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Abstract

Since 2011, the nongovernmental organization Compafieros En Salud, as Partners In Health is known
in Mexico, has worked in collaboration with the Mexican Ministry of Health to strengthen the health
care system in the Fraylesca and Sierra Mariscal regions of Chiapas, Mexico. In response to the high
proportion of abandoned and understaffed clinics in the area, Compaiieros En Salud has developed
a program to entice medical students from some of the top medical schools in Mexico to spend their
“social service year” in these facilities, where they receive financial support, on-site clinical mentoring,
supplies, clinical support tools, and training in global health and social medicine using a structural

competency framework. The idea is to provide high-quality health care to a historically underserved
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population through a lens of health as a human right. Although other structurally competent global

health curricula have been implemented worldwide, primarily in the Global North, the Compafieros En

Salud model is unique in that it combines (1) the facilitation of theoretical lectures based on the Social

Medicine Consortium’s definition of social medicine, (2) global health case discussion and context-

reflective experiential simulations, and (3) exposure to patients who suffer the burden of structural

injustice. In this paper, we describe the motivations behind the training model, its holistic approach,

and the impact of this initiative after a decade of implementation.

Background

Global health institutions and researchers are
mostly based in high-income countries, whereas
most global health interventions take place in low-
and middle-income countries.! Consistent with
this, global health curricula are often developed
and delivered by Global North institutions and fac-
ulty, with 95% of masters of global health programs
located in high-income countries, and are mostly
available to high-income country candidates who
can afford the high fees of these programs and have
more facilities to physically access classes.* This
dynamic often results in global health programs
that lack the insights of practitioners working in
the world’s most underserved and marginalized
settings in which global health practice takes
place’ In addition, many students in global health
programs from high-income countries will not end
up facing the global health challenges addressed in
their studies in their future practice.

To counter the disconnect between under-
served settings and global health curricula and
between global health students and their future
practice settings, there is a need for global health
education initiatives to emerge from the Global
South for practitioners in the Global South. Instead
of considering the Global South as a whole, it is im-
portant to develop context-specific curricula that
consider the social determinants of health. This
can help make global health education more fruit-
ful and eliminate colonial remnants in the global
health field, shifting power to local ownership.

On top of this, building global health edu-
cation initiatives that move away from the public
health and human rights orthodoxies prevalent in
most US institutions presents a great opportunity
to adopt an integrative human rights approach in
which civil and political rights, as well as social
and economic rights, are given the relevance they
deserve.* In order to achieve “the right to the enjoy-
ment of the highest attainable standard of physical
and mental health,” first articulated in the 1946
Constitution of the World Health Organization,
more is needed than just health facilities, even if
they provide health care services that are of good
quality and medically and culturally acceptable.
These facilities must be physically and financially
accessible to the population in an equitable manner
and combined with public health interventions
for the prevention and control of diseases. And
importantly, the population must participate in
health-related decision-making. To achieve this, the
right to health should not be seen as an independent
human right but as a right that is interdependent
with other economic and social rights, such as the
rights to work, water, food, housing, education, and
nondiscrimination.’

Pioneering this approach, Compaifieros En
Salud (CES)—the sister organization of Partners In
Health in Mexico, a nongovernmental organization
that receives funds from individuals, corporate do-
nors, and private foundations to provide care to the
rural populations of Chiapas—decided to develop a
human rights-based global health and social med-
icine curriculum (GHSMC) adapted to the local
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setting of the rural region in 2011. The program is
complementary to the work that the organization
initiated to support rural outpatient clinics in the
Fraylesca and Sierra Mariscal regions of the state
in defending health care as a human right, with
the premise that quality care must be accessible
to all and consider structural factors. Specifically,
the curriculum aims to improve the structural
competency of pasantes, medical students in their
mandatory “social service year.” In Mexico, as in
other countries in Latin America, graduates from
medical and nursing school are required to provide
one year of “social services” to the government
in order to obtain their licenses. This program
started in 1936 and has been the main government
strategy for staffing clinics in rural places. These
professionals are called pasantes, as they “pass by”
a community for a one-year period. In the case of
medical pasantes, there has been a long debate over
whether they are doctors or medical students (as
they are technically considered now). Either way,
they are often the only providers in rural commu-
nities, with little supervision and a lack of ongoing
training. Although structural competency is a
necessary skill for any health professional, it is espe-
cially relevant for those working with underserved
and marginalized populations to better understand
the social determinants of patients” health” Struc-
tural competency has been defined as the ability of
health care workers to acknowledge the influence
or effects of social, political, and economic struc-
tures in people getting sick, as well as being able to
respond to them.®* According to Michael Harvey et
al,, structurally competent global health education
includes the following elements:

(1) ... the role of social structures in producing and
maintaining health inequities globally, (2) ... the
ways that structural inequalities are naturalized
within the field of global health, (3) ... the impact
of structures on the practice of global health, (4) ...
structural interventions for addressing global health
inequities, and (5) ... the concept of structural
humility in the context of global health.’

Chiapas is one of the most deprived states in Mex-
ico in terms of structural and intermediary social
determinants of health.® At the structural level,

FRAMEWORKS, 119-131

the average degree of education is only 7.8 years
(versus 9.7 years at the national level), and 84.2%
of the working population lacks access to social
security, as most work as farmers in the informal
sector.” Aligned to this, according to the National
Institute of Statistics, in 2020, 35.3% of the Chiapas
population did not have any form of health in-
surance or social security.* This population has
historically been covered by the health services
provided directly by the Ministry of Health, which
contributed 383% of total health expenditure in
Mexico in 2020.% In terms of intermediary social
determinants of health, 49.1% of the population
lives in houses without chimneys and uses fire-
wood or charcoal for cooking, and only 47.8% of
the population is food secure. All of this is reflected
in the state’s high multidimensional poverty rate of
75.5%."

These structural factors and precarious living
conditions of the population are behind most of the
top 10 causes of morbidity in the state: acute respira-
tory infections, perinatal complications, intestinal
infections, urinary tract infections, gastritis, intes-
tinal amebiasis, salmonellosis, otitis, periodontal
diseases, and candidiasis. There is also a high
burden of noncommunicable diseases, including
mental health disorders, although due to the lack
of training of health professionals to identify these
conditions and of accurate electronic medical re-
cords, these diseases are largely under-diagnosed.™
Moreover, the lack of timely access to quality care
is related to a high burden of preventable deaths
from these conditions and also from complications
during pregnancy, childbirth, and postpartum.”
Although the current Mexican public health model
covers the entire population outside the formal
labor market for all health needs at no cost, this
is not the case in practice. Chiapas has the lowest
number of health specialists in the country. Also,
many outpatient clinics in the rural areas of Mexi-
co, where 51% of the population of Chiapas resides,
have access only to a pasante completing his or her
social service year or are simply neglected.” This
forces users to travel long distances to seek care,
which they often cannot afford or which sometimes
takes too long if emergency care is needed, as only
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22% of the state’s roads are paved.*®

As mentioned above, the challenging living
conditions of the Chiapas rural population make
understanding structural competency key for
health care providers in the region. However, there
are scarce educational curriculain Mexico that train
health personnel in becoming structurally compe-
tent.” Hence, Compaiieros En Salud has decided to
address this issue through the GHSMC, a curric-
ulum that combines knowledge acquisition, case
discussion, and exposure to patients in an iterative
process that aims to prepare competent and sen-
sitized professionals.® Unlike other global health
programs worldwide, this one was created—and is
delivered and taught—by professionals working in
the same rural underserved settings in their own
practices, thus ensuring that the program responds
to the needs of local health professionals and pa-
tients while also considering the global factors that
underlie local health inequities and understanding
the right to health as interdependent with other so-
cial and economic rights. In this paper, we discuss
the Compaiieros En Salud approach, its learnings
to date, and impact of this initiative after a decade
of implementation.

Origins of the curriculum

Chiapas’s current burden of disease and socioeco-
nomic indicators require personnel with capacities
beyond providing mere clinical care. However, in
Mexico, the training of health professionals re-
mains largely clinically focused, centering on the
diagnosis of diseases and pharmacological and in-
terventional treatments and generally overlooking
how health problems may derive from determi-
nants and social structures that harm marginalized
populations.”

As mentioned earlier, completing the “social
service year” is a requirement for obtaining a medi-
cal or nursing degree in Mexico.* This requirement
entails being sent to a rural area to provide care and
often means being responsible for an entire com-
munity. Such a responsibility carries the risk that
the skills required to respond to the demands of the
population and the system exceed those learned

during one’s medical education. Clinical staff often
remember this year as a difficult period without
support. Compaiieros En Salud seeks to transform
the traditional social service year model by comple-
menting this year with a diploma in global health
and social medicine in order to allow practitioners
to provide culturally competent and dignified
clinical care that embraces a human rights-based
global health and social medicine approach.

There are multiple reasons why structural
competencies are considered fundamental in the
curriculum: (1) because the understanding of struc-
tural and social determinants is directly linked to
treatment success (for example, in the early days of
Partners In Health’s work in Haiti, the organization
realized that malnourished tuberculosis patients
would not improve with medicines alone but also
needed food); (2) because the reality of the com-
munities served clearly expresses the origin of their
health conditions; and (3) because these conditions
frequently subject providers to situations of frus-
tration that prevent them from making informed
decisions, both for the population and for them-
selves. For Compaieros En Salud, it is equally as
important to have well-trained personnel who can
offer quality services as it is to have personnel with
skills that allow them to respond to the challenges
that the immediate reality requires.

When it was originally created, the GHSMC
was geared toward medical providers. However,
the curriculum has since extended to nursing,
obstetric-nursing, and midwifery providers. This
extension has involved restructuring the previous
curriculum and incorporating interprofessional
training, which has enriched learning and col-
laboration among the professions. Moreover, as
mentioned above, the curriculum is taught by
instructors who were former pasantes. This allows
instructors to share real-life examples of how the-
oretical concepts, context, and practice intersect,
which maximizes the educational experience.

Early curriculum structure

When it was first rolled out, the GHSMC includ-
ed two main modules: (1) the social medicine and
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global health module and (2) a clinical module
that responded to the local burden of disease that
included an introduction to locally developed clin-
ical algorithms that not only were evidence-based
but also included an adaptation of the clinical de-
cision-making points according to the availability
of resources, including medications and logistical
barriers.”

The first module included a three- to four-
hour lecture that introduced global health and
social medicine terms and offered a practical por-
tion where pasantes engaged in case discussions,
debates, experiential simulations, and reflective
sharing. Proximity to the social problems from
the field boosted a better introduction of the the-
oretical terms being learned. This module later
incorporated the five points of social medicine as
defined by the Social Medicine Consortium, a con-
sortium that includes universities, organizations,
and health and non-health professionals aiming to
reach health equity:

1. Understanding and applying the social determi-
nants of health, social epidemiology, and social
science approaches to patient care,

2. Anadvocacy and equity agenda that treats health
as a human right,

3. An approach that is both interdisciplinary and
multi-sectoral across the health system,

4. A deep understanding of local and global con-
texts ensuring that the local context informs and
leads the global movement, and vice versa,

5. Voice and vote of patient, families, and commu-
nities.>

This definition served as the basis of the lecture
topics presented to pasantes until 2020, when the
need to restructure the curriculum arose due to the
interdisciplinary professionalization of pasantes,
the growing need to preserve the clinical topics that
were most relevant to the context, and the need to
improving pasantes’ skills to better communicate
with the people they serve and with their colleagues.

FRAMEWORKS, 119-131

Current curriculum structure

To restructure the curriculum, in 2020, the course
was evaluated qualitatively to determine the extent
to which it was aligned with the local burden of
diseases and the extent to which its topics pro-
moted the development of structural competency.
This process was carried out in seven stages: cur-
riculum needs diagnosis, definition of modules and
themes, integration of modules and themes, profile
of speakers, didactics, evaluations, and follow-up
strategy. Throughout the restructuring period, the
perspectives of pasantes, the administrative team,
and the field implementation team were consid-
ered. These individuals’ recommendations were
solicited in relation to the perceived needs of their
communities—an approach that, though not ideal,
was still valuable as a starting point.

The restructuring was focused on the selec-
tion of topics, didactics, health care strategies,
clinical follow-up, and responses to health services.
Theoretical, conceptual and didactic aspects were
considered to offer a comprehensive adjustment to
the curriculum.

Finally, the curriculum was restructured
to include four modules offered simultaneously,
each with theoretical and practical components.
The objective was to ensure the standardization
of the clinical quality offered by pasantes, with a
human rights-based global health approach and
institutional values. The four modules are (1) in-
troduction to global health and social medicine;
(2) interventions focused on the prevention, treat-
ment, and control of diseases, including sexual and
reproductive health topics, ultrasound skills, and
mental health topics; (3) management and values
for the care of marginalized populations; and (4)
tools for resilience and well-being (Figure 1). Before
pasantes begin providing care in the community
clinics, they are offered a 32-hour theoretical intro-
duction that includes aspects of Companeros En
Salud’s context (values, protocols, and functions)
and information on the organization’s alliances. Of
particular interest are its alliances with the govern-
ment, which allow pasantes to identify the regional
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and local response capacity.

The theoretical component consists of two
monthly sessions of eight hours each day, which
include content from the aforementioned modules.
Among the topics of structural competence, the
following stand out: relationship of global dynam-
ics between countries and their impact on patients
and on their local context, social approach to health
and disease, social determinants of health, the hu-
man right to health, and the evolution of access to
medicines.”> Moreover, in-person simulations such
as the “poverty simulator” emulate the complex
structural barriers in which people are embedded.
The GHSMC also includes 480 practical hours in
the field through community supervision and ad-
aptation to the social context, which is expanded on
later in this paper.

One of the key elements of the Companeros
En Salud curriculum is its emphasis on the daily
practice of concepts from the four modules. For in-
stance, for module 1, the practical training involves
home visits, which allow students to understand
the context in which people live, the challenges they
face, and their family dynamics, and foster a closer
bond between patients and providers. This module
also encourages pasantes to follow up with patients
who have been referred to specialized care in the
capital city, which gives pasantes a better sense of
what it means for a patient to miss a workday, make
family arrangements, and navigate the health sys-
tem in order to show up to a consultation in the city.
For module 2, on-site clinical supervision promotes
competency-based learning by allowing pasantes to
model clinical skills such as ultrasound techniques
and mental health consultations alongside a super-
visor. For module 3, the use of interpersonal skills
for communicating with the clinical team and with
patients’ families offers pasantes the opportunity to
engage in horizontal conversations among nurses,
physicians, and community health workers and to
learn how to allocate workloads or organize roles
when attending to a patient’s emergency. For mod-
ule 4, intrapersonal skills are taught for situations
in which pasantes witness structural violence af-
fecting their patients, which oftentimes may cause
pasantes to experience feelings of helplessness,

requiring them to strengthen their resiliency skills
and structural competency for emotional process-
ing. This process is often supported by pasantes’
supervisors in a genuine way, since they have expe-
rienced similar situations before.

Furthermore, the structural competencies are
transversal in the modules; the proposed didactics
include discussion spaces that allow pasantes to
integrate knowledge from their own experiences
and those of their peers. In addition to familiarity
with concepts of structural competency, being an
effective health care practitioner in culturally and
ethnically diverse Mexico requires complementary
skills such as cultural humility, clinical competen-
cy, active listening, and leadership. The GHSMC
aims to develop these capacities as well and, by
doing so, reduce barriers to accessing quality care.

Finally, as part of the curriculum’s evaluation
of students, both qualitative and quantitative crite-
ria are considered. The former are meant to assess
the attitudes and soft skills expressed by trainees
during care and teamwork. The latter are meant
to assess students’ theoretical knowledge through
written exams. Additionally, by the end of their
service year, pasantes are invited to give a presenta-
tion that depicts their experiences, reflections, and
learnings.

Complementary field supervision

The GHSMC learning process is complemented by
field supervision in which pasantes are supported
on site by a clinician who formerly worked as a
pasante. This allows students to have a smoother
immersion into the rural community and under-
standing of the social factors impacting them, as
the supervisors have a thorough perspective of both
the local burden of disease and the social issues af-
fecting the community.

Generally, this supervision is performed by
an obstetric-nurse or a medical supervisor who
oversees all of the care delivery interventions
and assures the quality of the delivery through
feedback. The supervisors make improvements by
observing and modeling during consultations with
the pasantes, through systematic case discussion
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FIGURE 1. Companieros En Salud’s global health and social medicine curriculum
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for collaborative clinical decision-making, and by
offering evidence-based treatments that reconcile
with the traditional-medicine remedies and that
are appropriate to the patient’s particular reality.
For example, supervisors teach obstetric-nursing
students about childbirth care in the vertical
position (squatting, sitting, or standing) and the
use of the rebozo to facilitate labor, a “traditional
midwifery practice of Aztec origin, which consists
of using a scarf to perform different techniques in
order to mobilize the pelvis and relax the muscles
to favor the positioning of the fetus.” Obstet-
ric-nursing pasantes also learn about the use of
medicinal plants during pregnancy and labor and
visit midwives in the region to exchange knowledge
and ideas.

“Accompaniment” has been part of Part-
ners In Health’s operative framework since the
organization began working in Haiti and Peru.
Currently, Compaiieros En Salud has endeavored
to incorporate the accompaniment model into
many processes, such as accompanying patients to
visit community health workers, accompanying the
Ministry of Health in its efforts to strengthen the
health system, and through the supportive supervi-
sion model. According to Paul Farmer, co-founder
of Partners In Health, accompaniment is defined as
follows:

To accompany someone is to go somewhere
with him or her, to break bread together, to be
present on a journey with a beginning and an
end. There’s an element of mystery, of openness,
of trust, in accompaniment. The companion,
the accompagnateur, says: “T'll go with you and
support you on your journey wherever it leads;
I'll share your fate for a while. And by a while, I
don’t mean a little while.” Accompaniment is about
sticking with a task until its deemed completed,
not by the accompagnateur but by the person being
accompanied.”
Pasantes receive oversight at the community rural
clinics and at birthing centers, where their super-
visors help them adapt to a new context, help them
learn about the structural forces that make people
get sick, and provide advice and manage expec-
tations to allow pasantes to develop a structural
competency lens of their own.

On-site supportive supervision for medical and
nurse pasantes

At the community level, Compaiieros En Salud pro-
vides comprehensive primary care for people living
in or around any of the 10 communities with clin-
ics that the organization supports along with the
Ministry of Health. This care is provided through
clinical teams that consist of a medical pasante, a
nurse pasante, a graduated nurse, a health auxilia-
ry, and community health workers. Each member
of the team brings different skills to the table and
provides distinct services so the clinics can deliver
quality care to their users. A big part of the provi-
sion of quality services is an emphasis on training.

Such training is achieved by the continuous
visits of clinical supervisors, registered nurses, and
physicians with experience providing health ser-
vices in rural areas, who spend a week every month
in the communities in order to provide accom-
paniment, clinical mentorship, and management
support to the clinical teams.

In some cases, supervisors also accompany
pasantes during home visits to deliver medical
care to where patients live. As mentioned earlier,
this offers pasantes the opportunity to understand
patients’ living conditions, their daily dynamics,
and the social challenges they face. The supervisor
role promotes understanding of the social medicine
concepts that are studied in the theoretical lectures,
emphasizing “proximity” to people’s context as
a necessary element to convert the curriculum’s
learnings into experiential practices, which ulti-
mately leads to providing better health care.

Clinical supervisors also reinforce the topics
from modules 1-3 by either intentionally talking
about subjects reviewed that particular month or
by seizing teaching opportunities when clinically
or socially complicated cases arrive at the clinics.
Having someone with more experience to guide the
clinical teams through such occasions represents a
valuable opportunity for meaningful learning and
professional growth. “Bedside teaching” is essential
for all health professionals, as it allows for real-time
feedback and for the practice of clinical skills in a
controlled environment. Therefore, it is essential to
have both the theoretical sessions in the monthly

JUNE 2023 VOLUME 25 NUMBER 1

Health and Human Rights Journal



F. RODRIGUEZ-CUEVAS, ET AL. / GLOBAL VOICES FOR GLOBAL JUSTICE: EXPANDING RIGHT TO HEALTH

training and the sessions of supportive supervision
that help cement the acquired knowledge.

Supportive supervision for obstetric-nursing
pasantes and midwifery pasantes

After a few years of working only with physicians,
Companeros En Salud expanded its operation to
support a birthing center at the local hospital, Angel
Albino Corzo Hospital. This program was launched
in collaboration with the National School of Obstet-
ric Nursing and started receiving obstetric-nursing
pasantes in 2016. The birthing center is one of the
few places in Mexico where low-risk childbirth
care is provided autonomously and independently
by obstetric-nurses under the midwifery model. It
is a place where midwifery and obstetric-nursing
pasantes are trained in respectful, women-centered
care. For instance, women’s preferences around
birth delivery position and family accompaniment
are prioritized, in contrast to the unjust status quo
of most birthing experiences in Mexico, where birth
delivery is centered not on the woman’s needs but
on the needs of health personnel. Here, pasantes
learn to guarantee the fulfillment of women’s sexu-
al and reproductive rights. As direct care providers,
the pasantes provide consultations, counseling on
sexual and reproductive health issues, delivery care,
postpartum care, and immediate newborn care.?®
During the supervision, nursing pasantes are
able to put into practice what they learn through the
GHSMC since they are accompanied at all times by
five obstetric-nurse supervisors and a professional
midwife who graduated from the program in a
previous cohort. For example, in the course they
review the term “social construction of reality,”
which shows that worldviews are built on ideas and
practices determined by society, recognizing how
people’s behavior may be determined by their sub-
jective construction of reality.® By recognizing that
the woman, the traditional midwife, and they, as
pasantes, have a different but equally valid perspec-
tive of a particular situation, they learn to establish
a respectful, collaborative, and harmonious plan for
all parties. This stands in contrast to the usual prac-
tice whereby providers impose their perspectives
without listening to the patient’s concerns or ideas.

FRAMEWORKS, 119-131

Supervisors help nursing pasantes understand
their patients’ context through clinical assessments
that inquire about where patients live in order to
know the distance they need to travel to reach
the services, what their support network is like,
and what particular concerns might help adapt
management to their context. Moreover, nursing
pasantes are encouraged to incorporate local words
into their language to facilitate more effective
communication.

Pasantes spend 10 months working at the
birthing center. In order for them to understand
firsthand the context of the vast majority of women
who seek care there, they live for one month in a
small rural community where medical pasantes
are based, strengthening the care and counseling
provided to pregnant women or women of repro-
ductive age in that locality. During this time, they
also make home visits to accompany women in
coordination with the primary care clinic.

Pasantes also spend one month at the sec-
ond-level referral hospital where women who
cannot be attended at the birthing center are trans-
ferred to. This large hospital’s care is not centered
on women’s preferences. The pasantes’ objectives at
this site are to share the midwifery model of care
and advocate for the rights of users.

Discussion

Since the 1970s, Latin American academics’ dis-
cussions have challenged the mainstream ideas
emanating from renowned universities in the Glob-
al North on social medicine?® For instance, by the
1970s, Argentinian physician César Garcia had al-
ready started implementing community medicine,
which would later evolve into social medicine 3 And
from the 1980s onward, global health associations
such as the Latin American Social Medicine Asso-
ciation and the Latin American Alliance for Global
Health were created in order to disseminate social
medicine work and combat the neoliberal health
vision, among other things; further, global health
modules were included in university curricula in
Chile, Brazil, and Peru3*

In Mexico, Companeros En Salud’s GHSMC
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is one of the few global health or social medicine
programs in existence. What makes Compaiieros
En Salud’s approach unique is that it includes prox-
imity to vulnerable populations and their social
determinants of health.® It offers direct experiences
of care and relies on the teaching-learning process,
which is loaded with daily experiences that the pas-
antes observe, actively participate in, and reflect on
under the guidance of mentors. It stands out for its
affordability, as it has no cost for enrolled students;
its appropriateness, as it is designed by and for
health practitioners in rural Chiapas; its focus on
practice rather than research, policy, or diploma-
cy; its holistic approach, as it combines theoretical
lectures, case solving, and field practice with su-
pervision under an enabling environment; and
its alignment with the human rights framework,
considering health as an integral human right that
includes the components of availability, accessi-
bility, acceptability, and quality. At its core is the
concept of human dignity, why every human being
deserves the highest level of medical care available,
and why anything less than that is essentially un-
ethical, particularly in a society that systemically
assigns lower standards of care to the poor.
Therefore, the Companeros En Salud cur-
riculum not only teaches pasantes how to treat
and follow up with patients but also provides the
theoretical and practical tools to do so holistically.
The approach would not be successful if pasantes

were solely placed in remote clinics with thorough
instruction and supportive supervision but without
medicine or equipment to solve the health demands
in front of them. Indeed, being the only provider in
a remote village without access to medicine is one
of the main reasons why pasantes in Mexico expe-
rience frustration during their social service year.
Although ensuring supplies is not a formal part of
the curriculum, it provides the environment that
allows the instruction component to become a re-
ality. All of these aspects of Compaiieros En Salud’s
educational model contrast with the traditional
Mexican model, as summarized in Table 1.

The most outstanding outcome of this educa-
tional approach is that it can be transformational.
Most of the current and past clinical management,
nursing, obstetric-nursing, midwifery, and medical
positions at Compaieros En Salud—including the
organization’s current director—have been oc-
cupied by former pasantes. Ex-pasantes have also
occupied positions such as director of Angel Albino
Corzo Hospital, home to the birthing center and the
COVID-19 ward operated by Comparieros En Salud.
This challenges the logic that the “best” pasantes
will inevitably run away from rural communities
and are interested only in prestigious hospitals in
large cities. It shows that people respond to being
able to see and create change around them and that
instruction can be inspirational.

Many ex-pasantes have pursued higher educa-

TaBLE 1. Comparison between the Compaieros En Salud educational model and the traditional model

Comparieros En Salud training curriculum

Normal training for pasantes

Classroom teaching

Monthly, regular, adapted to the real burden of disease;
includes case presentations, role-plays and discussions
of real-life situations

Irregular, sometimes only at the beginning, based on
Ministry of Health programs and how to fill statistical
and administrative forms that are reported to the
Ministry

on solid relations between Comparieros En Salud and
communities

Bedside teaching Weeklong, every month, includes clinic patients and Absent
home visits
Community engagement Continuous, with an accompaniment model based Usually only when the new pasante arrives at the

community

Supervision and mentorship

Monthly, regular, based on problem solving

Irregular, usually only for administrative matters

Structural enablers

Guaranteed tools and medications

Frequent stockouts and lack of equipment
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tion in global health and public health in renowned
universities around the globe and have then come
back to work at Companeros En Salud. Others have
pursued residency programs and worked in global
health in Mexico and abroad, while others have
continued to support the organization’s activities,
such as its surgical campaigns. And yet others
have started their own projects in their respective
institutions. As of 2019, there were 114 graduates of
the Compaiieros En Salud program. By the time of
their graduation, 60% had applied to work at Com-
paferos En Salud, 48% had worked or were working
at Companieros En Salud, 49% were working in a
field related to global health, 33% had completed
or were doing a medical residency, and 16% had
completed or were pursuing a postgraduate degree
related to humanitarian work.

Most importantly, these graduates continue to
serve the poor and pursue a relentless battle against
injustice in health delivery and outcomes. In the
words of ex-pasante Miguel Hernandez:

In the time I have spent at Partners In Health,
I have begun to make the effort to listen before I
speak. It is in the deepest silence that the voices of
those we thought were silent begin to be heard. All
that is needed is the will to pay attention to them
and the courage to give them all that we can give.

Lessons learned

Providing a comprehensive curriculum designed to
promote structural competency is not enough on
its own. Theoretical knowledge without practical
opportunities and support systems will always be
insufficient to bring about real changes in care de-
livery. Accompanying the clinical teams has been
crucial for applying the knowledge acquired in
the classroom to daily practice. Adequate support
systems and field supervision have been key to the
success of this curriculum.

For professionals caring for rural and margin-
alized populations, structural competency in global
health and social medicine should be integral to
their training. We believe that the integration of
such topics and the development of related skills
should be an essential component of every program
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that instructs physicians and nurses. It is vital that
such training be recognized and embraced by
leading teaching institutions so it has the neces-
sary validity and recognition in academic settings,
which will allow this subject to grow and permeate
all of the structures of care delivery. Well-grounded
alliances with universities to obtain certificates and
continuing medical education credits would help
encourage health professionals to pursue further
education in these areas.

The most important challenge has been to de-
sign an interdisciplinary curriculum that provides
clinical knowledge specific to the needs of each
cohort while also encouraging multidisciplinary
collaborative work in the clinical environment.
We have observed that in order to foster a collab-
orative teaching environment, we must actively
promote nursing, obstetric nursing, and midwife-
ry leadership in clinical teams, thereby breaking
down traditional hierarchies in the medical field.
Moreover, a remaining question is how to build a
training curriculum and supervisory support that
adapt to pasantes’ diverse needs and intra-and in-
terpersonal skills.

In the future, Compaiieros En Salud aspires to
establish more proximity with the communities in
order to understand their perspectives and, in turn,
improve the services and care they receive. Last
but not least, we have learned that the joint con-
struction of a knowledge paradigm, agreed-upon
intervention criteria, and the promotion of shared
values between the medical team and the commu-
nity generates the possibility of communicating
through a language that helps unify the members
of each cohort.

Conclusion

The impact of an education format that combines
theory, practice, and the resources to link both
falls into three domains. First, the social medicine
approach is good for patients because it leads to
better outcomes. Students are more aware of so-
cial barriers that influence patient behaviors such
as missing an appointment or discontinuing a
treatment course. They are able to understand the
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contexts and lived experiences of the patients, their
working and housing conditions, their family and
social dynamics, and so forth. This improves their
diagnostic capabilities and provides them with
tools to improve patients’ treatment completion,
such as home visits.

Second, the model enables pasantes to do their
job more effectively while reducing frustration
originating from being alone and under-resourced
in the face of difficult circumstances. It also creates
spaces to promote community building with pa-
tients, colleagues, and supervisors.

Lastly, it is also good for organizations and
society as a whole, as a comprehensive program
such as this one can improve the retention of staff
in rural areas, which is a problem even in high-in-
come countries.

Compaiieros En Salud is training multidisci-
plinary teams with the ability to understand and
observe how health is not merely a biomedical issue
buta complex social one that is specifically related to
living conditions in the economic, environmental,
cultural, and political spheres. This model expands
the perspectives of students about what is possible
regarding care provision in remote settings, which,
in turn, helps these students become advocates to
make health care a human rights reality.
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