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he ivory tower, as a metaphorical image,

has perhaps persisted in culture due to the

relatability of institutional oppression. The
institution of academic medicine has often wielded
its exclusivity as a tool to define knowledge for those
not traditionally welcomed in through the tower
doors. However, the communities existing outside of
the world of academia foster their own collective
wisdom. When academic and community perspec-
tives conflict, truth must be negotiated. Within medi-
cine, that negotiation has historically been tilted
towards the supremacy of institutional power. This
exclusion of voices in defining truth restrains medi-
cine’s ability to achieve the very health outcomes for
which it strives. Communities become more ill,
unheard despite speaking to what ails them.

As the field of medical education research has
matured, so too has the realization that research par-
adigms rooted in positivism, more characteristic of
biomedical research, are often insufficient to explore
questions regarding individual and community atti-
tudes, beliefs, and values.! Underlying this change is
an appreciation for epistemologies such as construc-
tivism and social constructivism, where truth is sub-
jective and negotiated within individuals, between
them, and by intersecting sociocultural forces.” Sig-
nificant work using subjectivist frameworks now
exists within the medical education literature. This
work advances an understanding of “truth” beyond
what is solely owned by the educator to also include
that which is defined by learners. However, these
investigations still confine truth within the institution
and those who comprise it, particularly when defin-
ing what should be taught and how.>* Those outside
continue to be denied ownership through their exclu-
sion from the negotiating process. If academic medi-
cine exists, at least in part, to equip trainees to
provide the best care they can, then it is necessary to
consider every voice that could enrich our under-
standing of what that best care could look like. To
modernize an old metaphor, we can use subjective
epistemologies to respect that any individual student
or educator may describe an elephant in a dark
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room differently, depending on the part to which
they have access. However, currently we are often
neglecting the voices of those who can tell us what
the elephant is intuitively, no matter what part they
are offered—because they have lived experiences
with elephants and others in the room often do not.

Questions regarding truth, its definition, and its
ownership are vital to the work of the medical edu-
cation curricular designer, as the designer’s answers
to these questions will both implicitly and explicitly
be present within the curriculum.” By extension,
these answers may reify differences in the value of
certain voices—itself a reflection of broader systemic
imbalances in power—and perpetuate them. Put another
way, students can detect the perspectives included and
excluded in curricular design, which provides a tacit
lesson regarding the relative importance of those per-
spectives. Alternatively, consider an approach in which
efforts are taken to include previously unheard voices
in the curriculum development process, and the differ-
ent underlying messages contained within.

In their manuscript “Incorporating Community
Member Perspectives to Inform a Resident Health
Equity Curriculum,” Lichtenstein et al provide an
example of how to include perspectives from mem-
bers of their community in the creation of a longitu-
dinal health disparities curriculum for a pediatrics
residency program.® They argue that a major con-
tributor to systemic health disparities is a lack of res-
ident education on this topic or, when implemented,
education that is “often ad hoc and does not address
the specific populations served by the institution.”
As part of the needs assessment for this new curricu-
lum, they detail utilizing principles from community-
based participatory research to incorporate the voices
of local community members.” By opening the door
for ideas from outside their institution, the authors
created an opportunity to broaden their understanding
of the need for a health equity curriculum. In assessing
what to teach, they in fact were negotiating a sense
of truth with the lived experience and wisdom of
the community.

If the physician’s goal is the health of their patients,
then medical training must seek to include patient
and community understandings of health and provide
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trainees with the skills to negotiate shared meanings
of health with their patients. Medical training offers
a foundation of knowledge regarding disease and
infirmity, but the definition of physical, mental, and
social well-being® lies outside the institution of medical
education and within individuals and their communi-
ties. This point may be most salient when considering
health equity, as Lichtenstein et al point out.*”' How-
ever, the lessons learned by the authors in this study
exemplify the power of this approach for rethinking all
medical curricula. By standardizing the incorporation
of the patient voice into all curricular design, we can
both enrich trainee understandings of health and begin
addressing some of the power imbalances built into the
system itself.!!

As we strive to do better, to educate better, to
include the voices of those for whom we care, we
must be mindful of the pitfalls that can undermine
our very purpose in doing so.'>!* We must safeguard
against tokenization by including multiple patient
voices and accommodating the unique intersectional
identities individuals hold. We must practice reflexivity
and acknowledge the privileges afforded us as repre-
sentatives of academic medicine. We must be inten-
tional and humble in our approach and committed to
continued partnership. We must continually demon-
strate that the institution is not merely “serving,” but
working together with the community towards a
shared goal. Rather than extending an invitation
into the ivory tower, we can rebuild it together as a
community-based system with the duty to advance
health in all its forms.

References

1. Bergman E, de Feijter J, Frambach J, et al. AM last
page: a guide to research paradigms relevant to medical
education. Acad Med. 2012;87(4):545. doi:10.1097/
ACM.0b013e31824fbc8a

2. Rees CE, Crampton PES, Monrouxe LV. Re-visioning
academic medicine through a constructionist lens.
Acad Med. 2020;95(6):846-850. doi:10.1097/ACM.
0000000000003109

3. Nestel D, Kneebone R. Perspective: authentic patient
perspectives in simulations for procedural and surgical
skills. Acad Med. 2010;85(5):889-893. doi:10.1097/
ACM.0b013e3181d749ac

4. O’Keefe M, Jones A. Promoting lay participation in
medical school curriculum development: lay and faculty

COMMENTARY

perceptions. Med Educ. 2007;41(2):130-137.
doi:10.1111/j.1365-2929.2006.02666.x

5. Towle A, Godolphin W. Patients as educators:
Interprofessional learning for patient-centered care.
Med Teach. 2013;35(3):219-225. doi:10.3109/
0142159X.2012.737966

6. Lichtenstein C, Baiyewu M, Bhansali P. Incorporating
community member perspectives to inform a resident
health equity curriculum. J Grad Med Educ. 2023;15(6):
718-725. doi:10.4300/JGME-D-23-00373.1

7. Laveaux D, Christopher S. Contextualizing CBPR:
key principles of CBPR meet the Indigenous research
context. Pimatisiwin. 2009;7(1):1.

8. Constitution of the World Health Organization. Am |
Public Health Nations Health. 1946;36(11):1315-1323.
doi:10.2105/ajph.36.11.1315

9. Fritz C, Naylor K, Watkins Y, et al. Are we missing
the mark? The implementation of community based
participatory education in cancer disparities curriculum
development. | Racial Ethn Health Disparities.
2015;2(2):237-243. doi:10.1007/s40615-014-0072-9

10. Dijk SW, Duijzer EJ, Wienold M. Role of active patient
involvement in undergraduate medical education:
a systematic review. BMJ Open. 2020;10(7):e037217.
doi:10.1136/bmjopen-2020-037217

11. Tsai SL, Ho M]J, Hirsh D, Kern DE. Defiance,
compliance, or alliance? How we developed a medical
professionalism curriculum that deliberately connects
to cultural context. Med Teach. 2012;34(8)614-617.
doi:10.3109/0142159X.2012.684913

12. Moll S, Wyndham-West M, Mulvale G, et al. Are
you really doing ‘codesign’? Critical reflections when
working with vulnerable populations. BM] Open.
2020;10(11):e038339. doi:10.1136/bmjopen-2020-
038339

13. Eijkelboom C, Brouwers M, Frenkel ], et al. Twelve tips
for patient involvement in health professions education.
Patient Educ Couns. 2023;106:92-97. doi:10.1016/j.
pec.2022.09.016

Alexander Garrett, MD, is a Medical Education Research Fellow,
Department of Emergency Medicine, University of Washington
School of Medicine, Seattle, Washington, USA; and Joshua
Jauregui, MD, is Associate Professor, Department of Emergency
Medicine, University of Washington School of Medicine, Seattle,
Washington, USA.

Corresponding author: Alexander Garrett, MD, University of
Washington School of Medicine, Seattle, Washington, USA,
alexgarr@uw.edu

Journal of Graduate Medical Education, December 2023 727

$S900E 93l} BIA /Z2-01-GZ0g 1e /wod Aioyoeignd:poid-swud-yiewlarem-jpd-awiid;/:sdiy wouy papeojumoq


http://doi.org/10.1097/ACM.0b013e31824fbc8a
http://doi.org/10.1097/ACM.0b013e31824fbc8a
http://doi.org/10.1097/ACM.0000000000003109
http://doi.org/10.1097/ACM.0000000000003109
http://doi.org/10.1097/ACM.0b013e3181d749ac
http://doi.org/10.1097/ACM.0b013e3181d749ac
http://doi.org/10.1111/j.1365-2929.2006.02666.x
http://doi.org/10.3109/0142159X.2012.737966
http://doi.org/10.3109/0142159X.2012.737966
http://doi.org/10.4300/JGME-D-23-00373.1
http://doi.org/10.2105/ajph.36.11.1315
http://doi.org/10.1007/s40615-014-0072-9
http://doi.org/10.1136/bmjopen-2020-037217
http://doi.org/10.3109/0142159X.2012.684913
http://doi.org/10.1136/bmjopen-2020-038339
http://doi.org/10.1136/bmjopen-2020-038339
http://doi.org/10.1016/j.pec.2022.09.016
http://doi.org/10.1016/j.pec.2022.09.016
mailto:alexgarr@uw.edu

