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Abstract
Introduction Medical schools worldwide are creat-
ing inclusion policies to increase the admission of
students from vulnerable social groups. This study
explores how medical students from vulnerable so-
cial groups experience belongingness as they join the
medical community.
Methods This qualitative study applied thematic anal-
ysis to 10 interviews with medical students admitted
to one medical school through an affirmative policy.
The interviews followed the drawing of a rich picture,
in which the students represented a challenging situ-
ation experienced in their training, considering their
socio-economic and racial background. The analysis
was guided by the modes of belonging (engagement,
imagination, and alignment) described by the Com-
munities of Practice framework.
Results Participants struggled to imagine themselves
as future doctors because they lack identification with
the medical environment, suffer from low self-esteem,
aside from experiencing racial and social discrimina-
tion. Participants also find it troublesome to engage
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in social and professional activities because of finan-
cial disadvantages and insufficient support from the
university. However, participants strongly align with
the values of the public health system and show deep
empathy for the patients.
Discussion Including students with different socio-
economic and racial backgrounds offers an opportu-
nity to reform the medical culture. Medical educators
need to devise strategies to support students’ social-
ization through activities that increase their self-es-
teem and make explicit the contributions they bring
to the medical community.

Keywords Medical education · Affirmative policies ·
Social justice · Professional identity

Introduction

Globally, the selection processes for entering medi-
cal schools often prioritize assessing factual knowl-
edge, which benefits students from wealthy families
who have had access to good and often expensive
secondary education [1–3]. Moreover, costs associ-
ated with medical training are prohibitive for people
from low-income families as even middle-class stu-
dents struggle with increasing educational debts. The
observed result is the exclusion of students with low
socioeconomic status, a social group that often over-
laps with racial minorities [2, 4]. This social and racial
segregation prevents the medical field from renewing
itself and perpetuates a cycle of privilege incompatible
with the principle of social justice [3, 5, 6]. To com-
pensate for this selection bias, medical schools world-
wide are creating inclusion policies to increase admis-
sions from vulnerable social groups [2, 5–8]. However,
it is unknown how the different social, economic, and
racial backgrounds of these students intersect and in-
teract during their socialization in medical school and
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influence their professional identity development [9].
Understanding how students from these vulnerable
social groups experience their trajectory to becoming
doctors is essential for devising tailored educational
and supportive practices.

Despite recent efforts, there are still underrepre-
sented social groups in medicine worldwide [4, 7, 10].
In Brazil, a 2011 study revealed that 98% of medical
students in public universities had a family income
five times higher than the minimum wage, and only
6% self-declared their race as Brown or Black [11, 12].
However, more than half of Brazil’s population lives
on less than one minimum wage/month and self-de-
clared their race as Brown or Black [13], which mir-
rors demographics around the world, including those
found in the United States (US) [1, 10], Australia [14],
and the United Kingdom [3].

Greater social diversity in medical schools could
improve the care of the general population and ben-
efit medical students’ education. Evidence supports
the finding that ethnic minority patients have bet-
ter adherence and treatment success when cared for
by a doctor from the same ethnicity [1, 5, 15–17].
Additionally, doctors who study in a more diverse
environment are more competent in dealing with
patients from different racial and social groups [18,
19]. Therefore, increasing the representation of un-
derserved social groups in medical schools is not
only a matter of solidarity, but an asset to improve
healthcare and promote social justice. Thus, sev-
eral countries committed to democratizing access to
medical education have adopted policies to facilitate
the admission of students from low-income families
and racial minorities [3, 7, 8]. Although these policies
successfully increased diversity, students from disad-

Table 1 Socio-economic profile of ProFIS students compared to that of the average student admitted to UNICAMP Medical
School during the time of the study

Racea

(Self-reported)
Gender Parents/providers with

university education
Worked during secondary
education

Year at medical school

ProFIS 1 Black Male No Yes 5th

ProFIS 2 Black Female Yes Yes 4th

ProFIS 3 Black Male No Yes 2th

ProFIS 4 White Female No Yes 5th

ProFIS 5 Brown Female No Yes 3th

ProFIS 6 White Female No Yes 2th

ProFIS 7 Black Female Yes Yes 2th

ProFIS 8 White Female No No 6th

ProFIS 9 White Male No Yes 1th

ProFIS 10 White Male No Yes 1th

Averageb

Student
White 67.4%
Browna 18.1%
Black 2.25%

Male 46.43%
Female 53.56%

Yes: 64%
No: 36%

Yes: 4.5%
No: 95.5%

a Participant data was obtained from a socio-economic questionnaire based on self-declaration. Self-declaration means the interviewee selected the race with
which he/she identified. We used “brown” to refer to “pardo,” a race category the Brazilian Institute of Geography and Statistics uses in Brazilian censuses. It
is a word used to refer to various shades of brown skin. When surveyed, 12.25% of the respondents identified themselves as “Yellow,” “Indigenous,” or did not
indicate their race.
b Data from the general student population obtained on the official site of the university. These data are based on a self-declaration questionnaire answered by
the students when entering the university. We used the data from medical students enrolled between 2013 and 2018, representing the socio-economic situation
of students from the 1st to 6th year [28]

vantaged social backgrounds experienced financial
problems and racism, potentially hampering their
social and professional integration [20–24].

This study explores the challenges related to the
socialization and professional identity development of
medical students from low-income families admitted
to a Brazilian medical school through an affirmative
policy.

Methods

This is a cross-sectional qualitative study based on
a constructivist paradigm using the Rich Pictures
methodology [25]. The research ethics commit-
tee of the School of Medical Sciences of the Uni-
versity of Campinas approved the study (CAAE:
91119118.1.0000.5404).

We conducted this study in the School of Medical
Sciences at the University of Campinas (UNICAMP),
São Paulo, Brazil. The UNICAMP selection process
relies on a national two-step cognitive test. In 2018,
30,676 candidates applied for 110 available positions.
The secondary school system in Brazil is unequal, and
students from wealthy families have access to excel-
lent private schools and increased opportunities to at-
tend universities [26]. In contrast, students from pe-
ripheral public schools, some in the middle of slums
(“favelas”), are seldom admitted [7, 11, 12].

In 2011, the UNICAMP’s Higher Interdisciplinary
Training Program (ProFIS) was created to select stu-
dents from each of the 92 secondary public schools
of Campinas to enter a college-like preparatory pro-
gram. ProFIS selection combines a territorial parame-
ter with students’ academic performance. The territo-
rial parameter guarantees admission of students from
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all public schools, including those located in favelas,
which assures inclusion from impoverished families
and represents an innovation in affirmative policies.

Annually, 120 students are selected through ProFIS.
After completing the two-year program, ProFIS stu-
dents choose one of the UNICAMP courses to follow,
according to their preferences, ranking, and availabil-
ity of places. Every year, 10 ProFIS students are admit-
ted to the medical school, representing almost 10%
of its admissions [27]. ProFIS students have different
racial and socioeconomic backgrounds than the gen-
eral population of medical students (Tab. 1).

Race and racism

We believe that race is a social construct with no bio-
logical foundation [28, 29] and hope for the day when
skin color will not be used as a qualifier of the hu-
man condition. However, as contradictory as it may
seem, to fight racism and implement compensatory
policies to decrease inequality, skin color must be rec-
ognized as a social determinant. The black movement
in Brazil fought for decades to enforce compensatory
educational policies that target increasing the univer-
sity admission of black students [30].

Participants, research team, and reflexivity

We used a purposeful sampling strategy that included
ProFIS students from different academic years to have
a more comprehensive overview of their socialization
experiences. After ten interviews, we reached theoreti-
cal sufficiency [31], i.e., we covered different aspects of
students’ socialization (formal and informal; in-class-
room and clinical activities), and obtained sufficient
information about how these activities impacted stu-
dents’ identity development.

The research team was composed of a medical stu-
dent (MB), a clinical teacher (DLR), and an associate
professor in innovation and research in education
(MACF) who had 20 years of experience in clini-
cal teaching and is familiar with the Rich Pictures
methodology. MB, DLR, and MACF share a similar
social background—they all come from lower middle-
class families and could relate to several aspects of
participants’ experiences, which helped them make
sense of the findings. In addition, the authors gradu-
ated from UNICAMP but within a period of approx-
imately ten years. This longitudinal understanding
added to students’ perspectives to facilitate insights
on how the institution’s culture regarding minority
students evolved over the last 20 years. As it was often
an emotional process, the authors took a reflective
stance to guarantee that their emotional responses
worked as qualifiers of data collection and analysis.

MB interviewed the students to minimize the ef-
fect of hierarchy in data collection. The research team
follows the concepts of critical pedagogy, which con-
siders education as a “liberation” process towards de-

veloping a critical consciousness committed to social
justice [32]. The research team, a priori, regarded so-
cial inclusion as a desirable outcome. Diverse stu-
dents bring an opportunity to rethink and renewmed-
ical schools’ often patriarchal and racist structures [33,
34]. This perspective influenced the elaboration of the
research protocol, data collection, and data analysis.

Data collection

In a private session, MB instructed participants to
draw a picture representing a challenging situation
they experienced during the medical course, consid-
ering their social, economic, and racial background.
Afterward, students were interviewed (in interviews
ranging from 27–69min). We used the Rich Pictures as
a strategy to activate non-verbal memories and mini-
mize the phenomenon of “socially desirable answers”
[35, 36]. Data collection and analysis informed each
other and occurred over eight months in 2018–2019,
and the script/topics of the semi-structured interview
evolved along the process of data collection. Our pro-
tocol is detailed in Appendix 1, found in the Electronic
Supplementary Material (ESM).

Data analysis

We performed a deductive Thematic Analysis [37]
grounded on the Communities of Practice (CoP) the-
oretical framework [38]. We used CoP’s engagement,
imagination, and alignment concepts as a priori
themes to guide our coding process [38]. We con-
sidered engagement as the ability to get involved in
community activities; imagination as a capacity to
imagine oneself as a member of the community while
feeling connected to other members; and alignment
as the process of sharing and internalizing the com-
munity’s values and codes of conduct while learning
to collaborate with other members [38]. Our data
analysis process is detailed in Appendix 1 in the ESM.

Results

Participants wrestle with connecting to the medical
community because they lack the financial means to
engage in academic and social activities, suffer from
racial and socio-economic prejudice, do not feel part
of the group, and do not fit the predominant upper
social class culture of their colleagues and clinical su-
pervisors. On the other hand, participants perceive
themselves as closer to patients and more capable of
showing empathy when caring for underserved popu-
lations. They identify and align with the public health-
care system and feel the urge to pay back the invest-
ment they received to society.

Participants displayed intense emotions when shar-
ing the challenging situations they experienced in
medical school. Frequently, they had to pause the
interview “to breathe,” and crying episodes were
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Fig. 1 In this drawing, the ProFIS student (given the fictitious
name of Daniel) depicted a race track as a metaphor to repre-
sent the undergraduate medical course. Daniel feels he is lag-
ging behind and drewhimself starting the race behind the “reg-
ular” students. Daniel also thinks that his running lane con-
tains more hurdles than the lanes of regular students. Daniel
also believes that the obstacles he faces are of a different na-
ture—they are more challenging (in the picture, the barriers in
Daniel’s lane are red, whereas the ones in the other lanes are
green). The red barriers in Daniel’s lane represent his perceived
knowledge deficit and the financial and social difficulties ex-
perienced by ProFIS students like him. He feels inferior and
less capable than his classmates. That’s why Daniel wrote the
words “EU” (I) and “INCAPACIDADE” (LACK OF CAPACITY)
in the two text bubbles next to him. At the same time, Daniel
feels supported by his family, which was represented on the
bottom-right side of the picture with the words “TORCENDO”
(CHEERING) and “AJUDANDO” (HELPING)

common. Students often portrayed themselves in
the drawings as outsiders unable to integrate into
or make sense of the medical education realm. The
pictures functioned as potent facilitators of the inter-
views by allowing students to stop, remember, and
reflect on their past and present experiences. Instead
of focusing on a specific event, some drawings were
metaphorical representations of students’ academic
trajectories (Fig. 1). This metaphoric nature offered
a window to explore participants’ meaning-making
processes, which expanded the insights during and
after the interviews. In the following sections, we
amplify the participants’ voices and share their re-
flections on how their social, economic, and racial
backgrounds influence their belongingness to the
medical community.

Imagination—“We are in the wrong place”

ProFIS students feel illegitimate and struggle to see
themselves as future doctors, a feeling reverberated

by the local medical community and society in gen-
eral. This difficulty in imagining themselves as doctors
has three dimensions: a lack of identification with the
medical environment, feelings of low self-esteem, and
experiences of racial and social discrimination.

Lack of identification with the medical environment
This lack of identification starts before entering med-
ical school as ProFIS students have never considered
the medical and university environments part of their
reality, not even as a dream. In general, ProFIS stu-
dents represent the first generation of their families
to get into a university course, which means that they
have trouble modulating their expectations about
themselves, the course, their colleagues, and the en-
vironment. This difficulty in modulating expectations
increases the chance of feeling frustrated because it
hampers their capacity to anticipate the “right” (ex-
pected) behavior or attitude to match the context and
culture.

Without ProFIS, I would never have come to the
Medical School. First, because I did not have the
intention of applying for medical school, because
[pause]—I did not have the money. I was working;
it was OK for me. My vision of the world was too
small, too narrow. I used to work during the day
and go to school at night. And, because the teach-
ing was not very good, I was not excited about
making an effort to learn . . . I did not even try.
(ProFIS student no. 10 [PS no. 10])

The start of the course worsens this lack of identi-
fication. ProFIS students’ social reality does not fit
the prevalent stereotype of medical students. This
difference is perceived as a lack of legitimacy, which
hampers their participation in the medical commu-
nity. They feel out of place, awkward and embar-
rassed by their financial condition. They dress dif-
ferently, possess different things, have different expe-
riences, and profess different values. These clashes
generate a sense of not belonging and hamper their
social connections and networking. “It is unbelievable.
Like, these guys (non-ProFIS’s) were approved in medi-
cal school, and then they get a car for that. I am 22 years
old, and nobody inmy family has ever had a car, never!”
(PS no. 3).

Coming from a different social background, ProFIS
students have different world views, concerns, and
political ideologies. Since they have directly experi-
enced the burden of social inequality, they have a solid
commitment to social justice and accountability and
understandmedical education as a political enterprise
towards a more equitable healthcare system.

They (non-ProFIS students) have a very different
worldview. I don’t even know how to explain. But
I remember that on the first day of the first year.
When I arrived here, I looked at the people, and
I thought they were very different from what I was
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used to. Different even in the way of thinking.
I don’t know. It seems that some people live in
a dome. They have no idea of anything. It is a lack
of awareness of the world around, you know? Even
the kind of concern they have. (PS no. 5)

Low self-esteem
A “perfect storm” threatens ProFIS students’ self-es-
teem: they come from precarious and underfunded
schools, they do not have the financial means to ex-
pand their educational experiences, and their relatives
have low levels of formal education. They feel unpre-
pared, insecure, and insufficient to enter and follow
the medical course and achieve professional success.
The competitive environment of the medical training
reinforces this feeling of inferiority, particularly when
ProFIS students wrestle to adapt to their new social
and academic reality. This feeling of lagging behind
creates extra pressure on the already demanding pro-
cess of becoming a medical student.

I felt like, “wow, I’m going to have to study hard to
stand out or to be like these people.” While people
are going to parties, I need to study hard to be like
them. And I thinkmywhole life has been like that.
My aunt always said, “You are in a public univer-
sity now. There are millions of people competing
with you. And they have resources; they studied
in good private schools, they had better teachers.
And you don’t have that. So, for you to be equal to
them, you’ll have to do twice as much.” (PS no. 1)

During the course, the interaction with classmates
and teachers who systematically show distrust and
underestimate ProFIS students’ opinions and values
often reinforces their low self-esteem. ProFIS stu-
dents continuously feel the burden to prove them-
selves valuable.

People do not trust what I say. They always think
that I do not know much about things. So, if I say
something related to a subject, or an idea, there
will always be people devaluing what I am saying.
Or not believing that it is something true. Com-
pletely different fromwhat they do with other stu-
dents. (PS no. 6)

Social discrimination and racism
Some students felt discriminated against by their fac-
ulty members and classmates. Teachers who disagree
with the affirmative policies affront the students in
the presence of their classmates. In several situations,
ProFIS students were confronted with the idea that
their facilitated access to the university meant they
were less deserving to be there. Again, these experi-
ences reinforce the feeling of lack of legitimacy.

There was a teacher who asked in the front of
the class who was from ProFIS and started giving
a speech directed to us, saying that he did not agree

with this affirmative policy. I felt super exposed.
(PS no. 1)

All students who self-identified as black mentioned
challenging experiences related to racism, which
mainly occurred inside the hospital. The fact that few
black doctors are working at the university hospital
already challenges these students to imagine them-
selves as part of the medical community. Besides that,
experiences of racism make students afraid that the
general public will not see and trust them as doctors
in the future.

The black professional, in any situation, whatever
their area, always feel this pressure. You cannot
be an average lawyer. You cannot be an average
judge. You cannot be an average doctor. To be rec-
ognized in society, as a black person, you need to
be the best in whatever you do. (. . . ) It would be
really cool for me to be the best orthopedist in the
city. But this is not the reason why I want to be the
best orthopedist. I want to be the best orthopedist
because if I am not the best, maybe people will not
hire me simply because I am black. (PS no. 2)

Racism also reinforces the feeling of not belonging
and illegitimacy even when students are praised for
their role as doctors.

The residents were evaluating a patient who had
been assaulted on the street, and nobody knew
the reason, and the patient could not speak. So,
they called the cops to investigate. And the police
officers greeted me respectfully, calling me doctor,
“Good evening, doc.” It shocked me a lot. Because
when I’m on the street, they do not call me that,
you know? Like, they stop me, and they hit me.
(PS no. 3)

Engagement—“I’m always exhausted”

The CoP theory implies that participation is crucial in
developing a professional identity [38]. In this sense,
ProFIS students struggle to engage in social and pro-
fessional activities because of financial challenges and
a lack of university support. They feel left behind and
excluded, which triggers feelings of anguish and aban-
donment.

Financial disadvantage
ProFIS students spend 3 to 4h in public transportation
since most live on the city’s periphery. Consequently,
they have less time for studying and engaging in cur-
ricular and extra-curricular activities. Some students
need to work to complement family income. At home,
the conditions to study are also different. For instance,
some students do not have stable internet connec-
tions, while others cannot buy the necessary materi-
als to follow the course. Even purchasing a stetho-
scope—the “icon” of the medical practice—may be
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a burden. “I suffered a lot more than other people to
buy a stethoscope. Because when I went to buy one, it
was a kind of event. More than ten people helped my
family to buy one.” (PS no. 2).

Engaging in academic events is also a challenge be-
cause they lack the economic resources, making them
feel frustrated and disadvantaged. As pursuing schol-
arship is at the core of the medical profession, ProFIS
students are denied one of the most potent opportu-
nities to nurture their professional identity.

For example, congresses and other academic stuff.
People say like, “How could you not go to the
congress?” And I say like, “Guys, have you ever re-
alized the costs of going to a congress? You pay for
a lecture; you pay for registration; you pay to go
there.” I understand that they (the teachers) want
to show us how important this is. But it is not
enough to show the importance. Everyone knows
it is important, but what are you going to do be-
sides showing me the importance so that I can
participate? (PS no. 6)

Joining informal activities inside the medical com-
munity is also challenging because ProFIS students
lack the financial conditions and the time to engage in
athletic and social activities, which intensifies the feel-
ing of loneliness and disconnection from the group.

“Ah, it’s more complicated for me because I realize
that . . . The guys who go to these events . . . they
are much more . . . like . . . I don’t know . . . inte-
grated. I feel this lack of integration because I can’t
be there.” (PS no. 3).

Insufficient support
According to ProFIS students, the medical school
is used to dealing with students from upper social
classes, which means that its curricular structure fails
in anticipating the needs of students from low-in-
come families. It feels like the university does not
have a genuine interest in including students with
their socio-economic profile. “It (the university) is en-
tirely unprepared to welcome us. It gives us a feeling
that people are ignoring us and thinking, ‘someday,
these people will give up on coming here, and things
will go back to how they were before.’” (PS no. 2).

Alignment: “I came from this reality”—“I have to give
something back”

Although ProFIS students struggle with imagining
themselves as members of the community and en-
gaging in professional and social activities, they have
a strong sense of purpose that provides energy and
enthusiasm to keep them motivated to fight to be
included in the group. After feeling excluded at the
beginning of the course, they discover their legitimacy
and empower themselves by feeling connected and
aligned with the values and aims of the public health-

care system. In this context, feeling competent to take
care of patients with a similar social background is
a source of joy and fulfillment.

Greater empathy and identification with poor patients
ProFIS students believe they have a personal un-
derstanding of how social inequality burdens poor
patients. They know what it means to depend on the
public healthcare system and fight to have access to
medical consultations and treatment. These personal
experiences expand their understanding of patients’
experiences and contexts, increasing their empathy
and making them feel more capable of adopting pa-
tient-centered care. Feeling competent increases their
self-esteem and rescues their sense of belongingness.
“Most people who we are going to take care of in the
public healthcare system are people like me; I came
from this reality. I did not forget where I come from.
I know who I am . . . ” (PS no. 6).

As an example of greater empathy, many partic-
ipants brought up personal examples of situations
in which doctors prescribed inaccessible treatments
considering their socio-economic background. These
experiences have taught them how important it is to
assess and understand patients’ social reality. This
shared social reality tightens their connections with
patients and strengthens their commitment to a more
compassionate care.

It seems that we have a ... I don’t know . . . that
we have more compassion. Sometimes we [ProFIS
students] talk to friends who come from a differ-
ent [wealthier] reality. And . . . it’s not that they’re
not empathic . . . But I don’t know, maybe, I lived
it [the difficulties experienced by patients] in my
skin, and I know exactly how it is like, you know?
(PS no. 4)

Willingness to serve vulnerable populations
All ProFIS students showed a willingness to work in
the public healthcare system and serve vulnerable
populations. They feel privileged to study medicine
in a public university and have the urge to pay the
society back by helping patients from underserved
communities.

I don’t want to work at a private hospital, I want
to be a SUS (Brazil public health system) doctor,
I always said that I wanted to work in primary
care . . . and the others fromProFIS inmy class also
want that. Because we have always depended on
SUS, so, I have to give something back. We don’t
pay for university. So, I will work at the public hos-
pital, at a public place. (PS no. 7)

Discussion

Our study sheds light on how low income and racism
intersect to hamper students’ sense of belongingness
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to the medical community. Their different social tra-
jectories and status clash against an elitist culture and
a colonial power matrix that neither understands nor
celebrates diversity and inclusion as pathways to so-
cial justice and accountability [39, 40]. Our study also
makes it explicit that the inclusion of vulnerable social
groups in medical school is not enough—affirmative
and compensatory policies should include strategies
to support the integration of these students into the
medical community.

As the CoP theory anticipates [32, 33], newcomers
are responsible for renewing practices and question-
ing prejudices, allowing the community to develop
further and adapt to new social contexts. However,
this transformation will only happen if these new-
comers are accepted by the community as legitimate
participants and supported to increase their levels of
participation until achieving full membership.

The inclusion of low-income students is the first
step towards a more comprehensive reform of the
medical culture, which is still marked by privilege,
racism, sexism, and a colonial stance [39, 41]. This
inclusion offers the medical community a unique op-
portunity to reflect on its insularity and embrace the
cultural reform necessary to connect and respond to
current societal needs. In this new culture, being
a doctor or medical educator means becoming an ac-
tivist for civil rights, a professional who fights struc-
tural racism, identifies with vulnerable populations,
and is concerned about inequality of care and educa-
tion [33]. Medical schools and educators are respon-
sible for creating safe environments for the students
who represent our best opportunity to reform the sys-
tems of oppression (racism, sexism, xenophobia, etc.)
that still exists inside our professional and educational
communities [42].

Practical implications

Supporting students from vulnerable social groups
should go beyond providing financial aid [20]. Medi-
cal educators and leaders must create the conditions
to foster their integration into the medical community
[43, 44]. This integration should rely on a horizon-
tal dialogue with students and their empowerment
to become change agents [45]. Feeling empowered
means having their values acknowledged and being
comfortable to speak up against injustice and preju-
dice. Feeling empowered means being respected by
their peers as knowledgeable people who equally con-
tribute to the group [46]. Feeling empowered means
having their legitimacy recognized by the members
of the medical community. Without this legitimacy,
they cannot reach the levels of participation needed
to nurture their professional identities [47]. This le-
gitimacy is also essential to fuel students’ motivation
to act upon their realities to transform them [46].

Engaging supportive and reflective role models is
essential [23]. Supervisors need to acknowledge stu-

dents’ presence, encourage them to contribute to the
debate, and guarantee that their voices are heard.
Knowing that low-income students feel proud of feel-
ing a stronger connection with vulnerable patients
creates opportunities for supervisors to empower
these students to take the lead when empathy is
missing and the doctor-patient relationship is sub-
optimal. Nevertheless, it is crucial that “taking the
lead” does not become an extra burden for already
overwhelmed students, a process that is often called
“the minority tax” [48]. “Minority tax” may be de-
fined as “an array of additional duties, expectations,
and challenges that accompany being an exception
within white male-dominated institutional environ-
ments” [49].

Additionally, universities should hire role mod-
els from the same social groups as their students
and patients to optimize integration. Faculty de-
velopment should prepare supervisors to lead this
integration process when these role models are not
readily available. The first step is to help supervisors
become aware of their own prejudices and implicit
bias. After creating awareness, complementary activ-
ities should target the development of intercultural
competencies by stimulating and rewarding cultural
humility. Cultural humility was defined by Foronda
et al. “as a process of openness, self-awareness, being
egoless, and incorporating self-reflection and critique
after willingly interacting with diverse individuals. The
results of achieving cultural humility are mutual em-
powerment, respect, partnerships, optimal care, and
lifelong learning” [50]. Thus, when supervisors fail to
be just, they need to feel comfortable and mobilized
to step back, recognize their mistakes, and apologize,
giving themselves a chance to learn from their mis-
takes and change their behavior in future educational
or clinical encounters.

Supervisors alone do not change the structure of
the educational system. Medical schools leaders need
to guide the modernization of the curriculum and
design to promote integration. For instance, our
results highlight how this particular medical school
could not anticipate all the challenges experienced
by low-income students. It is unsurprising since,
in general, medical schools deal with students from
privileged backgrounds, and most curricular activities
are planned within this context. To become aware of
low-income students’ needs, medical schools should
open a secure communication channel to learn about
them. After understanding these needs, organiza-
tional groups with the participation of the students
can work on specific projects targeting their inte-
gration. However, it is imperative that any policy or
measure adopted by the schools preserve students’
identity and not overexpose them. Low-income stu-
dents already experience a process of social exclusion
and feel ashamed of their socio-economic status [20].

Social justice in medical education: inclusion is not enough—it’s just the first step 193



Original Article

Limitations

Our study was limited to undergraduate students,
which does not cover the whole process of becoming
a doctor. Also, the process of social inclusion is hugely
dynamic, and we lack a longitudinal understanding
of low-income students’ integration. We suggest that
longitudinal studies be conducted to track this pro-
cess and inform policy-making. We also believe that
future studies should evaluate the experiences of doc-
tors from a low-income background after graduating,
further exploring the implications for their careers.

Conclusion

Medical educators should embrace the opportunity
brought by the inclusion of students from vulnerable
social groups. Considering medicine as a community
of practice and low-income students as the newcom-
ers who may renew this community, we believe that
the path to be taken is not to make these students fit
into the current medical culture but to make sure that
the community will reshape itself to allow the contri-
bution of the different social groups and classes.
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