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ABSTRACT  
This special issue aims to help fill two critical gaps in the growing literature 
as well as in practice. First, to bring together scholars and practitioners 
from around the world who develop, practice, review, and question 
structural competency with the aim of promoting a dialogue with 
related approaches, such as Latin American Social Medicine, Collective 
Health, and others, which have been key in diverse geographical and 
social settings. Second, to contribute to expanding structural competency 
beyond clinical medicine to include other health-related areas such as 
social work, global health, public health practice, epidemiological research, 
health policy, community organisation and beyond. This conceptual 
expansion is currently taking place in structural competency, and we 
hope that this volume will help to raise awareness and reinforce what is 
already happening. In sum, this collection of articles puts structural 
competency more rigorously and actively in conversation with different 
geographic, political, social, and professional contexts worldwide. We 
hope this conversation sparks further development in scholarly, political 
and community movements for social and health justice.

KEYWORDS  
Structural competency; 
social medicine; Latin 
American social medicine; 
critical medical 
anthropology; health equity

Introduction: Do we need a structural turn?

Social structural processes1 and the inequities they produce are the primary cause of who is 
healthy and who is sick - and in what ways along the continuum of health and sickness. A 
great deal of research around the world has shown that health inequities are ultimately deter
mined by structural processes, such as political and economic power, the global distribution of 
wealth, and the oppressions derived from social class, structural racism, and sexism (to name a 
few) (Cfr. Agarwal et al., 2023; Bailey et al., 2017; Bränström et al., 2015; Castañeda et al., 
2015; Gamlath & Lahiri, 2019; Gavurova et al., 2020; Gee & Ford, 2011; Hansen & Metzl, 
2019; Krieger, 2014; Martyr et al., 2019; Ssennyonjo, 2022; Williams & Mohammed, 2013; 
Williams et al., 2019). However, we are experiencing a central paradox in global public health. 
The growing acknowledgment of the impact of social structures on health outcomes contrasts 
with the lack of response and the failure to address the underlying structural processes, whether 
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in social policy, health policy, public health practice, or clinical practice (Fleming, 2020; 
Hespanha, 2019; Raphael, 1998).

Increased awareness of the centrality of structural processes to health has led to the development 
of structural approaches to public health and health care (Sommer & Parker, 2013). Different 
approaches have been developed in different geographic and social contexts, as we will touch 
upon further below. From these approaches, it is clear that addressing social inequities requires a 
fundamental shift in the way we think about health and a commitment to challenging and disman
tling the social structures that perpetuate health inequities (Breilh, 2003, 2021, 2023; Holmes,  2013; 
Holmes et al., 2014; Horton, 2023; Metzl & Hansen, 2014; Metzl & Roberts, 2014; Neff et al., 2017; 
Stonington & Holmes, 2006).

The potentialities and challenges of this shift are precisely the problems we address in this Special 
Issue. Our fundamental question is: What frameworks do we need to advance in order to address 
and confront health justice problems in a transformative way? In other words, if inequity is struc
tured based on interlocking axes of oppression (Farmer, 1996; Taylor, 2017), what frameworks or 
toolkits do we need to give health professionals, health systems planners as well as all of society so 
they can be part of the counter-hegemonic processes necessary to transform social structures and 
health itself? And, especially important in this volume, how might different frameworks and toolkits 
from different geographic and social contexts learn from one another and develop in conversation 
or in solidarity?

This article will next move into a consideration and definition of ‘structural competency’ and the 
context in which it first developed – U.S. clinical medicine – though it has moved far beyond in 
recent years. We then consider just a few of the other frameworks developed around the world – 
those especially relevant to this special issue - to understand and respond to the structural processes 
that produce social and health inequities. Next, we consider the importance of putting structural 
competency rigorously in conversation with these other frameworks as well as with different geo
graphic, social and professional contexts. We end with a consideration of the several important 
interventions made in this direction by this collection of articles. We intend this volume to spur 
further mutual engagement and conversation between structural competency and other social 
and critical frameworks for health around the world – including many not yet touched upon in 
this volume.

As Hansen points out (this issue), the concept of ‘social structures’ has been largely absent in U.S. 
biomedicine. The dominance of biotechnological approaches to healthcare has overshadowed the 
recognition of social factors that contribute to poor health in both public policies and private 
healthcare investments. The U.S. healthcare system has strongly embraced a profit-driven model 
that prioritises privatisation and idolises new biotechnological devices and pharmaceuticals as per
sonalised solutions capable of curing diseases or simply for the enhancement of individuals in the 
society in relation to achievement and commoditization. Consequently, the U.S. healthcare system 
tends to overlook social and structural causes of health issues and attribute widening health dispar
ities to cultural disparities in the beliefs or behaviours of individuals and genetic differences between 
racial groups. This hybrid ideology between biologization and the commodification that character
ises the neoliberal regime – supported by policies and economic incentives – has shaped the health
care system and perpetuated the disregard for social factors. The education and training of U.S. 
health professionals also reflect this ideology, as they receive limited exposure to the concept of 
social structures and their influence on health outcomes (Hansen, commentary in this Special 
Issue).

In this context, and during the last decade, the structural competency framework has gained 
growing attention for comprehending and addressing the impact of social, political, and economic 
structures on health and healthcare. In fact, structural competency is newly included in the LCME 
(Liaison Committee on Medical Education of the U.S. and Canada) in ‘Standard 7.6’. First coined by 
Metzl (2009), the proposal reached its first comprehensive form in Metzl and Hansen’s joint paper 
(Metzl & Hansen, 2014).
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In that pioneering text, structural competency is defined as the acquired skill to recognise 
that various issues categorised clinically as symptoms, attitudes, or diseases reflect the conse
quences of larger systems and processes such as healthcare systems, food distribution, zoning 
regulations, urban and rural infrastructures, medicalisation, and even the fundamental 
definitions of illness and health. Of course, it is not only about recognition. Structural compe
tency seeks to dismantle medicine’s support for an unjust social order; rejects the notion that 
social injustice is due to biological differences (for a discussion of structural racism, see Metzl 
& Roberts, 2014); shifts the focus from individual responsibility to societal responsibility for 
creating health-supportive conditions; works to transform the relationship between health 
professionals and communities, recognising the expertise patients and communities offer; 
and builds alliances with other disciplines and movements for social, economic, environ
mental, and health justice.

In sum, structural competency offers a positive model for systemic intervention to improve 
health and promote a more equal society (Hansen & Metzl, 2019, p. v-vi). This framework stands 
out in the context of social medicine for offering a pragmatic-critical relationship with the clinic 
(Piñones-Rivera et al., 2019a) and has contributed with a robust analysis of how clinical inter
actions, health institutions, and their legitimisation processes produce and reproduce health inequi
ties (Harvey et al., 2023). Development and evaluation of structural competency training 
programmes suggest that it may decrease burnout (Neff et al., 2017, 2020) and increase empathy 
as well as the potential for solidarity (Neff et al., 2017, 2020), helping trainees avoid blaming patients 
as individuals or groups, but rather understand the unequal social processes in which all people are 
embedded (Caiola et al., 2022; Gholar et al., 2023). The approach also highlights that intersubjec
tivity and interdependence are inherent to the human condition.

Although, as we shall see, structural competency is not a totally new creation, it has opened up 
new perspectives of conceptualisation, training, and praxis within medical training and beyond. It 
has been taken up by myriad medical, nursing, and other health professional schools as well as 
internships, residencies, and faculty groups – primarily in the U.S., though increasingly globally 
– and by several public health and county health departments. As mentioned above, it has newly 
been incorporated in national health education systems (in the U.S. and Canada) by the LCME.

Structural competency represents a strategic approach to medical education in the global north, 
where for almost 30 years a competency-based education model has been refined and consolidated. 
Given that this educational model extends throughout the world and that the biologist, behaviour
ist, reductionist, individualistic and culturalist ideology is hegemonic worldwide, the proposal of 
structural competency is being accepted in different contexts as part of counter-hegemonic move
ments (e.g. Campanera et al., 2023; Castro & Alarcón, 2023; Friedner, 2023; Harvey et al., 2022; 
Moscoso et al., 2023; Orr & Fleming, 2023; Orr & Unger, 2020; Piñones-Rivera et al., 2019a; 
Piñones-Rivera et al., 2022; Piñones-Rivera et al., 2023; Rodríguez-Cuevas et al., 2023; Szilvasi & 
Saitovic-Jovanovic, 2023). In most cases, this acceptance consists of dialogue and reciprocal trans
formation with existing critical health traditions developed throughout the history of social and 
right-to-health struggles in different territories.

As mentioned above, structural competency has focused firmly on the clinic and its importance 
and has also reflected on and moved into extra-clinical spaces (Piñones-Rivera et al., 2019a). When 
considered from the point of view of critical traditions like that of Collective Health and Latin 
American Social Medicine, this is one of structural competency’s distinctive traits and something 
other traditions may consider adapting and incorporating in some way (Harvey et al., 2023). More
over, structural competency extends beyond the clinic and introduces a different angle in the scen
ario of structural approaches: ‘that of the skills, attitudes and sensitivities of the clinician or 
researcher. In this way, it appeals to their subjectivities to discern the scenario, to develop skills 
to detect the relationships established between large structures, local realities and the small subjec
tive worlds of affliction’ (Martínez-Hernáez & Bekele, this volume). A structural turn is not feasible 
without a significant change in mindsets and practices.
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Dialogue and epistemic justice with other traditions

Structural competency is one of several different frameworks, social fields, and movements aimed at 
rectifying social injustices that produce health inequities. We do not intend to review those different 
frameworks but only to indicate some of them, especially those that have nurtured the contributions 
that are part of this special issue and that are most visibly influencing structural competency.

Latin America has been a fertile ground for developing critical pedagogy and specific critical 
approaches to medical education. Without going through an exhaustive review of critical pedagogy 
(Cfr. Freire, 2000; Giroux, 2010; Matthews, 2014), we can confirm the transcendence that Latin 
American developments such as Freire-inspired popular education have had at the international 
level. In our Special Issue, Freire is quoted in Latin American works (Piñones-Rivera et al., this 
issue; Anderson et al., this issue), but also in others from the United States (Sridhar et al., this 
issue) and in transnational proposals (Katz et al., this issue). Likewise, other critical Marxian 
approaches to education have emerged on Brazilian ground, such as historical-critical pedagogy 
(Saviani, 2018).2 These references nourish contemporary proposals on health education, present 
in a wide range of fields, such as state approaches to medical education, or counter-hegemonic 
alternatives, such as those of Ramos (2001), or Lemos (2010). Today, the Grupo de Estudos e Pes
quisas em Educação, Trabalho e Saúde (GEPETS) at Universidade Federal de Goias-Brazil, guided 
by Cristiane Lemos, is discussing in-depth the connections and differences between structural com
petency and the Social Determination Paradigm (Breilh, 2003, 2021, 2023)

Inside and outside the medical field, Latin American Social Medicine has raised the problem of 
medical education since at least the 1970s, with the pioneering work of García (1972). This discus
sion has been developed in Latin American countries, especially in Brazil, Mexico, Ecuador, and 
Argentina (Waitzkin et al., 2001).

In Europe, there is an important tradition with Gramscian roots, developed mainly in Italy (De 
Martino, 2009; Ferrari, 2014; Seppilli, 1996; Seppilli & Otegui, 2005; Signorelli, 2015), Catalunya 
and Spain (Comelles & Martínez-Hernáez, 1993; Martínez-Hernáez, 2008). For historical reasons 
linked to the massive post-war exile to Latin America, and especially to Argentina, this tradition 
is at the origin of and has been in dialogue with the significant developments of critical medical 
anthropology in Latin America (Menéndez, 1981, 2002, 2016; Sesia, 2015; Sesia et al., 2020). Inside 
that field of debate, it is clear that structural competency is not an ex-novo creation. As Martínez- 
Hernáez and Bekele note, it condenses pre-existing elements in different disciplinary and national 
traditions, critical theories, as well as many postulates from medical anthropology (Harvey et al., 
this issue; Martínez-Hernáez & Bekele, this issue).3 These traditions, among others, constitute a 
contemporary field of debate that has consistently illuminated the importance of processes of hege
mony/subalternity in the ideological terrain, overcoming both economistic reductionism and cul
turalist essentialism (Menéndez, 2018; Piñones-Rivera, 2015; Piñones-Rivera et al., 2019b).

Recognising that the structural competency framework arises from and draws on different his
torical and contemporary sources, we place ourselves in the reflexive line of the development of a 
meta-criticism, that is, of an alliance in which the different critical perspectives either within as well 
as those outside Eurocentric knowledge strengthen each other (Cfr. Breilh, 2003, 2021). We under
stand it as a strategy to counter the epistemic injustices common in Eurocentric approaches. As 
Fricker (2007) has pointed out, epistemic injustices acknowledge that someone is wronged in 
their capacity as a knowledge-producer; a reality that has been combated by counter-hegemonic, 
indigenous, feminist, LGTBQI, decolonial knowledge, among a long list of peripheral knowledges 
and perspectives, which teach us that there is no truth without social justice.

Therefore, it is crucial to outline and analyze the theoretical, practical, tactical, and strategic 
nuances between the perspectives developed in different contexts. From our perspective, the 
language, practices, and ideological assumptions should not be homogenised since we understand 
that each contribution is tributary to a context in which it seeks to have an impact; and there is no 
point of synthesis that intends to (impossibly) serve all contexts equally. However, we believe it is 
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critically important to put these different efforts into conversation to transform reality and work 
toward alliances and internationalist solidarity (Huish, 2014). With this objective in mind, knowl
edge of the languages, strategies, and practices throughout the world seems fundamental to us as a 
means for the construction of a strategy of transformation on a global scale. With this meta-critical, 
internationalist intent, this collection of articles puts structural competency more rigorously and 
actively in conversation with different geographic, political, social, and professional contexts world
wide. We hope this conversation sparks further development in scholarly, political, and community 
movements for social and health justice.

Examples of structural competency in global dialogue and beyond clinical 
medicine

Our special issue aims to contribute to filling two critical gaps in the growing literature and practice. 
First, to bring together scholars and practitioners from around the world who develop, practice, 
review, and question structural competency with the aim of promoting a dialogue with related 
approaches, such as Latin American social medicine, collective health, and others, which have 
been key in diverse geographical and social settings. Second, to contribute to expanding structural 
competency beyond clinical medicine to include other health-related areas such as social work, glo
bal health, public health practice, epidemiological research, health policy, community organisation 
and others. This conceptual expansion is currently taking place in structural competency, and we 
hope that this volume will help to raise awareness and reinforce what is already happening. This 
collection of articles has contributed to these goals even in unforeseen ways, as we will explore 
in the next section.

The first two papers expand the current discussion on structural competency in the field of global 
health. Katz, Chikwenhere, Essien, Olirus Owilli, and Westerhaus situate their impressive analysis 
in the field of global health. They propose that structural competency is and should be grounded in 
a counter-hegemonic social medicine. To this end, they develop a helpful systematization of the 
experience of the Social Medicine Consortium, one of the most important contemporary organisa
tions with a pragmatic-critical orientation toward global health. The article gives continuity to and 
expands on the proposals that have been made in structural competency in global health (especially 
Harvey et al., 2022), emphasising the importance of dialogue with other traditions from the global 
south, such as the Latin American critical pedagogy of Freire (2000) and Boal (1974). The centrality 
given to Freire’s concept of conscientization is notable throughout their proposal. The article ana
lyzes the reproduction of power asymmetries and shows, acknowledging contradictions, how con
crete programmes can address the power asymmetries and contradictions implied by structural 
processes, including colonialism and racism.

In a similar line of reflection, Sridhar, Alizadeh, Ratner, Russ, Sun, Sundberg, and Rosman pro
pose a decolonial praxis cycle in global health education that incorporates decoloniality and global 
health equity. Grounded in critical pedagogy and specifically in Paulo Freire’s work, they propose a 
‘praxis cycle’ that integrates theory, reflection, and action in a curriculum designed to engage lear
ners actively in understanding and dismantling colonialism and structural barriers to global health 
equity. Thus, the authors make a specific contribution to the already broad discussion of decoloni
sation in the field of global health education (Kwete et al., 2022; Mogaka et al., 2021; Wilson, 2022) 
and connect it to current developments in structural competency (Harvey et al., 2022; Metzl & Han
sen, 2014; Stonington et al., 2018). The authors emphasise the importance of intentionally incorpor
ating a praxis cycle to help learners recognise their role in disrupting structural forces that promote 
inequities and actively dismantle the forces upholding systemic oppression. The paper highlights 
the challenges encountered during curriculum implementation, including cognitive dissonance, 
systemic barriers to changing one’s practice, and complications in assessment. They share their 
experience building accountability by encouraging learners to seek feedback from global partners 
and in peer mentorship in small group discussions.
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The next three articles show structural competency’s usefulness in epidemiological and public 
health research more generally.

Martínez-Hernáez and Bekele critically analyze the potential for a ‘structural turn’ in epidemiol
ogy. In the article, they think through the possibility of a broad adoption of their previously pro
posed ‘SICES’ Structural and Intercultural Competency in Epidemiological Studies. Building 
from social epidemiology, critical epidemiology, and Collective Health, they consider how struc
tural competency could provide new opportunities by focusing both on the topic of focus in 
research (i.e. social and health inequity and equity) and on the attitudes and skills of the epidemio
logical professional (i.e. ‘structural humility’). This latter aspect, incorporating reflexivity, offers a 
helpful challenge to epidemiology’s traditionally positivist outlook and pushes the discipline to 
move further beyond the biomedical field to the social and collective levels.

Scott, Andazola, Smith, Castillo, de la Rosa, and Michael demonstrate the implementation of 
structural competency in two organisations in New Mexico, illuminating how the framework 
can be used to address health inequities at multiple levels beyond the clinic. They implemented 
structural competency in a large state government agency with more than 1,400 employees, focused 
on public health programmes, and in a small county coalition consisting of volunteer members with 
support from the county government. The paper provides three key lessons from these two experi
ences: 1. Structural competency can guide strategic planning for health equity goals in community 
and state organisations, enabling clear, actionable steps and member engagement at multiple 
levels. 2. When utilising the structural competency framework, we need to think carefully about 
the specific language we use, avoiding unnecessarily technical, discipline-specific jargon. 3. There 
is a strong need to build structurally competent communities (institutions, agencies, and individ
uals) to address our communities’ health and wellbeing inequities more comprehensively. The 
paper moves outside the terrain of medical education and suggests an important focus on ‘structu
rally competent communities.’

Kalkonde, Malik, Kaur, Pando, Paikra, and Jain show us how the structural vulnerability 
approach (one of the concepts often taught in structural competency trainings) allowed them to 
organise a multi-level analysis from which they approached the excess deaths within the indigenous 
Pando community in Chhattisgarh, India. As a collaborative group of public health professionals, 
community leaders, and public health scholars, their multi-level analysis combined public health, 
social medicine, and structural vulnerability frameworks, demonstrating a novel, actionable way 
of confronting excess deaths. Their biomedical approach found that scrub typhus was the most 
likely cause of the deadly fever. Nevertheless, in the social inquiry, community members attributed 
the excess deaths to a lack of Adivasi status certificates – a formal recognition as part of this ‘Sched
uled Tribe’ community to whom the Indian government provides certain protections and pro
visions, education, and jobs. The lack of Adivasi status certificates prevents the community from 
acquiring government jobs and higher education and leaves community members vulnerable to 
exploitation by members of other castes in their village. This marginalisation and structural neglect 
manifests in hunger through inadequate food rations, immobility due to a lack of traversable roads, 
and thirst from a lack of handpumps for their wells. They conducted a structural analysis of the 
excess deaths and noted that healthcare provision to the Pando people was inadequate and normal
ised on three levels – bureaucracy, health system, and community. In sum, their participatory struc
tural analysis allowed them to design a concrete strategy to reduce deaths in the Pando community.

The following two papers address the problem of direct violence and show how a structural com
petency framework can infuse broader awareness and action in response. Although one of the criti
cal concepts of structural competency is that of structural violence, less analysis has been given in 
this field to direct violence suffered by health teams themselves. In the first article, Pasquini provides 
a glimpse into the Emergency Department (E.D.) in Italy and how healthcare workers use a struc
tural competency approach toward visitors whom they consider to be at a higher risk of enacting 
forms of violence against the staff. Pasquini argues that identifying certain patients as ‘ticking time 
bombs’ allows practitioners to recognise structures that impact health and illness, to reflect on their 
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own positionality and agency, and to mobilise available resources to act on the structural processes 
that determine patient distress. Likewise, the health team showed the ability to improvise structural 
competency to deactivate (it. Dissinescare) potential outbursts of violence. This text is considerable 
for its nuancing addition to sociological understandings of the E.D. and recognising that structural 
competency can emerge from healthcare professionals’ everyday practice and experience.

In the second of these articles, Orr and Fleming address the dilemmas of medical neutrality 
and its depoliticising effects among Israeli healthcare professionals in a context of ongoing pol
itical (and structural) violence. Following a content analysis of documents published by Israeli 
healthcare institutions and leaders of Israeli healthcare organisations in response to the May 
2021 hostilities in the area, the authors note that while medical neutrality can ensure non-discri
minatory care and protect staff from structural violence, it can also naturalise repressive systems 
and obscure the root causes of inequalities and the structural determination of health. In fact, the 
view of medical neutrality allows for a limited recognition of violence and the broader causes of 
conflict. In response, the authors suggest locally adapted structural competency trainings to pro
mote a more appropriate socio-political engagement that helps practitioners take a holistic view 
of their patients and a more challenging role against hegemonic common sense. This would be an 
alternative conception of medical neutrality that does not entail states of denial, but an explicit 
recognition of political conflict as a health-determining process and the health sector’s role in 
society.

The majority of the following articles put the structural competency proposal in direct dialogue 
with diverse realities and concepts in and from Latin America.

Ortega and Rodrigues lead us to question to what extent the specific history of the structural 
competency model has led it to oppose the cultural competency proposal. The Brazilian experi
ence that they present and analyze is one in which ‘Brazilian collective health and psychiatric 
reform and the organization of post-reform services have somehow followed an inverted path, 
placing from the beginning the emphasis on the structural determinants of health practices 
and downplaying the role of cultural differences in health practices.’ (Ortega and Rodrigues, 
2023, p. 4). The authors argue that in a context like Brazilian collective health, it is politically 
important to highlight cultural difference, considering the ideology of cultural homogenisation 
that may be considered a ‘silencing of culture.’ According to them, the conceptualisation of 
the term structural in Brazil is somewhat more limited to a social class analysis, unlike what 
has developed in the USA.4 This paper leads us to consider whether experiences of structural 
competency developed in other contexts must necessarily be captured in the opposition of struc
ture and culture or whether reflections and practices on structural and cultural relationships can 
and should be articulated in other ways.5

The paper by Anderson, Calvin, Covarrubias, Jiles, and Paley highlights the contributions of 
popular education in health to structural competency training, focusing on the experience of 
EPES in Chile. EPES (Educación Popular en Salud), founded in 1982 in the context of Chilean dic
tatorship, draws on various sources to improve health – including popular education, Latin Amer
ican Social Medicine, liberation theology, and anti-dictatorship and anti-fascism social movements. 
The paper discusses how the EPES training programme addresses the underlying causes of poor 
health, promotes collective action in poor neighbourhoods, and transforms mindsets. In dialogue 
with the structural competency proposal, the authors analyze four competencies advanced by EPES 
in training health professionals: 1) Reflect on and propose interventions that incorporate a struc
tural framework for health problems; 2) Identify how social, political, and economic structural pro
cesses generate and maintain health inequities. 3) Create and implement a work plan in cooperation 
with local organisations, and 4) Question the biomedical model’s dominance and explore other 
health knowledge systems rooted in people’s wisdom and life experience. The programme is prac
tical and participatory, explicitly entailing creating and implementing work plans in cooperation 
with local organisations. Their approach emphasises participatory assessment, planning, and con
crete actions beyond individual risk factors fostered by popular education principles that highlight 
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horizontal relationships and work to empower participants to assess community problems, develop 
action plans, and collaborate with social movements to advance social justice in underserved 
neighbourhoods.

Piñones-Rivera, Liberona, Jiménez, Corona, and García make the problem of ‘structurally com
petent communities’ (Scott, Andazola, Smith, Castillo, de la Rosa & Michael, this issue) the focus of 
their reflection. Their paper leads us to think that structural competencies are not developed only in 
health professionals but also in collectives that face structural violence as part of their political 
struggles. The example of an organisation of migrants and allies in the north of Chile shows the 
relevance of developing structural competencies outside formal educational spaces. This paper 
introduces the novel concept of ‘collective structural competency’ in addition to the previous 
focus on health professionals, their individuality, and cognitive achievements, instead highlighting 
collectives and the learning processes they deploy while fighting for their rights. The paper analyzes 
the case of this immigrant rights movement in Chile (AMPRO), whose struggle to fulfil their rights 
has taught them experientially, politically, and reflectively about structural violence and let them 
develop structural competency beyond the classroom. The term ‘collective’ manifests the important 
and growing cross-fertilisation between Collective Health and structural competency fields. For this 
reason, it is intimately connected with the last two papers of the special issue, both related to the 
work of Jaime Breilh and reflecting an effort to strengthen the dialogue, solidarity, and collaboration 
between both critical proposals.

In his innovative paper, Jaime Breilh proposes a meta-critical methodology for ‘responsible and 
reparative science’ to reform ethics and simultaneously advance human and nature’s rights. Rooted 
in critical epidemiology, the social determination approach, and Collective Health, the paper argues 
that a Cartesian-functional theoretical-methodological bias limits the current paradigm of bioethics 
and proposes a new ontology for bioethics and the right to health that involves understanding the 
social determination of health as a multidimensional process in contemporary global hyper-neoli
beralism. Breilh discusses the challenges of transforming the paradigm of bioethics and the right 
to health beyond the biomedical horizon and proposes a new foundation for justiciability and rights 
in the hyper-neoliberal era. The paper introduces a set of proposals for healthy lives based on the 
struggles for the right to health, using the 4S’s of life (sustainability, sovereignty, solidarity, and 
security) and meta-critical methodology as tools. Breilh argues that critical bioethics must focus 
on the social reproduction of life in historically determined spaces of private wealth accumulation 
and consider alternative knowledge from impacted communities and social movements who may 
be working with independent scientists, experts, and public agents in solidarity with contemporary 
projects of justice.

Harvey, Piñones-Rivera, and Holmes’ paper explores the intersection of the structural compe
tency framework and the Latin American Social Medicine/Collective Health (LASM-CH) move
ment, highlighting especially in this case how the structural competency framework can learn 
from the LASM-CH movement. The authors identify four specific lines: 1. Theorising social 
structures instead as specific social ‘structural processes’ (ex., capital accumulation or colonialisa
tion), overcoming certain analytical confusion that may result from an overly broad and diverse 
definition of social structure. 2. Using the social determination of health’s (rather different from 
the social ‘determinants’ of health focus) critical tools to go beyond ‘tip of the iceberg’ empiricism 
and Cartesian reductionism that could be implicit in some uses of the ‘structural determinants of 
the social determinants of health.’ 3. Moving from a criticism of cultural competency to embra
cing ‘critical interculturality’ that calls for long-term efforts among different groups to marshal 
culturally-specific practices, beliefs, knowledge, narratives, epistemologies, ontologies, and cos
movisions in the service of collective political projects for liberation. 4. Learn from the history 
of LASM-CH’s illustrative examples of health workers collectively engaging in solidarity in social, 
political, and economic realms to change social structural processes. The paper emphasises the 
need for ongoing conversations and exchanges between different paradigms worldwide for social 
and health equity.
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Spinelli and Martinovich offer a unique look at medical education. They problematise the epis
temological level to overcome a reformist logic and move towards one that effectively allows under
standing its ‘ontological structuring’: based not only on scientific-technical processes but on ‘inter- 
subjective relational processes, mediated by verbal and non-verbal language, radically contrary to 
the ontic conception of industrial models and their organisational and institutional formats embo
died in the model of the factory, and constituted by reified relationships between subjects and 
objects’ (Spinelli & Martinovich, this issue). The article then reflects on the experiences carried 
out within the Doctorate Program in Collective Health of the Universidad Nacional de Lanús 
(Argentina), which has opted for a hermeneutic approach to education, based on dialogue rather 
than on the transmission of contents: the ‘classroom-workshop.’ This would allow the recovery 
of a critical dialectic by analyzing which epistemic frameworks operate in medical practices. This 
pedagogical proposal seeks to recover the autonomy of the learning process by horizontalizing 
the action of understanding. Such horizontalization could allow leaving the ‘unidirectional 
monody’ of teaching and explaining and instead embracing ‘the complex polyphony of learning col
lectively,’ favouring a ‘transformation towards the common’, while recovering forms of knowledge 
discredited as invalid. This transcends a logic based on teaching social differences from predefined 
social blocks, with the preconceived and stigmatising readings they imply, and moves towards an 
‘open and interpretative listening, based on a dialogue whose horizon is mutual understanding’ 
(Spinelli & Martinovich, this issue).

Finally, Helena Hansen’s commentary – discussed above –provides an excellent framework for 
putting the work of this issue into context. Being one of the pioneers and leading theorists of the 
structural competency framework, Hansen clearly demonstrates the ideological background against 
which it arose: ‘a privatized, profit-oriented approach to health care that fetishizes new devices and 
pharmaceuticals as molecular, individualized “magic bullets” curing our ills; an ideology fostered by 
corporations and government agencies throughout the 1980s-2000s era of the Human Genome 
Project and the Decade of the Brain’ (Hansen, this issue). Eloquently, Hansen describes U.S. racial 
apartheid and details the historical relevance of the anti-racist struggle in the U.S. In this way, she 
explains why structural racism is at the centre of structural competency, depicting the continuity of 
structural competency not only with the traditions of social medicine but specifically with anti- 
racist struggle. As Hansen makes clear, racial justice movements have been one of the main drivers 
of innovations in social medicine in the U.S. Therefore, the commentary clearly states that social 
movements are central within the framework of structural competence: ‘Structural Competency 
does not replace grassroots social movements; rather, it is designed to help clinical practitioners 
to align with those movements.’ Her analysis entirely coincides with that of Latin American Social 
Medicine, which aims to ‘start with grassroots community movements and expertise in practicing 
social medicine, rather than biomedicine’ (Hansen, this issue) and fosters the strengthening of this 
process with the contributions of structurally informed biomedical practitioners. For Hansen, it is a 
matter of cultivating allies within biomedicine to enhance the impact of community health 
movements.

In the perspective of our call to put structural competency in global perspective, Hansen answers 
by promoting continued and increased cross-fertilising of social medicine traditions across regions, 
even beyond those that this special issue has begun to bring together.

Lessons learned from structural competency in new geographic and social 
locations

We hope to highlight what is new in our special issue - or at least how it can contribute to important 
movements around the world concerning social issues and health. In what sense do these articles 
broaden the concept and praxis of structural competency? In what sense does a global perspective 
on structural competency contribute to the framework’s development and to other movements for 
social and health equity? 
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. First, framing structural competency in global perspective is a concrete exercise of metacriticism 
(Breilh) and epistemic justice that strengthens our praxis and concepts toward transforming 
unequal social structural processes. Putting structural competence in global perspective means 
not only bringing together contributions from different geographical locations. More deeply, 
it implies promoting a constructive dialogue between different traditions of critical perspectives 
(Collective Health and Latin American Social Medicine, critical interculturality in health care in 
Southern Europe, and far beyond), which have thought and fought to transform the structural 
processes at the root of health inequity. This exercise has been fruitful, as demonstrated by the 
lessons outlined below.

. Second, this special issue clearly shows that structural competency is relevant not only to medical 
professionals, but also far beyond. The articles come from various disciplines, such as anthropol
ogy, social work, pedagogy, public policy, and epidemiology. This should not be surprising if we 
consider that approaching the health-disease-care process (Laurell, 1986; Menéndez, 1994) is not 
restricted to the medical profession and that not only in the health sciences but in practically all 
disciplines there are sub-disciplines or professional fields specifically devoted to health and dis
ease (for example, anthropology of health, sociology of health, geography of health, health econ
omics, health policy, etc.). This transdisciplinary background offers fertile ground for many new 
insights to be gained. Therefore, one critical lesson is to put the tools developed by structural 
competency at the service of transdisciplinary work and to move forward in overcoming the bar
riers imposed by the rigid medical hierarchy and disciplinary traditions. At the same time, this 
special issue indicates that one strength of structural competency is precisely an analysis and 
focus on clinical medicine and medical professionals. Articles in this special issue simultaneously 
show that other movement for health equity can learn from this strength.

. Third, beyond the professional field, this special issue broadens the social base from which struc
tural competencies are considered. The structural competency framework recognises the experi
ence, knowledge, and leadership present in social movements, community and grassroots 
organisations especially through the concept of structural humility. Structural humility gives 
centrality to the role of social movements, community, and grassroots organisations in the 
struggle to transform structural processes of oppression. However, concepts such as ‘collective 
structural competency’ (Piñones-Rivera et al., this issue) and ‘structurally competent commu
nities’ (Scott et al., this issue) take the conceptualisation of structural competency further into 
communities and movements. Such broadening invites us to think about how the structural 
competency framework can learn from social organising processes outside the classroom and 
share its pedagogical tools to strengthen these collective processes of reflection and praxis.

. Fourth, this special issue opens new opportunities to rethink culture in relation to the framework 
of structural competency. Let us recall that one aspect in the early development of the structural 
competency proposal consisted in a critique of the essentializing use of the concept of culture in 
some versions of the cultural competency framework. However, not every consideration of cul
ture is essentializing, as shown in various articles in this special issue – as well as by many others 
(e.g. Tervalon & Murray-Garcia, 1998). The experiences analyzed by Ortega and Rodrigues, 
Martínez-Hernáez and Bekele, Breilh, as well as Harvey et al.’s reflections on Breilh’s work, 
show us interesting perspectives in this respect and remind us of the vital contribution that 
has been made in non-hegemonic traditions such as Latin American critical epidemiology or 
Gramscian critical medical anthropology (in its Italian, Spanish and Latin American versions), 
to think culture and structure together in a critical way. They all show how structural compe
tency could benefit from embracing something like critical interculturality. These articles indi
cate the potential that the concept of critical interculturality can have in relationship especially 
with that of structural humility. Critical interculturality proposals arise from a profound ques
tioning of the asymmetries of knowledge within colonial realities and point towards the devel
opment of broad alliances of the different critical perspectives that have emerged within and 
outside Eurocentric knowledge. Therefore, critical interculturality not only questions the 
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supremacy of one knowledge or social position over another but emphasises the meta-critical 
horizon (Breilh, 2003, 2021, 2023) in which alliances must be built and stresses the importance 
of the reciprocal strengthening of critical perspectives. In this vein, this special issue strengthens 
the development of structural competency and structural humility by looking at them also from a 
critical interculturality perspective.

. And fifth, the articles in this special issue confirm the vitality that critical perspectives have today 
in the context of the advance of fascist ideologies and the extractivist predation of capitalism. The 
dialogue we seek to encourage here allows us to visualise how related problems arise in different 
historical and geographical contexts and that different responses have emerged and have been 
reformulated, some in dialogue and others with absolute independence from structural compe
tency. These related movements and experiences in conversation allow for a fuller understanding 
of and confrontation with the social structural processes that shape health, well-being, sickness, 
and everyday life for diverse populations.

Directions for future development in critical frameworks and practices in health

It is important to continue expanding, adapting, reformulating and questioning the development of 
structural competency in diverse disciplinary fields. This is not as obvious as it may seem, and to 
give an example, although training in disciplines like medical anthropology includes the incorpor
ation of knowledge regarding the role of structural processes in the configuration of the health-ill
ness-care process, most often there is not a focus on the development of concrete tools to influence 
and participate in the transformation of such structural processes. The same can be said concerning 
other disciplines, such as epidemiology, sociology, and psychology, to name a few.

Moreover, in problematising an approach to structural competence that is too discipline-cen
tered, it seems key to develop a transdisciplinary perspective in the formation and development 
of frameworks. The emphasis placed on structural processes points to the recognition of a hierarchy 
existing at different levels of intervention. This hierarchy problematises approaches that prioritise 
the clinical level and calls again for transdisciplinary approaches, considering the fact that critical 
perspectives developed in each discipline illuminate some aspect of structural determination. The 
special issue simultaneously shows the importance of structural competency moving beyond clini
cal medicine – as well as the strength of the analysis of and response to clinical medicine that other 
frameworks for health equity might learn from structural competency.

But such transdisciplinarity should be accompanied by critical interculturality, which inheres 
broadening structural competency in conversation with and respect for non-Eurocentric knowl
edge. In this issue, we have advanced the idea that structural competency is developed importantly 
in professional teams, but also importantly in grassroots social organisations in their struggles 
against structural violence. The next step is to recognise that such struggles are organised based 
on popular knowledge and that, in many cases, this knowledge is not Eurocentric (Moscoso 
et al., 2023). Progress in the construction of alliances for the transformation of structural processes 
requires the development of such critical interculturality (Breilh, 2003, 2021, 2023; Harvey et al. in 
this issue). In other words, there can be no lasting transformation or epistemic justice if we do not 
address the asymmetries of power constructed based on the colonial abyss that concentrates legiti
macy in Eurocentric knowledge and disqualifies non-Eurocentric knowledge.

For strategic reasons, the discussion on structural competency has had to adopt the conditions 
imposed by an educational system deeply grounded on the competency-based education model. At 
the same time, there is strong criticism of that model in many parts of the world, particularly in 
Latin America (Chaves & Egry, 2013; Egry et al., 2006; Lemos, 2010; Ramos, 2011; Silva & Egry, 
2003). One of the crucial lines of development consists in projecting the problem of medical edu
cation beyond the competency-based model in different contexts worldwide. Such proposals exist in 
all territories, and therefore, the discussion on structural competency can be nourished by these 
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developments that understand medical education beyond the commoditized assumptions natura
lised in the competency-based education model (Chauí, 2018; Hirtt, 2009; Zarifian, 2010).

In sum, it is essential to continue strengthening – including through challenging – the proposal 
of structural competency through dialogue with related frameworks and movements worldwide. 
We understand that one way to strengthen the proposal of structural competency is through sus
tained dialogue with other Eurocentric and non-Eurocentric and non-English-speaking perspec
tives. While in this special issue, we have expanded the dialogue of the field of structural 
competency to other traditions, especially Latin American Social Medicine, Collective Health, 
and the critical medical anthropology of Southern Europe, it is necessary to expand and deepen 
the dialogue with diverse Indian, African, African diaspora, Indigenous, critical disability studies, 
trans and queer studies, and many other important traditions and movements. The strengthening 
of structural competency does not interest us in and of itself (Piñones-Rivera et al., 2023), but rather 
as one step in strengthening all of the critical proposals that are part of the necessary construction of 
a metacritique capable of counteracting biomedical, colonial, and racial capitalist hegemony and 
proposing and working toward viable alternatives.
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Notes
1. ‘By “social structure,” we mean durable patterned arrangements – from language barriers and social hierar

chies to policies, economic systems, and other institutions (such as judicial systems, and educational systems) 
– that produce and maintain social inequalities and health disparities, often along the lines of social categories 
such as race, class, gender, and sexuality’ (Stonington et al., 2018, p. 1959)

2. Saviani defines historical-critical pedagogy as follows: ‘In short, what I am interested in translating with the 
expression historical-critical pedagogy is how to move from the critical-mechanistic, critical-a-historical 
vision to a critical-dialectical and, therefore, historical-critical vision of education. This formulation includes 
the need for education to be understood from its historical-objective development and, consequently, from the 
possibility of articulating a pedagogical proposal whose point of reference, whose commitment, is to transform 
society and not to leave it as it is, to perpetuate it.’ (Saviani, 2018, p. 112)

3. For a reflexive genealogy of Structural Vulnerability and Structural Competency Cfr. Piñones-Rivera et al. 
(2019a)

4. Moreover, the terms ‘structure’ and ‘structural’ have a more restricted meaning in Brazilian mental health 
than in U.S. discussions around structural competency and structural violence. In the former, structure 
and structural mainly refer to class, class stratification and socioeconomic inequalities, whereas in the U.S. 
literature those terms indicate hierarchies of not just class but also racialised groups, gendered groups, etc. 
Many authors use ‘structural violence’ to include the harm done by these hierarchies that are based not 
just in class but also race, sex, gender, sexuality, ability, among others (Bourgois et al., 2017; Farmer, 2004; 
Metzl & Hansen, 2014; Metzl & Roberts, 2014; Stonington et al., 2018).

5. For example, in LASM/Collective Health, the objective of interculturality is fundamentally political, putting 
various sources of knowledge – Western and non-Western, academic and non-academic – at the service of 
a collective, emancipatory project. (Harvey et al., 2022)
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