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ABSTRACT

Health inequities are well-documented and persistent. To address this issue,
medical schools have revised their curricula to reflect a commitment to equity. What is
less known is how students experience equity-oriented instruction. This qualitative case
study examines how students perceive and interpret equity-oriented instruction within the
pre-clinical curriculum at the Larner College of Medicine.

Three data sources were analyzed using a two-phase qualitative analysis: Course
evaluation comments collected between 2020 and 2024, institutional documents related
to curriculum and faculty development, and semi-structured interviews with students
underrepresented in medicine (URiM; n = 7). Data were analyzed using deductive and
inductive thematic coding. Critical Race Theory and Transformative Learning Theory
informed the research design and analysis.

Four key findings emerged from the coded datasets: 1. Students described equity-
informed content as most impactful when it was integrated with biomedical material. 2.
While students praised institutional efforts to address equity, they also noted that equity
was not addressed evenly across courses and instructors, which they perceived as uneven
follow-through. 3. Belonging for URiM students was described in practical terms. It was
determined by how conversations unfolded in classrooms and by how peers interacted
with them. 4. Professional identity formation was influenced by equity-focused
instruction, including early thoughts about their future practice of medicine.

Centering student perspectives is important for understanding how equity-oriented
instruction is enacted and received within medical education. The thematic results of this
study highlight patterns in how stated commitments to equity were experienced in
practice. In some cases, alignment was evident; in others, gaps were noted.

The study suggests several practical implications for improving equity-related
learning in medical education. Medical schools may benefit from monitoring how equity
content is integrated with biomedical instruction. Providing faculty guidance on how and
why to frame race in clinical reasoning may also strengthen equity-oriented teaching.
Institutions may also consider strengthening mentorship and inclusive classroom
participation. Attention to these areas may improve curriculum design, faculty
development, and learning environments while supporting professional identity formation
in future physicians.
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CHAPTER 1: INTRODUCTION
1.1 A Call to Action: Medical Students Respond to Structural Racism

In June 2020, in the wake of George Floyd’s murder, healthcare workers and
medical students across the country gathered in protest (Stone, 2020). At the University
of Vermont Medical Center, more than 250 staff members, Larner College of Medicine
(LCOM) students and leaders knelt for eight minutes and forty-six seconds in a silent
vigil, an act of solidarity that symbolized a rejection of racial inequities (Nachbur, 2020).
This demonstration, like others across the country, was part of the White Coats for Black
Lives movement. It marked a demand for institutional accountability and reform.

At the LCOM, students had been organizing for a few years before this protest,
and in 2019, they formalized the Social Justice Coalition (SJC), a student-led group
focused on advocating for equity in the medical school’s curriculum and culture. Among
their early contributions was a successful campaign to include questions about equity and
inclusion in required end-of-course evaluations. This kind of student-led initiative reflects
national trends in student-driven equity work. Ellison et al., (2021) describe how peer
learning grounded in critical consciousness can provide a powerful framework for health
equity education, especially when students are given space to reflect on their experiences
and lead reform efforts. While seemingly small, this effort created a lasting tool for
accountability, one that now forms a foundation for this study.

1.2 The Problem: Persistent Health Inequities and the Role of Medical Education

The United States spends three to four times the amount than that of countries

such as Japan, New Zealand, and South Korea on healthcare, yet their health outcomes



are marked worse (Gunja et al., 2023). One indicator of health outcomes is life
expectancy, and the while the average life expectancy continues to drop in the United
States compared to other industrialized nations, that statistic masks the health inequities
that persist. "In the U.S., life expectancy masks racial and ethnic disparities. Average life
expectancy in 2019 for non-Hispanic Black Americans (74.8 years) and non-Hispanic
American Indians or Alaska Natives (71.8 years) is four and seven years lower,
respectively, than it is for non-Hispanic whites (78.8 years)" (Gunja et al., 2023). It
should not be surprising that Black, Indigenous, and other racially minoritized
populations experience worse health outcomes than majority populations. More
specifically, minoritized populations experience higher rates of maternal mortality,
chronic disease, and lack of access to care.

However, it is important to note that the drivers of health inequities are social and
structural, not individual (Bailey et al., 2017; Williams & Collins, 2001; Villarosa, 2019).
Medicine is part of this story. How physicians are trained affects how they understand
race and health.

In medical education, social determinants of health (SDOH) are often used to
explain inequities. That approach helps, but it does not go far enough. When race is
treated as biology, students may struggle to see racism at work in clinical settings.
Amutah et al. (2021) raise this concern directly. Without more explicit attention to these

issues, important aspects of inequity can remain unnamed.



1.3 Institutional Commitments and Curricular Change

In light of health inequities, particularly those highlighted by the pandemic,
students and faculty advocates at LCOM helped drive reform, while national events
brought added urgency. That same year, 2020, the Association of American Medical
Colleges (AAMC) outlined a set of actions aimed at eliminating structural racism in
medical education and clinical care. This guidance urged medical schools to "move from
rhetoric to action to eliminate the inequities in our care, research, and education of
tomorrow’s doctors." Institutions like LCOM responded by convening task forces and
identifying inclusive excellence initiatives, which included consideration of how the
curriculum itself might contribute to structural racism.

To assess the outcomes of these efforts at LCOM, this study draws on three
primary sources of data: (1) open-ended responses to an equity-related course evaluation
item; (2) institutional documents created between 2020 and 2024, including curricular
audits, syllabi, committee reports, and internal analyses; and (3) interviews with seven
self-identifying students who are Underrepresented in Medicine (URiM). URiIM is a
designation defined by the AAMC as “those racial and ethnic populations that are
underrepresented in the medical profession relative to their numbers in the general
population” (AAMC, n.d.).

This study defines equity-focused curricular efforts broadly, encompassing both
explicit equity-related content and instructional practices intended to contextualize
biomedical material, address gaps in representation, and reduce bias in language, case

framing, and clinical examples.



The study is guided by three research questions:

1.  What themes can be identified in course evaluation responses and
institutional documents from 2020-2024 that describe the inclusion of equity-
related content and strategies to reduce bias in pre-clinical medical education?
2.  How do URiIM students reflect on their experiences of equity-focused
curricular efforts, and what insights do they offer into institutional culture and
structural dynamics?

3.  How do the perspectives shared by URiM students, when considered
alongside the course evaluation data, deepen our understanding of institutional
equity efforts, critical reflection, and structural barriers?

The questions guiding this study are closely tied to its theoretical foundation and
qualitative approach. The first explores how students responded over time to an open-
ended evaluation prompt about equity, inclusion, and bias. These reflections are
considered alongside institutional documents from the same period to better understand
how the curriculum addressed structural inequities. The second focuses on students who
identify as underrepresented in medicine, asking how they recall and interpret equity-
related themes in their training. The third draws connections between the evaluation data
and student interviews, using insights from Critical Race Theory (CRT) and
Transformative Learning Theory (TLT) to explore how students respond to institutional
efforts and curricular framing of racism and inequity. Taken together, these questions

provide context for understanding how students experienced bias reduction efforts and



how they engaged with the themes of race, power, and structural injustice in medical
education.

This study takes a transformative approach to research, one that views scholarly
work as part of a wider effort to improve systems and promote equity. The findings are
intended to support educators and leaders who guide pre-clinical training. Listening
closely to students, especially those whose voices are often absent in discussions about
medical education, offers a clearer view of how efforts to address bias and inclusion take
form in the day-to-day learning environment. The study considers not only what students
encounter, but how they make sense of those moments and how those experiences
influence their development. The hope is to encourage curriculum decisions that reflect

what students say they need to learn and thrive.



CHAPTER 2: LITERATURE REVIEW
2.1 Introduction and Framing

This chapter reviews scholarship in medical education in order to situate the study
within existing conversations about equity, curriculum, and student experience. This
study does not treat equity as a single curricular topic; rather, the literature reviewed here
reflects a wider understanding of how equity-related ideas are introduced, framed, and
taken up within medical training. For the purposes of this review, equity-related learning
is understood to include both equity-related content (such as instruction on bias, racism,
and structural inequities) and equity framing, referring to how biomedical and clinical
material is contextualized through social and structural factors, including the social
determinants of health (SDOH). Student perspectives on instructional practices are
therefore central to this review.

The focus of this chapter explores the focus of the study itself. It considers
scholarship on when students encounter equity-related content and framing and how they
make sense of these experiences within the pre-clinical learning environment. The
literature helps frame the study’s three research questions, which examine patterns in
course evaluation responses and institutional documents and explore how students
underrepresented in medicine describe their experiences of equity-related learning.

The chapter is organized into eight sections. It begins by introducing the
theoretical frameworks that guide the study. It then looks at historical patterns of
exclusion in medical education, which persist today. Next, the chapter reviews

scholarship on persistent gaps in equity-focused training. Subsequent sections examine



institutional approaches to curricular reform, models designed to address health
inequities, and research on student engagement with equity-related content. The chapter
also reviews scholarship on the experiences of students underrepresented in medicine
(URiM). It concludes by linking this literature to the methodological choices described in
Chapter 3.

Before turning to the literature, it is helpful to briefly describe how pre-clinical
medical education is typically organized. Medical schools vary in how courses are
structured and sequenced, including course length and instructional design. At the Larner
College of Medicine (LCOM), the pre-clinical curriculum consists of nine required
courses that run consecutively, along with three longitudinal courses, including one that
provides early clinical experiences.

Within the pre-clinical curriculum, courses are divided into short blocks that
typically last between two and four weeks. These blocks move quickly and often
culminate in a high-stakes summative examination. A single block may involve a large
number of instructors, in some cases upwards of 35 or 50 faculty. Instructors rotate in to
teach specific sessions tied to their areas of expertise. Each course is overseen by a course
director, who attends sessions and helps keep the course organized from the student
perspective.

2.2 Theoretical and Conceptual Framework

This study is informed by Critical Race Theory (CRT) and Transformative

Learning Theory (TLT). Both have been used in medical education research to examine

questions of inequity and professional development. In this dissertation, they provide



orientation and analytical guidance. They shape how equity-related instruction and
content is examined and how student narratives are interpreted within the pre-clinical
curriculum.

CRT originated in legal scholarship as a critique of the assumption that racism
operates primarily through individual bias. CRT scholars argue that racism is often
embedded in institutional practices and structures, and it can persist even in settings that
express commitments to diversity (Delgado & Stefancic, 2017). CRT has been taken up
in education and health professions research.

Within medical education, CRT has been used to examine how institutional
practices impact student experience and maintain existing hierarchies. For example,
Boatright et al. (2017) examined racial disparities in a medical student honor society.
Buery-Joyner et al. (2023) set forth a wide array of DEI initiatives in an obstetrics and
gynecology to address systems of racism. Tsai et al. (2021) applies the tenets of CRT to
medical education to understand the root causes of health inequities, which may include
treating race as a biological rather than social construct. Amutah et al. (2021) echoes the
work of Tsai by showing how race can appear in curricular materials in ways that
simplify complex histories and structural conditions. Together, this body of work
establishes CRT as a useful framework for examining how equity-related efforts are
enacted within institutional settings.

More recent scholarship builds on CRT by examining anti-Blackness as a distinct
and enduring feature of U.S. institutions (Dumas & ross, 2016). Anti-Blackness focuses

attention on how Blackness, in particular, has been positioned as deficient, risky, or in



need of management. This framing has implications for education and for medicine.
Historians and journalists have documented how race has been pathologized, such as
Black patients being frequently represented through morbidity statistics or biological
narratives that lack historical context (Roberts, 2011; Villarosa, 2018). These narratives
often reflect longstanding habits of explanation within the profession. Attending to anti-
Blackness, therefore, allows for closer examination of how race is introduced,
contextualized, or left underexamined in educational spaces.

CRT also emphasizes counter-storytelling as an important methodological and
epistemological commitment (Solérzano & Yosso, 2002). Counter-stories center
experiences and narratives from those whose perspectives are often marginalized within
institutions. Rather than treating these narratives as anecdotal, CRT positions them as
analytically significant. All seven interview participants in this study identified as Black.
Their accounts provide insight into how institutional commitments to equity are
interpreted within the daily experience of medical training. Centering these narratives is
consistent with CRT’s assertion that experiential knowledge is necessary for
understanding how structures operate in practice.

While CRT offers a structural frame, TLT provides a way of thinking about
learning itself. Mezirow (1997) describes learning as a process that can involve
questioning assumptions and reconsidering prior beliefs. Not all exposure to new equity
content results in transformation. In medical education, TLT has been used to explore
how students describe moments of uncertainty or reorientation as part of their

professional development (Vipler et al., 2021). Within this study, TLT supports attention



to how students make sense of equity-related material and whether it influences their
developing understanding of patient care and professional responsibility.

Together, CRT and TLT make it possible to consider both structure and
interpretation. One framework keeps attention on institutional conditions and historical
context. The other focuses on how students respond to what they encounter. In this way,
the theoretical framing orients the analysis without dictating specific conclusions,

creating space for both theoretically informed and inductively generated insights.

Figure 2.1
Conceptual Framework for Study of Equity-Focused Pre-Clinical Curricular Reform at LCOM
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Figure 2.1 situates the study within the historical and structural context of
medical education at LCOM and shows how CRT and TLT guide analysis across the two
primary data sources: course evaluation narratives and interviews with URIM students.

This orientation also reflects Patton’s (2021) argument that feedback from

marginalized communities can serve as a catalyst for institutional reflection. When

experiential accounts are treated seriously, they can illuminate tensions between stated
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commitments and lived experience. The present study approaches student narratives in
that spirit.

Understanding how equity-related instruction is interpreted in the present requires
attention to the historical conditions that have shaped medicine and medical education.
The following section reviews scholarship on the historical foundations of racial
exclusion, medical harm, and mistrust, which continue to inform contemporary training
environments.

2.3 Historical Foundations of Exclusion, Medical Harm, and Patient Mistrust in
Medicine

"Like the history of US policing, the history of medicine and health care in the
USA is marked by racial injustice and myriad forms of violence: unequal access to health
care, the segregation of medical facilities, and the exclusion of African Americans from
medical education are some of the most obvious examples", explains Nuriddin et al.
(2020). Institutional practices have lowered trust in medicine by communities of
color. Nuriddin et al., (2020) argue that contemporary efforts toward equity cannot be
separated from this historical record. Rather than representing isolated events, these
histories form a backdrop that continues to influence how medicine is taught, practiced,
and understood.

One clear example of this legacy can be found in the restructuring of medical
education following the 1910 Flexner Report. Washington (2023) notes that most
historically Black medical schools closed in the decades that followed, leaving only two

institutions in operation from the original nine. Baker et al. (2009) explain that although
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Flexner’s population-based logic could have justified expanded training of Black
physicians to care for the nearly nine million African Americans living in the segregated
South, the report instead recommended the closure of all but two Black medical schools.
These recommendations, actively supported by the American Medical Association,
created a separate and unequal system of medical education that failed to meet the needs
of Black communities nationwide.

Compounding this history were the abuses of people of color within medical
research, which fostered further mistrust in healthcare and became deeply rooted. From
1932 to 1972, the U.S. Public Health Service conducted the Untreated Syphilis Study at
Tuskegee, enrolling 600 Black men, some of whom had syphilis and others who did not.
Participants were misled as to their treatment. Some were told they would receive
medical care, yet treatment was deliberately withheld, even after penicillin became the
standard therapy in the 1940s. According to the CDC (2024), the Black men were not
informed of their diagnoses and did not provide informed consent. The forty-year
Tuskegee experiment and other equally horrifying practices are frequently referenced in
discussions of medical mistrust and remain salient within medical education as students
learn about the ethical responsibilities of the profession.

Importantly, these histories, many of which are rooted in pseudoscientific theories
used to rationalize slavery, are not confined to the past; this unfortunate history continues
to influence medical education. Hoffman et al. (2016) found that more than half of white
medical students and residents surveyed (N=222) held at least one inaccurate belief about

biological differences between Black and White patients, beliefs that were associated
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with differences in pain assessment and treatment decisions. Journalistic work has
similarly documented the persistence of false assumptions (Villarosa, 2019), tracing the
origins of perpetuating biological differences back to political and medical leaders who
tried to justify slavery.

From a student perspective, when race is framed as a biological category, and
structural explanations for health inequities are omitted, false beliefs about race may be
carried forward. How equity-related content is delivered or left implicit therefore matters
not only for knowledge acquisition, but for how students make sense of the role that bias
may play in caring for their future patients (Amutah, et al., 2021).

These dynamics unfold alongside ongoing structural inequities in access to
medical education. Data from the AAMC (2025) show that first-year enrollment declined
for several historically marginalized groups following the 2023 Supreme Court decision
ending race-conscious admissions. For the 2024 academic year, enrollment among Black
students decreased by 11.6 percent, while enrollment among Hispanic students declined
by 10.8 percent. Structural decisions about who enters medical training also influence the
learning environment itself, as admissions processes influence the composition of student
cohorts (Terregino et al., 2015). The scholarship by Washington (2023), Baker et al.
(2009), and others detail how the historical foundations of medicine continue to inform
medical training today.

This study attends to those student perceptions, using historical scholarship not to
evaluate curricular design, but to better understand how inequities described in the

literature continue to surface in medical education.
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2.4 Persistent Gaps in Equity-Focused Medical Training

The long history of exclusion in medicine continues to have an effect on medical
education today, even when attempts are made to counter health inequities. Blair et al.
(2011) define implicit bias as unconscious attitudes that influence perception and
behavior. This finding suggests that inequities can persist within systems despite
intentions to eradicate bias. For example, Hoffman et al. (2016) found that many
residents and students endorsed false biological beliefs about Black patients, which
reveals how unconscious bias can alter clinical judgment. Sabin (2022) points out that
unless these issues such as unconscious bias are taught explicitly, learners may not
recognize how these habits guide their thinking.

Some of these concerns arise from tendencies within medical education to
overlook or inconsistently address race, identity, and structural context (Finnie et al.,
2021; Krishnan et al., 2019). Practices that appear neutral or merit-based can still carry
embedded biases. Boatright et al. (2017) found that Black medical students were less
likely than White students to be inducted into the Alpha Omega Alpha Honor Society
even when academic performance was similar. This finding shows how inequities may
persist within systems that claim to reward merit.

The learning environment can also play an important role in either reinforcing or
in challenging these biases. According to van Ryn et al. (2015), students who were
exposed to biased comments from faculty and who had limited cross-racial interactions
showed growth in implicit bias over time, suggesting that informal and hidden curricula

exert powerful influence. Tsai et al. (2021) observe that much SDOH teaching stops short
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of examining the structures of racism that influence health. They see CRT as a tool that
can help students and educators engage more directly with these forces and consider
possibilities for structural change.

Several models have been developed to confront these issues more directly.
Perdomo et al. (2019) describe Health Equity Rounds as an interdisciplinary format that
brings conversations about structural inequity and bias into clinical education. Gopal et
al. (2021) note that efforts like Health Equity Rounds work best when they are backed by
strong faculty development and supported by institutional structures that reinforce
accountability.

2.5 Institutional Efforts to Advance Equity in Medical Education

Over the last decade or so, there has been an acknowledgment by medical schools
as to the need to systematically assess curricular materials for bias, omission, and
misrepresentation. One tool that has been used in this context is the Caruso Brown
Checklist for Assessing Bias in Medical Education Content (Caruso Brown et al., 2019).
The checklist was developed to support content review in pediatrics education. It offers a
method for identifying and addressing instances of stereotyping, marginalization, or
exclusion in case presentations, lectures, and learning materials. Although the checklist
was initially designed for local use, it has since been adapted by institutions such as Johns
Hopkins, the University of Kansas, and the LCOM, seeking to remove bias as part of
curricular reform efforts. At LCOM, for example, the checklist was adapted as part of an

internal curriculum bias audit conducted between 2020 and 2024. This effort reflects a
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shift within medical education toward formalized review processes designed to advance
institutional commitments to equity and inclusion.

However, an important driver of change in equity-related curricular reform has
been student advocacy. Students have contributed by rewriting case materials, calling
attention to structural inequity, and adding prompts related to diversity, equity, and
inclusion (DEI) in course evaluations (Tran et al., 2024; Warnock et al., 2023). Many of
these projects have been developed by affinity groups and through direct work with
faculty and administrative partners. At LCOM, SJC led an initiative in 2020 to add DEI-
specific evaluation questions to course feedback forms, creating an avenue for students to
comment on how diversity, equity, and inclusion topics were addressed across the pre-
clinical curriculum.

Student-Led Supplementary Curricula

Building on efforts to reform curricula, students at institutions such as LCOM,
SUNY Downstate Health Sciences University, and others have developed supplementary
projects and materials that address health equity. At LCOM, students launched the Social
Medicine Theme of the Week (SMTW), which featured student-designed infographics
displayed on Mondays, and thematically related the week's content. These materials
provided consistent visual context for how social and political systems impact health,
encouraging routine engagement with structural issues as part of the everyday curriculum
(Goyal et al., 2021; Finnie et al., 2021). However, they were not assessed or formally

mapped to course objectives.
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Similar bottom-up efforts have emerged at other institutions. Bickerton et al.
(2020) describe a student-led service-learning initiative at SUNY Downstate, in which
medical students conducted phone-based screenings to identify patients’ social
determinants of health needs during the COVID-19 pandemic. Students in this project
were able to work with patients in ways that addressed structural inequities, an
opportunity that is often missing from traditional instruction. Connolly’s (2023) study
shows that many students feel that social and structural issues lie outside their
professional duties and that social determinants of health content can seem unrelated to
clinical work. These observations support the importance of creating student-led
opportunities that link structural thinking with practical application.
2.6 Equity-Focused Curriculum Design and Delivery
Principles of Effective Health Equity Curriculum

In many curricula, including at LCOM, some equity-related content is taught
explicitly through stand-alone courses or ethics-based instruction, while other equity
concepts are introduced within biomedical and clinical teaching. Students encounter and
interpret these approaches differently, a distinction that becomes important when
examining how equity-related learning is experienced in practice. Amutah et al. (2021)
note that race continues to be used as a biological shortcut in many areas of medical
teaching. The authors caution that this practice may distort clinical judgment. One
example is the continued use of race-adjusted measures such as the estimated glomerular
filtration rate, or eGFR, or pulmonary function tests, which may delay diagnosis or limit

appropriate care for Black patients. These race-based corrections are rooted in medicine
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from the era of slavery and reflect a deeper structural problem: when race is treated as a
biological factor, the role of racism in producing health disparities is obscured. Equity
curriculum, then, must also prepare students to question these practices and understand
how racism becomes embedded in science itself.

Recent research suggests that the success of an equity-informed curriculum relies
on both the material itself, as well as the way individual instructors frame that material.
Gonzalez et al. (2019) emphasize that engagement grows when equity topics are
presented with care for tone and the larger messages conveyed by the institution. Sharma
et al. (2018) describe how the social determinants of health can be taught in ways that
emphasize description rather than explanation. Their work focuses on how instruction
may fail to address the systems that produce inequity. Tsai et al. (2021) similarly examine
medical education and argue that structural racism and institutional power are not
consistently addressed when identifying structural drivers of health.

At LCOM, racism is addressed explicitly within Professionalism,
Communication, and Reflection (PCR), while additional equity-related topics appear in
other pre-clinical courses and sessions (Goyal et al., 2021; Finnie et al., 2021).

Ruben and Saks (2020) study repeated exposure to equity-related material in
medical education. They reported that equity learning may be more durable when
students revisit these topics over time. Denizard-Thompson et al. (2021) describe similar
results when examining the role of longitudinal engagement and reflection in equity-

focused curricula.
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Community-based and global health experiences are commonly included in
equity-focused medical curricula. Prior studies describe these experiences as providing
opportunities for students to encounter social and structural factors related to health
outside of the classroom (Massé et al., 2020; Mlonyeni et al., 2024).

Acosta and Ackerman-Barger (2017) examine the role of faculty facilitation in
shaping classroom discussions related to racism and oppression in medical education.
Other scholarship shifts attention away from instructional delivery and toward how
equity-related efforts are experienced and assessed. Patton (2021) focuses on the role of
minoritized perspectives in institutional evaluation, while Verbree et al. (2023) examine
students’ perceptions of preparation for addressing a diverse population, as well as their
perceived level of support within a predominantly white medical school. As a result, they
concluded that incorporating diversity education was necessary to provide the best care
for diverse patient populations.

Faculty Development and Institutional Commitment

At the LCOM, Finnie et al. (2021) detailed the college's efforts to integrate social
medicine into the pre-clinical curriculum. Students in their study welcomed new elements
such as the student-driven SMTW, which introduced equity-related content in a more
structured and visible way. At the same time, many students said that these efforts did
not always work as intended because discussions varied by instructor and some faculty
felt unsure about how to lead them. Faculty respondents also noted that limited training

and unclear guidance made it challenging to bring social medicine material into their
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teaching. The issues identified by Finnie et al. provide important context for interpreting
student narratives and highlight institutional processes that impact curricular reform.

Faculty play a central role in shaping how equity-related content is delivered and
received. Acosta and Ackerman-Barger (2017) noted that students participated more
readily when instructors could guide conversations about race and identity. When faculty
were unsure how to approach these topics, students sometimes disengaged and
questioned the overall learning atmosphere (Acosta & Ackerman-Barger, 2017). Buery-
Joyner et al. (2023) look at obstetrics and gynecology education to show how programs
have worked to improve equity teaching. They find, as others have, that faculty
development needs to be ongoing, practical, and well supported if schools want to reduce
bias for the long term.

Landry (2021) makes a similar point, noting that even the best materials can fall
short if instructors are not prepared to lead tough conversations.

Yet this scholarship points to a larger truth: meaningful reform requires faculty
who have the preparation to lead this work and institutions that stand behind them. At the
same time, some of the most significant curricular reforms have been driven by
students. Several authors of influential models, among them Awosogba, Kneer, and
Finnie, were still in training when they published their work. Their contributions show
how students have helped design and implement educational approaches that respond

directly to health inequities.
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Student-Led Innovation and Curricular Co-Design

Student-led innovations have increasingly played a role in advancing equity-
related content within medical curricula. Tran et al. (2024) describe a teaching assistant
program in which students took part in delivering an antiracism curriculum that ran
through several pre-clinical courses. Their responsibilities included working on course
materials, helping lead classroom discussions, and meeting with faculty when course
content needed revision. Kneer et al. (2023) writing from LCOM, document a student-
driven initiative in which equity-focused infographics were used to frame class sessions
around themes such as housing insecurity, immigration, and environmental justice.
Although these materials were technically supplementary, they influenced how students
and faculty talked about the biomedical content and brought equity topics into day-to-day
coursework. This approach differs from more traditional curriculum structures because it
creates room for students to contribute ideas and take part in shaping how equity is
addressed. Similarly, Ellison et al. (2021) describes a student-led, peer-facilitated
curriculum grounded in critical consciousness, in which learners engage in longitudinal
dialogue around power, privilege, and health equity.
Equity Framing Within Case-Based and Experiential Instruction

In addition to stand-alone courses such as PCR, equity-related content may also
appear within case-based and experiential instruction, depending on how individual
instructors frame clinical material. Thistlethwaite et al. (2012) define CBL as “a learning

and teaching approach that aims to prepare students for clinical practice through the use
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of authentic clinical cases” (p. 454), connecting academic content to real-world clinical
situations and encouraging inquiry-based thinking.

Krishnan et al. (2019) offer a framework for revising cases to include these
structural elements while at the same time avoiding stereotypes. Nieblas-Bedolla et al.
(2020), writing as medical students at the University of Washington, emphasize the need
for inclusive imagery and racial representation, particularly in dermatology, where visual
examples directly affect diagnostic accuracy. Barzallo et al. (2024) build on this
argument, showing how more representative content can improve both clinical
recognition and patient trust.

In the pre-clinical curriculum at the LCOM, Doctoring in Vermont (DIV) offers
one of the few sustained opportunities for early clinical exposure, though the extent to
which structural and equity-related issues are addressed varies by clinical setting and
preceptor. Similarly, Perdomo et al., (2019) describe Health Equity Rounds as a case-
based conference format that addresses implicit bias through interdisciplinary discussion.
Tarleton et al., (2023) and DallaPiazza et al. (2018) detail how simulated and real patient
interactions can elicit critical reflection on topics such as identity, power, and systemic
injustice.

2.7 Learning Processes and the Learning Environment
Transformative Learning and Identity Development

In equity-focused medical education, learning may involve more than acquiring

new information; it can require revisiting prior assumptions. TLT explains how

challenging or unfamiliar experiences can lead students to re-examine their assumptions
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and gain a stronger understanding of how structural and social conditions influence
health. Kerins et al. (2020) apply TLT in medical education to support the development
of non-technical competencies such as self-awareness, empathy, and communication
skills that are often essential for addressing health disparities.

Other studies describe how emotionally challenging or unfamiliar situations can
prompt students to reevaluate assumptions and their emerging professional identities.
Muzyk et al. (2023) and Vipler et al. (2021) describe how learners narrate changes in
clinical engagement and in their thinking as they use structured reflection in response to
moments of discomfort. Mlonyeni et al. (2024) similarly describe perspective shifts
reported among students when they are asked to connect lived social conditions to health
outcomes in response to community-based learning.

While scholarship has examined how student discomfort and disorientation are
part of the learning process, these accounts do not always distinguish between
experiences of students positioned differently within institutional hierarchies. In a multi-
institutional study, Gonzalez et al. (2019 noted medical students had a range of responses,
including resistance and discomfort, in focus groups examining experiences with implicit
bias instruction. They identified contextual factors such as the hidden curriculum and
structural features of training that influence student engagement.

In a different setting, Massé et al. (2020) describe learners initially experiencing
uncertainty but later identifying encounters in community-based clinical traineeships as

influential in shaping their approaches to care for socially vulnerable patients. These
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studies point to the role of context in shaping how equity-related learning is experienced,
including when and how its significance becomes apparent to learners.

These scholars' work helps establish a basis for using TLT. This cautious
interpretive frame is helpful when examining how students describe early moments of
reflection and reconsideration related to equity-focused curriculum in the pre-clinical
setting.

Implicit Bias Training Strategies

Implicit bias—related instruction appears across the medical school curricula,
though its visibility and emphasis vary by course and context.

The issue is not whether this content is present, but how it is presented, medical
students, according to prior studies. Students have described difficulty making sense of
its relevance to patient care when bias-related material is disconnected from clinical
practice or inconsistently supported by faculty (Chapman et al., 2013; Sabin, 2022).
Work by van Ryn et al. (2015) also suggests that students’ interpretations of bias-related
concepts are influenced over time by the behaviors and attitudes they observe in the
learning environment.

This study does not evaluate the effectiveness of implicit bias training programs.
Instead, bias-related instruction is treated as one part of the educational context that
appears in student narratives. Course evaluation comments and interviews capture student

descriptions of pre-clinical curricular experiences.

24



Meta-Evaluation and Gaps

In medical education, equity-related curriculum has expanded in recent years, but
approaches to bias-related instruction differ across institutions. Lewis & Naik (2023) in a
national scoping review, categorized how bias has been addressed across medical school
and residency training, noting that most studies focus on a narrow set of biases, especially
race and ethnicity, and tend to emphasize descriptive findings over intervention.
Although many medical schools now include some form of bias-related instruction,
Lewis and Naik (2023) found little evidence that these efforts reduce bias among medical
students or residents. When bias training is approached as a stand-alone topic rather than
as part of the curriculum that seeks to train students to provide equitable care, its
relevance to everyday clinical training can become unclear. For this reason, some
scholars have argued for earlier engagement and by using approaches that draw more
explicitly on theory, including work from cognitive psychology, though there remains
debate about what such training can reasonably accomplish on its own.

Nguemeni Tiako et al. (2025) describe how one institution responded to these
challenges at the curriculum level. In a review at Yale that involved both students and
faculty, they found that equity-related content was sometimes uneven or hard for students
to understand. Instead of looking only at outcomes, their analysis focused on how equity
topics were introduced, such as whether students had chances to reflect and if faculty
support was available.

This study approaches these questions through student accounts, focusing on how

equity-related efforts in the pre-clinical curriculum are described by learners at a single
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institution. Across this scholarship, a recurring point is that equity-related concepts are
most legible to students when they are connected to clinical reasoning and biomedical
content rather than treated as separate topics."

URiM Students and the Learning Environment

Scholarship examining the experiences of URiM students considers how learning
environments, institutional practices, and curricular representations influence engagement
and well-being. O’Marr et al. (2022) report higher levels of exhaustion-related burnout
among URiM students that may be influenced by added responsibilities, experiences of
discrimination, and features of the learning environment.

Verbree et al. (2023) used focus groups to uncover that students sometimes feel a
disconnect between their lived experiences in health profession learning environments
and the intent of the institution.

Nieblas-Bedolla et al. (2020), who were medical students, studied how race is
shown in cases, exams, and other teaching materials. Their research may help explain
how students’ clinical reasoning changes when race-based disease links are given without
context.

Bharmal and Ahluwalia (2025) look at how belonging in medical education is
influenced by relationships, psychological safety, and the culture of the institution. Their
research may help explain why students in this study saw belonging as uneven and

affected by hierarchy and context.
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Student Engagement with Equity Curriculum
2.8 Curricular Gaps in Addressing Race and Inequity

Students commented on the social determinants of health despite the lack of a
formal curriculum in a study of a Clinical Week placement, Kirkland et al. (2021). They
suggested guided reflection could help examine what students encounter in these settings.

Lim et al. (2021) and Mosley et al. (2021) describe the inconsistent teaching of
race across instructional contexts in pre-clinical curricula. In their studies, race appeared
most often in problem-based learning cases or board-style questions, which could lead to
diagnostic shortcuts that can reinforce stereotypes or other heuristics. By contrast, race
was discussed less often in lectures or in relation to structural racism. An important take-
away from this work was that students were not sure how to discuss race with patients
and described confusion about whether race should be interpreted as a biological marker
or as a social construct.
Student Voice and the Evaluation of Equity Initiatives

Sharma et al. (2018) note that equity initiatives can lose their intended impact
when they are not connected to meaningful forms of engagement. Prior scholarship has
documented a range of approaches to evaluating equity-related curricular initiatives. This
study adopts a different orientation by treating student narratives as a source of insight
into how equity-related content is described and experienced. Drawing on both course
evaluation responses and in-depth interviews, it examines how students articulate their
encounters with equity-related instruction within the pre-clinical curriculum at a single

institution.
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Denizard-Thompson et al. (2021) and Finnie et al. (2021) describe curricular
approaches that emphasized longitudinal engagement and faculty preparation as ways to
support student learning. In both studies, student survey responses suggested that these
strategies helped reinforce key concepts, though the depth and durability of those effects
were difficult to assess.

Rather than relying solely on institutional commitments, this body of literature
highlights the value of student narratives for understanding how equity-related
curriculum is experienced in practice.

2.9 LCOM as Case Study and Site of Advocacy

Rather than examining a single course or intervention, this study looks across the
pre-clinical curriculum to understand how students experience institutional equity
commitments. It considers what students notice, what they carry forward, and what they
question. At LCOM, student advocacy played a role in shaping the tools used to assess
equity-related content, including the DEI-specific course evaluation questions analyzed in
this study (see Appendix L). In this sense, student narratives reflect both curricular
experiences and areas where institutional efforts are still being worked out.

Scholarship has documented gaps between institutional equity goals and students’
experiences in educational settings. Tsai et al. (2021) observe that many medical
curricula address social determinants of health while giving limited attention to racism or
institutional practice. Rather than relying solely on institutional commitments, this body
of literature highlights the value of student narratives for understanding how equity-

related curriculum is experienced in practice.
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CHAPTER 3: METHODS
3.1 Introduction

Medical education plays an important role in how physicians are trained to
understand health and illness. Research has shown that many structural inequities that
affect patient care receive limited attention in medical training (Yearby et al., 2022).
These issues are particularly relevant in the pre-clinical years. During this period,
students are introduced to foundational concepts related to medicine, race, and
responsibility.

This study examined the pre-clinical curriculum at one medical school and
focused on how equity-related curricular efforts were implemented and experienced
between 2020 and 2024.

The analysis used multiple sources of evidence, including course evaluation data,
institutional documents, and interviews with students underrepresented in medicine
(URiM). During the study period, instructional designers and course directors at LCOM
worked together to revise course materials using tools such as the Caruso Brown
Checklist for Bias Review (Caruso Brown et al., 2019). Reviewing student reflections
alongside these institutional efforts allowed the analysis to examine how students
responded to efforts to introduce equity-related content into the pre-clinical curriculum.
3.2 Research Design

This qualitative case study examines how equity-focused content was presented
and interpreted within the pre-clinical curriculum at the Larner College of Medicine. The

case is bounded by institutional setting and analytic focus, examining equity-related
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curricular initiatives and students’ experiences of these efforts. Two complementary
phases of data collection support the design:
1. Phase One — Analysis of institutional documents and course evaluation
responses.
2.Phase Two — Semi-structured interviews with URiM students.

The case study approach provides an in-depth exploration of a real-world
educational context (Stake, 1995; Yin, 2018). The study does not test causal change;
however, the four-year timeframe allows exploration of how curricular strategies evolved
and how student reflections shifted during this period of institutional reform.

The research is situated within a transformative paradigm, which frames inquiry
as a means of advancing social justice and addressing systemic inequities. Mertens
(2010) describes this approach as one that “directly engages members of culturally
diverse groups with a focus on increased social justice” (p. 470). Creswell and Poth
(2018) emphasize that knowledge is not neutral and reflects power dynamics. In taking
this approach, the study sought to bring forward the perspectives of URiM students
whose voices have often been underrepresented in discussions about medical education
reform. Their experiences offer critical insight into how institutional change is both
understood and lived within the curriculum.

3.3 Theoretical and Conceptual Framework

Critical Race Theory (CRT) and Transformative Learning Theory (TLT) guided

the design and analysis of this study. CRT shaped the decision to focus on how students

talked about race, power, and institutional priorities within the pre-clinical curriculum.
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Student narratives were the primary unit of analysis, while institutional documents were
used to contextualize how equity-related commitments were formally articulated.

In Phase 2, all seven interview participants identified as Black. Consistent with
CRT’s commitment to counter-storytelling, their narratives were treated as important
sources of knowledge about how equity efforts were experienced in practice. The
interviews invited participants to reflect on specific classroom encounters and to describe
how race and identity were addressed or left unaddressed.

TLT informed interpretation of how students described engaging with equity-
related material and instruction. Transformation was not assumed. Instead, the analysis
attended to moments of disorientation, critical reflection, or reconsideration of
professional identity and practice.

Taken together, these frameworks allowed the study to examine both institutional
messaging and student interpretation. Because the research was conducted within my
own institution, reflexive awareness remained important throughout the analytic process.
3.4 Guiding Research Questions

The following research questions guide the design, data collection, and analysis in
this qualitative case study. Together, they support an inquiry into how equity-related
curricular efforts were experienced in the pre-clinical curriculum, both at the institutional
level and through the individual narratives of URIM students:

1. What themes can be identified in course evaluation responses and institutional

documents from 20202024 that describe the inclusion of equity-related

content and strategies to reduce bias in pre-clinical medical education?
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2. How do URiIM students reflect on their experiences of equity-focused
curricular efforts, and what insights do they offer into institutional culture and
structural dynamics?

3. How do the perspectives shared by URiM students, when considered
alongside course evaluation data, deepen understanding of institutional equity
efforts, critical reflection, and structural barriers?

3.5 Setting and Context

The Larner College of Medicine (LCOM) at the University of Vermont is the
setting for this study. LCOM is Vermont’s only medical school and enrolls
approximately 500 students. The institution has a strong emphasis on rural and primary
care education and supports training across a range of medical and biomedical fields.
During the study period, the college introduced several initiatives aimed at
identifying bias in course materials and increasing the inclusion of equity-related content
within the curriculum. This study focuses on the pre-clinical curriculum, which includes
foundational science courses as well as required longitudinal courses in clinical skills and
professionalism and communication.
3.6 Case Boundaries and Scope

This study was bounded by setting and focus. The setting was the pre-clinical
medical education curriculum at LCOM, consisting of 14 required courses. The focus
was on equity-related curricular efforts, including the identification and revision of biased

content and the integration of equity-related material within foundational coursework.
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Following Stake (1995) and Yin (2018), this bounded case study drew on multiple
sources of evidence. These sources included course evaluation responses, syllabi,
institutional documents, and student interviews to examine this phenomenon within its
institutional context. The analysis focused on identifying patterns across data sources
rather than assessing change over time. Figure 2 illustrates the study’s design, including
data sources, analytic processes, and the sequence of the two phases.

3.7 Rationale for Study Design

This study used a two-phase qualitative case study design to examine how
institutional equity initiatives and student experiences were related within the pre-clinical
learning environment. A case study approach allowed the data to be examined within the
context in which equity-related content was introduced and discussed (Yin, 2018).

A hermeneutic phenomenological lens informed interpretation of the interview
data by focusing attention on how students described and reflected on their learning
experiences (Alsaigh & Coyne, 2021; Creswell & Poth, 2018). Using these approaches
together made it possible to consider student perspectives alongside institutional context
without treating either as separate from the other.

3.8 Key Constructs

The key constructs that guided this study draw from CRT (Delgado & Stefancic,
2017; Zewude & Sharma, 2021) and TLT (Mezirow, 1991). These frameworks were used
to guide interpretation of how students described and made sense of equity-related

content and framing within the pre-clinical curriculum and learning environment. Each
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construct connects directly to analytic codes used during data organization and
interpretation.
Engagement with structural and identity content

This construct focused on how students described engaging with equity-related
content in courses that addressed race, identity, or structural inequities. It was used to
identify patterns in how students interpreted the delivery of this content within required
coursework.
Transformative learning experiences

This construct was used for excerpts in which students described questioning
earlier assumptions or reconsidering an idea after learning something new. In the
analysis, the construct helped note places where students described this kind of reflection
and, in some cases, how they hoped to approach their future practice with greater
attention to equity.
Institutional and faculty messaging

This construct focused on how students described messages they received about
equity-related content and social determinants of health, both inside and outside the
classroom. It was used to attend to moments when students perceived equity-related
messaging and other institutional priorities, often reflected in faculty communication or
the overall learning climate.
Student reflection and response

This construct was used to capture how students talked about their reactions to

equity- and identity-related material. It included comments where students described
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engaging with, questioning, or pushing back against what was presented. During analysis,
this construct helped keep attention on student voice and how participants explained their
responses in their own terms.
Awareness of structural context

Many students linked what they encountered in class to wider issues in medicine
and society. This construct was used for capture comments where students made those
connections. These included policy, institutional history, or social conditions beyond the
classroom that may be mentioned. It helped identify places where students showed an
awareness of structural or historical context in their reflections.
Curricular integration

This construct focused on how students described the way equity-related content
was organized in their coursework. It was used to capture student comments regarding
how equity topics were presented across content and courses or whether they only came
up in isolated moments. These excerpts often reflected how visible or consistent equity
themes felt to students.

The following sections detail the procedures used for each phase of data

collection and analysis.

35



Figure 2.2
Procedural Diagram of Study Phases, Data Sources, and Analytic Approaches

[ Phase One ]
Student Responses to Equity- Institutional documents
Related Course Evaluation (e.g., LEAP Report, Bias
Prompt (2020-2024) Audit, DACDEI Report)

Analysis Approach:
Inductive coding (emergent themes)
Deductive coding (CRT and TLT lenses)
[ Phase Two ]

Interviews with URiM students
(exploring lived experiences of 2020-2024 curriculum)

Analysis Approach:
Hermeneutic phenomenological
interpretation (meaning-making through
CRT &TLT)

[ Integration ]

Cross-phase thematic analysis
Develop case-level conclusions about how
students experienced and interpreted equity-
related curricular efforts.

v

Note. Phase One includes the analysis of course evaluations and institutional documents using
inductive and deductive coding approaches informed by CRT and TLT. Phase Two includes
hermeneutic phenomenological interviews with URIM students, also analyzed through CRT and
TLT lenses. Themes from both phases are synthesized to develop case conclusions about the
implementation and experience of equity-focused curriculum.
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3.9 IRB Confirmation

This study received approval from the University of Vermont Institutional Review
Board (IRB) on June 23, 2025 (Study #STUDY00003585). The project was reviewed
under Exemption Category 1 for research conducted in established educational settings
involving normal educational practices. The approved submission included all study
instruments, consent materials, and recruitment documents (see Appendices A—C). A
waiver of documentation of consent was granted under 45 CFR 46.117(c)(1). Separate
procedures were outlined for the handling of archival course evaluation data and
interview data, including de-identification and participant confidentiality safeguards, in
compliance with IRB and human subjects protection standards.
3.10 Data
Sample / Participants

This study uses two data sources, collected across two phases. Phase One
included narrative responses from course evaluations across all 14 required pre-clinical
courses at the Larner College of Medicine (LCOM) between 2020 and 2024.
Approximately 124 students were enrolled in each cohort. Because the diversity, equity,
and inclusion (DEI)-specific question was open-ended and optional, response rates varied
and should not be interpreted as representative of the full class. Even so, the range of
courses and years provides a broad cross-sectional view of how students engaged with
equity-related content during the pre-clinical curriculum.

In Phase Two, I invited medical students who identified as URiM to take part,

following the AAMC definition as a guide. Centering these participants reflected the
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tenets of CRT, which calls attention to how institutional structures affect opportunity and
voice. Listening to URIM students offered an important way to understand how recent
equity efforts were experienced in day-to-day learning rather than only through policy,
curriculum, or the course evaluations completed by all students.

I invited students to participate via an IRB approved email through class listservs
and other campus channels. Interested students completed a short Qualtrics form
(Appendix D) to confirm that they met the study criteria and to record their consent
(Appendix E). I aimed to interview between six and twelve students, a typical range for
phenomenological research, which values depth of description over sample size
(Creswell & Poth, 2018). Participation was voluntary, and students could choose their
level of involvement according to their comfort and availability. The required pre-clinical
courses included in Phase One are listed in Table 3.1, along with their duration, timing,

and estimated number of potential respondents per cohort.

Table 3.1

Potential Evaluation Respondents Pre-Clinical Courses (2020-2024)

Year  Course Name Duration and Timing Potential N of
Narrative
Responses

Y1 Orientation 1 week (August) 124

Yl PCRI1 Longitudinal (Aug—June) 124

Y1 FoCS 18 weeks (Aug—Dec) 124

Y1 DIV1 (Doctoring in Vermont 1) Longitudinal (Mar—June) 124

Y1 A&D (Attacks and Defenses) 6 weeks (Jan—Feb) 124

Y1 NMGI (Nutrition, Metabolism, & 9 weeks (Feb—Apr) 124

GI Systems)

Y1 PHP (Public Health Projects) Longitudinal (Jan—-May) 124

Y1 Med Neuro (Medical Neuroscience) 9 weeks (Apr—June) 124

Y2 Connections 3 weeks (August) 124

Y2 DIV2 (Doctoring in Vermont 2) Longitudinal (Sept—Nov) 124

Y2 PCR2 Longitudinal (Aug—Jan) 124

Y2 CRR 8 weeks (Sept—Oct) 124
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Y2 HDRH (Human Development & 6 weeks (Nov—Dec) 124
Reproductive Health)
Y2 Convergence 4 weeks (January) 124

*Note. The open text DEI evaluation item is optional; actual narrative response counts
may be lower.

In addition to describing the courses included in the study, it is important to
account for the variation in available DEI narrative data by student cohort. Table 3.2
provides an overview of the number of courses each graduating class completed during
the study period, based on their year of matriculation. Because students complete their
pre-clinical curriculum across two academic years, the number of evaluated courses
differs slightly by cohort.

Table 3.2
Archival DEI Narrative Data by Class Year (2020-2024)

Matriculation Year Y1 Evaluations Y2 Evaluations Total Courses Reviewed

Class of 2023 0 6 6 (Y2 only)
Class of 2024 7 6 13
Class of 2025 8 6 14
Class of 2026 8 6 14
Class of 2027 8 N/A 8 (Y1 only)

Note: Each cohort’s data reflects responses to DEI prompts during the corresponding
academic years of their pre-clinical training.

3.11 Data Collection
Data Collection and Analytic Strategy

CRT and TLT provided a guide to data collection and analysis across both phases
of the study. In Phase One, course evaluation comments and institutional documents were
coded inductively for emergent patterns and deductively using lenses drawn from CRT
(e.g., attention to structural barriers, systemic inequities) and TLT (e.g., critical
reflection, disorienting experiences, perspective change). In Phase Two, hermeneutic

39



phenomenological interviews provided space for students to reflect on their experiences
and describe how they make sense of their education. Together, the two phases used
complementary data collection strategies that reflected the study’s conceptual
frameworks and allowed for attention to student meaning-making in relation to
institutional equity efforts.
Tools and Measures

This study involved two phases of data collection: (1) archival course evaluation
comments and (2) semi-structured interviews with URIM students. This data explored
how students experience institutional efforts to advance equity in the pre-clinical
curriculum. The two phases offered complementary views of how students understood
and responded to equity-related efforts in the pre-clinical curriculum.
Phase One: Course Evaluation Comments and Institutional Documents

This phase relied on written responses from end-of-course evaluations to get a
sense of how students talked about equity-related teaching in the pre-clinical curriculum.
The full wording of the evaluation prompt is included in Appendix L. I also looked at a
small number of institutional documents to better understand how the college described
its own goals and intentions around equity. Between Fall 2020 and Spring 2024, students
were asked to respond to an open-ended question about how each of the 14 required pre-
clinical courses addressed diversity, equity, and inclusion, including attention to
structural contributors to health outcomes.

For this project, I used evaluation data that were already available to me through

my institutional role. After receiving formal approval to use the comments for research
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purposes, I created working file. The data set was already de-identified, as part of the
reporting mechanism of the software, and I added participant numbers 1-2201. I retained
comments that addressed the equity-related prompt and excluded very brief and
incomplete entries, such as “N/A” that did not offer feedback.

When preparing the dataset for analysis in Dedoose™, I included basic
descriptors such as course title, academic year, and participant number. Gender and class
year were included when available, particularly for interview participants. I began coding
with an open, inductive review of the comments to see what stood out across courses.
Early codes reflected included a few from the literature, including representation, the use
of race in clinical examples, and whether structural factors were integrated. As I worked
through the data, I revised and expanded the code list as new patterns appeared. Each
child code was labeled as inductive or deductive based on how it developed.

In addition to the evaluation data, I reviewed a limited set of institutional
documents, including the LEAP report, Dean committee reports, and selected course
syllabi. These documents were accessed through routine institutional channels and were
used to provide context rather than as stand-alone data sources.

Phase Two: Interviews with URIM Students

Phase Two involved semi-structured interviews with medical students who self-
identified as URiM, as defined by the AAMC. Recruitment was successfully completed
through email solicitation, affinity group and student-facing announcements, using

purposive and snowball sampling (Biernacki & Waldorf, 1981). Interested students
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completed a short screening form to confirm eligibility. Eligibility requirements included
having completed at least one full year of the pre-clinical curriculum.

Interviews were conducted via Zoom, based on participant preference, and lasted
between 45 and 60 minutes. Before each interview, I confirmed verbal consent and that
participants were comfortable with being recorded. Zoom produced a WEBVTT
transcription files, which I downloaded and then read through each transcript to check
accuracy and remove names or other identifying details. Once a transcript was finalized, I
deleted the audio file and stored all remaining identifying information in a separate,
encrypted folder that only I could access.

The interview guide drew on Seidman’s (2019) approach to qualitative
interviewing, which emphasizes conversation that allows participants to speak freely
about how they understand their experiences. It was also influenced by prior studies
exploring how medical students reflect on inequity, identity, and learning environments
(Acosta & Ackerman-Barger, 2017; Beagan, 2003; Denizard-Thompson et al., 2021). I
piloted the guide with one participant to check clarity, pacing, and alignment with the
study’s purpose.

Instrument Validity and Reliability

The interview guide for this study was created with attention to national guidance
from the AAMC on equity in medical education and grounded in established approaches
to qualitative research. The DEI-focused course evaluation question, developed in 2020
through student advocacy by the Student Justice Coalition (SJC), has appeared in all

required pre-clinical courses at LCOM since that time. Although this item was introduced
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before the AAMC released its Diversity, Equity, and Inclusion Competencies Across the
Learning Continuum (2022), it shares many of the same aims. It invites students to
consider how issues of equity relate to clinical practice and encourages reflection on the
school’s responsibility to foster an inclusive learning environment. This alignment
supports the relevance and content validity of the evaluation data used in this study.

The interview guide was shaped by the study’s two frameworks, CRT and TLT,
as well as by qualitative interviewing approaches described by Seidman (2019) and
Rubin and Rubin (2005). I wrote the questions to invite open reflection, allowing URIM
students to describe times when learning felt inclusive or exclusive, or challenged or
empowered (see Appendix A). Colleagues with experience in qualitative and equity-
focused research reviewed the draft, and I drew on insights from a pilot interview to
refine wording and pacing. Feedback from the pilot and peer reviewers informed later
revisions to improve clarity, flow, and overall content validity.

These tools support a coherent analytic design that reflects national guidance on
equity in health professions education while remaining responsive to local context. They
also align with recommended practices for instrument development in qualitative
research, including iterative refinement, peer review, and pilot testing (AAMC, 2022;
Seidman, 2019).

Pilot Process for Interview Guide

One pilot interview was conducted in July 2025 with one URiM student who met

the study’s inclusion criteria. The hour-long interview helped refine the clarity, pacing,

and tone of the semi-structured interview guide. The participant confirmed that the
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questions were inviting, open, and prompted culturally sensitive reflection. The rich
conversation that unfolded also offered insight into how students describe belonging,
institutional support, and perceived gaps between intention and practice.

Feedback from this pilot interview led to a small but meaningful adjustment to
improve flow and alignment with the study’s goals. The participant suggested including a
question about what the institution is doing well. This question was incorporated into the
final interview guide. The pilot transcript was retained as part of the dataset as it met the
inclusion criteria and provided relevant contextual depth.

This pilot process followed qualitative best practices for refining interview
protocols through iterative testing and reflection (Chenail, 2011; van Teijlingen &
Hundley, 2001).

3.12 Data Collection Procedures

Data collection for this study followed a two-phase process aligned with the case
study design.

Phase One Procedures.

Open-ended course evaluation comments were pulled by the principal investigator
in her institutional role at the LCOM. Although the principal investigator has institutional
access to evaluation systems, only de-identified, compiled datasets were used for research
purposes, in accordance with IRB-approved protocols. These archival datasets were
assembled with institutional permission and were de-identified prior to analysis. The de-
identified dataset had been previously reviewed by course directors and the Student

Education Committee at LCOM as part of the institution’s annual quality assurance
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process. Only open-ended narrative responses to the DEI-specific evaluation prompt were
extracted and used for analysis; Likert-scale responses were excluded. Institutional
documents that were relevant to curricular equity efforts were collected through internal
reports and archives. All Phase One data were stored in a secure, password-protected
database accessible only to the researcher.

Phase Two Procedures.

Phase Two consisted of semi-structured interviews with URiM students who had
completed at least one year of the pre-clinical curriculum. Participants were recruited
through email invitations, affinity group outreach, and snowball and purposive sampling,
using IRB-approved recruitment materials. Interviews were conducted via Zoom,
recorded with participant consent, and transcribed verbatim for analysis. Throughout both
phases, careful attention was given to protecting participant anonymity and maintaining
data security in accordance with institutional review board (IRB) requirements.

Data Security

All data management procedures followed IRB standards for confidentiality and
secure storage. Course evaluation responses were accessed in the principal investigator’s
institutional role but analyzed only after being de-identified. Files were maintained in a
password-protected OneDrive folder accessible only to the researcher.

Interview recordings were made through the researcher’s university Zoom
account, which the IRB recognized as a secure option for online interviews. Transcripts
were downloaded from Zoom, checked for accuracy, and edited to remove names,

timestamps, and filler words. If something in a transcript was unclear, the researcher
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briefly returned to the recording within the secure university Zoom account. A separate
file linking pseudonyms to participant names was stored apart from the transcripts and
deleted after the study was finished.

3.13 Analytic Procedures

This study used a two-phase qualitative analytic design. This approach explored
how equity-related content was experienced in the pre-clinical medical curriculum at
LCOM. The analytic procedures drew on CRT and TLT. This approach helped frame
how I looked for evidence of meaning-making and institutional critiques or accolades in
the data.

Although course evaluation data do not directly show what happens in the
classroom, student reflections about their experiences often reveal how curriculum and
instruction connect. Student comments about inclusion, bias, or faculty responsiveness
were important, as, regardless of intent, they reflect how material was received. As I
reviewed these data, I kept in mind that students may not separate what is taught from
how it is taught (Tsai et al., 2021). This insight was important when reading comments
regarding the curriculum and the learning environment. My analytic approach blended
theory-driven (CRT and TLT) and inductive methods. This was consistent with the
iterative qualitative strategies described by Miles, Huberman, and Saldafia (2014) and
Patton (2014). This analytic approach was informed by scholarship that treats student
narratives as a meaningful source of insight into institutional practices and learning
environments, particularly for students from structurally marginalized groups (Patton,

2021). I did not treat student reflections as isolated comments. Instead, I considered them
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in relation to the curricular and institutional contexts in which they were produced. CRT
and TLT helped me attend to both structural conditions and how students described
making sense of their experiences. CRT was helpful in noticing when students described
barriers and structural inequities, or experiences of exclusion. TLT was important to
consider when students reflected on those moments or described moments of realization
or changes in awareness or perspective. These two frameworks also guided the creation
of analytic codes and the interpretation of patterns across data sources. The first stage of
analysis focused on understanding how course evaluations reflected student and
organizational perspectives on equity. Institutional documents were similarly coded to
understand institutional intent for the most part. Analytic decisions and rule clarifications
were documented throughout analysis and are summarized in Appendix J.
Phase One Analysis: Institutional Documents and Course Evaluations

This phase relied on written responses from end-of-course evaluations and several
institutional documents to understand how students described equity-related teaching, as
well as the institutions' intentions regarding equity and teaching. Between Fall 2020 and
Spring 2024, students were invited to comment on how each of the 14 required pre-
clinical courses addressed diversity, equity, and inclusion, and structural contributors to
health outcomes.

After the initial round of coding, I applied a second cycle of coding using ideas
from CRT and TLT. I first used these frameworks as broad parent categories. I believed
that organizing what I was noticing into interpretive groups would be helpful. As such,

my initial code book was organized around categories such as structural awareness,
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critical reflection, disorienting experiences, and bias. However, over time, these
categories became difficult to manage. Since new inductive codes emerged that
overlapped with or diluted the theory-based codes, I eventually reorganized the codebook
around the study’s research questions. However, to maintain clarity, I created columns in
my codebook noting a code's theoretical foundation (CRT/TLT) and whether the code
origin was deductive or inductive.

Coding was conducted in Dedoose™, a secure cloud-based platform. Iterative
coding was facilitated by this software; memoing was possible in the program and
reviewing codes assigned to a code was easily accomplished. This process involved
merging or dividing codes as new relationships became clear. Throughout the process, I
wrote analytic memos to capture coding decisions, emerging interpretations, and
reflections on how CRT and TLT constructs appeared across documents and evaluations.

Most of the student reflections centered on course content, but some also touched
on how certain topics were discussed or introduced. I coded these comments as inductive
to note when students described efforts that felt inclusive, performative, or absent of
representation.

One analytic decision that I made involved the code Conditional Belonging. After
asking a colleague to review several coded excerpts, she suggested creating a separate
code for positive experiences of inclusion. Since my data set was large and I already had
30 or so codes, I decided to keep a single code that was reflective of the CRT tenets. To
capture positive and negative tones, I added valence weighting. Using a simple —1 to +1

scale, I marked reflections as positive when students described feeling supported or
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validated and negative when they conveyed exclusion or distance. I used O for a neutral
comment. Valences for codes that had a range of tones allowed for both affirming and
challenging experiences of belonging to be coded within one analytic frame. For codes
that reflected positive or negative experiences, such as Positive perceptions of
institutional intent, no valence was added.

In Phase One, themes that were related to institutional messaging, structural
exclusion, and racialized content emerged from a CRT lens. TLT focused analytic
attention on disorienting experiences and moments of critical reflection. In Phase Two,
CRT was helpful in understanding how students describe their engagement with
institutional structures and equity efforts. TLT supported the interpretation of emotional
responses, identity development, and transformative learning processes.

During Phase One analysis, I assigned multiple codes to evaluation comments
because students addressed more than one issue in the same response. Patterns of code
pairings appeared in Dedoose™ output reports. In addition to examining frequently
occurring pairings, I included some lower-frequency combinations. An example of two
themes that appeared as co-codes was Racial Silence within Claimed Inclusivity. In these
comments, students praised inclusive efforts while noting that race was not addressed or
did not mention racial equity even when it appeared relevant. These patterns are
examined further in Chapter 4 under Research Question 1 and revisited during cross-
phase integration for Research Question 3.

Table 3.3 outlines how each research question connects to the study’s data

sources and analytic approach. This structure provides a foundation for organizing the
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study’s design and methods. Approximately 124 students were enrolled in each pre-
clinical course during the study period (2020-2024), with course evaluations collected
across 14 required courses. Because the DEI-related evaluation item was optional, the

number of responses varied across courses and years.

Table 3.3
Alignment of Research Questions, Data Sources, and Analytic Approaches and Key Constructs

Research

Question Data Source  Analytic Approach Key Construct
Course. Inductive and deductive . " .
RQ 1 evaluations & coding (CRT and TLT Structural inequities, critical
Institutional & reflection, curricular framing
lenses)
documents
Disorienting dilemmas,
RQ 2 URIM student  Hermeneutic emotional response, critical
interviews phenomenological analysis reflection, institutional
barriers
. Student engagement with
Integration of . !
. Cross-phase thematic equity-related content,
RQ3 evaluations & . C
. . analysis institutional culture, structural
Interviews

barriers

Phase Two Analysis: URIM Student Interviews

Building on the institutional and evaluation data, the second phase centered on
URIiM students' lived experiences and interpretations of equity within the curriculum.
The interviews with URiIM students provided detailed accounts of their experiences in the
pre-clinical curriculum and how equity-related topics appeared within it. Like many
medical students, participants shared stories that reached beyond coursework, describing
family influences, early exposure to medicine, and the factors that affected their decision

to study at the LCOM. Their reflections also conveyed what it means to study medicine
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in Vermont, where the state’s demographics and the VIC curriculum design intersect with
questions of belonging, identity, and representation.

To make sense of the transcripts, I drew on a hermeneutic phenomenological
approach influence by Gadamer’s ideas about interpretation (Alsaigh & Coyne, 2021). I
began by reading each transcript in full to get a feel for the participant’s story and the
emotions attached to it. After this first pass, I worked in smaller sections to look more
closely at how meaning developed in context. I treated understanding as something that
grows through dialogue between what participants shared, how I understood their words,
and the institutional landscape that framed their experiences.

As in Phase One, analysis combined open-ended exploration with theory-guided
interpretation. The first round of coding captured descriptions of equity-related content,
classroom climate, and peer culture. I then returned to the data with the dual lenses of
CRT and TLT. CRT drew my attention to how participants spoke about race, policy, and
institutional messages; TLT highlighted moments of uncertainty, reflection, and shifts in
self-perception.

Coding and memo writing were done in Dedoose™. After each interview, I wrote
a brief memo to record impressions, questions, and early patterns. I also created short
participant portraits—summaries that helped keep each person’s voice distinct while
moving towards a wider interpretation. Comparing these portraits revealed recurring
ideas, such as how institutional intentions were interpreted differently depending on
course or context, or how discomfort sometimes opened space for growth. Cross-case

comparisons then helped connect individual narratives to shared themes across the group.
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During this stage of analysis, I

stayed mindful of how my role at the college might

impact the way I read and interpreted student experiences. In my position as staff liaison

to the Social Justice Coalition, I take part in ongoing discussions about equity,

professionalism, and the culture of the institution. That work often reminds me that

understanding is something we build over time. Through regular reflection, often in the

form of memos written after each round of analysis, I paused to question my assumptions

and listen closely to what participants were saying. I tried to approach each interpretation

with humility and curiosity, guided by the values of integrity, compassion, and respect

that define professionalism at LCOM.

Table 3.4

Alignment of Key Constructs with Analytic Strategies

Key Construct

Operationalization in Analysis

Engagement with structural and
identity-based content

Coded through references to curricular equity-
related content, curricular delivery, and faculty
messaging. Emergent codes may also surface
additional framing issues.

Transformative learning moments

Analyzed in Phase Two using the five TLT stages
(e.g., disorienting dilemma, perspective shift).
Also reflected in codes like disorienting
experience and critical reflection.

Institutional and faculty messaging

Coded under faculty messaging, structural
awareness, and integrated into both course
evaluation themes and interview reflections.

Student self-reflection and
response / agency and resistance

Coded through agency and response, perspective
shift, and critical reflection. Supported through
TLT lens in both phases.

Structural awareness

Captured through CRT-based codes like structural
awareness and emphasized during cross-phase
analysis.

Curricular delivery

Represented in the code curricular delivery,
focusing on perceived integration, marginalization,
or inconsistency in equity-related content.
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Cross-Phase Integration

Cross-phase integration addressed Research Question 3 by looking across data
sources rather than treating each phase separately. I used cross-coding to compare how
patterns identified during earlier analysis appeared in course evaluations and URIM
student interviews.

Some themes showed up consistently in both data sets. Concerns about equity-
related content being optional, critiques of deficit-based statistics, and appreciation for
inclusive materials appeared in both evaluation comments and interviews. In these cases,
interview data reinforced themes already visible in the written evaluations.

Other insights emerged primarily through interviews. In the interviews, students
also spoke about peer culture, classroom climate, and personal or family experiences that
played a role in their perspectives on health inequity and the learning environment. At
times, these perspectives extended what could be seen in evaluation data alone.

TLT helped identify important moments across both phases. Codes related to
disorienting experiences, reflection, shifts in understanding, and commitments to action
were applied to evaluation comments and interview transcripts when students described
moments that challenged their assumptions. These codes often intersected with CRT-
informed codes tied to structural awareness and institutional priorities.

Taken together, this integrative step allowed student interpretations from different
sources to be considered alongside one another. The process gave a more complete
picture of how equity-related efforts were experienced within the pre-clinical learning

environment.
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Valence-Based Weighting in Coding

I iteratively refined deductive and inductive codes to reflect the study’s research
questions, theoretical frameworks, and patterns that emerged through multiple passes
across the data. During the later stages of Phase One analysis, I introduced a valence-
based weighting procedure to support interpretation of selected evaluation codes where
meaning depended on tone and context rather than content alone. This procedure was
used to assist analytic decision-making during coding and was not intended as a reporting
framework for findings.

Of the 33 child codes in the final codebook, twelve included the option for
valence weighting. These codes addressed abstract concepts such as representation and
integration, in which brief written comments could signal affirmation, ambivalence, or
critique. For these codes, I noted whether a reflection carried a positive, neutral, or
negative tone using a simple —1 to +1 scale.

Codes with clear directional meaning, such as explicit critique or praise, were not
weighted. Limiting valence weighting to a subset of more interpretive codes helped
preserve consistency in the coding framework while supporting careful reading of short
evaluation comments. Valence scores were used to inform pattern recognition during
analysis but were not reported as standalone findings. In the interview phase,
participants’ perspectives and positions were explicit within the narrative data, and

valence weighting was not applied.
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Analytic and Reflexive Memos

I used both analytic and reflexive memos to document the development of codes,
including documenting the patterns I noticed and the rationale for my interpretations.
Analytic memos captured analytic decisions, emerging themes, and relationships between
codes. Memos were used to also capture the evolving understanding of how experiential
data addressed each research question. These memos served as a written record of
decision-making and iterative sense-making as the dataset expanded. For example, when
examining the interview data, I created a memo on areas where the responses converged
or diverged.

Reflexive memos, by contrast, focused on my own role as a researcher within the
institution, my position and identity, as well as my relationship and knowledge of
curricular structures. Writing reflexively helped maintain transparency and critical self-
awareness. Both analytic and reflexive memos functioned as an audit trail that
strengthened the trustworthiness and confirmability of the study.

In practical terms, some memos were completed in Dedoose, to capture the
iterative process of coding decisions. Other times, memoing was completed in separate
documents and stored in a single folder. These analytic procedures created an interpretive
framework that linked institutional data, student reflections, and lived experience within a
coherent analytic process. My goal throughout analysis was to maintain methodological
rigor while remaining attentive to the lived experiences that participants shared. The
following section describes how I ensured the trustworthiness, credibility, and

confirmability of the findings.
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Trustworthiness and Validity.

To strengthen the trustworthiness of this study, I looked to Ahmed’s (2024)
discussion of reflexive rigor, alongside the established qualitative standards outlined by
Nowell et al. (2017). The documented aspects of trustworthiness such as credibility,
dependability, confirmability, and transferability served as steady reference points. I tried
to approach them as habits of inquiry rather than procedural boxes to check. In practice,
this meant returning to the data often, questioning my interpretations, and being
transparent about how analytic choices were made. I treated validity as a process that
develops over time, one that depends on openness, reflexivity, and clear reasoning about
how evidence supports each conclusion.

Credibility.

To build credibility, I used a mix of complementary strategies rather than a
single technique. In the first phase, I started with open coding to reveal themes before
layering in theoretical interpretation. Reviewing both student evaluations and institutional
documents helped me see each pattern from more than one angle. In the second phase, I
offered to send interview transcripts to participants for clarification and confirmation, a
small but meaningful version of member checking (Carlson, 2010). I also shared drafts of
emerging themes with peers to test whether my interpretations seemed reasonable and
grounded.

Dependability.

Dependability came from documenting what I was doing as I went through the

coding protocol. I kept a record in Dedoose of code revisions, analytic decisions, and
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theoretical links so that the process could be retraced later. In practice, this meant treating
my audit trail as a working notebook to track how ideas developed over time and note
where changes occurred.

Throughout the coding process, I continuously assessed whether the codes
accurately represented the differences in student reflections. During the coding of
evaluation data for the Cardio, Respiratory, and Renal (CRR) course, I introduced a new
code titled Addressing Racialized Medicine and Integration of Social Determinants/
Structural Drivers after recognizing that my existing framework captured gender
representation and instructor engagement well but did not fully account for curricular
content that unpacked race-based diagnostic logic. This code was added after identifying
multiple student excerpts referencing discussions of the eGFR equation and other race-
adjusted tools. Initial coding using Integration of Social Determinants / Structural
Drivers captured some of these reflections but proved too broad to distinguish when
students were specifically engaging with the correction of racialized medical practices.

To maintain analytic precision and alignment with the study’s CRT framework,
the new code was created to capture instances in which students recognized or reflected
on efforts to contextualize race as a social rather than biological construct within medical
education.

After introducing Addressing Racialized Medicine and Social Determinants, 1
reviewed previously coded excerpts from CRR and other previously coded courses to
ensure consistent application. The addition was documented in the project’s audit trail

and described in a memo outlining the rationale and coding guidance. All revisions and
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coding decisions, including new or refined codes and rule clarifications, were
documented in an audit trail and corresponding analytic memos, which are included in
Appendix J.

To support dependability, analytic decisions were documented through memos,
codebook revisions, and clear criteria for when interpretive supports such as valence
weighting were applied. Valence weighting was used sparingly during Phase One coding
to mark tone in short written comments and was not treated as a separate analytic
outcome.

Confirmability.

For confirmability, I relied on memo writing and brief peer consultation. The
memos provided space to reflect on how my own experiences within the institution might
have influenced interpretation. Peers provided an additional check by reviewing small
samples of data and noting how they applied the codes. One colleague wondered whether
a Sense of Belonging code was needed to capture positive experiences. After reviewing
those excerpts, I decided that the existing Conditional Belonging code remained
sufficient, since it captured both belonging and not belonging. These discussions
strengthened reflexivity and confidence in the analytic choices I made.

Transferability.

Transferability relied on offering a clear, detailed picture of the context rather
than claiming generalizability. I included enough detail about the curriculum and student

experiences for readers to see how the context contributed to what emerged. Rather than
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trying to make the results broadly applicable, I hoped to give a grounded view that others
could learn from or connect to their own settings.

Validity in Qualitative Inquiry.

In qualitative research, validity rests on how clearly the researcher connects
interpretation to the data and setting from which it arises. Rather than depending on fixed
procedures, it develops through transparency, consistency, and care in reasoning
(Maxwell, 2013; Miles et al., 2014). In this study, I combined open-ended and theory-
informed coding so that findings could reflect both emergent patterns and conceptual
framing.

I used Dedoose™ for coding but also kept a spreadsheet in Excel that reflected
my code tree. In Excel, I tracked each code’s purpose, as well as representative examples,
whether codes were inductive or deductive, if they were weighted, as well as notes about
when it should or should not be applied. These notes showed how the codes changed,
first organized by theoretical frameworks, and later reframed around the research
questions. Keeping both versions helped me see how my thinking developed. The
codebook served as a reference point and a kind of journal of analytic decisions. Along
the way, I wrote short memos to record questions or moments when ideas from the data
connected with theory. I also talked through emerging interpretations with colleagues and
took time to reflect on how my position in the institution might influence what I noticed

or prioritized.
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Interpretation and Reflexivity.

When interpreting the data, I drew on CRT and TLT. These frameworks helped
me see student reflections in context, as part of the wider system of medical education
rather than as isolated comments. Through them, I examined how institutional structures,
curricular choices, and lived experiences interacted to influence what students learned
and how they understood equity.

Reflexivity remained an active habit throughout the project. I kept track of my
assumptions, positionality, and emotional responses to the data to understand how they
influenced interpretation. Using CRT and TLT allowed me to focus not only on what
participants said but also on what their stories reveal about how equity-focused content
was created, received, and, at times, transformed within medical education.

3.14 Limitations

Like most qualitative case studies, this project is informed by specific boundaries
that influence how the findings should be understood. The study focused on one
institution, the LCOM, and examined equity-related learning within the pre-clinical
environment during a defined period. The findings are therefore not intended to be
broadly generalizable. Instead, the value of the study lies in the depth of description,
which may allow readers to assess relevance to their own institutional contexts.

The course evaluation data were drawn from an optional open-ended DEI
question. Not all students chose to respond, and those who did may have had stronger
opinions or experiences related to equity-related content. As a result, the evaluation data

reflect a subset of student perspectives rather than the full range of views within each
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cohort. Even so, these narratives offer insight into how equity-related teaching was
received by students who engaged with the prompt.

The interview sample was intentionally small and focused on students
underrepresented in medicine. This choice supported the study’s theoretical orientation
and analytic goals but also limits the range of perspectives represented. The interviews
added depth and context to the evaluation data, particularly around lived experience and
interpretation, but they do not capture the experiences of all students within the pre-
clinical curriculum.

The timing of data collection also informed the analysis. Course evaluations were
collected between 2020 and 2024, while interviews were conducted later, between July
and October of 2025. At the time of the interviews, some participants were still
completing pre-clinical coursework, while others had transitioned into clinical training.
These differences likely influenced what students recalled and how they reflected on
earlier experiences.

Finally, my role within the institution influenced how I approached the data.
Rather than viewing this as a limitation to be eliminated, I treated positionality and
reflexivity as part of the analytic process. Through ongoing memo writing and reflection,
I worked to remain attentive to how institutional familiarity might influence
interpretation and to distinguish institutional intent from student experience.

Despite these limitations, the study offers a layered view of how equity-related
efforts were experienced and interpreted within a specific educational setting during a

period of curricular attention to equity.
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Chapter 3 Conclusion

This Methods chapter outlined the qualitative case study design used to examine
how health equity efforts were understood and experienced at LCOM. It detailed the
theoretical frameworks that contributed to the study, the boundaries of the case, and the
analytic decisions used to work with multiple data sources. Throughout the research
process, I drew on more than one form of evidence and engaged in ongoing reflexive
memo writing to examine how interpretations were formed and revised. Together, these
choices provide a foundation for understanding how institutional intentions and student

experiences come into contact within the pre-clinical curriculum.
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CHAPTER 4: FINDINGS
4.1 Introduction

This chapter presents the findings of the study, organized around the three
research questions:

1. What themes can be identified in course evaluation responses and institutional
documents from 2020-2024 that describe the inclusion of equity-related content and
strategies to reduce bias in pre-clinical medical education?

2. How do students Underrepresented in Medicine (URiM) reflect on their
experiences of equity-focused curricular efforts, and what insights do they offer into
institutional culture and structural dynamics?

3. How do the perspectives shared by URiM students, when considered alongside
course evaluation data, deepen understanding of institutional equity efforts, critical
reflection, and structural barriers?

Data sources included course evaluation comments, institutional documents, and
interviews with seven students who identified as URiM. Evaluation excerpts are cited
with a participant identifier of “P,” (e.g., P578) and interview excerpts from participants
as “IP” identifiers (e.g. [P1-IP7).

At times, the narrative excerpts from the course evaluations reflected more than
one idea and were grouped accordingly. The findings that follow are organized by

research question, with Table 4.1 providing an overview of the sections that follow.

Table 4.1
Overview of Chapter 4
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Section Focus of Section Primary Data Sources

RQ1: Three themes describing how equity-related 2020-2024 course evaluation
Evaluations and content appeared in the pre-clinical excerpts; institutional
Documents curriculum, followed by cross-coding documents

patterns.

* Curricular Integration of Equity Content
* Course Omission or Equity Content

* Bias in Curricular Content

* Cross-Coding Patterns 1-4

RQ2: Four themes describing how URiM students URiM interview transcripts
URiM Student interpreted their experiences in the
Interviews curriculum:

* Motivation for Medicine

* Peer Culture and the Hidden Curriculum
* Belonging and Representation

* Trust and Skepticism of the Institution

RQ3: Points of alignment and divergence across All Data Sources
Triangulation Across datasets:
Data Sources * Areas of Convergence

* Areas of Divergence

* Transformative Learning Trajectories
* Integrating Frameworks

* Joint Displays

* Summary and Transition

4.2 RQ1: Themes from Evaluations & Documents

Research Question 1: What themes emerge from a case study of equity-focused
course evaluation responses and institutional documents in pre-clinical medical
education? The course evaluation data include 2,101 optional narrative responses from
course evaluations by all medical students enrolled in required pre-clinical courses
between academic years 2020-2024, along with 11 institutional documents that describe
curricular goals, instructional strategies, and faculty development initiatives related to
equity and inclusion.
Theme 1: Curricular Integration of Equity Content

Across the evaluation data, students frequently described how equity-related

content was most effective when it was built into the Foundations curriculum rather than
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presented as a separate topic. The concept of integration appeared throughout the data
and was reflected in ten child codes within the parent category Curricular Integration of
Equity. Students pointed out areas where equity-related content was a part of their
coursework, especially when referencing the use of inclusive visuals. Others commented
on patient panels or the student-led Social Medicine Theme of the Week (SMTW). These
initiatives were most often described as meaningful when instructors explicitly connected
them to course content, a pattern which is discussed more fully in the cross-coding
analysis of instructor engagement and student-driven equity efforts. PCR, a longitudinal
course which is delivered via small groups, was often described as a setting where
questions of identity and professionalism were part of the routine conversation.

Students highlighted courses where faculty connected biomedical instruction to
social or structural contexts. One evaluation excerpt described the Cardiovascular,
Respiratory, and Renal (CRR) course as doing this especially well:

The CRR course addressed several issues of adversity, such as age, gender and

transgender, and race... The course also discussed the racial difference of

eGFR... This separate calculation has been discontinued as of September 2021...

Presentations on hypertension in African Americans and other Social Medicine

Theme of the Week presentations shed light on how race can play a role in

medicine... These lectures and presentations helped me understand how medicine

can contribute to either helping or hurting those who seek help. (P759)

Other evaluations referenced Choosing Wisely materials that encouraged students

to connect equity concepts to patient-care decisions: “We discussed how many
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respiratory and cardiovascular issues disproportionately affected Black Americans, and
discussing cost of treatment along with the Choosing Wisely questions was helpful for
clinical practice” (P772).

Students also described the importance of settings where equity topics could be
discussed more openly than in typical course sessions. Several noted that the format of
patient panels allowed for a different kind of conversation. One student explained that
hearing directly from patients with disabilities, transgender individuals, or children with
medical complexity created room for more direct and honest discussion than what usually
occurred in class (P1762).

These sessions were part of a wider group of experiences that students viewed as
opportunities to talk about identity, ethics, and bias in a more sustained way. PCR
discussions, the Intercultural Development Inventory (IDI) during Orientation, and
patient panels in Human Development and Reproductive Health (HDRH) were
mentioned often as settings that encouraged reflection on how people’s lived experiences
contributed to their health and healthcare. Students appreciated the chance to listen to
patients and community members and felt that these conversations added depth that was
sometimes missing from their science-focused coursework. As one student noted:

I think this course did a really good job of trying to include issues of gender,

sexual orientation, age, disability, etc. The inclusion of the panels to give us a

chance to hear from patients and members of the communities about their

experiences was such a rich addition to the curriculum. (P897)
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These examples from the evaluation excerpts suggest that integration across

biomedical, ethical, and interpersonal contexts helped equity learning feel relevant to

patient care rather than an add-on. Students recognized the integration of equity-related

content in their courses as progress but also observed variation in depth and consistency

across courses and instructors: “PCR addressed it, could’ve addressed sexuality and race

issues in class more” (P1079). Table 4.2 summarizes the ten child codes under Curricular

Integration of Equity, with representative examples from the evaluation data.

Table 4.2

Curricular Integration of Equity

Child Codes Representative Quote

Spaces for Equity Panels on disability and transgender medicine were Inductive

Dialogue (e.g., helpful.

PCR, Panels)

Integration of social We discussed how rural poverty affects access to care.  Deductive

determinants / structural

drivers

Representation in visuals  Images in this class reflected multiple skin tones. Mixed

Gender representation in  Inclusive reproductive language helped me think Inductive

text differently about patient care.

Exposure to Diverse Working with patients from different socioeconomic Inductive

Patients or Clinical backgrounds deepened my understanding.

Contexts

Instructor engagement One instructor intentionally included diverse Inductive

with equity-related examples in lectures.

content

Representation in Dermatology included a range of skin tones for the first Deductive

dermatology images time.

Addressing Racialized We discussed how the GFR equation used race as a Deductive

Medicine and Social variable and why that’s changing.

Determinants

Ethics Thread Integration  Ethics sessions were where most equity discussions Deductive
occurred.

Inclusive practices in I think this course did a great job using less gendered Inductive

curriculum

language.
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Table 4.2 shows that students appreciated equity-related content most when it was
integrated throughout the Foundations curriculum. They viewed these moments as
directly relevant to the kind of physicians they hope to become and to the care they want
to provide. As one student explained, “I enjoyed the sessions at the end of PCR2 that
provided articles with current examples relating to racism and gender inequality...
acknowledging that we still adjust GFR for people of color... was helpful... as we
attempt to eradicate their use during our future careers” (P1427).
Theme 2: Course Omission of Equity Content

In their comments, some students called attention to relevant topics that never
surfaced in the course. More than a few mentioned that diversity, equity, and inclusion
(DEI) content was not addressed at all. Others noticed when certain groups or issues were
missing from cases or class examples. In essence, students were describing different sorts
of omissions. Some students wondered why equity topics were not included, while others
remarked that DEI was mentioned only vaguely or that race was not discussed even when
the context seemed to call for it. These forms of absence eventually grouped into five
categories: (1) Course Did Not Address DEI Topics, (2) Vague or Does Not Address
Equity Content, (3) Perceived Irrelevance or Resistance to Equity Content, (4) Racial
Silence within Claimed Inclusivity, and (5) Missing Populations. Together, these

categories appeared in 480 excerpts across the evaluation data (see Table 4.3).

Table 4.3

Child Code Counts for Course Omission of Equity Content
Omission Code Count
Course did not address DEI topics 229
Vague or Does Not Address Equity Content 106
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Perceived Irrelevance or Resistance to Equity Content 39

Racial Silence within Claimed Inclusivity 59
Missing Populations 47
Total: 480

Although the curriculum aimed to bring social medicine into the Foundations
phase, students noted that this did not happen in every course. Their reflections pointed to
different types of gaps. Some were related to course structure, while others were tied to
missing groups or viewpoints in the examples presented.

A review of the courses showed that these omissions were not spread evenly.
Several courses had larger clusters of omission-related excerpts, including Convergence
(n=100) and Med Neuro (n = 49). This pattern suggests that concerns related to missing
equity-related content were concentrated in a subset of courses rather than distributed

uniformly across the curriculum. Table 4.4 shows the counts by course.

Table 4.4
Courses with Higher Counts of Omission-Related Excerpts
Course Count
Convergence 100
Med Neuro 49
NMGI 45
HDRH 41
DIV2 41
PHP 36
CRR 33
PCR2 31
A&D 30
FoCS 24
Orientation 17
Connections 16
DIVI 11
PCR1 6

480
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The frequency of how often students mentioned omission in some form varied by
course. In fact, a small group of courses accounted for most omission-related comments.
This uneven pattern of social medicine in the curriculum illustrates the point that equity-
related content was experienced inconsistently across the pre-clinical curriculum.

Racial Silence within Claimed Inclusivity was one of the more revealing omission
codes. Students sometimes commented that courses addressed gender or body size yet did
not bring race into the discussion even when it seemed relevant. One student wrote, “I
felt that race was not particularly touched upon in this course when it should be;
especially with regard to pregnancy and differences in outcomes (ex. maternal death)
related to race” (P297). Another commented, “I would have been interested in discussing
maternal mortality rates in African American/Black populations or other prenatal care
and developmental origins of health and disease topics” (P324). A third student wrote, “I
appreciated the use of more gender-inclusive language when appropriate during all the
sessions. [I] would have appreciated some mention or discussion on how maternal
morbidity differs and the reasons for that and how the field has been addressing those
issues” (P899). Students interpreted these omissions as meaningful, particularly when
they involved topics directly related to health outcomes. These comments provide context
for the interview findings that follow, where students describe how gaps in curricular
discussion influenced their engagement with the learning environment. Students’
interview accounts further clarified this distinction. While inclusive language signaled

attention to some identities, the absence of explicit discussion of racism limited how
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students understood the causes of inequitable outcomes. Table 4.5 provides compressed

quotes to illustrate each of the child codes of Course Omission of Equity Content.

Table 4.5

Child Codes of Course Omission of Equity Content

Omission Code

Definition

Compressed Example from Evaluation Data

Course Did Not
Address DEI
Topics

Used when students
explicitly noted that
equity or DEI topics were
not part of the course
content.

I feel like we did not discuss DEI at all in this
course.

Vague or Does
Not Address
Equity Content

Used when students
referred to DEI broadly
but without specific
examples or evidence.

Felt neutral about these topics.

Perceived
Irrelevance or
Resistance to
Equity Content

Used when students
framed equity-related
content as less relevant to
exam preparation or core
material.

I don't think race was mentioned in any of the cases
which was great to see because it has no impact on
any of the cases we reviewed.

Racial Silence
within Claimed
Inclusivity

Used when students
described courses as
“inclusive” or “diverse”
but omitted race entirely,
even when relevant.

There wasn't as much visual diversity in terms of
race/ethnicity in the content like there was in A&D,
but I think NMGI really focused on diversity of
body image and breaking down some of the
misconceptions of obesity and diabetes which I
think is extremely important.

Missing
Populations

Used when students noted The course did an excellent job at covering gender-

that certain groups were
not represented in course
materials, examples, or
discussions.

based violence, but I think that more could have
been done to have conversations on race/ethnicity,
sexual orientation, religion, age, disability, political
affiliation, and veteran status.

Students mentioned these omissions across the pre-clinical curriculum, but the

number of comments was not uniform. Convergence had the largest group of omission-

related remarks (100), and other courses, including Med Neuro and NMGI, had counts in

the 40s, while other courses had comparatively few. This uneven distribution indicates

that omission-related concerns were concentrated in specific courses rather than evenly

distributed across the curriculum.
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Theme 3: Bias in Curricular Content

In looking through the evaluation comments, which students wrote in response to
the prompt about how the course addressed diversity, equity and inclusion, a few of them
also talked about moments in the classroom that felt biased or off to them. Some
mentioned hearing gendered terms or noticing that person-first language was not used.
Others mentioned statistics for minoritized groups that were given without context, or an
example in class that leaned on a cultural reference that did not seem to match the point
of the lesson. These moments were usually small, but students recalled them weeks later
when filling out the course evaluation. These responses reflected how students thought
about diversity, equity, and inclusion. Several students also pointed out that instructors
were trying to handle these topics more thoughtfully, even if there were occasional slips.

Four prominent subcodes captured how bias surfaced in the Foundations
curriculum: (1) Deficit Framing and Statistics without Context, (2) Misuse of Identity in
Examples, (3) Stigmatizing or Outdated Language, and (4) Superficial or Incomplete
Treatment of Equity.

Deficit Framing and Statistics Without Context.

Some students noticed when differences between groups were mentioned but not
really explained, especially when the reasons behind those differences were linked to
social or structural conditions. A few students wrote that they wanted more guidance on
what these numbers mean for the patients they will be caring for. One student explained:

When telling us of a health disparity relating to race or ethnicity (i.e., “people of

color experience higher morbidity and mortality from xyz...”), please state exactly
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why this is important. What do you want us to take away from learning this? And

how can we help these patients receive effective care of this condition given this

statistic? (P72)
Another observed:

I do think there is work to do to include the social determinants of health in our

discussions about nutrition and metabolic diseases. For example, it was taught to

us that Asian individuals qualify as obese when they have a lower BMI, but the
reasoning behind this was not explained. (P563)

These excerpts highlight students' desire for context when race is mentioned in
relation to health outcomes. They wanted both an explanation of why those racial
differences exist, and what they mean for patient care. They wanted to hear how social
and structural factors, and not biology alone, play a role in the patterns they see in disease
statistics, including health disparities that exist along racial lines. These observations also
aligned with the code of Institutional Accountability. In the narrative excerpts, students
called on the college to take responsibility for a more critical and transparent approach to
teaching about race, data, and disease.

While students often focused on how racial and ethnic data were presented
without context, they also described moments when identity references appeared in ways
that felt unnecessary or misleading. These comments related concerns about how
examples that occurred in case vignettes and classroom discussions portrayed cultural or

social groups. The next subtheme, Misuse of Identity in Examples, captures how these
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patterns affected student perceptions of inclusivity and professionalism in the learning
environment.

Misuse of Identity in Examples.

Students reacted to how identity showed up in some of the examples used in class.
They noticed when a cultural or social detail seemed unnecessary or when it gave an
example a negative tone. One student described a moment that stood out to them:

In many mentions of high-sodium unhealthy food, Chinese food was used as an

example and in ways that perpetuate the inaccurate belief that Chinese food is

unhealthy when in actuality those examples are not of authentic food or the scope

of Chinese food. It would be better to just have ‘take-out’ be the category or

include processed food labels as an example. (P783)
Other students observed similar patterns in different contexts. One wrote, “I thought it
was a little strange that almost every example of HIV was a person that engaged in
homosexual sex” (P1809). Another noted, “Race was used as a proxy for genetics,
epidemiology, or structural differences in care in several ILMs and ICMs without any
explanation of what that means and why it is problematic ” (P15). From these comments,
it was clear that students paid attention to how identity was used in teaching. In these
cases, they felt it could point them toward a narrow link between a disease and a
particular group. Some examples helped them understand the material, while others felt
more like stereotypes, and they made this distinction clear in their comments. For
example, the same student who raised the concern about the Chinese food example also

described a moment that felt more inclusive later in the course. They wrote, “I did
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appreciate the statement one of the instructors made about gender existing on a spectrum
for our session on UTIs” (P783).

These comments by students were not limited to examples of instructors’ words
during class. Students also pointed out the misuse of identity in printed pre-work and case
materials. Students noted that these references carried unintended judgment and could
influence how students, as future clinicians, understand patients.

Stigmatizing or Outdated Language.

Students also commented on particular words used in lectures that felt outdated.
These terms were described as judgment-laden and inconsistent with current professional
standards. One student summarized this concern clearly in their course evaluation
excerpt:

I said this in another evaluation but please be careful labeling patients

“alcoholics.” One instructor mentioned this during one of his lectures that he

never likes to refer to patients as “diabetics.” We need to do the same for patients

suffering from chronic psychiatric issues, lest we dehumanize them. Calling a

patient a COPDer or “crazy” is harmful to their care. Let’s extend that mentality

to as many aspects of health as we can. (P578)

These comments show that students paid attention to the terms used in class. They
also noted that certain words can influence how they think about the patients that they
will one day treat. Students also mentioned moments when instructors used person-first
or gender-inclusive language, and they described these examples as respectful. One

student praised this effort but also pointed out that it did not happen in every session:
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One instructor did a great job at reinforcing the importance of anatomical
differences in people getting UTIs. Not all instructors used the best language in
discussing sex differences or anatomic variations, and in the future, I would hope
there would be more uniform agreement on best language usage. (P1736)
Other comments revealed that exclusionary phrasing could have a similar effect on
belonging. One student observed:
My only critique is that when BIPOC populations were addressed by the course
director, the vocabulary he chose made the BIPOC seem very “other.” We are
right here! So, perhaps instead of saying “those communities” I would say “our
communities” or “BIPOC communities.” We already know that Vermont is
predominantly white, no need to perpetuate the exclusion. (P1006)
In this excerpt, the equity content, BIPOC communities, was addressed, yet the framing
or instructional approach remained exclusionary. These excerpts show that students were
attuned not only to overtly stigmatizing language but also to the subtler ways that word
choice can affect how inclusion and professionalism are expressed in the classroom.

Superficial or Incomplete Treatment of Equity.

In the evaluation data, some students said that equity came up only briefly in their
courses. They wanted more space to talk about how social conditions affect patient care.
One student put it this way: “Not really, very superficial conversations. Should have
more in-depth and should be much more explicit dialogue/discussion” (P1077). Another

evaluation reflected both progress and limitation:
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I am very pleased with the use of different skin tones in the Derm section to show

lesions on different skin colors. I think that the melanocyte section could have

done a better job of talking about skin color differences (i.e., we could get into

racial disparities in conjunction with that section). The Rheum and Ortho section

did not really distinguish much or talk about diversity, equity, and inclusion. One

other piece of feedback to give about diversity is including more pictures of

female genitalia when discussing genital lesions—we almost exclusively had

pictures of lesions on a penis and very rarely saw lesions (like HPV, HSV, genital

warts) on a vagina. (P1785)

A third student pointed to the inconsistency of who addressed these topics across

the curriculum: “Only one instructor really addressed any issues related to diversity

during one class. Could have been better overall at addressing issues related to racism in

medicine. (P158)

Table 4.6

Subthemes and Illustrative Examples Within in Bias in Curricular Content

Subtheme Focus Compressed Example Source
Deficit Framing / Disparities data “Racial differences in criteria Course
Statistics Without referenced without were taught without explaining  Evaluation

Context explanation of why those guidelines exist or how (NMGI)
underlying social or social determinants contribute to
structural drivers them.”
Misuse of Cultural or identity “Chinese food was used as an Course
Identity in markers used without  example of unhealthy eating, Evaluation
Examples relevance or in ways reinforcing inaccurate (CRR)
that imply stereotype  assumptions about culture.”
Stigmatizing or  Terminology that “Please be careful labeling Course
Outdated frames patients as patients ‘alcoholics’ or Evaluation
Language responsible or morally  ‘diabetics,” since that (NMQG))

at fault

dehumanizes them.”
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Subtheme Focus Compressed Example Source

Superficial or Equity topics mentioned “Equity issues were broughtup  Course
Incomplete briefly without deeper  but not explored, even when cases Evaluation
Treatment of discussion or involved homelessness.” (Convergence)
Equity application

Students’ comments in the evaluations pointed to what they interpreted as bias
across courses. Students noted when statistics, language, or a misuse of identity appeared
in a session. In these cases, students described the wording as judgmental or stigmatizing
toward patients. Students also noted that equity topics were sometimes mentioned briefly
and not revisited. Similar comments appeared across courses.

Cross-Coding Analysis

Chapter 4 begins with findings that are drawn from course evaluation comments
and institutional documents related to Research Question 1. Many student responses
addressed more than one issue within a single comment. Students often discussed course
content, instructor engagement with equity-related material, and institutional context
within the same excerpt. As a result, multiple codes were applied to individual responses.
Reviewing these co-coded excerpts supported a closer examination of how equity-related
content appeared across the pre-clinical curriculum.

Table 4.7 presents the most frequent and conceptually meaningful pairings. In this
analysis, a pairing was considered “conceptually meaningful” when it appeared often
enough to show a pattern and when its content helped explain how students made sense
of equity in the curriculum. Each reflects a distinct way course design, inclusion, and
responsibility for equity were understood and linked within student reflections. The three

that follow are discussed in greater depth.
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Table 4.7

Conceptually Significant Co-Occurring Codes from Evaluation Data

Code Pair

Excerpt Interpretive Summary
Count

Ilustrative Quote

Integration of 41
Social
Determinants

x Institutional
Accountability

Students connected social and

structural factors to the school’s

responsibility to prepare future
clinicians to address inequity.

There was an opportunity in
Convergence for a teaching
moment related to social
determinants of health. In
one case, the patient shared
that they were without
housing, and there could
have been a brief lesson on
how to care for homeless
patients with diabetes,
including discussion of
programs that provide insulin
storage options to prevent
DKA. (P1327)

Inclusive 9
Practices x
Disorienting
Experiences

Inclusive teaching activities, such as

patient panels and community

projects, occasionally prompted
discomfort or reflection that expanded
students’ understanding of inequity.
These moments reflected early stages

of transformative learning.

My group specifically looked
at healthcare for migrant
workers. Having an
opportunity to do literature
reviews and interview
experts regarding this was
pretty eye-opening. (P1260)

Racial Silence 16
x Inclusive
Practices

Students praised visible
efforts toward inclusion
around gender and
disability but noticed
limited discussion of
race. They described
this absence as a missed
opportunity for deeper
engagement with
inequity.

I appreciated the use of more
gender-inclusive language
when appropriate during all
the sessions. Would have
appreciated some mention or
discussion on how maternal
morbidity differs and the
reasons for that and how the
field has been addressing
those issues. (P899)

The first co-occurring code pair, Integration of Social Determinants and

Institutional Accountability, appeared often. This stressed how students connected

discussion of social and structural factors to the institution’s responsibility to address

equity within the curriculum. Students often used these comments to talk about both
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social determinants of health and the role of the institution. They wanted the school to
prepare them for recognizing these issues in clinical settings.
Cross-Coding Pattern 1: Integration of Social Determinants and Institutional
Accountability
The code pair that appeared most often in the evaluation data was Integration of
Social Determinants and Institutional Accountability. In these excerpts, students pointed
to links between what they learned in class and the social conditions shaping patient care,
including issues common in rural settings. Some also remarked on a gap between
coursework that introduced social or structural factors and the reliance on student-led
efforts to keep these conversations going. One FoCS student described this mix of
progress and limits as follows:
While the course explicitly talked about the way race, ethnicity, gender and sexual
orientation can impact infectious disease, I think some conversations can be made
more explicit rather than left for the announcement of the social medicine theme
of the week. I appreciated the emphasis on the cost of healthcare and the impact
that has on patients. (P1009)
Another student in CRR emphasized both the importance of integrating social
determinants of health and the need for the institution to take responsibility for equity:
I think one instructor was the first to actively address issues about race explicitly,
the way she did with the nephrotic session. I think there could have been even
more focus on it, and it should have been mentioned in many more sessions than

it was, but I was glad to see that she put in that specific effort. The real thing that
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needs to happen is a shift in paradigm such that these issues are not thought of as

distinct from our education. The fact of the matter is that these issues affect health

as much if not more than any other single thing that we learn. They need to be
talked about constantly until we no longer even notice sessions that discuss these
issues because they all do. (P147)

At the same time, some students observed that while courses increasingly
incorporated social and structural perspectives, these discussions did not always extend to
institutional or policy level responsibility. In these co-coded excerpts, students wanted
more concrete discussion of health systems or clinician advocacy. They suggested that
awareness of social context was sometimes presented as an endpoint rather than a call to
action. One NMGTI student described the ethics course on obesity as “very interesting”
and noted that the discussions “definitely helped me with understanding the issues of
diversity, equity, and inclusion in medicine,” but felt there was limited opportunity to
explore these topics in depth. The student wrote that “we did not really have much to
discuss regarding diversity and inclusion” and hoped for more conversation about the
socioeconomic risks of the conditions covered in the course, which they believed would
have strengthened their learning (P523).

Students described the integration of social determinants as a positive step and as
evidence of progress in the curriculum. At the same time, they noted instances where
social and structural ideas were mentioned without further discussion. In these comments,

students asked for examples of how medical schools or health systems take responsibility
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for the conditions that affect patient care. Their comments focused on institutional
responses rather than descriptions of disparities alone.
Cross-Coding Pattern 2: Inclusive Practices and Disorienting Experiences

Only a limited set of excerpts contained both Inclusive Practices and Disorienting
Experiences. Students described these activities as moments that caused them to reassess
elements of the course material. This type of reflection is consistent with the early phases
of TLT.

A student in FoCS wrote, “Great, and made me think of elements of medicine I
had never considered” (P1866). Another explained, “There was a Transgender Panel that
was organized where we could get some feedback on how to be better physicians towards
the LGBTQ community, which I thought was very helpful and eye opening” (P927).
Comments from PHP emphasized the importance of hands-on learning: “This course
gives students a first-hand experience with barriers to healthcare within the community. It
is easy to talk about these issues in a classroom setting but is a whole different world
when experiencing it firsthand” (P1255). One group described studying healthcare for
migrant workers, writing, “Having an opportunity to do literature reviews and interview
experts regarding this was pretty eye-opening" (P1260).

Some students wrote that inclusive sessions helped them see patient experiences
in new ways. One commented, “I thoroughly enjoyed the disability lecture. I believe it
opened not only my eyes, but the eyes of my classmates, as to what disabilities can look

like, both seen and unseen” (P905).
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Students commented on inclusive practices such as patient panels, community
projects, and case discussions that prompted moments of surprise or discomfort. In these
excerpts, students described pausing to reconsider prior assumptions about patients or
health systems. Only a small number of comments reflected more sustained changes in
perspective. More often, students described early stages of reflection, such as questioning
prior views or beginning to connect inclusive learning experiences to how they imagined
their future roles as clinicians.

Cross-Coding Pattern 3: Instructor Engagement and Student-Driven Equity Content

In the course evaluation comments, students referred to individual instructors and
described how equity-related topics came up during class sessions. In these comments,
students noted when discussion included links to clinical care.

In evaluations of the Cardiovascular, Respiratory, and Renal (CRR) course, for
example, students referred to one instructor’s discussion of racialized equations used in
kidney function assessment. In these comments, students emphasized that the explanation
helped them understand why these practices were being reconsidered. One student wrote
that “the classes on DEI topics were organized, informative and engaging,” adding that
this helped them learn “how I can be more inclusive and be a better ally for my
colleagues and patients as a student and future physician” (P1867).

Another effort by faculty that students often noticed was when faculty took visible
steps to address equity. Students mentioned the use of diverse images and occasions
when instructors spoke directly about bias during class. These moments stood out to

students and were often described as signals that equity-related topics mattered within
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that course. However, some students also mentioned that not every course or instructor
approached this work in the same way. Students noticed that approaches to teaching
equity in the pre-clinical curriculum were not consistent among instructors. An early
comment in the data captured this dynamic and showed how much change has been
impacted by student advocacy. The student wrote, “There were a couple of instances
where race correction in eéGFR and race-based medicine came up. To the course faculty’s
credit, they did a good job of addressing these issues once they were brought to their
attention, but it is frustrating that the burden falls on the students to point out and ask
about these health inequities” (P195). Another student observed that “most instructors
were fairly well equipped to handle discussions of gender and sexual orientation,” but
wondered whether faculty in other courses could be “up to the same standards” (P909).
Mentions of student-led efforts such as the Social Medicine Theme of the Week
(SMTW) appeared across all four years of data, particularly in earlier evaluations.
SMTW began in 2020 as a student effort to link course material to ongoing conversations
about health inequities. Each week, students prepared and presented a short infographic
related to the biomedical course content. Evaluations described these sessions as
particularly relevant when instructors reinforced SMTW during their own teaching.
Students described SMTW as a meaningful addition to the curriculum that linked
biomedical content to social and structural issues. Over time, SMTW became a familiar
feature of the curriculum, and some students encouraged deeper integration rather than
separate presentation. Evaluations described these sessions as especially valuable when

instructors referenced SMTW topics during their own teaching, such as noting that one
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instructor’s “slides on the antiquated treatment of Black and African American patients
using certain anti-hypertensive medications” offered “a great delve into equity of care”
(P190).

Students viewed equity learning as most meaningful when faculty engagement
and student leadership worked together to highlight how biomedical content was
impacted by social drivers of health. When faculty participation was noted, it signaled
that these topics were valued by the college. Students saw these collaborations as a

reminder that equity is not a fixed topic but a shared and evolving part of medical

learning.
Table 4.8
Hllustrative Quotes on Instructor Engagement and Student-Driven Equity Content
Subtheme Definition / Focus Compressed Example Source /
Course
Instructor Faculty address race, The classes on DEI topics were Evaluation
Engagement with bias, or social organized, informative, and (Foundations)
Equity Topics determinants of health engaging. I learned a lot about how I
with openness and can be more inclusive and be a better
clarity, modeling ally for my colleagues and patients. I
commitment to appreciate that faculty at UVM
inclusive practice. demonstrate a commitment to

learning about DEI and developing
strategies for addressing current
issues that exacerbate inequities.

Faculty as Faculty integrate The session on hypertension and one Evaluation
Models of discussion of instructor’s slides on the outdated (CRR Course)
Inclusive Practice racialized medicine  treatment of Black and African

and equity directly American patients using certain anti-

into biomedical hypertensive medications was a great

instruction. delve into equity of care.
Variation in Students observe that Most instructors were fairly well Evaluation
Faculty attention to equity equipped to handle discussions of (HDRH
Engagement depends on individual gender and sexual orientation. Would Course)

instructor preparation be interesting to see if there’s a

and confidence. possibility to have faculty from other

courses up to the same standards.

85



Subtheme Definition / Focus Compressed Example Source /

Course
Student Students note when  There were a couple of instances Evaluation
Advocacy and  faculty respond where race correction in eGFR and  (CRR Course)
Faculty positively to feedback race-based medicine came up. To the
Responsiveness about bias or course faculty’s credit, they
racialized medicine  addressed these issues once they were
but wish this raised, but it was frustrating that the
awareness were more burden fell on students to point them
consistent. out.
Student-Led Integration of student- I did appreciate that the SMTW Evaluation
Equity Content created infographics  correlated well with some of the (NMGI
(SMTW) linking course topics topics in class, and we did briefly Course)
to social issues. touch on how disparities related to
food insecurity and access to
medication can impact nutrition and
diabetes.
Collaboration Instructors reference, The course was very encouraging of Evaluation
between Faculty encourage, or expand the SMTW crew. (Multiple
and Students upon SMTW Courses)
presentations during
lectures.

The next section draws on student interviews to explore these dynamics in greater
depth and to understand how learners made sense of equity-related content across the
curriculum.

4.3 RQ2: URiM Student Interviews

Research Question 2: How do URiM students reflect on their experiences of
equity-focused curricular efforts, and what insights do they offer into institutional culture
and structural dynamics?

This section is based on semi-structured interviews with seven medical students
underrepresented in medicine. These interviews provided URiM students the space to
describe their experiences in their own words and to reflect on how equity-related efforts

were encountered in the curriculum and learning environment. Rather than focusing on
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formal initiatives alone, the interviews highlighted how students made sense of equity
through everyday interactions, classroom dynamics, and clinical experiences.

The interview participants entered medical school with different backgrounds and
family histories. Most described personal exposure to health inequities or cited inequity-
related concerns as motivation for pursuing medicine. They described these experiences
as shaping both their interest in medicine and how they interpreted equity-related content
once they started medical school. URIM students shared their own experiences in how
they navigated the learning environment at Larner and in the clinic. These experiences
included how conversations unfolded with peers in small groups, how faculty responded
when race or bias arose, and how early clinical encounters affected their sense of
belonging. Students described moments of discomfort or bias that they had encountered
that stayed with them, noting that structured opportunities to debrief these experiences
were limited.

In the evaluation data, students frequently praised attention to gender and weight
bias while remaining silent about racial diversity. Because the racial identities of
evaluation respondents are unknown, these comments are interpreted cautiously.
However, when considered alongside interview accounts from Black students, this
pattern of selective inclusivity warrants attention to how anti-Blackness may persist
through differential curricular emphasis.

The interview data were analyzed with attention to how students described race,
silence, and moments of reflection. It drew on Critical Race Theory (CRT) and

Transformative Learning Theory (TLT). The themes that follow are organized around
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how students discussed equity-related content and how they made sense of cues in the
learning environment as they considered their roles as future clinicians.
Participant Descriptions

All of the interview participants identified as Black, including students born in the
United States and students who had immigrated from African and Caribbean countries.
The group included both male and female students across the second through fourth years
of medical school, each with a different pathway into medicine.

Together, their narratives offered depth rather than breadth. The shared racial
identification, alongside differences in national origin, migration history, and educational
background, offered insight into how Black medical students experience institutional
culture and curricular structures within a predominantly white medical school. Although
the sample was small (n = 7), the interviews enriched the case study of course evaluations
and institutional documents and illuminated aspects of equity and belonging that are often
difficult to capture in quantitative measures.

Table 4.9 provides an overview of participant characteristics.

Table 4.9
Overview of Interview Participants
Country of
Year in Origin/ .
Pseudonym Program ender Migration Background Context / Identity Markers
Background
Immigrated from Jamaica during
adolescence. Reflected on early experiences
IP1 M4 Female Jamaica/U.S.  with limited access to healthcare and how
migration affected her views of opportunity
and care
P2 M3 Male Ghana/U.S. First in family born in the U.S.; parents and

brother immigrated from Ghana. Studied

88



Country of
Year in Origin/
Pseudonym Program Gender Migration

Background

Background Context / Identity Markers

kinesiology at UMass Ambherst and
completed a master’s in medical sciences
before entering medical school.

Immigrated from Jamaica as a child.
Described an early awareness of inequities in
healthcare and a desire to make care more
comfortable and trustworthy for patients.

IP3 M2 Male  Jamaica/ U.S.

Lost his father to late-stage cancer due to
limited healthcare access. Shared that this
loss motivated his decision to enter medicine
and focus on improving equity in care.

1P4 M2 Male Cameroon/ U.S.

Born and raised in Massachusetts. Completed
a master’s degree and worked before medical

IPS M2 Female U.S. school. Reflected on persistence, belonging,
and sustaining motivation during periods of
transition.

Began college as a pre-law major before
shifting to community health and biology.
IP6 M3 Female U.S. Worked in public and global health research
at Harvard and Yale, emphasizing
community partnerships and health equity.

U.S. Non-traditional student and first in
family to attend medical school. Former
educator and Teach for America alum.
Described her work on admissions and OB-
GYN curriculum committees and navigating
disability accommodations.

1P7 M4 Female U.S.

Across the interviews, students described how their prior experiences contributed
to how they interpreted equity and belonging during medical school. While the interviews
referenced racism in general terms, several patterns reflected dynamics more specific to
anti-Blackness. Discussions of racial health disparities frequently centered on Black

patient outcomes, and in some instances these statistics were presented without structural
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explanation. Students described feeling exposed or implicitly positioned as
representatives of their racial group when such statistics were discussed in predominantly
white classrooms. Within a Critical Race Theory framework, these accounts function as
counter-stories that illuminate how anti-Blackness can operate through curricular
framing, omission, and differential institutional emphasis. The first theme, Purpose and
Motivation in Choosing Medicine, focuses on the experiences that drew them to medicine
and the commitments they brought into their training.

Theme 1: Purpose and Motivation in Choosing Medicine

In the interviews, students described how they came to medicine and what
influenced their decision. In response to a prompt, most participants shared experiences
prior to medical school that mattered to them. Their responses included stories about their
families, as well as encounters with illness or health systems before they began formal
training. Several students connected these experiences to what they hoped medicine
would allow them to do.

One student, who had earlier shared a story about a trauma her mother
experienced in a hospital, also recalled how a study-abroad program reshaped her view of
medical work:

I studied in Botswana my senior year of college and worked with an HIV and

AIDS hospice,” she explained. “I shadowed a palliative-care doctor who traveled

from home to home seeing patients. I didn’t know medicine could look like that—

meeting people where they are. That experience changed everything for me. (IP1)
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Another student spoke about how personal loss affected his commitment to
medicine:

What actually motivated me to go into medical school was losing my father when

I was ten years old,” he shared. “He had colon cancer that was diagnosed at stage

4, and one of the reasons it was so late was lack of access to healthcare. Back

home in Cameroon, you usually treat things only when they are already at the last

stage. Seeing that motivated me to pursue this career. (IP4)

A third participant shared her motivation by describing the personal impact she
felt from seeing care modeled by a physician who looked like her:

My pediatrician was a Black woman, and since then I’ve always sought out

female physicians of color. I had one doctor who really listened and understood

me, and I wanted to be that for someone else. It’s especially important for women,

and for Black women, to have people who trust them and their symptoms. (IP5)
She added that the high maternal-mortality rate among Black women in the United States
further strengthened her commitment to medicine and her wish to make a difference in
that area.

In later reflections, some students described portions of the curriculum that stood
out as relevant or engaging. Others noted that references to race tended to appear briefly,
most often in the form of outcome statistics. In these instances, students said there was
little opportunity to ask questions or talk through what those statistics meant. As one

participant explained, “Race was often mentioned only in isolated statistics—for
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example, dire outcomes for Black patients—without context. It left me feeling alone and
unsupported because there wasn’t space for deeper discussion” (IP7).

These reflections describe how students talked about their experiences before
medical school and how they experienced the curriculum once they arrived. Taken
together, these comments show how students referenced earlier experiences while talking
about the curriculum they encountered. They noted when equity-related topics came up
and when they did not, and how these moments were experienced in the learning
environment.

Theme 2: From Classroom to Clinic, Peer Culture and the Hidden Curriculum

This theme focuses on how URiM students experienced equity-related learning
through peer interactions, instructional choices, and clinical encounters. These
experiences are the de facto hidden curriculum. In the interviews, URIM students
described how peer interactions influenced the depth and tone of classroom discussion.
Some noted that during team-based or small-group activities, their contributions to
biomedical problem-solving were sometimes overlooked or not considered. Assumptions
about authority and expertise influenced whose ideas carried weight in small group
discussions of case-based problems. One participant described how these dynamics
played out in class:

I’ve been in this science and pre-med environment long enough where there’s so

little representation of people who look like me that there’s often this assumption

I’m not going to know what I’m talking about. My opinion gets devalued or

dismissed, and sometimes there’s blatant disrespect. But I still have to navigate it
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in a way that’s professional, or I’ll be seen as the angry Black student. It’s a fine

line between being human and knowing I represent a whole group of people. (IP3)

Students also commented on how equity-related topics were introduced during the
curriculum. Some described moments when discussions of racism or bias felt brief or
disconnected from the rest of the session. One student explained, “They touch on these
things briefly, but they don’t really go into detail. The Henrietta Lacks story or Tuskegee
just gets thrown in for the sake of diversity, and then we move on” (IP6).

Another participant reflected on how her PCR group sometimes pushed
discussions further:

In our PCR course we talk about equity a lot, and my group specifically

sometimes dives a little deeper and talks about current events and how what we’re

learning is so we can talk about it in this abstract way during these readings but

then how is it actually going to apply to us as physicians who are going to be in

the hospital interacting with a broad range of people. (IP5).
In her comment, she questioned whether classroom discussions prepared students for
encounters with bias and difference in practice. Similar questions appeared in other
interviews.

For some, the challenge of translating classroom awareness into practice became
most visible in clinical spaces. One interview participant recalled caring for a patient who
openly identified with the Ku Klux Klan; he wore a hat with the KKK emblem, and she

described how the incident left her shaken:
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I just stepped into the room and said hello, and he immediately became angry. |
had to step out and ask my preceptor to take over. It was very uncomfortable,” she
said. “Experiences like that wear on you, because you still have to perform
academically and professionally. (IP1)

In the interviews, some students commented on how sessions about racism and
bias were structured. They described these sessions as introductory and not well aligned
with their own experiences.

With PCR, we had one session where we talked about race, and I think it was

poorly done,” one participant said. “They really dumbed these topics down and

didn’t challenge students. One of the first questions was literally, ‘What is
racism?’ (IP6)

When bias was discussed in case-based or clinical scenarios, students felt that
these examples often failed to move beyond the hypothetical. “There was a discussion
about what to do if a patient didn’t want you as their physician because of your race, but
it didn’t go deep,” one student explained. She continued,

We don't really have the real conversation about what we should be doing. It's

let's give you this, this really cut-and-dry scenario where this person says that they

don't want you in the room because you're Black, and what should you do?

Should you do A, B, or C, or D? It felt like a cute, made-up scenario instead of

something real that we might actually face. (IP6)
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Another recalled, “When raw statistics are brought up without context, it can feel like the
patient population is being blamed. It’s hard to sit there as one of the only Black students
and feel like you’re representing everyone” (IP3).

A fourth-year student described faculty dynamics she observed during training.
“I’ve seen BIPOC faculty dismissed by colleagues, which is hard to witness as a student”
(IP7). In the same interview, the student also commented on how race appeared in
classroom discussions. “Race was often mentioned only in isolated statistics, like dire
outcomes for Black patients, without context. It left me feeling alone and unsupported
because there wasn’t space for deeper discussion” (IP7).

Several students noted how equity was introduced in coursework, along with how
peers engaged during discussion, stayed with them as they moved into clinical spaces.
The experiences described above by URiM students highlight some of the challenges
students faced in navigating both classroom and clinical environments. While classroom
discussions around race were sometimes experienced as limited, clinical encounters
brought these issues into sharper focus in unexpected ways. As Interview Participant 1
explained, bias felt more real once she encountered it firsthand in the clinic.

Theme 3: Belonging and Emotional Labor

This theme is based on interviews with students underrepresented in medicine.
For URiIM students, questions of equity were closely tied to whether they felt a sense of
belonging within the institution, both within the curriculum and beyond it.

One student explained that feeling connected to the institution was not something

she experienced automatically through the curriculum, but instead something she had to
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develop alongside and beyond it. In a setting like Vermont, where racial diversity is
limited, she described relying more on shared interests than shared identity to find that
sense of connection. As she explained, “You do have to find your own sense of
belonging, and what that looks like for you...sometimes that’s defined by activities
beyond your skin color. That gives you some semblance of belonging” (IP1). Although
she acknowledged that the curriculum tried to be supportive, she was clear about its
limits. Much of the support she needed, she said, had to be found elsewhere. Mentorship
was one area where she felt additional support would have been helpful.

At several points in her training, she said she felt “lost” and unsure whether she
had “anyone here that is in my corner” (IP1). Her reflections point to belonging as
something that depended not only on institutional intent, but on students’ ability to create
support beyond the curriculum.

Beyond support and mentorship, URiM students also reflected on how
representation in faculty, curriculum, and patient populations influenced their connection
to the institution.

A second-year student explained, “I don’t think I’ve ever seen a Black professor
teaching our curriculum. Having a professor who looks like you definitely makes a
difference, even subconsciously” (IP4). Another student reflected that Doctoring in
Vermont could better reflect the diversity of patients. She noted that many of the
doctoring-skills videos showed only light-skinned, thin, and able-bodied people, which
limited students’ preparation for caring for others whose bodies looked different. She

described noticing, for example, that a clinical technique for testing a knee reflex
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demonstrated on a fair-skinned person might not appear the same on someone with
darker skin and observed that the materials “were just not inclusive toward anyone who
wasn’t white, thin, or able-bodied” (IP5).

Some participants reflected on how diversity can appear more symbolic than
lived. Interview participant 2 explained:

I recall when I was looking through LCOM’s social media and was looking

forward to meeting Black men who were upperclassmen for mentorship, later to

realize the people I thought I was going to meet was really the same person being
portrayed in media and was one of two Black men in that class. (IP2)
This experience made him more cautious about how institutions in general represent
diversity, noting an unfortunate difference between appearance and reality.

In a separate reflection, the same participant spoke about how support from staff
can influence belonging. He suggested that URiM and female-identifying students may
be less likely to ask for help. He described moments when asking for help felt difficult
and emphasized the significance of staff response when students reached out.

Students also described how peer dynamics contributed to their experiences
within the learning environment. One participant described their experience of interacting
with peers: “Even though there aren’t as many people of color here, a lot of students are
pretty open and welcoming. You just have to find your group and stick with them” (IP4).
Students expressed that belonging involved more than demographic representation to

include the tone of peer and faculty interactions. One participant shared, “Even though
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there aren’t as many people of color here, a lot of students are pretty open and
welcoming. You just have to find your group and stick with them” (IP4).

A fourth-year student reflected on a different aspect of visibility during training.
“I felt included as a person, but not necessarily because of my racial identity. Faculty
diversity is limited, and I’ve seen BIPOC faculty dismissed by colleagues, which is hard
to witness as a student” (IP7).

At the same time, moments of connection offered encouragement: “One of my
favorite memories was having lunch with several visiting Black women physicians and
other Black students,” a fourth-year student recalled. “That experience made a
difference” (IP7). Together, these accounts describe a range of experiences related to
connection and representation across the learning environment.

Theme 4: Trust and Skepticism of the Institution

At the end of the first interview, one participant was asked whether there was a
question that should have been included. She paused and then asked, “What is Larner
getting right?” The question was added to subsequent interviews and reflected the tone of
many conversations that followed. In responding to this question, one student reflected,
“I think that the administration’s heart is in the right place. I think their intentions are in
the right place. The execution is what I believe needs work” (IP1).

Across interviews, students described paying close attention to how the institution
responded when equity-related concerns were raised. Several participants characterized
the administration as willing to engage in difficult conversations and receptive to student

feedback. One student described the administration as “very willing to have the
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conversation, and to allow students to be heard when these types of conversations are
being brought up, or people feel uncomfortable,” emphasizing the importance of seeing
student concerns result in tangible change (IP3).

Students offered specific examples of institutional responses that stood out to
them. For example, one interview participant described how a friend raised concerns
about the portraits displayed in a main hallway at LCOM, noting that most featured white
alumni. The student described the removal of the portraits during the interview when
discussing how the administration responded to student feedback.

Other participants referenced changes to learning materials following student
feedback. Students noted revisions to clinical formulas, such as the removal of the eGFR,
and the use of dermatology images that reflected a wider range of patient presentations
following student feedback.

Several students described the Social Medicine Theme of the Week as a space
that LCOM provided where student-developed content was presented alongside required
coursework.

One student described the administration at LCOM as having a “willingness to
listen, learn, grow, value student feedback, and then actually let these conversations
manifest into tangible, actionable items,” while reflecting on appreciation for institutional
follow-through (IP3).

A few URIM students noted that attention to gender inclusion was more visible
than discussions of race or racism. One participant described this contrast by reflecting on

changes within their class:

99



For my class, there were three students who identified as transgender, and that felt
like a meaningful shift for the institution. They did incredible work rethinking
gender identity questions and advocating for inclusion. I also remember working
on an SJC announcement related to Black representation with another student—
we collaborated on the language, which felt empowering. That said, race was
often mentioned only in isolated statistics—for example, dire outcomes for Black
patients—without context. It left me feeling alone and unsupported because there
wasn’t space for deeper discussion. I also think faculty were not always prepared
for those conversations. (IP7)

Students described weighing these experiences together when reflecting on institutional

efforts related to equity.

Table 4.10
Hllustrative Quotes: Trust and Skepticism of the Institution

Participant Illustrative Quote (Compressed) Key Theme

I think that the administration’s heart is in the right ~ Institutional intent seen as
IP1 (M4 place. I think their intentions are in the right place. sincere; optimism
Female) The execution is what I believe needs work. That’s  tempered by uneven

the best way I can put it. implementation.

The administration is willing to listen and let students
be heard. A few years ago, students raised concerns
1P3 (M2 about the portraits that didn’t reflect our classes, and
Male) the school actually changed them. Their willingness
to listen, learn, and turn feedback into action is
admirable.

Visible responsiveness and
trust built through concrete
action.

As a leader of an affinity group, I’ve felt very

supported by the Office of Inclusive Excellence and Administrative support

IPS (M2 by the deans. They encourage our work and even ylev.ved. as genuine,
Female) . . . , . institutional intent matched

provide funding. It really feels like they’re putting .

. . . by action.

their money where their mouth is.

I tune them out when I have conversations about Skepticism rooted in
IP6 (M3 equity and inclusion, because I feel like it's just percip tion of performative
Female) something a lot of schools are doing. They want to equity efforts and limited

seem like they're moving in the right direction, but
y g g

; . structural control.
they don’t have control over our experience.
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Participant Illustrative Quote (Compressed) Key Theme

Just that the people—students, mentors, and
supportive faculty—have made my experience
meaningful. But for equity to be more than a
statement, it has to show up in the structure of how
we teach, learn, and support one another.

Supportive culture with
room for structural
improvement; optimism
grounded in realism.

IP7 (M4
Female)

4.4 RQ3: Triangulation Across Data Sources

Research Question 3 examines the data sources alongside each other, that is, the
course evaluation comments and the URiM student interviews. The evaluation data
showed patterns across the pre-clinical curriculum. Interview data described how students
encountered those patterns in particular courses and settings. Read together, there were
areas of overlap, difference, and added detail that did not appear in the evaluation
comments alone.
Areas of Convergence

1. Visible Progress and Partial Implementation

The students in both datasets commented on visible steps toward equity made by
LCOM. Some examples of these steps included the removal of race-based equations, the
use of more inclusive dermatology images, and support for the student-led Social
Medicine Theme of the Week (SMTW). At the same time, they both pointed out that
these changes were not consistent across courses or instructors. Together, these student
insights link RQ1’s theme of Instructor Engagement and Student-Driven Equity Content
with RQ2’s Trust and Skepticism of the Institution. Students described the school’s

commitment as sincere, while noting variation across the curriculum.
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2. Superficial versus Integrated Coverage of Equity Content.

Students, across data sources, related a similar concern about equity-related
content. In RQ1, students described some equity-related content as superficial or as just
as an add-on. In evaluations, students noted that certain sessions lacked depth or failed to
connect bias and social determinants to biomedical learning.

This resonated with RQ2’s discussion of peer dynamics and the hidden
curriculum. Together, these patterns described how course structure and teaching choices
affected students’ experiences of equity-related content.

3. Student Leadership as a Driver of Equity Integration.

Across both data sources, students commented on the value of the student-led
effort, the Social Medicine Theme of the Week (SMTW), particularly in how it helped
bridge biomedical content with social drivers of health using thematic weekly
connections. In course evaluations, students especially appreciated when instructors
referenced SMTW content in lectures or workshops. At the same time, interview
participants, including those involved in the Student Justice Coalition, described SMTW
as evidence that it is possible for students to move institutional priorities forward through
collaboration.

These results connect RQ1’s attention to instructor engagement and student
leadership with RQ2’s themes of purpose, motivation, and trust.

4. Transformative Moments Across Data Sources

In both the course evaluations and the interviews, students related moments that

stood out to them while engaging with equity-related content. In the evaluation data,
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students commented on learning that some race-based clinical guidelines were built on
flawed assumptions. Others described their surprise and appreciation at seeing medical
conditions presented on darker skin for the first time or becoming aware of how research
practices excluded certain populations.

Interview participants described similar moments. They recounted their own lived
experiences with inequity, partially as their motivation for attending medical school. They
also described classroom discussions that felt incomplete, and clinical encounters that
complicated how institutional values were understood in practice.

Table 4.11 summarizes representative excerpts across both data sources that
illustrate this progression from disruption to reflection and, for some, movement toward
action. Across both converging and diverging patterns, students described moments that
disrupted assumptions and prompted reflection. These moments appear in both data

sources and are examined below using stages from TLT.

Table 4.11
Examples of Transformative Learning Theory (TLT) Stages Across Data Sources
TLT Stage Representative Quotes Source
Disorienting “I was shocked how differently certain diseases
Experience looked on Black skin. I'm glad a diversity of pictures
were provided...” P668

“The faculty made a point to acknowledge how older
guidelines... were built on racist practices... This
was eye-opening.” P202

“My group looked at healthcare for migrant
workers... this was pretty eye-opening.” P1260
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Critical “These issues helped me see the importance of

Reflection understanding how discrimination affects patient P34
care.”
“Working with the public health project helped me
understand how racism impacts health in Vermont.” P67
“It has become more integrated in how I think about
patient care and specialty choice.” P2
Perspective “PCR discussions helped me grow in terms
Change of how much power we actually have as
physicians to promote change.” P4
“The disability and transgender patient panels helped
me think about how to improve my patient care in the P923
future.”
“Seeing inequities in practice reinforced why [
shifted toward public health and equity-focused IP6
medicine.”
Movement “This course made me think about how to advocate
Toward Action for a different approach to eGFR.” P817
“I co-developed a curriculum for perinatal patients
with substance use disorder.” IP7
“I want to help bridge gaps in access to care P3

regardless of specialty.”

Areas of Divergence

1. Emotional Labor and Conditional Belonging.

In the interviews, URiM students described the effort involved in monitoring how
they were perceived in academic and clinical settings. Several participants spoke about
being aware of how their racial identity impacted their interactions with peers and
faculty. Some also described observing faculty of color being dismissed in clinical
settings.
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Several said they did not feel comfortable expressing frustration or distress,
because they worried such reactions could draw unwanted attention or reinforce
stereotypes. These experiences were described only in the interview data and did not
appear in course evaluation comments.

2. Clinical Encounters and Real-World Bias.

While this study focuses primarily on the pre-clinical curriculum, some URiM
students who participated in interviews had already entered clinical settings. In these
interviews, students described clinical spaces where experiences related to race became
more visible. URIM students spoke about navigating interactions with patients, staff, and
faculty.

One interview participant described observing a faculty member of color being
dismissed by a colleague during a clinical interaction. Another student was not afforded
time to debrief after a racially charged incident with a patient. Students described
responding in different ways, including feeling supported or choosing to remain silent.
These experiences, whether lived directly or observed, did not appear in course
evaluation comments.

3. Classroom and Instructional Dynamics as Barriers to Participation.
Several URiIM students said at times that when they spoke in discussion or
navigated curricular spaces such as labs, their ideas were more likely to be questioned or

brushed aside, even when they were based on course material. Some described feeling

that others assumed they were less knowledgeable or less prepared.
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In response to this phenomenon, a few students said they participated less often or
were more careful about when they chose to speak. These experiences were described in

interviews and did not appear in course evaluation comments.

Table 4.12
Converging and Diverging Insights Across Data Sources

What Becomes Clear
When Considered
Together

Course
Evaluations

(RQ1)

Students noted
uneven attention

URIM Interviews
(RQ2)

Focus Area

Inconsistency mattered less
as an abstract problem and
more for how students

Students described
how inconsistency
affected trust and

Integration of
equity-related

to equity across

content interpreted institutional
courses engagement .
seriousness
Comments Sj[udents described Limited facilitation
referenced discomfort when . )
Faculty . . : . influenced whether equity-
e sessions feeling  discussions stopped
facilitation " s . related content felt
surface-level” or early or avoided . .
4 meaningful or performative
rushed tension
Belonging functioned as an
Central to how outcome through which
. Rarely named . students evaluated whether
Belonging . students interpreted o :
directly equity offorts equity instruction felt
quity meaningful, credible, and
sustained
Trust was inluenced by
Students noted whether student feedback
o . Students tracked
Institutional visible changes appeared to lead to
. . whether changes :
responsiveness  (e.g., images, sustained changes across

sessions)

were sustained

courses rather than isolated
actions.

4.5 Joint Displays

The following table summarizes how concepts from CRT and TLT appear across

the three data sources. The table shows how each framework contributes to framing the

findings. It connects structural dimensions of equity, drawn from CRT, with the reflective
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learning processes described by TLT. These perspectives show how institutional change

and individual development interact within the case study. A detailed joint display that

maps these concepts across evaluation data, institutional documents, and interview

findings is provided in Appendix I.

Table 4.13
Joint Display of CRT and TLT Across Institutional Documents, Evaluation Data, and Interview
Findings
Framework Institutional Evaluation Data Interview Data (2025)
Concepts Documents (2020-2024)
CRT: Structural DEI and Learning Students report harm  URiM students describe
Racism, Environment reports  from race-based racialized scrutiny,
Historical highlight guidelines (e.g., e€GFR), microaggressions, and
Legacies, accountability efforts, limited context for unequal treatment in
Unequal Impact bias training, and disparities, and classroom and clinical
representation goals.  occasional concerns settings.

about tokenism.
CRT: Hidden = Documents frame Students observe Students note unspoken
Curriculum and equity and inclusion as variation across courses; hierarchies, uneven faculty
Institutional mission-driven equity-related content  engagement, and the
Priorities commitments. sometimes feels emotional work of

peripheral. navigating racialized

dynamics.

TLT: Reports reference Students describe “eye- Interview accounts include
Disorienting climate concerns and  opening” experiences ~ moments of shock,
Encounters recommend continued (e.g., skin tone images, discomfort, or recognition

monitoring,

revised clinical
formulas, transgender
panels).

of bias in clinical or peer
interactions.

TLT: Critical

Documents endorse

Students want more

Students rethink

Reflection structured reflection as time to consider equity, assumptions about their
part of curricular bias, and real-world roles, identity, and patient
reform. implications. care.

TLT: Documents describe ~ Some students Students describe advocacy

Perspective curricular revisions, reconsider future roles, in clinical settings,

Change and expanded resources,  identify advocacy mentoring, curriculum

Action and faculty strategies, or look for  projects, and commitments

development.

ways to support
patients.

to equitable practice.
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The comprehensive codebook that supported these analyses can be found in
Appendix G, which lists all parent and child codes, definitions, and analytic origins. The
findings in this chapter show a pattern across the data sources. Students in both the
evaluations and interviews generally viewed the institution as well-intentioned and
responsive around equity. However, they experienced the enactment of an equity-
informed pre-clinical curriculum as uneven.

Both groups also positively described explicit equity-related content, such as
patient panels and ethics lectures. They also appreciated when biomedical materials were
clearly framed or tied to equity concepts, such as showing disease on diverse skin tones
and connecting SMTW social determinants of health infographics to session materials.

At the same time, students across both data sources also pointed to recurring gaps
in the pre-clinical curriculum. They noted when faculty used deficit-focused statistics
without context, as well as materials that had limited or missing representation of
minoritized populations. Both sets of students also pointed to examples in which identity
felt simplified or misplaced in the materials. These issues appeared in comments from
multiple courses. Students were paying attention not only to whether equity-related
content existed, but to how it appeared in the curriculum and how it was handled in
practice.

The interview data diverged in some ways from the themes in evaluation data.
URIiM students spoke about the learning environment, and about what it felt like to move
through predominantly white learning and clinical environments. They also mentioned

how curricular choices contributed to their sense of belonging, visibility, and trust.
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Together, these convergences and divergences suggest that students recognized efforts by
the college to address equity in medicine, while also encountering inconsistency in how
those efforts were carried out in courses and by instructors. This synthesis helps frame

the implications discussed in Chapter 5.
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CHAPTER 5: DISCUSSION
5.1 Introduction

This chapter interprets the findings presented in Chapter 4 and situates them in
relation to the study’s theoretical frameworks and existing scholarship in medical
education. The patterns in Chapter 4 reflect how students described equity-related content
and instruction across evaluation and interview data. This chapter considers what those
patterns suggest about how equity is positioned, signaled, and experienced within the pre-
clinical curriculum at Larner.

Across data sources, equity-oriented content and instruction were experienced as
both a discrete topic, especially in courses such as PCR, and as part of biomedical
teaching. Students treated the presence, framing, or omission of equity content as signals
of what Larner prioritizes. The absence of context was as meaningful as the presence of
content. These patterns also influenced how students experienced belonging and how
they imagined their future roles as physicians.

Critical Race Theory helps interpret these patterns. It asks what kinds of
knowledge are treated as central within institutions and what remains peripheral. For
example, racial disparity data without social context may be better understood through
scholarship on anti-Blackness, i.e., how Black suffering can become normalized when
disparity is presented without historical or structural explanation (Dumas & ross, 2016).
This perspective does not assume intent. Rather, it offers a way to understand how

omission and framing operate within institutional discourse.
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Centering the experiential knowledge of students underrepresented in medicine,
particularly Black students, is consistent with CRT’s emphasis on counter-storytelling.
Their accounts are not treated as anecdotal. They are central to understanding how equity
efforts are encountered in practice.

Transformative Learning Theory offers a way to interpret how equity-related
instruction contributed to students’ developing professional identities. It suggests that
learning is influenced by context and by the extent to which new material unsettles prior
assumptions. In this study, differences were often linked to how instructors framed
discussions.

The discussion is organized around four interrelated themes: (1) Equity Positioned
as Medicine, (2) Consistency Signals Commitment and Omission Signals Its Absence, (3)
Belonging as Situational and Conditional, and (4) Equity Learning Shapes Early
Professional Identity. These themes trace an arc from curricular structure to institutional
signaling, lived experience, and professional formation. The chapter concludes by
considering practical implications for curriculum design, faculty development, and
institutional alignment.

The themes that follow address the three research questions by examining
curricular patterns identified in evaluation data, insights from URiM interviews, and the
ways these sources intersect. These themes build on the findings presented in Chapter 4

and extend them interpretively.
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Section 1: Equity Positioned as Medicine

In reviewing the data across data sources, one pattern became difficult to ignore.
Students appreciated moments when faculty linked structural and social drivers to
biomedical material. In other words, the social and structural influences on health
outcomes were made explicit. In these instances, students reported a clearer
understanding of how inequity could influence medical decision-making.

In both the evaluation comments and in URIM student interviews, students
described greater meaning when equity-related content or its framing was connected to
course material. They pointed out when these connections were made, as well as when
they were not. Students repeatedly voiced appreciation for faculty who made these
connections and for the sense of continuity those efforts created.

Medical education scholars have taken different approaches to teaching equity-
related content. Denizard-Thompson et al. (2021), for example, describe a longitudinal
social medicine curriculum delivered through modules and simulation. Students in that
program reported increased knowledge and confidence in addressing social determinants
of health.

Landry (2021), however, argues that health equity should not sit apart from core
medical teaching. Instead, it should be integrated across instruction, including in how
demographic data are discussed and how myths about race and biology are explicitly
addressed.

The experiences described by students at LCOM resonate more strongly with this

integrated model. Students did not simply want equity topics added to the curriculum;
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they described them as most meaningful when they were connected directly to the
biomedical material they were already learning. Students are not citing better teaching
practices. Rather, they described the integration of social medicine and biomedical
content as part of the practice of medicine itself. In this way, integration functioned as a
marker of what belonged within the core of medical knowledge.

At the same time, their accounts also point to an important tension. Finnie et al.
(2021) note that social medicine curricula rely heavily on faculty engagement and
development. In this study, students described how instructors varied in how they framed
equity-related content. In other words, inclusion alone was not enough. Students paid
attention to how reliably and thoughtfully equity content was presented across courses.
Section 2: Students Interpreted Integration and Omission as Signals of Institutional
Commitment

In reviewing the data across sources, another pattern became apparent. Students
often had suggestions for how the college could improve curricula and the learning
environment. In other words, they were paying close attention to how institutional
commitments to equity appeared in practice. It is important to note that students did not
reference formal statements by the college on equity, including the MEAR task force's
findings on addressing racism. Instead, they described what was visible in session
materials and how the college responded to student feedback. Commitment to equity as
what was visible in daily instruction. When students noticed that faculty or student-led
efforts explicitly addressed social determinants of health in coursework, they described

this as a sign of the Larner’s commitment to equity.
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Students also described differences in how equity was taken up across courses and
instructors. Students called out outdated language and images, as well as when equity-
related topics were wholly absent, only superficially addressed, or when some
populations were missing in the course content. These contrasts contributed to how
students made sense of the institution’s equity efforts across the curriculum. When they
were absent or inconsistent, students questioned the depth of those commitments.

In some course sessions, racial disparities in health outcomes were noted through
statistics or group comparisons, but without the discussion of social or structural context.
When this occurred, students described confusion or frustration. Dumas and ross (2016)
use the term anti-Blackness to describe how repeated presentation of Black suffering
without historical context can become normalized within institutions. In this study, racial
statistical comparisons without structural explanation did not convey institutional
commitment. In other words, context mattered.

Similar concerns are raised in medical education research. Nieblas-Bedolla et al.
(2020), student researchers, argue that using race as a proxy for pathology reflects
lingering patterns of institutionalized racism in medical training. Tsai et al. (2016)
likewise caution against presenting race as a biological risk factor in preclinical science
courses without clarifying its social construction. Both studies suggest that reform
requires more than adding sessions on disparities; it requires reconsidering how race is
conceptualized within core biomedical teaching.

The patterns observed in this study align with these concerns. As Patton (2021)

argues, feedback from those most affected by institutional practices can serve as a
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catalyst for change. LCOM students evaluated commitment not by formal statements but
by visible alignment between equity messaging and classroom practice. Across the data
sources, coherence mattered. Alignment between equity messaging and classroom
practice signaled commitment. Its absence signaled limits.

Section 3: Belonging Was Experienced as Situational and Conditional

In addition to the challenges of medical school, URiM students must navigate
school and clinical environments that are predominantly white. The third finding
considers how students navigate and find connection in these spaces. URiM students
described belonging as shifting. It was not experienced as an institutional condition but as
something that was determined by context, interpersonal dynamics, and classroom
climate. They explained needing to find belonging for themselves, depending on context
and who was present. That work played a role in how they moved through courses and
clinical spaces.

Some URiM students described monitoring their behavior, including when it felt
safe to speak. Belonging was described as something that required active effort rather
than something guaranteed by the institution. This was not something they expected the
curriculum or college to provide.

Students also pointed to the lack of faculty who shared their racial or cultural
background. While a few students knew peers who had found mentors with a shared
identity, these relationships were described as occurring by chance rather than through

intention on behalf of the college.
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Feelings of connection and support were not limited to a single context. They
described support as varied when considering how supported they felt, who they could
turn to, and whether they felt comfortable speaking or asking for help. Students shared
anecdotes to convey how managing their identity in different environments affected
academic and professional expectations. Peer interactions impacted a sense of belonging
as did faculty behavior and clinical experiences.

Some authors have tried to make sense of this tension, where belonging is
described as shifting rather than assured. Kumagai and Lypson (2009) emphasize that
dialogue and psychologically safe learning environments are important for engaging
issues of culture and inequity in medical education.

Bharmal and Ahluwalia (2025) similarly note that belonging in medical education
is influenced by relational factors such as mentorship, continuity, and psychological
safety. Students' experiences, notably from the interview data, indicate that these
conditions were uneven. Patton (2021) offers a useful way to understand how
responsibility for equity work is experienced by students. He suggests that institutions
often rely on feedback from marginalized students and that they need to address the
conditions that make that feedback costly to provide. In this study, students did not
describe equity-related content as the primary source of burden. Instead, they described
the work of navigating racialized learning environments where equity-related efforts were
uneven, partial, symbolic, or absent.

Some research in medical education has tried to grapple with what happens when

bias is not addressed or it is left unspoken. Lazarus et al. (2023), for example, focus on
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how omissions in health professions education can be telling. With this in mind, it made
it easier to understand why students paid close attention to what was missing as well as
what was included.

Students in this study were able to recognize institutional progress while still
describing belonging as conditional. Comfort, participation, and connection depended on
context, relationships, and how issues of race were addressed or left unaddressed.
Section 4: Equity Learning Extended into Early Professionalism and Patient Care

Across both course evaluations and interviews, students described moments that
disrupted prior assumptions and prompted reconsideration of clinical practice. These
accounts were not confined to interviews. In many evaluation comments, students

99 <6

explicitly named experiences as “eye-opening,” “shocking,” or influential in how they
now think about patient care.

In the evaluation data, students commented on learning that race-based clinical
guidelines were built on flawed assumptions, seeing medical conditions presented on
darker skin for the first time, or recognizing how research practices excluded certain
populations. These comments reflect early stages of disorientation and reflection.

Interview data added nuance to these moments. Some students described how
their lived experience and exposure to equity learning impacted future career
considerations. While evaluation comments often captured discrete moments of insight,
interviews revealed how those moments were negotiated over time.

These moments can be read through Transformative Learning Theory (Mezirow,

1991). Rather than complete transformation, students described acquiring new knowledge
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and planning how they might adjust their future practice of medicine. Student insights in
response to courses that presented equity content included considerations about specialty
choice, advocacy, and patient interaction. These reflections unfolded as early reflections
on the process of becoming a physician (Cruess et al., 2015); they were not separate from
it.

When viewed alongside earlier findings on integration, omission, and belonging,
these moments suggest that equity learning entered into how students were already
forming professional commitments. Equity was not experienced as an added topic. It
becomes part of how students imagine practicing medicine, even before their professional
identities feel settled.

5.2 Practical Implications for Curriculum, Instruction, and Institutional Practice

Before moving to practical implications, it is worth noting that the findings in this
study operate in relation to one another. The arc of the findings spans both curriculum
and instruction. In this chapter, the discussion distinguishes between curriculum (what
content is included in the program), instruction (how faculty frame and deliver that
content), and learning (how students interpret and internalize those experiences). Students
interpreted the integration of equity content with biomedical content as more meaningful
and professionally relevant. Students questioned Larner’s commitment to equity when
they noted omissions in curriculum and instruction, such as missing populations or
epidemiologic statistics presented without relevant context. These omissions also affected

how students experienced belonging within the classroom. Importantly, students also
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described early transformative moments when they anticipated incorporating equity
learning into their future practice of medicine.

Equity learning, emerging through both curriculum content and instructional
framing, influenced students’ sense of institutional coherence, classroom belonging, and
early professional identity formation. In this sense, equity learning acts as a lever that can
positively or negatively influence students’ experiences. As such, the findings point to the
importance of centering and monitoring equity learning as an institutional value, one that
affects not only student experience but potentially the experience of students’ future
patients.

Teherani and colleagues (2025) recently argued that equity should be centered in
medical education. One strategy is to incorporate equity into program evaluation and
continuous quality improvement processes. LCOM, like most medical schools, monitors
student sentiment in between accreditation visits through annual surveys. Additionally,
the Student Justice Coalition has begun mapping social medicine content to the WHO
definition of equity. That work illustrates one way LCOM can define and monitor what
equity looks like in practice. The findings of this study suggest that content mapping
alone is not enough. How race is framed in the LCOM pre-clinical curriculum, which
populations are missing, and whether social context is consistently integrated into
instruction and content also matter. Anti-Blackness can persist through routine curricular
practice if there is not a concerted effort to create a coherent equity-focused curriculum.
Since continuous quality improvement structures already exist, the question is whether

they are used to examine these patterns. Doing so would not require additional emotional
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labor from URiM students. It would require institutional leaders to read existing
evaluation data differently.
5.2.1. Aligning Curricular Materials with Structural Framing

This implication builds on the finding that students interpreted integration and
omission within curricular materials as signals of institutional commitment.

At LCOM, instructional designers are part of the pre-clinical curriculum team.
They have previously partnered with faculty to transition sessions to active learning
formats and to review materials for bias. This existing structure offers a practical avenue
for more systematic review of how race and social context are presented within curricular
materials.

Omission is often more difficult to identify than overt bias. Omissions such as
missing populations, absent historical context, or deficit racial statistics may not be
immediately apparent. The instructional designers currently use a checklist to scan
curricular materials for bias. Expanding this review to includes checks for contextual
framing of race in deficit statistics, missing populations, and representation across cases
is plausible. Additionally, expanding the current review does not require additional
disclosure or labor from URiM students. Rather, it asks those responsible for curricular
design to examine how materials function within the institutional context.

Treating these elements as part of routine curriculum review reframes equity from
a stand-alone initiative to a feature of educational quality. Curriculum becomes a place
where anti-Blackness can be interrupted through attention to representation, framing, and

coherence across courses.

120



5.2.2 Strengthening Faculty Instructional Framing and Consistency

LCOM relies on a distributed faculty model, with over 500 faculty participating in
the pre-clinical curriculum, including Doctoring in Vermont, a course in which students
shadow doctors in the community. Teaching occurs across sites and specialties, and
instructors may not be familiar with current scholarship on race and health. In this study,
students described variability in both the inclusion and framing of equity content.

One practical approach would be to develop concise guidance for faculty on
contextualizing racial health statistics, distinguishing social constructs from biological
pathology, and integrating structural drivers of health into case-based teaching. Given the
geographic distribution of faculty across Vermont, much of which is rural, a short white
paper and an online module eligible for continuing medical education credit could offer a
mechanism for communicating shared expectations. Developed in collaboration with pre-
clinical instructional designers, such a module could focus on strengthening clinical
reasoning and improving clarity in patient care discussions, rather than positioning the
work as an add-on initiative.

Framing this effort as part of educational quality and diagnostic accuracy may
support broader engagement. The goal would be consistency in how race and inequity are
addressed in instructional settings so that students encounter a coherent approach across
courses and sites.

5.2.3 Structuring Classroom Conditions for Belonging
Belonging in this study was described as shifting rather than fixed. Students

described building connection through shared interests, peer relationships, or activities
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outside the formal curriculum. At other times, such as in classroom discussions or
clinical encounters where questions of race or identity arose, belonging required greater
navigation. These moments informed how students understood their place within the
profession they were entering. Students described needing to be careful in how they
participated, sometimes bearing the burden of conversations around race or feeling
diminished when their identity affected how others responded to them in interactions with
patients or peers.

Several suggestions emerged from the URiIM interviews that point to ways
institutions can reduce the fluctuations in belonging that students described. These
include increasing representation among pre-clinical faculty, creating opportunities for
access to mentors with shared identities, diversifying identities in curricular materials,
clarifying participation norms in learning environments, and creating opportunities to
debrief after racialized encounters. These steps may improve how students experience
connection to the Larner community.

One area where Larner can act is in clarifying participation guidelines within
small-group learning in order for all voices to be heard, without racial hierarchy.
Providing written participation guidelines at the outset of courses may help establish
shared expectations for respectful engagement among all small group members. Much of
the pre-clinical curriculum relies on case-based or team-based learning formats in which
small groups work toward consensus and designate a spokesperson to report their

conclusions.
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Representation and mentorship also emerged as factors that shaped belonging for
students in this study. Students noted limited racial diversity among faculty influenced
their sense of belonging. While the formal assignment of mentors based on identity may
not be feasible, it may be possible to provide voluntary opportunities for mentorship and
networking that increase students’ exposure to diverse faculty and physicians. Continuing
to center URIM voices would reduce ambiguity about the levers for increasing belonging
and support fuller participation by minoritized students. These suggestions move
belonging from an individual responsibility to a condition supported by institutional
design. Larner can create learning environments in which connection and participation
are more stable across settings.

5.2.4 Reinforcing Equity in Early Professional Identity Formation

Students in this study described instances in which their assumptions about race,
inequity, and patient care were reconsidered. Interviews and course evaluation comments
revealed occasions when students began to rethink how social medicine contributes to
their responsibilities as future physicians. Student reflections from interviews and
evaluation responses suggest that some students were beginning to consider how equity
and social context could influence their future practice. These observations point to early
shifts in how students imagine their responsibilities as physicians.

A longitudinal approach that revisits structural drivers of health across multiple
courses may help students incorporate equity-related reasoning into their developing

clinical frameworks. Mapping where these concepts appear horizontally within the
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curriculum may also help ensure that they are revisited in a deliberate and coordinated
way rather than appearing as isolated moments of instruction.

Opportunities for structured reflection may help support the development of
professional identity by allowing students to pause and consider how structural factors
shape clinical reasoning and patient interaction.

Conversations with mentors may reinforce these learning moments.
Opportunities to discuss these moments with faculty mentors or trusted clinicians may
help students make sense of these experiences and connect them to expectations for
equitable patient care.

Finally, accountability structures such as those suggested by Teherani and
colleagues earlier in this section may help monitor how equity-related learning is
sustained across the curriculum. These processes could support greater consistency in
equity learning and reinforce opportunities for professional identity formation. Course
evaluation questions may also provide opportunities to identify where equity-related
learning appears consistently and where it is absent.

These approaches position equity as an element of clinical reasoning and
professional responsibility that develops alongside biomedical expertise. When equity-
related learning is revisited, reflected upon, and reinforced through mentorship, students
may be better prepared to carry these insights forward into clinical training and patient

carc.
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5.2.5 Integrating the Findings Across Institutional Practice

Student comments in this study pointed to several areas of intervention across the
pre-clinical curriculum that are nonetheless connected. Students noticed patterns across
courses, cases, and classroom discussions, and those patterns shaped how they interpreted
the institution’s commitment to equity.

Patterns of integrated equity content and omitted content also influenced how
students described their experiences of belonging and how they began to think about their
future roles as physicians.

For this reason, the implications of this study extend across multiple areas of
institutional practice. Curriculum review can help identify where equity learning could be
improved. Faculty development efforts may support clearer framing of race and structural
drivers of health during clinical teaching. Learning environments can also be designed to
support respectful participation so that everyone has an opportunity to contribute, and
conversations about race do not fall disproportionately on Black students. Conversations
with faculty mentors and opportunities for reflection within courses may help students
work through situations that challenge earlier assumptions.

Students also described paying close attention to how equity appeared in the
curriculum, in classroom discussions, and in clinical examples. When similar framing
appeared across these settings, students were more likely to treat equity as part of
everyday clinical reasoning rather than as a separate topic within the curriculum. By

consistently paying attention to how race and inequity are discussed across courses and
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sessions, the college may be able to address forms of anti-Blackness that persist in the
curriculum and learning environment.
5.3 Conclusion

This qualitative case study examined how students experienced and interpreted
equity-oriented curricular efforts in the pre-clinical curriculum at the Larner College of
Medicine. The study drew on required course evaluation responses to one question,
institutional documents, and seven interviews with students underrepresented in
medicine. The analysis and research design was guided by CRT and TLT.

Students described equity-oriented instruction as more meaningful when it was
connected to biomedical teaching and case-based learning. They identified several
equity-aligned features of the curriculum, including student-driven content, ethics
lectures, and longitudinal course materials. Students also paid close attention to how
consistently equity-related content was framed in daily sessions in courses. When faculty
extended equity-related discussions or provided context for disparities in their sessions,
students described greater coherence. When these connections were absent, students
interpreted this as uneven follow-through by the college.

In this study, URIM students described learning environments as conditionally
supportive. Even as the LCOM actively addresses equity in learning environments,
URIiM students described carrying additional emotional labor as they navigated
classroom and clinical spaces. Accounts from URiIM students demonstrate how LCOM's
intent to improve equity learning can coexist with learning environments that remain

uneven in the support they provide to marginalized learners. Reflecting the study’s focus
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on equity-related content and students who exist at margins of the medical school
curriculum, Research Question 2 centers URiM student perspectives to provide a lived
account of how curricular content, belonging, and support are experienced in practice.

The findings suggest that equity-focused instruction can influence how students
begin to think about patient care in their future roles as physicians. There was no
evidence of full transformative learning; rather, students described early moments of
questioning clinical norms and reflecting on how equity-related ideas might carry
forward into practice. These early shifts are tentative changes that occur within the
structural bounds of institutional and clinical settings.

This study’s contribution lies in its student-centered, triangulated approach. By
coding and analyzing student perspectives, particularly those of URiM students, the
analysis made patterns of deficit framing, racial silence, and uneven uptake apparent that
may not have been the case through curricular review alone. This approach may offer a
way for medical schools to better understand how equity commitments are reflected in
daily sessions, including how early moments of reflection relate to developing
professional identity. Attention to these patterns may also help institutions recognize how
routine curricular practices can reproduce forms of anti-Blackness through omission,
inconsistent framing, or racial silence. Continued attention to how students interpret
equity-related learning may help medical schools better understand how institutional
commitments to equity are experienced in everyday teaching, learning environments, and

clinical preparation.
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5.4 Limitations and Future Directions

This study has several limitations that should be considered when interpreting the
findings. To begin with, the analysis drew on two primary data sources: four years of
narrative course evaluation responses and interviews with a small group of URIM
medical students. While the evaluation data spanned multiple academic years, they were
not analyzed as a panel dataset following the same individuals over time.

Next, the interview data provided rich, in-depth insight into student experience
but represent only those students who chose to participate. As is common in qualitative
research, these accounts do not aim to be statistically representative. Rather, they
illuminate how URiM students made meaning of equity-related learning and institutional
culture within this institutional context. The findings are therefore most appropriately
understood as transferable to similar settings rather than broadly generalizable across
medical education.

The study’s focus on a single institution also informs the scope of the findings.
LCOM has pursued several visible equity-related initiatives over the period examined,
and student interpretations of these efforts were informed by that institutional context.

Several directions for future inquiry are possible as a result of this work. One
natural path of inquiry would be to examine how equity-related learning unfolds across
both pre-clinical and clinical phases of training. Students who were interviewed while
already in the clinical environment alluded to the hidden curriculum and clinical
hierarchies. Another possible study could focus on how faculty understand and enact

equity-related instruction, which would provide a complementary perspective to the
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student experience. Future studies could also investigate how changes to evaluation
instruments influence the kinds of feedback students provide about equity, inclusion, and
learning climate.

Finally, the present study suggests that sustained attention to the experiences of
URIiM students would further improve the college's understanding of learning
environment. Approaches such as homogeneous focus groups may offer additional
insight into how students experience belonging, support, and professional identity
formation over time. Together, these directions build on the present study by extending
its focus on student voice, institutional practice, and the ongoing work of advancing

equity in medical education.
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APPENDIX A
INTERVIEW PROTOCOL
Introduction

Thank you for taking the time to meet with me today. This interview is part of a
study exploring how students experience the curriculum and the institution’s efforts
around identity, inclusion, and structural equity during the pre-clinical years at LCOM.

Before we begin, I want to confirm that you’ve reviewed the information sheet.
With your permission, I’ll record the conversation for transcription. Your name will not
be used in any reporting, and your responses will remain confidential.

There are no right or wrong answers. I'm interested in hearing your honest
reflections—whatever they may be—and you are welcome to skip any question or take a
break at any point.

Section 1: Background and Entry into the Curriculum

1. Could you start by telling me a little about yourself and your path to medical school?
(Probe: Were there experiences or values that d how you approached your education?)

2. How has your experience navigating the pre-clinical curriculum at LCOM aligned—
or not aligned—with your expectations?

Section 2: Curriculum, Identity, and Institutional Experience (CRT-Aligned:
counterstorytelling, intersectionality, interest convergence)

3. Can you recall a time when race, identity, or equity came up in a classroom setting?
What stood out to you about that moment?
(Probe: How did that moment feel to you? Did it resonate, challenge, or surprise
you?)

4. Were there any classroom moments or content that felt particularly inclusive or
exclusive to you?
(Probe: What was said or done—and how did others respond, if at all?)
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10.

11.

12.

13.

14.

15.

(Optional probe: Did you feel that was about the content, the way it was taught, or
both?)

How would you describe the learning environment in terms of feeling safe, seen, or
supported?
(Probe: Were there any classroom moments or content that felt especially inclusive or
exclusive to you—either personally or in terms of what you observed?
Are there times when you felt like institutional messaging and classroom experiences
didn’t match?
(Probe: Did it feel performative, authentic, or something in between?)

Section 3: Reflection and Transformation (TLT-aligned)
Have you had any experiences that shifted how you think about health equity or your
role as a physician?
(Probe: Was there a disorienting moment, or something that sparked critical
reflection?)
Can you think of a moment when you felt conflicted, challenged, or empowered in
response to how identity or equity was discussed—or avoided—in class?
(Probe: What emotions or reflections did that bring up for you?)
How, if at all, has your thinking about patient identity, systemic inequity, or bias
changed since you started medical school?
(Probe: What influenced that shift?)

Section 4: Looking Forward
If you could suggest a change to the curriculum or learning environment to better
support equity or inclusion, what would it be and why?
Who do you think benefits the most from the way equity-related topics are currently
addressed in the curriculum?
(Optional probe: Do you see interest convergence playing out in any way?)
Conclusion and Debriefing
Is there anything else you’d like to share—about your experiences, identity, or how
you make sense of your education?
Do you have any questions about the study, your role, or how your insights will be
used?
*What is Larner getting right? (added after first interview)
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APPENDIX B

ALIGNMENT OF INTERVIEW QUESTIONS WITH CRT AND TLT

Question . . TLT Concepts
uestion Topic CRT Tenets Addressed
# Q P Addressed
Back th t . Li i
Q1 ac 'ground and path to Counterstorytelling 1yed experience as
medical school prior frame
Q2 Navigation of pre-clinical Structural inequity, Expectations vs.
curriculum systemic context reality
Moment when race, . Disorienting
: . . Counterstorytelling, . .
Q3 identity, or equity came . i 3 dilemmas, emotional
up intersectionality engagement
Inclusive or exclusive Power. racialization
Q4 content/classroom . ’ ’ Critical reflection
Interest convergence
moments
Qs Learning environment Positionality, Affective dimensions
and support pervasiveness of racism  of learning
o . Int t .. .
Institutional messaging NLerest convergenee, Cognitive dissonance,
Q6 5 authenticity vs. .
vs. classroom practice 7 reflection
performativity
) o Disorienti
Shifted thinking on health . . 1sorienting
. Structural critique, racial ~ experience,
Q7 equity or role as . . .
gy equity as action perspective
physician .
transformation
Challenging or . . .
. Counterstorytelling, Emotions, reflection,
Q8 empowering classroom . . . . i s
intersectionality identity tension
moment
EVOlYmg Views on bias, Social construction of race, Perspective shift,
Q9 identity, systemic . " )
. . structural racism critical consciousness
mequity
Q10 Suggested changes to Voice of marginalized Future orientation,
curriculum students empowerment
Qll Who benefits from Interest convergence, Critical examination of
current curriculum systemic critique power
flecti . : )
Q12 Open fetiection on Counterstorytelling Identity exploration
experience
Transparency,
QI3 Study process questions N/A researcher
positionality
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APPENDIX C

RESEARCH INFORMATION SHEET
Title of Study: “Margins of the Medical School Curriculum: Centering Student
Experience in the Pursuit of Health Equity ”
Principal Investigator (PI): Cara M. Simone
Faculty Sponsor: Dr. Bernice Garnett
Funder: None/college
Introduction:

You are invited to take part in this research study because you are a second, third-, or
fourth-year medical student who has experienced the pre-clinical medical student
curriculum at the Larner College of Medicine (LCOM), and your perceptions about how
the curriculum promotes equity and inclusion are of interest. This qualitative study is
being conducted by Cara M. Simone of the University of Vermont, a PhD candidate.

Purpose:

This study explores how students experience equity-related efforts in the pre-clinical
curriculum at the LCOM. In recent years, LCOM has made changes aimed at improving
representation, reducing bias, and highlighting the social determinants of health. This
study focuses on how students perceive and reflect on these efforts—particularly those
who identify as underrepresented in medicine (URiM). Student perspectives will be
gathered through a one-time interview and will contribute to a larger analysis of how
curricular reforms are experienced within the medical school environment.

Study Procedures

If you take part in the study, you will be asked to answer questions regarding your
experience and perceptions regarding equity and inclusion in the pre-clinical curriculum
during a single interview. The interview will take between 30 and 60 minutes. I may

follow up with participants to ask whether my interpretations align with their intentions.
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This optional step is sometimes used in qualitative research to ensure that participants’
voices are represented accurately.
Students may opt to not answer some of the questions and remain in the study.

Benefits

As a participant in this research study, there may not be a direct benefit for you; however,
information from this study may benefit other students in the future.

Risks

I will do my best to protect the information I collect from you to avoid any potential risk
for an accidental breach of confidentiality. You will be assigned a pseudonym, which
you may choose, to protect your identity. Your academic standing will not be affected by
your decision to participate or not.

Costs

There will be no costs to you for participation in this research study.

Compensation

You will not be paid for taking part in this study.
Confidentiality

All information collected about you during this study will be stored with a code name or
number so that I am able to match you to your answers. Interviews will be recorded on
Zoom. The video and audio recordings will be deleted, and the transcripts will be saved
to an individual One Drive folder that is not shared. The final write-up will include code
names, including code names for anyone mentioned in the interview. You are welcome to
choose your own pseudonym, to protect your identity.

No one but the P.I. will have access to participants’ information. As mentioned before,
the data identifiers will be given pseudonyms. Interview transcripts and any member
checking follow up will be collected/downloaded and retained in a personal One Drive
folder that is not shared, as part of the research process.

Please note that email communication is neither private nor secure. Though I will be
taking precautions to protect your privacy, you should be aware that information sent
through e-mail could be read by a third party.
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Voluntary Participation/Withdrawal

Taking part in this study is voluntary. You are free to not answer any questions or
withdraw at any time. You may choose not to take part in this study, or if you decide to
take part, you can change your mind later and withdraw from the study. If you withdraw
from the study, your interview and any related data will be deleted from the research
record.

Questions

If you have any questions about this study now or in the future, you may contact me Cara
Simone at the following phone number 802-656-2153 or at cara.simone@med.uvm.edu.
If you have questions or concerns about your rights as a research participant, then you
may contact the Director of the Research Protections Office at (802) 656-5040.

1t is recommended you print this information sheet for your records before continuing.
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APPENDIX D

EMAIL SOLICITATION

Subject: Seeking Student Participants: Study on Inclusive Excellence in Pre-Clinical
Education

Dear [Student],

My name is Cara Simone, and I am a PhD candidate at the University of Vermont
conducting a dissertation study titled Margins of the Medical School Curriculum:
Centering Student Experience in the Pursuit of Health Equity. The purpose of this study
is to better understand how students from backgrounds underrepresented in medicine
(URiM) experience equity-related content in the pre-clinical curriculum.

I am currently inviting eligible UVM Larner College of Medicine students to participate
in a one-time, 45—60-minute interview, conducted either via Zoom or in person based on
your preference. Your insights may help inform future improvements to medical
education and equity initiatives.

Participation is voluntary, and all responses will be kept confidential.

If you are interested in learning more or determining your eligibility, please complete this
brief screening form.

If eligible, I will follow up via email to schedule your interview at a time convenient to
you.

Important Note on Privacy:

Please note that email, social media, and text communication is neither private nor
secure. Though we are taking precautions to protect your privacy, you should be aware
that information sent through these methods could be read by a third party

Thank you for considering this opportunity.

If you have any questions, feel free to contact me at cara.simone@med.uvm.edu
Warm regards,

Cara Simone

PhD Candidate

College of Education and Social Services
University of Vermont
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APPENDIX E
SCREENING FORM FOR STUDY PARTICIPATING
Thank you for your interest in this study. Please answer the following questions to
determine eligibility:
Are you currently enrolled as a 2nd, 3rd, or 4th year medical student at the University of

Vermont Larner College of Medicine?

O Yes
O No

Do you identify as part of a group that is underrepresented in medicine (URiM)?

(This includes, but is not limited to, students who identify as Black or African American,
Hispanic or Latino/a/x, American Indian or Alaska Native, and Native Hawaiian or Pacif-
ic Islander.)

I Yes
O No

[ Prefer not to answer

Are you willing to participate in a 45-60 minute research interview, conducted via
Zoom or in person?

O Yes

O No

146



If you answered “Yes” to Questions 1, 2, and 3, you may be eligible to participate in this
study. Please enter your name and email address so the researcher may contact you to
schedule an interview:

Name:

Email:

Your responses will be kept confidential and will not be shared beyond the research

team.
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APPENDIX F
EVALUATION OF THE CURRICULUM POLICY 550.00

Evaluation of the Curriculum
Policy 550.00
Policy Statement

It is the professional responsibility of the student to participate in the ongoing
improvement of the Larner College of Medicine (LCOM), its curriculum, and its learning
environment. As such, all students are required to participate in the evaluation of courses,
faculty, peers, and the learning environment. Students must complete a confidential
evaluation at the end of a required course. All evaluations are aggregated and provided to
the course director, the Student Education Committee (SEC), and faculty after student
grades are released. De-identified evaluation data are analyzed and shared for curriculum
quality improvement purposes and may be used for medical education research to
improve curriculum and its delivery.
Policy Elaboration/Procedures

All evaluations are confidential and are expected to be respectful, professional,
and constructive. Student evaluations are protected so that student identity cannot be
determined by faculty or administration from within the evaluation system. However,
there are two circumstances in which the identity of the student completing the evaluation
may be determined:

If an evaluation of a course, faculty member, or peer contains language that

implies a threat to the safety of the student or other member of the community, the
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Associate Dean for Students will be notified to request the identity of the student author
be revealed to address a potential threat to safety.

If the Learning Environment and Professionalism (LEAP) Committee receives a

report from any source that an evaluation contains language that may be in violation of

the LCOM Professionalism Statement (e.g., disrespectful, defamatory, or discriminatory),

after review, the Director of the Learning Environment may be notified to request the
identity of the student author to learn more and to provide professionalism training,
guidance, and support that is non-punitive and aims to bolster the efficacy of the student
feedback. The Director of the Learning Environment and the LEAP committee (if
involved) will not reveal the student’s identity to the reporting faculty member, the
course director, or the course staff.

Student completion and submission of end-of-course evaluations is mandatory in
required courses. Completion of evaluations will be monitored by the Office of Medical
Education and are considered a professional responsibility of medical students. Repeated
failure to complete required evaluations, or repeated violations of the LCOM
Professionalism Statement related to evaluations, will result in professionalism concerns
that may lead to sanctions, up to and including academic advancement, scholarship, and
leadership opportunities, and/or referral to the Fitness Committee.

Applicability of the Policy

All Medical Students

Related Larner College of Medicine Policies
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http://www.med.uvm.edu/mededucation/learningenvironment/leap
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Not Applicable

Related University of Vermont Policies
Not Applicable

Related Liaison Committee on Medical Education (LCME) Standard(s)
8.3 Curricular Design, Review, Revision/Content Monitoring

8.7 Comparability of Education/Assessment History

4/15/2014 Policy Adopted/Affirmed [Medical Curriculum Committee]
8/18/2015 Policy Revised [Medical Curriculum Committee]
5/24/2016 Policy Revised [Medical Curriculum Committee]
8/10/2017 Policy Revised [Medical Curriculum Committee]
12/20/2017 Policy Revised [Medical Curriculum Committee]
7/9/2018 Policy Revised [Medical Curriculum Committee]
3/17/2020 Reformatted [Medical Curriculum Committee]
7/19/2022 Policy Revised [Medical Curriculum Committee]
9/18/2023 Policy Revised [Medical Curriculum Committee]
8/20/2024 Policy Revised [Medical Curriculum Committee]
Policy Oversight

Assistant Dean for Medical Education (Director of Curriculum Evaluation and

Assessment)
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APPENDIX G

MARGINS CODE BOOK

Research Question Parent Code Child Code Code Origin
RQ1. Themes from Course Omission of | Course did not address Inductive
Evaluations & Equity Content DEI topics

Documents

RQ1. Themes from Course Omission of | Vague or Does Not Inductive
Evaluations & Equity Content Address Equity Content

Documents

RQ1. Themes from Course Omission of | Perceived Irrelevance or | Inductive
Evaluations & Equity Content Resistance to Equity

Documents Content

RQ1. Themes from Course Omission of | Racial Silence within Inductive
Evaluations & Equity Content Claimed Inclusivity

Documents

RQ1. Themes from Course Omission of | Missing populations Inductive
Evaluations & Equity Content

Documents

RQI. Themes from Bias in Curricular Deficit framing / statistics | Deductive
Evaluations & Content without context

Documents

RQ1. Themes from Bias in Curricular Misuse of identity in Deductive
Evaluations & Content vignettes or examples

Documents

RQ1. Themes from Bias in Curricular Stigmatizing or outdated | Deductive
Evaluations & Content language

Documents

RQ1. Themes from Bias in Curricular Superficial or Incomplete | Inductive
Evaluations & Content Treatment of Equity

Documents

RQ1. Themes from Curricular Spaces for Equity Inductive
Evaluations & Integration of Equity | Dialogue (e.g., PCR,

Documents Panels)

RQ1. Themes from Curricular Integration of social Deductive
Evaluations & Integration of Equity | determinants / structural

Documents drivers

RQ1. Themes from Curricular Representation in Deductive
Evaluations & Integration of Equity | materials

Documents

RQ1. Themes from Curricular Gender representation in | Inductive

Evaluations &
Documents

Integration of Equity

visuals
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RQ1. Themes from Curricular Exposure to Diverse Inductive
Evaluations & Integration of Equity | Patients or Clinical
Documents Contexts
RQ1. Themes from Curricular Student Driven Equity Inductive
Evaluations & Integration of Equity | Content (SMTW, Student
Documents initiatives)
RQ1. Themes from Curricular Instructor engagement Inductive
Evaluations & Integration of Equity | with equity-related
Documents content
RQ1. Themes from Curricular Representation in Deductive
Evaluations & Integration of Equity | dermatology images
Documents
RQ1. Themes from Curricular Addressing Racialized Deductive
Evaluations & Integration of Equity | Medicine and Social
Documents Determinants
RQ1. Themes from Curricular Ethics Thread Integration | Deductive
Evaluations & Integration of Equity
Documents
RQ1. Themes from Curricular Inclusive practices in Inductive
Evaluations & Integration of Equity | curriculum
Documents
RQ1. Themes from Institutional Performative or Inductive
Evaluations & Messaging & superficial equity efforts
Documents Responsiveness
RQ1. Themes from Institutional Positive perceptions of Inductive
Evaluations & Messaging & institutional intent
Documents Responsiveness
RQ1. Themes from Institutional Visible responsiveness Inductive
Evaluations & Messaging & (photos, curriculum
Documents Responsiveness changes)
RQ1. Themes from Institutional Institutional Deductive
Evaluations & Messaging & accountability for equity
Documents Responsiveness
RQ2. Student Perceptions of Sanitized or superficial Inductive
Experiences in Interviews | Equity Content coverage
RQ2. Student Perceptions of Tokenized historical Inductive
Experiences in Interviews | Equity Content references
RQ2. Student Perceptions of Perceived Opportunity Inductive
Experiences in Interviews | Equity Content Cost (Equity vs.

Licensing Prep)
RQ2. Student Perceptions of Required vs. optional Inductive
Experiences in Interviews | Equity Content equity-realted content
RQ2. Student Experiences of Moments of exclusion or | Inductive

Experiences in Interviews

Inclusion/Exclusion

omission
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RQ2. Student Learning Microaggressions and Inductive
Experiences in Interviews | Environment and peer dynamics
Belonging
RQ2. Student Learning Conditional belonging Deductive
Experiences in Interviews | Environment and
Belonging
RQ2. Student Learning Disability Inductive
Experiences in Interviews | Environment and Accommodations as
Belonging Administrative Barrier
RQ2. Student Learning Experiences of Deductive
Experiences in Interviews | Environment and Affirmation and
Belonging Community
RQ2. Student Learning Emotional Labor in Inductive
Experiences in Interviews | Environment and Equity Spaces
Belonging
RQ2. Student Learning Expectation Experience Deductive
Experiences in Interviews | Environment and Gap
Belonging
RQ2. Student Learning Faculty Representation Deductive
Experiences in Interviews | Environment and and Mentorship
Belonging
RQ2. Student Learning Receptivity to Student Indductive
Experiences in Interviews | Environment and Feedback
Belonging
RQ2. Student Learning Silence or Caution in Inductive
Experiences in Interviews | Environment and Naming Bias
Belonging
RQ2. Student Transformation and | Shifts in career vision or | Inductive
Experiences in Interviews | Reflection perspective
RQ2. Student Transformation and | Personal/family Inductive
Experiences in Interviews | Reflection disorienting experiences
RQ3 — Triangulation Convergences with | Concerns about Deductive
Evaluation Data optionality
RQ3 — Triangulation Convergences with | Critiques of deficit Deductive
Evaluation Data statistics
RQ3 — Triangulation Divergences / Peer culture as barrier Inductive
Unique Student
Insights
RQ3 — Triangulation Divergences / Personal/family Inductive
Unique Student disorienting experiences
Insights
RQ3 — Triangulation Transformative Disorienting experiences | Deductive
Learning

Trajectories (TLT)
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RQ3 — Triangulation Transformative Critical reflection Deductive
Learning
Trajectories (TLT)

RQ3 — Triangulation Transformative Perspective Deductive
Learning transformation
Trajectories (TLT)

RQ3 — Triangulation Transformative Commitment to action Deductive
Learning

Trajectories (TLT)
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APPENDIX H

RQ1 CODES AND REPRESENTATIVE QUOTES

Research Parent Code

Question
RQ1

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

Course
Omission of
Equity Content

Bias in
Curricular
Content

Child Code

Course did not
address DEI topics

Vague or Does
Not Address
Equity Content

Perceived
Irrelevance or
Resistance to
Equity Content

Racial Silence
within Claimed
Inclusivity

Missing
Populations

Deficit framing /
statistics without
context

Misuse of identity
in vignettes or
examples
Stigmatizing or
outdated language

Superficial or
Incomplete
Treatment of
Equity

Representative Quote

“I feel like we did not
discuss DEI at all in this
course.”

“A lot of the readings and
sessions seemed slanted
toward one side of an
issue.”

“Our courses never address
DEI issues. The only time
DEI is addressed is when
students perform unpaid
labor and fight to include
these subjects.”

“It’s difficult to address
these issues when the
population we’re working
with isn’t diverse.”

“I do not remember
touching upon topics such
as political affiliation,
veteran status, religion, and
only briefly upon sexual
orientation.”

“We should ask if disease
disparities are due to race
or racism.”

“I appreciated exam
questions that weren’t
always heteronormative.”
“The language around
substance use should be
adjusted (currently
displayed as substance
abuse).”

“We touched on these ideas
briefly but didn’t dive in.”
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Origin

Inductive

Inductive

Inductive

Inductive

Inductive

Deductive

Deductive

Deductive

Inductive



RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

RQI

Curricular
Integration of

Equity

Institutional
Messaging &
Responsiveness

Spaces for Equity
Dialogue (e.g.,
PCR, Panels)
Integration of
social
determinants /
structural drivers
Representation in
materials

Gender
representation in
visuals

Exposure to
Diverse Patients or
Clinical Contexts

Student Driven
Equity Content
(SMTW, Student
initiatives)

Instructor
engagement with
equity-related
content
Representation in
dermatology
images
Addressing
Racialized
Medicine and
Social
Determinants
Ethics Thread
Integration

Inclusive practices
in curriculum

Performative or
superficial equity
efforts

Positive
perceptions of
institutional intent

“Panels on disability and
transgender medicine were
helpful.”

“We discussed how rural
poverty impacts access to
care.”

“Images in this class
reflected multiple skin
tones.”

“Inclusive reproductive
language helped me think
differently about patient
care.”

“Working with patients
from different
socioeconomic
backgrounds deepened my
understanding.”

“The Social Medicine
Theme of the Week was
essential for connecting
course content to real
issues.”

“One instructor
intentionally included
diverse examples in
lectures.”

“Dermatology included a
range of skin tones for the
first time.”

“We discussed how the
GFR equation used race as
a variable and why that’s
changing.”

“Ethics sessions were
where most equity
discussions occurred.”

“I think this course did a
great job using less
gendered language.”
“Sometimes DEI felt like a
checkbox rather than a core
goal.”

“I believe the course did a
great job introducing DEI
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Inductive

Deductive

Mixed

Inductive

Inductive

Inductive

Inductive

Deductive

Deductive

Deductive

Inductive

Inductive

Inductive



RQI

RQI

Visible
responsiveness
(photos,
curriculum
changes)
Institutional
accountability for
equity

topics—LCOM is striving
for inclusivity.”

“Faculty followed through
on feedback about skin-
tone diversity in images.”

“Curricular review should
include identifying biased
content.”

Inductive

Deductive
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APPENDIX I

JOINT DISPLAY
TLT Stage CRT Concepts Evaluation Data Institutional Interviews
Engaged (2020-2024) Documents (2025)
(2022-24)
Disorienting Racism Recognition that race- Institutional Encounters
Experiences embedded in based algorithms commitments to with biased
clinical tools; (eGFR, lung function equity contrast  behavior by
structural norms) stem from racist ~ with limited faculty;
exclusion; origins (P202; P780). operational cross-cultural
visibility/invisibil Students notice biased detail in some immersion
ity of survey design and documents. res
marginalized whose voices are assumptions
groups omitted (P595; P625). (IP6; IP1).
Critical Interest Reflection on language =~ Documents Reflection on
Reflection convergence; used in lectures, emphasize belonging,
racial battle misrepresentation of equity goals but navigating
fatigue; hidden skin tone, weight inconsistently identity, peer
curriculum stigma, and missed address dynamics,
opportunities for deeper mechanisms for and trust in
dialogue (multiple student clinical
evals). experience or settings (IP5;
identity-based  IP3; IP4).
burden.
Perspective  Counter- Students describe Policies frame  Students
Shift storytelling; revised understanding ~ DEI as reconsider
structural critique of advocacy, structural  institutional specialty,
determinants, and bias  priority, future roles,
as systemic (P903; reinforcing and how
P1520; P3406). shifts in how identity
students influences
interpret patient care
inequity as (IP2; 1P3).
structural rather
than
interpersonal.
Commitmen Resistance; Students Documents Students
t to Action community recommend outline describe
cultural wealth; curriculum change, opportunities patient
agency within intervene in biased for student advocacy,
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APPENDIX J
COMPRESSED MEMOS ORGANIZED BY ANALYTIC DECISIONS
Purpose of Appendix J:

This appendix contains compressed analytic memos developed to document key analytic
decisions, cross—data source comparisons, and theoretical interpretations that support the
findings and implications presented in Chapters 4 and 5. These memos synthesize and
condense a larger body of analytic documentation maintained during the study, including
memos created within Dedoose and supplemental analytic and audit memos developed in
Word. Together, they provide an audit-style record of interpretive reasoning without
reproducing the full analytic archive.

APPENDIX J.1 CROSS-SOURCE ANALYTIC MEMOS
J.1.1 Localized vs. Integrated Inclusion Across Courses

Across course evaluations and interviews, students distinguished between equity-related
content that appeared in isolated moments and content that was meaningfully integrated
throughout a course. Localized inclusion typically took the form of a single lecture,
image set, patient panel, or discussion that addressed diversity or representation. Students
often described these moments positively but framed them as discrete rather than
structural. In contrast, integrated inclusion was described as equity considerations woven
consistently into lectures, cases, assignments, or projects, shaping how students
understood patient care across contexts.

This distinction emerged inductively across multiple data sources. In evaluations,
localized inclusion was often referenced through examples such as dermatology images
or a single ethics session, whereas integrated inclusion was associated with sustained
attention to social determinants, structural drivers, or instructional framing. Interview
participants reinforced this pattern, frequently noting appreciation for localized efforts
while critiquing their insufficiency when not reinforced elsewhere in the curriculum.

Analytically, this memo supports treating integration as a qualitative distinction rather
than a binary presence or absence of equity-related content. It informed the interpretation
of Theme 1 (Curricular Integration of Equity Content) and Theme 2 (Course Omission of
Equity Content) in Chapter 4, allowing omission to be understood as partial or symbolic
rather than absolute. This distinction also informed Chapter 5 implications regarding the
conditions under which equity-related content is perceived as authentic rather than
performative.
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J.1.2 Ethics as a Primary but Siloed Equity Site

Across evaluation data and interviews, students consistently identified ethics-related
sessions as the primary location where diversity, equity, and inclusion were explicitly
addressed. Ethics courses and threads were frequently described as providing space for
reflection, dialogue, and discussion of justice-oriented topics. However, students often
framed ethics as standing apart from biomedical instruction rather than integrated within
1t.

This pattern appeared across cohorts and was reinforced through co-coding decisions
linking Ethics Thread Integration with Course Omission of Equity Content and
Superficial or Incomplete Treatment of Equity. When students described equity as
occurring “mostly in ethics,” this framing implicitly highlighted its absence elsewhere.
Interview participants echoed this concern, noting that ethics discussions fostered
awareness but were rarely connected to assessment, clinical reasoning, or applied skill-
building.

This memo informed the analytic decision to treat ethics as both a site of meaningful
engagement and evidence of curricular compartmentalization. Rather than coding ethics-
based equity-related content as fully integrated by default, valence weighting was used to
differentiate between perceived depth and perceived isolation. This distinction supports
Chapter 4 findings related to siloed equity instruction and Chapter 5 recommendations
emphasizing the need to connect ethical reflection to clinical and curricular practice.

J.1.3 Deficit Framing and Statistics Without Context Across Data Sources

Students across evaluations and interviews described discomfort with the presentation of
racialized or group-based health statistics without accompanying structural explanation.
These excerpts often involved references to higher disease prevalence among Black or
marginalized populations presented as factual information without discussion of
historical, social, or policy drivers. Several URIM interview participants described these
moments as isolating or burdensome, particularly in small-group settings where they felt
implicitly positioned as representatives.

This pattern was analytically significant because it appeared consistently across data
sources and course contexts. Evaluation excerpts highlighted instructional framing
concerns, while interviews provided insight into the affective and identity-related
consequences of such framing. Coding decisions distinguished between deficit framing
reproduced in instruction and student critiques that explicitly named structural inequity,
with the latter coded separately to preserve analytic clarity.

From a cross-source perspective, this memo supported interpreting deficit framing as a
structural instructional pattern rather than an issue of individual sensitivity. It directly
informed Theme 3 (Bias in Curricular Content) in Chapter 4 and contributed to Chapter
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5 implications regarding faculty framing, curricular context, and the importance of
situating disparities within structural explanations.

J.1.4 PCR as a Consistent but Uneven Equity Space

Professionalism, Communication, and Reflection (PCR) emerged across evaluations and
interviews as one of the few curricular spaces consistently associated with equity-related
dialogue. Students described PCR as a setting where social determinants of health, bias,
professional identity, and justice could be openly discussed. Across cohorts, PCR was
frequently named as foundational to equity learning in the pre-clinical curriculum.

At the same time, students noted significant variation in how PCR sessions were
facilitated. The quality and depth of discussion were described as highly dependent on
individual facilitators, with some groups experiencing rich dialogue and others
encountering avoidance or surface-level engagement. Several students also expressed a
desire for more applied or action-oriented learning within PCR rather than discussion
alone.

This memo supported interpreting PCR as both a strength and a limitation within the
curriculum. Analytically, PCR functioned as evidence that students value structured
spaces for equity dialogue, while also highlighting the risks of concentrating such
dialogue in a single course. This interpretation informed cross-coding patterns linking
instructor engagement, spaces for equity dialogue, and transformative learning
trajectories, and it influenced Chapter 5 recommendations related to faculty preparation
and curricular distribution of equity work.

APPENDIX J.2 CRT-FOCUSED ANALYTIC MEMOS
J.2.1 Omission as Color-Blindness Rather Than Absence

Across course evaluations and interviews, students frequently described courses as
“inclusive” or “respectful” while simultaneously noting the absence of explicit
engagement with race or racism. Rather than treating these excerpts as simple omission,
they were interpreted as evidence of color-blind framing. Students often referenced
gender, professionalism, or general diversity while leaving racial inequity unnamed, even
in contexts where race was analytically relevant.

From a Critical Race Theory (CRT) perspective, these patterns reflect how institutional
norms can sustain racial silence while appearing inclusive. Coding decisions therefore
distinguished between total absence of equity-related content and symbolic inclusion that
avoids naming race. This distinction allowed omission to be understood as a structural
pattern rather than a failure of individual awareness. Analytically, this memo informed
the interpretation of Course Omission of Equity Content as a graduated phenomenon,
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ranging from silence to partial inclusion that nonetheless leaves racialized structures
unexamined.

J.2.2 Misuse of Identity in Biomedical Examples and Vignettes

Students identified multiple instances in which identity categories were used imprecisely
or reductively in teaching materials, including references to “high-risk ethnic groups” or
examples that implicitly linked race, gender, or sexuality to disease without contextual
explanation. These excerpts were coded under Misuse of Identity in Vignettes or
Examples to capture essentializing logic rather than isolated misstatements.

CRT guided the interpretation of these moments as manifestations of dominant
biomedical ideology, where race and other identities are treated as biological variables
rather than social constructs influenced by power and history. The analytic decision to
broaden this code beyond race alone reflected recognition that essentialism operates
across multiple identity domains, while still preserving the structural critique central to
CRT. This memo supported Chapter 4 findings related to bias in curricular content and
clarified how identity misuse differs analytically from deficit framing or omission.

J.2.3 Racial Silence in Discourses of Stigma and Compassion

A recurring analytic challenge involved excerpts focused on stigma, empathy, or
compassionate care for patients with mental illness, substance use disorder, or poverty,
without explicit reference to race or racism. Rather than treating these excerpts as neutral
or fully equity-oriented, coding rules were developed to capture both positive curricular
integration and racial silence when structural inequities were left unnamed.

CRT informed the decision to interpret silence as analytically meaningful rather than
incidental. When compassion-focused language obscured racialized patterns of harm or
inequity, Racial Silence was applied as a secondary code to preserve structural
interpretation. This approach allowed the analysis to recognize genuine pedagogical
strengths while still documenting how color-blind compassion can limit engagement with
systemic racism. This memo helped maintain analytic balance and prevented over-
crediting equity integration where racialized structures remained unaddressed.

J.2.4 Institutional Accountability Versus Institutional Voice

Institutional documents and student reflections differed markedly in tone and function,
requiring careful analytic separation. Formal reports and policy documents were coded as
Institutional Accountability for Equity to reflect planning, oversight, and structural intent,
while student perceptions of responsiveness or trust were coded separately. Positive
institutional language was not treated as evidence of student experience.
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CRT informed this boundary by emphasizing the distinction between institutional voice
and lived experience. Treating institutional documents as perception data risked
conflating intent with impact. Analytically, this separation allowed triangulation between
institutional commitments and student interpretations without assuming alignment. This
memo supported methodological decisions to avoid over-ascribing meaning to
institutional narratives and reinforced the study’s focus on student experience as a site of
counter-storytelling.

J.2.5 Conditional Belonging and Racialized Emotional Labor

Interview participants frequently described belonging as contingent rather than absolute,
impacted by race, representation, peer dynamics, and institutional context. Rather than
creating a separate “positive belonging” code, Conditional Belonging was retained and
valence-weighted to capture variation in affect and experience within a single structural
frame.

CRT guided the interpretation of belonging as mediated by power rather than as an
individual psychological state. Positive experiences were understood as conditional
achievements within a context of racialized constraint. This analytic decision preserved
theoretical coherence while allowing affirming experiences to be represented without
obscuring structural inequity. This memo informed Chapter 4 interpretations of belonging
and Chapter 5 discussions of institutional responsibility and student emotional labor.

APPENDIX J.3 TLT-FOCUSED ANALYTIC MEMOS
J.3.1 Disorienting Experiences Without Longitudinal Claims

Across interviews and selected evaluation excerpts, students described experiences that
disrupted prior assumptions about medicine, patient care, or their own professional
identities. These disorienting experiences included encounters with deficit-framed
statistics, recognition of racialized medical practices, contradictions between institutional
messaging and classroom practice, and personal or familial experiences of inequitable care.
These moments were treated analytically as disorienting experiences rather than as
evidence of sustained transformation.

Transformative Learning Theory informed the decision to identify disorientation as an
early analytic stage without assuming progression through subsequent phases. Because the
study does not examine individual experiences across time, no claims were made regarding
durability or long-term impact. This memo supported analytic restraint by allowing
disorientation to be documented as a meaningful learning moment while maintaining clear
boundaries around longitudinal inference.
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J.3.2 Critical Reflection and Perspective Shifts

Many participants demonstrated reflective engagement following disorienting experiences,
particularly when they articulated discomfort, questioned instructional framing, or
reconsidered assumptions about equity, professionalism, or patient care. These reflections
were coded as Critical Reflection or Perspective Shift depending on depth and specificity,
rather than automatically categorized as transformation.

TLT guided the distinction between reflection and transformation. Perspective shifts were
identified when students explicitly described changes in how they interpreted curricular
content, professional responsibility, or institutional practices. However, these shifts were
treated as provisional and context-dependent rather than definitive. This memo informed
the analytic decision to treat reflection and perspective change as meaningful outcomes in
their own right, without conflating them with fully realized transformation.

J.3.3 Career Trajectory Shifts as Transformative Indicators

In a small number of interviews, students described changes in career aspirations that they
explicitly linked to exposure to equity-oriented content or structural awareness. These
reflections were analytically significant because they represented concrete decision-
making tied to learning experiences. However, they were not interpreted as evidence of
completed transformation.

TLT informed the treatment of career trajectory shifts as indicators of transformative
potential rather than endpoints. These moments were coded carefully to reflect
reconsideration and emerging alignment between values and professional goals, while
acknowledging that career identity remains fluid. This memo supported Chapter 4
interpretations of professional identity formation and Chapter 5 implications regarding the
role of equity education in shaping, but not determining, career pathways.

J.3.4 Resistance and Skepticism as Meaningful Engagement

Not all participants described equity-related learning in affirming or developmental terms.
Some expressed skepticism, frustration, or resistance toward institutional DEI efforts,
particularly when those efforts were perceived as performative, superficial, or disconnected
from peer culture and practice. Rather than treating these responses as disengagement, they
were interpreted as analytically meaningful forms of engagement.

TLT supported the interpretation of resistance as a response to dissonance rather than a
lack of learning. Expressions of critique, refusal, or blunt skepticism were understood as
part of sense-making processes through which students negotiated institutional values and
personal integrity. This memo helped prevent over-harmonization of findings and ensured
that resistant voices were retained as data reflecting structural tension rather than individual
deficit.
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J.3.5 Constraints on Transformative Learning

Across data sources, students identified conditions that limited the depth or sustainability
of equity-related learning. These constraints included inconsistent facilitation, optional
participation in DEI programming, limited opportunities for applied learning, and peer-
level dynamics that discouraged open discussion. While moments of reflection and
disorientation were common, progression toward integration or action was uneven.

TLT informed the interpretation of these constraints as structural rather than individual.
Transformative learning was treated as contingent on curricular design, institutional
support, and learning environments, rather than as an inevitable outcome of exposure to
equity-related content. This memo supported analytic decisions to frame transformation as
conditional and to emphasize institutional responsibility for creating environments that
sustain reflective learning.

APPENDIX J.4 ANALYTIC DECISIONS AND BOUNDARIES
J.4.1 Code Creation, Non-Creation, and Re-Parenting Decisions

Throughout analysis, decisions about code creation and re-parenting were guided by
analytic parsimony and theoretical alignment rather than by the volume of excerpts. New
codes were added only when existing codes could not adequately capture a recurring
analytic pattern (for example, Ethics Thread Integration and Addressing Racialized
Medicine and Social Determinants). In contrast, several emergent patterns were
documented through memos rather than new codes to avoid over-fragmentation of the
codebook.

Re-parenting decisions were made when inductive use patterns suggested misalignment
between a code’s original location and its analytic function. For example, Instructor
Engagement with Equity Content was re-parented from perceptions to curricular
integration to reflect its role as a pedagogical mechanism rather than a student reaction.
These decisions were documented contemporaneously to preserve transparency and
consistency.

J.4.2 Valence Weighting as an Alternative to Code Proliferation

Valence weighting (-1, 0, +1) was adopted for selected codes to capture variation in tone,
depth, or evaluative stance without expanding the code list. This approach allowed excerpts
expressing affirmation, neutrality, or critique to remain analytically comparable within a
single conceptual category. Valence was applied selectively to codes where variation in
sentiment meaningfully affected interpretation, rather than globally.

This decision preserved analytic coherence across a large dataset while supporting cross-
course and cross-cohort comparison. Valence weighting also aligned with the study’s
theoretical framework by enabling interpretation of challenge, affirmation, and
ambivalence without treating them as separate thematic categories.
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J.4.3 Coding Rules for Vague Affirmations and Compassion-Focused Excerpts

Some evaluation excerpts offered general or nonspecific affirmations of equity-related
content without naming themes, contexts, or instructional practices. Rather than excluding
these excerpts or overstating their meaning, a decision rule was established to code them
conservatively under Integration of Social Determinants / Structural Drivers with neutral
valence, supplemented by secondary codes when warranted.

Similarly, compassion- or stigma-focused excerpts that did not explicitly reference race
were coded to recognize pedagogical strengths while also documenting racial silence when
analytically relevant. These rules allowed the analysis to capture both inclusion and
omission without collapsing one into the other, preserving balance between recognition
and critique.

J.4.4 Distinguishing Racialized Medicine from Social Determinants Integration

To maintain conceptual clarity, boundaries were established between excerpts addressing
race-based diagnostic practices and those engaging social or structural determinants of
health. Addressing Racialized Medicine and Social Determinants was reserved for
instances where students explicitly referenced the use, critique, or correction of race-based
medical practices. Integration of Social Determinants / Structural Drivers was applied
when students linked health outcomes to social, policy, or historical factors.

Double-coding was used sparingly and only when excerpts clearly integrated both
dimensions. This distinction prevented conceptual overlap and strengthened alignment
with Critical Race Theory by differentiating between structural critique and general
contextual awareness.

J.4.5 Transcript Verification and Analytic Fidelity

To ensure analytic fidelity, interview transcripts were reviewed against raw audio files
prior to coding. Edits were limited to formatting, readability, and deidentification and did
not alter substantive content, tone, or meaning. This verification process was documented
and applied consistently across interviews.

This step supported trustworthiness by confirming that analytic interpretations were
grounded in participants’ original language and intent. Transcript verification was treated
as a methodological safeguard rather than an analytic intervention.

J.4.6 Boundaries Around Transformation, Time, and Causality

Clear boundaries were maintained regarding claims of transformation, longitudinal change,
and causality. Although TLT informed interpretation, the study does not track individual
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students across time. As a result, references to transformation were treated as conditional,
emergent, or indicative rather than conclusive.

Similarly, the analysis does not claim that specific curricular interventions caused
particular outcomes. Instead, findings describe how students interpreted and made meaning
of equity-oriented instruction within existing institutional and curricular contexts. These
boundaries preserve analytic rigor and align the study’s claims with its design and data
sources.
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APPENDIX K
NOTE ON INSTITUTIONAL DOCUMENTS
Full institutional documents analyzed in Phase One (e.g., learning environment
reports, curriculum bias audits, and equity committee summaries) are not included here
due to length and access considerations. A complete list of documents reviewed appears
in Table 3.3. Sample excerpts may be provided upon request or as approved for public

dissemination.
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APPENDIX L
EVALUATION PROMPT
Please comment on how this course addressed issues of diversity, equity, and inclusion.
Some examples include how the course dealt with race/ethnicity, gender, sexual
orientation, religion, age, disability, political affiliation, and veteran status.

Include what worked well for you along with any suggestions for improvement.
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