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Abstract 

Background & Purpose  

As medicine’s social contract evolves, medical schools have a growing obligation to foster 

doctors who are conscious of social dynamics and inequality in healthcare, and willing to 

affect societal change. This approach can be nurtured via the development of a ‘critical 

consciousness’ (i.e., awareness and questioning) of power and privilege. Although this 

discourse is increasing in medical education, applying a critical pedagogy within curricula in 

which competency-based orientations are dominant, is not straightforward because of their 

different philosophical and theoretical underpinnings. It requires courage towards change 

from medical educators, and a profound awareness of how context influences educational 

practices and dynamics. This thesis outlines how the affordances to awaken critical 

consciousness are enacted in the context of an undergraduate General Practice course. It is 

about the way GP teachers enact the object of their concern, General Practice, through a 

series of educational practices in which elements of General Practice are being identified, 

conceptualised, problematised, deconstructed, given meaning and placed in a social, 

historical and cultural context.  

Methodology  

This qualitative educational research adopted an overarching postcritical ethnographic 

approach, informed by social constructivist theory, postmodern themes and critical theory. 

The researcher observed a GP undergraduate course, writing extensive fieldnotes, and 

interviewed and collected audio-diaries to elicit participants’ viewpoints. Discourse analysis 

was used to analyse the data in order to answer the question: ‘How are the affordances for 

the development of critical consciousness enacted, in an undergraduate General Practice 

learning environment?’  

Results 

The GP teachers, while mitigating hierarchical relations with students, ‘directed’ them by 

imparting a certain degree of instruction. They cultivated students’ understanding of 

General Practice through their educational practices and through their teaching of values, 

rather than the teaching of skills for immediate practical purposes. Their educational 

approach acknowledged students’ ‘spontaneity’, while pursuing ‘conscious direction’ 

(Gramsci, 1992). The educational practices guided students into ‘reading the world’ (Freire 
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& Macedo, 1987) of General Practice and medicine in general. This involved the 

observation of the practical social context and the recognition of social issues, an exercise 

that entails an orientation to action. Both students and teachers used their own voice to 

‘speak’ their reading of the world. Speaking the world (ibid.) appeared as a foundation for 

practical action towards transformation (personal, educational, social): an act of power. 

Discussion & Conclusions  

The educational practices and relations embedded in the GP course foregrounded an 

implicit critical approach to education and an orientation to praxis. Crucially, once these 

spontaneous, implicit pedagogies were manifest, it was seen that they were 

epistemologically developed, fostered and intentionally adopted to support the 

development of desired attitudes, motive dispositions, and values. The attention to 

establishing pedagogically sound educational practices and environments is important not 

only for General Practice education, but to improve future doctors’ attitude to care in all 

settings, primary and secondary.  
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Chapter 1: Critical consciousness, medicine and the social 

contract 

“For if medicine is really to accomplish its great task, it must intervene in political and social 

life. It must point out the hindrances that impede the normal social functioning of vital 

processes, and effect their removal.” 

— Rudolf Virchow 

It is commonly understood that medicine has a social contract with society, and doctors 

should attend to this contract through their actions as professionals towards the public. The 

oft-quoted “Inverse Care Law”, coined by Julian Tudor-Hart (1971), describes some of the 

failings in honouring that social contract. The “Law”, still relevant half a century on, 

provides a lens through which the world can be read, as it is experienced by many. It 

highlights the inequitable distribution of healthcare in society: “rich people get lots of it. 

Poor people don’t get any of it”1. It may be reasonable to make the assumption that an 

understanding of inequity through the lens of this “Law” would inevitably lead to change, 

however, reading the world, and acting within it are different endeavours. The “Law” is 

arguably directed towards action, because foregrounding an issue is the first, essential, 

prerequisite for change. However, that access to healthcare remains inequitable suggests 

that there is therefore some unfinished work in order to address the inequities that Tudor-

Hart brought to our attention almost fifty years ago. 

So how can we activate doctors to participate in endeavours to honour medicine’s social 

contract, thus rectifying this inequitable access to healthcare in society? And can the 

instruments, both theoretical and practical, necessary for this active transformational 

process by medicine’s primary actors, be embedded in medical education? 

I argue, using new perspectives, that General Practice offers a special case of interest within 

medical education: it is a distinct discipline (Stein, 2006) naturally embedded in the 

psychosocial area of medicine (Park et al., 2015) and intrinsically involved in subjects 

related to medicine’s social contract with society. In this thesis therefore, I explore teaching 

and learning practices in a General Practice curriculum from a number of complementary 

angles, to observe whether and how they can foster the development of a critical 

                                                           
1 Dr Tudor-Hart’s paraphrase of his “Law”, as reported in https://www.sochealth.co.uk/the-socialist-
health-association/members/distinguished-members/julian-tudor-hart/ 
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consciousness (awareness and questioning of the social context, directed towards action) in 

future doctors.  

In this chapter, I first articulate the construct of “medicine’s social contract” and its current 

threats, I explain how medical education is intrinsically involved in this discourse, and then I 

set the foundation for further empirical work, through a scoping review of the literature. 

The review clarifies the extent to which critical consciousness has been used in the wider 

medical education context, which was needed in order to determine the scope of its 

application within the specific context of General Practice, which I describe in Chapter 2. 

1.1 - Medicine’s social contract with society 

Although discussed by Greek philosophers such as Plato, the modern concept of a social 

contract developed throughout the 17th-18th century in an attempt to explain  the  origins  

of  the  state  and  of society,  and  to  delineate  their  relationship (Cruess et al., 2000). 

A contemporary definition of the term “social contract” is:  

“a  basis  for  legitimating  legal  and  political  power  in  the  idea  of  a  contract. 

Contracts are things that create obligations, hence if we can view society as 

organized ‘as if’ a contract has been formed between the citizen and the sovereign 

power, this will ground the nature of the obligations, each to the other.” (Blackburn, 

1996, p. 335 in Cruess et al., 2000) 

How does this translate in the case of medicine’s social contract? Far from only being a 

metaphor, this is a “facet of the larger social contract within whose terms we all function” 

(Caelleigh, 2001). A social contract is a basis for legitimating power; indeed, society grants 

doctors a unique power in the form of social prestige, respect, trust, financial rewards, in 

exchange for their specialised knowledge and personal investment of resources, time and 

intellect towards society.  “This reciprocity is the basis of the social contract in medicine. In 

return for status and financial rewards, physicians would meet the medical needs of society 

through service and altruism” (Milligan & Winch, 2012). 

So, although we can say that patient care is ultimately at the core of the social contract, 

there are sociopolitical dynamics that determine the content of the contract. Indeed, it is 

society that allocates the resources, systems and structures for healthcare, thus making the 

relationship between society and healthcare systems mutually interdependent. The 

contract is implicit and gets rewritten, often without any open negotiation (Bhugra, 2014). 
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Attending to the social contract means for doctors to be aware of their ethical obligations 

and social responsibilities. Doctors have an obligation towards individual patients, of 

course, but society expects that they - both as individual providers and as a collective - 

fulfill their moral commitment to social responsibility. This is particularly important as 

physicians deal, directly or indirectly, with issues such as social determinants of health and 

resource allocation, which determine incidence, prevalence, morbidity, and mortality that 

persist in society (Dharamsi et al. 2011). Justice is one of the 4 pillars of medicine’s ethical 

foundations, together with beneficence (provide good care), nonmaleficence (do no harm) 

and respect for autonomy (Beauchamp, 2008). It is about ensuring, protecting, and 

contributing to the collective welfare of society. This requires a “social conscience”, 

attentive to issues of power, privilege and inequality in society and directed to 

counteracting injustice and inequities in the interest of the common good (Dharamsi et al. 

2011). 

1.1.1 - Threats to the social contract 

I briefly explained above how the social contract is based on expectations of reciprocity 

between the society and medicine. As society develops and changes, both politically and 

economically, these expectations can change and, as they are renegotiated, they will affect 

the context in which healthcare is practised. As both primary and secondary care become 

increasingly complex, public expectations have dramatically changed (Cruess et al., 2002). 

According to Cruess & Cruess (2004) within the contract, society’s expectations of medicine 

are: the services of the healer, assured competence, altruistic service, morality and 

integrity, accountability, transparency, objective advice, and promotion of the public good. 

Medicine’s expectations of society are: trust, autonomy, self-regulation, a healthcare 

system that is value-driven and adequately funded, participation in public policy, shared 

responsibility for health, a monopoly, and both non-financial and financial rewards (ibid.). 

However, in contemporary society there is a threat to the social contract: this is evidenced 

by a growing sense that through the portrayal in the media of medicine’s shortcomings that 

society’s trust of medicine is being eroded. Indeed, society is becoming increasingly 

intolerant of failings on the part of doctors (Lupton, 1997; Lupton & McLean, 1998; Wu, 

2000; Shooter, 2002; Dibben & Davies, 2004). There has been a number of well-publicised 

and high-profile individual and systematic reports, in which the level of care offered to 

those in need has been judged to fall significantly short of acceptable standards (Francis, 

2013; Health, 2012) and therefore, there is a growing doubt about the ability of the medical 
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profession to effectively self-regulate. Cruess and colleagues (2002) state that “the loss of 

trust in the medical profession (although not necessarily in individual physicians) comes 

from a better informed citizenry, which is demanding greater levels of accountability, more 

transparency, and greater assurance of quality”. This loss of trust is also coming from 

changes such as: increased doctors’ time spent on electronic health records, at the 

detriment of personal time spent with patients; clinical reasoning being increasingly led by 

guidelines and algorithms; the general conceptualisation of medicine as a perfect science, 

rather than an imperfect art (Vento et al., 2018). The increasing number in regulatory 

bodies and regulations in the past two decades in the UK (Bhugra, 2014), although aiming 

to safeguard the public and the healthcare delivery, are challenging doctor’s freedom; so 

much that the longstanding notion of self-regulation is progressively eroded (ibid.).  

Medical professionals feel that their “autonomy is severely restricted by budgets, 

bureaucracy, guidelines, and peer review” (Dunning, 1999). This problem is related to the 

work of what sociologist RR Alford called “corporate rationalisers” in the early 1970s 

(Williamson, 2016): these are civil servants in health departments, bureaucrats, executive 

managers, public health doctors, health economists, government advisors, and others 

concerned with populations of patients. Corporate rationalisers seek to control doctors’ 

clinical practices as a way to secure certain standards of cost-effective care for 

communities. This, of course, overrides clinical autonomy and, as a consequence, restricts 

the autonomy of patients too, its being an ethical principle (ibid.).  

Additionally, there is a debate over what is perceived to be an increasing “corporisation” 

(or privatisation) of healthcare (O’Dowd, 2016). This may raise a disquiet about the loss of 

the ethical aspect of medicine and the publicly funded healthcare, accessible to all, in 

favour of a private healthcare, in which, access to is determined by wealth. Some have 

stated that “in this redrawing of the contract between the medical profession and society, 

the stronger interests have prevailed, with the public reduced to bystander status and 

medicine itself more passive than active” (Sullivan, 2000).  

In this climate of change and loss of trust, medicine and the public must find a way to solve 

the tension in a constructive manner so that all sides can collaboratively manage the 

contract (Bhugra, 2014). A socially-responsible oriented healthcare professional can both 

lead a public conversation about the contract (that is acting towards society’s needs) and so 

strengthen the fiduciary morality that has long been part of the ethos of medicine (Sullivan, 

2000). This requires a clearer understanding of changing circumstances and societal 
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expectations (Bhugra, 2014) and therefore, it is imperative that doctors are aware of the 

consequences related to this relationship and its context.  

This discourse brings us then to medical education. Whilst education may not be 

considered as a “panacea” for all that goes wrong in medicine, it is undoubtedly in the 

education environment where the values of the medical profession are made explicit and 

therefore, the place where there can be the nurturing of “agents of change” (McKenna, 

2011).  The World Health Organization (WHO) reminds us that doctors and medical 

institutions should “direct their education, research and service activities towards 

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

mandate to serve” (Boelen & Heck, 1995). It is about developing educational environments 

with social accountability at their heart, fostering future doctors who are “first and 

foremost health advocates” (Sandhu, 2014). With this in mind, there are increasing calls in 

the field of medical education for an increase in educational research on how to foster 

empowered future doctors who have an attitude to action in society (e.g. Kumagai et al., 

2007; Kumagai & Lypson, 2009; Halman et al., 2017), and also to adopt more critical2 

approaches to curriculum development (e.g. Brightwell & Grant, 2013; Whitehead & Kuper, 

2017). In other words, medical education, internationally, is being called upon to rise to the 

call, to honour medicine’s social contract with society.  

In the next section, I report a published scoping review (Manca et al., 2019) I undertook at 

the onset of my PhD to inform the initial study design. The review frames the literature 

surrounding the use of a particular critical approach as a theoretical framework to 

curriculum development, to foster social justice in medical education.  

1.2 - Honouring medicine’s social contract: a scoping review of critical 

consciousness in medical education 

As medicine’s social contract evolves (Nair & Fellmeth, 2018; Bhugra, 2014; Cruess & 

Cruess, 2011), medical schools have a growing obligation to foster physicians who are 

conscious of social determinants of health, social inequality (Gonzalo et al., 2017; GMC, 

2018; Liaison Committee on Medical Education, 2019), and social dynamics in healthcare 

(Beagan, 2003). This obligation is reflected in many of the competency and accreditation 

frameworks that drive current curricula (Liaison Committee on Medical Education, 2019; 

                                                           
2 The word “critical” has many different uses. The meaning I adopt will become clearer throughout 
this thesis. 
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GMC, 2018; Accreditation Council for Graduate Medical Education, 2019; Frank et al., 2015; 

Kuper et al., 2017). Educators, however, have little information on how to effectively 

translate these educational goals into teaching activities. The general tendency for the 

teaching of these topics has been to apply a competency-based approach (Kumagai, 2014), 

which tends to focus on the skills that students should possess when they graduate. Some, 

however, have observed that this approach runs the risk of trivialising a deeper 

engagement with essential aspects of medical practice (Kumagai, 2014; Talbot, 2004). 

Scholars have drawn attention to, first, today’s graduates’ lack of awareness of issues such 

as health inequity and the social determinants of health (Raphael, 2011; Levenson et al., 

2010), and, second, the need for physicians to take action (Ventres et al., 2018; Ng & 

Wright, 2017). We believe there is an urgent need for contemporary insights into how 

medical educators can foster students’ understanding of and action-oriented attitudes 

toward social dynamics related to healthcare. Through developing in graduates an 

awareness of social determinants of health and an orientation toward action, medical 

schools and academic institutions may remain socially accountable and lead change even as 

society - and medicine’s social contract with society - evolve (Ventres et al., 2018; Ross, 

2015). 

Brazilian educational theorist Paulo Freire advocated “critical pedagogy” as a means of 

empowering people to effect societal change, via “critical consciousness” (i.e., awareness 

and questioning) of power and privilege (Freire, 2017). This concept is relevant for medical 

education since, instead of emphasising competencies or attitudes, critical consciousness 

focuses on deeper levels of awareness and understanding of social, cultural, historical, and 

even emotional dynamics (Ng et al., 2015). For learners, deeper awareness involves moving 

from a naïve view of the world to a more critical one: that is, a perspective that entails 

change at personal and political levels. If, collectively, medical educators truly wish to 

achieve social responsibility, then an orientation towards critical pedagogy, and in 

particular the fostering of critical consciousness in future doctors, may hold promise for 

curricular transformation. Incorporating critical pedagogy into medical education requires a 

nuanced approach, attentive to different contexts and existing pedagogies (Halman et al., 

2017). Indeed, critical pedagogy reminds educators that context is not neutral: “Human 

beings are because they are in a situation” (Freire, 2017p109). 

By focusing on how the construct of critical consciousness has, to date, been 

conceptualised within medical education, this scoping review aims to fill a gap in the 

literature. The intent is to identify the main elements of critical consciousness in the 



 
 

7 

specific context that is medical education, which, being traditionally more biomedical 

(Clifford, 1989; Jeffrey, 2019) and sufficiently distinct from other health professions 

education curricula, is worthy of specific focus. In so doing, we aim to help medical 

educators develop a better understanding of how a critical pedagogy may inform 

educational strategies. Understanding the specific significance of critical pedagogy in 

teaching and learning in medical education may leave educators better placed to rigorously 

theorise and conceptualise its application in interprofessional contexts. 

1.2.1 - Methods 

Our research team comprised a medical educationalist (A.M.) and three practicing clinical 

GP academics (G.J.G, J.L.J. and N.D.H.), all involved in educational research and/or clinical 

teaching. We undertook a scoping review as per the methodology of Arksey and O’Malley 

(2005) and Thomas and colleagues (2014) outlined below. We chose this particular 

approach for the synthesis of the literature related to critical consciousness, mapping key 

concepts (Mays et al., 2001), and summarising evidence, in order to convey the breadth 

and depth of the topic (Arksey & O’Malley, 2005; Levac et al., 2010) and identify research 

gaps in the existing literature (Arksey & O’Malley, 2005). In line with the scoping 

methodology, we did not assess the quality of included articles (Levac et al., 2010). 

Identifying the research question 

We used the PS (Population, Situation) tool (Health Evidence, 2009), developed to help 

researchers establish questions for qualitative research. In this case, the Population was 

“undergraduate and postgraduate medical education learners and educators”, and the 

Situation was “application of critical pedagogy constructs, such as critical consciousness, in 

medical education”. The research question was, therefore: How has critical consciousness 

been theorised, conceptualised, and fostered within the medical education literature? 

Identifying relevant articles 

We conducted searches in March 2019 with the assistance of a medical librarian. We 

searched MEDLINE, EMBASE, PsychINFO, and Web of Science from their inception; that is, 

we searched the full historical record of each database. See Appendix 1 for our full search 

strategy. To ensure inclusion of all articles that were not indexed in the databases or not 

identified through the main database search, we repeated the search on Google Scholar. 

We extracted all articles cited in these databases that met the following inclusion criteria:  
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• written in English;  

• discussed critical consciousness in undergraduate or postgraduate medical education 

including continuing professional development;  

• referenced critical pedagogy; and 

• published any time after 1970 (the year of publication of Freire’s seminal book (2017) in 

English).  

Both conceptual and empirical articles were eligible, and we put no limitations on the study 

design of empirical articles. That is, eligible study designs included qualitative and 

quantitative methodologies. The single exclusion criterion was a focus on health 

professionals’ education other than medical. Our search of the 4 databases resulted in an 

initial sample of 317 articles.  

Selecting the articles 

After one of us (A.M.) initially scanned the titles and keywords of the 317 articles, we 

removed 261, deeming them duplicates or not in scope. Next, we retrieved 35 articles from 

Google Scholar (making 91 articles). Three of us (A.M., J.L.J., and N.D.H.) independently 

screened the abstracts of all 91 articles, which led to the removal of an additional 60 

articles. Next, two of us (A.M, and N.D.H.) read the remaining 31 articles in full, which led to 

the deletion of a further 11 that were not in scope. All 4 of us resolved any disagreements 

at the abstract and full-text screening stages via discussion. Figure 1 illustrates our 

screening process.  

Charting the data 

Two of us (A.M., N.D.H.) read each article and captured relevant data on a data extraction 

sheet, which all four of us had iteratively developed. Relevant data included demographic, 

methodological, and theoretical details, such as the aspects or constructs of critical 

pedagogy that were used, and any theoretical or practical outcomes. Two of us (A.M., 

N.D.H.) developed themes collaboratively until no new categories emerged (Cohen et al., 

2007p493). Then, all four of us, using the data extraction sheet as a reference, discussed 

and agreed upon the themes. 
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Figure 1. Prisma flow diagram 
Prisma flow diagram (Tricco et al. 2018) of a March 2019 search of the literature for articles about critical 
consciousness or critical pedagogy in medical education. The diagram maps out the number of records 
identified, included and excluded at different phases of review, and the reasons for their exclusion. 
Abbreviation: PRISMA; Preferred Reporting Items for Systematic Reviews and Meta-Analyses. 

Collating, summarising, and reporting the results 

We applied quantitative and qualitative thematic analysis to examine and combine findings 

from included studies and non-empirical articles (Arksey & O’Malley, 2005). We chose this 

approach because it allowed us to add contextual signposting (i.e., information on the 

geographical and temporal distribution of the articles) to the qualitative inquiry. Using the 

information collated in the data chart, we performed a basic numerical analysis of the 

extent, nature, and distribution of the included articles (Arksey & O’Malley, 2005). Our 

main area of scrutiny, which drove our thematic analysis (i.e., our “identifying, analysing 

and reporting patterns (themes) within data” (Braun & Clarke, 2006p79)), was the use of 

critical consciousness and underlying theory across all the articles. This process of iterative 

data analysis resulted in the generation of four main themes (see Appendix 2). 
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1.2.2 - Results 

Nature and distribution of the articles 

We included 20 articles in the final selection (Ross, 2015; Kumagai & Lypson, 2009; Dao et 

al., 2017; Schiff & Rieth, 2012; Coria et al., 2013; Donetto, 2012; Kumagai et al., 2007; Zaidi 

et al., 2017; Nazar et al., 2015; Labonte et al., 1999; McKenna, 2011; Hanson et al., 2011; 

Sharma et al., 2018; Reid, 2011; DasGupta et al., 2006; Cavanagh et al., 2019; Torre et al., 

2017; Frambach & Martimianakis, 2017; Kumagai et al., 2017; Donetto, 2010). None had a 

quantitative design. Most were case studies (n = 11) (Ross, 2015; Kumagai & Lypson, 2009; 

Dao et al., 2017; Schiff & Rieth, 2012; Coria et al., 2013; Donetto, 2012; Kumagai et al., 

2007; Zaidi et al., 2017; Nazar et al., 2015; Labonte et al., 1999; McKenna, 2011), one a 

literature review (Hanson et al., 2011), and the rest perspective or opinion-based articles (n 

= 8) (Sharma et al., 2018; Reid, 2011; DasGupta et al., 2006; Cavanagh et al., 2019; Torre et 

al., 2017; Frambach & Martimianakis, 2017; Kumagai et al., 2017; Donetto, 2010). A 

majority of articles focused on undergraduate medical education (n = 13) (Ross, 2015; Dao 

et al., 2017; Schiff & Rieth, 2012; Coria et al., 2013; Donetto, 2012;  Nazar et al., 2015; 

McKenna, 2011; Hanson et al., 2011; Sharma et al., 2018; Reid, 2011; Cavanagh et al., 2019; 

Kumagai et al., 2017; Donetto, 2010); 3 articles addressed both undergraduate and 

postgraduate medical education (DasGupta et al., 2006;  Torre et al., 2017; Frambach & 

Martimianakis, 2017); and 4 addressed continuing medical education (3 on faculty training 

(Kumagai & Lypson, 2009; Kumagai et al., 2007; Zaidi et al., 2017), 1 on physician training 

(Labonte et al., 1999)). Seven (first) authors were from the United States, (Dao et al., 2017; 

Schiff & Rieth, 2012; Coria et al., 2013; Zaidi et al., 2017; McKenna, 2011; DasGupta et al., 

2006; Torre et al., 2017), seven from Canada (Ross, 2015; Kumagai & Lypson, 2009; 

Kumagai et al., 2007; Labonte et al., 1999; Hanson et al., 2011; Sharma et al., 2018; Reid, 

2011; Cavanagh et al., 2019; Kumagai et al., 2017), two from the UK (Donetto, 2012; 

Donetto, 2010; Nazar, Kendall et al., 2015) and one from the Netherlands (Frambach & 

Martimianakis, 2017). Articles were published between 1999 and 2019; notably, about a 

third (n = 7) were published between 2017 and 2019 (Dao et al., 2017; Zaidi et al., 2017; 

Sharma et al., 2018; Cavanagh et al., 2019; Torre et al., 2017; Frambach & Martimianakis, 

2017; Kumagai et al., 2017). 
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Major themes  

Our thematic analysis revealed four major themes: Social awareness; Cultural awareness; 

Political awareness; and Awareness of educational dynamics. To identify the themes, we 

considered each article’s content by establishing its main purpose in respect of the aspect/s 

of the theory (critical pedagogy) that the authors used to underpin their conclusions. 

Despite some overlap, the themes are situated at different epistemological levels. Two 

themes (social and political awareness) refer to educational paradigms and pedagogies (i.e., 

the philosophical basis of educational practices), while the remaining two (educational and 

cultural awareness) refer to educational dynamics and environments (i.e., the actual 

practices and processes of education). Figure 2 illustrates the relationship among the four 

themes.  

 

Figure 2. The 4 themes 
Interaction of 4 themes revealed by a thematic analysis of literature on the construct of critical consciousness as 
it is conceptualised in undergraduate, postgraduate, and continuing medical education. Despite some overlap, 
the 4 themes are situated at 2 different epistemological levels: (1) paradigms and pedagogies, and (2) 
educational dynamics and environments. 

Social awareness: How medicine is practiced. This first theme entails the everyday 

practice of medicine and how medicine interacts with society.  Some articles grappling with 

social awareness in medical education showed how medicine is “conformist” (Ross, 2015; 
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Sharma et al., 2018), which is, in turn, perpetuated by educational approaches that 

maintain the status quo (Reid, 2011). These approaches, considering students as passive 

recipients of teachers’ knowledge, are consistent with what Freire identified as the 

“banking model of education” (Freire, 2017; DasGupta et al., 2006). Rejecting the banking 

model, Freire advocated using education to cultivate critical consciousness as a means to 

advance social accountability and a disposition toward action in society (Freire, 2017). In 

the articles we reviewed, the authors who wrote about social awareness advocated the 

transformation of medicine from a conformist profession to one that promotes social 

justice (Ross, 2015; Sharma et al., 2018; Reid, 2011; DasGupta et al., 2006). Critical 

consciousness is central in these articles. Being quite distinct from critical thinking, although 

complementary to it (Kumagai & Lypson, 2009), critical consciousness is conceptualised as a 

“reflective awareness” of how power, privilege, and inequalities—but also one’s own 

assumptions and biases—shape social structures (Kumagai & Lypson, 2009; Dao et al., 

2017; Schiff & Rieth, 2012; Coria et al., 2013). 

Some authors have highlighted that students need opportunities to develop “knowledge, 

skills and, perhaps most importantly, the attitudes, to avoid becoming part of a static and 

inequitable system of healthcare” (Ross, 2015). According to these authors, educators 

should support students becoming clinicians who actively empower patients (Reid, 2011). 

One article suggests that “a critical pedagogical approach could challenge the very premise 

of medicine by opening up opportunities for students to question the values, assumptions, 

and epistemologies that underlie and legitimatise it as currently practiced" (Hanson et al., 

2011). It also suggests that curricula based on these critical approaches will facilitate 

students’ understanding of social determinants of health and the effect of sociopolitical 

inequities on disadvantaged populations. Such curricula also cultivate students’ potential as 

change agents (Coria et al., 2013; DasGupta et al., 2006), who participate actively and 

meaningfully in society (Hanson et al., 2011). Importantly, one article highlights that simple 

teaching on these issues may not be enough to foster students’ orientation to social action; 

rather, teachers need to show students the “conditions to be challenged and changed” 

(Sharma et al., 2018). Medical educators should encourage students to consider the 

sociocultural and political implications of biomedical knowledge and its construction 

(Cavanagh et al., 2019). Medical students should “learn with and in the world” (Torre et al., 

2017) in order to develop a critical awareness oriented to action. This learning includes 

understanding the dynamics of healthcare systems, contemporary medical research 

practices (Cavanagh et al., 2019), and the actors involved in it.  
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One crucial component of social awareness is the need for faculty to be critically conscious 

of their own power, within and outside the educational environment (Donetto, 2012; 

DasGupta et al., 2006). To illustrate, one author echoes Freire’s constructs: 

“Encourage medical educators to confront directly the tension between teaching for 

conformity, which many would argue is key to performing a good and reliable 

physical examination, and teaching for freedom (or teaching for exploration), which 

is critical to preparing physicians to question current assumptions, practices, and 

knowledge” (Torre et al., 2017). 

Medical school leaders should be socially accountable, embedding critical pedagogy in their 

schools’ curricula (Ross, 2015) in a way that stimulates faculty and other educators to “look 

for places where power disparities and de-humanisation might compromise the mission of 

medical education,” and, in turn, “find ways to rectify those imbalances” (Torre et al., 

2017). Social awareness is about acknowledging and building upon the challenge of bringing 

social responsibility effectively into mainstream medical education, which, as DasGupta and 

colleagues (2006) note, is not only an issue of content but also of methodology. 

Cultural awareness: How cultural “competence” is taught. This theme refers both to 

multicultural education practices (Kumagai & Lypson, 2009; Kumagai et al., 2007), 

specifically in their relation to power and the distribution of opportunity in society (Zaidi et 

al., 2017), and the need to get beyond teaching cultural “competence” (Kumagai & Lypson, 

2009; Dao et al., 2017; Schiff & Rieth, 2012). In the articles we reviewed, the authors who 

wrote about cultural awareness considered issues such as post-colonialism (Nazar et al., 

2015) and the design of international medical electives (IMEs) (Hanson et al., 2011).  

These authors indicated that education for cultural diversity is grounded in critical 

consciousness of oneself and others (Kumagai & Lypson, 2009; Nazar et al., 2015). To 

illustrate, Schiff and Rieth (2012) highlight the potential of an elective curriculum that is 

based on community engagement and the analysis of social determinants of health. They 

define cultural competence as, “knowledge, attitudes, and skills that enable healthcare 

professionals to communicate with and understand the culturally diverse health beliefs and 

practices of their patient” (Schiff & Rieth, 2012). Notably, Hanson and colleagues (2011) 

warn medical educators that IMEs can reproduce hegemony if the engagement of students 

from privileged backgrounds is exploitive rather than reciprocal. (Hegemony is a form of 

power exercised through consent that allows dominant ideologies to be maintained via a 

“creeping” socialisation (Johnston, 2017)) They remind educators that education is not 
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neutral: it can be domesticating or it can be emancipatory. If educators fail to encourage 

each student to question and challenge power, then they contribute to and perpetuate 

students’ acceptance of (and submission to) hegemony (Hanson et al., 2011). 

The articles advancing the theme of cultural awareness highlight the importance of faculty 

development in effective educational interventions around gender, race, and 

socioeconomic class (Kumagai & Lypson, 2009; Kumagai et al., 2007; Zaidi et al., 2017; 

Nazar et al., 2015). The absence of skills and a lack of training in facilitating cultural 

discussions with students can have adverse effects (Zaidi et al., 2017). Kumagai and 

colleagues (2007; 2009) describe creating “cognitive disequilibrium” among students, but, 

in the first place, among educators to prompt their critical reflection and deconstruction of 

group dynamics during discussions in multicultural education. This technique has helped 

educators become more aware of not only cultural aspects, but also hidden, nonverbal 

dynamics during small-group discussions; importantly, the technique also provides a means 

for educators to address these dynamics. Educators’ ability to create a safe educational 

space and skillfully facilitate cultural discussions is key both to encouraging respectful 

dialogue around sensitive topics and to fostering an understanding of power and privilege 

in society (Zaidi et al., 2017). 

Political awareness: How medical education is structured. Some of the articles 

addressing political awareness identified hegemonic discourses within the global “industry” 

of medical education; authors worried about medical education reproducing dominant 

educational power structures and, in effect, suppressing other, more context-specific, 

approaches (Donetto, 2012; Zaidi et al., 2017; Labonte et al., 1999; McKenna, 2011; 

DasGupta et al., 2006; Frambach & Martimianakis, 2017). Political hegemony has the power 

to limit education to an “industrialised process of production” (Johnston, 2017). This 

understanding of hegemonic discourses in medical education aligns with Freire’s banking 

model of education (Freire, 2017), which is characterised by a passive acceptance of, or lack 

of critical thinking around, educational processes.  

Authors here advocate for Freirean critical approaches to medical education: that is, 

developing a critical consciousness of clinical work that “might help to disrupt the 

unquestioning reproduction of hegemonic medical discourses” (Donetto, 2012). Indeed, 

some of these authors considered medical students’ poor critical awareness to be the result 

of unquestioned teaching practices, driven by power and network dynamics of pervasive 

medical discourses and practices (Donetto, 2012; McKenna, 2011; Frambach & 
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Martimianakis, 2017). Of course, in today’s complex medical education environment, 

competency-based medical education (CBME) and validated educational tools, such as 

problem-based learning (PBL), have value both in efficiently distributing knowledge across 

educational contexts and in aiming to produce qualified and competent doctors (Donetto, 

2012). Nevertheless, scholars (Labonte et al., 1999; Frambach & Martimianakis, 2017) 

highlight that particular sociopolitical forces (e.g., conventional methods for institutional 

evaluations, funders’ demands, national accreditation standards, and market forces) 

contribute to choosing particular educational approaches over others, even if the latter are 

more context-specific.  

While emphasising the need for teachers to critically explore pedagogies and their power 

(Donetto, 2012; DasGupta et al., 2006; Frambach & Martimianakis, 2017; Kumagai et al., 

2017), authors addressing political awareness also warn that the very structure of medical 

education largely precludes critical inquiry (McKenna, 2011). That is, pursuing critical 

inquiry within an institution “may paradoxically trigger emotionally distancing reactions and 

become a barrier to engagement rather than a strength” (Halman et al., 2017). 

Nevertheless, we firmly advocate a form of critical inquiry that stems from context-specific 

needs and works to develop insights into the historical, political, social, and educational 

environment in which the inquiry itself is embedded. This form of political awareness 

amongst teachers and, consequently, students (Donetto, 2012) counters educational 

cultural hegemony (Donetto, 2012; Zaidi et al., 2017; McKenna, 2011) promotes 

transformative learning (Zaidi et al., 2017), and encourages “a better balance between the 

knowledge and power of institutions and professionals, and the knowledge and power of 

communities”(Labonte et al., 1999) Such critical reflection may induce learners and 

educators alike to share their personal experiences and voices (Labonte et al., 1999); that 

is, to have courage to speak up and critique institutions and individuals who control power 

and knowledge (Zaidi et al., 2017). In particular, Labonte and colleagues, citing Freire and 

Macedo, remind educators that “the first act of power [that] people can take in managing 

their own lives is ‘speaking the world’” (Labonte et al., 1999) which, according to Zaidi and 

colleagues is itself an act of “breaking away from dominant discourse” (Zaidi et al., 2017). 

Awareness of educational dynamics: How medicine is taught. Authors covering our last 

theme, awareness of educational dynamics, addressed conflict, (Kumagai & Lypson, 2009; 

Donetto, 2012; Kumagai et al., 2007; Zaidi et al., 2017; Nazar et al., 2015; Torre et al., 2017; 

Kumagai et al., 2017), lack of democracy (Kumagai & Lypson, 2009; Donetto, 2010), and 

lack of awareness of power dynamics (Donetto, 2012; Kumagai et al., 2017; Donetto, 2010) 
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in medical education. To illustrate, Donetto highlights an intrinsic conflict in educational 

interventions that aim to encourage reflective practice by applying “pedagogical 

approaches that prioritise conditioning and habit” (Donetto, 2010). Behavioral learning 

approaches—that is, approaches encouraging students to learn and repeat, almost 

mechanically, words that portray, for example, empathy or patient-centeredness—are 

justified within a competency-based discourse (Donetto, 2012). However, applying such an 

approach risks discouraging a deeper understanding of the sociopolitical dimensions of 

physicians’ professional role (Donetto, 2012). Conflict can arise from a mismatch between 

the didactic teaching delivered to students and what students actually observe in clinical 

practice (Donetto, 2012; Nazar et al., 2015). Another source of discord may be the often-

binary distinction drawn between the scientific and human sides of medicine and between 

hard and soft forms of knowledge (Donetto, 2012). Even more importantly, there appears 

to be conflict “between nominally encouraged behaviours” in medical education and “the 

system’s response to their actual enactment” in clinical practice (ibid.). 

Conflict also arises in students’ reflections and dialogues around the sociocultural issues of 

diversity, privilege, sexism, and homophobia (Kumagai & Lypson, 2009; Kumagai et al., 

2007; Nazar et al., 2015). Authors highlight that these issues may represent “intensely 

personal struggles for some students” (Kumagai & Lypson, 2009). The key role of teachers, 

according to authors who addressed awareness of educational dynamics, is not to avoid 

conflict, but in fact to highlight contradictions (Kumagai et al., 2007) and provoke students’ 

reflection and dialogue. Educators should also identify and elaborate on the sometimes-

conflicting norms of their own culture and those of their learners (Zaidi et al., 2017), 

thereby identifying possible unintended consequences of teaching practices.  

1.2.3 - Discussion 

Discourse around critical consciousness is increasing in medical education. Of the 20 articles 

included in this review, 7 were published in 2017, 2018, and 2019. Although the majority of 

articles focused on undergraduate medical education, our findings have relevance across 

contexts since they focus on teaching mindsets and discuss the epistemological roots 

supporting critical teaching.  

In this review, we explore the value of specific theoretical constructs of critical 

consciousness and critical pedagogy for medical educators. Importantly, however, our 

intention is not to imply that only curricular changes explicitly labelled critical 

consciousness or critical pedagogy have value. Many medical education enterprises are 
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aimed at cultivating learners’ understanding of social, cultural, and political contexts of 

healthcare and inequities (Mostow et al., 2005; Zaidi et al., 2016; Gallé & Lingard, 2010). 

Any teaching that focuses on identification of power dynamics, and hence cultivates 

students’ attitude to address inequities, is essential.  

A vital question is, how may educators practically apply this construct? We have identified 

four elements of critical consciousness that have philosophical, educational, and 

methodological significance for medical curricula. We suggest implications for medical 

education in the paragraphs below and provide practical applications (see Appendix 3). 

Implications for medical education 

Cultivating critical consciousness requires an awareness of how medicine is practiced. That 

is, medical educators should help learners identify the values, assumptions, and 

sociopolitical forces shaping the structure of healthcare and practice, but also provide 

opportunities to question them (Kumagai et al., 2017). This process of fostering awareness 

and critique is oriented towards pragmatic action (Kumagai & Lypson, 2009; Dao et al., 

2017) that is, it prompts physicians to carry out their social roles and responsibilities 

(Kumagai & Lypson, 2009), becoming agents of change (Hanson et al., 2011). Indeed, the 

World Health Organization (Boelen & Heck, 1995) asserts that doctors and medical 

institutions should “direct their education, research and service activities towards 

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

mandate to serve” (emphasis added). Critical consciousness in medical education entails 

developing educational environments with social accountability at their heart and fostering 

future doctors who act “first and foremost as health advocates” (Sandhu, 2015) Medical 

educators can develop “a pedagogy for social justice that is far reaching, consistent and 

central to our educational endeavors” (DasGupta et al., 2006) by creating supportive 

learning spaces and by encouraging those students who want to be involved with social 

change and equity (Ross, 2015). In this regard, community participation is key: as students 

and patients jointly explore healthcare in real-life contexts, they can, together, identify 

dynamics and propose solutions to achieve social change (Reid, 2011; Torre et al., 2017; 

Frambach & Martimianakis, 2017). Where local communities work with faculty in a non-

hierarchical relationship, community members are empowered to contribute to the shape 

of the medical curriculum (McKenna, 2011). 

Critical consciousness in medical education requires profound awareness of privilege and 

sociocultural determinants of health. It also requires awareness of how cultural 
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competence is taught: remaining cognisant of methodologies along with content. 

Scholars—whether included in this review or not—highlight how training in cultural 

competence can potentially reproduce hegemony (Kumagai & Lypson, 2009; Hanson et al., 

2011). The risk is that more privileged students may learn to merely perform desirable 

behaviours without actually shifting their values (Ng & Wright, 2017), therefore, assuming 

an exploitive, rather than reciprocal, attitude towards patients (Hanson et al., 2011). 

Teaching cultural awareness means not only facilitating students’ knowledge of culturally 

diverse health beliefs and practices, but also, most importantly, helping them recognise and 

challenge power and privilege (Schiff & Rieth, 2012; Hanson et al., 2011). 

Medical educators need to become aware of how sociopolitical forces and dominant 

discourses structure and shape medical education. Becoming critically conscious educators, 

aware of historical and sociopolitical influences (Frambach & Martimianakis, 2017), is 

essential to fostering critical consciousness in learners. Under particular scrutiny is the 

dominant CBME paradigm (Kumagai & Lypson, 2009; Dao et al., 2017; Donetto, 2012; 

Frambach & Martimianakis, 2017). Various scholars beyond this review have observed 

major shortfalls even while acknowledging that CBME standardises what is considered to 

be a competent performance (Brightwell & Grant, 2013; Whitehead & Kuper 2017; Rees, 

2004; Morcke et al., 2013; Hodges, 2012; Park & Hodges, 2016). They argue that medical 

knowledge becomes a gift “handed down from experienced clinicians to inexperienced 

trainees” (DasGupta et al., 2006), which reinforces the notion that knowledge is more 

important than the learners themselves (DasGupta et al., 2006). Learning is reduced to 

demonstrating a “series of measurable skills and behaviours” (Halman et al., 2017; Donetto, 

2012; Frambach & Martimianakis, 2017), perhaps to the neglect of vital aspects of practice 

that “cannot simply be translated into neatly described, measurable competencies” 

(Frambach & Martimianakis, 2017). Gaufberg and Hodges (2016) observed in a recent 

editorial, “a tendency to reduce relational issues in healthcare to an individual competence 

requiring individual approaches […], while neglecting the influence of systems and culture 

on relationships.” These forces (e.g., the shift toward CBME) have contributed to a 

worldwide spread of particular educational models over others, and they have made it 

difficult to argue for context-specific pedagogies which are better suited to local 

circumstances (Frambach & Martimianakis, 2017). There is a growing sense that the 

pendulum has swung too far toward facts and skills and, therefore, needs to be re-

balanced. A rebalancing would involve intentional effort from educators and educational 

institutions to become critically conscious of their pedagogies. In this re-balancing, 
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educators must ask themselves the questions Frambach and Martimianakis (2017) have 

posed: “Where does this training model come from? How did I come to know it? Who 

benefits or loses, within and beyond my institution, when I use or promote this model?” 

Freire’s theory, as applied to medical education, can help identify and address power 

discrepancies, while still valuing the contributions of teachers and learners alike. Applying 

Freire’s critical pedagogy means that educators must step away from their privileged 

authority, but integrating critical consciousness into medical education will also facilitate 

change in the culture of medicine by emphasising non-hierarchical and respectful 

relationships. Trainees can then translate their experience of these relationships into their 

clinical care (DasGupta et al., 2006). Indeed, clinical educators are vital role models 

(Frambach & Martimianakis, 2017) in ensuring well-intended educational interventions do 

not actually reproduce and perpetuate unjust power structures (Hanson et al., 2011). 

Educators’ own critical awareness in designing and delivering educational interventions 

ensures that students develop the skills to foster social transformation through self-

reflection, critical analysis, and theoretically informed actions (Hanson et al., 2011).  

This scoping review has value for institutions, educators, and students. The role of 

institutions as support structures for the development of critical consciousness is vital. 

Many authors of the articles we reviewed stress the importance of faculty development 

around critical consciousness (Kumagai & Lypson, 2009; Donetto, 2012; Kumagai et al., 

2007; Zaidi et al., 2017; Nazar et al., 2015; DasGupta et al., 2006; Torre et al., 2017). 

However, there are significant limitations within an institutional setting, especially if such 

transformative and power-challenging attitudes are not supported at a structural level 

(Halman et al., 2017). Applying a critical consciousness approach to competency-based 

curricula is not straightforward. Critical consciousness and CBME approaches have different 

philosophical and theoretical underpinnings, which need to be considered to avoid a painful 

clash of educational content, context, and practices. We share DasGupta and colleagues’ 

concern regarding the absurdity of teaching social justice as a set of competences, instead 

of as an integral part of education and medicine (DasGupta et al., 2006). The question, 

however, remains, “How do we effectively assess something that may be conceived as both 

practice and identity?” (Hafferty, 2006). Although assessing value orientations and motives, 

rather than skills or behaviors, is challenging, the results may provide a more complete 

picture (Kumagai & Lypson, 2009; Hafferty, 2006). Educators would need to develop such 

assessments over time by looking at expressions of critical awareness, such as products of 

meaningful reflection (e.g., thoughtful discussions or essays), to evaluate whether learners 
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have authentically internalised core values (Kumagai & Lypson, 2009; Hafferty, 2006). Of 

course, this enterprise would require “major structural and cultural transformations within 

medical education” (Sharma et al., 2018). 

Overlapping themes, self-awareness, and compassion 

Notably, we acknowledge the degree of overlap that exists among identified themes. 

Developing educational activities aimed at cultivating one area will invariably touch others. 

Medical educators must attend to this complexity by avoiding the creation of silos of 

knowledge or skill. In this vein, we have not associated educational activities with a 

particular theme (see Appendix 3). Additionally, we believe a “red thread” is running 

through all four themes: self-awareness. Although some authors mentioned the term “self-

awareness” (Ross, 2015; Kumagai & Lypson, 2009; Dao et al., 2017; Schiff & Rieth, 2012; 

Donetto, 2012; Kumagai et al., 2007; Hanson et al., 2011; Kumagai et al., 2017), the concept 

was not discussed in depth. Self-awareness is, nonetheless, an important element of critical 

consciousness—and has the potential to bring compassion to the fore in healthcare 

(Kumagai & Lypson, 2009). Educators may ask, how are compassion and critical 

consciousness connected? In our view, compassion is a form of deep awareness of one’s 

own position in the world relative to others (Ng & Wright, 2017). Compassion helps 

learners recognise “the common human condition” (Morin, 1999) and respond to others’ 

needs, transforming, rather than reproducing, current problems (Halman et al., 2017). 

Medical students witness potentially emotionally traumatising events during their clinical 

years, yet the pedagogic potential of these learning experiences remains largely un-realised 

(Kumagai et al., 2017). Educators need to be “facile in attending to pain” (Zaidi et al., 2017) 

and support students in developing safe, cathartic releases to the strong emotions arising 

from clinical encounters and other educational experiences. This form of active acceptance 

and appropriation of one’s own emotions can foster development of the self in relation to 

others and facilitate a consequent shift in values which enables “authentic compassionate 

care that confronts societally constructed inequities” (Ng & Wright, 2017). Although valuing 

self-awareness is nothing new, fostering it within students is not straightforward (Smith et 

al., 1999), especially within young learners with limited life experience (Xu & Chan, 2017). 

The question of where, then, to focus curriculum change to maximise the effectiveness of 

critical consciousness is germane. We suggest this as an essential direction for further 

research.  



 
 

21 

1.2.4 - Limitations 

We acknowledge some limitations. In scanning articles initially by titles, abstracts, and 

subject headings we may have missed relevant articles. By bounding the search to articles 

explicitly mentioning “critical consciousness” or “critical pedagogy,” we may have limited 

the breadth of theoretical models that apply similar critical principles to educational 

endeavours. We excluded non-English articles, and we acknowledge some key literature 

may come from other contexts. We did not perform a formal quality assessment of the 

included articles, but have provided here a critical synopsis of findings with implications for 

practice.  

1.2.5 - Conclusions 

Critical consciousness has been adopted in some medical education arenas as an 

intellectual construct intended to foster a deep, reflexive awareness of professional power 

and patient-centered practices amongst students and educators (Donetto, 2012; Donetto, 

2010). Applying critical consciousness approaches to medical education may unearth the 

epistemologies, values, and biases legitimising medicine as currently practiced; pose 

challenges to inequitable healthcare systems; and foster transformation and social 

accountability (Ross, 2015; Hanson et al., 2011). Some scholars have highlighted its 

potential to improve sociocultural responsibility (Kumagai & Lypson, 2009; Schiff & Rieth, 

2012; Kumagai et al., 2007; Nazar et al., 2015; Hanson et al., 2011) and to foster 

compassion in doctors (Halman et al., 2017; Kumagai & Lypson, 2009; Schiff & Rieth, 2012). 

Notably, bias, inequity, lack of compassion, and too little sociopolitical action are all 

acknowledged challenges in medical education (Liaison Committee on Medical Education, 

2019; Gonzalo et al., 2017; GMC, 2018) which includes accountability in its social contract 

(Sandhu, 2015). Embedding a critical pedagogy approach within medical education may 

help nurture social accountability by fostering an intrinsic orientation to action in physicians 

and physicians-in-training alike; however, applying any critical pedagogy requires 

acknowledging and challenging the current structure and culture of medical education 

itself. 
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Chapter 2: Critical consciousness in the context of General 

Practice 

“As in marriage, the ongoing clinical relationship operates under the terms of an informal 

‘contract’ that is often more powerful than the formal one. Clinical competence is more 

often at the mercy of the strictures of the informal contract than the fund of biomedical 

information the physician possesses. One can only guess at how often diagnoses are 

delayed, unnecessary and risky tests are ordered and inappropriate treatment prescribed 

because objectivity is subverted by unrecognized personality factors.” 

― Gayle Stephens3 

In the previous Chapter, I started to frame the research described in this thesis by 

identifying the relevance of the construct of critical consciousness (Freire, 2017) in 

medicine’s social contract, which includes accountability to the society as a whole (Sandhu, 

2015). I have argued that medical education, as the place where medicine’s values and 

ethos become explicit, is a key arena that can bring change and nurture social justice in 

medicine. That is, applying critical pedagogy approaches to medical education may unearth 

the epistemologies, values, and biases legitimising medicine as currently practiced; pose 

challenges to inequitable healthcare systems; and foster transformation and social 

accountability (Ross, 2015; Hanson, Harms, Plamondon, 2011). Additionally, this approach 

has the potential to improve sociocultural responsibility in future doctors (Kumagai & 

Lypson, 2009; Schiff & Rieth, 2012; Kumagai et al., 2007; Nazar et al., 2015; Hanson et al., 

2011) and to foster compassion (Halman et al., 2017; Kumagai & Lypson, 2009; Schiff & 

Rieth, 2012).  

But, as the title of this thesis reveals, the specific context of my interest, in this work, is 

undergraduate General Practice teaching. The scoping review explored beyond this specific 

context because I needed a rigorous foundation for further empirical work: I needed to 

clarify the extent to which critical consciousness had been used in any medical education 

context, in order to determine the scope of and envisage its application within the specific 

context of General Practice. This was particularly important because, to my knowledge, 

                                                           
3 Dr Gayle Stephens was a founder of family medicine who emphasised the importance of 
relationship-centered care and social justice to the new specialty. He viewed family medicine as 
having a different cultural paradigm from mainstream medicine: the former fought for equity in an 
inequitable healthcare system (Waters et al. 2016). 
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only one study (Reid, 2011) in the continuum of General Practice education is explicitly 

based on critical pedagogy constructs such as critical consciousness. I therefore needed the 

empirical elements, even if coming from contexts different from General Practice, as a basis 

for building the blocks of this research. Indeed, the results from the scoping review, 

specifically the four themes, have been instrumental for the interpretation of the data I 

have collected throughout this study (articulated in Chapters 6, 7, 8), and have guided me 

through a further literature review, which I expand in this chapter. 

But why study critical pedagogy approaches to General Practice education, and why now? 

2.1 - Critical approaches in General Practice education 

I argue that General Practice offers a special case of interest within medical education 

because it is a distinct discipline (Stein, 2006) naturally embedded in the psychosocial area 

of medicine (Park et al., 2015) and intrinsically involved in subjects related to medicine’s 

social contract with society. Indeed, this is a recurrent theme in the General Practice 

literature, which explicitly identifies social justice as a core element of family medicine 

(Schroeder, 2016; Hixon & Maskarinec, 2008; Kost, 2018). Authors acknowledge that 

General Practice has a social responsibility (Buchman et al. 2016) to tackle health 

inequalities (Sewell & Kidd, 2005; Hixon & Maskarinec, 2008) and to foster social 

transformation (James, 2014) through sociocultural (Zendedel et al., 2016) and political 

advocacy (Cullison, 2014) for patients. One article cites the Declaration of Alma Ata (1978) - 

in which primary healthcare4 is portrayed as “the key” to improving health and reducing 

health status inequalities - to urge General Practice to lead positive health system change in 

the spirit of social justice (Hixon & Maskarinec, 2008).  

Other articles discuss General Practice as a medical specialty which is naturally oriented to 

patient nurturing and empowerment (Mola et al. 2008; Ventres, 2012; De Sutter et al., 

2013; Williamson, 2016). Interestingly, one article recognises Freire as the person who first 

introduced the idea of empowerment as it is currently used in healthcare, and claims that 

primary care is in a strategic position to help patients develop critical consciousness and, 

subsequently, the ability to manage their own health (Mola, 2013). Another article asserts 

that consciousness about how power may affect the doctor-patient relationship may assist 

the doctor to understand new aspects of consultations (Abildsnes et al., 2012).  

                                                           
4 I use General Practice and primary healthcare interchangeably. 
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If this interest in the General Practice academic literature accurately reflects the primary 

care ethos, which I believe it does, it is safe to argue that to a greater or lesser extent in 

every Institution, General Practice teaching automatically addresses the social, economic, 

cultural and historical roots of disease and morbidity. In fact, academic primary care 

programmes have been portrayed as the main contexts in which medical schools’ can foster 

a responsibility to reduce health disparities (Puschel et al., 2014) and family medicine as a 

leader of educational and health system reform (Matson et al., 2016). It is not a 

coincidence, after all, that in the UK, undergraduate medical education is increasingly led 

and delivered by academic departments of General Practice (Major & Booton, 2008). 

Despite this increased involvement of General Practice academic departments in 

undergraduate medical education, in April 2016 the UK Parliament stated that medical 

schools should teach General Practice “as a subject”, with a specific GP curriculum 

(Wollaston, 2016). Again in 2016, a report on supporting medical students towards careers 

in General Practice, identified the need to address the issue of General Practice often being 

perceived as a less valued career, through changes in medical education (Wass, 2016). So, it 

appears that the unique affordances of General Practice in medical education, at least up to 

that year, were not being fully explored. In 2018, there was still no UK core curriculum in 

General Practice (Blane, 2018). This issue has been addressed through the new “Teaching 

General Practice” document, which provides guidance on the design and delivery of 

General Practice education in UK medical schools (Harding et al., 2018). 

Various documents address the issue of GPs having to be familiar with social determinants 

of health and social inequality, and identify the need to foster doctors who are capable of 

acting towards social dynamics in healthcare. The Royal College of General Practitioner’s 

(RCGP) document “Core capabilities and competences” (2015) identifies areas of 

competence that trainees should progressively develop. Within these areas, there is 

extensive reference to the need for GPs to have the attitude to empower patients by taking 

into account physical, psychological, socioeconomic and cultural dimensions of health. In 

particular, the document states that a GP has an “ethical and moral duty to influence health 

policy in the community” and to “have an awareness of global health issues and to display a 

responsibility towards global sustainability”, identifying “how the limitations of local 

healthcare resources might impact upon patient care” (ibid.). So patient advocacy is not 

only conceptualised as helping patients navigate the healthcare services or act as a gate-

keeper, but as an active approach to “reducing inequalities and improving local, national 

and global healthcare” (ibid.). So, it not surprising that the more recent “Teaching General 
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Practice” document (Harding et al., 2018), jointly produced by RCGP and SAPC, stresses the 

importance of teaching the social and psychological aspects of medicine. In particular, 

students should learn about the social determinants of health and the role of primary care 

in reducing healthcare inequalities, and develop skills to empower patients to be active 

contributors to their healthcare. Interestingly from a critical pedagogic point of view, the 

document also suggests that students learn “the history and current structure of General 

Practice, and how it is changing and developing” (ibid.). This is an important facet, as 

fostering a deep understanding of the social and historical context, of the root causes of the 

current sociopolitical structure, is truly empowering education. 

So, given these encouraging premises, how does the General Practice education literature 

adopt elements of critical pedagogy theory in its scholarly endeavours? 

2.1.1 - Methods 

Initially the intention was to conduct a narrative review. However, the paucity of literature 

explicitly describing the application of critical pedagogy constructs in the field of General 

Practice education, meant that a more interpretive approach was required, to find out 

whether and how elements or constructs of critical pedagogy have been implicitly used in 

General Practice teaching and learning practices. In other words, while in the scoping 

review I have explored how specific theoretical constructs of critical pedagogy (i.e. critical 

consciousness) have been theorised, conceptualised, and fostered within the medical 

education literature, in this review I adopt a less specific focus. In other words, in this 

review I include a broader literature in which scholars in the academic literature related to 

General Practice have discussed curricular experiences that, while not explicitly labelled 

“critical consciousness” or “critical pedagogy”, are either aimed at cultivating learners’ 

understanding of social, cultural, and political contexts of healthcare and inequities 

(Mostow et al., 2005; Zaidi et al., 2016a; Gallé & Lingard, 2010), or discuss teaching focusing 

on the identification of power dynamics, or cultivating students’ attitude to address 

inequities. Therefore, I apply here a hermeneutic framework to the literature review 

process which, through the essential elements of induction, interpretation and critical 

questioning, aims to produce theory grounded in the studies included in the review, rather 

than aggregate data (Dixon-Woods et al., 2005; Boell & Cecez‐Kecmanovic, 2014; 

Greenhalgh, 2019). 

Hermeneutics, as developed by Heidegger and Gadamer, is concerned with human 

understanding and interpretation.  For Heidegger, understanding is not only a cognitive 
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process, but it is embedded in human existence as a mode of being (Heidegger, 1927|2002 

in Boell & Cecez‐Kecmanovic, 2014). Gadamer further developed these ideas and 

conceptualised understanding as an achievement obtained through a dialogue between the 

reader and the text. So the understanding of a text is always embedded and influenced by a 

concrete social, cultural, and historical context (Gadamer, 1960|1979 in Boell & Cecez‐

Kecmanovic, 2010). It is an iterative process: “an understanding of a text (a part) draws 

from the reader’s preunderstanding of a context (a whole); and vice versa, the 

understanding of a context (a whole) develops from understanding individual texts or text 

equivalents (parts)” (Boell & Cecez‐Kecmanovic, 2014). I will expand on my intrinsic interest 

in language in the next two chapters. For now, I will only say that this approach is 

particularly suited to my research style as I am interested in how language is used to 

accomplish personal, social, and political projects. 

Because my aim is to infer implicit information from the literature (that is, the presence of 

critical pedagogy elements) through my own interpretation of the text (that is, of the 

language used) in the chosen studies, I apply a hermeneutic approach. I do not aim or claim 

to provide an authoritative, conceptual analysis of the studies included, rather, I try to 

understand them (Schwandt, 2000), while acknowledging that the very act of 

understanding is both dynamic and contextual (Smythe & Spence, 2012, p.13). This very 

element makes the hermeneutic approach suited to the overarching critical approach of 

this thesis (Kinsella, 2006): not only that it encourages me to adopt a reflective attitude to 

my work of interpretation, but also a reflexive one, in which I acknowledge the influence of 

my own ideas and beliefs in how I read and make sense of the chosen literature. Due to my 

own social, cultural and psychological context, I naturally carry assumptions that influence 

how I select and interpret the literature. I have pre-existing knowledge and ideas around 

this subject which I cannot possibly ignore during my enquiry. This knowledge (my 

preunderstanding of the context), combined with the knowledge included in the chosen 

literature, will generate new meaning. Indeed, knowledge formation is an intersubjective 

construction in which “meaning is negotiated mutually in the act of interpretation; it is not 

simply discovered” (Schwandt, 2000p195). 

Hence, I have used my reflexivity as an analytical instrument to guide me through the 

analysis of the included literature, which I have discussed at various stages with my 

principal supervisor in order to validate my interpretation. Moreover, it was my aim to 

demonstrate rigour by acknowledging and foregrounding my own subjectivity (Varpio et al., 

2017) in the previous paragraph. 
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There are two mutually intertwined elements in a hermeneutic review: the search and 

acquisition circle, and the wider analysis and interpretation circle (Boell & Cecez‐

Kecmanovic, 2010; Boell & Cecez‐Kecmanovic, 2014) (Figure 3).  

 

Figure 3: The 2 hermeneutic circles 
Redrawn with modifications from (Boell & Cecez‐Kecmanovic, 2014p264) 

Unlike in the scoping review, this search was not bound to articles explicitly mentioning 

“critical consciousness” or “critical pedagogy”: the aim was not to limit breadth of 

theoretical models that apply similar critical principles to educational endeavours. In the 

search of the literature, I used a combination of terms related to critical pedagogies (see 

Appendix 4). Using Medline as a search engine - which I chose because it covers the 

international literature including humanities, and education as they relate to medicine and 

healthcare, hence it ensured a broad pool - resulted in 10 articles. Performing a 

combination of similar searches in Google Scholar produced 5 entries. I then added two 

articles from references, and 1 from the scoping review. The relatively small sample was 

not an issue because, under the hermeneutic approach, my aim was not to retrieve a large 

number of potentially relevant publications, but to identify a small number of highly 

relevant publications (Boell & Cecez‐Kecmanovic, 2010).  

The inclusion criteria were as follows: 
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- written in English;  

- concerned undergraduate, postgraduate and continuing General Practice education 

(including any teaching taking place in a community setting, which mentioned General 

Practices); and 

- contained elements (see Appendix 4) which could be broadly conceptualised as critical 

pedagogies. 

2.1.2 - Results and discussion 

Despite the literature describing General Practice as a profession that is very aware of its 

social justice roots (Waters, Stoltenberg, Hughes, 2016), and preoccupied with issues of 

social accountability (Puschel et al., 2014; Buchman et al., 2016), patients’ empowerment 

(McKay et al., 1999; Williamson, 2016; Mola, 2013; Mola et al., 2008), and dynamics of 

power within and outwith the clinical interaction (Ventres, 2012; De Sutter et al., 2013; 

Abildsnes et al., 2012; Goldie, 2014), very little work has been carried out to elaborate 

these important (critical) elements in the context of General Practice education. This is an 

issue, because, as I repeated a number of times in this thesis, education is where the values 

of medical practice become explicit, and are fostered through the pedagogic relationship 

between medical educators and our future doctors. I am not implying that educational 

practices around these elements do not exist in General Practice, in fact, I am positive that 

most General Practice education is, indeed, naturally interwoven with these themes. 

However, the paucity of literature demonstrating an empirical and/or reflective approach 

around them, is something to be acknowledged and acted upon. It is indeed through 

educational scholarship that pedagogies become apparent and can purposively be used to 

underpin truly effective, conscious, and transformative education. 

Among the studies I have identified through the search, the educational practices or 

approaches described are not explicitly labelled “critical pedagogy”, nor do the manuscripts 

mention the construct of “critical consciousness”. This does not mean that critical 

pedagogies have not underpinned the curricular experiences described in the articles: 

indeed, elements that can be connected to underlying critical approaches in General 

Practice education have been discussed. That is, there is, in these articles, an implicit and 

possibly unaware reference to critical pedagogies. I use “critical pedagogies” here as a 

construct referring to all those educational experiences which promote the identification of 
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power dynamics and promote transformation and empowerment among the learners 

(Zembylas, 2013). 

“Critical” thinking as a desirable skill for General Practitioners 

Four articles discussed the role of “critical thinking” in General Practice. Critical thinking and 

critical pedagogy are different traditions, the first being more concerned with “empirically 

demonstrable facts” (Burbules & Berk, 1999), in other words it aims to develop the 

cognitive skills to verify claims of truth, being able to assess and discern the arguments that 

underpin our everyday life (Paul, 1990p66). The construct of critical thinking is inadequate 

to encompass the student as a person: critical teaching should bring out individuals’ very 

being, not just narrow skills (Barnett, 2019). The second, as I explained in the previous 

chapter, is concerned with the recognition of how power dynamics shape our social reality, 

creating injustice and structures of oppression (Freire, 2017). However, at the core, these 

traditions share something which is at the basis of my decision to include these articles in 

the sample. In both, there is a drive to raise people’s consciousness:  to help them identify 

hidden beliefs and distorted ideas. They “arise from the same sentiment to overcome 

ignorance, to test the distorted against the true, to ground effective human action in an 

accurate sense of social reality” (Burbules & Berk, 1999). So, in my view, if a person 

develops critical thinking skills, they will have the disposition to cultivate their critical 

consciousness.  

Critical thinking was recognised as a priority area to be further developed in postgraduate 

(Farrell et al., 2013; Ross D. et al., 2016) and continuing General Practice education (Mattes, 

2000).  One article described critical thinking as a “tract” that, when measured through a 

specific assessment during the GP selection process, may help identify applicants more 

likely to be successful on final certification exam (Ross D. et al., 2016). The main concern 

here is not mainly to foster an attitude of critical thinking, but to use it as a predictor for 

success. The language is very biomedical, as it is in another article, which connected the 

development of critical thinking skills with General Practitioners’ (GP) involvement in high 

level academic research, and the ability to deliver high quality care based on evidence 

(Farrell et al., 2013). So, the main concern in this article is to develop critical thinking as a 

basis for critical appraisal of scientific evidence, which then underpins clinical practice. 

Another article also connects critical thinking with the ability to critically assess the context 

of clinical practice (defined as “understanding of community health and the social, 

economic, political and historical forces shaping General Practice”), and to perform critical 
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introspection (defined as “understanding of our own knowledge, experience and values 

that influences the way we practise medicine”) (Mattes, 2000). The themes in this article 

touch very much the areas of concern of critical pedagogies, including the important 

element of “self-awareness”. The author, although not explicitly, is talking about a critical 

consciousness of how power dynamics shape the context of healthcare, and how doctors’ 

values and knowledge may perpetuate certain dynamics through practice.  

Another study highlighted how effective learning in clinical practice is affected by 

autonomous action and critical thinking in ambulatory learning experiences (Bradner et al., 

2017). In this study, students themselves identified these two elements as key for learning:  

they felt they learned better when they were allowed to participate in the clinical 

encounter, and they valued being actively engaged and “challenged” by their teachers in a 

way that could further their understanding. This is an important element in critical 

pedagogies, as teachers act as facilitators, in an educational environment where hierarchies 

are mitigated.  

Cultivating learners’ understanding of social, cultural, and political contexts of 

healthcare and inequities  

Not surprisingly, as I have discussed in the scoping review, some articles analysing this 

aspect of General Practice education, discussed it in the context of teaching cultural 

“competence” (Watt et al., 2016) and cross-cultural communication skills to students (Lee 

et al., 2015). Some articles also identified the importance for undergraduate students to 

develop a deep understanding of how the healthcare delivery system practically functions 

(O'Connell et al., 2004), and how extended community attachments in the NHS are 

particularly suited for students’ learning in this area (Oswald, 2001). Students themselves, 

in this article, identified their communication skills and their awareness of social factors in 

illness as areas in which they felt particularly competent after these community 

attachments (Oswald, 2001). A recent report on increasing undergraduate education in 

primary care in areas of socio-economic deprivation (the Deep End), highlights how medical 

student placements in in these contexts are the ideal place to understand the importance 

of the social determinants of health (Blane, 2018).  

One article used a quote from J. Tudor-Hart (1984) "The world needs a new kind of doctor, 

one who combines clinical skills with the skills of population medicine" to express the ethos 

of the described teaching module, which incorporated public health teaching into a General 

Practice vocational training programme (Brenner et al., 1994). This module was developed 
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as a response to the fact that, although the range of skills and knowledge that a GP needs 

to acquire is wider than those of other specialties, students and trainees spend very little 

educational time in General Practice. The rationale was rather critical, as it was strongly 

based on the educational needs embedded in a particular sociopolitical context that saw 

General Practice teaching having little space amongst other specialties. Additionally, it 

emerged from a profound awareness of the role of the GP in the context of primary 

healthcare. The authors stated:  

“Whether primary health care is viewed as a set of activities, as a point of first 

contact with a patient, as a philosophy embracing concepts of social justice and 

equal access to health care, […], there is little doubt that the GP functions at a 

critical central point in the delivery of primary health care to the population”. 

Therefore, since public health “is concerned with the application, evaluation and 

improvement of primary health care, it is reasonable to expect that GPs should be 

familiar, […] with the principles of public health.” (Brenner et al., 1994) 

Three articles concerned General Practice education in rural health contexts (Kaufman, 

1990; Worley et al., 2000; Reid, 2011) as a way to sensitise students to the social, cultural, 

and political contexts of healthcare and the issue of inequities. In fact, one article noted 

that teaching in rural General Practice, does necessarily mean teaching about rural General 

Practice (Worley et al., 2000). The author states that teaching in rural contexts is a way for 

medical schools to address their social responsibility to the rural community, and to fulfill 

their academic responsibility to its students. Interestingly, this study talks about students’ 

stress associated with these non-traditional educational experiences: this was caused by 

the difficulty in translating the traditional teaching hospital learning objectives into the 

rural community setting (ibid.). In other words, the author described how students 

experienced discomfort (also in Oswald et al., 2001) due to the perceived differences from 

the traditional way of teaching and learning. This denotes a transformative approach: as 

students learn to feel comfortable in such a different, non-didactic learning environment, 

they open up to the possibility to a more critical approach to learning, that is, directly 

experiencing how the sociocultural and economic environment affects health and ill-health. 

Importantly, Worley and colleagues (2000) highlight the need for students to learn how to 

function as a supportive group, after years spent in an educational environment which 

encouraged competition and individual performance. The authors quoted a student saying 

how they “did not realise dealing with interpersonal conflicts would be so draining”. This, in 
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my mind, means being able to understand the peers’ common condition (Morin, 1999) 

while developing understanding and compassion.  

Another article highlights how educational experiences based in rural communities are 

ideal occasions for students to witness the array of social, political, and economic forces 

underlying ill health in our society (Kaufman, 1990). Again in this article there are common 

elements with the scoping review: the author, rather critically, points out that often 

university faculty is detached from the concerns of the community, especially the rural. He 

asks: “how can we form a bridge between the power structure in the medical school and the 

health needs of the community?”, clearly acknowledging how those power structures are 

involved in perpetuating certain dynamics in the community healthcare. One of his 

suggestions very much relates to the finding of the scoping review as it concerns faculty 

development: the author invites medical schools to organise formative events for faculty 

from all departments (primary care, community-based and secondary care) to learn about 

the context of healthcare delivery and “broaden the focus of ward rounds” (Kaufman, 

1990). In a sense this is about developing an awareness of how social structures affect 

healthcare delivery and therefore, we are talking about worrying about teachers’ 

development of critical awareness first.  

Crucially, the only article in the sample that explicitly talks about critical pedagogy theory as 

developed by Paulo Freire (Reid, 2011, which is also part of the scoping review selected 

literature), states that critical pedagogy theory is directly relevant to education for rural 

health. This relevance is related to the fostering of “transformative” future doctors who 

“understand the privilege of their position, and who are capable of and committed to 

engaging in the struggles for equity and justice, both within their practices as well as in the 

wider society” (ibid.). 

A number of articles discussed the need for students and teachers to develop the ability to 

identify power dynamics, which is related to their attitude towards recognising and 

addressing inequities. One article analysed the issue of teacher’s power as role models for 

students, highlighting the need for teachers to acknowledge the effect they have on 

students’ acquisition of attitudes and values both towards the medical, and the teaching 

role (Lublin, 1992). The author highlighted that students not only desire to become as 

skilled and knowledgeable as their GP teachers, but they also notice the good relationship 

they have with their patients, actually describing it as the most desirable attribute they 

witnessed in General Practice teaching. Consistent with these findings, one study found 
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that role models, and exposure to social inequity (which promotes awareness of the social 

determinants of health) during General Practice education, influence family medicine 

residents, educators and physicians’ desire and motivation to engage in health advocacy 

(Mu, et al., 2011). Another study states the importance of medical ethics courses in family 

medicine training, to develop learners’ ability to become deeply aware of values and ethical 

conflicts, and become advocates for patients and communities (Manson, 2008). 

Developing self- awareness 

I have discussed how this aspect is an important element of critical consciousness, and has 

the potential to bring compassion to the fore in healthcare (Kumagai & Lypson, 2009). In 

my view, compassion is a form of deep, self-awareness of one’s own position in the world 

relative to others (Ng & Wright, 2017). This self-awareness is needed to recognise “the 

common human condition” (Morin, 1999) and respond to it by a willingness to transform 

current social issues. A number of articles discussed the importance for General Practice 

education to support the development of self-awareness in future practitioners (Schuwirth 

et al., 2017; Reilly & Ring, 2004; Mattes, 2000; Appleby et al., 2019), and one identified, 

through a review of the literature, how critical and cultural self-reflection amongst GPs and 

registrars were potentially underdeveloped (Watt et al., 2016).  

One study (Appleby et al., 2019) was critical of the current training to spiritual care 

provision which, despite appearing three times in the RCGP’s curriculum (2015), falls short 

in this enterprise, by only providing a general “cultural training”. The authors cite Mezirow 

and Freire, suggesting that transformative learning approaches, focusing on personal 

growth and praxis, could be useful in this respect. In particular, they stress the fact that 

providing spiritual care entails more than possessing information or applying standard 

consultation techniques, and arguably may entail self-awareness. Hence the need to 

support this type of training with transformative, critical pedagogies, rather than 

competency-based, positivist approaches (Appleby et al., 2019). On a related subject, 

another article talks about the importance of self-awareness in helping patients and their 

families address end-of-life and palliative care issues with knowledge and compassion 

(Reilly & Ring, 2004). The authors describe a workshop provided as part of a family practice 

intern orientation, in which self-awareness is enacted as a time for reflection on self-care 

and the human limitations of a doctor.  
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2.1.3 - Conclusions 

The hermeneutic approach adopted in this literature review allowed me to find out 

whether and how critical approaches (pedagogies) appeared in the literature around the 

continuum of General Practice education. The intent was to describe what related research 

has already been conducted, and use this understanding to identify how this thesis fits into 

the existing research in this field. 

Given the extensive presence, in the General Practice academic literature, of themes such 

as social accountability (Puschel et al., 2014; Buchman et al., 2016), patients’ 

empowerment (McKay et al., 1999; Williamson, 2016; Mola, 2013; Mola et al., 2008), and 

dynamics of power within and outwith the clinical interaction, I would have expected a 

wider explicit adoption of these concepts and ideas as underpinnings for educational 

practices and pedagogic reflections. It is not clear from the literature that General Practice 

education consciously “owns” its unique characteristics and uses them to develop critically 

conscious pedagogies. In order to do so, a strong theoretical foundation is needed to make 

sense and provide rigour to the educational practices and (intended and unintended) 

consequences in students’ development. 

I of course acknowledge some limitations. I have initially scanned articles only by titles, 

abstracts, and subject headings, so that I may have missed relevant articles. Additionally, 

the search term I have used are based on what I consider elements of critical teaching, and 

I am aware other researchers may have a different idea and would have used different 

keywords. I have also excluded non-English articles, and I acknowledge that some key 

literature may come from other contexts. But hermeneutic reviews can be understood as a 

continuing, open-ended processes, “through which increased understanding of the 

research area and better understanding of the research problem inform each other” (Boell 

SK & Cecez‐Kecmanovic, 2010). 

2.2 - Implications for this thesis 

2.2.1 - Problem statement 

McKenna (2011) notes that in contemporary medical education, the aphorism from Rudolf 

Virchow: “Medicine is a social science, politics by other means. And politics is nothing but 

medicine on a grand scale”, is rather translated to: “Medicine is a pathophysiological 

science, biochemistry by other means, and biochemistry is nothing but poor lifestyle choice 
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(and bad genes) on a grand scale”. The author therefore advocates for a “critical social 

medicine” which would transform medical education along the lines established by 

Virchow, critical social science, and a critical pedagogic approach. 

This research seeks to identify, through the researcher’s knowledge of CP, areas of an 

undergraduate module in General Practice where the opportunities for a “critical social 

medicine”, that is, one that cultivates social, critical consciousness in our future doctors, are 

seized and those where they may be missed. Can we develop and conceptualise General 

Practice teaching experiences in undergraduate medical curricula as opportunities to 

develop grounded and rounded doctors, rather than just “convincing” students to become 

GPs? 

2.2.2 - Statement of purpose and research questions 

I designed this study to explore the educational environment (teaching and learning 

practices) and the educational experiences of both learners and teachers, with the 

intention to establish the relationship between those experiences and the development of 

critical consciousness. I aim to gain an understanding of how medical students and teachers 

construct critical awareness within an undergraduate GP teaching. This kind of critical 

awareness encompasses the individual as a person: it is not about acquiring skills to think 

critically, but developing a personal attitude towards understanding and acting in the 

world. As I further explain in Chapter 3, because this type of criticality encompasses 

individuals’ very being, it is appropriate to consider existing theories of learning and 

identity construction, which can be used to bridge the gap between the individual subject 

and the social realities in which medical students learn – i.e. figured worlds (Holland et al., 

1998) and social learning (Vygotsky, 1962, 1968). 

Situated in a critical theory paradigm, which I discuss in Chapters 3 and 4, the research 

question leading this study developed dialogically and iteratively throughout the empirical 

work. The study began with a provisional question, aims and objectives, which I 

progressively reframed through exploration and data analysis (Denzin & Lincoln, 2011). An 

expectation of a critical ethnographic approach (which underpins this thesis, and I explain 

in Chapter 4) is to create a comprehensive list of flexible research objectives related to the 

particular social group I was observing (Carspecken, 1996). This helped addressing the 

contextual factors - social, cultural, political, and historical - which contribute to the 

understanding of power relations. I fully address my theoretical and methodological 
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position in depth in Chapters 3 and 4. These were the provisional research questions, aims 

and objectives at the outset of the work: 

Research question 

“What are the opportunities which are seized and missed in an undergraduate General 

Practice curriculum, for the development of critical consciousness among doctors of the 

future?” 

Research objectives 

1. To observe what work goes into developing and delivering a GP curriculum by the GP 

teaching team; how they construct criticality (i.e. criticality in thinking, attitudes and 

approaches) both towards the curriculum itself and the internal and external sociocultural 

dynamics influencing it 

2. To explore how GP teachers express, understand and cultivate their critical stance 

(consciousness) towards the indeterminacy (complexity and uncertainty) in their work as 

medical educators 

3. To observe whether and how students develop critical approaches within the taught GP 

curriculum 

4. To explore how students’ experiences in clinical settings of GP contribute to the 

development of critical consciousness 

5. To convene an opportunity for GP tutors to explore the pedagogy, tensions and 

criticalities within the GP curriculum and to examine closely, instances of critical awareness 

6. To explore how GP tutors express, understand and cultivate their critical stance 

(consciousness) towards the indeterminacy (complexity and uncertainty) of the work in 

General Practice 

7. To explore the unintended consequences of adopting, or not adopting, a critical stance in 

GP curriculum delivery 

8. To explore tensions and critical dynamics involved in the GP curriculum delivery 

9. To gain an insight of how critical approaches affect GP curriculum development towards 

the aim of generating effective care 
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10. To explore how a CP approach can support students in cultivating the critical insight 

that a socially accountable professional would require. 

2.2.3 - Relevance and novelty 

In the quest for a modern, rigorous medical curriculum which will “produce competent” 

doctors, it is important to question whose interests are being served: students, educators, 

patients, the Institution itself, or is it actually those of the GMC, the organisation 

responsible for protecting patients and improving medical education and practice? What 

are the forces at play during the delivery of this curriculum? How do students and 

educators alike navigate the dynamics involved in a GP undergraduate curriculum and make 

sense of elements of criticality (i.e. develop a critical consciousness towards sociocultural 

dynamics involved in a clinical encounter?).  Whilst there is awareness of the Critical 

Pedagogy theory both in the literature over the years and in the minds of some medical 

educators, there has been no research attempting to unpick the dynamics involved within a 

General Practice undergraduate teaching setting with the intent of identifying 

opportunities for future embedding elements of critical pedagogy theory.  

The novelty of this research resides in the fact that I will explore the experiences not only of 

the research participants, but also the sociocultural factors that contribute to these 

(educational) experiences (Cook, 2005). I will involve the research participants themselves 

in the identification of issues and strategies (ibid.) which will contribute to the development 

of critically and socially aware, and socially accountable future doctors. In addition, no 

published research to date has used a critical ethnographic approach (see 4.2.2) to explore 

the critical dynamics in undergraduate GP teaching from the standpoint of the students and 

of all those who have a role in developing and delivering a GP curriculum. 

This focus on qualitatively understanding how a GP curriculum unfolds, with a specific look 

at the critical, socio-historical-cultural and even emotional dynamics, is vital to allow 

explication of the processes with the intention of improving the humanistic, patient-

centred and socially accountable elements of a medical curriculum to make the case, if 

necessary, that it may be time to rethink some elements, by identifying missed 

opportunities in General Practice teaching. 
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2.3 - Conclusions 

The two literature reviews that I have reported in the first two chapters of this thesis 

provided the roots of the research. A central concept is that educators, tutors and students 

are equal members of the classroom community (Freire, 1972) and that educators 

themselves need to be critically conscious of their power within and out-with the 

educational environment (DasGupta, 2006; Donetto, 2012), critically enquiring both 

teaching content and methods (Donetto, 2012). Educators’ and curriculum planners’ critical 

attitude in the design and delivery of any educational interventions is key to ensuring that 

students themselves develop the skills to foster social transformation through self-

reflection, critical analysis of sociocultural issues, and theoretically informed actions or 

praxis (Hanson et al., 2001). Curricula based on these premises would be better suited to 

facilitate students’ understanding of the forces influencing healthcare, of the impact of 

sociopolitical inequities on the health of disadvantaged populations, while cultivating 

students’ skills and attitude to become agents of change, participating actively and 

meaningfully in society (Hanson et al., 2001). The long-term intent of a critical pedagogy 

approach to medical education is to facilitate students’ ownership of their learning, making 

them less “oppressed” learners, able to recognise and address trauma and conflict in 

different areas of the medical curriculum and in clinical practice, more socially conscious 

professionals and, finally, with a more sophisticated understanding of patient-

centeredness. 
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Chapter 3: Theoretical Framework  

“The starting-point of critical elaboration is the consciousness of what one really is, and is 

‘know thyself’5 as a product of the historical process to date, which has deposited in you an 

infinity of traces, without leaving an inventory. […] Such an inventory must therefore be 

made at the outset.” 

—  Antonio Gramsci 

All research of critical nature must start with epistemological positioning. In the work 

surrounding the production of this thesis I adopted an overarching non-positivistic, critical 

epistemological position. In particular, this research is underpinned by a social 

constructionist, interpretive epistemology, and a relativist ontology, which considers the 

essence of a perceived object as relative to the individual.  

Social constructionism places particular emphasis on human interaction and language, 

through which meaning is interactively mediated (Lock & Strong, 2010). This philosophical 

approach considers “all knowledge, and therefore all meaningful reality as such, […] 

contingent upon human practices, being constructed in and out of interaction between 

human beings and their world, and developed and transmitted within an essentially social 

context” (Crotty, 1998p42). So, the new “knowledge” or understanding I develop around 

the reality I observed, is socially constructed through the meaning that I attribute to my 

experience, in its interaction with the meaning that the research participants attribute to 

their experience. Key to this, is that language and discourse represent this reality. But far 

from being restricted to a “representative function”, language and discourse also have a 

key importance in the actual construction of ideas, phenomena and social processes that 

are constitutive of society. 

I acknowledge that my values, ideas, and knowledge unavoidably penetrate and influence 

my research approach, findings and my interpretation of those findings. As a researcher 

who is adopting a critical theory paradigm (Bergman et al., 2012) as a foundation, I do not 

try to eradicate my subjectivity from this research, but rather I identify the ways it impacts 

my work. In other words, in this thesis I do not intend to present an “objective reality”; 

rather I provide my personal interpretation of the educational practices I observed in an 

                                                           
5 “Know Thyself” was a principle of the Socratic philosophy, inspired by the inscription written above 
the gate of the Oracle at Delphi. 
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undergraduate General Practice course - educational practices that reveal an underlying 

pedagogy. 

3.1 - When I say (critical) pedagogy 

The Cambridge Dictionary defines pedagogy as the “study of the methods and activities of 

teaching”6. A more articulated and, in my opinion, accurate definition sees pedagogy as the 

“theory of teaching, […] the study of teaching methods and the aims or ends of education, 

[which] involves the complex relationship between philosophical concepts and practical 

actions” (Wang & Huang, 2017). 

Firstly, I acknowledge that my sense of pedagogy is socially constructed and relational. Due 

to my knowledge of philosophy and my training in psychoanalytic therapy, I am naturally 

inclined to always place the human being at the centre of any pedagogic care. Therefore, 

when I say “pedagogy”, I refer to the theoretical underpinning of educational, practical and 

individual development processes in their relational essence. Therefore, I consider 

pedagogy as a praxis requiring a philosophical reflection oriented to practice, and as an 

entity that, through practice, becomes apparent and reveals its theoretical foundations. 

I knew from the onset of my PhD that I wanted to use a critical approach to my research. 

During my almost 10 years’ work as a medical educationalist at the University of Dundee, I 

developed a growing sense that the medical education pendulum had swung too far 

towards facts and skills, tick-boxes and measurements, while failing to foster a deeper 

values-based ethos among students towards medicine. For this reason, I wanted to explore 

the affordances of critical pedagogic approaches to changing the dominant culture in 

medical education. The reasons underpinning my specific orientation towards critical 

approaches are multiple, but they can be traced back to experiences in my undergraduate 

studies, when I was introduced to the concept of critical pedagogies, which immediately 

resonated with me due to their orientation to the understanding of the world as it is, as a 

prerequisite to effect change.   

The construct of critical pedagogy I ultimately chose to adopt in this thesis is deeply rooted 

into the theories of Antonio Gramsci and Paulo Freire, on which I expand below. As a 

general rule, it refers to all those educational experiences promoting the identification of 

power dynamics and hence fostering transformation and empowerment among the 

                                                           
6 https://dictionary.cambridge.org/dictionary/english/pedagogy 
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learners (Zembylas, 2013). Educational approaches based on critical pedagogies aim to help 

individuals engage in a reflective social dialogue, to identify elements of a sociocultural 

environment that contribute to the existing reality of a particular context. This is a key 

Gramscian concern: to understand what he called effective reality, which is the prerequisite 

for effecting change.  

As I explained in Chapter 1, the relevance and novelty of adopting critical pedagogic 

approaches in medical education lies in the fact that, rather than concentrating on 

competencies or attitudes, these approaches encourage learners to move to deeper levels 

of awareness and an understanding of social, cultural, historical and even affective 

dynamics (Ng et al., 2015). Critical pedagogy is not just an intellectual pursuit - but a 

process of moving from a naïve position on the world to a more critical one; that is, making 

change at a personal and political level. This is essentially a discourse about clinical 

humanism: a stance that encourages doctors to step off their pedestal, entering a space in 

which there is a possibility to form a democratic, non-paternalistic relationship between 

patients and physicians. I have come to fully believe that when doctors develop a deep, 

critical understanding of social issues, they also cultivate a genuine humanism, a genuine 

interest in their patients and the community (Gillespie et al., 2017). I strive, through this 

thesis, to make a positive contribution to the academic discourse for this area of interest. 

3.2 - Critical pedagogy theorists 

In chapters 1 and 2 I referred to critical pedagogy theory as expressed by Paulo Freire 

(1921-1997) a number of times, highlighting its relevance for medical education. In the 

scoping review I explained and adopted the Freirean critical pedagogy theory, and the 

construct of critical consciousness as the main concept for analysis. The choice of Freire 

among other critical pedagogues was in recognition of his arguably legitimate claim to be 

the father of critical pedagogy, a philosophical construct that he developed through his 

seminal book Pedagogy of the Oppressed (1968, translated into English in 19727). 

Furthermore, the choice was due to the rising popularity of Freire within the medical 

education literature and an expectation to find academic publications discussing his theory, 

which may help nurture social accountability by fostering an intrinsic orientation to action 

in (future) doctors. 

                                                           
7 Throughout this thesis, I use a recent edition which was published in 2017. 
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The scoping review concluded that applying any critical pedagogy approach requires 

acknowledging and challenging the current structure and culture of medical education 

itself. Crucially, these are political actions. Identifying such an explicit connection with the 

sociopolitical realm, had me turn attention to Antonio Gramsci (1891-1937), a political 

critical theorist who also wrote extensively about education. Of coincidence, but of deep 

personal significance, Gramsci, like myself, was born and raised in Sardinia, an Italian island 

in the Mediterranean Sea. In nearly every Sardinian city or village there is a street or a 

square dedicated to Gramsci. The essential tenets of his writings and teachings form 

common knowledge in Sardinia; annually, there are events celebrating his life and 

contributions to politics and society which span from literary, to artistic and musical. I read 

my first book about Gramsci when I was at secondary school, and his ideas around social 

justice and the need to transform society for the better had an indelible influence in the 

development of my identity, as a person first, and then as a researcher. 

While Gramsci’s political theory is popular and has been extensively discussed 

internationally, his ideas on education have not been widely explored in the English-

language literature (Pizzolato & Holst, 2017). This is an important gap in the literature - 

including medical education - considering that Gramsci wrote extensively about pedagogy, 

frequently discussing themes such as culture, transformative praxis, self-consciousness 

(Fusaro, 2017) and even identity (Ragazzini, 2002; Tosel, 2017). Gramsci’s fundamentally 

political theory, but so deeply underpinned by pedagogic motifs, would greatly benefit the 

political nature of a discourse, such as that in this thesis, that touches medicine’s social 

contract and how medical education can contribute to it.  

Another reason for my theoretical shift towards Gramsci is that his theory has influenced, 

both directly and indirectly, adult education and critical pedagogy thinkers (Pizzolato & 

Holst, 2017), including Freire himself. So it could be stated that Gramsci’s thought 

constitutes the theoretical foundation of modern critical pedagogy developments (Darder 

et al., 2009). Freire acknowledged Gramsci’s influence on his thinking a number of times. In 

1993 he stated: “I only read Gramsci when I was in exile. I read Gramsci and I discovered 

that I had been greatly influenced by Gramsci long before I had read him. It is fantastic 

when we discover that we had been influenced by someone’s thought without even being 

introduced to their intellectual production” (Freire, 1993 in Mayo, 1999). In his book, Mayo 

highlights Gramsci and Freire’s complementary views, which arise from the fact that both 

their theories have Marxist roots, and both were influenced by Vygotsky’s thought (ibid.). 

Both were born in particular sociocultural and economic situations (Gramsci in Sardinia, 
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Freire in Brazil) which meant they had direct experience of disempowered societies. This 

greatly affected the development of their key ideas; indeed they both talked extensively 

about oppressed and oppressors, and, crucially, the liberating role of education. It is of 

interest to note that Gramsci wrote a school essay in December 1911 entitled “Oppressi e 

Oppressori” (in Maiorca, 2007), while Freire’s seminal book is entitled “Pedagogy of the 

Oppressed” (Freire, 1972  2017). Even without delving deeply into their respective theories, 

these titles denote the respective theorists’ common interest, underpinning values and 

distinct orientation towards improving society. 

In the fullness of time through my research and in the pursuit of identification of the  

theoretical framework to underpin this thesis I came to the conclusion that the use of 

Gramsci’s theoretical perspective was an ideal fit to give depth to and further extend what 

Freire’s ideas had afforded in the first chapters of this thesis.  

3.2.1 - Freirean concepts used in this thesis 

I have introduced and described Freire’s theory in Chapter 1. I now provide a brief reminder 

of the main constructs I have used in the earliest parts of this thesis, and I briefly introduce 

some others which underpinned more recent theoretical reflections. 

Freire advocated critical pedagogy as a means of empowering people to affect societal 

change, via a critical consciousness (i.e. awareness and questioning) of power and privilege 

(Freire, 2017). Crucially, Freire stressed the importance, for educators, to recognise the 

non-neutral character of context; indeed, “human beings are because they are in a 

situation” (Freire, 2017p109). Therefore, any pedagogic enterprise must take into account 

the social, political, and economic dynamics in which it is embedded and which affect the 

educational processes and learners’ development. In order to develop context-specific 

pedagogies, educators must be able to question and challenge hegemonic pedagogies, and 

to adopt transformative approaches. 

Cultivating critical consciousness involves developing an understanding of the world and of 

the reasons behind its current situation. This is a process of “reading the world” (Freire & 

Macedo, 1987) which is itself influenced by the individual’s sociocultural and sociopolitical 

position in that world (Gee, 2014a). Hence, reading the world requires a certain level of 

self-consciousness in order for the individual to be able to situate herself into it, and to 

develop possible courses of action. The ability to read the world is a foundation for the 

development of an attitude to “speaking the world” (Freire & Macedo, 1987). This is an 
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important precursor for practical action towards transformation (personal and social): it is, 

intrinsically, an act of power.  

Although Gramsci’s thought is foregrounded in the core of this thesis – that is, Chapters 6-

10 - Freire’s constructs provided a solid epistemological foundation to my thinking, and the 

last two concepts (reading and speaking the world), as I further explain below, provided 

strong metaphorical images that helped conceptualise some of the key tenets of my 

findings. 

3.2.2 - Gramscian concepts used in this thesis 

Because of the importance of historical discourses in building present ones, I provide a 

biographical sketch of the critical theorist Gramsci, before engaging with his ideas.  

Antonio Gramsci was born in Sardinia in 1891, in a small village called Ales. He had seven 

siblings, and, when his father was arrested for some administrative irregularities at work, 

his mother moved back to her native village with the children. This village, Ghilarza, is the 

place, coincidentally, where I spent my life until I started university. Gramsci’s house, now a 

museum and hosting an Association8, is still there. Because of his family’s financial straits, 

Antonio started working right after he finished elementary school, but he continued to 

study in private. It was already in this period that he started developing a sense of rebellion 

against societal injustice (Garin, 1987). He also studied in Santu Lussurgiu, a nearby village 

where my grandparents lived, and a place I continue to visit when home in Sardinia. Some 

of my friends also studied there, within the walls of the same institute. I detail this in order 

to highlight the sense of familiarity that Gramscian thought has with me and how, although 

in completely different historical times, we share the same culture, a similar context, and, 

crucially, language with the same romantic origins. Gramsci himself expressed ideas about 

how language conditions our thinking: we express our ideas through language, but 

language has been constructed through history in social relations, and shaped by 

hegemonic ideologies (Q11§12, SPN9). If we accept that language shapes cognition 

processes and ideas, it is natural to see how, on reflection, my connection with Gramsci is 

even more profound. Italian is a nuanced language, this characteristic predisposes the mind 

                                                           
8 http://www.casamuseogramsci.it/en/ 
9 In Q11§12 Gramsci explains that everybody has a “spontaneous philosophy” which “is contained in: 
[…] language itself, which is a totality of determined notions and concepts and not just of words 
grammatically devoid of content” […] “in ‘language’, there is contained a specific conception of the 
world”, which is historically determined and hegemonic. 
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to grasp the most subtle facets of concepts, to question and understand them in a complex 

and dynamic way10.  

Having obtained a scholarship for poor students, he moved to Turin to study literature at 

the university. But the scholarship was not enough to sustain him, and, due to his poor 

physical condition, he was often ill. In those years he spent a lot of time reading socialist 

journals and Marx’s books, and he was influenced by Benedetto Croce, a liberal politician 

who promoted a movement of moral and intellectual reform led by the key idea that “the 

modern man” did not need religion. In 1913 he joined the Italian Socialist Party (Partito 

Socialista Italiano, or PSI) and intensified his contributions to political magazines of socialist 

orientation. He wrote about the importance of knowing the historical and individual roots 

(that is, rooted in one’s own consciousness) of what we may wrongly perceive as cultural 

issues. He also criticised, in one of his articles, how positivist-oriented socialists corrupted 

Marx’s doctrine by attributing a post factum value to the historical materialism11 rules: that 

is, rather than being conceived as a commitment on the present and the future, they are 

only considered as a valid element to study and understand past events (Garin, 1987). 

Gramsci eventually grew critical of the PSI, because he thought its leaders were not 

interested in truly understanding the historical roots of the Italian economic conditions, or 

the current proletariat’s living conditions. His interest was to “liberate” the Italian working 

class, hence he participated to the constitution of a communist faction within the PSI, 

which then ended up in the formation of the first Italian Communist Party (Partito 

Comunista Italiano, or PCI) in 1921. He represented the PCI at the Communist 

International12 in Moscow, where he also met his wife Julja. It was during his time in 

Moscow that the Fascist National Party (Partito Nazionale Fascista, or PNF) and Benito 

Mussolini gained power in Italy (Marcia su Roma, 192213). He returned to Italy in 1924, 

becoming the general secretary of the PCI; in this time, his work was mainly oriented 

                                                           
10 It might be of interest to mention that, while I usually think and write in English when I am doing 
academic work, I first wrote this sentence in Italian, answering a question from my supervisor that 
required some reflection on language and cognitive processes. 
11 Please note that it is not possible to understand Gramsci’s thought without also making a detour 

through some of Marx’s ideas. In his materialist conception of history, Marx (1859) conceptualised 
sociocultural institutions (politics, religion, etc.) as immutably determined by structure (man’s 
relations of production, i.e. a society's economic organisation), rather than by ideas. See “historical 
bloc” and “hegemony” below for a further explanation of this concept. 
12 An international organisation aimed at advocating communism in the world. It operated from 
1919 to 1943. 
13 An armed mass demonstration organised by the PNF, aimed at urging the King to hand power to 
Mussolini. 
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towards the organisation of the Party, and the reorganisation of the proletariat towards 

gaining their hegemonic power. To this end, for Gramsci, a theoretical action, a struggle in 

the ideological arena was key: that is, he advocated for the education of the working party 

on their knowledge of the Marxist theory. In 1926 Gramsci, although having parliamentary 

immunity, was arrested under fascist “exceptional circumstances”. He was incarcerated 

until 1934, then, towards the end, he spent three years in various clinics due to his ill 

health, while on parole. He died in 1937, still in a clinic, just a few weeks after he regained 

his full freedom. 

During these years (1926-1937) Gramsci wrote Prison Notebooks (in Italian: Quaderni dal 

carcere) and Letters from Prison (in Italian: Lettere dal carcere). The Prison Notebooks, 

more than 30, contain his main reflections as a political leader. His main concern was 

around the development of what he called the “intellectuals”, a group of people in every 

social group that mediate between the civil society and the state, and therefore have a role 

in the production of hegemony. The Letters, which he wrote to colleagues from the Party, 

family, his wife Julja and some friends, contain more reflections, in fact they sometimes 

illuminate his theoretical thinking, and details around his life, both before and during 

prison.  

I first read Gramsci’s history when I was at university (initially from Ricchini et al. (1987), 

which is the main source I used to write this section). Given the central position of context 

in constructionist research, I hope this vignette, combined with my reflexivity, will help 

situate the main concepts I used from Gramsci’s theory. I explain these below.  

Historical bloc14 

The concept of “historical bloc” is linked to a central facet of Marxism: the relationship 

between structure and superstructure, between theory and practice, between material 

forces and ideologies. Gramsci however, refuses to look at this relationship in a 

deterministic or mechanical way (Zangheri, 1987). Gramsci defines historical bloc as 

something in which “material forces are the content and ideologies the form, though this 

distinction between the form and the content has purely ‘didactive’ value, since the material 

forces would be inconceivable historically without form, and ideologies would be individual 

fancies without the material forces” (Q7§21 in Woolcock, 1985).  

                                                           
14 The word “bloc” is used in politics to denote a coalition of political parties. 
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Through this notion of historical bloc connected to ideology, Gramsci rejects the 

mechanistic conception of historical development and conceived history. Instead, he 

theorises a dialectical15 relationship between the two (Woolcock, 1985). In other words, he 

re-conceptualises the Marxist relationship between structure (the social relationships of 

production) and superstructure (ideas, moral behaviours, human will). Instead of 

conceptualising the latter as a simple reflection of the former, they exist in dialectical unity. 

This means that for Gramsci, there is never a simplistic, direct link between cause and 

effect, but an ensemble of reciprocal relationships involved in historical development. The 

structure, conceptualised separately from the historical process, does not exist. Therefore, 

political acts are not immutably determined by structure, like historical materialism 

conceives, but they are to be looked at in their dialectical movement (Q4§33, GPDL). 

Gramsci also uses the concept of historical bloc in his critique of the concepts of “man in 

general” and “human nature”. He writes:  

“Man is to be conceived as an historical bloc of purely individual and subjective 

elements and of mass and objective or material elements with which the individual 

is in active relationship.” (Q10II§48, SPNp360) and “…one must conceive of man as 

a series of active relationships (a process) in which individuality, though perhaps the 

most important, is not, however, the only element to be taken into account. The 

humanity which is reflected in each individuality is composed of various elements: 1) 

the individual; 2) other men; 3) the natural world. But the latter two elements are 

not simple as they might appear. The individual does not enter into relations with 

other men by juxtaposition, but organically, in as much, that is, as he belongs to 

organic entities which range from the simplest to the most complex” (Q10II§54, 

SPNp352). 

Not only does Gramsci stress the importance of the way people are connected to one 

another through social relations (Jubas, 2010), but he also highlights that “man” is to be 

conceived dialectically, as a process intertwined by active relationships, therefore as an 

ever changing (forming) entity. It is clear how this relates to his interest in education and 

how it explicitly connects with Vygotsky’s (1962) conceptualisation of learning as 

                                                           
15 A dialectic is a tension between two forces in contraposition. If we use discourse as an example, a 
dialectic is an exchange of different viewpoints. This concept is fully explained in Chapter 4 (see 
4.2.3). 
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constructed through social relations, by interacting with others in a fabric of culturally 

shaped behaviours and experience. 

Hegemony 

Conceiving education as occurring within social contexts and relationships, Gramsci directly 

addressed questions of power arising in such relationships. Gramsci’s concept of hegemony 

is as a complex dynamic of cultural and ideological activities, which influences consensus 

and establishes a political direction. Hegemony is a particular form of power, exercised with 

the tacit consent of society. Indeed, members of society may even be unaware of 

hegemonic forces. This theorisation comes from a particular interpretation of Marx’s 

thought, in which it is reductive to think that superstructures mechanically depend on 

structures. For Gramsci, the fact that Marx defines superstructures as “appearance” (while 

structures as reality) is metaphorical, and, at its core, indicates the historicism of cultural, 

ethical and political superstructures (Tortorella, 1987). History cannot therefore be simply 

interpreted as processes of domination of one or another socio-economic structure, but it 

has to take into account the subaltern16 classes’ cultural and ideological struggles in this 

very process.  

Education, formal and informal, is necessarily hegemonic. Gramsci writes: “Every 

relationship of ‘hegemony’ is necessarily an educational relationship and occurs not only 

within a nation, between the various forces of which the nation is composed, but in the 

international and world-wide field, between complexes of national and continental 

civilisations” (Q10II§44, SPN). From this note it is clear how education (passing on accepted 

norms to new learners) is the central core of hegemony, and therefore recognising and 

addressing it is crucial for Gramsci’s quest for social and political transformation (Mayo, 

2017). Crucially, if we accept this connection between hegemony and education, we can 

clearly see how “education can contribute to cementing, disrupting and/or renegotiating 

hegemony through the kind of knowledge and situations it promotes” (ibid. p45). In fact, 

knowledge itself has an ideological basis, of which learners should become aware through a 

critical attitude. 

                                                           
16 Of lower status, the “oppressed” population. 
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Conformism  

Conformism, writes Gramsci, “means nothing other than ‘sociality’, but it is nice to use the 

word ‘conformity’ precisely because it annoys imbeciles” (Q14§61, GPDL17). The word 

conformism has a negative meaning; its opposite would be spontaneity, or originality. But 

for Gramsci, these have a positive value only if they are deliberate, conscious. Otherwise 

they are only individualistic and useless. He adds: “It is too easy to be original simply by 

doing the opposite of what everyone else is doing [...]. What is really  difficult  is  to  put  the  

stress  on  discipline  and  sociality  and  still  profess  sincerity,  spontaneity,  originality  and 

personality” (Q14§61, GPDL18). It is here that we enter in a political discourse. Conformity is 

nothing new or bad, it has existed as long as society has existed. There is instead a struggle 

between “two conformisms”, a struggle for hegemony, when there is a crisis of civil society 

(Q7§12, GPDL). Depending on one’s own ideas, a person always belongs to a certain group, 

a certain bloc of social elements that share the same way of thinking (Tronti, 1987). For 

Gramsci, the problem is not conformism, but indifference towards society, people’s 

uninformed attitudes and passive acceptance of current sociopolitical structures, which 

allows them to be in a status of hegemony.  

This discourse connects to the scoping review in Chapter 1, in particular to the fact that 

medicine is seen by some authors as a “conformist profession”.  In this sense, medicine 

now tends to conform to the hegemonic positivistic paradigm and the neo-liberal process 

of globalisation, which then translates to medical education through the tendency to “use” 

education for serving a purpose; that is, as an “immediate practical-vocational purpose” to 

guarantee access to the world of employment (Fusaro, 2017) through producing abilities 

and “competences”.  

Philosophy of praxis  

The concept of praxis, intended as social and individual action, is at the core of Marx’s 

philosophy. A fundamental principle in Marx’s thought is that “production”, or “human 

praxis”, does not only include work per se, but also all the activities that manifest in social 

relations, institutions, needs, science, and arts (Badaloni, 1987). Gramsci conceptualises a 

“philosophy of praxis” as a form of unity between theory and practice, which he employs to 

                                                           
17 Translation from Monasta (2000). 
18 Translation from Monasta (2000). 
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outline a series of concepts he uses to interpret contemporary society: hegemony, 

historical bloc, common sense, conformism, etc. 

It is important here to reconnect with Gramsci’s rejection of a deterministic Marxism, in 

which the march of history is seen as inevitably ending with the fall of capitalism (”historic 

materialism”). Instead, for Gramsci “the economic contradiction becomes a political 

contradiction and is resolved politically by an overthrowing praxis” (Q10II§33, in Fusaro, 

2017p73). This is the core of his philosophy of praxis, in which the present “is not consigned 

to history’s objective laws, but to the responsible activity of the human subject” (ibid.). In 

this sense Gramsci’s philosophy of praxis substitutes historic materialism and it becomes a 

key “connection with pedagogy as the collective mobilisation of praxis” (ibid.).  

Common sense 

The expression “common sense” has philosophical origins. It is conceptualised as an 

attitude of opinion, spontaneous and natural (Luporini, 1987), an instinctual disposition. In 

Gramsci’s words, it is “the most widespread conception of life and man” (Q11§12, SPN). 

Gramsci historicised this concept - that is, it unfolds within a concrete historical situation - 

and relativised it, both diachronically (in terms of previous meanings) and synchronically (in 

terms of different contemporary meanings): i.e. respectively what was “common sense” in 

the past is not common sense today, and, in a society there can be a plurality of common 

senses, which could be conflictive (Luporini, 1987). Gramsci argued that “common sense is 

not something rigid and immobile, but is continually transforming itself” (Q11§12, SPN), and 

it has a good nucleus, which allows it to become a “new common sense” by engaging with it 

and translating it: this is the meaning of a philosophy of praxis (Tarlau, 2017p116). Gramsci 

wrote: “it must be a criticism of ‘common sense’, basing itself initially, however, on common 

sense in order to demonstrate that ‘everyone’ is a philosopher19 and that it is not a question 

of introducing from scratch a scientific form of thought into everyone’s individual life, but 

renovating it and making ‘critical’ an already existing activity” (Q11§12, in Tarlau, 

2017p116).  

The Gramscian conceptualisation of common sense serves as a connection between praxis 

and pedagogy. For Gramsci, the philosophy of praxis serves as the purification of common 

                                                           
19 Gramsci asserts that everyone is a philosopher, because everyone has a particular way of 
interpreting the world. For many people though this philosophy is “spontaneous”, uncritical, and is 
contained in: 1) language, intended as notions and concepts, not only words; 2) common sense 3) 
popular folklore, which is the common system of beliefs, opinions, superstitions (Tarlau, in Pizzolato 
& Holst, 2017). 
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sense. It must be aimed at the creation of an historical self-consciousness (Fusaro, 2017). In 

this sense, the philosophy of praxis can be conceptualised as a “pedagogy of praxis”, 

educating people to emerge from a condition of passivity and oppression through a 

catharsis. “Only by following this path can the philosophy of praxis favour the establishment 

of a hegemony that acts as an alternative to the dominant one […] Hegemony cannot be 

achieved without a pedagogy of the masses” (ibid. p71). 

Through praxis then, common sense - the hegemonic, uncritical view of the world - 

undergoes a catharsis, which consists of its historicisation, relativisation (diachronic and 

synchronic) and operationalisation through practice. In this way common sense takes a 

conscious direction and develops into a “new common sense” (Holst & Brookfield, 2017), 

sometimes also called “good sense” by Gramsci. This conscious direction requires 

undertaking an analysis of the collective experience and a critical self-reflection of one’s 

previous thoughts. Crucially, when the new common sense develops in “the masses”, it can 

give rise to a new hegemonic conception of the world. Here again is the hegemonic 

struggle. 

Catharsis 

In Gramsci’s thought, a pedagogic relationship consists of a process of self-transformation 

(Tosel, 2017) in which one’s common sense is purified through a catharsis fostered by 

teachers, within a particular sociocultural and historical context. This cathartic process 

helps a person become an actor and protagonist of history, rather than a passive spectator. 

However, I have already mentioned how, for Gramsci, hegemony is itself a pedagogic 

relationship: spontaneous movements (or attitudes), can and must undertake a conscious 

direction, and in this way enter in the realm of politics (ibid.). Like societies, men are in a 

continuous contradictory and unstable balance, in what Gramsci calls a dynamic conformity 

(Ragazzini, 2002) between a macro-social level and a micro-individual level. The macro level 

involves a conformity to a collective hegemonic will (not imposed); the micro level involves 

an individual conformity freely chosen by the will, which is however conditioned by the 

hegemonic relations in the macro-social level (Tosel, 2017). It is not possible to realise this 

dynamic conformity without the effort of conforming individuals who, in this way, build a 

personality by making themselves (“fabbro di se’ stesso” Q10II§54, SPN, ibid.). This 

becomes a praxis of oneself (ibid.), a dynamic process through which individuals forge 

themselves an identity. 



 
 

52 

But, as I mentioned above, through the cathartic work we enter the realm of politics: the 

ability to understand and transform the world while becoming oneself, and vice versa 

(ibid.). Crucially, transforming the world is about modifying external relations with the 

context and others (Ragazzini, 2002), which presupposes a “consciousness of relationships” 

(Q10§54, SPN). Gramsci wrote: “man is essentially ‘political’ since it is through the activity 

of transforming and consciously directing other men that man realises his ‘humanity’, his 

‘human nature’” (Q10II§48, SPN). This quote highlights another important element for this 

thesis: teachers realise their “human nature”, their personality, their identity, through 

consciously directing learners through their catharsis. It is a political work, but it is also an 

intrinsic identity work, a “praxis of oneself”. 

3.3 - Sociocultural theories 

I have explained above how I conceptualise critical pedagogy approaches to education as a 

driver for human agency, a conditio sine qua non for social change and transformation. I 

have also expressed my social constructionist epistemological positioning, and my intrinsic 

interest, throughout this thesis, in language. I especially focus on language in its Gramscian 

conceptualisation as a metaphor for power dynamics (Ives, 2004). Human agency and 

language are central concerns of sociocultural theory (Wertsch et al., 1993), which forms 

another theoretical pillar for this research and one which is highly congruent with critical 

theory. Sociocultural theories focus on the dialectic interplay between individuals, societies 

and cultures, moving between each depending on the unit of analysis.  The work of Lev 

Vygotsky (1896-1934), a Soviet theorist whose thought, like Gramsci’s, was influenced by 

Marx, is a cornerstone of sociocultural theory. I explain here the ways in which I integrate 

Holland and colleagues’ figured worlds theory into my own critical pedagogy.  

3.3.1 - Semiotic mediation and the zone of proximal development 

For Vygotsky (1962), knowledge construction and human development are actively realised 

in the context of culture and history: we learn by interacting with others through culturally 

shaped behaviours, rules and experience. So, the main focus is around action, but all our 

actions in the world are mediated by cultural tools. One of these tools is language, which 

mediates all social interactions (semiotic mediation), therefore being a central facet of 

individual development. In fact, Vygotsky highlights the dialectical interaction between 

intellect and speech: language shapes our ideas, rather than just manifesting them 

(Vygotsky, 1987). 
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Social-constructivist learning theories such as Vygotsky’s extensively discussed and 

supported the concept of co-creation of knowledge. In this approach to learning, students 

are not passive receivers of pre-packaged information, but active creators of original 

concepts and ideas. They learn by making and by doing. Further, this approach sees the 

teacher as a mentor and subject discipline expert who has the responsibility to establish a 

safe, creative and reflective learning environment. By working together on a task, students 

share understanding, negotiate meaning and establish common referents. The role of social 

interaction in facilitating cognitive development is emphasised by Vygotsky when he 

introduces a specific element of potential development, which can only be reached through 

interpersonal collaboration - the “zone of proximal development” (ZPD). In this “dynamic 

developmental state” (Vygotsky, 1978), the internalisation of cognitive processes happens 

through collaboration and dialogue. The creation of a ZPD is an essential feature of learning 

that activates a series of internal development processes which can only operate when 

learners are collaborating with their peers within their environment (Vygotsky, 1978). 

Teachers and peers, by participating in these processes of internal development, take the 

role of “more knowledgeable others” (MKO), using strategies to guide learners in reaching 

further levels of understanding. Communication through language is essential in this 

process: when learners discuss with peers and teachers, they are developing their 

knowledge in a way that is different from when they learn through practice. This exchange 

of ideas, which may not be equal, is iterative, repeating until learners have negotiated a 

common meaning and agreed understanding. This process of semiotic mediation enables 

learners to move into and through a shared space, the ZPD. As he saw learning as a product 

of socialisation, Vygotsky also conceptualised consciousness itself as a product of social 

interaction. 

3.3.2 - Figured worlds and social practice theory 

Figured worlds is a modern, Western sociocultural theory drawing on Vygotsky, amongst 

others. Holland and colleagues (1998) used the construct of “figured worlds” (FW) to 

describe the process of identity development. In their theory, FWs are “socially produced, 

culturally constituted activities” (p40-41) in which individuals develop their identity through 

sociocultural activities embedded in contexts of meaning. Crucially, there is a particular 

context in which people develop their identity, a “space of authoring” (Holland et al., 1998), 

with two different, but related, processes of identification: figuring and positioning. Figured 

identities arise and are reproduced in an imaginative framing, although they are still ruled 
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by cultural relations. They concern the stereotypical narratives, the stories and the 

characters that inhabit a cultural world. They give an imaginative sense of what we may 

become (Johnston, 2015), and therefore they represent an important first step towards 

action. Positional identities concern the daily, existing relations of power and the social 

structure. They concern a person’s position in a lived world, and speak to their status within 

a cultural world signposted by artefacts, such as dress and demeanour, and by use of 

particular language (ibid.). In short, figured identities “are about signs that evoke storylines 

or plots among generic characters; positional identities are about acts that constitute 

relations of hierarchy, distance, or perhaps affiliation” Holland et al., 1998p128). Through 

these signs, or cultural artefacts, and acts, or social practices, figured and positional 

identities sustain a FW. 

Figured worlds are therefore simplified portraits of the world, or contexts, that contain 

typical characters, storylines and activities. We construct them through language, hence 

through relational means, and through the same means we challenge them, transform 

them, or perpetuate them. We navigate the world by identifying or dis-identifying with 

them, hence taking one or another direction of development. As such, language, identity 

and agency are intrinsically related in this theory, where they develop in a dynamic and 

dialogical way. Urrieta (2007) highlighted the characteristic of FWs to be processes that 

shape people, processes in which people “learn to recognize each other as a particular sort 

of actor, sometimes with strong emotional attachments, value certain outcomes over 

others, and recognize and attach significance to some acts and not others” (ibid. p108). 

Extending their FW theory, social practice theory (Holland & Lave, 2001) moves to take 

individual activity as a central focus, emphasizing the historical context and the ongoing 

struggles that develop across cultural activities and history. Holland and Lave situate their 

theory in everyday life, which is embedded in a particular sociocultural and historical 

context, traversed by conflict and tension through different political stances and relations 

of power20 (Holland & Lave, 2009) - this is a “contentious local practice”. Holland and Lave 

contend that engaging in contentious local practice shapes intimate identities in complex 

ways. As identities are constructed, the struggle is perpetuated or resolved, while 

influencing processes of figuring words. 

                                                           
20 Crucially, this concept connects with Gramsci’s construct of historicity, by which a particular 
context, embedded in a certain historical period, has a specific set of sociocultural characteristics 
(see also the next note). 
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Social practice theory provides a more anthropological setting for figured worlds theory to 

occupy (Johnston, 2015). Figured words provide a canvas for the construction of meaning 

around the context of ongoing struggles as they are interpreted by individuals. Crucially, at 

the core of these theories we find praxis: indeed, local contentious practice is caused by 

ideological conflict. But also, practice is conceptualised as identity development, and we 

find here important common ground with Gramsci. Additionally, Holland & Lave are 

influenced by Vygotsky in their commitment to the historical, material character of social 

life. Individuals contribute to making the world as it is through their historically situated 

practice, and at the same time they are shaped by the world in which they live. In my 

opinion, this is a non-materialistic and non-deterministic view of history, which overlaps 

with Gramsci’s theory.   

3.4 - A cohesive overarching framework 

In this chapter I have outlined the overarching framework of this thesis, which uses 

constructs from critical and sociocultural learning theories. I now highlight some important 

connecting elements between these theories. 

I have mentioned above the theoretical connection between figured world and social 

practice theory, and Vygosky. The key is around the concept of semiotic mediation: the fact 

that all meaning making is mediated by cultural tools (such as language). The meaning we 

assign to objects, practices and symbols does not come from individual acts, but from our 

sociocultural history, and from the dialogic relationship individuals have with the world 

they inhabit. This fabric of relationships - in Holland’s words, the space of authoring - is 

where identities are formed. The space of authoring is a specific instance of Vygotsky’s ZPD 

(Johnston, 2015). In this space, individuals conform to the sociocultural norms of a 

particular context. Crucially, conformity “means nothing other than ‘sociality’” (Gramsci, 

(Q14§61, SPN), and this is also true in the space of authoring, in which individuals have the 

potential to either conform to or resist norms (as I will call non-conformity at times 

throughout this thesis). Therefore, in a space of authoring, individuals build their identity, 

or we can say, in Gramsci’s words, they “make themselves”, but they can also engage in 

social change (Johnston, 2015). So it is clear how, in all these theories, the Marxist concepts 

of historicity21 and praxis are central (Colucci, 1999): they highlight the role of cultural 

                                                           
21 With this word, Gramsci refers to entire set of sociocultural characteristics of a specific historical 
period in a specific physical context (Colucci, 1999). Hence common sense can be understood 
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contexts and the related dynamics of consciousness. In particular, common educational 

ground between Vygotsky and Gramsci can be found in their critical attitude towards 

“spontaneous pedagogies” which, by claiming to allow learners to develop in a “natural 

way”, fail to account for the influence of history and politics in perpetuating the status quo 

of society (Pizzolato & Holst, 2017p2). Additionally, they both assign a facilitator role to the 

teacher, who sustains learners’ development through dialogue and specific interventions 

corresponding to the individual’s potential (Ragazzini, 2002). For Gramsci, though, the goal 

of this dialogue is critical self-reflection of one’s existing thoughts, which in turn builds a 

more coherent interpretation of the world (Tarlau, 2017). 

Freire’s concepts of “reading the world” and “speaking the world” (Freire & Macedo, 1987) 

connect, albeit perhaps only tangentially, to the construct of FWs. As explained in Chapter 

1, developing critical consciousness requires the identification and critique of hegemonic 

social dynamics that perpetuate the status quo. Critique is a form of cultural action in which 

individuals progressively relate by speaking the world to an attitude of transforming reality 

(Freire, 1985p51). For this reason, Freire (1978) advocated for educational practices aimed 

at generating dialogue between learners. One of these practices involved the use of 

“codifications”, short sentences, words or visual images representing “generative themes” 

around people’s historical context, leading values, ideas and issues from their lived life, 

such as problematic social conditions. Of course contextual generative themes have a 

profound emotional impact for people living in those contexts. As learners critically explore 

these codifications, going through a process of de-codification - “reading the world” - they 

are navigating towards, or at least identifying, the course for the initiation of change in 

society (Freire, 1978). This is a way to become consciously aware of the hegemonic cultural 

values, ideas and norms to which people have passively conformed, and it represents an 

opportunity to start deviating from them. In my view, and I will expand on this in Chapters 7 

and 8, when individuals outline a FW, they are going through - more or less consciously - a 

process of de-codification of those socially produced and culturally constructed portraits of 

the world. 

Gramsci defines philosophy of praxis as “a consciousness full of contradictions in which the 

philosopher himself, understood both as an individual and as an entire social group, not only 

grasps the contradictions but posits himself as an element of the contradictions, and 

elevates this element as a principle of knowledge and therefore of action” (Q11§62, GPDL - 

                                                           
through an historical analysis that looks at its past roots and how they affected its current form 
(ibid.). 
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translated by myself). Being individuals both “relationships” and “subjectivity”, they are 

contradictory beings, inscribed in contradictory groups and characterised by a contradictory 

consciousness, which is a site of hegemonic struggle (Tosel, 2017). Therefore, Gramsci 

becomes concerned about the ways and processes of individual consciousness, and 

highlights the importance for men (in a general sense) to develop consciousness on an 

ideological22 level, and for individuals to develop (self-)consciousness on an ideas level 

(Ragazzini, 2002). This means for individuals to reach the deepest knowledge of their roots, 

and of the historical, social and political process leading to the present, they need to do this 

in order to be able to construct a critical idea of the world, and thus have an active role in 

society. Gramsci asks himself: “Is it better to ‘think’ without having a critical awareness, in a 

disjointed and episodic way […] or is it better to work out consciously and critically one’s 

own conception of the world and thus […] take an active part in the creation of the history 

of the world?” (Q11§12 in Tarlau, 2017). In other words, individuals need to know 

themselves consciously, in order to become human beings in a complete sense, and able to 

understand the common condition of human beings, in their multifaceted existence (Morin, 

1999; Fusaro, 2017). So, Gramsci’s conceptualisation of critical consciousness becomes a 

“new humanism” which makes the non-negotiable dignity of humans of central importance 

(Manacorda, 1976 in Fusaro, 2017). 

So, based on these Gramscian premises, what is my personal definition of the construct of 

critical consciousness?  

Developing critical consciousness means engaging in praxis: linking theory and reflection 

with action. It means to fully understand the present by identifying contradictions in 

oneself and in the world we inhabit, in order to initiate change. It means to identify how 

social values, practices, attitudes, and norms are influenced by hegemonic ideas, and to use 

this understanding as a basis to alter the status quo. Using Gramscian terms, critical 

consciousness develops through a refinement (catharsis) of the spontaneous, uncritical 

common sense, into a new, critical common sense, sustained by a systematic investigation 

of our thinking (self-consciousness), through a philosophy of praxis.  

                                                           
22 The Gramscian concept of ideology is different from the Marxist one. For Gramsci, ideology is a 
system of ideas that are dependent from the sociopolitical context. It is a continuum that goes from 
a spontaneous “common sense” to a “new common sense”, to full consciousness. 
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3.5 - Chapter summary 

Based on these theoretical premises, then, this thesis is about educational practices, and 

the enactment of identities, vocations and values through those practices, within and 

across a FW, that of General Practice. It is about the way elements of this FW are identified, 

conceptualised, problematised, de-codified, and assigned a (mediated) meaning, which is 

manifested through language. But, above all, this thesis is about educational affordances, in 

a General Practice context, for the development of critical consciousness.   
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Chapter 4: Methodology and Methods 

“Critical ethnography resembles literary criticism in that we look for the nonliteral meanings 

of our data texts.” 

― Jim Thomas 

In Chapter 1 and 2, I set the scene by addressing two objectives of this research: to examine 

previous scholarship around the construct of critical consciousness in medical education, 

and to explore the use of constructs amenable to critical pedagogies in the General Practice 

education literature. This work provided the theoretical basis that underpins a third 

objective of this research: to explore the ways in which the affordances for the 

development of critical consciousness are enacted in an undergraduate General Practice 

educational environment. 

In Chapter 1, built upon the scoping review of the literature, I argued that adopting a 

critical pedagogy approach within medical education may help foster transformation and 

social accountability in medicine by equipping future doctors with the ability to unearth and 

scrutinise the epistemologies, values, and biases legitimising medicine as currently 

practiced. This attitude is the basis of an orientation to act in society, challenging 

inequitable healthcare systems. In Chapter 2, through a hermeneutic review, I observed 

that, despite the General Practice academic literature being very active in discussing 

themes related to social accountability, social change, advocacy and empowerment, there 

is a relative paucity of work into how these elements can be fostered through General 

Practice education.  

From the broader focus on the medical education continuum, I progressively focussed in on 

the General Practice education continuum. Now, building on the research possibilities and 

gaps I have identified through the two literature reviews, I set the scene to finally look 

specifically into an undergraduate General Practice educational environment. This is an 

underdeveloped and important area for study, as I have debated that General Practice 

offers a unique environment for medical education because of its natural involvement in 

subjects related to social determinants of health. Given the increasing involvement of 

academic departments of General Practice in undergraduate medical education (Major & 

Booton, 2008), and the suggestion of teaching students the skills to empower patients and 

the role of primary care in reducing healthcare inequalities in the new “Teaching General 

Practice” (Harding et al., 2018) guidance, it is more important than ever that undergraduate 
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General Practice educators develop unique and specific approaches, based on contextual 

pedagogies, for teaching these subjects. 

Hence, the first, imperative step, which I aim to address through this study, is to carefully 

observe and analyse the spontaneous pedagogies and values underpinning the General 

Practice educational practices. Once these are manifest, they can be epistemologically 

developed and intentionally adopted to support a deeper understanding of particular 

attitudes, motive dispositions, and values. My underlying idea is that, a focused attention to 

establish pedagogically sound educational practices and environments, could be conducing 

to improve future doctors’ attitude to care in all settings, primary and secondary. Such an 

enterprise requires rigorous theoretical underpinnings, methodologies and methods. 

In Chapter 3 I explained the theoretical premises, based on critical pedagogy and 

sociocultural theories, that underpin this thesis in general, and the data analysis in 

particular. In this chapter, after framing the context, I discuss and critically justify my 

methodological and methodical choices. 

4.1 - Framing the context  

4.1.1 - Research context and participants 

At the time I undertook the research leading to this thesis, the 4th Year General Practice 

teaching at Queen’s University Belfast (QUB) was timetabled in 6 rotations of 4 weeks 

blocks of teaching and clinical experience in the GP context (which, from now on, I will refer 

to as “GP course”). In the first week of the GP course, students attended a series of face-to-

face sessions, after which they moved to clinical placements for the remaining three weeks. 

On the last day of the second week there was a face-to-face ethics teaching session. At the 

end of the 4 weeks all students attended a session in which they collectively discussed the 

GP teaching and clinical experiences with the educators and some of the GP tutors who 

mentored them in practice. 

The study participants included:  4th year undergraduate medical students undertaking the 

GP teaching module, the educators involved in the delivery of the teaching, and the GP 

tutors hosting and mentoring the students at the various Practices during the Academic 

Year 2018/2019. 

The whole study took place in QUB, at the School of Medicine, Dentistry and Biomedical 

Sciences (SMDBS). At no stage the research was carried out on NHS or Trust property. 
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4.1.2 - Research question 

All ethnographic approaches have the potential to be progressively reframed ad hoc, 

following the processes of exploration and data analysis. “Critical ethnography is especially 

susceptible to the need for flexibility, because the questions that are most interesting may 

not be revealed until considerable background data emerges” (Thomas, 1993p35). 

Therefore, the research question leading this thesis was progressively refined as I went 

through the empirical work (Denzin & Lincoln, 2011) by exploring discourses in the 

empirical data (Sullivan, 2012). 

The research question I set out to address in this thesis was: 

“How are the affordances for the development of critical consciousness enacted23, 

in an undergraduate General Practice learning environment?” 

4.1.3 - Aims and objectives 

My desire, through this thesis, is to contribute constructively to the academic discourses 

around General Practice undergraduate education. I aim to do so by exploring and 

manifesting the unique affordances of General Practice towards fostering critically 

conscious future doctors, who act towards social justice in healthcare. As these affordances 

emerge and become explicit, they can be consciously adopted to underpin context-specific 

pedagogies. 

My main objectives were to address the above research question. In Chapter 1 and 2, I set 

the scene by addressing two objectives of this research: to examine previous scholarship 

around the construct of critical consciousness in medical education, and to explore the use 

of constructs amenable to critical pedagogies in the General Practice education literature. 

This work provided the theoretical basis that underpin a third objective of this research, 

which is to explore the ways in which the affordances for the development of critical 

consciousness are enacted in an undergraduate General Practice educational environment.  

This research objective can be further divided into a series of sub-objectives, which I used 

to guide my data collection and analysis: 

1. To observe what work goes into developing and delivering a GP curriculum by the GP 

teaching team; how they construct criticality (i.e. criticality in thinking, attitudes and 

                                                           
23 I explain the reasons behind the choice of the word “enacted” in Chapter 5 (see 5.4). 
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approaches) both towards the curriculum itself and the internal and external sociocultural 

dynamics influencing it; 

2. To explore how GP teachers express, understand and cultivate their critical stance 

(consciousness) towards the indeterminacy (complexity and uncertainty) in their work as 

medical educators; 

3. To observe how students develop critical approaches within the taught GP curriculum; 

4. To explore how students’ experiences in clinical settings of GP contribute to the 

development of critical consciousness; 

5. To convene an opportunity for GP tutors to explore the pedagogy, tensions and 

criticalities within the GP curriculum and to examine closely instances of critical awareness; 

6. To explore how GP tutors express, understand and cultivate their critical stance 

(consciousness) towards the indeterminacy (complexity and uncertainty) of the work in 

General Practice; 

7. To explore the unintended consequences of adopting, or not adopting, a critical stance in 

GP curriculum delivery; 

8. To explore tensions and critical dynamics involved in the GP curriculum delivery; 

9. To gain an insight of how critical approaches affect GP curriculum development towards 

the aim of generating effective care; 

10. To envisage how a CP approach can support students in cultivating the critical insight 

that a socially accountable professional would require. 

4.2 - Methodology 

4.2.1 - A critical orientation to my research practice 

As a critical researcher and as a person, I have been inspired by Antonio Gramsci’s writings, 

which, I believe, encourage readers to not only interpret the world, but to also be unafraid 

to engage in political action to change it. Therefore, my intention in this work was not only 

to merely observe or interpret a reality, but to engage deeply with it, and with genuine 

hope, to fully contribute to transformation, at a social and political level.  
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This critical research is driven by a broad humanist ethos and is characterised by a 

participatory flavour inspired by Gramsci’s radical thought. I have incorporated research 

participants in various degrees throughout the study, always considering knowledge as a 

collective enterprise. I intended to be active in understanding the explicit issues concerning 

the people in this study, as defined by them. On a number of occasions, I used an approach 

in which I tried to elicit research participant’s orientation to action by stimulating 

understandings about how power influences our social reality, and what can be done to 

foster change. Hence, I adopted an overarching postcritical ethnographic approach. 

4.2.2 - Critical ethnography and the postcritical turn 

In this section I will set out the reasons and rationale behind the choice of critical 

ethnography (CE) as a qualitative approach for this work. 

Critical ethnography has been used in healthcare (Ross C. et al., 2016; Vandeberg & Hall, 

2011) and health promotion (Cook, 2005) research as a way to suggest how to act towards 

a particular situation, how to challenge the status quo and the dominant power in society, 

and how to promote emancipation (Cook, 2005). I argue that this aspect of CE makes it 

suitable for medical education research, particularly for exposing hidden dynamics of 

power, hegemony of certain pedagogies or practices over others, and how these affect the 

learning experience for students and educators alike, in furtherance of transformative 

educational practices. 

But what is CE? Critical ethnography is a sociological method of qualitative inquiry which 

has become increasingly popular to doing critically oriented qualitative research aimed at 

social transformation (Hytten, 2004), especially in educational settings. The expression 

“critical ethnography” was first used in reference to qualitative educational research 

informed by social constructivist theory, critical theories of education such as critical 

pedagogy, feminist theories and postmodern themes (Carspecken & Walford, 2001). It 

appeared both as a challenge to the dominant quantitative, positivistic paradigm for 

educational and social research in the 1960-1970s (Noblit, 2004) and as a response to 

traditional ethnographic practices, which were considered as “simply reproducing the 

status quo” (Hytten, 2004). The critical approach brought an orientation to active 

transformation. That is, critical ethnographers, guided by the idea that social life is 

constructed by dynamics of power, had the “ethical imperatives to challenge 

disempowering forms of social reproduction, to expose oppression and repression, and 

ultimately to make the world a better place” (Hytten, 2004). A central point of CE research 



 
 

64 

is to develop forms of critical consciousness, both in the researcher and the researched, 

which may lead to positive social change. Hence, critical ethnographies of local groups need 

to be situated within a broader discourse of history, politics, culture and power. This means 

that people’s experiences cannot be allowed to simply speak for themselves; but must be 

connected to macro analyses: for example, of the way power operates in society (Hytten, 

2004).  

Because its origins are varied, and because CE is embedded in the expansion of qualitative 

research methods (Noblit, 2004), there is a multiplicity of definitions (Carspecken, 1996). 

However, Noblit (2004) notes that, although attempts to define it may help understand 

what may be involved in doing CE, this attempt must be taken with caution. In doing so, the 

author cites Quantz (1992), who argued that CE is a project within a wider dialogue, rather 

than a precise subject: 

“Critical ethnography is one form of an empirical project associated with critical 

discourse, a form in which a researcher, utilizing field methods that place the 

researcher on-site, attempts to re-present the ‘culture,’ the ‘consciousness,’ or the 

‘lived experiences’ of people living in asymmetrical power relations. As a ‘project,’ 

critical ethnography is recognized as having conscious political intentions that are 

oriented toward emancipatory and democratic goals. What is key to this approach 

is that for ethnography to be considered ‘critical’ it should participate in a larger 

‘critical’ dialogue rather than follow any particular set of methods or research 

techniques.” (Quantz, 1992 in Noblit, 2004) 

This latter observation can be connected to Carspecken & Walford’s (2001) explanation of 

CE, in which they state that this approach does not have a distinctive methodological 

theory. That is, there is no consensus on how it differs from other forms of qualitative 

research, how it should be conducted, or how its conclusions may be supported.  

A popular definition was proposed in 1993 by Jim Thomas (1993), in which he first defined 

the term critical, as referring to both an activity and an ideology. He explained that, as a 

social activity, critical thinking implies a call to action. This is not necessarily a form of direct 

engagement, such as political activism, but it could take the more modest form of a 

reformulation of comfortable ways of thinking. As an ideology it represents a body of 

principles about the relationship among knowledge, its consequences, and the scholar’s 

obligations towards society. Thomas continued his definition stating that, while CE is 

embedded within traditional ethnography, critical ethnographers have the additional task 
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of “speaking to an audience on behalf of their subjects as a means of empowering them by 

giving more authority to the subjects’ voice” (Thomas, 1993). It is in this definition that the 

problematic and uneasy element of CE resides. The element that has caused a Postcritical 

ethnography (P-CE) to emerge, in a postmodern turn. As Hytten (2004) noted, we must 

consider the ways in which many critical researchers substitute one form of hegemony for 

another. That is, “they do not truly problematize their own understanding of the social 

world and rather argue for the oppressed to replace their false consciousness with the 

‘critical consciousness’ the researcher has” (ibid.). For this reason, in recent years, scholars 

have advocated for a postcritical turn to CE (see, for example Hytten, 2004; Noblit, 2004), 

which builds on (and responds to) the main CE themes and questions. 

There is an intrinsic problem within the CE paradigm, for the very reason that it emerged 

from the alliance of critical theory and interpretive ethnography. This is exhaustively 

explained by Noblit in his chapter “Reinscribing Critique in Educational Ethnography: Critical 

and Postcritical Ethnography” (2004) and I invite the reader to refer to it for a deeper 

understanding of this issue. Although this is not the space to dig deeper in this discourse, it 

is instructional for the readers of this thesis to at least have a general idea of the issue. 

Critical theory and interpretive ethnography are based on fundamentally different 

epistemologies: the first claims that there is an objective reality, the second claims that 

knowledge is socially constructed. Noblit (2004) explains that “the former accepted the 

latter’s view that ideas emerge from specific contexts […]. The latter accepted […] the 

centrality of power and ideology in the social constructions of schools and classrooms” 

(p.182). This is far from an unresolvable issue, although it requires the researcher to 

undergo a careful epistemological positioning, to “reinscribe critique in ethnography” 

(Noblit, 2004), while avoiding that the researcher’s theoretical frame takes the centre stage 

(Hytten, 2014), that is, avoiding to impose their understanding of the issue researched on 

the researched. This might be obtained through a critical reflexivity which, as Hytten (2014) 

highlights, is more than just self-reflection and it involves the researcher identifying and 

being open about the theoretical frames and the assumptions they bring to the research. 

So, if critical ethnographers want to expose a dominant discourse with hegemonic powers, 

postcritical ethnographers are aware that, due to their status and power, their 

understanding is itself, at risk of becoming dominant.  

Due to my own epistemological and ontological positioning, and a deeply critical stance, 

which I have explained at the beginning of this chapter, in this study I use an overarching P-

CE approach. 
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A postmodern approach to my research design 

Hytten (2004) suggests an approach to P-CE that is dialogic, collaborative, and pedagogical. 

It is dialogic and collaborative because it is oriented towards the exchange of opinions and 

understandings between participants and the researcher. So that the process itself 

becomes a constructed form of knowledge (Noblit, 2004). It is pedagogical, because both 

the researcher and the participants learn together during the research process, while co-

constructing the basis for enacting social change. This particularly resonates with me and 

my Gramscian influences, as I see pedagogic relations as intrinsically hegemonic relations 

that, far from being enclosed in an educational context, transit to, and permeate, the social 

environment, hence having the power to either foster change or maintain the status quo.  

Practically speaking, adopting this approach to explore the learning and teaching practices 

within an undergraduate General Practice context, had a number of implications. I 

observed the educational dynamics happening in this context to attempt to clarify whether 

participants’ behaviour and discourses signalled their awareness of power dynamics, both 

within the educational setting, and the wider clinical environment. I sought explanations for 

“why” and “how” they are led to a conscious awareness of these power dynamics 

(Vanderberg & Hall, 2011) and I built a discoursive relationship with participants in order to 

explore these issues through the development reflexive techniques. The idea was to create 

change through the research itself, by using the process to cultivate conscious awareness 

amongst research participants and myself.  

Crucially, one of the central ideas guiding my research approach is that social life is 

constructed in contexts of power (Noblit, 2004) and that language itself is a form of power 

(Bourdieu, 1991). That is, the natural act of giving meaning to experiences by naming them 

(ibid.), contains a form of symbolic domination, because the “act of naming” shapes both 

cognition and discourse (Thomas, 1993). This is particularly important if we consider that 

researchers have the power to name and classify new meanings in the reality they observe, 

therefore transmitting “new realities” to an audience (Bourdieu, 1991; Thomas, 1993). As a 

consequence, I acknowledge that the language in which I write my thesis is extremely 

important, especially because by undertaking this research I joined a wider critical 

discourse. Therefore, I am responsible for the world I am producing through my own work 

of critique and interpretation (Noblit, 2004). For this reason, I took the decision to place my 

critical reflexivity among the finding chapters, as a way to dialogically situate myself as a 

critical researcher into each of the three findings chapters (Korth, 2001). I hope to 
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demonstrate rigour not through a traditional, positivist flavoured “triangulation”, but by 

using a constructive reflexivity to foreground and acknowledge my own subjectivity and the 

sources of influence that shaped this thesis (Varpio et al., 2017). No research can be 

ideology-free and science itself is “a much-contested cultural space, a site of the surfacing 

of what it has historically repressed” (Hutcheon, 1988, as cited in Noblit, 2004). 

4.2.3 - Discourse analysis 

In its outline of CE, Carspecken (1996) described 5 stages: in stage 1, the researcher collects 

data from an “outsider” perspective. This must consider the social, cultural, and historical 

context. This is the observation stage, which I describe below (see 4.2.4). I took account of 

the historical roots of General Practice teaching, as I discuss in Chapter 5. In stage 2, the 

researcher analyses these relationships, while attempting to identify hidden beliefs, biases 

or assumptions that influence certain behaviours or actions. Stage 3 is the “dialogical” 

stage, in which the researcher attempts to develop an “insider’s” perspective through 

participants’ interviews. Stages 4 and 5 involve a theoretical approach, that is, findings are 

conceptualised in relation to theoretical standpoints on society, which I do by using the 

theories I have described in Chapter 3. Although I have not formally adopted Carspecken’s 

stages in this research, they are useful to provide a more “linear” sense to this dialectical 

process and to explain how discourse analysis (DA) fits into my critical ethnographic 

approach. 

In its dialogical stage, Carspecken (1996) adopted Habermas’ theory of communicative 

action. He did so as a means to extract, from the data, elements such assumptions, values, 

and ideas influencing participants’ behaviour. Although he does not mention DA in his 

approach to CE, it is important to note that Habermas’ theory of communication provided a 

foundation of critique by outlining language use as a way to legitimise relations of power 

(Forchtner, 2010). So, I think this already provided the basis for adopting DA in CE, if a 

researcher was looking for a justification to do so. However, I agree with Cook (2005) in her 

opinion that using DA is indeed essential in any research projects aiming to “explore the 

links between hegemonic and ideological discourses underlying social structures, and the 

everyday actions and experiences of research participants”. 

Therefore, consistent with my ontological and epistemological stance, and with the 

overarching P-CE approach, I adopt a “dialectical” methodology (Lincoln et al., 2000) to 

analyse data, namely DA.  Discourses amongst research participants during teaching 
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sessions, and during the interviews and focus groups, constitute the corpus of data to be 

analysed. 

What is a dialectical methodology? 

Although a dialectical approach is not necessarily a Marxist one, it would be naïve to 

mention dialectics without making a reference to Marx and Gramsci. The German 

philosopher developed the idea that historical and social change is driven by conflicting 

productive forces (Singer, 2000). This is the meaning of the term dialectics, which Singer 

beautifully explains through a fitting example that reminds me of Gramsci’s notion of an 

individual’s process of “making oneself” (”fabbro di se’ stesso”, Q10II§54, SPN) through a 

dialectic between development on a social level and on an individual level: 

“Although it seems at first that the master is everything and the slave nothing, it is 

the slave who works and by his work changes the natural world. In this assertion of 

his own nature and consciousness over the natural world, the slave achieves 

satisfaction and develops his own self-consciousness, while the master becomes 

dependent on his slave. The ultimate outcome must therefore be the liberation of 

the slave…” (Singer, 2000) 

For Gramsci, “language is both an element in the exercise of power and a metaphor for how 

power operates” (Ives, 2004, p. 101). If we accept this viewpoint, that language is where 

power and conflicts are expressed, then we can explore the dynamics amongst these forces 

by analysing discourses. In Gramsci’s critical theory, as I explained in Chapter 3, society is 

constructed by a dynamic interplay between ideology and “creeping” hegemonic forces, 

which act to create and maintain power imbalances in society.  

Additionally, Gramsci stated that “dialectical thinking goes against vulgar common sense, 

which is dogmatic” (Q11§22, in Finocchiaro, 2002p278), and in this sense, for Gramsci, 

dialectics is a technique, a bit like logic, but it is also a new way of thinking, a new 

philosophy. So, it is both a technique and a philosophy (Q4§18, ibid.). Therefore, I could not 

have adopted a different approach then a dialectical one in this thesis, as the analysis of 

discourse can only enrich a critical approach based on these premises. 

Gee’s discourse analysis 

Discourse analysis, as described by Gee (2011) is the study of language-in-use. It is the 

analysis of patterns that structure language according to utterances followed by people 
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when they take part in different domains in social life (Jorjensen & Phillips, 2002). As such, 

in this study I will consider language as fully integrated with other elements that are 

involved in social practices, such as emotions, identities and relationships (Gee, 2001), and 

as a social action that both creates and represents elements of social phenomena (Morgan, 

2010), including power. 

I will adopt a social constructionist approach to DA to look at language as an entity 

embedded in a broad range of social practices including “non-linguistic and nonspecific 

instances of language” (Schiffrin et al., 2001p1). As we construct multiple versions of reality 

through discourse, these can be deconstructed and explored through multiple versions of 

analyses (Morgan, 2010) that are better suited to some research philosophies. Hence, in 

the data analysis and interpretation I will draw on sociological approaches (Gee, 2011), 

socio-constructivist learning theories such as Vygosky’s (1978), and will adopt “figured 

world” (Holland et al., 1998) as a tool (Gee, 2011) to interpret linguistic expressions in a 

way that can illustrate the social phenomena they represent and the meaning that 

individuals attribute to them, while observing how meaning is mutually constructed and 

negotiated through these processes.  

In Gee’s (2011) framework, language takes the form of two main types of discourse: the 

language socially used, for example the one used in conversations, stories or texts, is 

referred as “small d” (non capitalised) discourse. Another type of discourse refers to socially 

accepted ways of using language, influences on ways of thinking, interacting and acting at 

the right time, with the right objects. This is a large-scale discourse, referred as “big D” 

(capitalised) Discourse. An example could be the way we identify ourselves, for example, as 

a doctor, a student, or a teacher. The key to Discourse, Gee says, is “recognition”, that is, 

the use of language in such way that others recognise you as a particular person, who 

performs a certain activity. “Big D” discourses in this way express power. 

In his DA, Gee (2014) suggests several theoretical tools which can be adopted to analyse 

discourses. One of these tools is the “figured world tool”, in which Gee explains, using 

Holland’s figured world theory (1998), how a researcher can identify taken-for-granted (and 

sometimes conflicting) theories or ways of seeing the world.  

Other important tools for this project included the “filling in tool”, the “big C Conversation 

tool” and tools for examining situated meaning, the meanings particular language forms 

take in certain social contexts (Gee, 2011). The “filling in tool” requires one to draw 

inferences based on what the speaker says, and the context. It is related to the “figured 
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world tool”, in that assumptions about shared FWs are part of the context, something that 

is assumed to be known or inferable (Gee, 2014). The “big C Conversation tool” helps 

identifying historical debates the Discourse(s) is (are) carrying. 

My “critical” stance in discourse analysis 

Crucially for this thesis, Gramsci attributes a fundamental role to language: common sense 

reveals itself in the “expressions of common language” and therefore language is an 

important indicator of common sense and must become an object of analysis (Colucci, 

1999). Hence, using Gee’s DA and tools I attempt to clarify how students and educators 

experience and construct critical stances - a new common sense - towards certain issues 

related to healthcare and medical education practices. This involves looking at how 

language is used to accomplish personal, social, and political projects, and it includes issues 

of identity development. These elements require attention to power dynamics; therefore, a 

critical angle is especially required. 

Any form of DA is inherently political in nature. What makes DA critical is the explicit 

intention to bring to the fore, to manifest, the underlying power dynamics in language, 

challenging reductionism and taking into account broader sociopolitical issues (Gee, 2004; 

Wodak & Meyer, 2015).  

There are many different approaches to DA, and, while this area is highly contested, it is 

generally agreed that several are legitimate, although contrasting. In this study I adopt 

aspects of meso-linguistic DA, as described by Gee (2011). This approach involves a 

sociocultural analysis of linguistic structures and features and is a combination between 

micro and macro-linguistic approaches (Fairclough, 1995; Gee, 2014; Dornan, 2014; 

Graham & Dornan, 2013). As such, the focus is on “small d” discourse occurring between 

participants, although “big D” discourse is taken into consideration as well, there is still a 

focus on the social context in which language is used. For the purpose of this study, 

Foucaldian “macro-lingustic” approaches (Foucault, 1980) and “micro-linguistic” 

approaches were not suitable choices (Gee, 2014b). 
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4.3 - Methods 

4.3.1 - Data collection 

This is not a quantitative study and I have no intention to produce generalisable results, but 

rather to observe enough work to construct an understanding of the hidden dynamics 

involved in a discursive learning situation, and of the ways participants construct, 

acknowledge and understand social dynamics of power. I used several methods for data 

collection (see Figure 4). I hope the above description of my methodological standpoint will 

allow the reader to better appreciate the choice of methods, which I describe and justify 

below. 

 

Figure 4: Methods for data collection 
The methods I used in each phase of the data collection process during the GP course. 

Observation 

In the major part of this study, I observed the educational practices involved in the 4th year 

General Practice undergraduate course. In particular, I observed: 

 The whole Week-one, in which students attended a series of face-to-face lectures 

 The last day of Week-two, in which students discussed anonymised ethics cases  

 The last day of Week-four, in which students engaged in reflective case discussions 
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On the first day of the four-week course, after briefly introducing myself as a PhD student 

and researcher to participants, I asked them to read and sign a consent form before I 

started any observation. In a typical observation day, I sat unobtrusive at the back of the 

teaching room, writing contemporaneous field notes in a notebook; reflecting all aspects of 

the educational practices: context, content, verbal interactions, physical disposition of the 

room, and everything that “spoke” to me at any stage within the educational environment 

and dynamics.  As a key facet of ethnographic methods, the fieldnotes included drawings, 

and some photographs of interesting slides or teaching material used by educators. I used 

these to extract meaning, to enrich the field notes, and as a prompt to remind myself of 

how the situation looked during data analysis. I did not take photographs of participants. 

During the observations in the ethics discussions (last day of week-two) and in the last day 

of the 4 weeks teaching course, I audio recorded the group discussions. I have used these 

recordings both as a prompt to double check if I missed any important information, and on 

occasion, as a useful integration to the fieldnotes. After the observations, I formally 

transcribed all fieldnotes into a formal typed document, which I then used for analysis. 

I observed three rotations of the GP course, until I was sure the data collected would 

ensure depth and richness of analysis. On reflection, I then realised I undertook these 3 

observations in a slightly different manner as I went along. I started by concentrating on 

content and educational practices, to then progressively delve deeper into discoursive 

interactions. Hence, the fieldnotes captured elements of an authentic educational context, 

such as behaviours, relationships, teaching content, and dialogue. 

- Participants 

I have observed students and teachers as a homogeneous, democratic group. Crucial to this 

choice was the critical pedagogy concept that educators and students are equal members 

of the classroom community (Freire, 2017). Observations ran throughout the duration of 

the whole teaching sessions (approx. 35 hours per block), for three iterations of the course. 

Generally, in each four-weeks teaching course I observed a group of 40/42 students, 7/8 GP 

teachers and one GP tutor (GP tutors were involved in leading students’ discussions in the 

assessment day). This relatively small participant number for an ethnography was not a 

problem. I had very limited control on the sample size for the observation, however, after 

observing three different four-week courses, I realised that I had enough data to develop a 

rich analysis. In fact, in CE, sample size may be decided iteratively as data collection 

progresses (Dutta, 2014). This was a purposeful choice because smaller amount of data in 
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ethnographic studies provide the opportunity to get deeper into analysis and therefore 

produce thick descriptions of a particular context (Geertz, 1973).  

- Recruitment and sampling 

Before the start of each iteration of the GP course I observed, both students and educators 

were approached via email. The email provided a Participant Information Leaflet (PIL) and a 

consent form, to be read and signed in advance. At the start of each observation I 

personally told participants that my intent was not to judge the quality or integrity of their 

work (for educators), or their engagement or preparation (for students). Rather, I made 

sure to explain that my current intent was to address the objectives 1, 2, 3 and, eventually, 

7, 8 and 9 (see 4.1.3). 

The ‘Intervention’ Session 

The objective of this intervention was to plant the seed of critical consciousness through 

the delivery of a workshop to students, which was based on Jan Fook’s critical awareness 

process (2015). The main intended outcome of the workshop was to help students, through 

the use of personal narratives, to effectively deconstruct their thinking, in order to expose 

assumptions and power dynamics, and then to get through a reconstruction (Fook, 2015) in 

which they envisaged how they can positively control power through their actions. 

Objectives included: to recognise implicit bias in clinical and educational environments, to 

develop an appreciation of critical thinking in the community setting, and to cultivate a 

deeper awareness of social justice in relation to healthcare. During the workshop, students 

had the opportunity to go through a guided reflective practice, in which they identified 

assumptions involved in their professional and educational practice. They used reflexivity to 

identify how our physical and emotional states, or our social position, may influence how 

we select and interpret information. They also had the opportunity to think about the role 

of language in forming knowledge, which, in a postmodern thinking, is socially constructed.  

This intervention took the form a one-hour pre-planned timetabled session in the GP 

course, called “Being a Doctor”. As a timetabled session, it did not impede on students’ 

curricular time and it was not optional for students to attend. The workshop was highly 

interactive, and provided a way for students to start envisaging their own position as future 

doctors engaging with communities. During the workshop, as I was actually delivering it and 

could not have been taking fieldnotes, I collected data by audio recording the group 

discussions. 
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- Participants 

The students group participating to the workshop was the same group that I observed 

during the teaching week, approximately 40 students for each rotation.  

- Recruitment and sampling 

Students were informed of the workshop via email two weeks before the start of their 

allocated block of teaching. I did not have access to the email lists, hence they were sent on 

my behalf by the CME admin who normally communicates with GP educators and students. 

The email provided a PIL and consent forms, to be read and signed in advance. Although 

students had already signed the consent forms at the start of the week, I verbally checked 

their consent prior to the session and, as no one opted out, I started the observation and 

audio recordings immediately after.  

Interviews and focus group 

As typical in a critical ethnographic approach, I felt it was crucial for the quality of this 

research process to give voice to participants, providing them with the opportunity to 

express their point of view and to reflect on, and challenge if wished, my ideas (Carspecken, 

1996 p155) or issues they deemed important in their context. For this reason, I invited GP 

teachers and tutors to interviews, and students to participate in a focus group. The 

interviews were semi-structured, very interactive and dialogic (Hytten, 2004). I based the 

questions on my observations of the educational practices, so that I could then clarify, 

check and give new insight to the previous data (Carspecken, 1996). 

I decided to invite a group of students to participate in a single focus group for 

convenience, as I anticipated students would be too busy during the academic year to 

agree to participate to an interview, which would have had to be held outside the 

timetabled teaching time. Focus groups are a popular method within medical educational 

research (Barbour, 2005). An advantage of using a focus group within the context of this 

study was that students had the opportunity to participate in a very informal forum in 

which they snowballed ideas by interacting with one another and stimulating each other in 

remembering events (Flick, 2009).  

Both interviews and focus group were audio recorded. This was the minimum data 

collection requirement for participants to consent to.  
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- Participants 

Five GP teachers and five GP tutors participated to the semi-structured interviews, and 

eight students took part in the focus group. These, in total, generated approximately 11 

hours of audio data. As I explained above, in CE, sample size may be decided as data 

collection progresses (Dutta, 2014). After the focus group, considering the personal 

viewpoints I had already collected from students through the audio diaries (see below), I 

decided I did not need further data. A large amount of data would have precluded any form 

of in-depth linguistic analysis and would have reduced the focus on individual experience 

(Johnston, 2015). 

- Recruitment and sampling 

For the interviews, GP teachers and tutors were invited via email. For the focus group, I 

verbally invited students to participate just after the sessions the whole 4th year cohort 

attended during the last day in the academic year. All participants were provided a PIL and 

asked to read and sign a consent form for audio recording. 

In CE, sampling is usually purposeful: that is, participants are carefully selected in order to 

provide the richest information possible (Dutta, 2014). I however, decided to undertake 

sampling on a convenience basis. All those who expressed availability were recruited to 

take part in the study. This was a deliberate decision dictated by my wish to honour my 

theoretical underpinnings. That is, any person who had the wish to contribute to the study 

by expressing their viewpoint (”speaking the world”, I will discuss in Chapter 8) received the 

same importance, therefore purposeful sampling was not necessary or adequate. Under 

the same reasoning, there was no exclusion criteria. 

Audio diaries 

My observations were limited to the in-class teaching and learning practices, however, I 

wanted to gain an insight on students’ development of critical consciousness throughout 

the duration of the General Practice course, therefore including the three weeks of clinical 

placement. For this reason, I invited students to keep a solicited audio diary (Monrouxe, 

2009) of their experiences during their clinical placement, which would have given them 

the opportunity to narrate their experiences soon after they occurred. I expected this 

would have provided longitudinal data of the lived experiences of students as they moved 

through a series of clinical experiences. 



 
 

76 

Therefore, I provided students with a set of prompts to consider (Appendix 5), which were 

inspired by those Jan Fook (2015) used to foster critical awareness in learners. I then asked 

them to record a daily reflection of their experiences, along with any immediate 

experiences they had relating to the support they experienced during the placement. To 

maintain engagement, I requested they send their recordings to me on a weekly basis, via 

email. I stressed that no patient should have be identifiable if and when describing a clinical 

experience. To record the audio diaries, students used a secure App (“Olympus Dictation”) 

which I chose because it provides enhanced security and it is available for both Android and 

iPhone devices, so that students could easily use their own smartphones to record their 

voice. 

- Participants 

Participants included nine students from four different course intakes. They produced 44 

audio diary entries in total, with an average of four minutes recording each. Whilst I 

suggested that participants may wish to record a three to ten minutes audio reflection 

daily, I expected that this frequency and duration could not be mandated. Therefore, I 

made students aware that, should they have felt this task to be detracting from their 

education, they could withdraw at any stage without any displeasure to either me or their 

tutors. However, on data analysis, I feel that students who participated did in fact benefit 

from these short durations of reflection.  

- Recruitment and sampling 

I invited the entire student group to participate in the audio diaries on a few occasions: on 

the first day of the course before I started the observation, and after the workshop 

sessions. It was clear to students that this was entirely voluntary and that their current or 

future progression would not be affected by their decision to agree or not to participation. 

As for the interviews and focus group, I undertook sampling on a convenience basis, for the 

same reasons. 

Students who were willing to participate were provided with a PIL and asked to read and 

sign a consent form in advance. They also received a guide on how to download and use the 

“Olympus Dictation” App. 
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4.3.2 - Data analysis 

My dataset included rich and thick fieldnotes, integrated by audio files and pictures 

(henceforth I will refer to these as fieldnotes), and interviews, focus group and audio diary 

data. Typically, in ethnographic studies there are no specific standards or rules for analysis, 

although I adopted a critical standpoint and, when I deemed necessary, I used DA in the 

parts that were transcribed from the audio files. I used a qualitative data analysis software 

(Nvivo24) to undertake the analysis of the fieldnotes. I read and re-read them to construct a 

critical, interpretive explanation of what I wrote, going through a defamiliarisation process, 

in which I revised what I saw, and translated it into something new (Thomas, 1993). This 

allowed me to see what I had observed in a more critical way. Indeed, a work of 

interpretation implies to go beyond simple descriptions of events or situations (the 

“what”). It requires to consider the way in which events unfold (the “how”), the 

sociocultural and historical contexts in which they are constructed, and the sociopolitical 

work accomplished by participants (the “why”) (Squire, 2008). Therefore, in this thesis I 

provide my personal interpretation of the data I collected, using the “how” (including how 

language was used, both by myself in writing the fieldnotes, and by participants) to infer 

the “why”. I have effectively reframed the data into something new and produced my social 

construction of the reality I have observed. In doing so, I have continuously reflected on the 

data, by looking for figured representations and metaphors, and on the interpretation 

process itself. 

The data from the audio diaries, the interviews and the focus group were transcribed 

verbatim by EMN Transcription Company25. To safeguard the information, the Company 

signed a data sharing agreement contract. After carefully checking the transcripts with the 

recordings for accuracy, I conducted a critical DA, as described in paragraph 4.2.3, using 

Gee’s (2001, 2011) theoretical tools such as the “filling in tool”, the “big C Conversation 

tool”, the “figured world tool”, and the “big C Conversation tool”. See Figure 5 for a 

representation of the data analysis approach. 

                                                           
24 https://www.qsrinternational.com/nvivo/ 
25 https://www.emntranscriptionservices.co.uk/ 
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Figure 5: Data analysis approach 
The data analysis approach I used for each dataset, explained. 

4.3.3 - Building blocks of understanding 

My data analysis approach, as I explained in Chapter 3, had critical and sociocultural 

theories as a strong underpinning. These theories represent the lens through which I “read” 

and interpreted my data, and the analytical canvas on which I then translated them as 

something completely original. In this thesis I tell a “story” about how a group of GPs 

involved in the 4th year teaching at Queen’s University Medical School deal with the 

complex task of introducing students to General Practice. Additionally, I place my critical 

reflexivity among the finding chapters, as a way to dialogically situate myself as a critical 

researcher into those chapters. The story, although it involves students, is mainly around 

teachers as they need to develop their critical consciousness, in order to foster its 

development in students; one of the findings of the scoping review. The DA comes later in 

the data analysis because it has been influenced by both the scoping and the hermeneutic 

reviews, and by the analysis of the fieldnotes. Hence, in this thesis, I am building blocks of 

understanding in a hermeneutic cycle fashion (see Figure 6). 
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Figure 6: Building blocks of understanding 
Representation of how I constructed the chapters of this thesis throughout a hermeneutic cycle. I did not 
analyse the sources of data in a standalone way, but I used each as appropriate to construct the “story”. 

4.3.4 - Ethical considerations 

Permission for this study to be carried out was sought and approved from Dr Neil Kennedy, 

Acting Director for the Centre for Medical Education (CME), and Dr Helen Reid, Acting GP 

module lead. Subsequently, ethical approval was obtained in June 201826 from the 

Research Ethics Committee (reference 18.31v3, in Appendix 6) at QUB SMDBS. The project 

was then recorded on the University Human Subject Projects Database at QUB for 

insurance indemnity. Written informed consent was obtained from each participant.  

I designed this study, with the support of my supervisors, in order to ultimately provide a 

CE of the GP teaching in the context of fourth year undergraduate medicine. None of us 

had any pecuniary or other undisclosed interest in conducting this study and were 

participating in good faith.  

I believe that any risk in this study was negligible. For the participants (students and 

educators) involved in general observations during the first week of the GP attachment, I 

verbally introduced myself on the first day of the teaching block and informed them about 

my intention to observe the teaching sessions. An email was also sent with attached, the 

                                                           
26 In December 2018 a small amendment was made, hence the document in Appendix 6 is dated 18 
December 2018). 
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specific PIL. Once they had an opportunity to read this, allowing time to consider it and to 

withhold consent if requested, I obtained written consent for observation and audio 

recording.  I also obtained written consent from all interview and focus groups participants 

(students, educators and GP tutors). Potential participants were informed about any 

possible approach undertook in this research in advance, either through verbal 

communication on the days or by email. My presence at any of the teaching sessions was 

arranged to be as unimposing as possible, to minimise any influence on the teaching and 

learning process. Any time I found myself in a situation where I felt that writing notes at 

that moment would appear insensitive, I waited and recorded these at a more appropriate 

time.  

Participants were free to withdraw from the project at any stage, those involved in 

interviews and focus group were specifically informed of their right to withdraw their data 

as part of a 2-week cooling off period after the interview or focus group.  All participants 

were advised that their wish not to participate in the project or any views expressed during 

the course of data collection would not adversely have affected their employment, career 

progression or relationship with myself, their teachers or tutors. Students were made 

aware that non-participation in this study would not have adversely affected their 

education or progression in any way, academically or otherwise. Participants were invited 

to approach myself or any of the supervisory team to clarify any concerns and to freely 

withdraw their consent at any time.  

All data collected was treated securely, anonymously and confidentially as per QUB 

research practice policies. Strict confidentiality was also maintained on all teaching content, 

practices and dynamics. Students, educators and GP tutors’ identities were concealed. I did 

not write down full names in the fieldnotes. Audio recordings, audio diaries, focus group 

and interviews were anonymised. Participants’ names do not appear on any report or 

publication resulting from this study.  Safeguards were put in place to protect the 

confidentiality of all participants with password protected anonymous data held on secured 

databases for the duration of the project. Any images obtained did not contain anything 

that could allow identification of any participant.  The “Olympus Dictation” App, used by 

students to record the audio diaries, provided security as the dictation files are protected 

even before they are sent via email – and cannot be listened to by unauthorised persons at 
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any point in the delivery chain27. Once received in my email inbox, the audio files were 

transferred to an encrypted password protected computer in the CME, QUB, to allow 

transcription and later analysis and discussion.  Consent forms, along with the fieldnotes, 

were stored in a locked cabinet in CME, QUB.  Data is securely stored for an indefinite 

period, to allow for potential secondary analysis. 

4.4 - Chapter summary 

I started this chapter with a reminder of the previous 3 chapters, with the intent of not only 

maintaining a congruent “red thread” throughout this thesis, but also to foreground some 

vital underpinning to my methodological choice, which takes an overarching P-CE approach 

integrated with DA. I then detailed the more practical methods I used in order to collect 

and analyse data, relating them with the specific aims, objectives and context of this 

research, and finally explaining how I built “blocks of understanding” throughout this work. 

The next Chapter, 5, is a preamble to the findings, aimed at helping the reader to 

historically and socially situate the findings, which I articulate in Chapters 6, 7 and 8. 

 

  

                                                           
27 
https://www.olympus.co.uk/site/en/a/audio_software/transcription_software/odds_1/odds_dictati
on_delivery_service_1/index.html 
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Chapter 5: Preamble to findings 

“Since the ensemble of social relations is contradictory, human historical consciousness is 

contradictory; having said that, the question arises of how this contradictoriness manifests 

itself. It manifests itself all across the body of society through the existence of the different 

historical consciousnesses of various groups, and it manifests itself in individuals as a 

reflection of these group antinomies.” 

― Antonio Gramsci 

Adopting a critical approach to research and enquiry means situating the context of 

observation in history and practice. In other words, the social, cultural and historical 

background of medical education in Northern Ireland, and GP teaching in particular, must 

be considered. Indeed, any development and transformation in medical education is 

inevitably intertwined with social and historical change, therefore interrogating the 

historical context is an essential preliminary step before I can delve deeper into the 

findings. This preamble serves as an important reminder of the historicity (Gramsci, see 

Chapter 3, notes 13 & 14) of undergraduate GP teaching at QUB, and, crucially, of it being 

traversed by “contentious local practices” (Holland & Lave, 2009) (see 3.3.2). 

In this chapter, I first “historicise” the context I observed, with the intent to offer a further 

analytic lens to the reading of my findings. I then introduce the finding chapters, re-

introducing and further expanding on some of the Gramscian constructs underpinning this 

thesis. 

5.1 - Situating the researched context in history and practice 

I was fortunate to discover that a PhD thesis, “The History of the Teaching of the Specialty 

of General Practice in Northern Ireland”, was written on such premises in 2003 by Robert 

Harland, a GP and lifelong educator. Therefore, this section is written with the support of 

said thesis, and I refer the reader to it for a thorough understanding of how GP teaching has 

developed in Northern Ireland.  

In his thesis, Harland (2003) describes the “power plays” behind the attempts to provide 

education for the working GP in Northern Ireland. Harland asked the very critical question 

about the structures of power at play when medical education was in its infancy, and how 

they worked. He observed that sometimes these structures (such as universities and 
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medical corporations) did not work in favour of medical education, as they should, but 

rather they acted in their own best interests.  

During the 19th century, when medical education was developing its own identity, five 

different groups were using their influence to affect the standards in the field. These were 

the medical staff of the voluntary hospitals, the royal colleges, the universities, the learned 

societies, and central and local government. General Practitioners, as an organised group, 

were missing from the arena. Again of interest is that up until the middle of the 19th 

century the apothecary, the precursor to the “generalist” doctor, was despised and 

rejected. Harland notes that this was illustrated by the failure of the first attempt to create 

a College of General Practitioners in 1844, when the lawmakers were unable to produce a 

system that would separate the qualified from the unqualified practitioners. Another 14 

years elapsed before any enactment on medical education took place, and 108 years before 

the late arrival of the College of General Practitioners. For Harland, this fact highlights the 

lack of GP power in that period (Harland, 2006). 

As for the practice of healthcare at this time, there were three licensed groups who 

provided it: the physicians, the surgeons, and the apothecaries. These groups had a strong 

hierarchical organisation, with the physicians at the top of the pyramid. They had university 

education and mainly served the elite in society. The surgeons, second in the pyramid 

model, were usually from further down in the prevalent social hierarchy of the time. They 

had to serve seven years as an indentured apprentice before starting to practice. The 

apothecaries were at the bottom of the pyramid. They were ordinary people and regarded 

as totally inferior to the physicians. They also trained by apprenticeship. Starting out as the 

medical attendants to the poor they became the GPs to most of the population. There was 

a fourth looser grouping of unqualified practitioners, the “Quacks”, from which the 

apothecaries were separated but with great difficulty. 

Medicine started to be taught in Belfast in the early 19th century, initially mainly through 

pupilships, with the introduction of clinical lectures in 1827. Whilst the Royal Belfast 

Academical Institution (RBAI), which played host to these academic activities, was created 

as a secular institution, three-quarters of the students were preparing for ordination in the 

Presbyterian Church. The institution was “an embryo University of unique type” which did 

not fit the English or the Scottish pattern. It was part school and part college, controlled by 

mainly non-medical owners. In 1835 a medical school was created, as an addition to the 

other academic disciplines in the RBAI.  
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The Belfast Medical School, founded in 1835, was transferred to the Queen’s College 

Belfast (one of the four Irish Colleges – Belfast, Trinity (Dublin), Cork and Galway) in 1847 

(QUB from 1908). During this time, the influence of the medical school gradually gained 

over the apprenticeship model of learning. As already mentioned, from the 19th century 

the medical corporations controlled the planning and burden of undergraduate and 

postgraduate medical education for all the specialties. In 1839 the Irish Medical Association 

was founded, but it merged with the British Medical Association (founded in 1832 under a 

different name) in 1936. In 1862 the Ulster Medical Society was created and this has 

remained active since, with the production of the Ulster Medical Journal and with a regular 

programme of lectures. 

Other important sociopolitical factors in this periods include the creation, through a 

Medical Act, of the General Medical Council (initially named “the General Council of the 

Education and Registration”) in 1858, the introduction of a Dispensary system in Ireland, 

which provided healthcare for the “sick poor” (people with no insurance cover) and the 

National Health Insurance Act 1911, which provided insurance against “loss of health and 

for the prevention and cure of sickness, and for insurance against unemployment and for 

purposes incidental thereto”. 

It was at the end of the 19th century that a particular mindset started to emerge in 

medicine, a mindset that favoured a reductionist approach that suppressed holism, and 

encouraged the specialist’s rather than the generalist’s methodology. Also, physicians were 

starting to use a particular vocabulary based on the “rhetoric of science”, which “secured a 

vehicle for their professional recognition”. 

5.1.1 - Development of GP teaching at QUB 

1920 to 1990 

Again, for this section, I will be mainly reporting information from Harland’s thesis and an 

article he published in 2006, where the author explored how power dynamics shaped the 

General Practice educational system in Northern Ireland between 1920 and 1990 (Harland, 

2006). In 1920, the Government of Ireland Act created two new states, the Republic of 

Ireland (initially called Irish Free State) and Northern Ireland. In 1990 the Postgraduate 

Education Allowance (PGEA) replaced “Section 63” (which regulated funds for postgraduate 

courses), and a Chair of GP, who had fostered positive developments in GP education, 

retired. At this point, after years of developments, the Medical Faculty at QUB had 
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accepted General Practice as a core curricular subject, acknowledging both the quantity 

and quality of the teaching. The status of General Practice in the medical school continued 

through the appointment of a new Chair of General Practice. 

Over this period, the status of GP teaching at QUB had very significant developments and 

Harland identifies how power was “used and misused” by the various actors involved, 

directly or indirectly. These main actors were groups such as hospital consultants, medical 

academics, local and national government, and GPs. Also individuals were involved, for 

example the Dean of the Faculty of Medicine and the Professor of General Practice at QUB. 

There also were power struggles between university and government. Harland defines “use 

of power” by “an actor’s ability to induce or influence another actor to carry out his 

directives or any other norms he supports”. 

An important element in the development of GP education in these years (and up to today) 

is the power struggle between the hospital-based specialists and the community-based 

generalists. It is often asserted and frequently acknowledged that the medical profession is 

problematically siloed into specialties. This division started gradually in the 19th century 

and it became solid with the 1946 Act. Since the pre-NHS days, hospital consultants were 

the most powerful group within the profession. This group perceived GPs as “the fellows 

who fell off the ladder”: of a lower social, intellectual and professional order. Harland 

(2006) noted that “this common heresy” was still very much alive at the time of his thesis, 

despite the fact that today’s GPs undergo extensive specialist postgraduate training. This 

attitude and these perceptions created the idea that it should be the consultants delivering 

medical education. Indeed, for a long while, and until something changed thanks to 

influential individuals, they were the only undergraduate and postgraduate clinical 

educators in the QUB Medical Faculty. Consultants at this time also delivered GP education, 

which therefore was not receiving an appropriate answer to its generalist educational 

needs, at least until the 1950’s. 

Things changed through the actions of two main actors at QUB: Prof. Pemberton as the 

head of the Department of Social and Preventive Medicine at QUB (1958) and Prof. Irwin as 

chair of General Practice (1971, the first in Ireland and fourth in the UK). The former had a 

deep awareness of how socio-economic conditions affect patterns of disease, and was 

convinced about the importance for medical students to understand these dynamics. 

Because GPs dealt with these things on a daily basis, unlike hospital consultants, they would 

be the perfect teachers of these subjects. This is how GPs started to be involved in formal 
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academic teaching at QUB. It is important to highlight the fact that in the second half of the 

20th century the gradual break-up of the extended family led to an ever-increasing burden 

of work for the GP. Therefore, academic commitments were particularly challenging and 

academic productivity was affected. Prof. Irwin acknowledged and acted toward this 

problem by planning and building a “Practice-linked department”, where the academic 

clinical staff undertook part-time clinical work in partnerships.  The Dunluce Teaching 

Health Centre opened in 1980. The GPs who were involved in teaching needed to learn how 

to teach undergraduates and how to ensure the co-operation of their patients. At this point 

GP teaching was present in every year of the curriculum, and each year of clinical teaching 

had its own learning objectives. 

In those years, both Prof George Irwin and Dr John McKnight (the Director of the new 

Postgraduate Medical Education Board at QUB from 1965) shaped the course of both 

undergraduate and postgraduate medical education settings. Through their actions they 

managed to:  turn General Practice into a core curricular subject at QUB Medical Faculty; 

make contributions to the Education Committee of the RCGP; shape the specialist level 

teaching for the registrars; make sure there was an adequate supply of examiners for the 

RCGP membership entrance tests. In Harland’s words “this paradigm shift had advanced GP 

power” (Harland, 2006p150). 

Harland’s political analysis includes reflections on the power of both the state and the 

pharmaceutical industry in the provision of medical education at both undergraduate and 

postgraduate level. He asserted that the schisms within medicine suit Westminster 

parliamentarians, because they like to divide and rule and they maintain control on all 

educational matters, including medical education. For Harland, this is a misuse of power 

which needs to be realigned in order for the medical profession to achieve a more 

independent position. In his view, the medical professions should be more directly 

responsible for their own educational duties. This concept was at the core of a firm 

proposal in 1989 in Northern Ireland regarding postgraduate medical education, but the 

argument was lost and the governmental control grew even stronger. Harland states that 

“in today’s world, it has become clear that the teaching must be shared with the GPs – at all 

levels. The whole profession benefits when this input of knowledge, skills and attitudes is 

maximized in this way. The QUB department of General Practice could enlarge to include 

much more postgraduate teaching”. To reach this end, Harland advocates a unification of 

the various cliques on the medical professions in order to achieve sufficient power to 

orchestrate and achieve the profession’s proposals for GP education. 
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On reflection, Harland’s analysis ends in 1990, but the paradigm conflict remains a very 

contemporary focus. 

1990 to present 

I wrote this section, and the following one, with the support of Dr. Nigel Hart, a clinical 

academic in General Practice at QUB, Associate Director for General Practice and Primary 

Care, and my PhD supervisor. The QUB Medical School underwent a reorganisation of the 

curriculum in 1996. At this stage the final year GP attachment was removed but there is no 

clear documented rationale for why this happened. Additionally, the Family Medicine 

attachment was reduced from initially being in year one and two, to being only delivered in 

year one. What remained was a 4 week GP attachment in 4th year of which one week was 

spent in the classroom with three weeks in a clinical attachment. So GP teaching at this 

curricular re-organisation in Queen’s University was diminished in curricular time (N. Hart, 

personal communication, October 2019). The 2005 GMC visit resulted in a report in which 

one of the Recommendations was a call for more curriculum time in GP. In 2008 a re-

organisation within the Medical School resulted in a disbandment of departmental 

identities, so the idea of departments such as GP, therapeutics, psychiatry, etc. ceased to 

exist. However, because the department of GP was physically located in Dunluce Health 

Centre, and because there was a body of individuals working within it, the Department of 

GP retained some of his shape and functions, even though it did not exist as a recognised 

structure within the Medical School.  

In 2011 Prof. Ed Peile was invited to make another short curriculum review and his report 

again highlighted the need to address a low proportion of GP teaching in the curriculum. In 

particular he pointed to the absence of GP teaching in the year three of the curriculum. In 

September 2011 Dr. Nigel Hart delivered a presentation to the Medical Education Executive 

Committee (the forum of the senior management team) in which he made a proposal for 

the merits of clinical attachments in GP as part of the Undergraduate Curriculum. After a 

visit to Keele University in January 2012, a curriculm within which students had 15 weeks of 

GP attachments in final year,  Dr. Hart initiated a formal effort to move the agenda forward, 

and in 2013 a small pilot of ten students spent one week of their 11 week post-clinical finals 

pre-foundation assistantship in the General Practice setting. This small pilot was regarded 

as a success and so during the following two years the number of students was increased to 

one fifth of the year. Fifty students were able to have a one week of their now nine weeks 

Assistantship (reduced from the original 11) in final year in General Practice. This 



 
 

88 

attachment became known as the GP assistantship (Ryan, Gormley, Hart, 2017). This 

success set the foundations for what General Practice could successfully contribute to the 

QUB curriculum. From 2016 onward all the final year students, after finals, did one week of 

their nine-week assistantship in GP and this has remained until the current day. In addition, 

in 2016, 18 Final Year students were afforded the opportunity, to do an additional two-

week attachment in General Practice. With progressive increases year on year, all Final Year 

students in the 2019-20 academic year have been afforded 4 weeks in General Practice in 

the pre-final exams period. This GP Assistantship week post-final exams continues. 

Developments in the external environment may have continued to contribute to a change 

of intent towards the proportion of curricular time spent in General Practice. One such 

development was the publication of the Bengoa report “Systems not Structures, changing 

the health and social care” (2016) and the Department of Health’s response “Health and 

Wellbeing 2026: Delivering Together” (2016). Both of these highlighted the need for 

increased delivery of undergraduate curriculum in GP, particularly in the health ministers’ 

response. In November 2016 the highly influential Prof. Val Wass’ report “By Choice not by 

Chance” added weight to the argument, highlighting negative trends within UK medical 

schools regarding curricular time in General Practice; QUB was seen to be at the bottom 

end of that particular ranking table in terms of the emphasis on the importance of GP and 

the unique affordances of GP for medical students. Whilst the focus of the Wass report was 

in respect of the recruitment of graduating doctors into the GP training, the responsibility 

borne by Medical Schools, in terms of giving authentic and valuable experiences in GP as 

part of the curriculum was highlighted.  

In April 2017 following the next scheduled visit from the GMC recommendations from the 

previous visit in 2005 would be expected to have been implemented. During this review 

visit, the GP teaching leads were able to showcase the revisions that had been made in the 

curriculum, such as the GP assistantship and the final year attachment and a five year plan 

for expansion of delivery of the curriculum in General Practice (Hart, 2017). One of the 

Recommendations coming out of this GMC visit was a full curriculum review. This review 

formally started in October 2018 and the first students entering under the new C25 

curriculum will start in October 2020. When fully implemented, students will spend 25% of 

their clinical curricular time in a General Practice setting (N. Hart, personal communication, 

October 2019).  
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5.1.2 - General Practice education at QUB today 

"The  Queen's  medical  graduate  is  a  caring  and  compassionate  doctor  who  is  

a  critical  thinker, problem solver and reflective practitioner with excellent clinical 

skills who values, above all else, service to patients."28 

The reason of my excursus on the history of GP teaching at QUB resides in the fact that the 

current GP curriculum needs to be seen as a product, a result of years of power plays 

embedded in a particular social, cultural, political and historical environment, that of 

Northern Ireland. As Harland noted (2006), there are both advantages and hidden dangers 

in limiting a study to these small-scale dimensions. On one side, there is the value of being 

able to conduct an in-depth and rich analysis. On the other hand, there are dangers created 

by the researcher’s bias, the analysis of sources, and methodological difficulties. As I 

explained in Chapter 4, through a critical approach to the way I undertake this research and 

construct my analysis, I make every effort throughout this thesis to avoid, or at least 

acknowledge and openly express, any assumptions or the imposition of my views on the 

reader or the research participants. 

In this section I describe, to the best of my knowledge, the undergraduate General Practice 

teaching at QUB as it was organised up to and during the period I undertook my PhD at 

QUB (2017/2020). Although this research specifically looks at the 4th Year GP teaching as it 

ran in the Academic Year 2018-19, it is important to situate this module, which I fully 

describe and analyse in Chapters 6, 7 and 8, within the larger Medical School curricular 

teaching and learning objectives. I also expand on how GP teaching was spread over the 5 

Years of study at the time of this research, as described in the Undergraduate Medical 

Student Handbook Years 1-5 (CME, 2018a). 

The Medicine Course at QUB offers early clinical contact with patients to foster students’ 

learning on the families lived experience and the sociological aspects of medicine. In the 

early years (1-2) students are mainly based in the main University campus, where they 

attend clinical lectures, tutorials, clinical skills sessions, and anatomy dissections. In the first 

two years clinical attachments are generally based in hospitals and General Practices in the 

greater Belfast area for the purpose of learning clinical “history-taking” and examination 

                                                           
28 Quote on the first page of each Year Handbook and on the Undergraduate Medical Student 
Handbook Years 1 -5. 
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skills. The Medical School expects students to demonstrate a professional and responsible 

attitude from the very start of their medical academic career. 

In Year 1, the main objective, as stated in the Handbook, is to “bring everyone up to the 

same level with regard to the fundamental medical sciences and medical terminology” 

(CME, 2018b). Students attend lectures, practicals and tutorials aimed at cultivating their 

clinical knowledge and their clinical and professional skills. General Practice teaching 

appears in Year 1 within a “Clinical and Professional Skills” module, in which students learn 

the foundation for future practice. The module includes several elements such as academic 

skills, patient safety and professionalism, communication skills, family attachment scheme 

and clinical skills. Within the last two, there are clinical attachments in the General Practice 

or hospital setting, and students get an opportunity to meet patients in the community and 

learn more about the social impact of illnesses. 

Year 2 furthers students’ foundation on subjects such as anatomy, physiology, 

pharmacology, clinical and communication skills, epidemiology and applied public health, 

psychology and sociology (CME, 2018c).  These subjects are  taught  from  a  body-systems  

perspective  focusing  on  the  cardiovascular,  respiratory, gastrointestinal,  reproductive,  

renal  and  endocrine  systems. General Practice teaching appears again in the curriculum 

within a “Clinical and Professional Skills” module, which builds on the same module in Year 

1. The content is delivered within the Clinical Skills Education Centre and on Clinical 

Attachments, either in a hospital or General Practice setting. 

In Year 3 and 4 students build on and consolidate the knowledge and skills they acquired 

during the first two years of the course.  At this point in their academic career, students’ 

contact with patients increases, indeed the emphasis on 3rd Year is on direct patient 

contact, involving history-taking, examination of patients and basic clinical procedures. 

There is no mention of General Practice in the Year 3 Handbook (CME, 2018d). In Year 4, GP 

teaching is timetabled in rotations of 4 weeks blocks of teaching (CME, 2018e). In the first 

week students attend a series of face-to-face sessions, after which they move to clinical 

placements in a designated General Practice in Northern Ireland, for the rest of the block. 

On the last day of the second week there is a face-to-face ethics teaching session. At the 

end of the academic year all students attend a session in which they collectively discuss the 

GP teaching and clinical experiences with the educators and the GP tutors who mentored 

them at the clinics. 
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Year 5 consolidates the knowledge and skills students progressively acquired during the 

previous 4 years (CME, 2018f). The curriculum is organised around attachments and 

assistantships in the hospital and General Practice setting, to help students develop the 

practical skills and confidence to be effective, competent and safe Foundation Year Doctors. 

General Practice appears in a two-weeks clinical attachment (General Practice 

Consolidation of Clinical Practice - a further expansion is planned from 2019-20) in which 

students further develop their skills in clinical reasoning and gain further experience of 

General Practice.  In this attachment students get frequent patient contact, and these 

clinical encounters are supported by “one to one” supervision.  The aims of the attachment 

are to improve students’ ability to take a focused history, undertake thorough examinations 

and formulate appropriate management plans. Additionally, students spend a week with a 

GP within a nine-weeks Clinical Assistantship. During the nine-week Assistantship students 

are allocated to a hospital and are “attached” to a Foundation Year 1 doctor (FY1) peer to 

“fine tune” the skills they will need to be a good FY1 doctor.   

So the second part of the undergraduate Medical course is mainly based on clinical 

experience which happens in partner teaching hospitals and General Practices spread 

throughout Northern Ireland. As highlighted in the Undergraduate Medical Student 

Handbook Years 1-5 by Dr. Neil Kennedy (CME, 2018a), the School has therefore a “close 

relationship with all aspects of the Health Service in Northern Ireland” and this has created 

“a special relationship between the University and the local community it serves”.   

Curricula, as socially constructed educational artifacts, are influenced by relationships and 

dynamics of power between people, groups, institutions, ideologies and paradigms. These 

dynamics can be more or less explicit, but, in a critical approach to research, such as the 

one I adopt in this thesis, they can always be seen as dialectics among hegemonic forces, 

which inexorably affect education. I hope, through situating the GP course I observed and 

articulated in this thesis, into its socio-historical context, to add a further analytic lens to my 

findings.  

5.2 – Introducing the findings 

The question asked in this thesis is: “How are the affordances for the development of 

critical consciousness enacted, in an undergraduate General Practice learning 

environment?” 
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As I answer this question in the next three chapters, I tell a story about how a group of GPs 

involved in the 4th year teaching at Queen’s University Medical School (a mixture of GP 

Academics and others who are principally clinically active GPs) deal with the complex task 

of introducing students to General Practice. The area of interest is not (or not solely) the 

way in which they build knowledge with students. Rather, what the next three chapters 

explore, is the way in which GPs reaffirm their vocation, values and identity by representing 

(and therefore, shaping) the context of GP in their educational practices. It is about the way 

GPs enact the object of their concern, General Practice, through a series of educational 

practices in which elements of General Practice are being identified, conceptualised, 

problematised, deconstructed, given meaning and placed in a social, historical and cultural 

context.  

As typically happens in critical ethnographic studies, I have constructed this account 

through a variety of data sources: extensive fieldnotes and reflections I produced during 

the observation phase, integrated with audio recordings of in-class discussions, semi-

structured interviews, a focus group and audio-diaries. 

Inspired by Annemarie Mol’s medical ethnography (Mol, 2002), in my analysis I try to move 

away from epistemology; I do not ask whether representations of this particular reality (GP) 

are accurate. My platform is instead ontological: it concerns the way objects (constituting 

the reality of GP) are enacted in educational practices and pedagogical relations. As I 

articulated in Chapters 3 and 4, this approach is critical: it concerns how these objects are 

constructed within a dialectic that is influenced by the social, historical and cultural context; 

it takes into account of hegemonic power dynamics. The framework is Gramscian: 

educational practices are embedded in a fabric of pedagogical relations, which are 

invariably also hegemonic relations. Within these hegemonic relations, individuals 

“dynamically conform” by “forging themselves” (“fabbro di se’ stesso”, Q10II§54, SPN). This 

occurs through an ongoing dialectic between a social level (macro-level formation) and an 

individual level (micro-level formation), conditioned by the first (see 3.2.2). In simpler 

terms, identity is constructed within multiple layers of pedagogical context. 

It is helpful to conceptualise this continuous process of identity development through 

education as one of self-transformation.  At an individual level, learners are “purified” (see 

3.2.2) by their immersion in common sense meanings. These, of course, reflect dominant 

ideologies. The individual’s “catharsis” is mediated by teachers within particular social, 

cultural and historical contexts. This identity work is inherently political, and twofold: 
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teachers realise their own human nature through the activity of transforming and 

consciously directing others (Q10II§48, GPDL).  Students and teachers each become 

themselves through the ability to understand (“consciousness of relationships” - Q10§54, 

GPDL) and transform the world by modifying external relations with the context and others 

(Ragazzini, 2002p36). Within the analysis, therefore, I highlight how teachers reaffirm, re-

elaborate and reconstruct their identity as both GP educators and doctors, elaborating the 

FW of General Practice and inviting students in. Teachers are effectively granting them a 

meaningful position (in FW terms) within this context. Concurrently, I explore how students 

themselves construct their identity as future (critically conscious) doctors through their 

actions and reflections within the FW of General Practice.  

In the next three chapters I use one of Gramsci’s central concepts, that of historical bloc 

(see 3.2.2), as a metaphor to organise and make sense of the insights I obtained through 

the data. Gramsci used this concept in his reflections on human nature and identity, writing 

that “Man is to be conceived as an historical bloc of purely individual and subjective 

elements and of mass and objective or material elements with which the individual is in 

active relationship” (Q10II§48, SPN). To dissect this quote, which may appear less accessible 

in translation, Gramsci is theorising that throughout history, individual’s subjective 

experience has interacted with wider society and culture (mass or more accurately “the 

masses”) and with more concrete everyday tools to produce a sense of identity and being. 

He describes an ongoing dialogic and potentially dialectic relationship in terms of history, 

society, culture and socio-materiality.  In other words, it is a profound exposition on the 

sociocultural construction of self within society. Our human-ness is defined by dialectic 

struggles between subjective and objective elements. In these struggles, hegemony is 

written large, and crucially, as I explained above, hegemonic struggles are also pedagogical 

relations. 

I do not use Gramsci’s metaphor as a descriptive concept, but as a strategic one (Sotiris, 

2018). In theorising education as a mediator of identity, however hegemonic that education 

might be, an opening for change is created. From the ontological struggle between GP 

teachers and students, we can draw an entire ensemble of complex pedagogical relations 

and philosophical shifts. Each element of this ensemble is interacting with each individual 

student and teacher in a dialectic fashion. Each of these many dialectic interactions occur 

on a background of the social, cultural, historical and material baggage brought to the 

table: not only as we might intuitively understand by individuals themselves, but also by the 
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surrounding complex layers of context. Multiple historical, cultural and experiential voices 

are at play in every single teaching interaction. 

Below, I categorise three of these strands of the ensemble described above in Gramsci’s 

socio-culturo-historic and material terms. Reflecting Gramsci’s formulations, I have chosen 

these three “blocs” to reflect their importance within the analysis. Note, to add further 

complexity and polyphony, relations between each of the blocs themselves are dialectic. 

Inspired by an educational CE I have recently read (Korth, 2001), I have organised them in 

what could be seen in a “consciousness raising” fashion, but in this thesis it is nevertheless 

a dialectic between spontaneity and conscious direction. 

The three “blocs” are: 

- Bloc 1 - Between spontaneity and conscious direction:  

About the educational practices, how they unfold as dynamics which both influence and are 

influenced by the educational context. It includes characteristics of the curriculum, how 

knowledge is conceptualised, authority, power, and conflict in the educational environment, 

which all represent an (implicit) pedagogy. The landscape of practice. 

- Bloc 2 - Reading the World:  

The ways in which students and teachers alike develop their attitude to understanding 

(reading) the world (of General Practice) as culturally, socially, historically, institutionally 

and interactively perceived and interpreted. 

- Bloc 3 - Speaking the(ir) World:  

The ways in which students and teachers develop a disposition towards acting in the world. 

The first action is “speaking” the world, constructing and enacting it. 

In a fourth section, as every rigorous postcritical ethnography requires, (Noblit, 2004; 

Hytten, 2004), I dialogically situate myself as a critical researcher onto my articulation of 

the results (Korth, 2001). 
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Key 

In the chapters which follow I will use data captured in a variety of contexts and in a variety 

of ways (see 4.2.4). The sources of data are not analysed in a standalone way but each are 

used as appropriate to construct the “story” referred to at the start of this paragraph and in 

Chapter 4 (see 4.2.6). In order to assist the reader, I denote the source of each element of 

the data quoted, as it is included by using the following notation: (ǂ) will follow each quotes 

coming from the fieldnotes (i.e. my notes during observation). To further clarify, these will 

be in italics to signal that their accuracy has been informed by audio recordings, and in 

normal font when the quotes are a recall or paraphrase of what was said. (¥) will follow 

each quotes coming from the interviews (in italics). (ƛ) will follow the quotes from the focus 

group (in italics). (§) will follow the quotes from the audio diaries (in italics). The following 

table (Table 1) will appear in each finding chapters’ footer section. 

Table 1 

(ǂ) Fieldnotes  
(accuracy of quotes informed by audio recordings)  
(researcher’s recall/paraphrase of what was said) 

(¥) Interview 

(ƛ) Focus group 

(§) Audio Diary 

 

Finally, when articulating my findings, I will use the personal pronoun she, the possessive 

(or object) pronoun her, and the reflexive pronoun herself, irrespective of the participant’s 

gender.  
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Chapter 6: Starting with the “spontaneity” in pursuit of 

“conscious direction” 

“The element of ‘spontaneity’ was not neglected, much less disdained: it was educated, it 

was given a direction, it was cleansed of everything extraneous that could contaminate it, in 

order to unify it by means of modern theory but in a living, historically effective manner.”   

― Antonio Gramsci 

In my opinion, all curricula are hegemonic: they can reinforce and perpetrate or they can 

challenge (in what Gramsci called a “counter-hegemonic struggle”) powerful structures, 

relations and views of the world. They can do so not only through their content, but also 

through the ways this content is “handled” through educational practices: it can merely be 

“transferred”, or it can be “co-constructed”. This “bloc” constitutes a particular set of the 

pedagogical relations within the GP teaching: it identifies basic ways in which the 

educational practices (dialogic encounters of individuals and material, social, historical and 

cultural elements) in GP teaching are potentially transformative of both the learner and the 

educational environments.  

For Gramsci, pedagogy has to be directive: intended toward political goals, while “striking a 

balance between spontaneity and conscious direction - spontaneità and direzione 

consapevole” (Mayo, 2008). That is, while mitigating the hierarchical relations among 

students and teachers, educators also need to “direct” learners by imparting a certain 

degree of instruction, in order to render any dialogical education an informed one (ibid.) 

This section concerns the ways in which GP teachers do so, while attempting to cultivate 

students’ understanding of General Practice through their educational practices, teaching 

values, rather than skills for immediate practical purposes. Gramsci, criticising an education 

system that had conformed to consumerism, described the “old school” ways, in which “the 

real interest was the interior development of personality, the formation of character by 

means of the absorption and assimilation of the whole cultural past” (Q12§2, SPNp37). I 

look at this educational context from a “methodological” dimension which in turn leads to 

the discovery of an implicit pedagogical dimension. That is, by looking at the educational 

methods and content in the GP course, how teachers structure their teaching and how they 
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interact with learners, we get to observe an emerging theory of education. A pedagogy that 

will become apparent, with its philosophical implications, as the next three chapters unfold. 

I would like to add a note about this chapter title “Starting with the ‘spontaneity’ in pursuit 

of ‘conscious direction’”. This should not be conceptualised as a vector, going from a 

condition of spontaneity to one of “new common sense” (critical consciousness), through a 

process of conscious direction. It is instead a dialectic, that is, it is a continuous, dynamic 

process (dynamic conformity). I start conceptualising it in this chapter by outlining an 

educational landscape in which the educational practices and relations are interwoven in a 

complex fabric that involves both teachers and students. It is a dialectic that appears in the 

following two chapters: as I describe, analyse and discuss the practices of “reading” and 

“speaking” the world, the dialectic is there encompassing those practices. The nucleus is 

always in how teachers reaffirm their vocation through enacting the object of their concern 

in this dynamic landscape, which unfolds in spaces of critical tension between spontaneity 

and conscious direction. 

Hence, this chapter looks at:  

1) How the GP curriculum29 is structured, and the educational “strategies” GPs use in their 

teaching and learning; 2) How knowledge is enacted throughout the educational practices 

and pedagogical relations; 3) How teachers deal with power and authority in the 

educational environment and how this represents a foundation for the dynamics in the 

clinical environment; 4) How teachers attend to conflict within the curriculum.  

6.1 - Educational underpinnings to the GP curriculum  

In my immersive ethnography of the teaching and learning of the GP course, I had the 

opportunity to observe the GP curriculum unfold through the teachers’ face to face 

educational practice. This privileged position allowed me to develop a thorough 

understanding of the curriculum and, inspired by a previous research which used this 

approach (Korth, 2001), to identify its implicit characteristics (its educational 

underpinnings).  

 

                                                           
29 In this thesis I use the terms “curriculum” and “course” interchangeably, to signify the entirety of 
educational practices and of students’ experience in an educational process. 
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The 4th Year GP curriculum at QUB is: 

1) Internally integrated: not isolated to General Practice content, but connected with the 

wider medical practice and specialties.   

2) Externally integrated: linked with wider (and context specific) sociocultural, political and 

historical dynamics.  

3) Dialogic and dialectic: oriented towards the exchange of opinions and understandings. 

4) Authentic: critical, rather than “spontaneous”, as it accounts for the influence of 

interpersonal, historical and social dynamics.  

5) Flexible and dynamic: open to innovation and change; teaching content and practices are 

not dictated in a mandatory way, they evolve throughout the sessions and the weeks, 

adapting to students’ responses.  

6) Activist: Constructed around transformative practices oriented at fostering educational 

and sociopolitical change. 

As I explained in the Introduction to this Chapter, I now expand on these characteristics by 

looking at the educational contents and methods in the GP course. For each characteristic 

of the curriculum, I use actual teaching sessions as examples. It is not my intention, 

however, to classify these sections into categories, I rather selected them as the most 

meaningful for that particular section, although they could be (and are) used in any of 

them. Moreover, although an integral and essential part of the curriculum, I do not describe 

in any distinct detail here (other than in passing) the clinical placement because I did not 

observe it (I have only indirectly observed it through the audio diaries and the formative 

and summative assessment discussions). Therefore, I do not have the direct experience I 

would need in order to construct a rigorous analysis in this element of the GP course. 

Nevertheless, I hope this analysis will also provide the reader with a thorough portrait of 

how the teaching sessions unfold in the GP course. 

1) Internally integrated 

The teaching sessions within the GP curriculum provide students with a thorough 

understanding of primary care (or, as I will explain in the next chapters, of the “figured 

world” (FW) (Holland et al., 1998) of General Practice) as it is enacted in the teachers’ 
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educational practices. The sessions are structured in such a way that students gradually 

enter this “world”, getting to know the actors and how their practice intersects with 

secondary care and the wider healthcare system. I will explore this subject in-depth in 

Chapter 7 to provide an analysis of how this intersection is conceptualised in the 

educational practices, and possible implications. In this section, it is important to note that 

the teaching sessions portrayed General Practice as both an enclosed domain, and one that 

integrates knowledge and practices typical of other medical specialties, with which it 

intersects through people (patients and professionals) and inter-professional practices. For 

example, the “Management of Common Conditions” (one of the sessions delivered in the 

GP teaching week) had an inter-professional approach, with the participation of pharmacy 

teachers and students. The teacher said: “the key thing is that we work together 

[pharmacists and GPs]… It isn’t about you or me but about the patient” (ǂ). So, the main 

aim of the session was to prepare students for the following weeks in practice, by working 

in interdisciplinary groups around conditions they would likely encounter, while fostering 

students’ ability to prescribe safely, to communicate effectively with other professionals, 

and to provide the best care for the patients. In other sessions, such as “The GP 

consultation”, “Dealing with risk and uncertainty”, “Skin and bones”, and “Emergencies in 

primary care” the main purpose was to expand (especially in “Behaviour change and 

motivational interviewing”) or consolidate existing knowledge, coming from previous 

teaching, while placing it in the context of the primary care consultation. 

2) Externally integrated 

The educational practices and the content of the various teaching sessions help students 

become aware of, and to understand, how the wider sociocultural, political and historical 

context influences medicine and its practice. It is this element that makes the GP curriculum 

“externally integrated”, that is, it unfolds through the identification of the external forces 

that shape the structure and practice of healthcare and medical education. I analyse and 

discuss this characteristic in-depth in Chapters 6 and 7, explaining how the teachers’ 

practices “direct” students’ awareness towards these dynamics. Although intertwined 

throughout the course, this characteristic was manifest mostly in sessions such as: “Deep 

end GP”, “Long terms conditions, multi-morbidity and frailty in the community setting”, 

“Working well with interpreters”, and “Ethical issues in GP”. These sessions (see Appendix 

7) provided students with an understanding of how dynamics and forces apparently only 
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surrounding healthcare from “the outside”, such as legislation, wealth and deprivation, 

immigration, actually have a strong impact in the delivery of care. 

3) Dialogic and dialectic 

The very first educational activity within the 4-weeks course is one of disruption. Students 

are assigned to groups of 7/8 people and asked to physically move to those groups, lifting 

their chairs and placing them in a circle. At the end of this operation, the room format has 

completely changed: from a typical lecture style, now there are 6 circular formations 

distributed across the room. Teachers explain that for the duration of the teaching week, 

they will work in these groups, and their first task is to find a name for their “GP Practice”. 

So in this activity, students are encouraged to think of their group as an actual GP Practice 

in which they are all GPs. The first task of finding a name for “the Practice” is a type of ice-

breaking activity that allows students to become familiar with one another and to feel 

comfortable in working within the “team”. Each “Practice” name is then printed, laminated 

and hung on the wall beside each group.  

This educational strategy of moving students into small groups, although somehow simple, 

has important hidden messages that challenge a more traditional view of teaching and of 

learners. On one hand, it manifests a view of a learner that is active rather than passive, on 

the other hand it expresses a pedagogic intention in which hierarchical relations between 

teachers and students are mitigated. This was clearly expressed by a teacher, who told 

students “We hope you talk to us… we won’t talk to you very much” (ǂ), therefore  

explicitly asking them to take an active, curious and motivated approach to learning, rather 

than expect to passively receive information from teachers. Also, this educational setting 

creates a clear parallel relationship between the educational and the clinical environment: 

students feel that they are working as a team of GPs. It gives a sense of “reality” as the 

cases they discuss and hear from the teachers’ clinical experience, are actual anonymised 

patients’ stories.  

As I kept observing the teaching and learning practices, I came to understand that there is 

much more to the teacher’s statement above, and I will further explain this in 6.2 and 6.3. 

What is important to highlight here is that there is an intent to have a dialogic relationship 

between teachers and students, not particularly didactic. This educational relationship is 

dialectic: it can go well, when students respond, or less well, when they do not engage, 
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although this engagement and transformation might appear at a future point in time. It is a 

dialectic that acknowledges and accepts risk in education. Naming and identifying each 

group as a GP Practice may give students group identity, and an increased sense of 

belonging and accountability to the group members. It reveals the intention to keep 

everyone engaged, even those at the back of the room, or those thinking they do not need 

this teaching because they will not become a GP. However, in my observations I noticed 

that the students who were not facing the screen or the teacher, were losing attention 

more than others, not only during more didactic moments, but also in the general 

discussions. Nevertheless, this strategy created a safe environment where students 

seemed, on a number of occasions, comfortable to spontaneously ask questions and to 

contribute to discussions, not being afraid of getting things wrong. This characteristic 

applies equally to all teaching sessions that I observed. 

4) Authentic 

The dialectical character of the curriculum makes it also authentic. A curriculum is authentic 

when it is fully embedded in the reality of the context in which it unfolds (Korth, 2001). In 

other words, when it accounts for the influence of interpersonal dynamics, and how they 

are conditioned by people’s psychosocial context. In this sense, the curriculum is also 

critical because it does not merely report factual information, but it helps students 

construct an understanding of how that information is embedded within the sociocultural 

and historical context, and how it is shaped by a dialectic of sometimes conflicting forces. 

Indeed, every teaching session was organised around more didactic moments in which 

teachers shared information with students. Moments intertwined with practical tasks 

based on real-life situations and accompanied by group-based reflective dialogue in which 

students were invited to think critically about the social context they were discovering or 

talking about. I mainly observed this in the “Simulated patients”, “Working well with 

interpreters” and “Ethical issues in GP” sessions. The tacit pedagogy embedded in these 

practices involves an orientation to problem deconstruction and analysis, questioning 

attitudes and facilitating interactions within a highly responsive and friendly environment, 

including role-playing of both teachers and students. 
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5) Flexible and dynamic 

The GP curriculum, although constructed on formal documents (Riley et al., 2012; Harding 

et al., 2018) which almost represent a “template”, does not dictate the teaching practices in 

a static way (Korth, 2001). Indeed, students are often given opportunities to explore 

aspects of General Practice that are interesting to them, through being encouraged to ask 

questions and to share cases they encountered in clinical practice. In this way, students are 

effectively (informally) influencing (directing) the curriculum itself. Most teachers included 

storytelling in their sessions, narrating stories that are tangential to the main discussion and 

using these stories to respond to students’ questions or comments. The sessions that had 

the greatest variation, in the topics that were discussed, across the three different groups I 

have observed were: “Afternoon surgery in GP”, “Ethical Case-based Discussions” and the 

Assessment Session. In the last two, students choose to discuss cases that they 

encountered during the clinical placement, therefore naturally these sessions have to be 

flexible. Nevertheless, as I discuss below, this is a peculiarity of the GP teaching practices, 

one that requires teachers’ ability and disposition to accept risk in the educational 

environment (including what Kumagai and colleagues called “iatrogenic trauma” (Kumagai 

et al., 2017), which I address in 7.3.3), and to adapt to the different dynamics in the 

students’ interaction with them and as a group. 

6) Activist  

The curriculum is constructed around transformative practices that are directed towards 

sociopolitical change in 2 ways:  

1) Fostering learners’ attitude to be future active members of the medical profession (fully 

discussed in the next two chapters) 

2) Reforming how medical education is taught and assessed within - and outwith - the 

medical school (also discussed in Chapter 8) 

 Both Gramsci and Freire stress the fact that that education is always political and teaching 

is a political act (Kinkeloe, 2008). According to the 2018/2019 study guide, the ethos of the 

GP course is to familiarise students with the discipline of General Practice. In other words, 

the fundamental character of the GP course is that of introducing students to the 

distinguishing character of GP, its underlying beliefs and values that are manifest in its 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

103 

practices. In Gramsci’s words “the real interest [is] the interior development of personality, 

the formation of character” (Q12§2, SPNp37).  Hence, the overall aim is not that of 

influencing students to become GPs, but to foster “rounded and grounded doctors” (GMC, 

2015), who can deliver good and compassionate healthcare, irrespective of their future 

career choice. These motives are aligned with the recent Bengoa report (2016) relevant to 

the context of the local healthcare ecosystem, an element that allows for political goals to 

emerge from the underlying pedagogy.  

So, the purpose of this curriculum is not to simply impart information, it is less oriented 

toward the concept of “competence” as the single goal of the educational experience. 

Therefore, there is an implicit understanding, among teachers, that the information they 

share is not the only knowledge with value. Most importantly, the pedagogy embedded in 

this curriculum counters the conception that competences must be necessarily taught by 

teachers, or that this would be the only way to learn to be a “good doctor”. This aspect is 

reflected in both the formative and the summative assessment method. Formative 

assessment happens throughout the teaching week, in the form of case-based discussions 

in which both students and teachers express their opinion on clinical cases, often gently 

challenging each other. As for the summative assessment, in the first day of teaching, a 

course logbook is handled to each student. They are informed that they will be assessed 

both through workplace-based assessments throughout the GP clinical attachment in the 

practices, and during the final day of the course (the “Assessment Day”), in which they will 

work in small groups undertaking a case-based discussion facilitated by a GP tutor. The 

logbook is a 50 pages booklet which students are required to complete by recording their 

clinical experiences through the GP attachment. As stated in it, the aim is to help students 

reflect on their performance and progress during the 3 weeks clinical attachment. It also 

highlights that this will help them “prepare for postgraduate medical education and 

training, where portfolios are commonly used to record professional experience and 

development” (CME, 2018g). The logbook is then reviewed on the last day of the course by 

a GP tutor. This is a peculiar aspect of the GP pedagogy, which was highlighted by a teacher 

who told students: “although you have attended some modules before, you did not use 

such a logbook” (ǂ). This statement reveals the teacher’s awareness of the peculiarity of 

the GP course among the other teaching subjects in the Medical School curriculum. I see it 

as an embodiment of the teachers’ intrinsically activist ethos, which I will reveal throughout 
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the next chapters. For now, I will say that this particular approach to assessment manifests 

a different philosophical underpinning to that of the usual CBME approach.  

In conclusion, by applying a critical lens to the teaching sessions and educational methods, I 

have assigned some characteristics to the GP curriculum. I argue that, through these, we 

get to observe an emerging pedagogy that implicitly underlies the teachers’ educational 

practice 

6.2 - Knowledge 

I have explained in Chapter 3 how for Gramsci (and subsequently in what have been called 

“critical pedagogies”, such as Freire’s) knowledge and power are inextricably connected. 

The power of hegemony and its dominant ideas and beliefs of what is right or legitimate in 

the world, is constituted in the realm of knowledge: that is, knowledge, as a set of formed 

ideas, can either legitimise or question (in a counter-hegemonic struggle) the social 

structure. Therefore, looking at how knowledge is enacted in the educational practices and 

pedagogical relations (see 6.3) within the GP course, can give an insight on the landscape in 

which students develop their attitude (power) to take constructive action in the world. 

From my observations, I could identify 5 ways in which knowledge has been enacted in 

educational practice: as generative, shared, interactive, co-constructed, and goal-oriented. 

1) Knowledge as generative 

New ideas are dynamically integrated with existing ones, thus generating new knowledge. 

The very first group task in the GP course is a perfect example demonstrating how existing 

knowledge is dynamically integrated with new ideas. In this task, students were asked to 

think of as many words or phrases as they could to describe what they know of General 

Practice. They had to discuss these within their group and decide on the top 3 positive and 

the top 3 negative words or phrases. During the general discussion, teachers expanded on 

all these words and phrases with the students, providing examples from their clinical 

practice, and inviting students to contribute and ask questions. 

Teacher: “Who suggested time-wasters?” 

Student: “In the most diplomatic way possible… Many patients come and some 

don’t really have an appropriate reason for an appointment” 
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Teacher: “Ok that’s brilliant… The words appropriateness and time wasters stuck 

with me… I think there’s no such thing as appropriateness in a consultation… you 

may perceive it differently but from a patient’s perspective it is not the case, it is 

never a waste of time” […] “There is always an opportunity there for patient 

advocacy… which is about wellness… connecting the patient to that wellness” (ǂ) 

 So, in this instance (although similar practices happened throughout the course), the 

teacher used students’ pre-existing, “spontaneous” (i.e. uncritical) knowledge to generate 

new ideas around General Practice, and to help them start building a wider and more 

critical understanding of it. This is only a small example and I will expand on this in the next 

two chapters, in which I provide more examples to discuss this dialectic. But here, to 

explain the intrinsic meaning of this activity, I will use Gramsci’s quote referring to the 

dialectic between spontaneity and conscious direction: “The element of ‘spontaneity’ was 

not neglected, much less disdained: it was educated, it was given a direction […]: it was 

cleansed of everything extraneous that could contaminate it, in order to unify it by means of 

modern theory but in a living, historically effective manner” (Q3§48, PN2). In these 

activities, students are given the opportunity, and the means, to generate meaning through 

creative integration of new ideas with their existing knowledge and experience. 

In a different educational practice happening in another teaching session, students get to 

perform a consultation with simulated patients (SPs). This activity is of particular interest 

because, incidentally, the teacher was also a PhD candidate who was doing a study around 

OSCEs. In this study they noticed that, in the attempt of making assessment standardised, 

the students’ behaviour in it is also standardised. For this reason, the teacher designed the 

cases, in collaboration with the SPs, in the attempt of avoiding students’ standardised 

approach to the task. She created a task in which students, rather than mechanically 

repeating standardised biomedical facts, language or behaviours, generated new 

knowledge through critically applying broad evidence (acquired during the first three years) 

to the person they had in front, working with them rather than “around” them. So 

knowledge here was enacted as generated, but also as shared, as I explain in the next point. 

Gramsci’s emphasis on participation and practice also points to the social, collaborative, 

and therefore grounded and emergent character of the knowledge – thus, “organic” 

knowledge (Q4§49, PN2).  
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2) Knowledge as shared 

Personal knowledge is exchanged among students and teachers in a process of creating new 

knowledge, which is shared by the group.  

As I explained above, students come to the course with pre-existing, personal ideas of what 

General Practice is. During the course they get to share this “spontaneous” ideas with peers 

and with teachers. Teachers, also, share their idea of General Practice. They represent (and 

therefore shape) the GP context in their educational practices.  

The afternoon surgery in GP, for example, was a mainly storytelling type of session where 

the lecturers shared real, personal stories of daily practice, which students received well 

and with a lot of attention, asking questions to discover more about General Practice. The 

style was discoursive30: the two lecturers did a dual-act teaching, almost a conversation, an 

exchange of different experiences and ideas of General Practice. In these exchanges, 

elements of GP were being identified, conceptualised, problematised, deconstructed and 

given meaning, therefore creating a new, more sophisticated, idea of General Practice 

which became something shared by the group. Of course students will further develop and 

refine this knowledge, this idea of General Practice, after the GP course. Nevertheless, 

within these 4 weeks, students and teachers went through a dialectic between spontaneity 

and conscious direction. Through a succession of spaces of critical tension between “old” 

and “new” ideas, both personal and others’, not only new knowledge is generated, but it 

becomes mutual. 

Sharing ideas and experiences requires participants to have a caring disposition, and to be 

morally committed and responsible. It necessitates trust towards others in order to grant 

them custody of this knowledge, because the other is then empowered as trustee of 

knowledge. It requires mutual reciprocity (Panda, 2012). 

 

 

                                                           
30 I use the term “discoursive” to signify a reflective practice through discourse. 
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3) Knowledge as interactive 

It does not exist as a stand-alone, but in its interaction with reality, objects, and context of 

practice. 

As I have explained before, the GP curriculum is dialogic and authentic. Teachers actively 

engage students by involving them in practical group tasks in which not only students 

discuss real-life case scenarios, but they use tools, such as guidelines or prescriptions, that 

they will use in the actual clinical practice. Sometimes they also use real demographic data 

to discover characteristics around the social context surrounding the various GP Practices 

they would spend their clinical placement at (see 7.1.1).  

In a group task around the management of common conditions, students were asked to 

discuss a case: they had to establish a working diagnosis, devise a management plan (both 

pharmacological and non-pharmacological), and complete a prescription. Each group had a 

copy of the BNF to consult, and a simulated prescription sheet to fill-in. In the discussion 

following the task, the groups would describe and discuss the whole clinical reasoning they 

went through in writing the prescription. In one instance, two groups decided to prescribe 

Paracetamol, although the Health and Social Care Board’s direction would be more inclined 

towards suggesting an over the counter option. This brought the discussion towards 

practical and socio-economic issues.  

Teacher: “how much does a prescription cost to the NHS?” […] “£0 for children, £8 

for adults, but about £20 in total, GP time etc…” 

Student: “we thought that maybe the family can’t afford paracetamol”  

Teacher: “this is important, paracetamol is generic and very cheap. So it all depends 

[from the patient…] remember, you’re a little part in a bigger NHS machine… if you 

prescribe it once, everyone will be expecting the same all the times” […] “Think of 

the person in front of you… we don’t treat conditions but the person with a 

condition” […] “If I’m treating children, I usually ask the parent: ‘do you have 

paracetamol at home?’ In adults, I’d be more inclined to let themselves get it.” (ǂ) 

So, effectively this teacher directed students in a reflective dialogue through which they got 

the opportunity to recognise how clinical practice is connected with the practical social 

context, then they were directed towards critically thinking around that particular context. 
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In this sense knowledge is enacted as interactive: it indeed interacts with the clinical 

environment and the (socio-economic) context and tools of clinical practice. Knowledge is 

viewed here not a stand-alone entity, but as existing in its dynamic interactions with reality. 

4) Knowledge as co-constructed 

It is expanded through interpersonal discoursive dynamics. 

These group tasks were always followed by extensive discussion in which teachers, such as 

in the case I used above as an example, made sure that all the links with the actual world of 

clinical practice, and the social context, were made. The students’ responses to the tasks, 

or, in other words, the “solution” they came out with, was never the “end of it”. 

In the “Ethical Issues in GP” session, students were presented with dilemmas to discuss as a 

group, in collaboration with the teachers. One was about a smoker who needed to have an 

operation but was not interested in stopping smoking. At the pre-op assessment, the 

doctors said that, unless he stopped smoking, lost some weight and got fitter, they would 

not do the operation. The patient then went to the GP wanting a private referral.  

Teacher 1: “Would anyone have a problem giving him that, considering the four 

principles of autonomy, beneficence, non-maleficence, and justice?” 

Student 1: “It’s up to the private clinician, to decide if to do the procedure or not” 

Student 2: “I’m sure they’d operate at the same standards of the NHS…” 

Teacher 2: “But he says: ‘I’ll pay, I just want the operation to be done’ [...] Those of 

you who have said yes, he’s entitled to that, what ethical principles are you 

prioritising there?” 

Students: “Autonomy” 

Teacher 2: “Yes, classically it’s seen as almost trumping other ethical principles… 

but, does he have an absolute right of autonomy… like… think about it… just say 

that he sees someone who’s prepared to take a lot of money and says ‘yes, just give 

me your money and I’ll put you on the table’… are there any other ethical 

considerations we may have to think about then? […] If he just says ‘yes, I’ll pay, I 

don’t care if I die on the operating theater, I just want to do this’” 

Student 3: “That’s his choice… yes, that’s autonomy” 
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Teacher: “Yes but are there any other ethical principles that come to play that we 

should be considering?” 

Student 4: “None of us is strong enough to ever violate autonomy” 

Teacher 2: “Really? So you’re saying… absolute autonomy” 

Student 4: “Anything else would be in violation of consent” 

Student 5: “He’s asking for someone who he could see privately” 

Teacher 1: “So that’s up to the GP then to give him that referral? So if the GP says 

‘yes, ok I’ll make that referral’… while [Teacher 2] is saying we passed that point…” 

Teacher 2: “So are there any other ethical principles we need to consider at this 

point?” 

Students: “Cause no harm” 

Teacher 1: “So what’s that principle, or theory? … Beneficence..?” 

Teacher 2: “So ok, but if the patient says ‘I don’t care if I die on the table’… that’s 

still his autonomy… but is it just him we need to think about? Could the harm 

extend anywhere else as well?” 

Students: “His family, the surgeon…” 

Teacher 2: “Yes, nobody likes an intra-operative death…” 

Teacher 1: “Anybody else?” 

Students: “Nurses” 

Teacher 2: “Yes… the whole healthcare team… and also, another thing I was 

thinking about… the operating list would be cancelled that day… if he dies… 

potentially causing harm to anybody else who was scheduled for a much needed 

surgery that day” 

Teacher 1: “So this is a justice issue as well…” 

Teacher 2: “There’s no answer there, we are just trying to highlight the 

complexities…” (ǂ) 
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In this interaction, as in many others I have observed, students’ responses were 

deconstructed, problematised and reconstructed to collaboratively find alternative 

possibilities, envisaging alternative courses of action and possible consequences. In this 

sense, knowledge is not considered as an objective, as something merely transmitted to 

students, but as something that is co-constructed through the discoursive dynamics among 

students and teachers. This is confirmed, I think, by the fact that throughout the GP course 

the didactical, lecture-style moments, were reduced to a minimum, and always used as 

occasions to provide extra context to the discussions. 

5) Knowledge as goal-oriented 

It is not an objective “per se”, but a mean to a wider, political goal. Hence, it has a 

“direction”. 

I have explained above how knowledge is enacted, in the educational practices I have 

observed, not as a stand-alone entity, but as existing in its dynamic interactions with reality. 

Directly related to this, although on a different ontological level, is its enactment as a 

means to an end. Using again the example of the “ethics dilemma” above, we can see how 

the teachers connected the knowledge of ethics principles to wider social issues, to how 

medicine is practiced, and possible consequences. Again, I invite the reader to use 

Gramsci’s words as a lens to read the conversation: “The element of ‘spontaneity’ was given 

a direction… it was cleansed of everything extraneous that could contaminate it, in order to 

unify it in a living, historically effective manner”. The goal here, for teachers, was not 

merely that of transferring their knowledge of the four core principles of healthcare ethics 

to students. The goal was intrinsically political: unifying those principles in a living, historical 

context, helped students gain a deeper understanding through feeling and passion 

(Q11§67, SPN). It is in this way that they can contribute to social change and justice. 

Indeed, according to Holst and Brookfield (2017p225) the epistemological ramifications of 

this idea (understanding through feeling and passion) for educators is that knowledge is an 

engaged scholarship in the service of humanity.  

Another example of how knowledge is enacted as goal-oriented in the GP course 

educational practices, is the group work in the “Deep End GP” session31, in which students 

                                                           
31 The session takes its name and ethos from the Scottish Deep End group, which was developed by 
the RCGP Scotland in 2004, to provide a support network for GPs working in the most deprived areas 
of society (Blane, 2018). 
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access and analyse real open data to discover about the socio-economic context of the GP 

Practices in which they will spend their clinical placement (see 7.1.1). These are all 

examples (among the many I will describe in the next chapters) showing how knowledge is 

problematised and critically questioned, effectively making pedagogy more political 

(Giroux, 2010) by fostering, in students, an attitude to recognise and question power.  

In conclusion, through my observation of the educational practices in the GP course, I have 

identified how knowledge was enacted as a social entity, as individuals learned from one 

another. I have observed how teachers fostered students’ development through 

educational interventions based on the learners’ potentials and current knowledge, which 

is something both Gramsci and Vygotsky strongly advocated, highlighting the important 

role that a teacher could have in a student’s development. Paraphrasing Gramsci, learning 

happened through students’ “spontaneous and independent effort”, with teachers 

functioning primarily as overseers and friendly guides (Q4§50, PN2) during and after group-

based tasks. They provided scaffolding by giving students the right amount of assistance at 

the right time (Vygotsky, 1978). In these tasks, students reached new understanding 

through navigating a ZPD: they were given a “range of tasks that are too difficult for an 

individual to master alone, but can be mastered with the assistance or guidance of adults or 

more-skilled peers” (Vygotsky, 1962). I have explained how knowledge was enacted as a co-

constructed entity; teachers often stressed, directly or indirectly, that they did not 

necessarily know more than students. Rather, they valued students’ knowledge as an asset 

for inter-personal growth, both in the educational and in the clinical environment (as I will 

describe in the next chapters). Metaphorically speaking, indeed, the students are entering a 

ZPD in the General Practice world, which develops during the 4 weeks course. 

My observations and analysis in this Chapter provide an insight on the landscape in which 

students develop a critical attitude to knowledge, and the disposition to take constructive 

action in the world. Indeed, knowledge creation and dissemination itself is an element of 

social responsibility. “Though knowledge creation has a subjective root, but in the process of 

articulation it transcends its subjectivity and enters into the realm of the social. In this 

realm, knowledge is shared, validated, objectified, practiced, and preserved” (Panda, 2012). 

Knowledge does not exist as a standalone, but it is actively constructed within a context 

that influences it. This type of knowledge has heuristic value of self-discovery. 
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6.3 - Power and authority 

This section is about the pedagogical relations of power that are interwoven in the 

educational practices of the landscape of the GP course. As it came across in my discussion 

above, the GP teaching team was committed in minimising the hierarchical relations with 

students. In the first place, this came across implicitly in the decision to change the physical 

learning environment in the classroom. Had they kept a typical lecture-style setting, with 

students facing the teacher in a series of orderly rows, power would have been distributed 

in a very different way: the teacher would have taken the role of “sage on the stage” (King, 

1993). The room setting would not have created an ideal environment to allow for a 

discoursive, task-based learning to happen. Instead, via “creeping socialisation” (Johnston, 

2017), students would have received the hegemonic message that the teacher, an 

authoritative figure standing in front of them, was the legitimate holder of unquestionable 

“truth” or knowledge, to be transferred unidirectionally to them. Knowledge would then 

have been enacted very differently from what I have described in the previous paragraph. 

Instead, as I explained in 6.1, the rearrangement of the classroom space into various groups 

(”Practices”) of peers sitting in a circle, implicitly manifested a pedagogic intention in which 

hierarchical relations between teachers and students were mitigated. Teachers’ authority 

was not expressed by their physical position in the classroom, nor by their action of 

distributing knowledge. Indeed, dialogic learning, knowledge sharing and questions were 

encouraged, therefore teachers’ authority was manifested by their capacity to manage a 

dialectic learning environment, being able to listen and adapt their teaching content to 

students’ questions and interventions. Therefore, teachers had “expert authority”, as 

students perceived them as skilful and expert. Their knowledge was perceived as higher in 

the particular subjects of expertise (French & Raven, 1959). This is connected to their ability 

to not only “transfer” information, but to help learners generate and co-construct shared 

knowledge. Indeed, they also had “referent authority”, which is connected to their ability of 

building a relationship of trust with the students (ibid.). I have discussed above how 

teachers showed respect and trust to students by granting them the opportunity to actively 

engage in knowledge sharing. 

Teachers were aware of their power within and outwith the educational environment. After 

a teaching session, a teacher told me: “We are transforming them… we’re trying to put 

them in GP’s shoes… they need support in this…” (ǂ). Although this was such a short 
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comment, the use of the word “transforming” was rather meaningful. This teacher 

recognised the power they have on students; by “trying to put them into GP’s shoes” they 

are transforming them, not only their knowledge, but their being. There is a recognition 

and an acknowledgment of responsibility, and a willingness to provide support, to use their 

authority to act as overseers and friendly guides in this process of growth, by supporting 

students’ autonomy in learning. This aspect has relevance to the ways in which students 

construct their understanding of, for example, shared decision making in the clinical 

consultation (Donetto, 2010).  

During in-class discussions and learning activities, students naturally acted in a way that 

manifested a good understanding of shared power and decision-making in the consultation. 

For example, in the “Simulated patients” session, although students were still almost 

mechanically performing a consultation script, repeating the questions they were taught to 

ask in a consultation, the session was specifically designed to help them breach this 

“impasse”. This helped them not only to apply their previous knowledge to the patient, but 

to actually work with them in the consultation, rather than adopting a unidirectional, 

authoritative approach. After the exercise, teacher, students, and simulated patients 

collaboratively deconstructed the consultation, identifying and discussing dynamics 

between the actors. The teacher mixed questions with information, prompting students to 

ask questions. From a power and authority perspective, the fact that the SPs were so 

deeply involved in the exercise, both as actors and as discussants, mirrored the 

rearrangement of power relations that a patient-centred approach advocates. 

I will discuss the more direct conceptualisation of power and authority, and how students’ 

react to specific discourses around power, in the next chapter. In fact, identifying and 

acknowledge power in the healthcare system is about “reading the world”. In this chapter, I 

have described how teachers never simply left students to develop in a “natural way”, in a 

learning environment that failed to account for the inevitable role of power relations 

among teachers and students. Instead, through a dialogic approach (see 5.1), they 

consciously directed students’ “spontaneous and independent effort” (Q4§50, PN2) towards 

new levels of understanding. The dialogic character of the teacher-student relationship can 

be an important model to the patient-doctor relationship. In this, I agree with DasGupta 

and colleagues (2006) in believing that “de-privileging our own authority as educators can 

contribute to real cultural change in our profession, modeling non-hierarchical and 

respectful relationships that trainees can then translate into their clinical care”. It is about 
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ensuring that well-intended educational interventions do not actually reproduce and 

perpetuate unjust power structures (Hanson et al., 2011). 

However, students may sometimes perceive this pedagogic choice as lack of direction or 

teacher’s authority. For example, in some instances students failed to arrive on time at the 

sessions. This was noticed by at least two teachers; one, during a teaching session, when 

students kept arriving various minutes after the start, said: “you know, it is rather 

challenging when GPs have to miss work… it’s challenging for the whole practice” (ǂ), and 

then explained students that their peers, especially those in their same “Practice” group, 

would be affected in their learning by the lack of interpersonal collaboration. Another 

teacher expressed her concern in interview: 

“At nine o’clock when my class was due to start there was less than thirty percent of 

the students in the room, and then by the end of my class there was still fifteen 

missing, and some people were turning up half an hour late, and I said at the 

beginning of my feedback on the answers: ‘guys, you can’t be going into your GP 

practices next week turning up like this.  I mean, this is just not professional’. […] 

And then I went to my answers, and I could hear the atmosphere in the room 

change.  So, I think it’s important that we still do have those difficult conversations 

with them, because I think if they get to the point, this is Friday, and they’ve been 

here all week, that means at some point this week this has started to slip, and 

they’ve thought: ‘nobody has said anything to us..’, this is fine, and I think we need 

to keep that… you know, we can be friendly, and get on well, but they need to know 

their boundaries.  I mean, it’s just bad on our point if we’re letting them get to the 

point where they’re not turning up, and being so late, and not attentive.  It’s just not 

good.” (¥) 

Clearly, these teachers feel the responsibility to foster students’ development as a person 

and as a professional, and to give them important scaffolding for self-development. There is 

also an interesting dynamic here: students, in the GP course, are generally seen as 

“mature” people, treated as colleagues (or future colleagues) by the teaching team. 

However, students are still young persons, and there is a sense that they are “testing their 

boundaries” within the educational context. This teacher is recognising that students need 

more discipline, but is almost “torn” between her identity as a friendly, discoursive, 

democratic teacher, and a more directive one. I see this as an example of the dialectic 
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between spontaneity and conscious direction, which teachers and students continuously 

navigate, and shape, throughout the course. 

6.4 - Conflict 

If we agree with the Gramscian idea that all pedagogical relations are encompassed by 

dialectics of power (see 3.2.2), then we have to acknowledge that medical education is not 

an exception. The scoping review in Chapter 1 described how various scholars have 

identified conflict in medical education (Kumagai & Lypson, 2009; Donetto, 2010 & 2012; 

Kumagai et al., 2007; Zaidi et al., 2017; Nazar et al., 2015; Torre et al., 2017; Kumagai et al., 

2017). In this section, by looking at their educational methods, I aim to describe how GP 

teachers have (consciously or not, see Chapter 7) attended to those spaces of critical 

tension. 

Through the scoping review I have illustrated three main possible spaces of critical tension 

in medical education: 

1) Educational interventions that aim to encourage reflective practice by applying 

“pedagogical approaches that prioritize conditioning and habit.”(Donetto, 2010) 

2) The often binary distinction drawn between the scientific and human sides of medicine 

(and between hard and soft forms of knowledge) (Donetto, 2012),  

3) The mismatch between the teaching delivered to students in class, and what students 

actually experience in clinical practice (Donetto, 2012; Nazar, 2015). 

I am now going to attend to these three spaces. 

1) Reflective practice and behavioural pedagogic approaches   

I have mentioned in the introduction to the chapter that this Bloc is traversed by the 

hegemonic struggles (pedagogical relations) between objective and subjective elements. An 

objective element is the overarching CBME approach with its tendency to reduce learning 

to demonstrating a series of behaviours (Halman et al., 2017; Donetto, 2012; Frambach & 

Martimianakis, 2017), a subjective element is the teachers’ individuality and agency.  

As I have illustrated in the previous paragraphs, teachers attended to this space of critical 

tension through their educational practices: they kept didactic teaching, the simple 
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“transmission of information” to a minimum. Instead, they used these more didactic 

moments as an auxiliary element to educational activities based on students’ active 

participation and dialogue. Knowledge was not a “gift […] handed down from experienced 

clinicians to inexperienced trainees” (DasGupta et al., 2006), but something generative, 

shared, interactive, co-constructed, and goal-oriented. When knowledge is enacted in such 

ways, there is no space for passive learning of notions, skills or behaviours to be 

mechanically reproduced in clinical environments or during assessment. But there is more 

space for thoughtful discussion and critical reflection (see Chapter 7). Indeed, I have already 

stated that the particular approach to assessment in the GP course manifests a different 

philosophical underpinning to that of the CBME approach. These teachers know that, 

because they are not teaching competences, skills or behaviours to students, but mostly 

value orientations and attitudes, they have to adopt a different approach to assessment. 

They have to evaluate whether learners have authentically internalised core values, and 

this can only happen by looking at reflective writing, or listening to thoughtful discussions 

(Hafferty, 2006). It certainly is more challenging and time consuming, but it offers a more 

complete picture.  

Yet, the GP curriculum is deeply embedded in a distinctly CBME paradigm and therefore is 

held accountable to it by both the Faculty and students. So, at the very least, is influenced 

by the CBME paradigm orientation to demonstrable and observable skills. In my 

ethnographic observation a teacher informally told me about a students’ feedback 

regarding the GP teaching; this student felt there was “too much storytelling and not 

enough factual information” (ǂ) being delivered by the teachers. Yet, this tension 

transforms, in the GP course, in a productive dialectic, which I articulate in Chapters 7 and 

8. 

2) “Scientific” and “human” sides of medicine 

Although in my observations I did not witness direct talk about the scientific and the human 

sides of medicine, during the course there have been various instances in which the human 

side of medicine was discussed and portrayed as a vital asset in General Practice. For 

example, in the following dialogue between a student and a teacher during the assessment 

day: 
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Student: “… The Doctor wasn't sure what the patient was coming in with, so he 

asked me to see the patient. So the patient came in and she just sort of burst out in 

a flood of tears. And... it turned out... like, I asked her what was wrong with the way 

she came here... Said she was talking about the fact that her husband was 

diagnosed with... cancer three days previous and that she couldn't sleep and that 

she was just so worried and... The only reason she really came to the GP was to 

chat to him about... Like... I don't even know why. Just a kind of like a vent really, 

like, about her partner... Her husband's diagnosis... and the fact that... She just 

really highly strung on what the... The surgeon that they're dealing with were 

saying to them at the time... And she was... Like asking... What does it mean that it 

spread to the lymph nodes… She seemed really anxious and high strung so... I didn't 

really think that was something that you would... Expect... I didn't really expect to 

see that in GP but... You know obviously it was… it was strange. But it was, it was 

good to see because it's going to...” (ǂ) 

This student was puzzled by the fact that a person would go to the GP to talk about 

something that did not involve a clinical examination. She was obviously experiencing this 

element of General Practice for the first time, and struggled to even understand the 

reasons why this patient went to talk to the GP in the first instance. This manifests a bio-

medically based conceptualisation of clinical practice: patients go to the doctor with a 

physical problem to be solved through science. The conversation continued:  

Teacher: “Did you find it difficult?” 

Student: “Yes. Really difficult... Because I just didn't know what to say because... I 

just... Didn't know, like... And then the GP came to help me out by kind of... You 

know talk to her a bit... And it was good to kind of see how he... Acted towards 

her... And... He's sort of... let her know that, you know, they haven't come to the 

decision on how they're going to treat him yet but... He just... Sticks to… ‘Stick with 

him at the minute and look after your own health’. And, you know, ‘you're going to 

keep strong for him’ and all this. So it was kind of like a bit of counselling but it was 

good to kind of hear that, and see how you're supposed to kind to go about doing in 

consultations like that.” (ǂ) 

So, the student just felt unprepared to deal with this side of clinical practice. Having 

observed the students during group work and interactions with simulated patients, I know 
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this would not have been the case should this patient have presented for example with a 

migraine. In this case any of them would certainly have felt confident in performing a 

consultation, asking all the questions they have learned to perform. However, this was 

obviously a good learning moment for this student, as she got to see how the GP tutor 

managed the situation, effectively showing the “human side” of medicine and acting as a 

role model. The conversation continued: 

Teacher: “Yeah. Did anyone else have that kind of experience where they've seen 

someone off the back of another consultation with someone else? Because that that 

happens relatively frequently... particularly when they’re breaking bad news 

situations... Ehmm because that's quite a difficult consultation when they’re in the 

secondary care setting. And then often they get a few ideas, the questions build 

up... The worries, the concerns, they start to think about what it means...  Basically 

it's life changing isn't it... No matter how we look at it. […] One of the privileges that 

we have as GPs is that we often look out for the entire family. […] And.. you're in 

that... Very privileged position where you can see the dynamics... You can.. Watch 

it... You can ... Help... Advise, support... Advocate... All of those things in one 

person. And… and I say that that's one of the privileges of being a GP is that you get 

to do that. It's difficult! I'm not saying it isn't. And they are they are very 

emotionally draining...”  

Student: “Yeah. Like the whole time the doctor like kept her in for like a bit longer 

but ehmm... She just cried like continuously the whole time she said that... ‘I was 

planning to do this with him next year and I don't know… should I start doing this... 

Should I... You know what, should I ring them, should I see if I can get any answers 

quicker…’” 

Teacher: “It seems like there are so many questions that you can't answer”  

Student: “She's kind of building up all these questions. Just wanted to, like, let it 

out. She was really worried...” 

Teacher: “[…] when you know someone and they trust you and you can... And and 

they've got... you've got history with them... So they've been through things with 

you before... you do get a connection, that relationship is is really... You know, it can 

be very special for that person. They feel they can ask those questions, they can be 

that person in front of you. […]” (ǂ) 
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The teacher helped the student get deeper into the reality she observed, by extending the 

scenario to the difficulty of a secondary care consultation in which patients (and their 

family) are receiving bad news. She helped students to envisage the emotional situation 

that brings patients to go to their GP to discuss, and reminded them of the GP’s roles of 

adviser, supporter, and advocate. The student seemed to get into the situation more 

towards the end of the discussion, as initially she said: “I don't even know why [the patient 

went to the GP]… Just a kind of like a vent really...” (ǂ), and later she changed tone 

completely, demonstrating a deeper understanding of the context that brought the patient 

in: “She's kind of building up all these questions. Just wanted to, like, let it out. She was 

really worried...” (ǂ). In another instance, a teacher said:  

“when we’ve done well… a patient is a friend for life… so it’s a fantastic opportunity 

to make somebody’s passing as easy on them and on their family as possible. But 

challenging… don’t let anybody tell you that we really don’t care or don’t get a wee 

bit emotionally involved… we’re human beings, we can’t help but get emotionally 

involved.. alright? So don’t be afraid of caring…” (ǂ) 

In general, the main message that GP teachers delivered to students was that “medicine is 

an art as opposed as a science” (ǂ), they did so throughout the course, not only in these 

two instances. They did so through their educational practices, by minimising the didactical 

teaching and delivery of factual information, by fostering students’ attitude to viewing 

medicine not as a series of “cases to fit in boxes” (ǂ), but as a complex, uncertain and 

essentially “human” enterprise (see 7.3.3). 

3) Educational practices and the reality of clinical practice 

This space of critical tension is related to the complex relationship between Policy (which 

obviously directly influences educational content) and the reality of clinical practice. It often 

emerged in the discourses around guidelines and, in particular, was exemplified by a 

concept that was repeated a number of times by teachers across various teaching sessions: 

“guidelines are not tramlines” (ǂ). This sentence encloses an important message for 

students: although medical professionals are required by the GMC to refer to guidelines, 

and they represent a useful tool in clinical practice, doctors may find themselves dealing 

with complex dilemmas in which it is just not possible to use them as a rigid tool. There is 

also the neoliberal aspect to NICE and the fact that the NHS is socialised healthcare. These 
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are two Big D discourses in tension. What Holland (2009) would call an “ongoing struggle” 

reified by on the ground practice (see 3.3.2). Teachers said:  

“They (guidelines) think of that condition in a siloed box… it’s a challenge for us to 

manage this. It seems so black and white sometimes when you look at a page… but 

it’s not always like that” (ǂ). And: “there’s a proliferation of single-disease 

guidelines (such as NICE) which is a problem for managing multimorbidity.” (ǂ) 

Guidelines are portrayed as a useful tool on one hand, and on the other hand as a tool that 

somehow clashes with the uncertain, messy character of medicine because it attempts to 

neatly place complex elements such as patients or conditions in “siloed boxes”. This is a 

challenging paradigm conflict needing to be carefully managed by GPs, especially as their 

reality of practice involves dealing with patients having multiple coexisting health 

conditions. This paradigm conflict emerged in an exchange between a student and a 

teacher, in which the student was describing a situation she witnessed in her clinical 

placement: 

Student: “And so, he was coming in for joint injections and because this... They 

were... Sort of... The only [thing] that we could really do directly into the joint at 

least from going into his stomach, so that was just something to consider with that. 

So it was just about taking into account like an actual patient's needs because if you 

read that Guideline for osteoarthritis it would probably say non-steroidal pain relief, 

but that wasn't really possible in his case as well.  

Teacher: “And... I suppose what that... I suppose, illustrates, is that you know, often 

you can know a lot about something and you can do everything there is to know, 

you can look at NICE, you can look at all the guidelines, you can read up on 

everything. But when you've got a person in front of you with all of the different 

complexities... Within themselves… and we talk about this biopsychosocial model 

and obviously his history, his ehmm, his situation and what has happened to him, 

will dictate the kind of management that you can offer, and you've got to take a 

whole lot into. And that is something very complex. I'm sure you... you probably all 

seen those patients in practice... That you kind of think ‘you should just do that’. 

And then you think ‘I can't do that’ because this, this, this, and this is happening. 

So... It's about trying to look at the person in front of you and the whole person. So 

yes if you were an orthopaedic you would say ‘oh yes, it's his knees and I'm doing 
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this, this, and this’. But actually… He's a man… He's a person… He's got other things 

going on in his life and that dictates the kind of things that you can do with them.” 

(ǂ) 

The student here picked up that, although guidelines may suggest a route of action, GPs 

may have to take a different one because they have to look at the actual patient’s needs. 

The teacher used the student’s knowledge to further direct them towards deeper levels of 

critical awareness. The message is that sometimes, in the reality of clinical practice, 

guidelines get into conflict with patients’ conditions or needs. It is the GP’s role to be able 

to assess all the different elements (”complexities”) in a particular situation and to be 

comfortable enough to take the decision to “step away from guidelines”. This is a “non-

conforming” action which presupposes critical awareness and self-reflective abilities (see 

3.4). It requires a move towards a more holistic view of the patient, one that not only 

considers symptoms and guidelines, but also, and more importantly, the social, cultural, 

and even economic factors that influence the patient’s situation. Moreover, it is an 

embodied process in which the GP situates herself into the context and into the possible 

courses of actions this context allows or requires. It is, in essence, an act of “reading the 

world” (see Chapter 7). 

The space of critical tension between teaching content (related to Policy) and the reality of 

clinical practice also emerged in the discussions around interpreting services in General 

Practice. The “Working well with interpreters” session was aimed at preparing students to 

undertake a consultation in the presence of an interpreter, and to highlight the ethical and 

professional reasons, related to legislation, for avoiding to involve family members or 

friends as interpreters. The teacher stressed the fact that doctors have a statutory 

obligation to call an interpreter when it is needed, this for both cultural needs and also for 

business reasons, as it decreases repeat appointment and also medication costs. She 

explained why family members or friends should not be allowed to interpret: they do not 

only lack the interpreting skills, but have no obligation for confidentiality and impartiality. 

Therefore, this could lead to possible misuse of trust, power and information; there could 

be conflict of interest. However, the teacher also mentioned that this can happen in an 

emergency situation, but she stressed that at a later stage a trained interpreter should 

always be used in the consultation. So, the message in this session was rather clear, but 

other teachers mentioned the interpreting session a number of times, highlighting the fact 

that in reality, the use of interpreters is not as straightforward. Teachers said: 
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“See the lovely triangle shape yesterday? That’s the ideal, but not always possible… 

you’ll see a range of situations… Also [the interpreting session teacher] said ‘never 

ever let a family member translate’… but it isn’t always black and white in 

practice…” And: “Let’s go back to where the consultation may go wrong… 

yesterday you heard about interpreting… language barriers can make a 

consultation very challenging… How often do you think an interpreter is actually at 

the clinic? Very rarely… Imagine having to wait for an interpreter to come… 

sometimes it isn’t ideal but we do what’s best for that situation” […] “My take-

home message was that you always need an interpreter, never ever use family, 

never do phone interpreting… and I sat back there thinking… ‘I’m the worst GP 

ever!’… We have to work the best we can… sometimes it isn’t possible… once I used 

a 9 years old as an interpreter. His mum spoke no English, I couldn’t get a phone 

interpreter as the waiting list was 30 minutes, and a baby was ill… You could say I 

didn’t do things right… but to me I did what was best then and there.” (ǂ) 

In both cases (guidelines and interpreting), teachers uncovered and discussed the mismatch 

between some teaching content and what students may actually experience in clinical 

practice. They did not avoid these contradictions, but they identified and elaborated them 

to provoke students’ reflection and foster their awareness. Therefore, it could be argued 

that these teachers were aware of possible unintended consequences of some teaching 

practices, and addressed them through acknowledging, rather than ignoring them. This is 

educational awareness, which I will discuss in Chapter 7. Another source of conflict that 

appeared twice in the conversations I have analysed above is that between Primary and 

Secondary care. A conflict that students are bound to experience in both educational and 

clinical practice, and that teachers did not avoid during the course. However, as this 

discourse gets more into what I consider “reading the world”, I will expand it in Chapter 7 

(see 7.2.2). 

Although conflict is a subject that appears throughout my analysis, and it is analysed 

throughout the findings chapters, I decided to dedicate a section to it because dealing with 

conflict is a crucial element of critical consciousness: it requires the ability to identify the 

different forces involved in it in order to develop a plan of action. Dealing with conflict 

entails a disposition to deal with complexity. Indeed, conflict has a complex nature 

involving various dynamic forces, it is this complex dialectics that make conflict difficult to 

unfold, understand or predict.  
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Understanding conflict is the basis for thinking dialectically, for understanding reality and 

social change in their contradictory sides and as influenced by conflicting practices, views, 

ideas, and forces. Gramsci observed that “dialectical thinking goes against vulgar common 

sense, which is dogmatic, hungering after incontrovertible certainties and expresses itself in 

formal logic” (Q11§22, SPN). Therefore, dealing with complexity, identifying the dialectics 

between its conflicting forces, is a cathartic work towards what Gramsci would call “new 

common sense”. Ultimately conflict is about transformation; not only or not always about 

resolution, rather (critical) understanding to be able to identify and evaluate all elements in 

order to decide a route of action. 

 6.5 - Conclusions 

As a critical researcher I am naturally interested in educational efforts that may challenge 

ideologies which reinforce what has been described as the “conformist” character of 

medicine (see Chapter 1, scoping review). In this particular sentence I use the word 

“conformist” in the Gramscian meaning linked to a “passive revolution”, that is, a 

transformative process (such as the educational one) that fails to alter power imbalances 

(Pizzolato, 2017 p133). 

Any critical teaching needs to remain cognisant of methodologies, along with content. In 

this chapter I have illustrated how the methodologies adopted are aligned with teaching for 

critical awareness or, in Gramsci’s words, for the development of a new common sense 

among learners. I have outlined a dynamic landscape in which a series of educational 

practices and relations are interwoven in a complex fabric that involves both teachers and 

students, and it unfolds in spaces of critical tension between spontaneity and conscious 

direction. 
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Chapter 7: Reading the world 

“The exercises of apprehending, of finding the reason or reasons for what is apprehended, 

of denouncing apprehended reality and announcing its overcoming, all are part of the 

process of reading the world.” 

― Paulo Freire 

Cultivating critical consciousness involves developing an understanding of the world as 

culturally, socially, historically, institutionally and interactively perceived and interpreted. 

This “reading the world” requires being able to interpret the "way things are" in a certain 

context, in terms of what is "appropriate", "normal", "natural" or "right" in regard to the 

distribution of social goods. This act of interpretation is nevertheless always done from 

one’s perspective. In other words, it is influenced by the individual’s sociocultural and 

sociopolitical position in that world (Gee, 2014). Hence, reading the world requires a certain 

level of self-consciousness in order for the individual to be able to situate herself into it, 

and to develop possible courses of action. 

This section identifies and analyses the ways in which the GP educational practices guide 

students into reading the world of General Practice. That is, it concerns the observation of 

the practical social context and the recognition of social issues, which allows orientation 

toward social justice. This exercise entails an orientation to action which will eventually 

underpin a more practical search for solutions. For Gramsci, and for Freire, this orientation 

to action is often political because it is implicated with the distribution, and assumptions 

about the distribution, of social goods (ibid.), such as healthcare. It involves the 

development of an awareness of the differences in power and privilege and the inequities 

that are embedded in social relationships, which is an element implicitly and explicitly 

embedded in the pedagogy, as I explained in the previous chapter. 

This chapter outlines elements of the figured world (FW) of General Practice, as they 

emerged from the data. Figure 7, below, visually represents these elements, which portray 

General Practice as: 

[A] A world that is deeply embedded in a social and cultural context – and interacts with 

dynamics that are “external” (see 7.1) 
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[B] A world that is interwoven by power, complexity, risk and uncertainty - and interacts 

with dynamics that are “internal”, i.e. happening in the consultation as a core element of 

General Practice (see 7.2.1); 

[C] A world that is intersected by dynamics of power and conflict - and interacts with 

dynamics that are at the “boundary”, i.e. both internal and external (see 7.2.2); 

[D] A world that has education at its core, as expressed by the teachers involved in the GP 

course (see 7.3 which, crucially, delves deeper into the teachers’ viewpoints, intersecting 

identity work). 

The FW of General Practice emerges as an historical bloc embedded in a particular 

sociocultural and historical context, and traversed by dialectical relationships between 

material forces and ideologies, practice and theory, structure (the social relationships of 

production) and superstructure (ideas, moral behaviours, human will). 

 

Figure 7: The elements of the FW of General Practice 
The elements of the FW of General Practice, as they emerged from the data. 

7.1 - The healthcare system 

This section looks at how students and teachers alike cultivate their attitude to “read” and 

navigate the sociopolitical complexity affecting healthcare, making sense of the dynamics 

that shape this context and also influence medical education. In other words, I consider 
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medicine and medical education as contexts constructed by forces that mutually shape one 

another. 

In my scoping review, outlined in Chapter 1, I have examined how critical consciousness has 

been conceptualised in the medical education literature, to identify key areas that medical 

educators should reflect upon and adopt as frameworks for their educational enterprises 

aimed at fostering students’ critical disposition, that is, “to read” the world.  

Here, I adopt these areas to help me identify and discuss educational practices and 

discourses within the General Practice course I have observed. Practices and discourses 

directed towards a critical understanding of the social, cultural, political and educational 

dynamics shaping the context of healthcare and medical education itself. The four elements 

I have identified through the scoping review are: (1) social awareness, (2) cultural 

awareness, (3) political awareness, and (4) awareness of educational dynamics.  

As these are overlapping areas, I am not confining them to this section. I have discussed 

some aspects in the previous chapter, and I will explore (some) others in the next one.  

The element of political awareness is part of the next chapter, entitled “speaking the 

world”, as it involves a form of criticality stemming from context-specific needs, which 

grows into developing insights on the historical, political, social and educational 

environment it is embedded within. Such critical reflection, in both learners and educators, 

emerges from an attitude and willingness to share their personal experience and voice. 

 “The investigation will be most educational when it is most critical, and most 

critical when it avoids the narrow outlines of partial or "focalized" views of reality, 

and sticks to the comprehension of total reality. Thus, the process of searching for 

the meaningful thematics should include a concern for the links between themes, a 

concern to pose these themes as problems, and a concern for their historical-

cultural context.” Freire (2017) 

Within this chapter, I try to highlight the relevance of the four elements in the development 

of an attitude to “read the world”, for both teachers and students. 

7.1.1 - Social awareness  

Among the educational sessions in which students got the opportunity to identify, and 

reflect upon, the sociopolitical forces shaping the structure and practice of healthcare, the 
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“Deep End GP” (see 6.2, note 21) was the one offering a combination of both practical and 

theoretical elements to dig deeper into this discourse.  

The session is mostly interactive, allowing students to discuss and build knowledge around 

their idea of how the characteristics of a population may impact both health and the 

delivery of care. Working in their “Practice” groups, students identified characteristics such 

as “urban or rural”, “socio-economic status”, “international (presence of immigrants)” and 

their possible effects on health and healthcare, such as “isolation”, “access and 

transportation”, “older population”, “poverty”, “language barriers and need of translation 

services”, “more chronic disease” (ǂ). In this initial activity, students demonstrated some 

theoretical awareness of how the social structure may affect medical conditions and clinical 

practice. However, the session was structured in a way to help students connect this 

theoretical understanding with reality. To do so, students were tasked to profile the GP 

Practice they were assigned to for the following three weeks, and the Practice area, using 

Open Data available from the NINIS32 and NISRA33 Websites. This information would then 

be used to reconstruct a portrait of the population, identifying possible healthcare needs or 

characteristics. This educational practice has critical underpinnings: the data interrogation 

process and the collaborative construction of narratives can equip students with the critical 

skills needed to uncover, observe and recognise how sociocultural and power dynamics 

influence society (Manca et al., 2016).  

After filling a form with information such as Deprivation (including elements like: multiple 

deprivation measure, income, health and education deprivation), Population, Household 

Size, and Demography, the teacher led a general class discussion, in which he helped 

students make sense of the different measures coming from each group’s work, effectively 

co-creating a “story” from the raw data with the students (ibid.). For example, a student 

was able to interpret data such as high percentage of owned houses and low level of 

education to envisage that the population of the GP Practice he was assigned to, would 

have been mainly farmers or people working on trades, therefore patients would have 

certain characteristics, needs and health seeking behaviours. The teacher asked: “What 

does this actually mean when you go into practice?” (ǂ), and proceeded to develop and co-

construct, with the students, possible effects at the deep end, such as complex needs, 

lower levels of health literacy, low levels of agency (“unworried unwell”). A student 

                                                           
32 http://www.ninis2.nisra.gov.uk/public/Home.aspx 
33 https://www.nisra.gov.uk/ 
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expanded on this saying that “when you feel unwell you can decide what to do” (ǂ), in 

certain social contexts “sometimes you do nothing” (ǂ). So in this case the teacher 

attempted to make a more direct connection between the findings coming from the open 

data, which were portraying a certain Practice area, and the reality of practice. It is a way to 

direct students through a sense-making process of how, seemingly theoretical concepts 

such as “the psychosocial causes of health and disease”, effectively influence a population 

and the healthcare structure and practices. As I argued before (Manca et al., 2016): 

“By extracting narratives from open data, we are not only connecting students 

directly with what is happening in their historical and social context, to help them 

face the real challenges of the twenty-first century (Robinson & Aronica, 2015), but 

we are also nurturing an ‘empathic bond’ with the actors in those narratives. Arthur 

Frank, medical sociologist, explained, through the work of philosopher Emmanuel 

Levinas, how narratives of illness could represent an element allowing a relationship 

to form: as we witness these narratives, we are ‘caring’ for the ‘other’ (Frank, 

2000).”  

Students working on this task were fascinated (indeed, I overheard a student saying to 

another: “this is fascinating!” (ǂ)) by the information they were gathering and 

reconstructing, fully immersed in their work of investigating and constructing an idea of 

how the GP practice and the population they were going to be part of for the next three 

weeks would look like. However, I observed that they were not as engaged in the more 

theoretical part of the session, where the teacher explained notions such as health, disease, 

illness, burden of disease, factors contributing to health and ill health, adverse childhood 

experiences, inverse care law, the role and challenges in primary care, and difference 

between inequity and inequality. While the teacher kept an inclusive attitude during the 

whole session, students seldom participated in an engaged dialogue, therefore missing the 

opportunity to actively question the dynamics beyond the social factors determining health 

and ill health. This could be due to the fact that, although it is important for students to be 

familiar with these notions, at this point in their academic career they need a more direct 

reference to reality, while being guided to connect those notions with the actual dynamics 

in the context they are embedded within. In other words, they need to be given the 

opportunity to learn with and in the world, taking their knowledge outside the classroom to 

apply it in real world settings (Torre et al. 2017). Nevertheless, in this teaching session I 

have observed how a teacher introduced students to the critical process and attitudes of 
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identifying how power, privilege and inequalities may shape the social structure in which a 

GP Practice is embedded in. 

As I have highlighted in Chapter 1, simple teaching on these issues may not be enough to 

foster students’ attitudes to social action; rather, key is exploring healthcare in real-life 

contexts, in which students can witness conditions to be analysed and challenged, in view 

of a clinical practice that can somehow change them. This happened during the home visits 

that students were able to do during their clinical placements. 

Student: “I found it very strange being in people's houses. Ehmm you know in their 

space... they have their things... ehmm it was just very... I think... It's... Good as 

well... And obviously not all the time but... You kind of get to see... like.. The bigger 

picture. So like... I went one day to see a man… he had... Ehmm Possibly dementia. 

[...] Ehmm But his wife also has like really bad ostheoarthritis. She's waiting on like 

a knee replacement. Her mobility isn't great. And then... They have a son who's like 

the main carer but... He doesn't live there... He was there when we came. And like... 

It's kind of just good to see how... it like works on day to day basis like around their 

houses.” 

Teacher: “Yes, and was it working?” 

Student: “Ehmm… Well for the short time that I was there it did seem to work but 

someone was saying like... The father... the one with possibly dementia, he like 

wouldn't go to bed for anyone else but the son. But the son doesn't live there so... 

But... I didn't know if it worked or not but you know it proved quite difficult. Ehmm 

But they have carers coming in four times a day. So...” 

Teacher: Yeah. But I think… what you said is the dynamic that happens at home. 

Because when you see someone in... A consultation room... Ehm you generally 

probably see them at their best. Even if their best is unwell I think.  Whereas if you 

go and see them in their own home sometimes you actually see them at their worst 

and not that that's necessarily a bad thing. If you get to see a little bit more... […] 

Yes when you do do them you get a real sense of the dynamics and what's going on 

and... You know. How someone's looking after themselves. How they're managing 

day to day. And all of those things that feed into what I say I suppose the 

psychosocial side of things as well as the presenting complaint that they came to 

you about. Excellent.” (ǂ)  
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In this example, the student is clearly expressing a feeling of being overwhelmed due to 

what she witnessed during a home visit. She went to see a man with dementia, however, 

being in this man’s home opened up a wider array of social situations and dynamics that 

the student would not have witnessed in a consultation at the GP Practice. The student 

identified dynamics and possible issues related to this man’s care that encompassed 

various people: his wife with limited mobility, a son that does not live there, and some 

carers. The teacher “directed” the reflection to the differences of seeing a patient at the 

clinic and in their home, and the different kind of information and insight these visits can 

provide. I will discuss home visits more in-depth in the next chapter, but this example 

highlights how talking about these in a protected, classroom environment, may help 

students cultivating the ability to “read” certain contexts and gain a better picture of 

patients’ social conditions.   

As I have discussed in Chapter 6, in their educational practices GP teachers do not try to 

teach (or assess) “competences”, but to foster value orientations which, while forming 

students’ future clinical practice, also shape their identity as future doctors. This pedagogy 

is therefore in contrast with the typical “knowledge factory” (McKenna, 2011) tendencies of 

higher education and manifests an implicit activism against existing hierarchies in the 

healthcare system. For example, during the group discussions in an Assessment Day, a 

student was reporting a case she witnessed in clinical placement.  

Student 1: “… a 34year old female who had 2 children, but they didn’t live with her, 

they live with her parents, because she had another daughter who was killed in an 

RTC… that was 2 years ago… and after that she began having mental health 

problems and she became dependant on several drugs… tramadol, amitriptyline…” 

[…] “… then she started to say that these drugs were going missing, and she needed 

more and more… so she’s now on daily dispensing”. […] “She now started having 

seizures, so she’s taking [a drug]. She now wants to go back to work so she’s trying 

to reduce the medicines that she’s taking. After talking with the GP she stopped 

taking the tramadol and she’s now on co-codamol.” […] “But the patient needs to 

be aware about the risks of driving because she… when she had the seizures at the 

start she had an EEG which showed minor changes which were thought to be 

because of the medicines… but… she thought that, because it was described as 

pretty much normal, that it was ok to drive… so…she needs to be aware that if she 
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does try to stop medicines… if she has another seizure then she may have to stop 

driving again”. (ǂ) 

Student 2: “Why is she taking tramadol?” (ǂ) 

Student 1: “She said she was in pain.” (ǂ) 

The student here describes the case in a very “clinical” way. The language highlights they 

are talking about a “case”, a “female”, there is less of a holistic patient approach and the 

interest is pharmacological, it is in the drugs she was taking (the student listed them all 

using their actual names), their effects on her biochemical balance.  

The teacher promptly readdressed the discussion, taking students through a different area 

of reasoning: 

“So… this is a lady who has been tragically bereaved, who’s life has been turned 

upside down… and then developed psychiatric consequences of this psychological 

trauma which manifested itself in the physical symptomatology as well… and raised 

the degree in which she depends on drugs. So, one of the takeaway messages I 

want you to take from this excellent discussion is: one difficult consultation now can 

save you from hundreds difficult consultations with that same person in the future. 

It would be perfectly acceptable or reasonable perhaps to give that lady Zopiclone 

to get her through the initial trauma, funeral, post-mortem, grief… but… down the 

line here […] she’s now on multiple drugs that have been prescribed to her. And 

often the patient will come to you and say ‘can you give me sleep pills?’ …you are at 

a crossroads here. Easy thing may be to say ‘there you go!’… once you have given 

that prescription… the door is now ajar… they will now have expectations that they 

will get that again, and again, and again… our option at the crossroads is to say: 

‘actually, I’d rather not give you sleep tablets… why… why… why do you ask for 

sleep tablets?’ ‘Oh, it’s just… you know… it’s currently very difficult for me, I’ve not 

been sleeping well since I lost my daughter…’ Yes well… I’m going to explore now 

that this is a symptom of PSTD or grief or depression… and try to treat the 

underlying cause [he stresses this with tone of voice]… maybe non-

pharmacologically before jumping in with an addictive drug or an addictive pain 

killer. I’ve worked [with patients on] chronic pain killers for 20 odd years… they’re on 

Co-codamol, they’re on Tramadol, they’re on [long list of drugs]… and that’s only 

what they get on prescription… they’re malnourished, they’re pale, they’re heavy 
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smokers, a lot of them take cannabis-based medications as well for their pain, or for 

addiction or whatever else… a lot of them… there will be nobody who comes to my 

clinics that enters with a smile on their face and nobody walks in with having a 

successful career, or a happy marriage… because the whole world comes around. 

You may have been functioning at a reasonable level, until this has happened to 

you… […] it can happen to anyone. It doesn’t have to be a homeless person, it can 

be the solicitor, it can be the doctor, it can be the lawyer, it can be one of us. […] 

Partly, perhaps on reflection…. None of us were involved at the time…we don’t 

know… what the pressures were when they prescribed something out there… on 

reflection… perhaps that medication has made her problems... worse? Rather than 

better? Is that a fair call? How would that make you feel… as their… GP? [pause] 

That’s why I say… ONE challenging or difficult consultation… there and then… stops 

this. Sometimes it’s easy to say… ‘yes’ but it’s not the right thing to do. [Pause]. 

There’s a lot of… power in that piece of paper you are writing…” […] “Remember 

you are the patient’s advocate [inaudible] not all they want” (ǂ) 

There are multiple messages for the students in this quotation, in which the teacher is 

essentially fostering value orientations rather than (prescribing or consultation) skills. One 

of these is that a GP is first and foremost involved in a relationship with a patient, not her 

illness, and that this person’s life is intertwined with social and psychological aspects 

affecting her current and future situation. Another message is around the issue of 

prescribing certain drugs which may affect the patient’s future life. This is a Discourse 

touching the hegemony of drug-industry, the neoliberal context affecting people’s drug-

seeking behaviour. The teacher suggests a route of action that does not reductively look (or 

blame) the patient’s lifestyle “choices” (conditioned by a neoliberal approach to 

healthcare), rather it explores, through dialogue with the patient, the social and 

psychological causes of her situation. It is also about directing students towards a 'reflective 

awareness' of how one’s own assumptions and biases, may shape the social context of 

healthcare. In another related example, teachers are fostering motifs and value 

orientations, rather than teaching behaviours or skills students can then “mirror” in clinical 

practice. Talking about termination of pregnancy during the “Ethical Issues in GP” session, a 

teacher said: 

“This is something Queen’s Medical School just never mentioned to our medical 

students, because the Irish positions around termination of pregnancy... […] At the 
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most recent GMC visit to the medical school this was considered not acceptable 

because you guys are all going to be doctors, you need to know about termination, 

you need to know about abortion, and it’s also important because only around two 

third of people will end up practising in Northern Ireland, and about a third will end 

up practising in other parts of the UK for the foundation programme… so you need 

to know about it”  […] “You MAY get a little bit of medical detail around the 

termination procedures, when you do the Obs & Gynae attachment, but that’s not 

clear... […] But we as GPs… because we don’t turn anything away, we don’t… there’s 

nothing we won’t discuss with our patients… and we want you to talk around […] 

the medical procedures around abortion” […] “There are no OSCEs cases around 

abortion, but you need to know” (ǂ)34 

This is a (semi) implicit critique of how the sociopolitical situation is influencing something 

so important such as medical education, a situation that is effectively (almost) completely 

erasing a (core and contemporary) subject from its teaching (which also reflects on 

assessment, in fact there is no OSCE on this subject). This teacher is expressing frustration 

at the fact that termination of pregnancy is not taught more in depth within the specialty 

where the actual procedure would be carried out. Instead it is only taught in General 

Practice, because GPs do not turn anything away. Not patients, nor potentially 

uncomfortable or controversial teaching subjects. This teacher views General Practice as a 

rather humanistic and unbiased (by social, religious or political views) discipline, in 

comparison with other specialties. Interestingly, the teacher was almost whispering to 

students here, almost like she was telling a secret or talking about something she should 

not mention. It could have been her way to express the seriousness of the topic. 

However, the teacher did not want to force her own moral position on students, therefore 

she linked her discourse to ethical principles, and to the protective role of the GMC: 

 “Regardless to our moral position, we have duty of care toward that person” […] 

“the GMC would support us all to have our own opinions… and it’s fine… but, as 

doctors, we have responsibility first and foremost toward the patient in front of us… 

so if you have views against abortion, you still need to be able to direct her towards 

                                                           
34 At the time of writing this thesis, and specifically on the 22nd October 2019, the legislative 
framework changed. This means that women (and the healthcare workers involved) can now 
terminate a pregnancy within the geography of the devolved administration without fear of being 
prosecuted.  
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somebody who will be able to talk to her about her problem. It all comes down to 

care for the patient in front of us” (ǂ) 

She then explained the legal side of abortion, mentioning and explaining parts of the 1967 

Abortion Act, valid in England, Scotland and Wales. She showed an extract of the abortion 

law valid in NI, and continued: 

“So, we need to contrast that with the situation in NI… that law doesn’t apply here, 

we are back to 1861, which is why the language, in the NI law, is different. The 

consequence is that for abortion here, the woman must be in a physical or mental 

wreck… that language, you can see… mental or physical wreck… that is the NI 

abortion law at the moment…” […] “so just to point out that we do have this law… 

so abortions… a few abortions are carried out every year legally in NI… I think it’s 

about 10 to 20 a year that abortions will be carried out in NI under this legislation, 

so very very rare.” (ǂ) 

This extract particularly highlights critical teaching: not only does the teacher point out the 

historical gap of a law that was made more than 150 years ago and is still being observed 

now, but also the language is analysed and problematised. On various occasions students 

demonstrated interest in this by asking about the interpretation of “mental wreck” and also 

envisaging ways to use interpretation as a way to widen the barriers of this law. One said: 

“You can always just say that someone is going through psychological distress and you can 

make the case that having the child would make things worse… mentally…” (ǂ) Another 

said: “In that situation a doctor would have to decide if that’s the case or not…” (ǂ) 

The discussion continued with an explanation of the March 2016 guidance and with the 

topic of women traveling outside NI for termination of pregnancy, even for foetal 

abnormalities. This prompted students’ interest around the logistics of this travel, touching 

important issues such as the economic side of things: 

Student 1: “Who funds the travel for a woman with lower income?” 

Teacher: “It doesn’t come from NI funds but from England’s Equality Office” 

Student 1: “I see… It would be contradictory…”  

Student 2: “How far can we go about giving information?” […] “As a clinician here, 

can you tell a woman she can go to England or Scotland?” 
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Teacher: “it depends on your own position as a clinician how far you want to go 

into that information… You also need to be careful on not imposing options” – 

“Also, we are not obstetricians… so we aren’t in the best place to give information 

on what exactly happens in an abortion procedure… but I put some slides at the 

end, you are free to look at them if you want” (ǂ) 

This excerpt of conversation shows how these students have a natural disposition towards 

understanding the context and dynamics around this delicate subject. They immediately 

linked the problem of the finances required to undertake such a journey, therefore 

understanding the possible disparities and injustice that woman with lower incomes may 

experience. They are also concerned about the “professionalism” side of things: there is an 

implicit understanding that it is not as easy as suggesting a woman travel outside NI for a 

termination of pregnancy, but there are other elements, then highlighted by the teacher’s 

intervention, such as the need of not imposing options on a patient. This is an implicit 

discourse around the doctor’s power, especially in such emotional situations. In this 

conversation the teacher also reminded students about the boundaries between medical 

specialties: “GPs are not obstetricians, so, professionally, they are not able to provide 

details on the procedure, and this might affect a patient’s decision” (ǂ) (ethics involved 

here). On a discourse analysis (DA) point of view, this is another reference to the teacher’s 

opinion that this subject of teaching should be part of the Obs & Gynae course. Her 

commitment to students’ formation and development, and to the role of General Practice 

as first and foremost social medicine, is evident. This is a rather context-related example, 

nevertheless it shows how a teacher, in her educational practice, manifested critical 

awareness and implicit activism against existing forces in the healthcare system and how 

these affect (and are in turn affected by) medical education practices. In other words, if our 

students do not get the opportunity to form a moral opinion on such elements of clinical 

practice, they will be ill-equipped to 1) caring for the patients, therefore perpetuating 

unjust medical practices; 2) creating sociopolitical change, against conformist medicine. 

I explained above and in Chapter 1 how the four areas are overlapping. Here I want to 

stress that, although I called this element “social awareness”, it invariably encompasses 

politics. In this sense, I use a conceptualisation from Gee (Gee, 2014a) in which “politics” 

refers to “assumptions, attitudes, values, and perspectives about the distribution of ‘social 

goods’ in society”, where "social goods" is “anything that is considered ‘good’, 

‘appropriate’, or ‘right’ to have, do, or be in the society”. This to say that these educational 
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practices are political in many levels: they aim to help students expose assumptions about 

the distribution of healthcare in society, and to become themselves through the ability to 

understand and transform the world by modifying external relations with the context and 

others (Ragazzini, 2002p36). 

In the excerpts I have discussed, teachers helped students in the process of cultivating an 

awareness of inequity in healthcare, and started to construct with them the attitudes to 

critically understand, and possibly reform, the system they will work in (Ross, 2015). They 

did so by opening up conversations directed toward a conceptualisation, or an attitude, 

towards social action. A teacher in particular identified how teaching (or avoiding) certain - 

possibly contentious - subjects may transform or perpetuate unjust and unequal medical 

practice. In these examples I also saw teachers being critically conscious of their own 

power, within and outwith the educational environment (this was discussed in 6.3, and I 

will extend further in the next chapter), by identifying areas in which the mission of medical 

education can be compromised by power disparities, and by looking for ways - in 

collaboration with the students - to rectify those imbalances, therefore not refraining from 

civic engagement in their clinical practice (Torre et al., 2017). These medical educators are 

creating supportive learning spaces to encourage students to be interested and involved 

with social change. They are doing so by helping students identify values, assumptions and 

sociopolitical forces shaping the structure of healthcare and practice, and opening up 

opportunities to question them. This awareness process is oriented towards pragmatic 

action: it prompts physicians to carry out their social roles and responsibilities, becoming 

agents of change - this is about advocacy, which I discuss in the next chapter. 

7.1.2 - Cultural awareness  

“The consultation is in many ways a conversation… but a conversation evolves, 

waves around… in certain situations we may miss some of the rich descriptions 

patients may give us” (ǂ) 

Among the course teaching and learning practices, I have observed how language and 

communication are conceptualised as having a fundamental role in ensuring that the 

clinical encounter unfolds in such ways that the patient’s sociocultural context is taken into 

account, therefore creating an environment in which patient and doctor share a common 

communicative ground.  
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“When I came back to this practice 4 years ago… you know communication skills… I 

had to relearn these, because I had developed them it in a rural environment… 

there are skills you need to adapt to your consultation… consultation is a skill that 

isn’t universal…” […] “People use different languages to express things… this might 

be a barrier…” (ǂ) 

This teacher explained to students how, even within the NI context, there may be a lack of 

communication due to different culture and background, therefore patients and doctors 

may attribute different meanings to words or popular idioms. This example, although not 

referring to inter-language situations, highlighted the fact that patient populations can be 

diverse, so a doctor needs to be mindful of and try to clarify mutual nuances. In another 

session, the discourse was specifically around inter-language barriers, and the possibility 

(and need) for doctors to undertake consultations with the help of trained interpreters. In 

an example used to clarify the reasons why family members (and especially children) should 

not be allowed to translate during a consultation, the teacher mentioned a case in which a 

non-English speaking woman went to the GP appointment with her child, who was asked to 

translate. The child translated “stomach bug” as her mum having an actual insect in her 

stomach, which then created confusion and panic. This was an example with fairly minor 

consequences, in another, the teacher told a story of a woman who misunderstood the eye 

drops dosage for her son, who ended up losing his sight. Through these examples, the 

teacher helped students identify difficulties and complexities to communicate effectively 

with language barriers and raised awareness of the importance, yet the inaccuracy, of 

verbal communication. So, although in different contexts, these examples show how 

teachers bring attention to, and cultivate students’ awareness on, different sides of inter-

cultural language and communication aspects.  

This is, nevertheless, only a part of the bigger picture, in fact, embedded in the GP course 

ethos, is the concept that in order to communicate well with patients, not only students 

need to understand the importance of language, but also the culturally diverse health 

beliefs and practices of their patient. Talking about the abortion law in NI, a teacher told 

students about an experience she had in clinical practice: this was portrayed as a very 

challenging consultation with a French woman who had not realised how different the 

healthcare system is here in NI. The teacher said “this woman was shocked” (ǂ).  On the 

same discourse, this teacher told another personal story about a woman from a different 

country who wanted to see a gynaecologist for a routine appointment, not knowing that, in 
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the UK, this is something that happens in General Practice. The teacher, in both instances, 

explained that (cultural) expectations may be different when patients come from different 

countries, and helped students understand that these patients may be accustomed to a 

different healthcare system. Therefore, they need to be mindful and open to dialogue, 

effectively educating patients to the UK system. Again these examples highlight fairly minor 

“issues”, although needing students’ ability to “read” the dynamics related with inter-

cultural communication and healthcare systems and practices. In another instance, a 

teacher said: 

“Your patients have an enormous variety of health beliefs… for example there are 

North Africans who had horrendous experiences coming to NI… During a 

consultation I realised they had traumatic experiences, and they also talked about 

having an ‘evil eye’… I then realised this was about mental health…” […] “Also I had 

situations where men would speak on behalf of women” (ǂ) 

This teacher is not only “informing” students about the fact that patients from other 

countries may have different health beliefs. Through telling a story that has happened to 

her personally, she is manifesting her reasoning in a clinical context. This reasoning is 

critical, as it involves awareness of, and ability to “read”, clues related to cultural beliefs. It 

is a deeper awareness of how patients’ health is influenced and determined by particular 

social and historical factors, a concept that was discussed in other instances of teaching. For 

example, in the “Working well with interpreters” session, the teacher talked about the top 

10 different languages that are spoken in NI, and which areas. She related this factual 

information with the refugee issue, explaining that patients speaking Arabic language are 

increasing, due to this phenomenon. This subject was used as an occasion to sensitise 

students to possible social exploitative situations immigrants may be subjected to:   

“During a consultation with an interpreter, a patient who was also a refugee really 

wanted to see a dentist… you may think they’d have more urgent health problems 

to attend to… but it came out that this person had his teeth pulled out… he had 

been tortured… so he was in a lot of pain” (ǂ) 

Not only did this teacher help students understand why certain languages are more 

prominent in certain areas of NI, and why some of these languages are increasing. She also, 

more importantly, opened up a real world of challenges and complexities that can affect a 

consultation. She highlighted, and invited students to think about and be equipped to 
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recognise, the vulnerable situation some of these patients may be in. It is a Discourse 

around the refugee crisis, medicine’s crucial role in it, and the need for medical 

professionals to have a conscious, compassionate attitude towards these patients. The 

discourse around vulnerability extended to that of issues of power and trust in a 

consultation: 

“…vulnerable people may not be able to say exactly what happened, or their actual 

situation, if someone they come with to the clinic is translating for them… you 

never know the role they have in their life” […] “A few years ago a number of 

people from Romania signed up to work in NI with a ‘dodgy’ company… eventually, 

thanks to the interpreting service, it was discovered that these people were subject 

of human trafficking and modern slavery” (ǂ) 

So again, while the main intent was probably that of highlighting the need to always use a 

professional, impartial interpreter in a consultation, the example raised awareness on 

possible trust and power dynamics between a patient and an untrained interpreter, and on 

the role that doctors and other professionals can have in acting against injustice and 

oppression in society. From a critical point of view, being equipped to recognise certain 

(exploitive) situations through a critically conscious attitude - or a critical awareness of 

cultural or circumstantial issues - is the first step towards being able to challenge incidents 

of racism or discrimination, to plan and undertake a course of action. 

In another instance, a student and a teacher discussed a clinical incident involving a family 

of immigrants: 

Student: “There was an… an Immigrant family in... I'll try to make it quick but...  it 

was an immigrant family who recently had a child but there was like a 10 year age 

gap between the husband and the wife but family dynamic was perfect. Everything 

was fine. But just happened that one night ehmm they had been at a party. I don't 

know they're at... New Year's. And the child was in bed and he started... Ehmm he 

was in like a basket beside the bed and whatever way the child started crying... 

They're both very dedicated to the child, both really really like fantastic parents, but 

they got up, they went to pick up the child… I think they tripped over, the child fell... 

but the child got I think a minor fracture to his femur. So obviously... it was New 

Year so dad sm... slightly smelled to drink... And then, so they went straight to A&E 

and then child protection got involved and it had to go towards this MDT meeting 
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and the health officer had been out... They were like very dedicated parents... The 

orthopaedic surgeon or orthopaedics that looked at this injury said it could have a 

hundred percent been caused by an accident where the father fell. But the 

radiologist and the nurses who saw them that day said that, because the age 

difference between the father and the wife... But that was brought up... the fact 

they were an immigrant family… and the injury… the radiologist said the injury 

could have happened from an accident and not an accidental injury. And the child 

was actually taken off parents for six months and they have to like re... appeal their 

cases so they lost probably the... they lost six months that they have with their 

newborn child just because of an accident one night. And because their English 

wasn't 100 percent and they were an immigrant family. So they eventually got the 

child back. But then the issue is they can never get rid of that after record. So it's 

always gonna be held against them it was just.... Was just a really sad story because 

it just showed how the system completely failed them.  

Teacher: And the health visitor told you this story? 

Student: Yes the health adviser was in the MDT... Was in the team meeting and said 

that this was 100 percent that they ehmm the family was perfect like she did three 

visits with them and there had never been any issues, never not even a hint of, you 

know, a domestic dispute and them very dedicated parents. You know they love the 

child to bits but it was just... Like an unfortunate combination of things that people 

drawn conclusions where there was absolutely no conclusion to be drawn and...” 

Teacher: “What do you feel about... when you set a threshold to protect the most 

vulnerable in society. And then... Sometimes the consequences of that can be very 

difficult and traumatic to people who... it was a genuine accident. You could trip 

with a baby in your arms. And this whole... Flowed from that.” 

Student: “Like… Yeah it's just it's kind of... It's where people completely disregard 

other health care professionals who would have had more experience with the 

family over you know just the fact that it was a radiologist and maybe a higher up 

nurse in A&E said ‘no, a hundred percent this was it’. They seem to disregard all the 

other information. And just went with them and unfortunately... So they just ruled 

with them. But then it's bother that there's no way to disprove it.”  
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Teacher: “It is... it is very hard I suppose, a fracture of the largest bone of the body is 

always initially... Well that, you know, baby can't do that. So I thought it's where 

you set your threshold but then this was to me, the impression was that these were 

very good parents. But then they suffered the consequences of this awful accidental 

injury… ehmm rather than non-accidental. Yeah, I think that it is difficult when you 

have a system to look after the most vulnerable… ehmm that can go wrong 

sometimes apparently and... But then better that the ‘no system’ potentially.” (ǂ) 

The student clearly identified how the healthcare system and practices may be conditioned 

by cultural bias and assumptions: the fact that they were an immigrant family who could 

not speak perfect English, and there was a significant age gap between the parents, was, to 

this student, an element that conditioned the health professionals’ decisions regarding the 

nature of the baby’s injuries. Additionally, the student identified possible power dynamics 

among the health professionals involved, determining the final resolution of this case. She 

stated that there is a disregard of other healthcare professionals’ opinion (the health 

visitor) who had more direct experience with the family, while the opinion of other 

professionals (a radiologist and a “higher up” nurse in A&E) was taken into consideration. In 

this case the teacher decided not to “venture” into what, at first, may seem like people-

blaming. In my opinion this was instead a very sophisticated understanding of power-plays 

in a clinical environment, which could have been further discussed, deconstructing power 

dynamics, challenging them, and envisioning possible solutions. The teacher nevertheless 

identified an aspect of the issue by inviting the student to think about how the threshold to 

protect vulnerable people in society can be flawed: it is about the system rather than the 

single people involved in it. This is a bigger Discourse around how failures in the healthcare 

system may be influenced by underfunded and uncoordinated regulations, embedded in a 

Neoliberal culture that promotes financial efficiency rather than quality.  

A teacher – who is originally from outside the UK - often gave students her own point of 

view as an “outsider” in the healthcare context and cultural norms of Northern Ireland. 

When I asked about this educational practice during interview, she explained: 

“…In the consulting [session] I quite often talk about cultural challenges in Northern 

Ireland, and I think that’s important for me to share, again, as a relative outside to 

Northern Ireland. I’m acutely aware that probably […] a third to a half of each group 

of students are also cultural outsiders to the world of Northern Ireland, and I think I 
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want to share that with them and let them know it is a bit of a weird place. My 

examples from practice, like my first seeing an open coffin, and first experiences of a 

wake, and things like that, I’ll share that with students, because I think hopefully 

makes the world they’re about to go into maybe less threatening, and 

acknowledging that it can be weird sometimes. I experience that too.” (¥) 

This teacher highlighted the importance to help students cultivate cultural awareness not 

only towards patients, but also their own cultural background – that is, the cultural norms 

they conform to – and how this may affect how they relate and behave in a particular 

context. This teacher also manifests her wish to act as a role model, or a mentor, for those 

students who do not come from NI. There are customs in NI that some students might not 

be used to and this can be a traumatic element in their medical education experience. This 

is this teacher’s way to attend to a possible discomfort a student might go through in her 

clinical placement (I analyse and discuss this aspect in 7.3.3) and a practice aimed at 

identifying and elaborating on the sometimes-conflicting norms of her own culture and 

those of her learners (Zaidi et al., 2017), as they move into and across different FWs. 

I have described here how in the GP curriculum, cultural “competence” is not taught as a 

subject. It is rather intertwined in the course subjects to foster attitudes and knowledge 

that the students will need to communicate with, and understand the culturally diverse 

health beliefs and practices of their patient. The educational practices are aimed at helping 

students shift their values towards culturally diverse health beliefs and practices, rather 

than learning to reproduce or perform desirable behaviours. 

In all the examples I have analysed, teachers demonstrated their critical awareness around 

cultural (and social) dynamics in healthcare. They have “directed” students towards deeper 

levels of analysis of how these dynamics may unfold in clinical consultation. This is an 

important step towards fostering students’ critically conscious attitude and orientation to 

action. However, if discussed more in-depth, these would have been perfect opportunities 

to encourage students to question the values and assumptions that underlie medicine as it 

is currently practised and to challenge power, contributing to students’ defiance to 

hegemony. 
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7.2 - The world of General Practice 

This section is about the ways GPs enact the object of their concern, General Practice, 

through a series of educational practices in which elements of GP are being identified,  

conceptualised, problematised, deconstructed, given meaning and placed in a social, 

historical and cultural context. It identifies how these practices become a sort of 

“invitation” to students, to “enter” the world of General Practice. This is a first, implicit act 

of power which manifests teachers’ positionality and agency in the FW of General Practice. 

It is political, because through this action, they are channelling students’ interest towards a 

career in General Practice. 

7.2.1 - The context of General Practice 

On the Monday morning of the first day in the 4-weeks teaching course, students arrive at 

9am sharp and take their place in a typical lecture room: chairs are aligned in several rows 

in front of a big screen displaying a PowerPoint slide: “Introduction to General Practice”. 

Two teachers, one of whom is the module co-ordinator, stand at the front of the room. 

They give a warm welcome to the students, introducing themselves as both teachers and 

clinical practitioners, and talking briefly about their job, effectively starting to give students 

an idea of what “being a GP” may look like. This first introduction to General Practice tends 

to highlight its variety, from both a clinical (as the wide array of patients and conditions that 

a GP may witness) and a contextual perspective (rural and urban), its challenging and 

rewarding character, and its position of privilege for allowing a rather intimate relationship 

with patients (“I’m never bored… a consultation can be emotional, it can be absolutely 

anything. But there’s the possibility to make a connection, make their situation slightly 

better… this is a privilege” (ǂ)). The consultation was portrayed as the core element of 

General Practice both in the teaching practices and in the interviews. In the teaching 

practices the consultation was examined and explored in all its possible types, contexts and 

participants. Many times teachers made the point with students that “consultation skills 

are very different from communication skills” (ǂ) and that “a doctor can have excellent 

communication skills, but a consultation is so much more than just speaking to a patient” 

(ǂ). I then understood, as I kept observing, that students often confuse consultation and 

communication skills, which could be interpreted as an expression of their naïvety around 

more subtle, but core elements of clinical practice. Teachers often tried to guide students 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

144 

towards a more sophisticated understanding of these concepts. For example, a teacher 

said: “the consultation is in many ways a conversation… it evolves, it waves around” (ǂ), to 

highlight the dialectic character of the consultation. This phrase was beautifully explained 

by another teacher in an interview: 

“So, I think General Practice as a profession.  We’re always thinking.  We’re always 

trying to investigate.  We’re always trying to work out what’s going on, and that 

can be through the history itself, the examination, but also picking up on the GP 

consultation, i.e., looking at the non-verbal skills, watching how patients come into 

the room, looking at their behaviour during consultations, looking at their eye 

contact, etcetera.  So, what we’re trying to do is develop the students to actually 

not think just about a focus, well, a history or examination, but actually to think 

holistically about the patient, and their surroundings and environment, and putting 

that into the psychosocial context of that patient as well.” (¥) 

This teacher situates herself and her colleagues within a “thinking profession”. This reflects 

the discourse around helping students to “think outside the box”; in fact, thinking is what 

characterises GPs, in this teacher’s FW. Here, “the consultation” becomes almost another 

element in the clinical context, together with the history and the examination. It is another 

component providing elements to analyse. The “consultation” provides a means to teach 

students to get beyond focusing on the clinical aspect (history or examination), but to apply 

a critical approach, that is, consider how the social, cultural and psychological context 

influence patients’ health. The word “psychosocial”, which carries a “jargony” air, is an 

interesting reminder of the biomedical roots of medical education: this teacher has learned 

medicine in this environment and, although has obviously developed her critical awareness, 

that learning has had a lasting impact. It is also interesting that this teacher, and most of 

the teachers I have interviewed, often speak about the teaching as a team work, which 

manifests by the use of the pronoun “we”. Teaching is a shared enterprise, and, as such, 

has shared responsibility, both towards students, the Faculty, and the world of General 

Practice. 

What this teacher defines as “thinking holistically about the patient”, is nothing less than 

having a critically conscious approach to clinical practice. Indeed, General Practice was 

defined as holistic by a number of participants. Interestingly, this approach (to thinking) was 

described as something happening not only within a consultation, i.e. within the timeframe 
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in which a patient and a GP meet in the clinic. This particular “thinking” also happens in 

those instances where a GP does not actually see a patient, but still cares for them. This 

portrays a FW in which GPs never stop thinking critically; their responsibility and 

accountability towards patients is ongoing. Critical consciousness is not only a “way of 

thinking”, but is part of their identity: 

“…The other way that we teach them, […] is to basically sit with the GPs later on in 

their second, third, and fourth weeks in General Practice, and also think about the 

job, as such. So, for example, letters coming through, blood results coming through, 

and thinking about it as well in the psychosocial context, and I’ll give an example, 

which is, whenever the students go out to practice, they will be sitting with their 

GP, running through hospital letters.  If, for example, a child comes in, and they’ve 

been to A&E, and they’ve maybe had a particular type of injury, and they’ve 

attended A&E, but they haven’t attended the GP practice, then I want to know what 

that injury was. I want to know who brought them.  I might even give them a call.  

Why?  Because I also am very conscious of safeguarding of children as well, and 

sometimes what can happen is, has the GP been missed out on the loop of what is 

actually going on in a child’s life.  So, it’s important you’re thinking psychosocially, 

even when a letter comes through, even if you haven’t seen a child. […] So, again, I 

think that it’s being proactive again with the patient, I think, is very important in 

terms of General Practice, and I think we’re probably the best people at doing that.” 

(¥) 

Here there is a visual representation of the General Practice work, one that sees the GP 

sitting behind a desk. However, for students, this is far from “entering the world” of 

General Practice. The shift is not physical, but mental. It is not only epistemological, but 

ontological (see 7.3.2). There is thinking involved, which, as I will explain in 7.3.2, is about 

entering the identity of a GP. This thinking includes, as I mentioned before, not only what 

happens in the clinic. It involves external contexts, people, dynamics, and relationships. 

Again here, jargon creeps in, but it almost clashes with what the teacher says after: in fact 

what she describes is not simply “psychosocial”, not in the meaning that is generally taught 

at medical school. It is that concept of holistic care that presupposes a critically conscious 

approach. In this extract, advocacy comes out as an element of the General Practice world, 

and one that is related to the type of thinking this teacher describes. So we can say that in 

order to be patients’ advocates (which, as I will describe in Chapter 8, goes towards action), 
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a GP has to be critically conscious. Interestingly, the proactive element of practice is 

highlighted here by a beautiful identity work: GPs are the best in doing that. Is this because 

they have this “thinking attitude”, while other doctors do not? Is this a Discourse around 

the dualism between the human and the scientific parts of medicine? 

It appears, from the data, that in all the teachers’ FW constructions, there are holistic, 

humanistic, and philanthropic elements constituting the world of General Practice. General 

Practice is portrayed as a profession based on a genuine interest towards patients’ lives. 

This interest, importantly, unfolds in the context of consultation, which, in turn, reaffirms 

its core value in the General Practice world as a shared dimension that allows patients and 

GPs to connect as people:  

“You have a patient with calf pain who works as an anthropologist somewhere in 

China for a project, came back with calf pain after the whole flight, so you find out 

that it's DVT, so it's interesting to ask what were you doing in China, it's very 

interesting and I think it makes life more interesting again in terms of actually that 

personal connection you have with patients in terms of ‘you're not a number, you're 

a real living person and have an interesting life’ outside of what you see in front of 

you.  So, I think it helps, the interest, it helps the connection between the doctor 

and the patient and the students can hopefully see that.  There's no empty 

questions in a consultation.” (¥) 

So, the connection does not happen through clinical symptoms or a problem-solving 

approach to clinical practice. It is a human connection that transcends the biomedical and 

moves to another dimension in which the “history” and examination become smaller parts 

of a wider context of elements and dynamics. The patient ceases to exist just as such, but is 

recognised in her humanity. This can be reconnected to Gramsci’s “new humanism” in 

which individuals become human beings in a complete sense through developing an 

understanding of the common conditions of human beings, in their multifaceted existence 

(Fusaro, 2017). Crucially, the ability to recognise the common human condition has been 

listed by philosopher Edgar Morin as one of the seven complex skills in education for the 

future (Morin, 1999). It is also important to note that this was a GP tutor. Her identity 

construction within the world of General Practice not only (re)affirms philanthropic 

elements, but also, and importantly, role modelling attitudes. Indeed, it could be argued 

that GP tutors enact their role within a workplace-based educational context, with greater 
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authenticity than the GP teachers, as in this context the relationship with students moves 

from “learner-teacher” to that of “apprentice-master of the art”. 

 Power  

 In Chapter 6, I have highlighted how teachers addressed power as an element that can 

influence pedagogical relationships (see 6.3). Power was also an element that appeared in 

the teachers’ constructions of the FW of General Practice, both within and outwith the 

consultation (e.g. power and conflict between primary and secondary care, discussed in 

7.2.2). 

During an interview, a GP tutor indirectly touched the subject of power while talking about 

the importance of behaviour and physical appearance in the clinical context: 

“…One student in terms of his posture, he had quite an awkward stance and he 

looked as if he was uneasy, so it was difficult for the patient to have any confidence. 

At the end of the first week I thought ‘is it too sensitive’ and then I said ‘no, I need to 

do it because he’s going to have to be a doctor and if he looks like he’s scared and 

uncertain he will never gain patients’. So, on the Friday I thought ‘I’ll mention it to 

him’ and he said to me that it wasn’t the first time it had been mentioned and I 

talked to him about, believe it or not, his shirt was very short and I said ‘listen, just a 

little different dress sense, not like me, I don’t wear a tie every day… if you stand use 

hand gestures and talk to people’ [laughs] So he actually came in the next week and 

he had changed his dress sense and changed his manner. Now, I only had him for 

three weeks so I don’t know if it worked longer term but that’s the kind of thing that 

I, as well as all of this learning, learning, learning… there can be other smaller 

things…” (¥) 

Firstly, it stands out how this tutor expresses the importance of being a role model for 

students, rather than merely imparting information. GP tutoring in 4th year is not only about 

helping students develop clinical knowledge, but also encouraging them to mature a 

particular attitude which will allow them to “try on” the role of a GP. For this tutor, this is 

about showing confidence, in a sense acknowledging one’s own power through gestures, 

manners and dressing style, even as a medical student. This demonstration of self-

confidence, through non-verbal communication – which, again, is all about power – would 

then ensure patients’ trust.  
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In this particular instance, power was acknowledged and explored as an element that can 

affect a consultation, both positively and negatively. This also emerged in various occasions 

during the observation phase. For example, during a teaching session, a teacher talked 

about an experience she had in a conference workshop in which an activity consisted of 

working in pairs, mirroring each other. This was first done in turn, then the mirroring 

became mutual, that is, the participants had to mirror one another simultaneously. 

Students were puzzled by this example, especially when the teacher metaphorically 

compared it to the distribution of power dynamics in a clinical consultation: 

Teacher: “Like in the consultation, when we move control, power, back to the 

patient”  

Student: “But what do you mean in real life… because the doctor has the 

knowledge, so he [pronoun used by the student] has the authority… so how do you 

give control to the patient?”  

Teacher: “You can do that in many ways, even just asking the patient ‘what do you 

think is going on?’ You also decide on options together. I’m not going to play the 

authoritarian role… every time I do that [give power to the patient] I push control 

to back to them… it’s very powerful and it establishes trust”  

Student: “But a patient would want you to be in control…”  

Teacher: “Even with that, I still try to push something back… I do this all the time… 

those are skills that may need a long time to develop”. (ǂ) 

This conversation happened at the beginning of the GP course. In this case, the student was 

expressing a naïve understanding of shared decision making, and a conceptualisation of 

medical knowledge as something that the doctor would “impart”, and the patient would 

take on board. This is congruent with another study’s finding (Donetto, 2010). The teacher 

provided simple, yet important clues on how a doctor can rearrange power in a 

consultation. She highlighted a view of knowledge that is generative and co-constructed 

(see 6.2), by suggesting exploring the patient’s views on what she think “is going on”, 

respectfully engaging with the patient’s ideas, rather than merely providing information 

(Donetto, 2010). However, during more practical learning activities, students naturally 

acted in a way that manifested more sophisticated understandings of shared power and 

decision making in the consultation. For example, in the “Simulated patients” session (see 
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6.3), although still rather dependant on the “list of questions” they felt they had to recite, 

they sometimes asked the SPs’ opinion about the symptoms they were describing. To me, 

this signals, at the very least, the germination of a purposeful power sharing attitude in 

clinical settings. 

Nevertheless, students’ reactions to in-class discourses around power in the consultation 

was often somehow detached, that is, they seldom manifested intention to dig deeper into 

this theme. During another teaching session, a teacher was talking about challenges during 

consultations. A slide showed: “Understanding your power as a trainee clinician”.  The 

teacher asked what that meant, but students did not answer. Therefore, the teacher went 

on to explain that in a consultation they may introduce herself as a medical student, but to 

the patient they are still doctors. She added: “You have the power of making a difference to 

them, they can take things you say in different ways, so be mindful” (ǂ). This conversation 

did not go forward, although I did feel that students may have benefitted in exploring what 

the teacher meant, in this instance. I remember being puzzled by the fact that students, 

normally quite responsive, did not answer this question. During the “Being a GP” workshop, 

which I personally taught as part of the GP course, I had the opportunity to direct 

discussions towards this theme, and to gain a better insight on why students may feel 

uneasy when talking about power. A student said: 

“As a group we didn’t really like the word ‘power’... ehm… I will try to say something 

about that but… as medical students or doctors… thinking that you have power is 

strange you know… we have been educated in a sense that you have a duty as a 

doctor or as a medical student, so we saw it more of a duty to explain maybe a 

patient’s condition to them, you know, in a way that we make sense to them, so you 

are kind at the interface between the complex sciency part of medicine and the 

more personal… what’s really going on with a patient… we saw it more as a duty 

really… and that’s a specific example of it but not a power, we didn’t really like 

power…” (ǂ) 

These students saw power somehow negatively, as a coercive force. This was highlighted by 

their perceived contrast between duty and power: being at the service of patients, versus 

exercising power over them. They have an unclear idea of what power entails in the clinical 

environment, and therefore, in my opinion, are simply uncomfortable in explicitly using the 
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word, especially when directly prompted to critically reflect on power and authority in the 

consultation. Another student added: 

“…The power, especially for medical students, they might hold is highly dependent 

on the context… so we said how… if you’re surrounded by 5 to 6 consultants… really 

a medical student has no power in that situation... especially the power to influence. 

Whereas... say for example a family member comes to you as a medical student, 

especially in your more senior years as a medical student and says… ooh I’m on this 

medication… can you speak to so and so about this... she’s got this diagnosis… 

we’ve only got on this treatment… you have a huge amount of influence on what 

they might do because they just assume that you’re qualified and know something... 

you could for example determine whether or not they go on that treatment if you 

say ‘yes that’s good’ or you say ‘no, no don’t go on that, it’s got huge risks’... and 

they can go on and tell their friends as well so your web of influence can stretch 

quite far…” (ǂ) 

In this case students demonstrated a better, although somehow naïve, understanding of 

their power as trainee clinicians. For this student, power is very much connected with 

knowledge: consultants hold this knowledge, therefore they have power, while students 

are powerless in that context because they hold less knowledge. However, they hold more 

(medical) knowledge than a family member, hence they have the power to influence their 

behaviour. There is a recognition of the effects that holding this power can have on other 

people, even outside that immediate family circle. It is important to note that this 

conversation happened during the Workshop I ran, in which I intentionally positioned 

myself as a non-clinician, as a PhD student, and almost as a peer. I think this confirms my 

theory that students may be uncomfortable in openly talking about power, at least initially, 

when prompted by (more authoritative) teachers. This discomfort can however, be 

overtaken through dedicated and open discussions, in which teachers help students 

“normalise” the concept by finding together both positive and negative aspects of power 

(Chan & Nimmon, 2019), as I aimed to do in the workshop. 

This actually happened, although from a different angle, during the GP course. I have 

explained that, in my view, when one deals with complexity, it becomes part of a dialectic 

among conflicting forces (see 6.4). Power is, of course, the engine of this dialectic. In order 

to understand this dialectic (and eventually intervene) it is necessary to develop awareness 
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(of the different forces involved) and self-reflective abilities. This leads to developing a 

strategy and an actual intervention, so it is a step towards action.  

In order to develop this orientation to action, it is necessary to be able to deal, and be 

somehow comfortable, with risk and uncertainty.  

Complexity, risk and uncertainty 

The FW of General Practice was portrayed as complex by teachers and tutors, both in the 

educational practices and in the interviews. Interestingly, the guidelines issues came out in 

the interviews, again to highlight this complex character of General Practice: 

“…in terms of what I want the students to appreciate here, I think the medical 

guidelines and the evidence base is important to an extent, it's important they 

know that or at least they're aware of them.  But, I think it's important that they 

understand how they can apply those guidelines in a context to each individual 

patient. So, I think that's an important thing about looking at in terms of a patient 

coming in, do you apply the guideline, do you apply it fully, do you apply it partially, 

how do you discuss that with a patient, how do you manage that and to an extent, 

it's almost I think sometimes I am trying to de-medicalise a lot of situations. […] So, I 

think it's very important that the students […] understand that not everything is 

black and white actually, sometimes it's not a good idea to medicalise situations.  

Patients may want to medicalise it, you may want to medicalise it because it's easy 

to deal things with that way, but that's not the way we should be treating people 

and actually in terms of general health and actually people going forward, I think 

one of the big problems in society at the moment is actually we are far too 

medicalised.” (¥) 

I have described in 6.4 how the phrase “guidelines not tramlines” was often repeated 

during teaching. In this extract, a GP tutor clearly defines General Practice as a complex 

context in which the process of applying guidelines to a patient is not straightforward. It 

involves a process of decision-making in which a GP has to take into account several 

elements that do not precisely fit into orderly guidelines. In this discourse transpires a 

feeling of discomfort created by EBM on one side and the reality of practice on the other 

side.  
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That of a patient “coming in” is a visual metaphor that appears in nearly every interview. It 

evokes the action of allowing patients into a private, intimate space. It is part of the FW of 

General Practice. The guidelines appear like external objects to be applied to a patient or to 

her situation and, in this interview, they also appear to be somehow “medicalising” the 

situation or the relationship between GP and patient. It appears that “to medicalise” for 

this tutor means placing patients and their symptoms into pigeon holes that fit with the 

guidelines. So that it gets somehow easier to deal with the situation, as there would be a 

diagnosis and/or treatment for each symptom. It is something that patients might feel 

comfortable with, because it would eliminate the element of uncertainty. It is the opposite 

of critical awareness: just stop at the surface, an individual, restricted, problem-solving 

attitude to General Practice, as opposite as question-posing and oriented to big changes in 

society.  

We touch ethical issues in this extract: should General Practice “simplify” healthcare, 

reducing it to a medicalisation of society, which might work well with some patients? Or 

should General Practice aim to “go forward”, de-medicalising healthcare, accepting that 

mechanically applying guidelines will not bring bigger change in society? These are big and 

profound questions that teachers expressed, directly (as in this case) or less directly (in 

their educational practice). Choosing a course of action within conflicting forces will not 

resolve that conflict; it may generate (further) conflict. Therefore, there is risk involved, and 

accepting risk presupposes an ability to accept and navigate the uncertainty of how a 

certain course of action may develop in the future.  

This concept was explicitly explored during the “Ethical issues in GP”, which, although not 

explicitly framed as discussing complexity, uncertainty and risk in General Practice, offered 

students important insights and discussion opportunities to develop the mental disposition 

for being able to navigate less straightforward situations in clinical practice (see 6.2 and 

7.1.1, where I analyse extracts from my fieldnotes). Moreover, the GP curriculum provided 

a whole session dedicated to prepare students “Dealing with Risk and Uncertainty”, which 

was particularly needed, I thought, as I noticed students having (at least at the beginning of 

the course) a negative view of uncertainty. Indeed, in the very first activity of the teaching 

week, students were invited to collaboratively work in their “Practice” groups to think of as 

many words as they could to describe what they know of GP, both positive and negatives. 

In two different instances the word “uncertainty” appeared among the negatives and, in 

one instance, a student explicitly asked the teacher to discuss it. The teacher said: “We’ll 
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talk a lot about this during the week… some of it is about the undifferentiated character of 

GP practice… […] the uncertainty around diagnosis, outcomes… probably more so than in 

any other specialties because our patients are unselected” (ǂ). So it is of particular interest 

that this characteristic of General Practice appeared so early in the course, and that it was 

brought up by students themselves. Certainly, during the “Dealing with Risk and 

Uncertainty” session, the teacher portrayed General Practice as a profession that, in dealing 

with complex situations, needs to “embrace uncertainty” (ǂ). She also recognised that 

“dealing with uncertainty is something we need to acquire [because] for too long we 

thought medicine as something which is deterministic, certain” (ǂ). She explained that, 

involved in a doctor-patient relationship, there are several elements involved, such as 

“personal states, experiences, expectations…” (ǂ) and that GPs work in this domain of 

complexity, in which there is “no perfect answer… the path evolves, is created with every 

step. It’s the idea of emergent practice… big part of that is understanding patients’ 

aspirations, expectations…” (ǂ). The whole discourse spins around the debatable 

conceptualisation of medicine as an exact science, which clashes with the inevitability of 

uncertainty in clinical practice, due to the ephemeral character of human beings. 

Again, this session is not teaching a quantifiable or easily assessable competence, 

nevertheless the fact that this topic deserved a stand-alone session highlights the 

importance GP teachers recognise to this element of clinical practice, and the necessity to 

foster students who are prepared to approach this side of General Practice, and medicine in 

general.  It also demonstrates the teachers’ self-awareness and critical consciousness, 

which allowed them to identify risk and uncertainty as pivotal elements of the FW of 

General Practice, as forces able to influence clinical practice.  

7.2.2 - Primary and secondary care 

One of the first messages teachers give to students is that, while they would “love for them 

all to become GPs, the NHS needs a lot of good doctors” (ǂ), both primary and secondary 

care ones, and in order to be good doctors, they will need to understand General Practice. 

This is a clear reference to what is stated in the study guide and it allowed, on an occasion, 

to extend the discourse to the need to “bridge the gap between primary and secondary 

care doctors” (ǂ). This discourse, and particularly the choice of words bridge the gap both 

manifests a vision of GP as a “completely different paradigm from secondary care” (ǂ), and 

also the deeper pedagogical and political underpinnings in the GP teaching. It highlights 
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awareness of power dynamics between primary and secondary care, which comes out 

various times in both fieldnotes and interviews. There is an attempt to moderate this 

conflict through helping students gain a thorough knowledge of how GP works, and an 

understanding of the different roles among primary and secondary care professionals. A 

teacher said:  

“No matter what specialty you go into, you will always connect with General 

Practice. …Because that's where patients are and they will come to you in secondary 

care… And they will come back to us in primary care. So there's always that 

connection, so it's good to do what we do and the type of experience that we have 

on our patients.” (ǂ) 

This statement embeds the idea that GPs are at the interface between primary and 

secondary care. What was described above by another teacher as a gap, is described by this 

teacher as a connection, which is represented by the patient. Patients are the elements that 

connect primary and secondary care within a healthcare context that is “fragmented and 

poorly coordinated” (ǂ) and in which healthcare professionals have to “design care around 

siloed clinical specialties” (ǂ). So the messages that teachers give students when portraying 

the context of GP in relation to that of secondary care are both of separation (gap) and 

connection, a connection that happens through the patient and the care that all healthcare 

professionals, regardless their specialty, have to provide them with. Hence, communication 

and knowledge about the context of both primary and secondary care are essential to allow 

this to happen. This knowledge of the different roles and practices, attitudes and 

behaviours determined by a sociocultural context such as that of primary and secondary 

care, is the basis for critical understanding. An understanding that is ultimately needed to 

deliver the best care. 

Students demonstrated on occasions possessing what Gramsci would call a “spontaneous” 

idea regarding conflict between primary and secondary care. In my observations, teachers 

never avoided exploring those raw ideas and helped students further explore (”read”) 

them, effectively “directing” them towards a more sophisticated understanding of the issue 

by collaboratively identifying elements to construct meaning. For example, in the very first 

activity students were invited to collaboratively work in their “Practice” groups to: “Think of 

as many words as you can to describe what you know of GP. Positive and negatives. Discuss 

within your team and decide your “top 3” positives and negatives”. On one occasion a 
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group came out with “GP bashing” as a negative. During the general discussion, the 

teachers asked more information about this concept. A student explained that during a 

hospital attachment, she witnessed an interaction between a patient and a doctor, in which 

the patient thought she had cancer. The consultant openly criticised the GP referral for 15 

minutes in front of the patient, and the student thought this might have broken the trust 

between the patient and the GP. The word or concept of “GP-bashing” is something that 

hits the headlines quite regularly (see, for example Rimmer, 2019) and, with its strong and 

negative connotation, it is likely that it may hit an emotional chord especially in young 

medical students. The discussion therefore, went on to try and demystify the concept, with 

teachers attempting to contextualise it and extend it. Other examples of “GP-bashing” were 

given, for example General Practice being sometimes considered “the easy way out”, a 

career path left for people who do not have what it takes to be a specialist. Teachers 

expressed the opinion that this negative framing of some specialties or “questioning” of 

other medical professionals is not helpful for patients, nor professionals, therefore 

highlighting the significance of these behaviours and biases on patient care. The discourse 

around referrals was explored and contextualised considering potential (power) dynamics 

that could happen on one side among GP, patient and consultant and on the other side 

within the GP consultation. A teacher explained that a GP needs to “deal with conflict” (ǂ) 

within the consultation while considering elements such as patients’ discomfort, time out 

of work, and the element of risk when making a referral which is graded as a “Red Flag” 

referral (meaning a potential cancer diagnosis). So the decision to refer to secondary care is 

complex, it does not only include biomedical reasons but it has to do with considerations 

regarding awareness of the patient’s psychological, social and economic context.  

This conversation allowed a teacher to talk about the non-infallibility of a GP, especially 

when a difficult element of practice, such as referral, is involved. This teacher introduced 

the concept of complexity and the necessity for a GP to accept that medicine cannot be 

arranged in tidy pigeon-holes, this is not what happens in the reality of medical practice, 

although this can sometimes create controversy. In particular, this teacher highlighted the 

need to have an open mind and not only consider the biomedical side, but also social 

aspects such as the particular community a patient lives in. Interestingly she urges students 

to pause for a moment to think, identifying possible elements involved in this situation. 

“Referral is hard, we don’t get it right all the rime… Think of a secondary doctor 

thinking ‘ok… look at what the GP sent me…’ Pause a moment… Sometimes it isn’t a 
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clear cut… sometimes we ran out of other options… sometimes the reality is that 

they’re unable to get the care they need in the community… I’m not saying this is 

right but it does happen.” (ǂ)  

This conversation allowed this teacher to help learners develop new insights into 

alternative ways to thinking about “GP-bashing” and consider new possibilities regarding 

both the dynamics behind it and ways to deal with it. Another teacher draws on the 

relationship between patients and both primary and secondary care doctors, portraying the 

relationship between a GP and her patients as an intimate one, allowing patients to be 

open and feel at ease with her, be themselves (”that person”) in front of her, due to a long-

term relationship which also involves their family members, and therefore knowledge of 

their social dynamics. 

“Do you think had she actually gone... [to the hospital] I suppose she wouldn't have 

asked such questions? [Student: Probably not...?] Probably not actually!? She 

wouldn't have felt that she could. Because when you go to the hospital it's where 

the... It's where the husband's got his consultation. It's about him. And often family 

members don't get the opportunity… Ehmm… or if they do they don't feel 

comfortable because they don't know the person [the consultant]... so again… when 

you know someone and they trust you and […] you've got history with them. So 

they've been through things with you before... you do get a connection, that 

relationship is really... You know, it can be very special for that person. They feel 

they can ask those questions, they can be that person in front of you.” (ǂ) 

The teacher is outlining trust as something that is granted by knowing a person over a 

period of time. It is a connection that allows a different communication with a GP than with 

a consultant, therefore communication and relational care are given a particular value in 

this context. From this example, we can see how students’ ideas around the relationship 

between secondary care and General Practice are naturally constructed around conflict. 

Teachers need to attend to students’ spontaneous ideas and direct them more 

sophisticated understandings, a disposition for critical thinking. These discourses provided 

educational opportunities to help students “read” and address this part of the General 

Practice world, and to start cultivating awareness of some complex social, political and 

cultural elements involved in the dialectics between teaching content and medical practice, 

and between policy and practice. 
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7.3 - Awareness of educational dynamics 

As emerged from the scoping review (Chapter 1), a fundamental element of any critical 

teaching is, more than the content, the methodology adopted, and a profound awareness 

of its consequences in students’ learning and development (that is, their identity 

development). I have already mentioned in Chapter 6 about the GP teachers’ awareness of 

how the GP course is different from other courses in the Medical School, an awareness that 

underpins their educational practice, spacing from the classroom setting to the design of 

interactive activities such as group work and discussions (6.1 and 6.2). I have also described 

how their enactment of power and authority, and their educational practices, are mutually 

influenced (6.3), and how they attended to conflict, or spaces of critical tension in the 

educational landscape (6.4). All those practices manifested an implicit awareness of 

educational dynamics, and of the possible unintended consequences of the adopted 

educational methodologies. In this section, I analyse and discuss the teachers’ explicit 

awareness of how they teach General Practice, that is, how they “read the world” of GP 

undergraduate education, and how they assign meaning to their own educational practices 

in relation to students’ learning. This awareness is intertwined with them reaffirming their 

vocation, values and identity, and it is flavoured with a conceptualisation of General 

Practice as a unique environment for fostering students’ ability to identify and understand 

sociocultural dynamics around healthcare. 

7.3.1 - Raising the educational process to the surface  

The process of delivering and designing educational interventions implies making informed 

methodological choices based on a critical evaluation of the educational context, including 

the subject of teaching, students’ educational needs, and possible unintended 

consequences of these choices. Making these choices also implies taking a particular role in 

the teaching practices, therefore taking a particular identity as a teacher. The GP teachers I 

have interviewed portrayed themselves as having a supporting role in students’ 

development, therefore identifying themselves as “guides on the side” (King, 1993) in the 

educational environment. Their idea of teaching General Practice does not involve a simple 

process of information delivery, which would make them a “sage on the stage” (ibid.), but it 

is about guiding students to get into a particular mindset, using previous knowledge and 

expanding on it. It is a process in which they consciously direct students’ spontaneous 
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(naïve) understanding of General Practice to a more sophisticated one. To do so, they aim 

to create an environment, a space for discussion, in which students feel “safe”.  

“I try and direct my questions to the group of them rather than individual, […] but I 

hope that they’re all thinking, and maybe they don’t verbalise it, and maybe they 

can’t verbalise it.  They just feel that something is different, but they can’t quite put 

their finger on it. […] I don’t believe in pushing somebody who’s floundering, and I 

will often have a student say beforehand, if you take the history, you’re going to be 

there to tag team in if they’re struggling.  So, that person is ready to jump in if they 

have to, although it rarely happens, but I don’t want to make a fool out of 

somebody either.  I’m, sort of, conscious of that, and it’s a big group that doesn’t fit 

with that very well, I think.” (¥) 

This teacher described the educational dynamics as a dialectic involving all students, 

including those who do not actually make an intervention in the session. She is very aware 

of the power dynamics that happen in education, and tries to distribute responsibility 

among students to mitigate negative consequences. By avoiding forcing students into 

making direct interventions when they are not ready, this teacher hopes to metaphorically 

“plant a seed” which will then germinate into more robust learning throughout the course. 

This germination happens through a pedagogy involving the use of group work to facilitate 

students’ participation, which would otherwise be difficult in a large class:  

“We […] give them clinical cases, […] then we also ask for their opinion on the other 

cases.  So, although they’re not involved in that case we like to involve the other 

students by saying, well, what do you think about that, or would you do things 

differently, or give them a platform to challenge maybe the other students if they 

didn’t feel that that was the right way of doing things.  […] we would use the 

PowerPoint presentations to basically put out questions to the students asking them 

about what is different. So, again, it’s putting questions to the students to get 

them to think, giving them time to actually answer the questions, but share the 

knowledge really whenever they’re, kind of, giving their answers. And again, 

allowing the students to maybe challenge each other as well on certain topics.  It 

depends what it is, but, I suppose, it’s not telling them how a GP is run, but actually 

them getting to think about how it does run by asking them questions about 

General Practice.  Basically, working on the knowledge that they have already of 
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General Practice and then expanding on that by giving them information that may 

not have already known.” (¥) 

This teacher described her educational practices as shared, inclusive and discursive. She 

adopts a question-posing approach in which students get time and space to think. They are 

invited to participate in the discussion by “challenging” one another, therefore, developing 

a questioning attitude while co-constructing and sharing knowledge. The teacher is part of 

this knowledge co-construction, and has the role of providing extra information. Part of this 

role is also directing students’ reflection and thoughts towards areas they may not 

independently explore or “reach”, therefore taking the role of MKO (Vygosky, 1978) by 

using strategies to guide learners in reaching further levels of understanding, that is, 

moving across their ZPD (ibid.). This discourse is connected with the teachers’ awareness of 

students’ current developmental level. Several teachers mentioned that students, in the 

previous years of medical school, do not get the opportunity to explore more challenging 

issues in healthcare. Therefore, she designed the teaching sessions in a way to foster 

students’ ability to deal with the complexity they will experience in a General Practice 

consultation, as described in the next interview extract:  

“Although they’ve done their psychiatry, sometimes it’s a really different 

presentation to what they will see in psychiatry, I think, and I suppose I’m trying to 

always maintain that primary care focus.  But they find that challenging, and they 

find it challenging about whether they should be asking about thoughts of life not 

worth living, doing what’s essentially a risk assessment. […] .  It’s a difficult thing for 

them, especially, I mean, as students, that’s the sort of thing you really struggle to 

bring up.  I suppose they’re sitting there, they’re probably about twenty-one or 

twenty-two, she’s a lady in her sixties, potentially, and I think they find that a very 

difficult question to ask her.  And also, people find it difficult from a cultural point 

of view sometimes as well.  That might be considered, you know, people might be 

totally affronted, as you’d say in Northern Ireland, at that question. […] Especially, 

sort of, on religious grounds, particularly in Northern Ireland.  But, I suppose, my 

feeling is, I ask it of everybody, and I’m not stigmatising anybody, and it’s up to 

them how they want to deal or respond to it, but I find the students, sometimes they 

will go there, and sometimes they won’t.  If they haven’t then I will talk to them 

about, did you think about this, just to see what they say about it.  There’s no 

formula for any of this.  There’s no right, no wrong, and it’s just about thinking, 
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helping them to, sort of, think in different ways about things that they probably 

have not really thought about before.” […] “They just haven’t had an opportunity or 

exposure to that sort of thing. So, I, sort of, challenge them, and it’s not that I’m 

telling them this is the right way, I hope I’m just pushing some of their boundaries a 

little bit, of their social norms that they’re probably brought up in that this might be 

quite different to a lot of the students, also cultural norms as well, I suppose.” […] “I 

will, sort of, say, so the patient is now looking at you, what do you do now. That 

makes them uncomfortable, but, I suppose, hopefully this is the place to be 

uncomfortable with that and think, so what might they start to talk about 

potentially is what’s wrong, or what needs done, or what will they then say to the 

tutor about what they think might be going on.” (¥) 

This teacher made clear reference to the fact that the previous teaching, more secondary 

care and clinically based, didn’t give students the opportunity to think about how the social 

environment can affect patients’ lives and health behaviours. Therefore, in her educational 

practice she does not avoid these challenging issues, but highlights them, gently pushing 

students to identify their social and cultural norms and how these could be different to 

those of patients, fostering their social awareness (see 7.1.1). She is aware of how these 

norms, to which students conform, may influence their behaviour in a clinical consultation: 

for example, by not feeling comfortable in asking certain questions to patients, which may 

be considered offensive. General Practice is portrayed as a context of uncertainty, which 

often places students in emotionally and cognitively challenging situations, where they do 

not always know how best to act. It is a pedagogic approach that may create discomfort in 

students, and that uses that discomfort to propel further development. It is in these 

educational settings that students need tailored guidance to develop their ability to think 

critically, and subsequently an attitude to action (that is, to ask difficult questions and 

support a patient). Again, the teacher identifies herself as a “guide on the side” (King, 

1993), helping students to develop that critical awareness, including a self-awareness of 

why they did or did not behave in certain ways. The aim is to promote students’ reflection 

and dialogue, highlighting cultural norms and how these may affect the consultation.  

Both here and in the previous extracts, these teachers expressed a very explicit awareness 

that General Practice offers a different teaching environment from that in secondary care. 

In these discourses, General Practice is enacted as a “place” with unique affordances for 

exposing students to sociocultural dynamics affecting people’s lives, and health behaviours. 
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This is a confirmation of my claim in Chapter 5, that the educational practices I observed 

during the course manifested the teachers’ implicit awareness of the peculiarity of the GP 

course among the other teaching subjects in the Medical School curriculum. Because of this 

unique character, General Practice teaching is also complex and prone to educational risk: 

that is, students may or may not always participate as expected, or they might ask 

questions that are difficult for teachers to answer, because they may touch areas of 

expertise that transcend the teacher. For this reason, many of the teaching sessions in the 

GP course are taught by two, sometimes three teachers concurrently. This aspect makes 

teaching informal and discursive: teachers, in many instances, interrupted each other to ask 

questions, to challenge their colleague. This is an important element in the GP course 

because it showed students how to adopt a questioning attitude, and also that people do or 

think about things in different ways, and there is never just one correct way to do so. When 

I asked the reason for adopting this “multiple teachers” approach, a teacher said: 

“Ethics, we’ve always done with two.  It used to always be three, actually.  Often 

because sometimes the students throw you a real curve ball, and I guess we have to 

be…sometimes they might tell you something that’s happened in practice and 

describe something where we’re not quite sure about what’s gone on, and it’s very 

useful to have two of us to back things between, especially if they ask us details 

about legal aspects of stuff.  We don’t have a medical ethicist or a legal person with 

us.  There used to be a lawyer who ran that session with them.  We don’t have that 

luxury anymore. So, having two of us is a bit of security on some of those issues, 

although we’ll always acknowledge if there’s something we don’t know.” (¥) 

This is a very interesting insight; this teacher is recognising the challenges in teaching but 

conveying how working together can help manage uncertainty. Responsibility and 

accountability is shared in this educational environment. This team work ensures that 

students get a breadth of real-life examples and experiences. It is reality-based teaching 

(rather than biomedically based) which unfolds in the same ways a GP consultation would: 

it is uncertain and it needs risk-taking. Nonetheless, teachers make an effort to give the 

best possible teaching and learning experience to students, even when the situation is not 

ideal. This teacher expressed her concern towards the fact that - due to decisions at an 

organisational level - the GP course does not have the luxury to have the specialist figures 

that would indeed be required to provide students with more extensive information on 

certain issues. This is the main reason behind the “double act”, at least in the Ethics session. 
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Nevertheless, as I mentioned above, a double act teaching can give important messages to 

students: the conversations teachers have between them, both as educators and GPs, show 

students how they gently challenge one another. They act as role models, showing them 

how to challenge assumptions, and, importantly, that this is a normal and positive practice, 

rather than a negative way of questioning colleagues. When discussing clinical cases, they 

get students away from thinking that for each problem there is a unique answer. In fact, the 

main educational message is that the right approach is not problem-solving, but problem-

posing and deconstruction. Teachers do so by telling several personal stories to students, 

using clinical examples in which often the outcome is not straightforward, or the 

experience is not what students may expect. 

“…It’s a clinical example, and it’s something that I did that wasn’t good, and I think 

that’s good for them to hear that when you are working you’re still most certainly 

not perfect, and you do not get it right all the time, even if you try, and your 

intentions might be good but things will still go wrong or go badly. […]  It rings true 

for them. […]  I can see students really hanging onto them, and then I suspect what 

they then do is, when they come back, I don’t do the ethics session, but they come 

back with the same thing then, little narratives of stuff that happened, and they 

probably think about it, and they construct how they’re going to talk about it.” (¥)   

This storytelling approach has sophisticated educational aims: far from just being a way to 

catch students’ attention, or to provide a “break” to an otherwise dull didactic session, 

telling personal stories of clinical practice is an occasion to show students that a doctor is 

not an “infallible” professional, and that these experiences provide invaluable learning 

opportunities. Personal stories are also a way to construct teachers’ authority, as they show 

students that they are practising GPs, that they are “in that world”. But, more importantly, 

these stories allow students to see what clinicians do as a normal practice: they constantly 

think and reflect about the cases, the people that they have seen. Again it is an opportunity 

for teachers to be role models, showing what it means to have a critical approach to their 

own practice, deconstructing the events and learning from them. 

7.3.2 - Provoking a shift 

Through their conversational teaching style, and using stories from their own clinical 

practice, teachers become role models. They show students how have a critical approach to 
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their own practice, how to deconstruct situations and identify dynamics influencing them. 

In this way, through their educational practices, they are trying to provoke an 

epistemological and ontological shift in students. It is epistemological because it is about 

how they think, how they handle knowledge in a consultation. It is ontological because it 

concerns the development of students’ being, their becoming “grounded and rounded 

doctors” (GMC, 2015). In this section I describe how teachers talked about the need to 

provoke this shift, and how they conceptualised the shift itself. Therefore, manifesting 

educational awareness. 

In the interviews, teachers conceptualised this shift as “thinking outside the box”. This 

exact phrase was used a number of times by various participants and it is a concept that I 

then understood as being at the core of the GP teaching practices. So, what do teachers 

actually mean when they say they want to help students to think outside the box? 

For a GP tutor, “thinking outside the box” means to think laterally, having the ability to 

move to different realms of clinical reasoning when needed: 

“So we sort of reflected on the fact that patients don’t present the way they do in a 

book or the way they do in an exam, in the real world they present differently and 

that means that you have to be constantly aware that you still follow the rules in 

terms of asking the questions, but if the answers are all ‘no’ you don’t necessarily 

close the book, you need to reopen the book and then say well, could it be 

important, could it be an important ENT cause, could it be an important respiratory 

cause. […] so the answers to this are no, it doesn’t mean that it’s all clear yet, you 

have to then think outside the box, you need to move over then to another 

system…” (¥) 

This Discourse is related to the tendency, perpetuated by certain medical education 

practices, to enclose medicine, symptoms and illnesses in pigeonholes. The reality of clinical 

practice cannot possibly be compared to what is written in medical books, or what students 

encounter in exams. There is an impasse that students need to get beyond, something they 

have been conformed to during their education, which is the tendency to expect that for 

every clinical problem there is a unique course of action and solution. They need to learn to 

deal with the complexity of General Practice. Another GP tutor made a reference to 

“thinking outside the box” but, in this case, the box needs to be metaphorically opened: 
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“But the more physical symptoms coming in, to let them see the need to open up 

the box for psychological and financial and social and all of those other things that 

impact on a patient, and the patient's fears themselves of what might be wrong 

with them, whenever you know that their fears might be way over here and that the 

(inaudible 00:08:38) here you (bring) that in.” (¥) 

This is a rather clear definition of a critically conscious GP. Again, there is a visual image of 

(clinical) reality as packed into boxes. Boxes that need to be opened and explored in order 

to get a complete picture of what might be going on with a patient. Students learn which 

boxes to open, and how to open them, within the realm of General Practice. A GP teacher 

had a very sophisticated idea of “thinking outside the box”, which touched the subject of 

identity development: 

“Whenever you’re sitting as a GP you’re picking up on those histories and 

examinations, but again, as I say, you’re looking at the patient in front of you.  But 

we also try to get them to think like a GP in that, what else is going on outside of 

the consultation, and being aware that as a doctor you’ve got to think outside the 

box, and it’s not necessarily just about the patient arriving into your consultation 

room. So, again, it’s more that holistic approach to a patient, and really, kind of, 

taking that forward, which they may not have done in other specialties. […] And 

again, thinking like a GP, we try to get them thinking, and, I suppose, I feel that 

that’s a more mature, higher, kind of, consultation style, that we try to break into it 

in fourth and fifth year. We’re not saying that they’re going to be training level, like 

a GP trainee, but certainly we want to open those gates for them but knowing their 

limit as a fourth-year student, but certainly aiming for a GP trainee level.” (¥) 

This teacher conceptualises her educational practice as a way to, rather than simply tell 

students how a GP undertakes a consultation, foster students’ attitudes to “think like a GP”. 

This represents a more profound change in students’ attitudes, it affects their identity, their 

whole “being”. Indeed, being able to “think like” someone requires a deep self-

consciousness of one’s own thoughts and beliefs, in order to be able to think from 

premises, assumptions and ideas other than one’s own (Paul & Elder, 2018). This teacher 

talks explicitly about the General Practice context, therefore drawing a difference between 

how a GP’s practice differs from other medical practitioners. She is describing a “doctor” in 

terms that really only describe a GP. So she is positioning GPs as “real” doctors. In her 
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speech, you can almost visualise a GP actually sitting in a consultation room and interacting 

with that environment, including the patient in front of her. So that this shift in thinking 

becomes a way to enter a particular world, of which GP teachers are the gatekeepers, 

wanting to “open those gates” for students, introducing them to the practices, values, and 

identity of a GP. “Thinking outside the box” for this teacher is higher level thinking, “more 

mature”, it is related to having a holistic approach to patients, getting deeper and wider 

into other dynamics related to the patient and healthcare in general. The conversation here 

is about the need of getting beyond a CBME pedagogy: in the past three years, students 

have been taught skills to become “competent doctors”, now they need to go deeper, and 

GP teaching is trying to help them do so.  

These concepts were explained more in-depth in the same interview, in which this teacher 

expanded on the concept of “thinking outside the box” as a type of thinking that transcends 

the “here and now” of the consultation, it extends outside the physical walls of the GP 

Surgery:   

“I suppose General Practice is definitely a medicine world.  It’s the family medicine. 

So, for example, if I have a mum bringing in a child, the students may think about 

that child as being a paediatric consultation, and they may develop that, etcetera.  

But actually, we want to know about, well, how is mum as well, and how is the 

relationship with mum.  Are there any other children at home?  Who’s living at 

home?  What contact have they got with adults?  Have they been to A&E?  So, it’s 

thinking, as I say, outside of that consultation room.” (¥) 

This teacher is placing the consultation geographically, but then saying it transcends that. A 

GP surgery and sitting down at the computer is so much part of the job and can be 

sometimes something that hospital doctors are derogatory about.  The FW of General 

Practice is embedded in medicine, of course, but it is equally as embedded in the 

community, in the families. And this is related to “thinking outside the box”: considering 

what happens around the patient, as a person that lives in a community. Therefore, 

external dynamics, (social) situations and relationships need to be considered, not only the 

clinical symptoms. Again in this extract, the complexity of General Practice comes out, and, 

in particular, the contrast with secondary care which is portrayed as more straightforward.  

If critical consciousness (in medicine) is the ability to place medical practice into a social, 

cultural and historical context, then I argue that these GP teachers are conceptualising 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

166 

critical consciousness as the ability to “think outside the box”. They do not know this 

theoretical construct, yet, they have it clear that students need to make this shift towards a 

more sophisticated kind of thinking and being. My claim is supported by what this teacher 

said when explaining what she meant by “thinking outside the box”: 

“It may be paediatric, it may be elderly, so it might be that you’ve gone out on a 

house visit, and a person is living on their own, and you’re thinking to yourself, well, 

what is happening with that patient. Who’s looking them? Do they have carers? Do 

they not have carers? If they do have carers, how many times a day are they coming 

in?  Who’s making their food?  Who’s dressing them? Who’s visiting them? Who’s 

giving them social interaction? Do they have good neighbours? What access have 

they got to pharmacy? What access have they got to the GP practice and how do 

they book appointments, etcetera.” (¥) 

This is critical consciousness. It is explained in General Practice terms and conceptualised in 

a General Practice context, but it is critical consciousness. In this extract, General Practice is 

being placed into a social, cultural and historical context by investigating the dynamics 

constituting that context. Whether teachers used the phrase “thinking outside the box”, 

“opening boxes”, or “helping students to think differently”, it is about critical 

consciousness, including self-awareness. They use slightly varied strategies but in general 

the metaphor refers to opening up the metaphorical doors to the world of GP for the 

students. 

7.3.3 - Self-awareness, difficult knowledge, and attending to discomfort and trauma 

Part of a teacher’s educational awareness is the ability to recognise that learning itself can 

be a difficult process. Not only because of the difficulty of the concepts and the intellectual 

effort required by learners to understand them, and thus to overcome a “learning 

impasse”. But also, and more often, because of social, cultural, historical and, importantly, 

emotional elements influencing students’ learning. These elements can become actual 

barriers to development. To denote this concept, Deborah Britzman (1998) coined the term 

“difficult knowledge”, which involves the relations between representations of social - or 

personal - trauma in the curriculum and the learner’s encounters with them in education.  

It is not news that medical education and clinical practice are made of complex dynamics, 

difficult subjects and indeterminacy, which per se can be emotionally challenging. But, 
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additionally, it is in the very nature of learning medicine to expose students (directly or 

indirectly) to potentially emotionally charged events such as death, pain, health inequalities 

or situations recalling personal trauma. It has been observed that the pedagogic potential 

of these learning experiences remains largely unaddressed in medical education (Kumagai 

et al., 2017) and that educators need to attend to learners’ pain coming from sensitive 

issues (Zaidi et al., 2017).  

I describe here how the GP teachers expressed their awareness of “difficult knowledge”, 

and how they helped students develop safe, cathartic releases to the strong emotions 

arising from clinical encounters and other educational experiences. The concept of “difficult 

knowledge” in the General Practice teaching and learning practices, was beautifully 

explained by a GP tutor during an interview: 

“I think because, to some degree, it's how we learn, so we learn medicine in 

systems, to a large degree. I mean we try to make that easier, but when we get 

them at fourth year, it's at the stage when the penny's just beginning to drop, 

things are moving out of pigeonholes into a more coalesced form. But it is too siloed 

and medicine is more than that. Students reach a point where they need to get past 

this simplified view of medicine. So, for some students, it could be very, very 

difficult for them to move out of their pigeonholes and to try and let it all come 

together. It can also be difficult for the students themselves because sometimes 

they have past experience themselves that they bring to bear with the situation. So, 

they might have, their mother might have had that same situation where there can 

be things that they feel either slightly guarded about asking because they know 

themselves that they're going to open a can of worms and then they don't feel 

equipped to deal with that can of worms if they open that.  So they're still at a 

place where they're trying to keep things as clean and concise, so that they can deal 

with it, whereas having that I suppose capacity to take onboard a whole pile of stuff 

that you can't necessarily sort out quickly when they're only here a short time, for 

them to actually open that can of worms, it's difficult for them because they know 

that they're not actually to be able to manage it at that stage. And because of the 

time constraints that we have here, there's a certain skill about allowing things to 

open up in a way that you can give a patient confidence that you will carry forward 

some further check on that.  And that's what students do, because they're not 

necessarily going to be able to do that, they won't be allowed to do that, so that can 
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sometimes be a difficult one for the students if they like to be able to solve it.  So, 

it's all about solving at that stage in their education, and life's not about solving, 

it's about coping.  So, getting that in part is difficult for them.” (¥) 

Firstly, this GP tutor recognised that a reductionist view of medical students’ training is 

counterproductive to medical students entering the real clinical world. When students are 

attending the GP course, they are in an important transition moment: they are shifting from 

a system where medicine is neatly arranged into pigeonholes, to one where things are less 

defined, more complex. Change is often unsettling, because we are moving from the 

familiar to the unfamiliar. Within a learning environment, especially a challenging one such 

as medicine, this can be almost traumatic: students need to re-adapt to a completely 

different paradigm in which the “secure” character of knowledge, provided by biomedicine, 

is lost. This tutor also recognised that, in addition to being in a transitioning process, some 

students may also have past experiences that can make some educational situations 

emotionally challenging. In these cases, students know that, by asking certain questions, 

they will “open a can of worms”, and consciously decide not to get there, because they do 

not feel equipped to deal with it. This is a missed learning opportunity, and this tutor 

acknowledges it. Another important point, highlighted by the use of a powerful metaphor 

such as “can of worms”, is that students may be afraid to step into uncomfortable, complex 

places in the consultation, because they know that, in the limited time they have, they will 

be unable to solve the situation for the patient. This tutor identifies a learning point: being 

able to get into that uncomfortable zone, knowing that they will not be the ones carrying 

things forward, and being able to reassure the patient that someone (the tutor) will do that. 

It is about learning teamwork as well, or, better, shared accountability in GP. This discourse 

is related to the problem-solving approach in medicine: from the biomedical based 

teaching, students may get the impression that General Practice or medicine in general is 

about solving problems, while it is more about being able to cope (Cavanagh et al., 2019).  

Another tutor talked about her experience with students who deliberately make 

connections with their private experiences, and noticed how this is related to being able to 

empathise with patients: 

“So, for example, the palliative care patients. They [the students] may have seen the 

same patient for a while and the patient dies when they're with us.  And so, dealing 

with that, or going out to a confirmed death and to manage the family and cope 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

169 

with the emotions of that, because those can be really very close to the bone for 

them if they've had a bereavement themselves.  And they'll sometimes talk about 

that. [Students] talk about their family that had died recently and how they can 

appreciate how the patients are feeling in that moment and that really brings 

emotions that you've had yourself because you understand, and you can empathise 

much more if you've actually experienced that.  Not that it interferes with how you 

deal with the patient, because it's very important that you're not always talking, but 

you use that information to help how you then manage the next case. It's all 

learning, so there's no bad emotion and there's no bad talking about it, because it 

all helps you to the next time maybe do things differently.” (¥) 

Students naturally connect their private life and experiences to those their patients are 

getting through, and mentors help them to use those emotions (she says “information”, the 

information you inductively obtain from your self-awareness and apply to the patient’s 

situation) to manage the next case. Interestingly she uses the term “case” here rather than 

patient or person, which she did not use before. I wonder if she is trying to bring the 

conversation to a more sterile ground, because we are talking about emotions. This tutor is 

conscious of the fact that these are all learning opportunities, and that they need to be 

used as such, “using the information” to “do things differently” in the future. This is very 

much about self-awareness. Also, note how at the end of the quotation this tutor shifts 

subjects: she is now talking about herself as a GP who deals with patients, and does not let 

her personal experiences and emotions interfere with that, rather using them to inform her 

future actions. 

Although students were described by teachers and tutors as able to emotionally 

“empathise” by relating their own personal experiences to those of patients, there is a 

particular area that teachers identified as provoking an actual shock in students, because of 

the striking different life experiences (social and cultural, rather than on an emotional level) 

students generally have in respect to patients. Home visits were identified by various 

teachers and tutors as the main source of emotional reactions from students. A teacher 

vividly remembered her personal experience as a student herself, which highlights the 

emotionally charged impression this situation had on her as a younger person: 

“I think maybe even from a personal point of view, I think, when you first go into 

patients’ homes.  I mean, I’m not from a particularly fancy background, but, I 
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suppose, I was still shocked at how people live, and the circumstances that they live 

in, and just the, sort of, social, you know, just people that just don’t have enough 

money to heat their houses, or have one little fire lit and the rest of the house is 

freezing, and then things like, sort of, loneliness, and all.  People tell you about it, 

but I think until you go out and see it first-hand…” (¥) 

This teacher is aware that this same situation or reaction of shock might happen to 

students when they go to home visits. There is a vivid contrast between hearing or 

discussing something in class, and actually seeing it with your own eyes, such as it happens 

in a home visit. This makes the difference, and it touches students at an emotional level. A 

GP tutor also talked about home visits in these same terms, confirming that students are 

always shocked at the sight of the sociocultural reality patients live in: 

“So, it's probably bringing them out on house calls where they actually get to see 

the circumstances that a lot of patients live in is probably the most shocking thing 

that we would get.  They're always shocked at the conditions that people live in 

day-to-day.  But that's very, very important again because it allows them to 

understand that if you come in and me telling you to stop smoking, it isn't 

necessarily going to help if you're living in the circumstance where you're a single 

mother with a child and a (inaudible 00:16:56) living next door and somebody who 

bangs your door at four o'clock every morning. And, you know, if the cigarette's 

your only relaxation exercise, then telling you to take that away isn't necessarily 

going to help.  So, I think it does give them that insight; that's probably the biggest 

one.”  (¥) 

Home visit are portrayed as an invaluable experience for students, traumatic, yes, but 

allowing them to enter a particular reality and start to understand important facets of the 

medical profession. In a GP attachment students enter a different world, as they experience 

first-hand patients’ living reality, which is usually very different to what they are 

accustomed to, as they tend to come from a different socio-economic background. There is 

an element of “shock”, a traumatic event of experiencing different realities. The use of the 

word insight here is important: students are starting to understand something essential, 

they are starting to see inside (inward) General Practice, patients’ reality, but it also refers 

to self-awareness through future introspection. The tutor also highlighted the importance 

of 1:1 debrief after these emotionally charged experiences. She describe a context of 
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intimacy provided by a shared experience between a student and a tutor, a MKO (Vygotsky, 

1978), and the subsequent situation of being alone in a car: 

“We would certainly talk quite openly.  We get in the car after a house call and 

they'll be immediately, you know, there's a stale smell in there, or how can 

somebody live with that, or they're always suspecting that you're going to phone 

Social Services and have the children removed because nobody should be living like 

that.  So, we would talk that out when driving back from the house call, which is a 

perfect one-to-one small and safe space to have these sort of conversations. So, 

house calls can be really helpful for good conversation with students, and I like to 

make sure that our students get that protective (chatting), because it's not in 

between cases where you're rushing, but if you've got ten minutes to drive and ten 

minutes to drive back that's 20 minutes of good valuable talking time.  And we 

would talk about cases, we would talk about their own career plans and what they 

were hoping to do.” (¥) 

So, the drive back from a house visit provides a perfect 1:1 mentoring opportunity where 

teachers can attend to student’s iatrogenic trauma after a home visit. This is the ideal 

mentoring situation for this tutor. She uses the pronoun we, so again it is a shared teaching 

and mentoring accountability with other GP tutors. 

It is natural that, because of these particularly rich and emotionally charged educational 

experiences, students need direct support from their teachers and tutors to learn how to 

deal with emotions in doctoring. Students explicitly ask this type of support, manifesting 

their need to be guided, to be shown, how to manage emotions in the clinical environment: 

“They’ve just been trained in a clinical biomedical model, and they don’t often 

acknowledge the emotional moral overlay that’s there within loads of consultations.  

I think, actually, this week, in the consulting session on Wednesday we were talking 

about emotionally charged consultations, and one of the students asked us 

whether myself…they said to us, have you ever cried in a consultation?  They 

wanted to know that.  They wanted to know how we, as doctors, dealt with the 

emotion, and whether we would ever share our own emotions with patients.  Some 

of them, at least, were thinking of the effects on the doctor as a person rather than 

as a clinician.” (¥) 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

172 

Again here there is that element of transition emerging: because students have been 

taught medicine in a biomedical model, they might find it hard to explore, or even realise, 

how clinical practice is actually interwoven by emotions. It is around this time, when they 

start to discover this new element of medicine, that they want to know how their teachers, 

their role models, behave in this realm. They start to acknowledge that, because the doctor 

is also a person, emotions will affect them.  

In my observations, it happened various times that students explicitly asked teachers how 

to deal with emotions. Generally, they struggled to envisage how to manage their own 

emotions, while still being able to help patients. For example, in one instance, a student 

asked: “Do you find it difficult sometimes like... ehmm... Just... I would be a very emotional 

person too and I just wonder like... Do you find it's hard to like be strong for your patients 

or...” (ǂ) The question here touches the Discourse of emotional detachment, theoretically 

allowing a doctor to be a “better doctor” by just putting all emotions aside. The student is 

asking whether it is possible to still help a patient, while being an emotional person, as if 

being “emotional” is a negative thing. It has been noted in the literature how this kind of 

assumptions may be perpetuated by increasingly standardised medical curricula which, 

while well-intentioned, may diminish the learning and practice of medicine (Rees, 2004; 

Brightwell and Grant, 2013). The teacher replied:  

“…It can be, because we're all human. We're all just people. And yes, we're people, 

and I'm a person with a job, and I need to do what I need to do on a day to day basis 

but... I come to my side of the desk with me as a person and they come with them 

as a person, and we are just two people. Yes, there is a job to be done and... Yeah 

we've got roles within that, but sometimes it can be difficult. And that does depend 

on... You know... Lots and lots of things: what kind of day I'm having, who I've seen 

before. […] You know. Whether or not I had any sleep the night before. You know, 

there's lots and lots of things that feed into how we deal with something. […] I 

suppose there is this image that we have to be, you know, forever strong and, you 

know, totally unemotional about it. But sometimes it's ok to show emotion and 

sometimes it’s ok actually to have a good cry basically. Obviously you're not going 

to cry for your patients but you might cry afterwards.” (ǂ) 

For this teacher being emotional needs to be acknowledged and normalised, because this is 

part of being human, and a doctor is a human being. For them, the idea that a doctor might 
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feel like it is necessary to detach from emotions in order to best practise medicine, is 

wrong. Instead, emotions need to be acknowledged and explored through self-awareness, 

identifying the reasons behind the ways one deals with something. In another occasion, a 

student did not ask so directly, but her choice to share a particularly emotional experience 

with the group, manifested the need to be helped through a cathartic release of strong 

emotions, something that was obviously quite traumatic for her:   

Student: So, me and my GP would go on home visits at least twice a week. And part 

of our home visit circuit was in a nursing home. […] At this nursing home we met 

this lady. Who had Parkinson's disease, she was like 90... […] The first time I saw her 

and she was really low in moods. It her Parkinson's medication... To tailor it they 

had added a kind of a different type of medication by a psycho geriatrician which 

was a neuro that I learned about to the GP. And so the GP really wanted to put her 

back on something to lift her mood again. […] Then we saw her... Last Thursday. She 

was amazing. Really happy, joyful, she had visitors coming in. It was like she's 

turned a corner. This is great. And then came in on Monday I hear that she had died 

on Saturday morning. […] So we saw her on Thursday, she was in great spirits. She 

saw the daughter after. She told her daughter ‘I think you should write my eulogy. 

Because I feel like... you know. I think it's my time’. And so […] She died. [crying] 

like.. I don't know.  

Teacher: and the cause of death? 

Student: Just cardiac arrest. [Still crying] She slept. But it was... That's the first time 

I've ever met a person alive multiple times and then... they died... [still crying]. 

Teacher: So you can see how that kind of things can be very emotional, particularly 

if you get a connection with someone.  And even in your short time, you formed that 

connection. And do you think... obviously she knew?  

Student: Yes she didn't say... You know the day we saw her honesty she was just so 

good a new woman... 

Teacher: […] So that's a real human story isn't it. It's just about the person and not 

about the illness. It's about that personal relationship. How was the GP?   

Student: Well it was actually interesting because we were both shocked. She knew 

she was terminal. We didn't know she was terminal. […]  It was really reassuring 
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because so... Even though she was in a care home. It was the daughter who found 

her dead. And the daughter was just like ‘Well she had told me that she wanted me 

to write a eulogy and she was... Happy...’ So it was a positive death, if that makes 

sense…  (ǂ) 

At the end of this conversation the student managed to establish an emotional balance, she 

was still sad and shocked by the recent event she witnessed, but she found a positive note 

that helped her getting through the grief. The teacher had an important role in this 

cathartic process: as a trusted MKO, she readdressed the student’s attention to important 

details such as the connection she established with the patient, and the fact that this was a 

human story, therefore highlighting the common human condition. 

Another teacher implicitly referred to the notion of iatrogenic trauma and re-traumatised 

students (if they have experienced trauma themselves or through individuals close to 

them): 

“I think what I normally say at the end [of a teaching session] is, […] I’m about for a 

few minutes if anybody wants to speak to me. Now, they probably don’t see it in 

that way but, I suppose, I’m cautious of issues that we’re delving into that there’s 

definitely people in the room who will have some sort of knowledge, or experience, 

or family experience of… and that’s a wee bit risky as well.  Hopefully, they have the 

opportunity if they needed to talk to somebody about it afterwards.” (¥) 

This teacher recognises her responsibility towards students, to help them address trauma 

coming from difficult educational experiences, which might relate to the student’s real life. 

This is again about the need to take, and accept, risk in education, and the need for 

teachers to be prepared to manage it. 

7.4 - Conclusions 

In this chapter I have outlined how students, teachers and tutors read the world of General 

Practice. In particular, I have analysed and discussed a set of educational practices and 

relations, conceptualising them as manifestations of how students and teachers alike 

develop an understanding of this context as culturally, socially, historically, institutionally 

and interactively perceived and interpreted. The FW of General Practice that emerged from 

the data appears as being: deeply embedded in a social and cultural context; intersected by 
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dynamics of power and conflict; interwoven by complexity, risk and uncertainty; and having 

education as a core value. Teachers helped students cultivate an awareness of social and 

cultural dynamics influencing the healthcare system, while constructing with them the 

attitudes to critically understand, and possibly reform, the very system they will work in.  

If in Chapter 6 I outlined the teachers’ implicit awareness of educational dynamics as it 

manifested through their educational practices, in this chapter I have described how their 

explicit awareness of the way they teach General Practice emerged. I have also contended 

that the educational practices enacted by teachers and tutors become a form of 

“invitation” to students, to “enter” the world of General Practice. In the next chapter, I will 

further discuss on how teachers do so, and how students respond to this invitation by 

entering (finding positionality) in the world of General Practice. 
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Chapter 8: Speaking the(ir) world 

 “The students’ voice should never be sacrificed, since it is the only means through which 

they make sense of their own experience in the world.” 

―   Paulo Freire & Donaldo Macedo 

In Chapter 3, I explained how Gramsci’s “philosophy of praxis” underpins a pedagogy which 

is directed towards enabling individuals to understand themselves as historically situated, 

and capable of identifying the sociocultural forces influencing their position in the world. In 

Chapter 7, I described how students and teachers collaboratively cultivate the ability to 

critically read the world. In this Chapter, I describe how they use their own voice to “speak” 

their own reading of the world, hence speaking their world. Speaking the world (Freire & 

Macedo, 1987) is a foundation for practical action towards transformation (personal, 

educational, social): an act of power. But what does such action look like?  

In this chapter, I use and analyse data coming mostly from the audio diaries, focus group 

and interviews, as they are the participants’ direct voices. I am aware that “speaking the 

world” may, in the mind of the reader, take a meaning of a public statement, one that is 

done or heard by those involved in politics and by the public. However, even in the 

speaking of their world to me, the researcher, knowing that their statements would be part 

of a research project which would become public, at least in the academic environment, 

the participants made a step towards action and activism. It may seem somehow naïve to 

conceive such expressions of one’s own opinions as a form of activism but, nevertheless, in 

this chapter I assert that they represent an unequivocal proof of a critical consciousness 

that is transforming into action, or a willingness, a wish, a disposition to change the status-

quo. At the very least, both teachers and students, were making sense of their own 

experience in the world (Freire & Macedo, 1987) of General Practice.  

I start the Chapter with how students speak the(ir) world of General Practice and, in 

particular, how they find positionality in it as they move across a fabric of dynamics and 

relationships with their teachers, tutors and, crucially, patients. I then dig deeper into the 

pedagogic discourse to examine the educational philosophy underpinning what I see as 

students forging themselves (see 3.2.2) as they find positionality in the GP world. Finally, I 

move explicitly towards examining an expression of praxis in the GPs educational practices. 
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8.1 - Entering the world of General Practice 

Freire and Macedo (1987) highlighted how, for learners, using one’s own language (as 

English, or Italian, or a dialect) is important for developing a sense of self-worth. In this 

thesis I am not interested in language as a “tongue” (i.e. English or Italian), I am interested 

in students talking the clinical language, versus a simpler, daily language. I argue that, in 

this context, medical students develop a sense of self-worth and “belonging” to the world 

of medicine by not using their own language, but the standard dominant language of 

biomedicine, which they learn in their academic career. Indeed, Freire and Macedo (ibid.) 

stated that “the goal should never be to restrict students to their own vernacular. […] It is 

through the full appropriation of the dominant standard language that students find 

themselves linguistically empowered to engage in dialogue with the various sectors of the 

wider society”  

The willingness and self-confidence to engage in dialogue is, per se, an orientation towards 

action. But also, the metaphorical journey from a peripheral to a more central positioning 

in the figured world (FW) of General Practice, is an act of power, of affirmation of one’s 

own identity in relation to the context of practice, through a praxis of oneself (see 3.2.2). In 

this section I look at how the language changes, portraying positive and negative emotions, 

signposting a journey from a passive (peripheral) positioning, to an active (travelling 

towards the centre) positioning in a FW of General Practice, in which students eventually 

feel they “belong”. 

8.1.1 - Initial positioning - passive 

Overall, students recorded their reflections on clinical placements in an audio diary using a 

storytelling approach. I had asked students to use some questions as prompts (see 

Appendix 5) to help them adopt a reflective approach to these experiences, although the 

diaries took the form of a personal learning journal. They were not overtly reflexive, but 

more oriented towards what happened, what they saw and what they felt during the 

clinical placements. To me, this highlights the importance that symptoms and illnesses, and 

the ability to diagnose, have for students at this point of their academic career. They are 

entering a new “world” in 4th year; in the GP course they start to see patients in their own 

context, and this is a big change, almost a shocking turn from their previous learning 

environment. They want to act as doctors, which, for them, means to use the (dominant) 
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biomedical language and have a particular attitude (at least the one they imagine in their 

figured world (FW) of medicine). It is a transition full of uncertainty, there is an impasse to 

be broken, and they are clinging to the certainty of the competence, skill, knowledge 

model. For example, a student said: 

“Today it was my first day of my GP placement […]… I managed to see quite a 

variety of different presenting conditions… most of them were review of patients… 

and follow up appointments… it ranged from seeing an… an elderly gent with 

alcohol… drinking problems… and I saw a lady with… who presented with a lump in 

her armpit after self-examination, but it turned out to be a sebaceous cyst… and 

there were quite a few geriatric patients complaining with complaints of you know… 

osteoporosis and herniated disc … ehmmm…. Also I did manage to see a patient 

who had a paraumbilical hernia and I think that two most interesting cases I got to 

see there was a very elderly gentleman who came in and from the first impression 

itself you could see he was jaundiced and he also brought with him a sample of his 

urine which was classically dark… ehmm… and it was nice to be able to identify 

that he clearly had obstructive jaundice and my GP tutor walked me through the 

process of what to do next which was to refer him to the nearest hospital for 

immediate treatment and management and…” (§) 

This student decided to begin her first diary entry by adopting a lovely clinical language, 

very biomedical. It is interesting how performing this language brought out some particular 

expressions: “the lump could have been cancer BUT it was ONLY a sebaceous cyst. It was 

NICE to identify an obstructive jaundice”, which highlight the importance, for her, of being 

able to diagnose and provide a solution for a problem. Through the list of medical 

problems, all in a neat clinical jargon, the student attempts to position herself in the FW of 

being a doctor, which is still clearly influenced by the learning during the first 3 years of 

medical school, the tendency to neatly place everything in pigeon holes, and the almost 

algorithmic character of the consultation process: symptoms > diagnosis > management. 

She is trying very hard to position herself as a doctor; she is playing that role by using the 

tools available to her: the biomedical language. 

There is a feeling that her, and the other students who recorded similar entries, are 

expecting to be able to act out a particular identity they developed in the first three years. 

It is a rather “tentative” acting of identity, which is indeed accompanied by feelings of 
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inadequacy and self-doubt. The same student highlighted how she addressed these 

negative feelings during clinical placement:   

“… So… before I felt a little uneasy, I wasn’t sure if I would be able to do it right, or if 

I would manage to cover everything well enough, but as it went on the patient was 

very cooperative and her daughter was there as well so I was able to get quite a bit 

of information… At the end of it I would say that she felt quite comfortable enough 

and she did see that the doctor afterward and just had her consultation finished off 

there…” (§) 

Interestingly the student attended to those negative feelings by obtaining information from 

the patient. The main issue is being able to “cover everything”, to remember all the 

questions she learned, in order to complete a task. The consultation isn’t (yet) 

conceptualised as a conversation, a dialogue between 2 people. It is rather a process in 

which the doctor obtains information from the patient. Indeed, the expression “finished 

off” says it all: the consultation, at least in this particular moment of this student’s 

development, is conceptualised as a duty or task. But also, she feels she was allowed to 

play only a small part in the process. This is highlighted by the way she uses the expression 

“I managed to” in the first extract. To me, this means that she do not feel she is playing a 

definitive part in the General Practice World: she is a “visitor” and hence not necessarily 

allowed to see stuff or participate. In fact, from her descriptions, it does not sound as she is 

an active participant, at least yet, she is rather an observer who is sometimes allowed to 

give an opinion. 

This appeared in other audio diaries: 

“…A lady in her 60s I would say, she had an episode of pneumonia back in August 

and with it she had been experiencing some back pain… ehmm… so the GP 

consultant allowed me to sit in a separate room and just have a talk with her, get 

her history” (§) 

This is an encouraging corollary of the previous audio diary. In this one, the student uses 

the patient’s narrative instead. But again, it is seen as a type of concession from the GP to 

allow her to interact with a patient, to actually enter that World she definitely does not feel 

part of. And again, the expression “have a talk with her, get her history” highlights that, for 

her, a consultation is, first of all, obtaining information from the patient. But also, she does 
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not feel like she was doing an actual consultation, as her “task” was “just” that of getting 

the history. The student continued: 

“…So in terms of preconceptions… ehmm… well during the history I kept thinking 

that perhaps her back pain would be related to her pneumonia, which in a way it 

was… I was thinking more along the lines of musculoskeletal issues… but in the end 

it had more to do with a… her pleural lining… because basically irritated as a result 

of pneumonia which also hadn’t been resolved… after examining the patient she still 

had some… a few crackles in her low right lung… ehmm… so … I… would say… my 

involvement didn’t necessarily make a huge impact on her consultation, I just 

basically introduced the patient’s presenting symptoms to the doctor, and she just 

took off from there…” (§) 

In this particular entry, the student was answering to one of the questions among those I 

provided as a prompt, which asked: “What preconceptions did I have, and how might these 

have influenced what I did, interpreted or ‘chose’ to see?” (Appendix 5). Here is where I 

would have liked to hear about her assumptions or bias towards the patient, or towards the 

situation itself, including her relationship with the tutor and/or their debrief. However, 

again she chose to talk about clinical details, and to perform the dominant language of 

biomedicine. It is interesting how this student, and her peers, measure how they can 

impact on a patient’s situation: in their mind, in their FW of being a doctor, impact equals 

being able to provide a solution to a patient’s clinical problem. If that does not happen, 

their role becomes irrelevant in the consultation. There is a need to “feel useful” in order to 

enter the FW of doctoring, in which the doctor actively (and successfully) solves a problem. 

This transition from a mainly classroom-based, to a more workplace learning environment, 

puts students in a much undefined position: they are still learning, and therefore feeling 

pressured by all the things they do not know. But, on the other hand, they are eager to play 

a more active role, to have what they feel is an impact on the patient and to feel part of an 

authentic clinical consultation. Having an impact, in their mind, translates as “solving an 

issue”, because they are still stuck in a view of medicine as a precise and infallible scientific 

system.  
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Indeed, some students expressed negative feelings related to the video surgery teaching 

session (CCTV)35 experience, because they felt this was an “artificial” situation. For example, 

a student expressed quite a sophisticated reflection on her learning needs related to the 

CCTV experience at this point of her academic career:  

“I had no idea […] what I was going to see so I was probably just more 

concentrating on making sure I took a thorough history and because to my mind 

that was what it was being assessed on, I was probably just a wee bit nervous about 

the fact that I was being watched on CCTV. I didn't want to say anything or do 

anything silly. I also knew it wasn't going to be anything acutely serious […] because 

obviously... you know... If that was the situation the GP would take over and and the 

person would be sent on. So I suppose that influenced the way in which I was 

approaching the situation. I felt quite powerless in this situation. Before I went in to 

actually do the consultation I had asked […] ‘do we talk through management 

options?’ and the GP was very much of the opinion: ‘Nope unless you are absolutely 

adamant that you know exactly what to do next, you stop with the history’. And I 

think in a way that does make you feel a wee bit powerless as a student because 

we've spent a lot of time taking histories to date and, you know, I suppose I feel like 

I should be able to take a history by now and I do feel quite competent in it and I 

know this was probably more focused on communication skills than anything else 

but I feel at this point I need to start concentrating on the ‘what next’. […] So in that 

sense I found this a wee bit... Pointless as an exercise really. […] If I was to think of 

one way in which the GP could have empowered me in that situation it would have 

been, and I know this would probably tell be too much to ask for in terms of asking 

the patient to wait and things like that, but to get me to actually then go back in 

and discuss with the patient. ‘This is what I think is wrong with you. This is what the 

action plan is from here’. Really. I just feel that that would have been a more 

beneficial exercise.” (§) 

I think this is something of an “artificial” situation, and that it was formatively assessed 

(also, it can be seen as rather similar to an OSCE situation), drew the student back to the 

                                                           
35 This is a formative assessment session in which students’ interaction with patients is recorded with 
a closed-circuit television (CCTV) system, and then replayed for analysis by tutor and student. The 
patients are not pre-selected and therefore, can have a wide range of presenting complaints and 
symptoms. The student generally has 15 minutes to take a relevant history and examination. 
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behavioural pattern of demonstrating her competences in “taking a thorough history”. She 

was quite frustrated, because this artificial situation did not make her feel like she was 

entering the FW of GP. The consultation did not have the authenticity she would have 

expected it to have, as she had to stop at history taking. She was not allowed to play an 

active role in the patient’s condition. Her role in this situation was of a student who was 

almost wasting the patient’s (and GP’s) time to allow her learning, which, additionally, is for 

something she feels already competent about. Also, there is a negative conceptualisation of 

“communication skills”: St3 felt this task was on communication skills, manifesting her 

negative emotion attached to it. 

Being recorded increased stress, therefore making it even less likely for her to try and 

“think outside the box” (see 7.3.2), although she acknowledges that what she needs now is 

to start thinking “what next”. She knows she needs to start making a shift, and this 

educational situation was not allowing her to do so. So she played along with it, performing 

her history taking skills as she was taught, nothing more. There was no agency here, not 

actually being helpful to either the patient or the GP. She was alone in the consultation, 

yes, but it was meaningless, she was not allowed to have an impact. This could be a slight 

conflictual element in the GP teaching: teachers stressed the importance to help students 

making the shift in thinking “what next”, but this educational activity seems to go against 

that aim, running the risk to send a conflicting message to students which, as we can see in 

this case, they pick up. They feel there is something “wrong” and this causes negative 

feelings of frustration. Additionally, students’ felt need of having an impact on patients is 

relevant to the concept of having an active role in society: having an impact presupposes 

agency and willingness to get involved in something. It is a definite disposition towards 

action, and we, as educators, could help students cultivate it. 

The clinical content and the detail, the highlights about positive findings, are still indications 

of the positive feelings associated with entering the FW of becoming a doctor (see Dornan 

et al., 2015). 

8.1.2 - Later positioning - active (entering) 

Towards the last audio diary entries, most students changed the way they told me their 

stories. From concentrating around symptoms and presentations, they moved to describing 

conversations with patients and tutors. It was almost a shift towards a more “holistic” (in 
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the sense described by the teachers, see 7.2.1) conceptualisation of General Practice. Their 

emotions started to shift as well, as they were more positive. This is interesting as Dornan 

et al. (2015), using FW as a concept to study identity formation in students discourses, 

observed that positive emotions were triggered when students were granted a positional 

identity or were able to author the figured identity of a doctor. Therefore, I interpreted 

these positive feelings as an indication of the fact that students were finally starting to 

“enter” the FW of General Practice.  

Students felt they were finding positional identity in the FW of General Practice when they 

were given the opportunity to actively participate in the care of patients. For example, 

when they were asked to perform practical tasks, such as to “do some incisions and assist 

with the removal of some […] skin lesions” (§). In particular, they expressed positive 

emotions when they were able to author the figured identity of a GP through being 

involved in a GP’s typical task: 

 “Whenever I was then writing up the patient's notes it was an interesting 

experience and a good way to get a chance to try out the role of a GP, being able to 

write up what I had found myself. […] it was very beneficial because I could write my 

ideas and findings about the patient down but I also knew that the GP would check 

what I had written and be able to offer me constructive criticism based on what 

happened.” (§) 

This student observed and learned her tutor’s language and behaviour in her time at the 

Practice and is now ready to “try out” the role of a GP. This expression manifests this 

students’ self-awareness of the fact that she is, in fact, just trying to perform that role, 

which is an opportunity related to the tasks that she was given. Nevertheless, she now had 

an opportunity for action within a consultation, but this was a particular type of agency, as 

the self-acknowledged role is that of an apprentice. This student recognises that she did 

something, in fact she repeats a number of time that she was writing up her findings, her 

ideas about the patient (therefore affirming her agency). But at the same time she needs, 

and expects to receive, “constructive criticism” on her performance from her tutor. 

Students expressed particularly positive emotions when they felt useful to their tutor by 

participating in the daily clinical practice:    

“I saw myself as quite useful in that scenario. I was able to help the GP, I was able 

to write down some notes. I was able to take some vital signs and I just felt that this 
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is quite useful. I was able to do things and let the GP prioritize what she needed to 

do, while I worked in the background. So ideally I would like to use this power in 

most aspects of being a medical student. Be there as an addition, and a helpful 

addition, to a doctor's job rather than make them feel like they have to 

compromise the work they're doing in order to teach me […] I also thought then 

that the GP did share power in a way that was beneficial to me because I was made 

feel very very useful, I was given tasks to do and I was told on many occasions that 

it was good to have me there in order to do something in order to make the GP's job 

a bit easier or in order to do a more thorough assessment.” (§) 

Feeling useful, being granted the opportunity to have not only an active, but a helpful role 

in the educational environment, brings positive emotions and induces learners to 

acknowledge their power as medical students. This is real apprenticeship-based learning in 

which learners, while facilitating the GP’s job, learn their art. In this extract, this student is 

implicitly referring to other educational situations (clinical placements) in which she felt she 

was a hindrance in a doctor’s busy working day. I wondered if this could be a very implicit 

reference to placements in secondary care, which I could not prove from the information in 

this audio diary. However, a student made a more direct reference to this during the focus 

group:   

“I think the experience really helped in that the GP tutors get you really involved 

and ask your opinion and make you feel involved in the consultation, even say at the 

end of their consultation they turn round and they ask you what do you think or 

have I missed anything out – that makes you involved in conversation, even the 

patients when they know you’re in the room they kind of look to you, make eye 

contact with you as well as the GP to make sure that you’re involved and I thought 

that was really nice. Some patients are more shy than others but a lot of them do 

talk to both to see both reactions to see it’s not just the GPs reaction, they want to 

see what you think as well which I thought was quite nice. But yeah, I felt really 

involved in GP because it’s just you and the GP in the room, it’s not a whole ward 

round where you’re stuck in the background, you’re not being ignored at any point, 

you’re always in the loop and it’s quite nice that way. (ƛ) 

This student highlights a difference with workplace learning in secondary care: in a General 

Practice placement students are not ignored at any point, there is a 1 to 1 relationship. The 
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educational relationship unfolds in a room (either in a GP surgery, a patients room in their 

home, or in the tutor’s car, see 7.3.3), rather than in a big, busy ward. This makes the 

relationship more intimate and possibly less intimidating. Additionally, she highlights, again, 

how she wants to feel involved in the consultation, she wants to experience what it feels to 

be a GP, she wants to be part of the relationship between the GP and her patient, not only 

observers. So this brings out another important element involved in students’ positionality 

in the FW of General Practice: they need to be granted access not only by the GP, but also, 

and perhaps more importantly, by patients (see also: Ashley et al., 2009; McLachlan et al., 

2012). 

This was confirmed in the audio diaries, in which students generally told stories in which 

they did not take for granted that a patient would have even considered them in the 

consultation: 

“…The GP was sort of saying ‘look, these are the ways we could go forward from 

here’ or ‘do you think...’ so to try to get the patient take a better responsibility. But 

the patient was very much ‘no you're the GP and I don't know anything about it. 

What do you think I should do’. And then at that point she turned round and asked 

me ‘what do you think I should do’. And with the GP's, you know, approval, I went 

ahead and said, you know, that I thought really that yes it would be good to speak 

to the cardiologist to see where it was coming from but that the advice the GP was 

given was, you know, what I would go with. Just really reinforcing what the GP had 

already said. […] I suppose maybe even though I'm just a medical student, maybe 

me agreeing with the GP kind of offered her some level of support and, you know, 

helped her reassure herself of her decision. […] I don't really think it… it bothered 

her that I was in the room… certainly when she was leaving the room she 

acknowledged me” (§) 

There is a sense that this student still feels in the periphery of this FW, until she is granted 

access by both the GP and the patient. She is between her role or identity as a medical 

student and as a doctor. She moves between the two, entering that of a doctor when she is 

granted the opportunity to do so by being directly involved and acknowledged. These two 

FWs are not separated: there is a passage that allows her to move from one to the other, 

when all the participants agree. Being acknowledged as a health professional by the patient 

creates positive emotions and the opportunity to finally enter the FW. 
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The GP tutor acted as a gatekeeper, using her “power” to help the student gain the 

patient’s trust. The element of trust appeared in the focus group, where a student 

beautifully explained how trust flows in a well-balanced clinical placement, demonstrating 

how students are really sensible and grateful for these tutors’ educational practices 

towards their development: 

“The trust, like the patients and the GP had this relationship built but that almost 

extended to us as well because I would have patients telling me stuff that was very 

intimate details of their lives but they knew that they could trust their own GP and 

the GP had said to go into me and have a chat with me and it was nice that the trust 

extended, the relationship extended between me and the patient and obviously I’d 

never met them before but they treated me just as… […] And they value what you’re 

saying and stuff like that, it was quite nice that the trust was there even though you 

hadn’t quite built the relationship yet. (ƛ) 

Trust extends from the GP to the student. It is like students are allowed to enter that space 

between the GP and the patient, inheriting, for that time, a very important element in that 

relationship, which allows students to really experience what it means being a GP. Also, this 

student is very aware that this was a big privilege and that it was “donated” to her in a 

particular circumstance (educational) by both actors. In any other case it would be 

impossible for a student to experience a trust like that, if it was not kindly extended to 

them. 

Students, by finding positionality in the FW of General Practice, are also constructing their 

identity. This an action of self-growth and active shaping of one’s being, or as I have already 

mentioned, a praxis of oneself. Also, it is interesting to reflect on how, the close proximity 

(both spatially and in a student-teacher relationship) becomes an important part of 

providing a path for students to speaking their world. 

8.2 - Explicating political awareness in the GP context  

The scoping review (Chapter 1) highlighted a particular type of awareness needed by 

critically conscious teachers (and that subsequently affects students): an awareness of 

hegemonic discourses within the global “industry” of medical education, and how they can 

reproduce dominant educational power structures, which often suppress other, more 

context specific, approaches. This is a form of criticality that stems from context-specific 
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educational needs and constitutes, as I will explain in this section, a disposition to action 

against hegemonic pedagogies which therefore, promotes transformation in education. 

Such critical reflection may induce, both learners and educators, to share their personal 

experience and voice (”speaking the world”); that is, to have courage to speak up and 

critique institutions or ideologies that affect power and knowledge (Zaidi et al., 2017). 

In this section I describe how teachers are explicitly stepping away from a CBME based 

pedagogy. In this sense, their educational choices are all acts of power, a re-appropriation 

of a context-specific pedagogy which, due to the peculiarity of General Practice, differs 

from that used in other contexts such as teaching which takes place in secondary care 

settings. 

8.2.1 - Primary and secondary care in education 

In the interviews, the conflict between primary and secondary care came up a number of 

times. It manifested in ways that made it appear as a root of the philosophical shift in 

teaching. Within this Discourse, GP teachers portray two different worlds: the FW of 

primary care and the FW of secondary care. These two worlds have different paradigms and 

different teaching philosophies: their practices are different, therefore their teaching is 

different, in both content and pedagogy. I have described how teachers identify, in GP 

teaching, unique affordances to teach particular subjects (7.3.1). Here I explain how their 

educational practices represent an act of power, a strong reaffirmation of their own 

identity, against the dominant biomedical teaching and practices.  

Indeed, as identity is not static, GPs go through dialectics of identity development and 

identity challenges. Johnston and Reid (2019) highlighted how these challenges may stem 

from political machinations, such as those favouring hospital settings in the early years of 

General Practice postgraduate training. They may also arise from attrition of defined role, as 

GPs may experience demeaning messages about their choice of career. And, finally, they 

may stem from structural changes to health services, which make optimal care delivery 

challenging (ibid.).  

In general, teachers and tutors: 1) criticised the big D discourse of excellent education 

needing to be in hospital; 2) stated that primary care is more complex than secondary care, 

and therefore a better context to educate students to the “real world” of medicine (as 

opposed as the “pigeonhole” or “textbook” medicine - see 7.3.2 and 8.2.2); and 3) declared 
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a lack of GP teaching in undergraduate medical education, which needs addressed. Below, I 

report some of the most significant interview extracts that support such statements. 

1) “So, again, it’s teaching the students to think differently, to think maybe not as 

focused, and to think just laterally outside the box. At all times you’ve got to be 

aware of everything that’s going on with that particular patient, and it’s such a 

broad topic, General Practice, that we’ve, kind of, got to sometimes train the 

students to think more broadly because they have such focused training through 

the first four years of each specialty.  Because they only get really to General 

Practice by fourth year it’s quite difficult for them to think broadly about a patient, 

because it’s so specialty focused from zero to fourth year.” (¥) 

This teacher is very clearly referencing to the “enduring struggle” here, and positioning 

teaching at the front of addressing conflict. It is a “big D” Discourse of excellent education 

needing to be in hospital: she is expressing a resistance against the dominant model of 

education. Within this Discourse there is also a “big C” Conversation regarding the model of 

teaching aimed at developing competences, specialty-focused, and the conflicting 

educational need to help students reach deeper levels of development: “being and thinking 

as a doctor”. GP teaching aims to take students to this “next level” of learning. 

Also, there is an implicit reference to critical consciousness here: “not as focused” means 

that GP teaching does not solely focus on the clinical appointment as such, and not only on 

the biomedical side (i.e. the symptoms) but also on everything that is around the patient. 

Students need to “think differently”, i.e. become aware of all the dynamics, factors, 

relationships, and contexts in the life of a patient. 

2) “Students at fourth year are very good at taking histories and examinations, and 

they’re very good at that.  What we want to try to develop in fourth year in General 

Practice is more focused histories, and more focused examinations, because it is the 

time limit of only ten minutes.  Plus you might have more than one problem to deal 

with in minutes, your histories and examinations have to be that little bit more 

mature, a little slicker than what it would be, for example, if you had a cardiac 

problem in General Practice it would quite a different history to maybe going to a 

cardiology bay in the hospital.  So, we try to develop those.” (¥) 

This teacher has a clear grasp of the typical 4th year students: they have the skills to 

undertake a consultation, they are competent in that. Interestingly, the background in the 
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context where this research has been conducted is that students get little GP teaching in 

the first 3 years (see 5.1.2). This teacher conceptualised GP teaching as an opportunity to 

move forward from the competency based teaching students received in the specialty 

focused teaching in the first three years. There is an interesting shift in the use of the 

expression “focused”: if in the previous extract she meant “focused on symptoms”, here 

she meant “more mature, slicker”. This related to a “big C” conversation: the current status 

of NHS, which is increasingly putting the medical profession, especially General Practice, 

under pressure, asking for high quality work in a very limited time. A practitioner needs to 

work in this challenging context, created by structural changes in healthcare delivery. 

Students need to learn how to cope with this situation from the early stages of their 

academic career. Additionally, this teacher is here, not just saying something; she is acting, 

by subtly criticising secondary care. Her discourse is that, because primary care is more 

complex and challenging than secondary care, GPs need to have “more mature, slicker” 

history taking and examination skills (subtly inferring “than a hospital physician”).  

Positioning secondary care last in the sentence highlights even more this subtle critique of 

secondary care. 

3) “I think that it’s being proactive again with the patient […]. And again, they haven’t 

had the experience of that until they get to fourth year in General Practice.  So, 

maybe if they had…they might have got it in family attachment to a degree in first 

year, but the students haven’t experienced that approach to a patient until fourth 

year, and I find then that sometimes that can be difficult to teach because they are 

so specialty focused.  So, sometimes getting them to think in that way […] can be 

challenging because they haven’t been taken to a place in their mind about that, 

and it’s only until we talk about it they think, ‘gosh, I wouldn’t have thought about 

that’. We just hope that that is sustained through their fourth-year attachment and 

beyond, but with such a short period of time in General Practice I don’t feel it’s 

enough, and my fear would be that they become specialty focused after they’ve 

left General Practice again.” (¥) 

Again in this extract there is a reference to the fact that biomedical teaching and the CBME 

paradigm has formed in students’ minds in such a way that it is difficult teach them to 

“think outside the box”, because they are stuck in a particular way to understand medicine 

and clinical practice. This happened due to lack of critical enquiry in previous teaching, 

which is mostly secondary care and systems-based. This teacher is saying that finally, during 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

190 

the GP course, students start to realise they had been missing something before: they had 

not seen that there is more to medicine than the biomedical side. A “big C” Conversation 

appears at the end of the extract: this teacher is explicitly expressing her concern towards 

the lack of GP teaching in medical school and the danger that, if students go back to the 

specialty-focused and biomedically based teaching, they will lose that “deeper” mindset 

they started developing in GP (that is, critical consciousness). 

8.2.2 - A philosophical shift in teaching 

In Chapter 6, I have critically analysed the GP course educational dynamics I witnessed in 

my observations. This critical analysis allowed me to claim that the purpose of the GP 

curriculum is not oriented toward a concept of “competence” as the single goal of the 

educational experience. Additionally, I made a claim that teachers have an intrinsically 

activist ethos, demonstrated in particular by their approach to assessment, which 

manifested a different philosophical underpinning to that of the CBME approach. Through 

the interviews, I had the opportunity to further investigate these claims by having access to 

the teachers’ direct reflections around their teaching practices.  

In the interviews, teachers acknowledged that their pedagogical choices deviate from what 

is dictated by the hegemonic trends in medical education. They justified these choices by 

explaining how students, at this point of their academic career, need to be prepared to 

participate meaningfully in the “real world” of medicine. In order to prepare them for this 

shift in thinking and practice (see 7.3.2), the teaching itself needs to undergo a paradigm 

“shift”. A teacher said: 

“My role in the fourth-year teaching is that I lead on one of the sessions that 

happens six times a year if you like. I think it’s called Consultation Skills, which I’ve 

often thought is not a very good name for it, but the idea of it is, it’s a session where 

students get the opportunity to think about what they would do in practice in the 

following weeks when they have a person in front of them.  So, the students at that 

point are great at taking histories and examining, although we don’t do that in 

that session. What they find difficult is the ‘what next’.  So, when they’ve got a real 

person in front of them, and they’ve asked their list of questions that they’ve 

beautifully learned off, then they find that they just don’t know what to do next.  
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So, the patient looks to them and they feel like they don’t know what to say or do.” 

(¥) 

This is a rather sophisticated critique of how, institutionally, teaching sessions are named to 

portray medicine as a series of performing skills. Language carries meaning. Students can 

get the wrong idea of what a session is about or get the wrong idea of what constitutes a 

GP’s daily clinical practice. This teacher is not sure what the name “Consultation skills” 

portrays about the session. She distances herself from it saying “I think it’s called…”, 

although having taught it many times, she knows very well what the session is called. It 

does not resonate with her, because it is recalling General Practice as a “set of skills to be 

used in a consultation”. This teacher is more concerned about the disposition of students’ 

thinking, rather than their ability to mechanically learn and perform lists of questions or 

skills in front of a patient. In her teaching session, she wants students to go beyond showing 

off competences, getting beyond repetition of questions, to go deeper in the consultation 

with the person in front of them. 

Another teacher said: 

“We […] think that at fourth year the students are less confident and less 

experienced in the second half of the consultation, […] we would try and spend time 

on those teaching sessions getting the students to think not only about developing 

focused histories and examinations, but more so having the confidence to develop 

an impression or a differential diagnosis, or a diagnosis with a management plan.” 

(¥) 

The use of the pronoun “We” suggests that the GP teaching team collectively discussed and 

analysed the 4th year students learning needs in relation to consultation in GP. They are 

great in competences, as the more “mechanical” side of the consultation, but they need to 

gain the ability and self-confidence to go forward, to start acting toward the patient’s 

benefit. This is a “big D” Discourse about CBME and students’ secondary care teaching and 

learning experience. The paradigm shift to General Practice is portrayed through the image 

of nurturing students’ self-awareness and confidence to move beyond the initial stages in 

the consultation. Also, “impression” is a looser word than diagnosis and allows for doubt or 

changing one’s mind: this teacher is talking about managing undifferentiated illness, 

therefore about the more complex character of General Practice. It is a very context-
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specific discourse: CBME pedagogies are poorly suited to the particular context of General 

Practice. 

From my observations, I can say that students’ approach to the tasks mentioned in the 

quotation above, starting with “My role in the fourth year…” was, at least initially, rather 

mechanical. They repeated, as the teacher said, the questions they learned in the previous 

years, and they expected the teacher to give feedback on those questions in a very specific 

way: 

“What they expect probably is more, what questions did you forget, or what was 

the diagnosis straight off, and I’m consciously not. We will come onto that to be 

fair, maybe not what questions you forgot, but what do you think we do now.  But 

I’m more keen for them to say things like, ‘goodness, it’s really hard when you can’t 

see the person’s face’, or: ‘I really didn’t know what to do with that, I wasn’t sure 

whether I was allowed to ask about confidentiality’.  I’d rather hear that side of 

things, because my feeling is the details and all, they can get that elsewhere, 

textbooks, or whatever they need to.  Whereas, what I feel the learning here is, is 

about handling things sensitively, if necessary, knowing your limits, and being 

happy to say: ‘I don’t know the answer to that question, but I’ll find out for you.  

I’m a student.  I’m not sure’.  And also, just pushing them a little bit into things that 

aren’t so boxy, you know, cardiovascular chest pain, something more vague, more 

realistic.” (¥) 

Students expect a problem-solving approach to clinical practice, and are very aware of the 

behaviour or skills that they need to master in order to become good doctors. However, 

this is far from the objective of these sessions, it is a much deeper one. It is about going 

beyond siloed knowledge, and helping students start to identify the dynamics (personal and 

interpersonal) that influence a consultation. Importantly, this teacher is highlighting the 

importance to help students acknowledge that, at this point in their career, they do not 

need to be “perfect”, and that talking honestly with a patient, and with the tutor, is a 

positive thing. The tasks used in the teaching and learning practices have no right answers: 

they are just a means of discussing relevant material. This teacher acknowledges how much 

the CBME approach has influenced students in wanting to learn in a particular way, and to 

get particular types of feedback. Yet she tries to “push them a bit” towards a different level 

of clinical practice: 
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“That, for me […] is very much coming away from having the students thinking of it 

as a list of box-ticking but that in fact, I want them to think more critically about 

things […]  I think the students […] want to be given facts and figures and they 

want it to be all very practical […]. [But] we’re trying to connect with the patient on 

a different level.” (¥) 

Again, this teacher mentions didactic teaching and tick-box exercises, which are big themes 

in medicine and medical education. There is a feeling that, in medical education, everything 

tends to be siloed. But learning is not about repeating a procedure, it is disruptive as it 

forces students to modify their thinking, even outside comfort zones. In this way learning 

can be traumatic, but it also provides ways to connect with patients on different levels (by 

understanding the dynamics around their life). 

Hence, in GP teaching there is a shift. Students are not given facts and figures anymore, but 

tools to think (see 7.3.2), so the shift is also in pedagogy. This was openly recognised by 

another teacher who, when talking about sessions being taught by two teachers, 

mentioned challenging the orthodox teaching models: 

“I am mindful that not all the students like it.  There’s been a few comments where 

students feel, in their module evaluations, have said stuff like: ‘it’s a bit off-putting 

having more than one person’, but that’s because it’s not what they’re used to.  

They’re used to one person standing at the front and telling them stuff, and that’s 

explicitly not what we’re trying to do.  So, I think challenging that, this is the 

orthodoxy, I will impart to you by having it more conversational with two 

facilitators.  I think that’s important.  I know it’s a luxury in terms of when faculty 

time is tight, but I think where possible it’s something that has some educational 

merit and value for the students, and I’ll probably try and maintain that going 

forwards, even though, yeah, some students…” (¥) 

This teacher is explicitly acknowledging that, this educational practice is challenging the 

dominant educational paradigm that sees the teacher as the “sage on the stage” delivering 

pre-packaged information, and that although considered student-centred, students are also 

treated as recipients of knowledge. It is the banking model of education (Freire, 2017) that 

is being challenged, even if students like it because it is risk-free: they are “spoon-fed” with 

information to learn, and they expect to be assessed by performing skills demonstrating 

those notions. This teacher, instead, envisions education as a disruptive force (“challenging 
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that, […] the orthodoxy”): one that breaks expected schemes, even despite institutional 

challenges such as restrictions in time and human resources. She is willing to get through 

those challenges to support educational practices that have real merit and value for 

students. This is a great example of critical teaching: it is transformative of both the 

educational environment and the students, in fact teachers are very open to students’ 

feedback, to them questioning the educational methodologies, and to consider alternative 

solutions. In this way the teachers are propelling students to ‘speak the world’. 

In the interviews, there is a sense that General Practice teaching, (pedagogy even), aims to 

bring medicine to “real grounds”. This “big c” Conversation was mentioned by various 

teachers. In the next example, a teacher draws a difference between university taught 

medicine and on the ground practice: 

“I think the reason why I use the scenarios is because they actually did happen.  Role 

play is very good to a point, but you have to use real life examples, because real life 

examples sometimes aren’t the complete boxed OSCE type situations.  I think that 

students find that difficult to cope with whenever things don’t go perfectly, like an 

OSCE, or a role play, and that challenges them when they go to real life medicine, 

and I often say that to the students, is that whenever I teach I like to teach real life 

medicine and not book medicine.  I think we could potentially put them into a false 

sense of knowing medicine when they actually sometimes don’t. […] I suppose, 

again, the real life examples would give the answers of maybe not necessarily what 

book medicine would give you, but real life medicine would give you, and I think 

they appreciate it, and I think they remember clinical cases more than books, more 

than reading from a book.  They experience the cases.  When they watch the cases 

they remember, you know, that person with MS, or that person with Parkinson’s.  

They will remember that person again rather than the actual disease, which I think 

is important that they do, do that.” (¥) 

This teacher is expressing her opinion on medicine being taught in a particular (dominant) 

way, which often does not account for the elements of complexity and uncertainty and how 

they influence clinical practice. She exemplifies this as “boxed OSCE type” and “book 

medicine”, which, in her mind, there is more to medicine than what an OSCE can simulate, 

and this teacher stresses how her teaching is in fact based on “real life medicine”, which is 

complex, uncertain, and messy. There are many things going on including personal feelings, 
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and errors, which need acknowledged and used for further learning. She uses the example 

of storytelling (using real life examples) as a pedagogic tool that can give students a flavour 

of real life medicine (as opposed to “book” medicine) and of an approach that is truly 

person-centred, rather than disease-based. It is interesting to notice that this teacher 

visualises two FWs of medicine: one that is real, and one that is artificial and portrayed in 

medical books and OSCEs. 

On the same topic, another teacher said: 

“At the minute, in our curriculum we do this, and then you do that, and then you do 

this, and what happens is, you get brainwashed in subsequent years that the stuff 

that was gone previously was either wishy washy, or not important, and this is the 

real important stuff now.  When you’re sticking tubes down people’s necks and 

keeping them alive that’s real medicine, and all the other stuff that went before it is 

just some nonsense that you have to teach because the GMC says.  So, that’s very 

damaging, actually. Our new curriculum, I think, will go some way to mitigate that 

because it will be more vertically integrated throughout.  So, the sciences will be 

taught throughout the five years parallel and that will keep it more real.  And with 

more General Practice throughout the curriculum as well, it will also keep it real.” 

(¥) 

This teacher is noticing how the QUB medical school curriculum is fragmented and not 

integrated. In the first years, teaching is more around the “psychosocial” side of medicine, 

while towards the last years, teaching becomes much more clinical, skills-based (“sticking 

tubes down people’s necks”). She is implicitly suggesting that the curriculum should be 

more integrated, the clinical and non-clinical teaching more evenly distributed throughout 

the years. As it is now, the paradigm conflict in the educational contents and practices 

(non-clinical vs. clinical) creates the hegemonic idea – “you get brainwashed” by creeping 

socialisation (Johnston, 2017) - that the non-clinical content is not important, and only 

taught “because the GMC says [so]”. To me, the reference to the GMC as the Institution 

that holds the power to dictate medical education is clear in this quote. But it also comes 

through as a very subtle reference to secondary care teachers who have a critical attitude 

towards the GMC decision to teach subjects that they do not consider “real medicine”. 

There are two conceptualisations of “real medicine” here: one that belongs to the FW of 

secondary care, and that relates to skills such a “sticking tubes down people’s necks”, and 
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one that belongs to the FW of primary care. In this context, the phrase “keep it real” 

expresses almost the opposite notion: real medicine is embedded within the psychosocial 

sciences. There is also a reference to the new QUB medical school curriculum (see Chapter 

5) which, being more integrated and, importantly, providing more General Practice 

teaching, will keep teaching anchored to more real grounds. 

These Discourses are political: these teachers are talking about making changes at an 

educational level, as a response to hegemonic pedagogic models, such as CBME, which are 

not suited to the particular context of General Practice teaching. So, through their 

educational practices, GP teachers are (undertaking?) a shift from the dominant pedagogy 

(biomedical and CBME-based) to a less hegemonic one. 

In these reflections, teachers speak against what Freire defined as a “banking model of 

education” (Freire, 2017), highlighting the need to get beyond teaching competences to 

students and to, instead, guide them towards a real medicine, one that is not made by 

transferable knowledge that can be easily placed into boxes. These teachers and tutors’ 

ideas – and identity – were formed in a particular context, that of General Practice. They 

have conformed to being GPs, to think like GPs. Therefore, nothing is easy or 

straightforward. For this reason, when they conceptualise their teaching practices and 

pedagogy, they recognise that General Practice needs a context specific pedagogy.  

8.3 - Towards action in General Practice: advocacy 

This section looks at educational practices which implicitly foster an orientation to action, 

therefore representing a transitioning moment between theory and practice (towards a 

philosophy of praxis) 

Although there is no requirement for teaching advocacy in formal documents such as 

“Teaching General Practice” (Harding et al., 2018), discourses around advocacy certainly 

appeared during my observation of the GP educational practices. It is useful for this analysis 

to refer to the two sub-roles of advocacy identified by Dobson and colleagues (2012): 

agency and activism. Agency involves focusing on improving a specific patient’s health, in 

the setting of the everyday clinical context (“working the system”); activism involves 

advancing the health of communities and populations, through acting towards changing 

social issues impacting health (“changing the system”) (Dobson et al., 2012). So, activism 
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could be perceived as the more “political” side of advocacy, as it would require a medical 

professional to engage in explicit actions aimed at realising change in society.  

Activism and agency are nonetheless complementary, as “they share a common conceptual 

understanding of issues related to the socioeconomic determinants of health” (Dobson et 

al., 2012) and I argue that, taking a Gramscian approach to this issue, agency is, also, 

political. Gramsci conceptualises politics as the ability to understand and transform the 

world while becoming oneself (Tosel, 2017p178). I will expand more on this in the next two 

chapters, however, for this section the relevance of this concept resides in the fact that 

even in order to develop a “working the system”, students need to identify and understand 

the social, historical, cultural and economic factors influencing health, to contribute to 

transform the patient’s context. By doing this, and developing self-consciousness in the 

process under the teachers’ guidance, they are building their own identity as future doctors 

and, perhaps, as agents of change within the healthcare system. Nonetheless the 

distinction between the agency and activism side of advocacy helps me to look at advocacy 

discourses within my data, to better understand the nature of this concept as constructed 

in the educational practices. 

During the task in which students are asked to describe General Practice with three 

positive, and three negative words, in two instances “patient advocacy” appeared in the 

“positives” list. At the very least, this highlights a level of students’ awareness of the 

importance of this aspect in General Practice. We can say that in their “spontaneous” idea 

of the “General Practice world”, patient advocacy is a necessary and positive element. In a 

number of occasions, teachers guided the learners through a more in-depth analysis of this 

aspect, which was at times conceptualised as being “about wellness… connecting the 

patient to that wellness” (ǂ). So in this case the conceptualisation of patient advocacy is 

around helping patients navigate through the healthcare system (“working the system”), in 

order to reach or maintain better health. A conceptualisation that appeared at other times 

throughout the course in different teaching sessions and by different teachers. For 

example, discussing the topic of breaking bad news: 

“…Particularly in breaking bad news situations... that's quite a difficult consultation 

when they are in the secondary care setting. And then often… questions build up... 

the worries, the concerns… they start to think about what it means... Basically it's 

life changing isn't it... No matter how we look at it. Even if there is a good outcome 
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or there's a potential for good outcome it's... it's hugely life changing and it's not 

just life changing for the patient... It's life changing for family members. One of the 

privileges that we have as GPs is that we often look out for the entire family. 

Sometimes we just do that occasionally... But more often than not we've got the 

whole family unit. And... you're in that... Very privileged position where you can see 

the dynamics... You can... Watch them... You can... Help... Advise, support... 

Advocate... All of those things in one person.” (ǂ) 

This teacher, commenting on an experience a student shared during the group discussions 

in the Assessment day, is conceptualising advocacy as a way to support patients at difficult 

times, especially in complex situations when they received bad news in a secondary care 

setting. In this case, the teacher is envisaging a (perhaps often occurring) situation in which 

patients’ questions are not necessarily fully answered in a secondary care setting, therefore 

the role of a GP is to support and advocate. Reaching information, accessing knowledge, is 

in this instance a form of advocacy.  

Another teacher said: 

“You often know their family background… so you can have a better sense of 

what’s happening to that person. You can have so much more to start with if you 

know that person. So you’ve got so much more than a sterile hospital setting when 

breaking bad news” (ǂ) 

This teacher highlights the importance of continuity of care in advocacy, therefore making 

the point that advocacy should start from the knowledge of a particular patient and their 

sociocultural, and economic, environment. The teacher continued: 

“It’s a real privilege to be a patient advocate. I see ‘problem patients’ among the 

negative words… we have the opportunity to advocate for these patients… they 

have no voice or limited voice… we play an important role…” (ǂ) 

Patient advocacy is conceptualised here and in the previous quotation as a privilege: a GP 

has the opportunity, and the responsibility, to get beyond patients’ behaviours and façade, 

identifying the reasons behind them, which might be situations of “oppression”. It is the 

GP’s role to speak on behalf of these patients and, perhaps, contribute to changing the 

social, political or economic conditions determining that oppression. I saw in this sentence 

a move towards a conceptualisation of advocacy as activism, especially in the second part 



 
 

 

(ǂ) Fieldnotes  (¥) Interview   (ƛ) Focus group   (§) Audio Diary 

199 

of this discourse, in which a slide showing what words the Faculty came up with during the 

same task, was displayed. In this moment a student asked, referring to a particular concept 

the Faculty listed as a positive: 

Student: “What do they mean by social justice?” 

Teachers: “They mean giving voice to the socially unrepresented, it is about 

advocacy, recognising the link between social factors and well-being…” (ǂ) 

This is a fourth-year medical student who, encouraged by a supportive and safe educational 

environment, candidly asks a crucial question about what should arguably be a core 

concept in medicine and, perhaps more importantly in medical education, where the values 

of the medical profession can be made explicit. The teachers’ response is on point: social 

justice is about the recognition of how healthcare and well-being are influenced by the 

practical social context. On another occasion, during discussions in the “Being a doctor” 

workshop I delivered as part of the teaching week, I asked students what is social justice for 

them, and how being a patient’s advocate relates to that concept. A student said: “Doing 

the best for your patients. Obviously you're the one with knowledge of what's going on with 

them, so you can help them access the things you need” (ǂ), and another said: “It’s like 

fighting for them and, you know… representing them, and making sure that they're getting 

access to services that they deserve” (ǂ). The first quotation manifests a paternalistic view 

of the doctor-patient relationship: the doctor is the one holding the knowledge, she/he is 

the one that knows what is wrong with them, and therefore the one able to direct them 

towards health. So we can say that, for this student, advocacy is a benevolent disposition of 

a person who holds power, towards one that does not. The second quotation has similar 

nuances, but it leans more towards activism, as “fighting” for them within the system of 

healthcare. However, again, the vision of agency in advocacy is the one probably easier to 

envision, perhaps because it remains within the more acknowledged duties and skills of a 

medical professional: to help patients navigate the healthcare system, directing them 

towards the services that they need in order to achieve wellness. 

It is nevertheless a concept needing to be explored and conceptualised more in-depth with 

students, thinking together about what may be expected of GPs (and medical professionals 

in general) as patients’ advocates. How do they envision activism in the daily practice of a 

busy clinician? During the focus group, I led the discussion towards this side of advocacy, 
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asking how a GP could have acted to address such issues having in mind the community, 

rather than the individual patient or family. A student said: 

“…A GP does understand the population quite deeply so [they should] play a leading 

role in prevention or in maybe opinions in cases like that, I think sometimes when I 

was in placement I sort of thought it focuses too much on illness in General Practice. 

I think because the GPs have such an insight into the communities in which they 

serve that they should maybe have a greater role in prevention, so I kind of 

wondered why there isn’t healthy children’s clinics to prevent the social terms of 

health having such a large part to play later on in life. Even the case I was 

explaining earlier about the non-accidental injury being found just by chance of a 

GP saying they want to listen to a child’s back and the mum was actually the one 

seeing the GP, highlighted to me that if GPs don’t play a proactive role in trying to 

be advocates and look out for the health of the most vulnerable in their 

communities like children or people with learning disabilities, then those things are 

going to go missed. So, if you’re asked about solutions, I do think they should play a 

greater role in health prevention and do well clinics in order to identify those 

problems that will have the greatest impact on health later on in life.” (ƛ)  

This student is envisaging a way for GPs to take action towards the “social terms of health” 

in the population. This highlights her disposition towards taking an active role in society, a 

disposition that needs to be cultivated in the educational environment. Identifying social 

issues affecting healthcare, and envisaging possible solutions, should be core critical 

teaching which I think deserves a dedicated space in medical curricula. 

The GP teaching team actively encourage the agency type of advocacy, as helping patients 

navigate the healthcare system, supporting them in their journey into solving not only 

health, but also social or family issues. The advocacy type of activism comes out in some 

discourses, however, these discourses seldom give rise to analysis or debate around the 

deeper meaning or actual practical activities involved in acting towards changing social 

issues impacting population health. 

However, as I explained in Chapter 6, the GP curriculum is dialogic and dialectic: it is 

oriented towards the exchange of opinions and understandings. GP teachers do not simply 

speak to students: in this way they would not be hearing them: instead they actively listen 

to them, giving them the right to express their thoughts (Freire & Macedo, 1978). This 
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pedagogy, as I explained in 6.3, models the patient-doctor relationship. This means that, 

through these interactions with their teachers, students can learn a type of advocacy in 

which they do not simply speak to or on behalf of patients, but speak with them, hearing 

what they have to say. And, since listening implies speaking, they will speak as well (Freire 

& Macedo, 1978), in a dialectic fashion. 

8.4 - Conclusions 

In this chapter, I have identified and analysed a series of philosophical shifts and pedagogic 

relations, and I have conceptualised them as indicators, in both students, teachers and 

tutors, of a disposition towards action and activism in the world. Crucially, participants used 

their own voice to “speak” their reading of the world to me, which I interpret as an act of 

power representing an emergent critical consciousness. This critical consciousness is 

oriented towards change: both of one’s own identity (as students find positionality in the 

world of General Practice), and of the world itself (through advocacy in clinical practice). 

For teachers, speaking their world meant having the courage to speak about ideologies 

affecting medical education and clinical practice, and manifesting a willingness (at times a 

stated intent) to explicitly step away from a CBME based pedagogy. In this sense, their 

educational choices are all acts of power, a re-appropriation of a context-specific pedagogy 

which, due to the peculiarity of General Practice, differs from that used in other contexts 

such as teaching which takes place in secondary care settings. It is important to note how 

this attention to context aligns with the findings of the scoping review (see 1.2) and 

constitute an explicit positioning of the GP teachers’ pedagogy within a critical pedagogy 

paradigm. 
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Chapter 9: Radicalising the research(er) 

“Having first shown that everyone is a philosopher, though in his own way and 

unconsciously, since even in the slightest manifestation of any intellectual activity whatever, 

in ‘language’, there is contained a specific conception of the world, one then moves on to 

the second level, which is that of awareness and criticism. That is to say, one proceeds to 

the question: is it better to ‘think’, without having a critical awareness, in a disjointed and 

episodic way, to take part in a conception of the world mechanically imposed by the 

external environment, i.e. by one of the many social groups in which everyone is 

automatically involved from the moment of entry into the conscious world […] or is it better 

to work out consciously and critically one’s own conception of the world and thus, in 

connection with the labours of one’s own brain, choose one’s sphere of activity, take an 

active part in the creation of the history of the world, be one’s own guide, refusing to accept 

passively and supinely from outside the moulding of one’s personality?” 

― Antonio Gramsci  

In this chapter I dialogically situate myself as a critical researcher onto my analysis (Korth, 

2001), and I highlight its socioculturally constructed character. This is an effort aimed at 

foregrounding the “potential standards of critique” (ibid.) and the postcritical ethnographic 

methodological approach. I use this opportunity to further acknowledge (see 4.2.2) that I 

exist within a critical discourse which makes me partially responsible for the world I am 

producing through my interpretation, and that I produced this thesis as a moral activity 

(Noblit, 2004 p201)  

I problematise my findings by working through issues of positionality, reflexivity, objectivity 

and representation (Noblit, 2004). I describe my journey through writing this thesis, in an 

effort of going to the roots of my intellectual work, to bring hidden patterns and elements 

to the surface and into the field of awareness. Doing this gives a radical connotation to my 

analysis and myself as a critical researcher (Korth, 2001). On reflection, I decided to use the 

word radical because of its political flavour, clearly allusive of the underlying political 

dimension that underpins this thesis. However, I wish to reclaim the meaning of the word 

radical, which has significant provocative potential, arguably because, in the World’s 

contemporary political context, it is mainly used in a negative way. This thesis is about 

shaking medical education from “safe”, conservative, narrow views of the process of 

education, so to question what a new hegemony could be, as the current arguably does not 
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optimally serve medical education. Hence, I am making a case to develop a critical 

pedagogy among medical educators and students, which would result in a new hegemony, 

that is better placed to serve society. To do so, someone has to take a “radical” position, a 

position that is different to the current norms. The term gives a sense of purpose, a power 

to build upon the findings of this research towards change. I am hungry to see medical 

education fulfilling its good, to honour its “social contract” and I wish to contribute to 

making things better in the world.   

9.1 - Positionality 

“Positionality involves being explicit about the groups and interests that the postcritical 

ethnographer wishes to serve, as well as his or her biography” (Noblit, 2004). 

In this section I “story the I” (Ettorre, 2017), acknowledging my positionality, my power, and 

also the feelings this positionality causes me. I have mentioned my background in Chapter 

3: I am Italian, and I undertook my undergraduate studies in my home country. The course 

of studies I chose, previously “Pedagogy”, had been renamed “Educational Sciences”, this 

choice derived from the attempt to give a positivistic, measurable, “scientific” flavour to 

something so beautifully uncertain, even risky, as education. I came to realise this towards 

the end of my studies, when I was introduced to critical theory and critical pedagogy. This 

realisation started to shape my way of thinking, developing my critical attitudes towards 

education, academic research and the world in general. Moving to the UK to undertake a 

Master’s course, I subsequently moved into a 10-year position as a medical educationalist 

at the University of Dundee Medical School. In those years I had the opportunity to grow a 

deep understanding of medical education, its political dynamics and pedagogic struggles. I 

felt an outsider: I was not a doctor, I did not know about medicine, and this often meant 

that my (qualitative, theoretical) knowledge was not regarded with equal validity, no 

matter how much I contributed to the academic discourse around the use of technology in 

medical education (my area of interest in Dundee). I was always fascinated by the growth of 

medical education research towards more qualitative approaches, despite the hegemonic 

positivistic roots from which it has been emerging. Hence my decision to undertake a PhD; 

both due to a genuine interest in contributing to the wider academic discourse around 

improving medical education through rigorous qualitative research grounded in theory, but 

also as an attempt to validate my own voice among that of clinical doctors. 
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My PhD journey did not start with an existing research project in undergraduate General 

Practice education. I was lucky to have the opportunity to discuss my research interests and 

aspirations with the supervisors, in order to identify a suitable topic for my research. 

Starting with an exploration of Critical Pedagogy in medical education, the plan to extend 

this to General Practice education emerged organically as the PhD progressed. The 

resultant end-point is a happy destination that emerged. 

As an employed medical educationalist, among other professionals, I had worked with GPs; 

an opportunity that made me appreciate General Practice as a unique discipline within 

medical education. I had come to see it as naturally embedded in the sociocultural domains 

of healthcare and I could notice, in its teachings, subjects I was passionate about, such as 

supporting the underserved populations. Hence, when I started my PhD, I had specific pre-

existing ideas about General Practice and I felt a “connection” I did not feel with other 

medical specialties. On reflection, I must acknowledge that this connection comes from the 

realisation, throughout my medical education career, of the (sometimes not so) subtle 

power imbalances between General Practice and other specialties. As I progressed through 

the various stages of the research, I was drawn into “the world of General Practice” even 

more, and grew a desire to advocate not only for critical pedagogy in medical education, 

but the affordances of General Practice teaching for the development of critical 

consciousness among learners. Hence, through this thesis, my desire grew to empathically 

serve General Practice education by helping it become consciously aware of, and proudly 

“own”, what I now consider are its unique characteristics, and to adopt them in the 

development of conscious pedagogic approaches. My commitment was to contribute to the 

adoption of strong theoretical foundations to General Practice teaching. Hence, my 

involvement in the reflections around General Practice teaching and its possible 

development, is rooted not only in my willingness to participate positively into the 

academic discourse, but also to advocate for a more extensive General Practice teaching in 

undergraduate medical education and to practically encourage GP medical educators to 

further explore their educational practices, to cultivate their own critical consciousness and 

bring their own ideas into this discourse.  
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9.2 - Reflexivity 

 “Reflexivity is about redesigning the observed, and about redesigning the observer” (Noblit, 

2004). 

As a PhD student supervised by three GPs, all involved in the General Practice 4th year 

undergraduate course, I have been given the privileged opportunity to observe, interpret 

and describe the educational practices involved in that course. A privilege that I 

acknowledged and managed throughout the past three years, in the willingness of being an 

ethical researcher. Through this thesis, I have articulated something that each of the 

teachers, the tutors and students involved might have described, although in different ways 

and using a different language. Indeed, whilst I learned their language during my 10-year 

experience in medical education and during the PhD, I still use a particular vocabulary and 

phrasal structures that come from my Italian mother tongue, and from my background and 

forma mentis in pedagogical theory and philosophy. I embedded snippets of reflexivity 

throughout this thesis and, crucially, I have used the pronoun “I” to express, on one hand, 

the full responsibility of what is written here, and, on the other hand, to acknowledge my 

positionality and my own power as a researcher who is inscribing and edifying others. I 

used this strategy in an attempt to mediate between what actually happened and the 

things I unconsciously chose to look at or remember. This is why I also used the conditional 

verb mood throughout the analysis: I wanted to make sure I was not imposing my 

interpretation on participants, effectively de-privileging my own ideas. 

I must mention that some of the research participants are also critical researchers (one was 

in fact undertaking a PhD at the same time as me). This means that we share deep 

assumptions, for example on critical approaches to education and the sociocultural 

construction of knowledge. I envisage that these assumptions may have shaped her 

teaching, and therefore had an influence in my results. As I mentioned above, all three of 

my supervisors were also teachers on the GP course; this is an important fact because, 

before sharing my reflections, findings and conclusions with them, I knew they would 

recognise themselves in those accounts. Particularly, I shared with them the idea of General 

Practice having unique affordances within medical education, and the need to recognise 

and acknowledge them as core values able to underpin transformative educational 

practices. Nevertheless, as a team we were all open to constructively challenge one 

another: the supervision activity was often, if not always, a reflective discourse among 

“critical friends”. This of course shaped my theoretical, methodological and analytical 
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choices. However, as Korth (2001) noted, it is my position as an outsider that allowed my 

observations and this thesis as a whole to serve not only as a formal account, but as a 

source of verification and validation from my supervisors in primis, and from all readers 

involved in this subject. My position-taking (see 9.1) involves being able to grasp an 

insider’s position (that is, of the GP teachers, tutors and students) so my interpretation of 

the data hopefully do not diverge too much from theirs (Korth, 2001). Of course I 

acknowledge my individuality and that of the researched, in that what I articulate in this 

thesis is my own representation, culturally and socially constructed throughout my 

relationship with the participants and the supervisory team, of the context and dynamics I 

researched. 

Results and conclusions aside, the most important “result” of this thesis has been my own 

process of manifesting hidden elements, bringing them in the field of conscious awareness 

for myself and the reader. I felt I brought educational relationships and dynamics and 

important pedagogic roots to the foreground, which can hopefully inspire others in their 

critical reflection and consciousness developments. In order to reflect the critical pedagogy 

roots of this thesis, I strategically presented the findings organising them in what could be 

seen in a “consciousness raising” fashion (see 5.4). That is, far from claiming this is what 

objectively happens in the GP course, I acknowledge my arbitrary decision to construct my 

analysis in such way, which could have had alternative possibilities and outcomes. Crucially 

however, by doing so, I experienced a critical consciousness raising process: I first observed 

the more explicit “structure” constituting the GP course, from which I then foregrounded 

methodological elements (Chapter 6). This initial step was instrumental to move into 

deeper grounds, “reading the world” in its more implicit elements, manifested in less 

obvious educational relationships, processes and dynamics (Chapter 7 and 8). The 

combined outcomes of these two processes afforded the expression my ideas through 

writing this thesis, hence “speaking the world”. Finally, I experienced discomfort in the 

process of finding congruence among the various parts constituting this work. This 

discomfort however, crucially further developed my critical awareness on the elements 

influencing how I enacted this thesis. 
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9.3 - Objectivity 

“Objectivity is usually eschewed in postcritical ethnographies but is never fully escaped 

whenever ethnographic interpretations are offered. The act of writing inscribes a critical 

interpretation that exists beyond the intentions of the author to deobjectify, dereify, or 

demystify that studied” (Noblit, 2004). 

There is a dilemma that postcritical ethnographies need to attend to, which emerges from 

the very act of writing a static, permanent portrait of a social context. Social contexts are 

not simple objects, but complex, ephemeral and multiple entities, which get inscribed 

through interpretations that are always positional, partial and ideological (Noblit, 2004). I 

attend to this dilemma by recognising that, firstly, the knowledge I constructed through this 

thesis is influenced by my own culture, history and the society I live in and have conformed 

to. Secondly, far from objective, this knowledge is “interested” by my genuine intentions to 

positively influence the academic General Practice discourse on medical education. I 

recognise that, throughout my PhD, I have “conformed” to the values and ideas conveyed 

in the GP course I observed. Lastly, I acknowledge that both the GP course itself, as a social 

constructed entity, and the participants’ values and identities are in continuous 

development and transformation, and are also situated entities. They would be different, in 

their essence and developmental dynamics, if they were in different social, cultural and 

historical contexts (see Chapter 3). 

Rigour in this thesis does not come from positivistic “objectivity”, but from engagement 

and constructive reflexivity (Varpio et al., 2017). 

9.4 - Representation 

“Representation is about the issues involved in inscribing a postcritical ethnography” 

(Noblit, 2004). 

At risk of repeating myself, I stress again that my decision to portray the GP course by using 

three “blocs”, and organising them in a “consciousness raising” order, is purely strategic. 

There are inherent issues in outlining a permanent portrait of something so dynamic such 

as an educational environment, which I have tried to address by attempting to foreground 

the dialectical element weaved across the “blocs” themselves. I acknowledge that my 

accounts will edify others (Noblit, 2004), hence I am using this section to view critically the 

relationship between myself and those researched, which is thoroughly embedded in this 
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thesis. The consciousness-raising fashion in which I have outlined the sets of pedagogic 

relationships that construct the GP course, effectively portrays the development of my own 

critical consciousness towards the reality I have observed. This decision hence derives from 

my own internal standards of critique, which evolved from an interaction between my in-

depth knowledge of critical pedagogy theory and my relationship with the supervisory team 

and the research participants (Korth, 2001). 

Describing a social reality is always uncertain, somehow inadequate; I could have 

represented the GP course in many other different ways, however, I have critically worked 

through my methodological and analysis decisions, as I explained in Chapters 3 and 4. The 

original title of this thesis was: “Awakening Critical Consciousness? Opportunities seized 

and missed in General Practice teaching”. As I progressed through my observations, I grew 

a sense of uneasiness towards the wording “seized and missed”. I did not want to represent 

the educational process through this binary setting because, in reality, nothing was missing 

in the context I was observing. Instead, several educational opportunities were being 

enacted, in multiple, dynamics ways; the approach to teaching showed critical elements, 

there was no need for a question mark. Hence I changed the tile to the current: “Awakening 

Critical Consciousness in General Practice teaching: Towards a Philosophy of Praxis”. 

I hope that the language I used in this thesis does not position myself as telling a “real” 

story with a “final” say; rather I wish to stress that these results are not final, but a work in 

progress subject to future re-evaluation and refinement (Thomas, 1993). 

9.5 - Postamble 

I have radicalised my findings by describing my journey through writing this thesis, and by 

making an explicit effort to foreground the roots of my intellectual work, bringing hidden 

patterns and ideological influences to the surface and into the field of awareness. 

Had I placed this chapter at the beginning of my thesis, the reader would have journeyed 

through this work with, possibly, a different view of myself as a researcher, which would 

have affected their reading, and the formation of their own opinion on what they read. 

Instead, I took the decision to let them process this thesis without the information I have 

shared in this chapter.  

My intent through this chapter, then, was to draw the reader to the personal theoretical 

and ideological framework that inspired my thesis. I wished to provide the reader with a 
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lens to (re)read my narrative of the results presented, and to “interpret” my own 

conclusions. My hope then, at the end, is that this thesis and the research on which it is 

based can be a catalyst for change. At the same time, it has started to shed light for me on 

how I might also “act” and how I have changed. In this regard then the research and the 

researcher have been radicalised.  
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Chapter 10: A philosophy of praxis 

“This was not an ‘abstract’ leadership; it did not consist in the mechanical repetition of 

scientific or theoretical formulas; it did not confuse politics –real action–with theoretical 

disquisition. It devoted itself to real people in specific historical relations, with specific 

sentiments, ways of life, fragments   of worldviews, etc., that were outcomes of the 

‘spontaneous’ combinations of a given  environment  of  material  production with the 

‘fortuitous’ gathering of disparate  social  elements  within  that  same  environment. The 

element of ‘spontaneity’ was not neglected, much less disdained: it was educated, it was 

given a direction, it was cleansed of everything extraneous that could contaminate it, in 

order to unify it by means of modern theory but in a living historical manner.” 

― Antonio Gramsci  

The research question I set out to address in this thesis was: 

“How are the affordances for the development of critical consciousness enacted, in an 

undergraduate General Practice learning environment?” 

In my reading of the literature (see Chapter 2), there appears to be a paucity of articles 

regarding possible critical pedagogic underpinnings of undergraduate education in GP. In 

my opinion this is particularly concerning, as General Practice offers unique affordances for 

critical teaching, due to its intrinsic involvement with the sociocultural aspects of 

healthcare.   

At the outset of this thesis, I set out to address this shortfall, at least partially, through an 

exploration of educational practices within the specific context of undergraduate education 

in the setting of General Practice, to identify opportunities seized and missed for the 

development of critical consciousness in both learners and teachers. This kind of critical 

consciousness encompasses the individual as a person: far from being merely about 

acquiring skills to think critically, it involves an active development of one’s own being in 

which a person becomes maker of their own self (Q10II§54, SPN), through a praxis of 

oneself. Therefore, observing educational practices offered me a privileged standpoint to 

look at the enactment of identities, vocations and values through those practices. It also 

gave me the opportunity to witness the spontaneous pedagogies and values underpinning 

those educational practices.   
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Crucially, I make the assertion that, once these spontaneous, implicit pedagogies are 

manifest, they can be epistemologically developed, fostered and intentionally adopted to 

support the development of desired attitudes, motive dispositions, and values. This 

attention to establishing pedagogically sound educational practices and environments is 

not only important for General Practice education, or recruitment, but to improve future 

doctors’ attitudes to care in all settings, primary and secondary. 

The process that culminated in this thesis has been hermeneutic: each stage gave me new 

insight, allowing me to build blocks of understanding, to then go back to where I started, in 

a cycle, but carrying new understanding and from a different perspective. My desire, 

through this thesis, is to contribute positively to the academic discourses around 

undergraduate medical education in and about General Practice. In this conclusive chapter I 

provide a synopsis of the principal findings, and envisage ways this information could bring 

about improvements in this area. Of course these are my personal conclusions, which 

would have been different if drawn by another researcher who was influenced by another 

context, and had different educational, academic and life experiences. Yet, I have explained 

how I maintained rigour throughout my analysis, in Chapter 4 and 9. 

10.1 - Synopsis of principal findings 

The background work 

A scoping review of the literature around the construct of critical consciousness in medical 

education allowed me to argue that adopting critical pedagogic approaches within this 

context may help foster transformation and social accountability in medicine by equipping 

future doctors with the ability to unearth the epistemologies, values, and biases legitimising 

medicine as currently practised. This attitude underpins an orientation to act in society, 

challenging inequitable healthcare systems. A further hermeneutic review, which zoomed 

into the specific context of General Practice education to explore the use of constructs 

amenable to critical pedagogies, gave me the basis to make an assertion that despite a 

diffused debate over themes related to social accountability, social change, advocacy and 

empowerment in General Practice, there is a relative paucity of work into how these 

elements can be fostered through education. This is a shortfall: it is indeed through 

educational scholarship that pedagogic theories can be purposively used to underpin truly 

effective, conscious, and transformative education. This is of even greater importance if we 

consider undergraduate medical education as the arena where the values of medical 
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practice first become explicit, hence “imprinting” students with the attitudes that will 

influence and underpin their future practice and identity development. Attitudes are 

fostered through the pedagogic relationships between medical educators and our future 

doctors. Hence, in this thesis I have explored the ways in which the affordances for the 

development of critical consciousness are enacted in an undergraduate General Practice 

educational environment. 

A reminder of the concept of blocs 

I have strategically conceptualised the undergraduate General Practice course as a 

landscape of metaphorical “historical blocs”, each constructed by an ensemble of complex 

pedagogical relations and philosophical (epistemological and ontological) shifts traversed 

by hegemonic struggle. I consider the elements of this ensemble as continuously interacting 

with each individual student and teacher in a dialectic fashion. Each of these many dialectic 

interactions occurs on a background of the social, cultural, historical and material 

“baggage” brought to the table: not only as we might intuitively understand by individuals 

themselves, but also by the surrounding complex layers of context. Multiple historical, 

cultural and experiential voices are at play in every single educational interaction. To add 

further complexity and polyphony, the blocs can be interpreted in a “consciousness raising” 

fashion, but the relations between each of the blocs themselves are to be conceptualised as 

a dialectic unfolding in multiple spaces of critical tension between spontaneity and 

conscious direction.  

Bloc 1 – Starting with the “spontaneity” in pursuit of “conscious direction” 

The first bloc saw the educational practices and relations unfold through a series of 

mutually-influencing dynamics within the educational context. I framed this landscape of 

practice into a series of practice-related elements including: key educational underpinnings, 

knowledge, authority, power, and conflict. I argued that, through these elements, we get to 

observe an emerging pedagogy that implicitly underlies the teachers’ educational practices, 

and that becomes gradually more explicit throughout the two following blocs. This bloc, the 

ensemble of pedagogic relations made explicit through (critical) observation, sheds light on 

why teaching needs to remain cognisant of methodologies, along with content. I argued 

that the educational practices manifested teachers’ implicit awareness of educational 

dynamics, and of the possible unintended consequences of the adopted educational 

methodologies. I also contested that the methodologies adopted by the GP teachers were 
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aligned with education for critical consciousness or, in Gramsci’s words, for the 

development of a new common sense among learners.  

Bloc 2 - Reading the world 

The second bloc outlined the educational practices and relations, conceptualising them as 

manifestations of how students and teachers alike develop an understanding of the world 

of General Practice as culturally, socially, historically, institutionally and interactively 

perceived and interpreted; in other words, how they read the world. The educational 

practices and the personal standpoints provided through interviews and focus groups, 

portrayed a world of General Practice that is: deeply embedded in a social and cultural 

context; intersected by dynamics of power and conflict; interwoven by complexity, risk and 

uncertainty; and has education as a core value. Crucially, this figured word (FW) is also an 

historical bloc itself, traversed by relationships and evolving dynamics. As teachers helped 

students cultivate an awareness of social and cultural dynamics influencing the healthcare 

system, they were constructing with them the attitudes to critically understand, and 

possibly reform, the very system in which they will work. They enacted the FW of General 

Practice through a series of educational practices in which they identified, conceptualised, 

problematised, deconstructed, gave meaning to, elements of General Practice, placing it in 

a social, historical and cultural context. Crucially, I have identified how these practices 

become a form of “invitation” to students, to “enter” the world of General Practice. This is 

an implicit act of power which manifests teachers’ positionality and agency in the FW of 

General Practice. It is political, because through this action, they are seizing the opportunity 

to channel students’ interest towards a career in General Practice. I argue that these 

practices entail an orientation to action which will eventually underpin a more practical 

search for solutions. In other words, I contend that these educational practices are 

inherently oriented towards a philosophy of praxis. This orientation underpins a pedagogy 

which is directed towards enabling individuals to understand themselves as historically 

situated, and capable of identifying the sociocultural forces influencing their position in the 

world. 

If in the first bloc I observed the teachers’ implicit awareness of educational dynamics 

materialising through their educational practices. In this bloc their explicit awareness of 

how they teach General Practice emerged. In other worlds, it became apparent how 

teachers assign meaning to their own educational practices in relation to students’ learning; 

an awareness that is intertwined with them reaffirming their vocation, values and identity. 
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Crucially, they conceptualised General Practice as a unique environment for fostering 

students’ ability to identify and understand sociocultural dynamics around healthcare. 

Through educational practices, the teachers I observed and interviewed, aimed to provoke 

an epistemological and ontological shift in students. It is epistemological because it is about 

how they think, how they handle knowledge in a consultation. It is ontological because it 

concerns the development of students’ being, their becoming “grounded and rounded 

doctors” (GMC, 2015). Hence it is identity work, and, in theorising education as a mediator 

of identity, however hegemonic that education might be, an opening for change is created. 

I argued that these GP teachers conceptualise critical consciousness as “an ability to think 

outside the box”. They do not know this theoretical construct, yet, they have it clear that 

students need to make this shift towards a more sophisticated kind of thinking and being, 

which in their view is about placing medical practice into a social, cultural and historical 

context and developing self-awareness. I have also argued that “helping students think 

outside the box” is a reference to opening up the metaphorical doors to the world of 

General Practice to them.  

Bloc 3 - Speaking the(ir) world 

The third and final bloc moves further towards action, including all those epistemological 

and ontological shifts that portray how students respond to this invitation by entering - 

finding positionality - the world of General Practice. This bloc framed the philosophical 

shifts and pedagogic relations as indicators of a disposition towards action and activism in 

the world. I argued that this disposition is indicated by a specific act of power: participants 

using their own voices to “speak” their reading of the world to me, the researcher. I have 

also asserted that this act of power represents an unequivocal proof of a critical 

consciousness directed towards action, or a willingness, a wish, a disposition to change the 

status-quo. This change can initially regard the “forging” of one’s own identity (note how, in 

theorising education as a mediator of identity, however hegemonic that education might 

be, an opening for change is created); for example, students finding positionality in the 

world of General Practice as they weave across a fabric of dynamics and relationships with 

their teachers, tutors and patients. I have identified how this process of positionality 

development starts with a passive attitude, in which students, still very influenced by 

behavioural teaching approaches, try to position themselves in the world of General 

Practice by “playing a role”, using the tool available to them: the biomedical language. 

Hence, they almost mechanically repeat the formulas they learned, manifesting what 

Gramsci would call the “element of spontaneity” which is not “‘pure’ mechanisms”, but an 
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expression of one’s own conformism, hence can be educated (Q3§48, PN2). They are still 

acting out an undefined identity that is in a liminal place between two sides of medicine: 

one that is more sociocultural, and one that is more biomedical. Students at this stage 

express their being in a rather undefined position: they are still learning, and worried about 

all the knowledge they do not possess (does this relate back to a dominance of a CBME 

paradigm?). At the same time, they are eager to play a more active role, to have what they 

feel is an impact on the patient (which, in their mind, is to “solve” because they are still 

“stuck” in a view of medicine as a tidy and precise system of problems to be fixed) and to 

feel part of an authentic clinical consultation. At a later stage, a more active positionality 

starts to appear. Crucially, this happens when students are granted access not only by the 

GP, but also, and more importantly, by patients. At this point, students express a deeper 

level of self-awareness that allows them to acknowledge both their role as a medical 

student, and as a doctor in training. They move from one to the other when all the 

participants agree. Being acknowledged as a health professional by the patients creates 

positive emotions and the opportunity to finally enter the FW. It is important to note how a 

new behaviour emerges here, one that is manifested through language: indeed students, in 

these narratives, used a much less clinical language. Crucially, for Gramsci, and also from a 

FW perspective, new behaviours implicitly introduce new visions of the world (Ragazzini, 

2002). Therefore, I interpreted this element as an expression of students’ developing ideas 

around clinical practice, a shift towards the development of a new common sense. 

For teachers, speaking their world meant having the courage to speak up and critique 

institutions or ideologies that affect medical education and clinical practice. Clearly, this 

attitude is directly connected with their educational awareness and their self-awareness; 

without these, teachers’ viewpoints would not have had such depth. The teachers, in their 

discourses, manifested a willingness (at times a stated intent) to explicitly step away from a 

CBME based pedagogy. In this sense, their educational choices were all acts of power, a re-

appropriation of a context-specific pedagogy which, due to the peculiarity of General 

Practice, differs from that used in other contexts such as teaching which takes place in 

secondary care settings.  So, a parallel paradigm shift is portrayed here: one concerning 

primary care and secondary care, as essentially offering two different ways to view and 

practise medicine; the other, directly connected with the previous, concerning the 

educational practices as directly influenced by each party’s worldviews and medical 

practice. The first can be defined as critical, oriented towards teaching values and 

dispositions; the second can be defined as biomedical, oriented towards teaching skills and 
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behaviours. The teachers were articulating deeply political Discourses: they talked about 

making changes at an educational level, as a response to hegemonic pedagogic models, 

such as CBME, which they viewed as poorly suited to the particular context of General 

Practice teaching. So, through their educational practices, GP teachers were consciously 

and intentionally shifting from the dominant pedagogy (biomedical and CBME-based) to a 

less hegemonic one: a pedagogy of praxis (Fusaro, 2017). I argue that it is a natural position 

for GPs to react to this hegemonic educational epistemology, due to having forged their 

identity, during training and throughout their career, within historically accumulated, 

enduring ideological struggles between these two conflicting paradigms and their daily 

reification through local contentious practice (Johnston, 2015). They have “conformed” to 

being GPs, thinking, and acknowledging struggle, conflict, power dynamics, complexity. 

Hence, when they conceptualise their teaching practices and pedagogy, they speak in a way 

that gives voice to a recognition that General Practice (like any other medical specialty), 

needs a context specific pedagogy. And they enact it. Drawing on Gramsci and Holland, I 

have theoretically conceptualised the General Practice course (and, possibly, this can be 

extended from this to other medical schools) as a site of contentious local practice, within 

which both perpetuating and transformative educational practices take place. Additionally, 

teachers were again demonstrating a deep self and critical consciousness which, as stated 

in the scoping review, is the first requirement for being able to teach it. Gramsci himself 

explained how the “consciousness of being part of a particular hegemonic force (that is to 

say political consciousness) is the first stage towards a further progressive self-

consciousness in which theory and practice will finally be one” (Q11§12, SPN). 

Finally, this bloc included the pedagogic relations and practices towards advocacy as an 

expression of praxis in the General Practice course. These, for learners, represent an 

important transitioning moment between theory and practice. From my analysis it emerged 

that the GP teaching team actively encouraged an agency sub-role of advocacy (Dobson et 

al., 2012), that is, helping single patients navigate the healthcare system, supporting them 

in their journey through health and social or family issues. The advocacy type of activism, 

which involves a more “political” attitude towards improving the health of populations, 

appeared in some discourses; however these discourses seldom gave rise to analysis or 

debate around the deeper meaning or actual practical activities involved in acting towards 

changing social issues impacting population health.  
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An emerging pedagogy of praxis 

If Gramsci’s pedagogy is directive (oriented toward a political goal), while striking a balance 

between spontaneity and conscious direction (alias hegemony) (Mayo, 2008 in Pagano, 

2017), I argue that the educational practices I have observed and conceptualised show an 

underlying Gramscian critical theory of education. In other words, I assert that, based on 

my interpretations and descriptions of the 4th year General Practice course at QUB, an 

underlying philosophy of praxis clearly emerges from the educational practices and 

pedagogic relationships. It is established in practice, but it is led by theory. Arguably, it is a 

pedagogy of praxis (Fusaro, 2017) enacting itself not as a fluid continuum, but in multi-

dimensional, dialectic dynamics between theory and practice, aimed at awakening a sense 

of conscious action. These dimensions, which I have metaphorically conceptualised as 

historical blocs, develop and interact both in a “vertical” and “horizontal” fashion. 

Vertically, through several different gradations of sometimes partial, variously organised 

and diffused elaborations (such as educational practices, including forging identity), and 

horizontally, as all those gradations, or shifts, are interlaced with sociocultural and 

historical ramifications (Ragazzini, 2002). This “composition” (i.e. the GP course in all its 

elements) therefore was not casual, but the result of the multiple forces at play in a certain 

context (ibid.).  

10.2 - Practice and policy implications 

Adopting a Gramscian approach to curriculum development 

We can consider educational institutions, such as Medical Schools, as sites of struggle, of 

contentious local practice, within which, both perpetuating and transformative educational 

practices take place. For instance, in the General Practice course the GP teachers were “not 

passive bearers of ideology, but active appropriators who reproduced existing structures 

only through struggle […] and partial penetration of those structures” (Willis, 1977, as cited 

in Tarlau, 2017). In other words, despite CBME being the dominant underpinning ideology 

in contemporary medical education (and, more contextually, the educational practices at 

QUB medical school), teachers enacted a pedagogy that is in theoretical tension (dialectic) 

with the contemporary neo-liberal orientation of universities. GP teachers intrinsically 

owned their curriculum, both practically and theoretically (although, as I explained, often 

implicitly), effectively making a philosophical shift in their educational practice. This shift 

has been recently reified through the creation of the new curriculum at QUB, outlined in 
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Chapter 5, which will become effective in the 2020-21 academic year and in which, when 

fully implemented, General Practice will make up 25% of the clinical time. What would be 

the effect, if this curriculum were intentionally underpinned with Gramsci’s pedagogical 

proposal, that is, to “work with, in and through people’s common sense in order to develop 

a united vision for social transformation”? (Tarlau, 2017).  

Developing a less fragmented approach to teaching medicine 

Society expects that medicine attends to its social contract, and to social transformation 

(see Chapter 1). However, and possibly ironically, medicine is seen by scholars as a 

“conformist profession” (see Chapter 2).  I have interpreted this claim as medicine’s 

tendency to conform to a hegemonic positivistic paradigm (therefore creating the dualism 

between hard and soft forms of knowledge), and to a neo-liberal process of globalisation 

(think, for example, of the privatisation of the NHS). This conformism translates to medical 

education with a tendency to conceptualise education as a “tool” for serving a purpose. 

That is, medical education, specifically in the context of hegemonic epistemological 

paradigms, may acquire an “immediate practical-vocational purpose” (Fusaro, 2017), aimed 

at guaranteeing access to the world of employment through the production of abilities and 

“competences”. In this way, knowledge could become so specialised, fragmented and 

partial, that it may become detached from any vision of the whole as the dynamic 

combination of its parts (ibid.). It may become impossible to adopt a dialectical vision 

recognising the inherent complexity of medicine and medical education. A possible 

implication for practice could be for medical institutions to initiate a process of change 

from the early years of medical school. They could develop new curricula, carefully 

designing them in order to reduce the over sectoring of medical education (i.e. along the 

lines that the new curriculum at QUB is intending to do). This approach could avoid the 

development, in students, of the idea of medicine as a fragmented practice, that can be 

placed into orderly boxes of understanding. They would develop a more holistic vision of 

medicine which could then, following one’s own vocation and interest, become more 

specialised as they advance their career. Like the GPs’ educational approach I discussed 

throughout this thesis, it would be oriented towards the acceptance of the unavoidable 

uncertainty in medical practice, and education. It would be far from a neo-liberal approach 

of “learnification” of education, which perpetuates a sense of selfish individuality. Instead, 

by cultivating relationships through dialogue and group work, it would value an 

interpersonal individuality, which matures if there is an effort to create critical 

consciousness against spontaneous, uncritical conformism (Pagano, 2017). Therefore, not 
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concentrating on competences would give space and means for students to develop a 

critical awareness of the real, sociocultural and historical world of medicine, and of its 

sociocultural and historical roots. Crucially, with an understanding of reality, comes an 

understanding of the needs of human beings in the modern world (ibid.). This is the sense 

of Gramsci’s new humanism, which, overcoming individualism, cultivates interpersonal 

responsibility, which, crucially in medical education, supports an ethic of care.   

Adopting a philosophy of praxis in medical education 

Taking the educational practices and relations I have extensively discussed throughout this 

thesis as an example to build upon, medical faculties could challenge passivity – or using a 

popular Gramscian term, indifference36 – through the adoption of a philosophy of praxis in 

medical education. This approach means not being afraid of developing counter-hegemonic 

struggles in education, but using those spaces of tension to dispute with the current 

hegemonic model alternative principles that can be concretely implemented (Tarlau, 2017).  

The element of conflict appeared often in the previous chapters, and it often emerged in 

the data around discourses of power dynamics between primary and secondary care, 

where teachers took sides (see note 36). In particular, teachers reaffirmed their identity as 

GPs in their educational practices and discourses, and they often did so by differentiating 

themselves from the ethos and practices of secondary care. It can be argued that they did 

so in a rather empowering way for themselves as individual GPs, but also for the profession, 

and patients and their lived experience. Making a parallel that I hope is not misunderstood 

but may be useful to explain my reasoning: General Practice may in a sense be what 

Gramsci called the subaltern, that which needs to reach full independence, reaching full 

emancipation, through developing and controlling their own educational institutions (Holst 

& Brookfield).  

Incidentally, there are some very contemporary illuminating cases of educational 

institutions being developed ad-hoc to meet the increasing need for primary care provision 

within the NHS and develop interest in a generalist career and arguably to contribute to the 

empowerment of General Practice in the landscape of healthcare; for example, the Scottish 

Graduate Entry Medicine (ScotGEM), and the very recent approval for the establishment of 

a Graduate Entry Medical School in Derry/Londonderry (UK Government and Irish 

Government Commitments, 2020). Whilst this is a laudable enterprise, which could provide 

                                                           
36 Gramsci’s most known motto in Italy is “Odio gli indifferenti. Credo che vivere voglia dire essere 
partigiani” (“I hate the indifferent. I believe that living means taking sides”). 
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an answer to the future healthcare needs of populations, we need also to stop, take stock, 

and, in a Gramscian sense, ask ourselves some crucial questions, such as: What type of 

knowledge, and identities, are we (re)producing through certain educational practices? 

What sociopolitical role do Institutions and their pedagogies play in certain contexts? 

We need to be cautiously careful not to create institutions that are designed to win the 

consent of students, teachers and the public in a neo-liberal market-driven fashion 

(Pizzolato and Holst, 2017), or that only have immediate, practical purposes  - i.e. creating 

“competent” GPs that can promptly fill a vacant space once they graduate - rather than 

being “really educational” (Pagano, 2017p55) and concerned with fostering learners’ 

understanding of the sociocultural economic and political reality of medicine. 

We need to make sure that the implementation of such educational enterprises, while 

carrying all positive intentions of creating change in the healthcare context, does not end 

up becoming what Gramsci called a “passive revolution”, an educational innovation that 

fails to alter the status-quo (Carlucci, 2017) or, more specifically, injustice in medicine, and 

power imbalances between primary and secondary care. The potential for radical change is 

undermined when we fail to take into account the organic historical, social, economic, and 

political roots and ramifications of a certain situation – i.e. the lack of GPs – and their 

dialectical relationship. Only considering one aspect will invariably result in an acritical 

praxis (Holst & Brookfield, 2017). 

10.3 - Directions for further research 

Since there has been very little of this type of research conducted to date, there are many 

potential avenues for further work: 

 Given the increasing involvement of academic departments of General Practice in 

undergraduate medical education (Major & Booton, 2008), and the suggestion of 

teaching students the skills to empower patients, and the role of primary care in 

reducing healthcare inequalities in the new guidance “Teaching General Practice” 

(2018), it is more important than ever that undergraduate General Practice 

educators develop specific approaches, based on contextual pedagogies, for 

teaching these subjects. Once these spontaneous, implicit pedagogies are manifest, 

they can be epistemologically developed and intentionally adopted to support the 

development of desired attitudes, motive dispositions, and values. This attention to 

establish pedagogically sound educational practices and environments is not only 
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important for general recruitment, but to improve future doctors’ attitude to care 

in all settings. Therefore, educational research in this area is urgently needed as a 

way for GP educators to own and establish their own context specific pedagogies. 

 There is an important context of learning in a General Practice educational 

environment: that offered by home visits. These allow students to experience an 

epistemological shift towards the reality of practice, and, importantly, toward 

experiencing the sociocultural and economic dynamics affecting health and ill-

health in the population in real terms, rather than abstractly. Home visits emerged 

in this thesis as a very important, defining element in GP education, yet GP leaders 

in England have recently called for their end (Iacobucci, 2019). I assert that the 

unique opportunity for learning afforded by clinical encounters during home visits 

deserves dedicated research attention and it is an interesting extension of the work 

I present here, especially if a critical approach is used.   

 An important aspect highlighted by this thesis is the students’ passive and active 

positioning as they enter the word of General Practice. While an initial passive 

positioning is to be expected, especially in students with limited life and clinical 

experience, the active positioning is crucial and it should be facilitated. In other 

words, we need to provide time, intent and opportunities for students to promptly 

develop an active positioning. This would be a worthwhile area to research, 

especially within the new curriculum.  

 Empowerment is an often debated concept in General Practice scholarship. Aligned 

to this concept are certain educational goals and aspirations that I have discussed 

as particularly evident in the General Practice course. For example, helping 

students understand the multidimensional dynamics affecting the wider 

sociocultural and political context in which patients live, and that in turn affects 

them, and to understand how medicine itself is conditioned by those dynamics, and 

their inter-relatedness. The GP teachers manifested their hope for students to 

become agents of change through their educational practices, especially those 

regarding advocacy. Therefore, deconstructing and clarifying the notion of 

empowerment in the General Practice education arena is an important and under-

researched area.  

 In this thesis, I have highlighted how the conflict and power dynamics between 

primary and secondary care are acknowledged, conceptualised and “unpacked” 

within the General Practice course. An important first step towards addressing the 
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power dynamic between primary and secondary care could be to increase General 

Practice teaching within undergraduate education. This is happening at QUB with 

the introduction of the new General Practice curriculum (see 5.1.2) and it would 

represent an interesting and revealing area of research, looking at the specific 

sociocultural implications of such an implementation. 

 It transpired, from the (paucity of) educational scholarship highlighted by the 

hermeneutic review, that General Practice has a natural disposition to adopting a 

practice-oriented approach to teaching. In my opinion, this constitutes a natural 

disposition to build upon, should General Practice adopt a pedagogy of praxis to 

underpin its educational endeavours, which would become a rich area for research. 

10.4 - A final thought 

Understanding pedagogy as an ensemble of dialectical, hegemonic relations is probably the 

main Gramscian teaching that led this thesis and that led, and continues to underpin, my 

practice as an education researcher. This discourse entails knowledge. It is indeed in the 

very way we, as educators, conceptualise knowledge that we contribute to the dialectic of 

hegemonic struggle (that is, perpetuating or challenging the status-quo).  

I would like to provide a further, final synopsis to this work using Peter Mayo’s wise words 

on adopting a critical pedagogy, which echo those reported in the scoping review 

conclusions. I hope these words are as inspiring and revealing to the reader as they are for 

myself:  

“Any attempt at a critical education must entail critical educators teaching 

thoroughly and correctly that knowledge which can provide access to power. It is 

the type of education that provides learners with the consciousness, skills, 

knowledge and attitudes to function effectively in the system with a view to 

collectively transform it. ‘Powerful knowledge’ should not be transmitted simply in a 

‘technical-rational’ manner. It should, to the contrary, be taught in a manner that 

also raises awareness among learners of its ideological basis and ‘cultural 

arbitrary’” (Mayo, 2017). 
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Appendices 

Appendix 1 

MeSH terms (i.e., Medical Subject Headings) employed in the literature search seeking 

articles on critical consciousness in medical education. 

Web of Science 

1. TOPIC: ("critical pedagog*") OR TOPIC: (conscious*) OR TOPIC: ("social contract*") - 

DocType=All document types; Language=All languages; 

2. TS=("medical education*") OR TS=("medical student*") OR TS=((residency* or 

resident or residents) near/5 education*) OR TS=((intern or interns or intern's or 

internship*) near/5 education*) OR TS=("teaching round*") - DocType=All document types; 

Language=All languages;  

3. #2 AND #1 - DocType=All document types; Language=All languages;  

4. #2 AND #1 - Refined by: LANGUAGES: (ENGLISH) - DocType=All document types; 

Language=All languages;  

EMBASE 

1. "critical pedagog*".mp. [mp=title, abstract, heading word, drug trade name, original title, 

device manufacturer, drug manufacturer, device trade name, keyword, floating subheading 

word, candidate term word]   

2. consciousness/   

3. "critical* conscious*".mp. [mp=title, abstract, heading word, drug trade name, original 

title, device manufacturer, drug manufacturer, device trade name, keyword, floating 

subheading word, candidate term word]   

4. "social contract*".mp. [mp=title, abstract, heading word, drug trade name, original title, 

device manufacturer, drug manufacturer, device trade name, keyword, floating subheading 

word, candidate term word]   

5. medical education/ or clinical education/ or residency education/ or teaching round/   

6. continuing education/   
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7. ((graduate* or postgraduate* or undergraduate*) adj5 ("medical education*" or 

"medical student*")).mp. [mp=title, abstract, heading word, drug trade name, original title, 

device manufacturer, drug manufacturer, device trade name, keyword, floating subheading 

word, candidate term word]   

8. (intern or intern's or interns or internship*).mp. [mp=title, abstract, heading word, drug 

trade name, original title, device manufacturer, drug manufacturer, device trade name, 

keyword, floating subheading word, candidate term word]   

9. medical student/   

10. 1 or 2 or 3 or 4   

11. 5 or 6 or 7 or 8 or 9   

12. 10 and 11   

13. limit 12 to english language   

MEDLINE 

1. "critical pedagog*".mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

2. "critical* conscious*".mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

3. Consciousness/   

4. "social contract*".mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

5. education, medical/ or education, medical, continuing/ or education, medical, graduate/ 

or "internship and residency"/ or education, medical, undergraduate/ or teaching rounds/  

6. Students, Medical/   
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7. 1 or 2 or 3 or 4   

8. 5 or 6   

9. 7 and 8   

10. limit 9 to english language   

PsycINFO 

1. "critical pedagog*".mp. [mp=title, abstract, heading word, table of contents, key 

concepts, original title, tests & measures]   

2. "critical* conscious*".mp. [mp=title, abstract, heading word, table of contents, key 

concepts, original title, tests & measures]   

3. "social contract*".mp. [mp=title, abstract, heading word, table of contents, key concepts, 

original title, tests & measures]   

4. medical education/ or medical internship/ or medical residency/ or psychiatric trainin/ 

5. "continuing medical education*".mp. [mp=title, abstract, heading word, table of 

contents, key concepts, original title, tests & measures]   

6. ((graduate* or postgraduate* or undergraduate*) adj5 ("medical education*" or 

"medical student*")).mp. [mp=title, abstract, heading word, table of contents, key 

concepts, original title, tests & measures]   

7. "teaching round*".mp. [mp=title, abstract, heading word, table of contents, key 

concepts, original title, tests & measures]   

8. medical students/   

9. 1 or 2 or 3   

10. 4 or 5 or 6 or 7 or 8   

11. 9 and 10   

12. limit 11 to english language 
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Appendix 2 

Representation of the themes found in each article, as interpreted by the research team. 

 

First author 
and year of 
publication Content 

Predominant themes in articles: Types of 
awareness 

Social Cultural Political 

Educa-
tional 

dynamics 

Cavanagh, 
2019 

Perspective (opinion-
based) article on critical 
pedagogy in problem-
based medical education 

    

Coria, 2013 Description of a social 
justice curriculum 

    

Dao, 2017 Description of a cultural 
competence course based 
on critical consciousness 

    

DasGupta, 
2006 

Perspective (opinion-
based) article on teaching 
socially conscious 
professionalism using 
critical pedagogy 

    

Donetto, 
2010 

Reflections on the use of 
critical pedagogical 
approaches to promote 
reflexive and collaborative 
forms of professionalism 

    

Donetto, 
2012 

Ethnographic study 
illustrating the recurrence 
among medical students of 
uncritical understandings 
of patient-centered 
practices 

    

Frambach, 
2017 

Reflections on the link 
between medical 
education practices and a 
global industry of health 
professions education 

    

Hanson, 2011 A critical analysis of 
literature on international 
medical electives 
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Kumagai, 
2007 

Description of a workshop 
using ‘Forum Theater’ 
techniques to foster critical 
consciousness in medical 
education 

    

Kumagai, 
2009 

A case study supporting a 
critical analysis of the 
concept of cultural 
competence 

    

Kumagai, 
2017 

Perspective (opinion-
based) article on trauma in 
medical education and the 
creation of safe spaces for 
dialogue about difficult 
topics 

    

Labonte, 
1999 

Description of a group 
dialogue method for health 
promotion knowledge 
development, derived from 
critical pedagogy theory  

    

Mckenna, 
2011 

Description of a medical 
education reform project, 
and analysis of issues 
regarding critical dialogue 
on social problems and the 
politics of medicine 

    

Nazar, 2015 A study on diversity 
teaching in a medical 
school curriculum 

    

Reid, 2011 Analysis of rural health 
theoretical frameworks, 
aimed to identify relevant 
theory originating from an 
educational paradigm 

    

Ross, 2015 A case study on the use of 
critical pedagogy as a 
framework to develop 
medical curricula in 
furtherance of social 
accountability  

    

Schiff, 2012 A case study supported by 
a specific literature review 
on social justice training in 
medical curricula 
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Sharma, 2018 Perspective (opinion-
based) article offering 
reflections on the issues of 
fostering a commitment to 
social justice among 
medical trainees 

    

Torre, 2017 Perspective (opinion-
based) article on the 
implications of critical 
pedagogy for medical 
education 

    

Zaidi, 2017 A study analysing medical 
educators’ experiences of 
facilitating cultural 
discussions in global health 
professions education 
programs 
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Appendix 3 

Examples of practical applications of critical pedagogy constructs in medical curricula. 

Suggestions Examples  Reference  

Design 

integrated 

experiences 

(i.e., make 

social 

accountability 

an integral 

part of the 

curriculum, 

rather than a 

discrete 

subject) 

(Coria, 2013; 

DasGupta et 

al., 2006) 

 

 

Courses on social health (including the effect of 

geography and culture) running throughout the 

curriculum. They can include case-based learning 

sessions, community placements, and they can build 

upon personal reflections based on students’ own 

experiences in the classroom, clinic, and community.  

Ross, 2015 

Case studies in which different clinical cases are 

introduced in conjunction with the students’ core 

lectures. Students should explore issues of unequal 

treatment, problems with healthcare access, and 

healthcare disparities in small groups. In this type of 

interaction, power differences should be minimized and 

the instructor should facilitate the discussions rather 

than to act as the sole source of knowledge. This type of 

teaching requires extensive faculty development, 

including workshops on active learning and facilitation, 

providing feedback, and stimulating reflective learning. 

Kumagai & 

Lypson, 2009 

Embed social justice topics into clinical or basic science 

lectures. For example, a lecture on lipid metabolism can 

be delivered in the context of starvation in a 

biochemistry course. 

Coria, 2013 

Problem-based-learning case scenarios addressing 

issues of equity. Patients from traditionally oppressed 

groups (e.g., lesbian, gay, bisexual, transsexual) can be 

introduced to address specific learning objectives about 

the groups (in this case sexual minorities), but mostly 

for bringing minority groups into the conscious 

awareness of the student. This model is in contrast to a 

model which isolates minorities in specific lectures or 

other learning sessions. 

Ross, 2015 
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Build non-

hierarchical 

learning 

environments 

with a 

problem-

posing 

attitude 

Educators should develop a learning space that is 

dynamic, open, and honest. They should act as 

facilitators, posing critical problems and encouraging 

students to ask their own questions, to challenge 

authority, and to be curious and active. Such an 

orientation can create the basis for teachers and 

students to develop “co-intentionality”, in which 

knowledge is mutually owned rather than the sole 

property of the educator. This learning environment 

can model the creation of a similar clinical environment, 

where patients are encouraged to raise questions and 

speak frankly to their doctors about their concerns.  

Dao et al., 

2017; 

Donetto, 

2012; Read, 

2011; 

DasGupta et 

al., 2006; 

Cavanagh, 

2019 

Story/dialogue method, in which the storyteller 

engages with others in a dialogue about the story. The 

method is based on the day-to-day experiences of the 

participants, and moves from the individual story to 

statements of more generalized knowledge. It then 

applies that knowledge to specific endeavors. Although 

this method has been used in health promotion 

program evaluation, it can be transferred to other staff 

development areas or to teaching. This type of critical 

approach can balance the knowledge and power of 

institutions/professionals with the knowledge and 

power of communities, therefore disrupting the 

reproduction of hegemonic medical discourses. 

Labonte et 

al. 1999 

Educators should question the hierarchical, historical, 

social, and political determinants that have generated 

the training models they adopt. The following questions 

from Frambach and Martimianakis46 may help in this 

pursuit: Where does this training model come from? 

How did I come to know it? Who benefits or loses, 

within and beyond my institution, when I use or 

promote this model? 

MkKenna, 

2011; 

Frambach & 

Martimianaki

s, 2017 
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Encourage 

hands-on 

experiences  

Placing students/trainees in the position of patients. For 

example asking trainees to phone or visit local 

pharmacies and clinics in search of emergency 

contraception allows the trainees to experience the 

incredible difficulties and prejudices patients encounter 

when they try to obtain emergency contraception. Such 

experiences may foster a change in attitudes and 

values. 

DasGupta et 

al., 2006 

Use real 

stories 

Use of first-person narratives or issues of immediate 

relevance may engage students in experiential, 

cognitive, and affective domains. 

Kumagai & 

Lypson, 2009 

Allowing students to hear stories directly from 

community advocacy groups and from individuals 

themselves can give them a greater understanding of 

the lives of minority groups, with the aim of enabling 

students to better meet the healthcare needs of such 

groups.  

Ross, 2015 

Create a safe 

space to 

express and 

explore 

discomfort 

Provoke “cognitive disequilibrium”30 by encouraging 

learners to critically reflect on stories or personal 

experiences and on their own values, assumptions, 

experiences, and opinions around a topic. By 

encountering unfamiliar experiences, perspectives, or 

identities, students are forced to experience 

disequilibrium, discomfort that may foster learning and 

personal growth. This may be an emotional experience 

for students and teachers need to be prepared to be 

“facile to pain.”36 

Kumagai & 

Lypson, 

2009; Zaidi 

et al., 2017 

Interactive Forum Theatre, in which the traditional 

barrier between the actors and the audience is broken 

down, may be used in a simulated classroom discussion, 

where the audience is directly involved in determining 

the course of the session. The technique requires 

faculty training around facilitating student discussions 

(rather than lecturing), and encouraging students to 

Kumagai et 

al., 2007 
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embrace (not avoid) controversies or conflicts that the 

themes and discussions generate.  

Involve 

students in 

educational 

design 

Asking students to join medical educators in the design 

and delivery of faculty development programs on 

diversity that expose power relations and challenge 

dominant cultural norms and practices. 

Nazar et al., 

2015 
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Appendix 4 

MeSH terms employed in the MEDLINE literature search seeking articles on General 

Practice education, containing elements of critical pedagogy theory. 

1. "critical pedagog*".mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

2. "critical* conscious*".mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

3. Consciousness/   

4. "social contract*".mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

5. Social Justice/   

6. "power (psychology)"/   

7. empower*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

8. transform*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

9. praxis.mp.   

10. emancipat*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 
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concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

11. (critical* adj5 reflect*).mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

12. thinking/ or decision making/ or negotiating/ or uncertainty/   

13. (critical* adj5 think*).mp. [mp=title, abstract, original title, name of substance word, 

subject heading word, floating sub-heading word, keyword heading word, organism 

supplementary concept word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, synonyms]   

14. mezirow*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

15. kincheloe*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

16. freire*.mp. [mp=title, abstract, original title, name of substance word, subject heading 

word, floating sub-heading word, keyword heading word, organism supplementary concept 

word, protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier, synonyms]   

17. gramsci*.mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, floating sub-heading word, keyword heading word, organism supplementary 

concept word, protocol supplementary concept word, rare disease supplementary concept 

word, unique identifier, synonyms]   

18. general practice/ or family practice/   

19. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17   

20. 18 and 19 
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Appendix 5 

Prompts for the students’ audio diaries. 

 

 

What emotions came across and what impact did they have on the experience? What 

language/words were used? How did I influence the situation?  

What preconceptions did I have, and how might these have influenced what I did, 

interpreted or “chose” to see? 

What beliefs did I have about my and others’ role in influencing the situation? Were any 

perspectives missing? 

 

How do I see my own power? Can I use my power differently?  

How could my teacher/s share power in a way that is beneficial to me (and vice-versa)? 

 

_________ 

What did you talk about, with your GP tutor, after a consultation?” 

(Were the debrief themes clinical/biomedical and/or sociocultural/political?) 
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Appendix 6 

 School of Medicine, Dentistry and 
Biomedical Sciences 

 

Queen's University Belfast Whitla Medical  
Building 97 Lisburn Road 

Belfast BT9 7BL 

Tel +4428 9097 5858 

www.qub.ac.uk/schools/mdbs 

 
10 December 2018 

 

Annalisa Manca 

Centre for Medical Education  

Whitla Medical Building 

 

Ref: 18.31v3 

Title: Awakening Critical Consciousness? Opportunities seized and missed in General 

Practice teaching 

 

Thank you submitting amendments to your application to the School’s Research Ethics 

Committee. 

 

The committee confirm that they are happy to give approval for this amendment from 

10 December 2018. This ethical approval and indemnity for the project by the 

University is dependent on the project being registered on the QUB Insurance 

Database. Any future changes to any part of the submitted protocol must be forwarded 
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Appendix 7 

The teaching sessions as they appeared in the timetable included in the GP course 2018-

19 Study Guide. 
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