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ABSTRACT
Objectives An Inclusion Health movement has gained 
momentum over the past decade, aiming to address 
the extreme health inequities faced by socially excluded 
groups (including people experiencing homelessness, 
problem substance use, Gypsy, Roma and Traveller 
communities, vulnerable migrants, sex workers, people 
in contact with the justice system and victims of 
modern slavery). Despite this progress, there is a lack 
of understanding of how the issues are being taught 
by medical schools. We conducted a scoping review to 
identify and analyse existing research about Inclusion 
Health content and pedagogy in undergraduate medical 
education.
Design A stepwise scoping review methodology was 
followed in accordance with the latest manual for evidence 
synthesis from Joanna Briggs Institute and the Preferred 
Reporting Items for Systematic Reviews and Meta- 
Analyses extension for Scoping Reviews guidelines.
Data sources A search was undertaken across six 
bibliographic databases, and additional articles were found 
through citation and grey literature searching.
Eligibility criteria Primary research studies and evidence 
reviews from 2013 onwards were included. There were no 
restrictions on language.
Data extraction and synthesis Standardised methods 
were used to screen possible papers. A charting table was 
developed to record key information from the 74 papers 
included. Quantitative steps of the analysis included 
frequency counts of the extent, nature and distribution of 
the studies; this was followed by basic qualitative content 
analysis.
Results Most educational interventions were optional, 
or student led, with no longitudinal integration across 
curricula. There was little evidence of co- production with 
people with lived experience. Challenges included limited 
curricula time and faculty expertise, being an emotionally 
challenging subject, limitations of the biomedical model 
and informal learning perpetuating stigma. Key enablers 
included structured reflection, support, positive role 
models, interaction and co- production with people with 
lived experience, community partnerships and faculty 
commitment.
Conclusions Developments in undergraduate medical 
education are required to produce doctors equipped to 
meet the needs of socially excluded groups. We have 
summarised key aspects of the literature that will be 
useful to clinicians and educators in this endeavour.

Trial registration number A review protocol was 
preregistered in the Open Science Framework on 11 May 
2023 and can be accessed at https://osf.io/6c2rk/.

INTRODUCTION
Rationale
Inclusion Health is a term used to describe 
an approach to healthcare for “people 
who are socially excluded, typically experi-
ence multiple overlapping risk factors for 
poor health (such as poverty, violence and 
complex trauma), experience stigma and 
discrimination, and are not consistently 
accounted for in electronic records (such as 
healthcare databases)”.1 Consequently, these 
populations experience multiple morbidity, 
early mortality and extreme health inequi-
ties across a wide range of health conditions.2 
Amplifying these problems are numerous 
barriers to accessing healthcare,3 including 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This review used rigorous, systematic and trans-
parent methods in keeping with the JBI Manual for 
Evidence Synthesis and the Preferred Reporting 
Items for Systematic Reviews and Meta- Analyses 
extension for Scoping Reviews Checklist.

 ⇒ To ensure that a comprehensive search of the lit-
erature was undertaken, the search strategy was 
developed with an experienced research librarian.

 ⇒ The review focused on a defined list of groups fac-
ing extreme health and social inequities under the 
umbrella term Inclusion Health; it has not therefore 
explored education on all forms of social exclusion.

 ⇒ The review was limited to primary research articles, 
and evidence syntheses focusing on undergraduate 
medical education, education initiatives focusing 
on other healthcare professions students and de-
scribed in opinion pieces and non- research reports 
have not been included.

 ⇒ In keeping with scoping review guidance, no risk- of- 
bias assessment or advanced data synthesis tech-
niques were undertaken; we were, therefore, unable 
to draw conclusions regarding the effectiveness of 
educational interventions.
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discriminatory and stigmatising behaviour by healthcare 
professionals.1

This review focuses on seven key groups encompassed 
within Inclusion Health1 4:

 ► People experiencing homelessness
 ► People with problem substance use
 ► Gypsy, Roma and Traveller communities
 ► Vulnerable migrants
 ► Sex workers
 ► People in contact with the justice system
 ► Victims of modern slavery
It is important to note that the concept of Inclusion 

Health embraces intersectionality between various forms 
of social exclusion faced by individuals along their life 
course1 5 6; this approach allows healthcare professionals 
and educators to acknowledge the distinct experiences 
of different marginalised groups, while also addressing 
the commonalities of action that might be useful to meet 
people’s needs.7

An Inclusion Health agenda has been gaining 
momentum over the past decade in the UK, aiming to 
bring attention to the consequences of extreme health 
and social inequity and the need for improved healthcare 
for marginalised groups.6 Despite this development, there 
is currently a lack of understanding about how Inclusion 
Health is considered, presented and learnt in undergrad-
uate medical education. Some of what is known is cause 
for concern; recent research reported that lectures and 
mainstream placements were leaving students feeling 
unprepared to work with socially excluded groups.8 
Perhaps more concerningly, there is evidence suggesting 
that medical students develop increasingly negative atti-
tudes towards people experiencing homelessness during 
the course of their training.9 10 Factors responsible for 
the decline in attitudes remain unclear, Inclusion Health 
being underdeveloped in medical school curricula could 
be contributing. The last review of Inclusion Health in 
education in the UK described a lack of recognition of 
the topic by regulatory bodies, leading to the risk that it is 
not routinely taught and assessed.11

A preliminary search was conducted on Medline and 
psychINFO in April 2023, which suggested that there 
were no existing scoping reviews or systematic reviews 
exploring Inclusion Health in undergraduate medical 
education. Mapping the available literature aims to 
improve our understanding of the knowledge base and 
facilitate targeted research to inform future develop-
ments in undergraduate medical education on Inclusion 
Health.

Scoping review question
What is known about how Inclusion Health is learnt by 
medical students?

Subquestion
What terminology relating to Inclusion Health is used 
in medical education in different UK and international 
contexts?

Scoping review objectives
 ► To clarify the key concepts and definitions around 

Inclusion Health education in the literature
 ► To identify the types of available evidence and 

examine how research has been conducted in this 
field

 ► To identify the enablers and challenges in the learning 
of Inclusion Health in undergraduate medical 
education

 ► To identify the research gaps in education around 
Inclusion Health groups

 ► To inform further research on Inclusion Health 
teaching in medical education.

METHODS
This scoping review was conducted following the latest 
manual for evidence synthesis from Joanna Briggs Insti-
tute (JBI),12 which encompasses the work of Arksey and 
O’Malley13 and Levac et al.14 The review adheres to the 
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses extension for Scoping Reviews (PRIS-
MA- ScR) reporting guidelines.15 A review protocol was 
preregistered and published in the Open Science Frame-
work on 11 May 2023 and can be accessed at https://osf. 
io/6c2rk/.

Eligibility criteria
The published scoping review protocol for this study 
reported the intention to include primary research 
studies, editorials, commentaries, guidelines and 
consensus statements, with a timeframe to include 
literature from 2003 onwards and to include papers 
covering medical, nursing, dental and allied health 
professionals’ education. These eligibility criteria 
required modification at the screening stage due to 
the high numbers of sources of evidence. To enable 
a balance between breadth and feasibility, the search 
was limited to primary research studies and evidence 
reviews from 2013 onwards, with a focus on under-
graduate medical education only. With the aim of not 
excluding evidence from non- English- speaking coun-
tries, there were no restrictions on language.

Participants
Studies focusing on undergraduate (pre- licensing) 
medical students.

Concept
Studies that explore education relating to the seven key 
populations in the field of Inclusion Health. Alcohol 
dependence alone was not included due to the ubiquity 
and legality of alcohol use meaning that its use alone is 
less closely associated with social exclusion.

Context
Higher education courses for undergraduate medical 
students worldwide.
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Search strategy
An initial pilot search of the database Medline was 
undertaken to identify articles on the topic. The 
text words contained in the title and abstract of the 
retrieved relevant papers and the subject headings 
were used to develop a full search strategy. A second 
search using all identified keywords and subject 
headings was then undertaken across the databases 
Medline, psychINFO, CINAHL, Scopus, Global Health 
and British Education Index (online supplemental 
appendix 1). The reference lists of articles identified 
from the full- text selection were also searched for 
additional sources using citation searching. A consul-
tation with 10 experts involved in Inclusion Health 
education internationally was undertaken to identify 
sources of appropriate grey literature. Websites of 
the resulting key organisations, professional bodies 
and conference proceedings were searched using key 
words (online supplemental appendix 2). The search 
strategy was peer- reviewed and refined by a librarian 
at the University of Leeds. A record was kept of each 
database searched, the date it was searched and when 
the results were imported into EndNote (online 
supplemental appendix 3).

Selection of sources of evidence
Following the search, all identified citations were collated 
and uploaded into EndNote 2016 and duplicates removed. 
They were then uploaded to the web application Rayyan17 
for selection by the reviewers. Titles and abstracts were 
screened by the lead author, and 20% of the papers were 
reviewed independently by the coauthors. Any dispar-
ities between the reviewers were solved by the decision 
of a third reviewer. To assess the eligibility of any non- 
English- language publications, Google Translate was used 
in this initial screening stage, and articles deemed eligible 
for full- text assessment were translated by professional 
translators.

Potentially relevant sources were then retrieved in full 
and uploaded to the software platform Covidence.18 The 
lead author screened the remaining full- text articles, and 
second reviewers independently reviewed 20% of the 
full- text articles, with any subsequent disparities resolved 
by a third reviewer. Reasons for exclusion of sources 
of evidence at the full- text stage were recorded and 
are reported in a flow chart developed from PRISMA15 
(figure 1).

Data charting process
A charting table was developed using Covidence18 
to record the key information from the sources of 
evidence, including country in which the study was 
conducted, the form of social exclusion focused 
on, terminology relating to Inclusion Health used, 
details of the educational interventions, challenges 
and enablers identified and research gaps noted (see 
online supplemental appendix 4 for full details). Two 
reviewers trialled the charting form on five sources to 

ensure all relevant results were extracted. The lead 
author then charted the data.

Synthesis of results
In line with JBI guidance, the initial quantitative steps 
of the analysis included frequency counts of the extent, 
nature and distribution of the studies included in the 
review, which was followed by basic qualitative content 
analysis.19 This work was undertaken by the lead author, 
with any ambiguous items in data analysis identified and 
discussed between the review team.

Patient and public involvement
This review is the first stage of four planned papers 
comprising a PhD, and an advisory board including 
medical students and people with lived experience has 
been formed to make recommendations and guide the 
body of research. Later stages will focus on people with 
lived experience of social exclusion as both participants 
and as co- producers of the research.

RESULTS
Results and characteristics of individual sources of evidence
The full citations of the included papers and the extracted 
data are publicly available and linked to the Open Science 
Framework at https://osf.io/6c2rk.20

Synthesis of results
Quantitative results
What terminology relating to Inclusion Health is used in medical 
education in different UK and international contexts?
The term Inclusion Health was only used in articles from 
the UK (n=2), three other terms were more commonly 
used internationally. The term ‘Underserved’ was used 
most (n=15), featuring in articles from the USA, Australia, 
Canada, South Africa and the Netherlands. ‘Vulner-
able’ groups was the second most used term (n=6) and 
was included in papers from Canada, the UK and Italy. 
‘Marginalised’ groups was also used (n=4) in research 
from Brazil and the USA.

Types of available evidence and how research has been conducted 
in this field
Most of the research was from the USA (n=41), the UK 
(n=12) and Canada (n=8). Research from Africa, Asia 
and South America was limited, with one paper from 
each region included.

In breaking down the research by specific Inclusion 
Health group, people with problem substance use were 
the most common focus (n=27), and there was only 
one paper on education relating to sex workers and no 
papers on education about Gypsy, Roma and Traveller 
communities.

Most of the studies were evaluating a specific educa-
tional intervention (n=51); 11 studies were curricula 
reviews, and 12 studies examined general education 
interventions such as an educational methodology or a 
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variety of education strategies on one socially excluded 
group (table 1).

What is known about how Inclusion Health is learnt by medical 
students?
Only 4 educational interventions out of the 51 (8%) 
included used any form of co- production in the design or 
delivery of the education, 2 interventions involved co- pro-
duction with students,21 22 1 involved co- production with 
people with lived experience23 and 1 paper described 
co- production with both students and people with lived 
experience.24 Where the information was recorded, 
64% of the educational interventions were optional 
choices (n=29) and 36% (n=16) were compulsory for the 
students. Where the duration of the educational interven-
tion was known, 79% (n=27) were either one- off events or 
less than 3 months in duration (table 2).

Qualitative analysis: challenges and enablers in the learning of 
Inclusion Health in undergraduate medical education
Four categories describing the challenges to Inclu-
sion Health education were developed from the arti-
cles included in the review; limited time and faculty 

expertise; emotionally challenging subject; limitations 
of the biomedical model and assessment; and informal 
learning risks perpetuating stigma.

Limited time and faculty expertise
Multiple studies mentioned overloaded curricula with 
a lack of time available to cover topics related to Inclu-
sion Health sufficiently.21 22 25–27 Several of the education 
initiatives included were voluntary options for students 
that were not scheduled into their timetables; as a result, 
there were challenges of avoiding clashes with other 
educational activities, coupled with a sense that such 
experiences would benefit more students and should be 
more widely available.21 28–33 Several papers also reported 
that limited faculty expertise, knowledge and confidence 
to deliver teaching on Inclusion Health were barriers to 
teaching this subject.25 34–36

Emotionally challenging subject
Emotionally challenging aspects of learning about Inclu-
sion Health were discussed widely within the included 
literature.31 37–43 Several studies reported the emotional 
challenges of working with vulnerable patient groups. 

Figure 1 Selection of sources of evidence: Preferred Reporting Items for Systematic Reviews and Meta- Analyses 2020 flow 
diagram for systematic reviews.15
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These included the risk of vicarious trauma when students 
are exposed to appalling patient stories,31 the difficult 
emotions involved when witnessing social injustices,37 the 
challenges of learning about one’s privilege38 and the risk 
of moral injury in students observing patient care limited 
to what is achieved within the constraints of a system 
rather than according to best practice.39

Some of the studies identified specific views of socially 
excluded groups held by medical students that were 
associated with fear and apprehension. These included 
concern about uncertainty inherent in the care of vulner-
able groups,40 worry that providing care for this patient 
group is often complicated,41 discomfort about the unpre-
dictable behaviour of patients42 and the risk of feeling 
overwhelmed by patients with complex health needs.43

An important point noted by some of the included 
studies was the acknowledgement that students them-
selves may have personal experiences of trauma that 
could render them more sensitised to the emotional chal-
lenges inherent in learning about inclusion health.37 39

Limitations of the biomedical model and assessment
An issue recurring through the literature was the idea that 
medical students can lose sight of the individual patient 
and their social complexities due to a narrow focus on 
medical conditions and an emphasis on assessment and 
grades.27 35 39 40 44–46

A dichotomisation between medical needs and social 
needs was noted.27 44 45 A Canadian study examined 
the content and framing of issues related to homeless-
ness in case- based learning.44 They described how cases 
concerning people experiencing homelessness focused 
on serious physical and mental health issues but lacked 
details about the individual’s social context. Where social 
needs were mentioned, they describe a dichotomisation 
between medical needs being seen as the doctor’s respon-
sibility and social needs, which allied health professionals 
were responsible for. Similarly, a study in Ireland analysed 
problem- based learning (PBL) relating to social account-
ability in an undergraduate medical curriculum.27 They 

Table 1 Number of papers by country, Inclusion Health group and focus of the study

Country
Number of 
papers Inclusion Health group

Number of 
papers Focus of the study

Number of 
papers

The USA 41 Problem substance use 27 Evaluation of specific 
educational intervention

51

The UK 12 Inclusion health in general 18 Curricula reviews 11

Canada 8 People experiencing 
homelessness

10 General educational 
intervention

12

Australia 2 Vulnerable migrants 9

Ireland 2 People in contact with the 
justice system

5

Italy 1 Victims of slavery 4

The Netherlands 1 Sex workers 1

South Africa 1

Brazil 1

Indonesia 1

Greece 1

International collaboration 3

Table 2 Number of papers by education setting, educational method, duration and whether compulsory or optional

Education setting
Number of 
papers

Educational 
method

Number 
of papers Duration

Number 
of papers

Optional or 
compulsory

Number of 
papers

Higher education 
institution

26 Placement/service 
learning

31 One- off event 10 Optional 29

Primary or community 
care

25 Lecture 13 0–3 months 17 Compulsory 16

Prison 4 Case based 8 3–6 months 3

Secondary or hospital 
care

4 Role- play/simulation 6 6–12 months 2

Patient narratives 5 >12 months 2

Digital education 3
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reported that PBL cases overlooked social inclusion 
and social complexity in favour of a focus on medical 
conditions.

Several papers suggested that the current assessment 
strategy exacerbates the tendency for students to focus 
on biomedical knowledge at the expense of psychoso-
cial issues.35 39 40 The difficulty of engaging students with 
topics that do not have significant weight in examinations 
or in placements that they perceive as less pertinent to 
their assessments was discussed.35 39

Informal learning risks perpetuating stigma
Informal learning can be defined as a process of 
learning that is implicit, unintended and promoted 
through indirect teaching behaviours.47 Several papers 
discussed the risks of medical students observing poor 
care, stigma and discrimination towards Inclusion 
Health groups during clinical placements.8 40 41 48–50 Two 
studies exploring education on problem substance use 
described how students having negative experiences or 
observing inadequate care could lead to them feeling 
less optimistic about providing care for this patient 
group and less likely to want to do so in their future 
careers.41 48 Observations of callous behaviour by health-
care professionals towards patients experiencing home-
lessness were reported to be a barrier to cultivating 
medical students’ social empathy.40 Similar outcomes 
were noted in a prison learning environment, where “a 
culture of explicit and implicit moral judgements about 
incarcerated patients was noted to have crept into the 
psyche of medical students”.50

Enablers for learning about inclusion health in undergraduate 
medical education
Factors from the included literature that enabled learning 
about Inclusion Health and helped overcome the many 
barriers discussed above were organised into six distinct 
categories: the use of reflection; support; positive role 
models; interaction with people with lived experience; 
co- production and community partnerships; and faculty 
commitment (figure 2).

Reflection
The importance of opportunities for structured personal 
reflection to mitigate against unintended learning and 
enhance student understanding around Inclusion Health 
was mentioned in multiple papers.37 40 43 44 50–53 In a prison 
environment, providing time to reflect on the ethical 
issues of care was recommended to counteract negative 
informal learning experiences.50 Two studies exploring 
medical student placements working with refugees 
concluded that providing the experiential learning alone 
is insufficient, unless combined with mentored reflec-
tion.37 52 Structured formal reflection was also described 
as a key component in medical students’ development of 
social responsibility and advocacy skills during a clinical 
experience in homeless healthcare.43

Support
Different forms of supporting students were promoted 
across the literature as necessary tools when learning 
about Inclusion Health, particularly in dealing with the 
associated emotional challenges or combatting the nega-
tive experiences witnessed through informal learning. 
The importance of providing a supportive debrief 
with a supervisor to discuss any emotional concerns 
from the learning experience was reported in multiple 
studies.28 31 37–39 53 Creating a ‘safe space’ for learning 
where students are comfortable to engage in discussion, 
ask questions of supervisors and do not fear judgement 
was another important enabler identified in the litera-
ture.54–56 Mentoring was also mentioned by several studies 
as a valuable form of student support.24 48

Positive role models
Multiple studies described the affirmative effects that 
are possible through student exposure to positive profes-
sional role models in Inclusion Health.39 45 53 57 58 Students 
noted the impact of senior clinicians who ‘established a 
culture of compassion’ or called out poor quality or disre-
spectful care and how this could encourage them to take 
action to address health inequities.57 In a study exploring 
the challenges of learning in prison environments, 
students reported that having a supervisor who advocated 
for the patients and strove for quality care despite the 

Figure 2 Enablers for learning about Inclusion Health in 
undergraduate medical education.
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imposed limitations of the setting made the placement 
less stressful.39

Interaction with people with lived experience
Active interaction with people with lived experience was 
the most frequently mentioned enabler in supporting 
learning about Inclusion Health. The format of the educa-
tional activity was described as less important than creating 
the opportunity for students to connect with people in a 
meaningful way.41 59 60 Several studies described the posi-
tive aspects of involving people with lived experience 
in classroom- based education sessions.8 23 61–63 Others 
described clinical experiences with socially excluded 
groups and suggested the benefits of authentic roles for 
students in patient care.29 32 33 35 45 50 52 59 64–68 A critical 
consideration in planning education involving people 
with lived experience is to ensure that learning oppor-
tunities are not invasive or exploitative to the individuals 
and communities involved.38 46

Co-production and community partnerships
Co- production was recommended for the design and 
delivery of Inclusion Health education by several 
papers,21–23 27 30 38 42 69 but only a small number of the 
education initiatives included in the literature involved 
co- production.21–24 Where it was recommended, co- pro-
duction involving people with lived experience was seen 
as a method of enhancing medical curricula to support 
local community needs and values.24 27

Establishing partnerships between medical schools 
and local community organisations was a reported 
enabler in Inclusion Health education in several 
papers.25 29 34 39 69 70 Such partnerships helped shape 
learning outcomes, learning materials and learning 
opportunities. It was noted that when working with 
community partners the relationships must be profes-
sional and empowering, with appropriate financial 
compensation and no form of exploitation.70

Faculty commitment
It was noted in the literature that there needs to be faculty 
leadership and commitment to social accountability and 
addressing health inequities for other enabling factors to 
be possible. Faculty commitment supports learning objec-
tives relating to Inclusion Health being explicitly reflected 
in undergraduate medical curricula and facilitates educa-
tors being employed with, or trained to have, the skills 
and knowledge to implement the curricula.27 50 63 71–73

Research gaps
From the papers included in this review, we can see that 
two groups experiencing social exclusion are particularly 
under- represented in the literature: sex workers70 (n=1) 
and Gypsy, Roma and Traveller communities (n=0). Only 
three studies included in this review explored digital 
education interventions in Inclusion Health,8 73 74 and 
only two studies explored education involving the arts.8 75

One of the key enablers in Inclusion Health educa-
tion shown in this review is co- production of learning 

with people with lived experience; co- production also 
has the potential to improve the quality and relevance of 
research.76 Only five studies in this review involved any 
form of collaboration between the researchers and end 
users of research, including people with lived experi-
ence23 24 and students.21 22 46 The voices and perspectives 
of socially excluded groups are traditionally less heard in 
health and education research, and this is an important 
gap.

DISCUSSION
Inclusion Health is a social justice movement aiming 
to improve the health of the most socially excluded 
members of society. It is a concept that has been gaining 
momentum, particularly in health service, research and 
policy developments.6 However, Inclusion Health is an 
emerging field within medical education, and this is the 
first scoping review on the subject. We have identified the 
use of varied terminology relating to Inclusion Health in 
different international contexts; this provides a challenge 
to creating both increased awareness of the topic and a 
dedicated space within international health professions 
education.

Previous evidence has proposed that Inclusion Health is 
poorly developed in undergraduate healthcare curricula 
and by education regulatory bodies.11 This review adds 
weight to that suggestion, with evidence that most educa-
tion initiatives in Inclusion Health are optional choices 
for medical students rather than a core part of the medical 
curricula. Furthermore, most education initiatives on this 
subject were either one- off events or less than 3 months in 
duration, with little evidence of longitudinal integration 
in courses.

This review has identified several categories of chal-
lenges to learning about Inclusion Health, which may 
help understand why this subject has been frequently 
overlooked. Enabling factors have also been identified, 
which we hope will help overcome the challenges and 
encourage education on Inclusion Health.

Overloaded curricula and a lack of time to cover the 
topic are not unique to Inclusion Health education; a 
recent editorial in the Canadian Medical Education Journal 
prescribes the need for medical schools to address 
“counter- productive curricular bloat that impedes the 
dynamic adoption of new material”.77

This review indicates that the challenge is further 
compounded by a struggle to fit Inclusion Health into 
curricula dominated by biomedical teaching, a lack of 
appropriately skilled educators and a lack of institutional 
support. These same challenges have been shown to 
affect the broader topic of public health in undergrad-
uate medical education.78 79

A more distinctive difficulty for education on Inclu-
sion Health is the emotional challenge that this review 
has identified, including moral distress, risk of vicarious 
trauma and apprehension of the complexity of providing 
care for this group. A recent scoping review found that 
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resource constraints, healthcare inequities and various 
forms of conflict, all factors relevant to Inclusion Health, 
contribute to moral distress among medical students.80 
The review did not suggest medical students avoid these 
situations, but proposed various forms of student support 
to attenuate moral distress.80 Likewise, a recent study 
found that medical students feel ill- prepared for real- 
world clinical complexity, and rather than wanting to be 
shielded from this, students wanted enhanced opportu-
nities for interacting with complex patients.81 Instead 
of omitting Inclusion Health education or shielding 
students from complexity, can more opportunities for 
well- supported, transformative experiential learning be 
created?

A related challenge not identified in this review but 
recently discussed by Burgess et al is how the political 
and philosophical ideology of the medical students them-
selves affects their emotional response and engagement 
with the subject.82 Students who see homelessness, drug 
addiction or poverty as consequences of moral failing on 
the part of the patient may contribute particular chal-
lenges to learning about Inclusion Health. This could be 
a useful avenue for further research.

A substantial challenge identified in this review was the 
threat of informal learning perpetuating stigma. Multiple 
papers discussed the risks of medical students observing 
poor care or callous and discriminatory behaviour by 
healthcare professionals towards groups experiencing 
social exclusion. Trauma perpetuated by healthcare 
professionals is one form of wider structural violence 
towards socially excluded groups, alongside systematic 
de- prioritisation and neglect,83 all of which contribute to 
inequities in health. This review has highlighted student 
interaction with people with lived experience as a key 
enabler for reducing bias and prejudiced views. This 
is consistent with Intergroup Contact Theory, initially 
proposed by Allport in 1954 as a method to reduce prej-
udice through interpersonal contact between different 
racial groups.84 Since then, hundreds of studies have 
shown the applicability of this theory to a wide range of 
groups, and a meta- analysis of 515 studies showed that 
greater intergroup contact typically corresponds with 
lower levels of prejudice.85

Expanding beyond intergroup contact, many papers 
in this review recommended co- production with people 
with lived experience in the design and delivery of Inclu-
sion Health education. Co- production can help with 
skills such as empathy and communication,86 as well as 
redressing the disempowerment of people who have 
experienced social exclusion.

Methodological limitations
This study has several limitations. First, the scoping review 
focused on a defined list of groups facing extreme health 
and social inequities incorporated under the umbrella 
term of Inclusion Health.1 4 We recognise that there 
are many other socially excluded groups experiencing 
health inequities as well as stigma and discrimination by 

healthcare professionals that were not included in this 
review. For example, LGBTQIA+ groups, minoritised 
ethnic groups, people with severe and enduring mental 
illness and people with disabilities. We also recognise that 
different forms of social exclusion often intersect during 
a person’s life. Although it was beyond the scope of this 
review to explore education on all forms of social exclu-
sion in undergraduate medical education, we hope that 
the findings contribute to the broader discussion.

Additionally, despite the focused definition of Inclu-
sion Health used, the initial screening process produced 
more papers than could feasibly be analysed. The inclu-
sion criteria were therefore modified to limit the review 
to primary research articles and evidence syntheses, to 
the last 10 rather than 20 years and to medical students 
rather than all health professions students as planned in 
the original protocol. Education initiatives described in 
opinion pieces and non- research reports, in papers prior 
to 2013 and that relate to wider health professions educa-
tion that would also have contained relevant information 
were not therefore included.

Lastly, in keeping with scoping review guidance,19 no 
risk- of- bias assessment or advanced data synthesis tech-
niques were undertaken; we were, therefore, unable 
to draw conclusions regarding the effectiveness of the 
educational interventions included.

CONCLUSION
This scoping review has explored the emerging field of 
Inclusion Health in undergraduate medical education. 
We have identified distinct challenges to learning about 
Inclusion Health that contribute to an understanding of 
the complexity of the subject and may help explain defi-
ciencies in current medical education. We hope that by 
also categorising the key enablers to learning about Inclu-
sion Health this review will encourage positive changes 
in undergraduate medical education. The review findings 
have implications for healthcare professionals involved 
in medical student placements to be aware of the risks 
of unintentionally perpetuating stigma and discrimi-
nation towards groups experiencing social exclusion. 
For medical educators, the review has summarised key 
features from the literature that can be used to develop 
learning on Inclusion Health. Perhaps the most important 
implications are for people in positions of leadership in 
undergraduate medical education, on whose commit-
ment these changes rely.

X Gemma Ashwell @AshwellGem and Lindsey M Pope @LindseyMPope
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