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Description of theme: 
Our working group was tasked with reviewing and evaluating objectives and content of M1-4 for 

“poverty and marginalized communities”, consulting literature on best practices and community 

members (as appropriate), to craft high-level objectives on improving how we prepare our graduates to 

meet the needs of these communities. 

We decided against using common terms like “vulnerable” (which risks blaming people for their 

disadvantage) and “marginalized” (which is not comfortable for persons who belong to the communities 

in question and who are in the room and part of the process). We selected “Priority Communities for the 

Curriculum” to make transparent that the communities were identified as priorities in this curriculum 

review. 

We identified communities as priorities for the medical curriculum insofar as they experience 

disadvantages in access to and provision of care and in health status arising from the social 

determinants of health and structural patterns of oppression. No individual person can be reduced to 

their membership in a group; people have multiple identities and complex experiences that engender 

both health deficits and strengths in ways that are particular to each individual. However, the context in 

which we all live is structured according to historical and current patterns of advantage and 

disadvantage, and these patterns often reinforce and perpetuate advantages for some and 

disadvantages for others. Many of the themes we identified compound to shape populations with 

substantial unmet healthcare needs (e.g. combinations of access to employment, racism, housing 

insecurity, substance use, mental health, and criminalization). 

The number and complexity of these intersectional identities is a major challenge our working group 

faces. We have broken down into sub-groups for curriculum scan and review of the literature. We 

expect that, given this intersectionality, many key recommendations will address the needs of several 

“priority groups” at once (e.g. anti-racism education and newcomer, Indigenous, and Black Canadian 

communities).  

In medical education, closely related themes of community-based education, community-engaged 

education, the social determinants of health, and social accountability have been discussed and 

integrated into the curriculum for some time now. We appeal to social accountability and community-

engaged curriculum (bringing the communities into medical education on fair terms) and recent 

developments towards focusing curriculum on the social determinants of health on practical clinical 

competencies. 

Membership of Working Group: 
1. Dr. Lynette Reid, Bioethics, Chair  

2. Sarah Peddle, Global Health Office  

3. Dr. Tim Holland, Family Medicine  

4. Dr. Mandi Irwin, Family Medicine  



5. Dr. Sarah Burm, Continuing Professional Development  

6. Dr. Margot Latimer, Nursing; Indigenous Health Chair  

7. Dr. Daniel Dutton, CH&E 

8. Dr. Hilary MacCormick, Anesthesia  

9. Boon Kek, Education Specialist, DMNB 

10. Cameron Taylor (Med 4, DMNS)  

11. Emily Rogers (Med 3, DMNS)  

12. Tatum Burdo (Med 3, DMNB)  

13. Tammy Selman (Med 3, DMNS)  

14. Prathana Nathan (Med 3, DMNS)  

15. Sarah MacDougall (Med 2, DMNS)  

16. Sarah Brothers (Med 3, DMNS) 

17. Ola Sobodu (Med 2, DMNB) 

18. Emmanuel Hebert (Med 3, DMNB) 

Overview of Approach to Date: 

Committee process (brainstorming) for identifying priority communities 
The themes we identified include specific ‘cultural’ communities (e.g. Acadian, black Canadian, 

Indigenous communities), cross-cutting identities tied to stigma (imprisonment, sex work) or diversity  

1. Acadian and Francophone communities: Tammy Selman 

2. Indigenous communities: Sarah Burm, Margot Latimer, Tim Holland,  

3. Newcomer health: Tatum Burdo, Tim Holland, Ola Sobodu 

4. People living with housing insecurity: Daniel Dutton 

5. Sexual and gender minorities: Hilary MacCormick  

6. People of African ancestry (African, Caribbean and Black; including a focus on people of the 

Maritime provinces) – Lynette Reid and Sarah Peddle (in consultation with Dr. OmiSoore 

Dryden and Sarah Upshaw, PLANS)  

7. Intellectual/developmental disabilities: Emily Rogers, Sarah MacDougall 

8. Physical disabilities: Emily Rogers, Sarah MacDougall 

9. Mental health: Cameron Taylor, Emily Rodgers  

10. People experiencing imprisonment: Lynette Reid, Cameron Taylor, Mandi Irwin  

11. Older persons (including frailty): Sarah Brothers, Dan Dutton  

12. Persons experiencing sex- and gender-based violence: Lynette Reid 

13. Sex workers: Hilary MacCormick  

14. Cross-cutting themes: 

a. Diversity including race/racism: Prathana Nathan  

b. Community-engaged/community-based education: Lynette Reid and Sarah Peddle  

c. Social determinants of health and health inequalities: Sarah Peddle, Cameron 

Taylor, Prathana Nathan   

Initially identified but now covered by another working group (opioids working group expanded its 

scope): People who use substances: Cameron Taylor and Tim Holland   



Scope limitation: 
We have focused on objectives, turning to content only when a specific sub-group feels it is necessary 

and feasible. It is not possible to review to the level of detail of content in a systematic way for 13 

communities and 3 cross-cutting themes with the resources provided and the timeline. 

Curriculum scan:  
• Searched database of objectives/syllabi (Boon Kek and Laura Harris-Buffett) 

• Following up for objectives of activities not captured in the database (e.g. IPE education and 

simulations) (Boon Kek) 

• Reviewing student and tutor feedback on cases in Med1 & 2: “Are there ways which 

marginalized populations or at-risk populations could be better represented or served by this 

case?” 

• Student interest group survey on equity issues (Student Diversity and Inclusion Committee) 

Sub-working group  
• 1-3 Working Group members for each priority community  

• The sub-working group performs a brief literature review of community needs and medical 

education best practices, including policy documents from relevant groups (grey literature). 

• Depending on the community, the sub-working groups have consulted with Global Health Office 

staff, Student Interest Group members, faculty who are engaged with the community, and/or 

community members from agencies engaged in community health needs. 

• Review of curriculum materials: objectives (for all sub-groups) and more detailed materials for 

some.  

Emerging Areas/Issues for Consideration: 
• Identification of priority communities:  

o Who have we missed?  

o What should the faculty’s on-going process be for transparently identifying priority 

communities for the curriculum? 

• How can we identify and situate clinical leads for opportunities for students to build on 

classroom learning? 

Draft Recommendations: 

Findings: 
• Some communities are well represented in the curriculum, but some are not, such as:  

o Acadian and Francophone communities 

o Persons of African and Caribbean descent  

o Persons experiencing imprisonment  

o Persons experiencing housing insecurity 

o Sexual and gender-based violence 

o Persons engaged in sex work 

• Some are represented in multiple educational settings, including clerkship rotations, but 

students have variable opportunities to work with these groups is community settings, e.g. 



o The frail elderly 

o People living with mental health challenges 

• Many are represented only in knowledge-based objectives, often in ProComp (Med 1 & 2) 

lecture and tutorial-based activities, e.g. 

o Newcomer health 

o Indigenous health 

o Sexual and gender minorities (Human Development Unit) 

• The key educational introduction to Indigenous health (IPHE) does not have stable funding. 

• Some work is still in progress to determine whether (for example) disability is represented 

beyond specific ProComp sessions. 

• Some Units (Med 1-2) have high level objectives addressed the diversity of the patient 

population (ProComp, Neurosciences) and others (Med 3-4) explicitly address patient context 

and the social determinants of health (Family Medicine, Emergency Medicine), but other Units 

have not captured the goal of preparing graduates to practice with diverse communities in their 

objectives. 

• Many communities are engaged in the optional Service Learning Program, supported by the 

Global Health Office, that runs alongside Med 1 & 2 ProComp. 

Students identify the need to build on introductory, knowledge-based lecture/tutorial-based sessions 

with opportunities for practical, clinical experience and the development of appropriate skills and 

competencies. 

Draft Categories of Recommendations: 
These recommendations will be spelled out for each community in concrete terms. The following 

overview helps guide the sub-working groups in selecting areas for focus and crafting their 

recommendations. 

1. Relationships with priority communities will respect principles of community engagement 

• We will establish authentic and reciprocal partnerships. 

• We will value and include first voice presence in experiential learning and in developing 

educational objectives and materials. 

• Community relationships must be specific to communities. In addition to persons with lived 

experience, they may include colleagues from the community agencies that support them. 

• We will recognize, support, and remunerate the expertise that persons from priority 

communities bring to the student learning process. 

2. Preparation for competency to work in and with priority communities needs a 

longitudinal, intersectional approach 

• See Anti-Discrimination/Oppression working group for framework of competencies for 

intersectional approach, with attention to structural disadvantage and racism.  

• Lecture and tutorial-based introduction to communities in Med 1 & 2 should be followed by 

appropriate relationship skills, cultural humility, and trauma-informed care in Clinical Skills 

training and opportunities or requirements for developing and demonstrating clinical 

competence in Clerkship. 



3. Experiential learning opportunities are meaningful for students and effective for practice 

preparation 

• Where appropriate and as feasible, convert classroom learning into experiential learning 

(e.g. first voice panels, meeting communities, bringing community co-tutors into the 

classroom). 

• Develop and implement objectives in advanced communication skills (e.g. relationship-

based and trauma-informed care), advocacy, and clinical skills for working with priority 

communities. 

• The current optional community-engaged experiences component of the Service Learning 

Program in Med 2 is a successful model to build on, to develop practical health advocacy 

skills.  

• Opportunities for integration include Volunteer Patient Program, Clinical Skills, OSCEs, IPE 

(mini-courses and simulations), Clerkship (PIERS, core rotations, electives), Rural Week. 

4. Support pathways for students developing in-depth experience in caring for diverse 

communities 

• We recognize the diversity of our students and the relationship between their own 

identities and their opportunities to serve priority communities and see their communities 

served. 

• Support, expand, clarify and coordinate/network optional and elective opportunities for 

students seeking in-depth experience with communities in clinical and community 

placements (e.g. service learning, pre-clerkship and clerkship electives, IPE, rural week) 

• Address barriers to RIM projects that engage priority communities (e.g. funding for 

translation or travel, supervision by interprofessional and community-based researchers). 

• Review mandatory attendance policies to identify opportunities to better support students 

who have opportunities to pursue in-depth experience with community. 

• Importance of NB-NS-PEI specific opportunities. 

5. Improving representation of and engagement with priority communities in the 

curriculum requires administrative support, resources, accountability, and establishing 

relationships of trust. 

• Clinical and research engagement with priority communities sets the stage for curriculum: 

we cannot educate our students in what we do not do. 

• Faculty development is key, as are effective mechanisms to identify and address faculty in 

need of faculty development. 

• Clinical departments must ensure faculty have the support including protected time to 

engage in faculty development, to focus clinical practice on priority communities, and to 

integrate learners into their clinical environment.  

• Continuing to develop role of GHO as a hub for community engagement. 

• Create concrete targets, gather data, and provide support to meet those targets (e.g. 

diversity of simulated and “volunteer” patient pools). 

• Appropriately compensate community members who contribute their expertise to the 

curriculum. 


