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ABSTRACT

Structural competency training provides guidance to healthcare providers on recognizing and addressing
structural factors leading to health inequities. To inform the evidence-based progression of structural
competency curriculum development, this study was designed to map the current state of the literature
on structural competency training with pre-health students, healthcare professional students, and/or
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healthcare professionals. We performed a scoping review and identified peer-reviewed, primary research Scoping review
articles assessing structural competency training interventions. The category of learners, timing of the methodology;

structural competency training, types of teaching and learning activities used, instruments used to
measure training outcomes, and evaluation criteria were examined. Eleven (n = 11) articles met inclusion
criteria, addressing all training levels, and largely focused on medical education. Active learning strategies
and researcher-developed instruments to measure training outcomes were most used. Evaluation criteria
largely focused on trainees’ affective reactions, utility assessments, and direct measure of the trainee
learning. We suggest designing interprofessional structural competency education with an emphasis on
active learning strategies and standardized training curricula. Evaluation instruments integrated at
different points in the health professional learning trajectory are important for evidence-based progres-
sion in curriculum development focused on achieving structural competency.

interprofessional education;
structural competency;
healthcare; health
professional students

Introduction

Long standing health inequities persist and, in some cases, are
worsening despite global advances in medical care and health
systems (National Academies of Sciences, Engineering and
Medicine, 2017; Odlum et al., 2020). Health inequities are not
just disparate health outcomes among certain populations, rather
they are avoidable and unjust systemic differences in health out-
comes based on the position people and communities occupy in
a social hierarchy (Graham, 2004). The outcomes of the world’s
worst global health crisis in a century, the ongoing COVID-19
pandemic, serve as prime examples of how social and structural
determinants contribute to health inequity. The virus indiscrimi-
nately infects anyone who is exposed, but social and structural
factors such as structural racism (Garcia et al., 2021; Gemelas
et al,, 2021; Tan et al, 2021), poverty (Bargain & Aminjonov,
2021; Upshaw et al.,, 2021; World Health Organization, 2020),
employment status (Chen et al., 2021; Gemelas et al., 2021),
housing policy (Benfer et al., 2021; Nande et al., 2021), and health
policy (Asundi et al., 2021; Grogan et al., 2021) are driving the
inequitable physical and mental health outcomes experienced by
certain populations. For example, research findings produced
during the peak of the COVID-19 pandemic in the United

States revealed that frontline workers such as those in the food
industry, manufacturing, and transportation experienced dispro-
portionate mortality (Chen et al., 2021).

Research findings also demonstrate health inequities in both
preventable disease (e.g., obesity, diabetes, cancer) and high-risk
health behaviors (e.g., smoking, physical inactivity). The result is
a substantial group of people who face significant barriers to care
and are vulnerable to negative health outcomes (National
Academies of Sciences, Engineering and Medicine, 2017; World
Health Organization, n.d.). Clearly, effective and sustainable inter-
ventions that aim to reduce health inequities are needed.

Background

Cultural competency frameworks are one of the standards for
addressing health inequities in the United States healthcare
systems and are a requisite component of the curricula in
hospitals and healthcare organizations for accreditation
through the Joint Commission on Accreditation of
Healthcare Organizations (The Joint Commission, 2014).
Cultural competency frameworks emphasize minimizing pro-
vider bias and improving patient-provider communication
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through culturally appropriate tools and training; however, one
critical gap is that these approaches fail to recognize how social
and structural factors produce health inequities (Metzl &
Hansen, 2018). Despite being well-intended, cultural compe-
tency curricula have been criticized for essentializing cultures,
obscuring within group differences, and perpetuating stereo-
types and biases (Salhi et al., 2020), while implicating indivi-
dual provider behavior and failing to examine the salient
structural factors known to contribute to health inequities
(Braveman & Gottlieb, 2014; Hansen & Metzl, 2016; Salhi
et al., 2020). Systematic examination of the literature also
reveals that there is insufficient evidence to draw conclusions
supporting cultural competency interventions actually
improve patient health outcomes and health equity (Filmer &
Herbig, 2018; Horvat et al., 2014; Lie et al., 2011).

There has been a recent shift in healthcare provider
education toward structural competency that provides
training in both recognizing and addressing structural fac-
tors leading to health inequities (Metzl & Hansen, 2014).
Structural competency, a term coined by Jonathon Metzl
and Helena Hansen, is the trained ability to discern and
address the pathologies of social, political, and economic
systems generating health inequities; it requires both health
professional training and the humility to recognize the
structural constraints of patients and clinicians alike
(Metzl & Hansen, 2014). In their landmark article, Metzl
and Hansen (2014) identified and elaborated on five core
competencies leading to structural competence: (a) recog-
nizing the structures that shape clinical interactions, (b)
developing an extra-clinical language of structure, (c) rear-
ticulating “cultural” formulations in structural terms, (d)
observing and imagining structural interventions, and (e)
developing structural humility. Recent findings suggest that
structural competency training assists healthcare providers
with identifying and analyzing relationships between struc-
tural factors and health outcomes (Bromage et al., 2019;
Metzl et al, 2018; Neft et al, 2017; Petty et al., 2017).
Structural competency training may also help to increase
providers’ ability to assess for structural barriers to care
(Mathis et al.,, 2019). Although these findings are promis-
ing, effective structural competency training will require
evidence-based progression in curriculum development,
and to our knowledge, no review of the evidence about
a structural competency-based approach to healthcare edu-
cation has been conducted.

To address this key gap and inform the development and
integration of structural competency into pre-health and
healthcare curricula, this study was designed to map the cur-
rent state of the literature on structural competency training in
pre-health and health professional learning. To inform the
development and integration of structural competency into
pre-health and healthcare curricula, the following research
questions were asked:

(1) What is known about the implementation of structural
competency training in the education of pre-health
students, healthcare professional students, and health-
care professionals as represented in primary research
studies to date?

(2) What are the key priorities and gaps in structural com-
petency training research?

Methods

Given that structural competency is a relatively new concept and
emerging area of healthcare professional education research that
is lacking best practices for application, our team chose to per-
form a scoping review of the literature (Arksey & O’Malley,
2005; Peters et al., 2020). This scoping review was guided by
the methodology outlined by the Joanna Briggs Institute (JBI)
and JBI Collaboration working group that includes nine stages:
(a) defining and aligning the objective(s) and question(s), (b)
developing and aligning the inclusion criteria with the objective-
(s) and question(s), (c) describing the planned approach, (d)
searching for the evidence, (e) selecting the evidence, (f) extract-
ing the evidence, (g) analyzing the evidence, (h) presenting the
results, and (i) summarizing the evidence in relation to the
purpose of the review, making conclusions, and noting any
implications (Peters et al., 2020). All reporting is in accordance
with the Preferred Reporting Items for Systematic Reviews
Statement for Scoping Reviews (PRISMA-ScR; Tricco et al.,
2018). This research does not involve human subjects, and
Institutional Review Board approval was not required.

Study inclusion criteria

Inclusion criteria were developed a priori and aligned with the
previously stated study purpose and research questions.
Inclusion criteria were primary research studies (quantitative,
qualitative, and mixed methods) and assessing structural com-
petency training interventions with pre-health students, health-
care professional students, and/or healthcare professionals
(inclusive of all health disciplines). Exclusion criteria were pro-
cess and program evaluation articles, quality improvement
papers, conceptual or theoretical papers, commentaries, opinion
papers, reviews of other studies, interventions that did not focus
on structural competency as described by Metzl and Hansen
(2014), or manuscripts not obtainable via inter-library loan.

Describing the planned approach

Our interprofessional team developed a planned approach to the
scoping review and publicly registered our protocol with Open
Science Framework (OSF) Registries (https://archive.org/details/
osf-registrations-n5cpb-v1) prior to data analysis (Caiola et al.,
2021). Registering protocols assists with increasing transparency
in the review process, ensuring duplication does not occur, and
potentially reducing bias as reviewers can compare the com-
pleted review with the protocol (Stewart et al., 2012).

Searching for the evidence

A review of the literature was conducted by a medical librarian
(A.H.) on September 3, 2021, using the following keywords:
structural competency, place health, structural factor, struc-
tural determinants of health, structural violence, structural
vulnerability, program evaluation, benchmarking, and training
related to pre-health students, healthcare professional students,


https://archive.org/details/osf-registrations-n5cpb-v1
https://archive.org/details/osf-registrations-n5cpb-v1

and/or healthcare professionals. Related subject terms were
selected and applied to the search, based on each selected
database. The primary search strategy (MEDLINE) was peer-
reviewed by the medical librarian in accordance with PRESS
recommendations (McGowan et al., 2016). The peer-reviewed
search was translated using database-specific field codes and
Boolean operators (AND, OR) as appropriate across the fol-
lowing seven databases: MEDLINE (PubMed interface),
CINAHL (EBSCO interface), ERIC (ProQuest interface),
PsycINFO (EBSCO interface), Sociological abstracts
(ProQuest interface), SocINDEX (EBSCO interface), and
Scopus. Complete search strategies are available on East
Carolina  University’s  institutional repository, The
ScholarShip, at the following URI: http://hdl.handle.net/
10342/9529. The medical librarian (A.H.) used EndNote 2.0
to collect and deduplicate search results.

Selecting the evidence

A systematic review software management program,
Covidence (Veritas Health Innovation Ltd, 2021), was used
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by all reviewers to assist the evidence selection process. Such
programs help ensure the integrity of the review process by
blinding reviewers’ decisions in the screening process, locking
citation import functions once the review has commenced, and
moving reviewers through the process in a specified sequence
mirroring the review protocol (Kellermeyer et al., 2018).

The search identified 3,900 articles from seven databases.
Once duplicates (n = 986) were removed, the remaining articles
(n = 2,914) were uploaded into the Covidence systematic
review software management program. Two authors (T.N. &
K.G.) conducted an initial review of all (n = 2,914) titles and
abstracts using the identified inclusion and exclusion criteria.
The first author (C.C.) then reviewed all the titles and abstracts
where conflicts occurred, and the three authors met to make
the final decision by consensus before moving manuscripts
onto the full-text review (n = 67). The first author (C.C.) then
reviewed all the full-text articles while two other authors (T.N.
& K.G.) each independently reviewed half of the articles. The
three authors met when this process was complete and resolved
any conflicts in the full-text reviews. Of the full-text articles
screened, 46 were excluded because they were not primary

Identification of studies via databases and registers '

Figure 1. PRISMA Diagram for Search Results (Page et al., 2021)
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research studies. An additional ten (n = 10) articles were
excluded because they were not focused on structural compe-
tency. Eleven (n = 11) studies remained for further analysis
(Figure 1).

Extracting the evidence

A draft extraction table and data extraction processes were
independently piloted by two authors (C.C. & T.N.) who met
to resolve any inconsistencies in extraction. The first author (C.
C.) subsequently extracted the data for the remaining articles
and the table was verified by the second author (T.N.). Data
extracted included the study citation, origin, purpose, sample,
measures, methods, intervention description, key findings,
teaching strategies, and level of training evaluation using cri-
teria adapted from Kirkpatrick’s Model (Kirkpatrick &
Kirkpatrick, 2006). Of note, the latter two data extraction
categories were added in the data analysis phase, and the
table updated accordingly. The extracted data have been sum-
marized into a uniform matrix (Online, Supplementary
Materials).

Analysis of the evidence

The analysis plan developed for the published review protocol
was to descriptively map the results of the data extraction and
organize the findings in the following categories: category of
learners in the structural competency training, timing of the
structural competency training, types of teaching and learn-
ing activities used, instruments used to measure training out-
comes, and the levels of proficiency achieved by learners
based on the Structural Competency Levels of Proficiency
proposed by Andress et al. (2020). The mapping of each of
these categories was accomplished except for the assessment
of the levels of proficiency as conceptualized by Andress and
Purtill, although it is a novel and potentially useful schema for
future use. The data analysis was an iterative team process and
after becoming familiar with the data, it became apparent that
determining the proficiency levels of the learners would
require extensive interpretation and was not explicitly stated
in the articles. As a result, our team shifted our focus to
mapping the educational outcomes according to
Kirkpatrick’s Model (Kirkpatrick & Kirkpatrick, 2006),
a well-known and practical model for evaluating training
results (Jain et al., 2021).

Kirkpatrick’s Model includes four levels for evaluating edu-
cational outcomes: (a) Level 1 - Reaction, (b) Level 2 -
Learning, (c) Level 3 — Behavior/Transfer, and (d) Level 4 -
Results (Kirkpatrick & Kirkpatrick, 2006). The first author (C.
C.) made the initial assessment of the Kirkpatrick levels
obtained in each article and it was then verified by the second
author (T.N.). The two authors met when this process was
complete and resolved any conflicts in their initial assessments
by consensus. Table 1 summarizes the 4-level model adapted to
structural competency training and provides examples of link-
ing specific indicators and instruments to the corresponding
levels, as well as if the criteria are assessed at the level of the
individual learner or at a structural/population level.

Results

Eleven (n = 11) studies were included in this review. All the
trainings and training evaluations occurred in the United
States. All of the studies were descriptive; five had qualitative
descriptive designs (Bromage et al., 2019; Khazanchi et al,
2021; Mathis et al., 2019; Neff et al., 2020, 2017), three had
cross-sectional mixed methods designs (Metzl & Petty, 2017;
Metzl et al., 2018; Petty et al., 2017), and three had single-arm
pre- and post-intervention designs (Rabinowitz et al., 2017;
Ruth et al., 2020; Woolsey & Narruhn, 2020). The online
supplement summarizes each of the studies. Following are
the categories our team used to descriptively map the results
of our analysis.

Category of learners and placement in the learning
trajectory

The health profession specialties of the structural competency
trainees included medicine, nursing, and pre-health students
(Figure 2). The medical professionals included Psychiatry and
Family Medicine residents and fellows, as well as graduate
medical students (Bromage et al., 2019; Khazanchi et al., 2021;
Mathis et al., 2019; Neff et al., 2020, 2017; Rabinowitz et al.,
2017). A single study included nurses in their second year of
a graduate Doctor of Nursing Practice (DNP) program
(Woolsey & Narruhn, 2020), and the remaining studies were
focused on training pre-health undergraduate students planning
to attend graduate health professional programs (Metzl & Petty,
2017; Metzl et al., 2018; Petty et al., 2017; Ruth et al., 2020).

The placement of the structural competency trainings in the
health professional trainees learning trajectory ranged from
undergraduate or pre-health programs to post graduate conti-
nuing education for practicing clinicians (Figure 3). One study
(Neft et al., 2017) included both graduate students and post
graduate professionals, thus, the twelve (n = 12) placements in
the learning trajectory reflected in Figure 3 for the 11 studies.
The pre-health students were majoring in a specific major
focused on developing structural competency at Vanderbilt
University called Medicine, Society and Health, pre-med, or
any number of other undergraduate health programs such as
nursing and social work (Metzl & Petty, 2017; Metzl et al., 2018;
Petty et al., 2017; Ruth et al., 2020). The graduate student
trainees included medical students and graduate nursing stu-
dents (Khazanchi et al., 2021; Neff et al., 2020; Rabinowitz et al.,
2017; Woolsey & Narruhn, 2020); the post graduate continuing
education involved both medical residents and fellows (Bromage
et al., 2019; Mathis et al., 2019; Neff et al., 2020, 2017).

Timing of the structural competency training

We found broad variation in the timing or duration of the train-
ings ranging from 3-hour health professional continuing educa-
tion sessions to dedicated undergraduate courses for pre-health
students. Several of the trainings that focused on the Metzl and
Hansen (2014) five core structural competencies were half or
full day (3-7.5 hours) trainings delivered in a single offering
(Neft et al., 2020, 2017; Rabinowitz et al., 2017; Woolsey &
Narruhn, 2020) or over nonconsecutive training days (Bromage



Table 1. Adaptation of Kirkpatrick's model of evaluation of training for structural competency (Kirkpatrick & Kirkpatrick, 2006).

Level of
Assessment

Instrument

Kirkpatrick
Criteria

Timing

Post

Sample Indicators

Learning in Training Program

Individual

Trainees’ affective reactions and utility assessments of training and  Student satisfaction surveys; process evaluations; self-report of learning; reported usefulness surveys

Level 1 -

learner
Individual

training
Pre-/post-

trainers
Direct measures of trainees’ learning based on the 5 core

Reaction

Level 2 -

Knowledge test, skill performance/simulation, presentations, writing samples (care plans, SOAP notes);

learner
Individual

training

Post-

competencies of structural competency classroom-appropriate assignments
Evidence of trainees’ use of knowledge and skills; job performance Performance evaluation and/or clinical observation; evidence of workplace or civic engagement (policy/

Learning

Level 3 -

learner

training

regulation advocacy); health equity and/or structural intervention research

indicators

Behavior/
Transfer

Level 4 —

Population or

Post-

Health outcome data; service hours/activities; decreased provider burnout/increased morale; provider

Reduction in health disparities/inequities; improved patient

structural
level

training

retention and satisfaction; patient satisfaction; electronic health record evaluation of structural

interventions

outcomes; decreased provider burnout and mental health

concerns

Results
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et al,, 2019; Khazanchi et al,, 2021; Mathis et al., 2019). Others
opted to use structural competency as a central unifying compo-
nent of a curriculum delivered over an entire semester (Ruth et al.,
2020) or 36 credit hour major for undergraduate students (Metzl
& Petty, 2017; Metzl et al., 2018; Petty et al., 2017)

Types of teaching and learning activities

The teaching strategies and learning activities varied widely
across trainings and are summarized in Table 2. Passive learn-
ing was categorized by instruction involving the passive trans-
fer of information with minimal interaction or opportunities
for student feedback (e.g., lecture, course readings); active
learning was categorized as methods (e.g., peer-based learning,
small group discussions) designed to stimulate independent
learning while instructors took on more of a facilitator or
coaching role (Harris & Bacon, 2019). About three quarters
(35/46) of the teaching strategies and learning activities actively
engaged learners in the training materials; a smaller number
(11/46) of more passive strategies, such as lecture and course
readings were also included.

Instruments used to measure training outcomes

Most of the studies (n = 9) used researcher-designed survey
instruments to measure the training outcomes (Khazanchi
et al.,, 2021; Mathis et al.,, 2019; Metzl & Petty, 2017; Metzl
etal., 2018; Neff et al,, 2020, 2017; Petty et al., 2017; Ruth et al,,
2020; Woolsey & Narruhn, 2020), and many of those instru-
ments also included open-ended questions for the participants
to provide feedback on how the teaching and activities could be
more effective. For example, 3 of the 11 studies used the
researcher-developed Structural Foundations of Health (SFH)
survey@2016 instrument, which includes both closed and
open-ended questions and case-based scenarios to assess the
core structural competencies (Metzl & Petty, 2017; Metzl et al,,
2018; Petty et al., 2017). The investigators for another study
adapted the Clinical Cultural Competency Questionnaire to
include structural competency questions (Rabinowitz et al.,
2017); others (Petty et al., 2017) used adjunct instruments,
such as the Attributional Complexity Scale (Fletcher et al.,
1986), or qualitative data collection techniques such as focus
groups (Bromage et al., 2019; Neff et al., 2017).

Kirkpatrick’s level of evaluation of structural competency
training

The level of evaluation varied among the 11 studies with most
(n = 9) assessing Kirkpatrick Level 1 (Reaction) criteria like
self-reported learning, training utility assessments, and satis-
faction surveys (Bromage et al., 2019; Khazanchi et al., 2021;
Mathis et al., 2019; Metzl & Petty, 2017; Metzl et al., 2018; Neff
etal., 2020, 2017; Petty et al., 2017; Woolsey & Narruhn, 2020).
Several studies (n = 7) also met Level 2 (Learning) criteria by
including direct measures of the trainees’ learning such as pre-
and posttests, classroom writing assignments, and classroom
presentations (Metzl & Petty, 2017; Metzl et al.,, 2018; Neft
et al., 2020; Petty et al,, 2017; Rabinowitz et al., 2017; Ruth
et al,, 2020; Woolsey & Narruhn, 2020). One study (n = 1) with
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Representation of Trainee Categories in Literature

Times Represented in Literature

Medicine

Nursing

Pre-health

Trainee Category

Figure 2. Representation of Trainee Categories in Literature.

Placement of the Structural Competency Training
in the Learning Trajectory

N w
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=
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Figure 3. Placement of the Structural Competency Training in the Learning
Trajectory

two post-intervention timepoints met Level 3 (Behavior/
Transfer) by requesting participants to self-assess the impact
of the training on their work performance in the post-
intervention time points (Mathis et al., 2019); however, none
of the studies achieved Kirkpatrick Level 4 (Results). See,
Figure 4 for a summary of the Kirkpatrick Levels of Evaluation.

Discussion

The purpose of this scoping review was to map the current
state of the literature on structural competency training in pre-
health and health professional learning, while also identifying
the key gaps and priorities in structural competency training
curricula development and research. We identified 11 peer-
reviewed articles (through September 3, 2021) describing
structural competency training interventions meeting the
study inclusion criteria. Although this review includes rela-
tively few studies, it represents a growing body of evidence
evaluating the outcomes of structural competency training
with varying levels of training results. Our primary finding
was that none of the trainings achieved Level 4 (Results) out-
comes as assessed by the Kirkpatrick Model; the level at which
the training is evaluated for its impact on health outcomes and
health equity metrics (Kirkpatrick & Kirkpatrick, 2006).
Moving toward such population level evaluation metrics,

Table 2. Summary of teaching strategies and learning activities.

Curricula explicitly stating Passive or
Teaching strategy/ strategy/activity Number active
Learning activity (percentage). N= 46 approach
Lecture 7 (15%) Passive
Clinical vignettes/case 7 (15%) Active
study
Reflection exercises 7 (15%) Active
(written/verbal)
Community immersion/ 6 (13%) Active
Service learning
Small group discussions 5(11%) Active
Readings/Multimedia 4 (9%) Passive
Drawing/Art 1 (2%) Active
Clinical Interview of patient 1 (2%) Active
about structures
Health policy immersion 1 (2%) Active
experiences
Community health needs 1 (2%) Active
assessments
Small group team building 1 (2%) Active
exercise
Written class assignments 1 (2%) Active
Peer teaching 1 (2%) Active
Spectrum exercise - to 1 (2%) Active
identify why people are
homeless
Literature search 1 (2%) Active
Community member 1 (2%) Active

interviews

however, will require substantial advancement in both training
design and evaluation.

Our findings reveal several necessary areas for advancement
in both structural competency training design and evaluation.
For example, we found that all the structural competency
interventions reviewed were targeted to a single healthcare
profession such as medicine or nursing, and none focused on
interprofessional education. Clearly, a single health profession
cannot address all the structural issues affecting patient health
outcomes because patients interact with a variety of healthcare
providers from across complex healthcare systems and beyond.
Therefore, structural competency would be well-situated in
interprofessional education (IPE) curricula, as the purpose of
IPE is to improve health outcomes and quality of care by
creating opportunities for health professionals or health pro-
fessional students to learn with, from, and about each other in
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a collaborative environment (Centre for the Advancement of
Interprofessional Education, 2016). Integration of structural
competency into well-designed interprofessional, systems-
based learning programs and the subsequent evaluation of
these trainings across professions will be critical moving for-
ward. This aligns well with recommendations by both Neff
et al. (2020) and Khazanchi et al. (2021) who recommend
scaling up structural competency training for interprofessional
learning.

The structural competency trainings were all broadly
focused on the five core structural competencies as outlined
by Metzl and Hansen (2014), although our findings reveal
disparate training strategies and learning activities (Table 2)
across the trainings. Most of the trainings included some form
of active learning strategy, however the passive strategies of
lecture and readings were quite common. In a recent systema-
tic review comparing the efficacy of active and passive learning
at producing cognitive skills in health professional students,
Harris and Bacon (2019) found that active learning strategies
produce gains in cognitive skills at or greater than those of
passive strategies (Harris & Bacon, 2019). Therefore, aligning
with these findings, we suggest a continued emphasis on active
learning strategies in structural competency curricula.

Our finding that the structural competency training place-
ment varied widely along the learning trajectory is also of note.
The trainings ranged from 3-hour health professional continu-
ing education sessions to dedicated undergraduate courses for
pre-health students. Trainings need to meet the needs of the
learners where they are; however, some standardization of the
interprofessional training curricula is warranted at the varied
placements in the learners’ trajectories so that the population
health outcomes may be assessed in relationship to the colla-
borative practice and competency-based learning (Pechacek
et al,, 2015). For example, Vanderbilt University systematically
developed an undergraduate major called Medicine, Health
and Society (MHS) designed to enhance the structural compe-
tency of pre-health majors and successfully evaluating those
students’ learning outcomes in comparison to traditional pre-
med/pre-health majors as they relate to structural competency
(Metzl & Petty, 2017; Metzl et al., 2018; Petty et al., 2017). Neft
et al. (2020) offered another example of standardization of
curricula at a different place in the learning trajectory by
proposing and publishing an open-access, structural
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competency curricula for the continuing education of medical
students, residents, and interprofessional teams (Neff et al.,
2020). Both examples can serve as models for standardizing
structural competency training at the varied placements in the
learners’ learning trajectory. Although the standardization may
look different at various placements in the learning trajectory,
we suggest that integrating structural competency throughout
the learning trajectory (undergraduate, graduate, and continu-
ing education) is critical. Competency is built over time and
structural humility is a life-long process which evolves over the
course of a health professional’s career (Metzl & Hansen,
2014).

Our findings also reveal a lack of standardization in the
instruments used to measure training outcomes. Most of the
studies used researcher-developed tools lacking formal mea-
surement development and validation. One exception was
the Structural Foundations of Health (SFH) survey@2016
instrument that was developed based on the core competen-
cies found in the Vanderbilt University MHS major along
with the existing frameworks such as the American
Association of Medical Colleges Core Competencies for
Entering Medical Students (Petty et al, 2017).
Subsequently validated, this instrument offers an example
of an evaluation tool that aligns with a standardized curri-
culum specifically placed at the undergraduate level in the
learning trajectory (Metzl & Petty, 2017). Without adherence
to best practices for developing and validating instruments,
we can neither expect accurate research findings that ade-
quately measure the latent constructs underlying the knowl-
edge, behaviors, and attitudes associated with structural
competency, nor compare findings across studies (Boateng
et al., 2018).

Based on the findings of this review, interprofessional edu-
cation design, an emphasis on active learning strategies, and
standardized training curricula and evaluation instruments
integrated at the different points in the health professional
learning trajectory are all critical toward the advancement of
evidence-based progression in curriculum development of
structural competency training. We suggest that addressing
these key gaps will move the research forward such that results-
based assessments of structural competency training, as con-
ceptualized by the Kirkpatrick Model, can ultimately occur. We
also encourage the use of high quality, peer-reviewed, open
access journals or open domain curriculum sharing tools, such
as MedEdPORTAL, to accelerate dissemination and imple-
mentation of such validated teaching tools and methods.
MedEdPORTAL is a collaboration between the Association of
the American Medical Colleges and the American Dental
Education Association to publish peer reviewed, open access
teaching and learning modules that have been both implemen-
ted and evaluated. Collecting objective data to support whether
structural competency training-based interventions improve
patient health outcomes is imperative, lest we repeat the mis-
takes of cultural competency and be four decades into compe-
tency-based instruction that has failed to demonstrate high
quality evidence of efficacy in reducing health inequities
(Filmer & Herbig, 2018; Horvat et al., 2014; Lie et al,, 2011).
Achieving validated assessments and measurements of
Kirkpatrick Level 4 structural competency outcomes requires
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attention and would meaningfully advance this area of practice
and research.

Limitations

The study limitations include the possibility that not all pub-
lished structural competency trainings/curricula were captured
in our search. To mitigate this limitation, we conducted
a broad search using seven databases and comprehensive
search terms as designed and peer-reviewed by two medical
librarians. Another limitation is the exclusive focus on primary
research articles, as the volume of conceptual articles exploring
structural competency across professions is vast. That said, our
goal was to map the evidence related to structural competency
training in pre-health and health professional learning given its
relatively newcomer status as a competency-based approach.

Conclusions

The findings from this scoping review give insight into the
original research conducted to evaluate structural competency
training. Future research should focus on development and
evaluation of interprofessional education curricula, assessment
of the most effective teaching strategies and learning activities,
standardization of training curricula integrated at the different
points in the health professional learning trajectory, use of
open domain curriculum sharing tools, and the development
and validation of instruments used to measure structural com-
petency outcomes. Each of these priorities will be critical
toward the advancement of evidence-based progression in
interprofessional curriculum development of structural com-
petency training with the ultimate goal of improving health
outcomes and eliminating health inequities.
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