistically “adapt” their practice to patients’ needs,
or how can educators teach trainees to—and assess their ability to—address and
mitigate health inequities?

Health equity is a complex concept with multiple layers,13 including various types of
health outcomes, which intersect various medical specialties, as evidenced by the
pediatrician in the vignette seeking to address inequities in behavioral health outcomes
related to racism. This complexity presents a challenge for CBME. Are competency
frameworks—which are designed to reduce complexity—sufficient to capture such a
nuanced concept as health equity?

Reimagining Assessment

In line with others who have criticized the foundations of CBME,622 we contend that
building solid health equity education will require going beyond the atomization of skills
and the artificial separation between knowledge and action. In contrast to others who
have argued that CBME can be retrofitted for health equity,12 we argue that because the
CBME movement was never built to address health equity, its foundations are critically
lacking for the purpose. The question then becomes: Can and should CBME be used to
assess a trainee’s ability to address and mitigate inequities? If CBME does not serve this
purpose, then what does? If the traditional assessment tools associated with
competency frameworks are not enough, then what is? Below, we draw on scholarship
from other professions, including education, social work, and nursing, to provide some
building blocks that we believe will aid in reimagining and rebuilding new foundations for
medical education for health equity.

Valuing advocacy and community-based work as central to the development of
professionals. Assessment systems comprise the multiple assessment tools and
methods used to measure and support learning and produce comprehensive data about
learners’ development.23.24 Assessment systems are a direct communication of an
institution’s values to learners and other stakeholders, including patients and
community members. Therefore, assessments should be based on values such as
learners’ growth, rather than on ranking and sorting learners, and reflect the needs of
the community.25 The most well-known assessment tools for CBME include multiple
choice questions, direct observation, performance data, multi-source feedback,
simulation exercises, and reflective writing. What these assessments often fail to value
are the settings and skills necessary for teaching and assessing health equity. While a
simulation exercise could be used to assess learners’ advocacy skills, it would not give
insight into their understanding of how and why structural racism affects patients or,
more importantly, the real-time actions that they can and should undertake. Reflection
has also fallen into the trap of being viewed as a measurable construct. Specifically,
reflective writing exercises run the risk of the trainee generating the desired response to
the prompt, which may not be an honest reflection of their true feelings on the matter.26
A more productive way forward is to design learning opportunities that focus on allowing
learners to understand how health disparities have come into existence by actively
providing them with platforms to engage in community-based and advocacy work.
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Proximity to health disparities through longitudinal community engagement can help
learners understand their role as a physician in their community.15

Understanding how structural racism plays a role in standardized testing. There is
mounting critique of how standardized tests serve as “institutionalized mechanisms of
racial exclusion.”27” The fact that underrepresented learners get lower scores on
standardized exams27 is a product of a multitude of historical circumstances—such as
redlining, suboptimal schools, and intentionally disinvested neighborhoods—which lead
to lower test scores. Admissions committees may in turn place too much emphasis on
these scores. We argue that allowing learners to pave their own path for community
engagement without mandatory quantitative assessments could result in a more
authentic learning experience. In contrast to conventional medical education wisdom,
we contend that everything that needs to be learned does not have to be measured—at
least, not in a standardized or normative way—to avoid a potential quantitative fallacy.28
Deemphasizing quantification gives room for alternative approaches to building
assessment systems, such as assessments for inclusion2® and justice-orientation.30.31
These approaches recognize the roles of structural racism in education—notably, that
historical educational practices such as standardized testing were designed by and for
individuals from dominant race, class, gender, and ability groups.30:31 Furthermore,
these approaches recognize that underrepresented learners often enter educational
spaces both with prior experience of inequity and with unique strengths that both go
unacknowledged.

Introducing creativity, flexibility, and individualization into assessments. Learners are
not homogenous, and it is counterproductive to teach and assess all learners uniformly.
As assessments for inclusion and justice orientation recommend, allowing learners to
design their learning agenda and assessments as stakeholders would likely be more
insightful than a top-down assessment rubric related to their understanding of health
inequities. Other professions routinely use assessment for inclusion practices, such as
“un-grading,” which intentionally focuses more on learning and less on grades and
performance.32 Other examples include faculty involving trainees in designing health
equity assessments, such as portfolios of work; partnering with them to design the
assessment system itself; allowing multiple ways to demonstrate learning with minimal
grading; and inviting trainees’ feedback on assessment processes.33.34

Ensuring assessments are culturally relevant and valuing awareness of the historical
and structural basis of current inequities. One practice in justice-oriented assessment—
culturally relevant education and assessment—allows students to draw connections
between their learning and their lived experiences.3t One example might include
implementing capstone longitudinal community projects (identified and undertaken by
trainees), with a group presentation and sharing of lived experiences throughout the
project, which could be a powerful tool for learning.35.36.37 Designing culturally relevant
assessment tools and systems would require using systematic assessment design
approaches that engage patients and community members alongside learners in
designing assessment tools. It would also require using equity-centered program
evaluation models to evaluate the design’s influence on communities.

Returning to the case scenario above, how do the 4 proposed health equity-assessment

building blocks compare with existing CBME assessment tools? The table below
demonstrates how these health equity-assessment blocks, applied to David’s case,
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allow for a deeper engagement with the causes of health inequities and prompt learners

to develop community-based solutions.

Table. Comparison of CBME and Health Equity Assessment in David’s Scenario

Examples of assessment using CBME tools

OSCE station. Simulate David’s scenario and
develop a checklist to assess interns’ ability to
ask questions about SDOH.

Problem. This exercise will not address learners’
understanding of why and how underlying
structural mechanisms impact David’s family.
More importantly, this exercise will not have any
direct benefit for David.

Reflection exercise. Ask learners to reflect on
how structural racism may impact David’s family
and to describe what actions they would
consider taking.

Problem. Reflection does not equal action. Here
again, there is no direct and immediate benefit
for David. Additionally, learners will likely express
what they surmise they are expected to say.

Examples of assessment using health equity-assessment building blocks

Valuing advocacy and community-based work.
Enact a longitudinal program in which pediatric
trainees spend time interacting with the children
and teacher at David’s school, learning directly
about how structural racism has impacted the
school environment and therefore the child.

Integrating creativity, flexibility, and
individualization into assessments. Involve
trainees and David’s family in designing the
health and equity assessment rubrics by
partnering with them to design the assessment
process itself, such that learning can be
demonstrated multiple ways with minimal
grading. Solicit feedback from learners, David,
and his family on assessment processes.

Understanding structural racism’s role in
standardized testing. Allow learners with life
experiences of marginalization similar to David’s
to pave their own path for community
engagement during their time spent at David’s
school without mandatory assessments.

Ensuring assessments are culturally relevant.
Invite trainees to consult with David’s family
about an idea for a capstone longitudinal
community project involving a group
presentation on which the family and community
share their lived experiences about the history of
marginalization and policy violence that leads to
poorly funded schools and bias in the clinical
evaluation of boys of color.

Abbreviations: OSCE, objective structured clinical examination; SDOH, social determinants of health.

Conclusion

The dominant discourses around CBME value knowledge production and assessment
according to their conformity with a “zero-point epistemology” or, in simplified terms,
their “objectivity.” Yet putatively objective CBME assessments have been riddled with

concerns about bias.3839 Recognizing the limitations of CBME and its assessment tools,
we have provided suggestions for moving beyond health equity as an “add-on,” utilizing
practices from other professions—and envisioning other practices—that center equity as
a foundational part of professional knowledge and action.
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