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Dear Editor,

Medical education is expected not only to transmit
scientific knowledge and procedural skills but also to
prepare future health professionals for ethical reasoning,
collaborative practice, and socially accountable decision-
making. In this context, the concept of democratic medical
education warrants substantive scholarly attention. Rather
than introducing a disconnected pedagogical fad,
democratic medical education offers an integrative
conceptual framework that synthesizes participatory
paradigms, such as Students-as-Partners, learner-centered
pedagogy, and social accountability, into a coherent

institutional and philosophical orientation (1, 2).

We operationally define democratic medical education
as an educational orientation characterized by four
essential features:

1) Epistemic inclusion: Recognizing learners as
legitimate co-inquirers whose perspectives and lived
experiences inform curricular reflection.

2) Dialogic inquiry: Emphasizing structured, reason-
based dialogue that complements and, where appropriate,
reduces reliance on one-way didactic transmission.

3) Deliberative governance: Engaging learners in
proportional, structured decision-making regarding the
learning climate, educational formats, and assessment
processes.

4) Reciprocal accountability: Balancing educational

autonomy with explicit responsibility for professional

standards, patient safety, and community health needs (1, 2,
3)

Democratic medical education does not imply an
erosion of academic standards, disciplinary rigor, or
professional authority. Rather, it reconfigures educational
relationships to preserve clinical excellence while
cultivating critical reflection, psychological safety, and

shared institutional responsibility (2, 4).
1. Theoretical Foundations

The framework is grounded in two complementary
educational philosophies:

1.1. Deweyan Pragmatism

John Dewey conceptualized education as a shared social
process in which reflective thinking develops through
collaborative inquiry and experiential problem-solving (3).
In health professions education, this translates into
fostering adaptive clinical reasoning and intellectual
humility within a community of inquiry.

1.2. Freirean Critical Pedagogy

Paulo Freire rejected the passive “banking model” of

education and advocated dialogic, problem-posing
approaches that unveil structural contradictions (5).
Medical educators have operationalized Freire’s critical

consciousness to help learners identify systemic healthcare
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disparities, challenge unexamined hierarchies, and engage
in social advocacy (6, 7).

2. Navigating Power, Representation, and
Clinical Boundaries

Clinical training environments are necessarily
hierarchical to ensure patient safety, disciplined triage, and
clear lines of responsibility. However, unexamined or
excessive hierarchy in educational settings can suppress
questioning, normalize mistreatment, and undermine
psychological safety, leaving learners ill-prepared to raise

safety concerns or navigate diagnostic uncertainty (4, 7).

2.1. Graduated Levels of Learner Participation

To prevent tokenism, institutions should distinguish
among levels of learner engagement:

1) Consultation: Systematically collecting learner
feedback on course workload, instructional climate, and
assessment transparency.

2) Co-Design (Partnership): Collaboratively designing
seminar formats, elective modules, and clinical rotation

schedules with faculty and learners (1, 2).

3) Shared Decision-Making: Including learner
representatives with formal voting capacity in curriculum

governance and policy committees (8).

2.2. Operational Boundaries in Clinical Education

Democratic participation requires clear, non-negotiable
boundaries:

1) Non-Negotiable Authority Clinical

Supervisors, and Regulators): Patient safety protocols,

(Faculty,

statutory clinical guidelines, accreditation requirements,
ethical imperatives, and summative competence decisions
remain strictly under faculty and institutional authority.

2) Negotiable/Shared Authority (Faculty and Learners):
Pedagogical formats, discussion norms, formative feedback
mechanisms, and elective learning priorities may be
shared between faculty and learners.

2.3. Clinical Application Example

During inpatient clinical rounds, rather than relying on
punitive questioning (“pimping”), an attending physician
uses structured, dialogic debriefing. The trainee presents a
complex diagnostic dilemma, externalizes clinical
reasoning, and is invited to challenge assumptions or

propose evidence-based alternatives. Discrepancies are

resolved through appraisal of medical evidence rather
than through arbitrary hierarchy, while the attending
physician retains explicit and transparent accountability
for the final patient management plan.

3. Safeguards Against Inequity and Tokenism

Democratic mechanisms can inadvertently reproduce
inequities when participation is dominated by socially
confident or privileged learners (2, 8). Structural
safeguards are therefore essential:

1) Grade-Decoupled Feedback: Employing third-party,
anonymized, and aggregated evaluation mechanisms to
protect learners from potential evaluative retribution.

2) Inclusive Facilitation Protocols: Implementing

structured  small-group  techniques (e.g, silent

brainstorming and rotational chairing) to ensure

equitable contributions by quieter, introverted, or

underrepresented learners.

3) Mitigating Participation Burden: Acknowledging that
participation in governance requires cognitive effort;
institutions should provide formal administrative support
or academic credit to prevent learner fatigue and burnout

(8).
4. The Pathway to Social Accountability

Learner voice alone does not ensure responsiveness to
community priorities because students’ internal concerns
may focus narrowly on assessment or workload.
Democratic medical education establishes a clear pathway
toward social accountability by expanding the educational
dialogue into a tripartite partnership among faculty,
learners, and community/patient representatives (8, 9).

By integrating Freirean critical pedagogy into
community-engaged learning, trainees examine health
disparities directly alongside community partners, thereby
aligning their personal professional identity formation

with societal health needs (6, 9) (Table 1).
5. Challenges and Future Research

Implementing this framework requires overcoming
curriculum congestion, institutional inertia, and gaps in
faculty development in dialogic facilitation (2, 8). I also
explicitly acknowledge that empirical evidence directly
evaluating democratic medical education as a unified,
large-scale curriculum model remains limited. Current
evidence is extrapolated from adjacent research on
students-as-partners (1, 2), professional identity formation

] Med Edu. 2026; 25(1): 174148


https://brieflands.com/journals/jme/articles/174148

Moradi S

Brieflands

Table 1. Conceptual and Implementation Framework for Democratic Medical Education

Dimension Core Strategy Theoretical Mechanism Measurable Indicators Unintended Risks and Mitigation
. . . . . Freirean problem-posing; . L. . Risk: Prolonged discussion; Mitigation:

E)l.)'ﬁte'.mc and Ca(sje-lgase;i dl.?jlo%w‘te?cdhlglg‘ f Deweyan experiential fsﬁ.lé(’ki.glc;ﬂ safetty SCOTES;INQUITY"  gryctured time boxes and clear clinical

ialogic and structured clinical debriefs ;7 o-didactic time ratio objectives
Deliberative Substanttvilearner icul Shared governance and Student proposals enacted; Risk: Tokenism/dominance; Mitigation: Formal
Governance representation on CUrriCulum o ocratic agency representative diversity voting weight and rotational seats

committees

Reciprocal Bidirectional, multisource Reflective practice and Faculty response rate to feedback; Risk: Evaluative retaliation; Mitigation: Third-
Feedback formative appraisal psychological safety perceived feedback utility party anonymization and time-lagged releases
social Tripartit icul . Proportion of curriculum on social ~ Risk: Competing stakeholder priorities;

ocla . fipartite curricuium review Critical consciousness determinants; community partner  Mitigation: Clear terms of reference and
Accountability (learners, faculty, community)

(4), dialogic pedagogy (6), and social accountability
initiatives (9).

Future scholarship should employ mixed-methods and
longitudinal designs to investigate:

1) The relationship between democratic learning
environments and clinical error-reporting behaviors.
2) The longterm impact of dialogic training on

interprofessional collaboration and shared decision-
making with patients (10).

3) The development and validation of psychometric
instruments to measure democratic educational climate

across diverse cultural settings.
6. Conclusion

Democratic medical education provides a balanced
that with
participatory governance and integrates clinical authority

framework combines academic rigor
with intellectual humility. By dismantling unexamined
safety and

professional standards, health professions education can

hierarchies while safeguarding patient
cultivate practitioners who are clinically competent,
critically reflective, and genuinely accountable to the

societies they serve.
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