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Glossary!

Community-based education “consists of learning activities that use the
community extensively as a learning environment” (WHO, 1987, p. 8).

Community-engaged learning is an educational process by which people are
enabled to become actively and genuinely involved in defining the issues of
concern to them; in making decisions about factors that affect their lives;
in formulating and implementing policies; in planning, developing and
delivering services; and in taking action to active change (adapted from
WHO, 2002).

Community Oriented Primary Care integrates clinical medicine with public
health at the community level and is directed to the epidemiologically de-
fined health needs of the population under care (TUFH, 2000).

Continuing professional development “aims to enhance knowledge and
improve performance leading to quality outcomes” (WHO, 2008a).

Equity is “the absence of avoidable or remediable differences among groups
of people, whether those groups are defined socially, economically, demo-
graphically, or geographically” (WHO, 2016a).

! Note that this glossary includes only terms that appear in the report. The committee rec-
ognizes that many definitions for these terms exist and that some definitions evolve over time.

X111
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xiv GLOSSARY

Experiential learning involves concrete experiences, reflective observation,
abstract conceptualization, and application of knowledge (Kolb, 1984).

Framework is “the ideas, information, and principles that form the struc-
ture of an organization or plan” (Cambridge University Press, 2016a).

Health disparities are health outcomes seen to a greater or lesser extent
between populations of differing race or ethnicity, sex, sexual identity, age,
disability, socioeconomic status, and geographic location (HHS, 2016).

Health impact assessment is a combination of procedures, methods, and
tools by which a policy, program, product, or service may be judged con-
cerning its effects on the health of the population (WHO, 1998).

Health in all policies is a policy or reform designed to “secure healthier
communities, by integrating public health actions with primary care and
by pursuing healthy public policies across sectors” (WHO, 2008b, 2011).

Health inequities “involve more than inequality with respect to health de-
terminants, access to the resources needed to improve and maintain health
or health outcomes. They also entail a failure to avoid or overcome inequal-
ities that infringe on fairness and human rights norms” (WHO, 2016a).

Health professionals “are the service providers who link people to technol-
ogy, information, and knowledge. They are also caregivers, communica-

tors and educators, team members, managers, leaders, and policy makers”
(Frenk et al., 2010).

Interprofessional education “occurs when two or more professions learn
about, from and with each other to enable effective collaboration and im-
prove health outcomes” (WHO, 2010).

Lifelong learning is a continuum of learning throughout the life course
aimed at “improving knowledge, skills, and competences within a personal,
civic, social, and/or employment-related perspective” (The Council of the
European Union, 2002).

Model is “something built or drawn especially to show how something
much larger would look” (Cambridge University Press, 2016b).

Problem-based learning is a way of delivering a curriculum in order to de-

velop problem solving skills as well as assisting learners with the acquisition
of necessary knowledge and skills. Students work cooperatively in groups

Copyright © National Academy of Sciences. All rights reserved.
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GLOSSARY xXv

to seek solutions to real-world problems, set to engage students’ curiosity
and initiate learning the subject matter (WHO, 2008a).

Social determinants of health are “the conditions in which people are born,
grow, live, work, and age, including the health system. These circumstances
are shaped by the distribution of money, power, and resources at global, na-
tional, and local levels, which are themselves influenced by policy choices.
The social determinates of health are mostly responsible for health inequi-
ties—the unfair and avoidable differences in health status seen within and
between countries” (WHO, 2016b).

Transformative learning is education that emphasizes searching, analysis,
and synthesis of information for decision making; achieving core competen-
cies for effective teamwork in health systems; and creative adaptation of
global resources to address local priorities (Frenk et al., 2010).
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Summary

The World Health Organization (WHO) defines social determinants of
health as “the conditions in which people are born, grow, work, live, and
age, and the wider set of forces and systems shaping the conditions of daily
life” (WHO, 2016a). These forces and systems include economic policies,
development agendas, cultural and social norms, social policies, and political
systems. Health inequities, “the unfair and avoidable differences in health
between groups of people within countries and between countries” (WHO,
2016b), stem from the social determinants of health and result in stark dif-
ferences in health and health outcomes. Other terms used to describe such
differences reflect the countries in which they are used. In the United States,
for example, the term “disparities” is often interpreted as racial or ethnic
disparities (HHS, 2016) involving structural racism and other forms of
unfair and unjust discrimination that create gaps in health among segments
of the population. In the United Kingdom, the term “inequalities” is used to
describe differences in health among groups based on socioeconomic condi-
tions (Marmot and Allen, 2014). A consistent message embedded in each
definition, regardless of its usage, is that if the underlying causes of disease
and ill health are not addressed, the risk of perpetuating a cycle of inequity,
disparity, and inequality will remain for generations to come.

PURPOSE OF THIS STUDY

Educating health professionals about the social determinants of health
generates awareness of the potential root causes of ill health and the im-
portance of addressing them in and with communities. The individual

1
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2 A FRAMEWORK FOR EDUCATING HEALTH PROFESSIONALS

sponsors' of the Global Forum on Innovation in Health Professional Educa-
tion of the Institute of Medicine (IOM) of the National Academies of Sci-
ences, Engineering, and Medicine that called for a study of this topic expect
greater awareness to lead to more effective strategies for improving health
and health care for underserved populations now and in the future. Based
on this premise, a diverse committee of experts was tasked with developing
a high-level framework for educating health professionals to address the
social determinants of health. Such a framework would draw on lessons
learned by educators working in this sphere. It would also include elements
of relevant frameworks and ideas advanced by international thought leaders
with respect to their vision for health professional education. Additionally,
the framework would consider health professional education in the social
determinants of health across the learning continuum, from foundational
education through continuing professional development.

DEFINING HEALTH PROFESSIONALS

Health professionals are classified and defined in the International
Labour Organization’s International Standard Classification of Occupa-
tions, which is accepted and used by WHO as the reference for its policy
resolutions and technical guidelines. While this list does not capture the full
breadth of professions making up the health workforce, it does illustrate
the point that health professionals are not a homogeneous group. Rather,
they differ in the nature and scope of their roles, responsibilities, and func-
tions in promoting, preventing, curing, rehabilitating, and palliating within
a holistic health system. This system also employs health professionals as
educators, administrators, public health advocates, researchers, and policy
makers. Embedded within a holistic health system are caregivers and others,
such as community health workers, who do not fit the classic definition of
a health professional.? In addition, a large segment of the health workforce
is immersed in clinical practice environments. These clinical workers have
an orientation to health systems that emphasizes disease-based, curative
models of care for treating individual patients. Their role in addressing the
social determinants of health is complementary to that of population health
specialists, who focus on health promotion and disease prevention within
communities and populations. In essence, everyone involved in the health
arena has a role in addressing the social determinants of health.

! For the full list of sponsors of the Global Forum on Innovation in Health Professional
Education and also of this study, please see Appendix C. The sponsors represent 18 different
professions and 9 countries.

2 Based on the statement of task for this study, the focus of this committee was on educat-
ing health professionals.

Copyright © National Academy of Sciences. All rights reserved.
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SUMMARY 3

CREATING LIFELONG LEARNERS

Making the social determinants of health a core component of all
health professionals’ lifelong learning pathways will engender in them the
competence, skill, and passion to take action, independent of their role and
position in the health system, on these crucial contributors to individual
and community health, and enhance their ability to identify, engage, and
partner with others to take this action. The social determinants of health
can and should be integral to all health professional education and train-
ing. As they progress though their educational programs and their careers,
health professionals can gain greater understanding of the social determi-
nants of health and how to partner within and outside of the health sector
and with communities through formal and informal continuing professional
development.

While creating lifelong learners is frequently seen as starting with ad-
mission into a health professional program, in reality the process starts long
before that and continues well beyond retirement (CEU, 2002; Perels et
al., 2009). University—community partnerships that create quality primary
and secondary education programs in vulnerable communities provide ex-
posure of community organizations to health professional students while
also potentially embedding a desire to learn in young minds. Additionally,
investment in early childhood development and education will increase the
pool of potential candidates for health workforce education and training,
which could be further enhanced through bridging programs designed to
help adults enter the health workforce later in life. With greater profes-
sional maturity and a deepening understanding of the economic, political,
and social causes of health disparities, health professionals gain further
appreciation of and skills for addressing the social determinants of health,
both individually and collectively.

THE ROLE OF EDUCATORS

University faculty members who are motivated to offer experiential,
cross-sectoral, and interprofessional educational opportunities often con-
front significant barriers to acquiring the training necessary to provide
these opportunities. Faculty development is a key requirement for ob-
taining relevant educational competencies and skills, which must also be
matched by career pathways and rewards from academic leadership. While
many health professional schools embrace experiential, cross-sectoral, and
interprofessional education in partnership with communities, many have
limited ability and desire to adopt incentives that would encourage faculty
to become trained in this area (Calleson et al., 2002; Frenk et al., 2010;
Goldstein and Bearman, 2011; Meleis, 2016).
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Educators in clinical settings also have a role to play in addressing the
social determinants of health as they reinforce concepts learned by students
and trainees during community and didactic educational experiences. In
this way, students transitioning into practice see the impacts of the social
determinants of health on the health and well-being of individual patients.
All educators thus need to have a common understanding of how social,
economic, and policy decisions affect populations and can negatively im-
pact individual health outcomes.

Engaging educators (clinical and nonclinical) from different communi-
ties offers numerous benefits. Expanded diversity enhances creativity and
performance gains while providing a wider array of culturally and linguisti-
cally distinct role models. Having educators from diverse backgrounds also
increases the likelihood that a student will identify a mentor with personal
and cultural characteristics similar to his or her own.

THE IMPORTANCE OF PARTNERSHIPS

Partnerships are key to effectively addressing the social determinants
of health. These partnerships entail close working relationships among
policy makers, educators, representatives of the health and nonhealth pro-
fessions, community organizations, and community members. They also
involve strong linkages between nonclinical faculty and clinical faculty or
preceptors so that experiences in and with communities related to the social
determinants of health are reinforced during clinical rotations. Through
such partnerships, health professionals gain exposure to the broader social,
political, and environmental context that influences the health and health
outcomes of individuals, populations, and communities. Innovative forms
of education consolidate the unique aspects and experiences of each part-
ner. Learners are challenged to solve problems and make new connec-
tions through exposure to other professions, sectors, and populations.
Bidirectional linkages between partners reinforce equality in the partner-
ship, which can be strengthened through organizational support.

A UNIFYING FRAMEWORK

The committee’s review of the salient literature supports the need
for a holistic, consistent, and coherent framework that can align the
education, health, and other sectors, in partnership with communities, to
educate health professionals in the social determinants of health. The out-
come of such an education framework would differ based on the learner’s
position within the education continuum, from foundational (where the
emphasis would be on broad exposure of students to and understanding
of the social determinants of health) to continuing professional develop-

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

SUMMARY 5

ment (where health professionals would continue to learn from and with
others to take action on the social determinants of health). Once trained,
these individuals would become enlightened change agents competent
to serve as faculty for students and peers to expand education on the
social determinants of health. Ideally, they would be drawn from diverse
communities.

One high-level assessment of health professional education posits that
enlightened change agents are produced through transformative learning
(Frenk et al., 2010). Instead of passive intake of facts, such learning empha-
sizes active participation in educational activities that build creative think-
ing and decision making, as well as competencies in collaboration. This
notion heavily influenced the committee’s development of the framework
presented in this report, informed as well by ideas formulated by the WHO
Commission on Social Determinants of Health. The Commission, compris-
ing international thought leaders, policy makers, and representatives of
civil society, produced a report emphasizing that poor health of certain
individuals and groups is due to inequities caused by unequal distribution
of power, income, goods, and services (WHO, 2008a). The Commission
produced a conceptual framework for action on the social determinants
of health that captures these ideas (Solar and Irwin, 2010). Heads of
government, ministers, and government representatives from 120 member
states used the Commission’s framework and its other publications to draft
their Rio Political Declaration on Social Determinants of Health (WHO,
2011a). In the Rio Declaration, the signatories affirm their “determination
to achieve social and health equity through action on social determinants of
health and well-being by a comprehensive intersectoral approach” (Marmot
et al., 2013; WHO, 2011a, p. 1). They also emphasize that “health equity
is a shared responsibility and requires the engagement of all sectors of gov-
ernment, of all segments of society, and of all members of the international
community, in an ‘all for equity” and ‘health for all’ global action” (WHO,
2011a, p. 1).

These global documents, along with ten relevant frameworks, program-
matic examples of education in the social determinants of health described
in the literature, presentations at a public meeting held by the committee,
and the expert knowledge of the committee members formed the basis for
the framework described below.

THE FRAMEWORK

The primary goal of creating partnerships and lifelong learners who
desire more in-depth understanding of the social determinants of health
is reflected in the committee’s framework, presented in Figure S-1. This
framework captures education at all levels, from foundational to gradu-
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FIGURE S-1 Framework for lifelong learning for health professionals in under-
standing and addressing the social determinants of health.
NOTE: SDH = social determinants of health.

ate to continuing professional development. This education, which applies
transformative learning techniques, is built around three domains:

1. education
2. community
3. organization

In Figure S-1, these three domains reside within a triangle signifying con-
stant interaction among them. The white circle within the triangle contains
nine domain components separated by dotted lines indicating that while
these components apply predominantly to a particular domain, they can be
applied to any of the domains. Lifelong learning is situated in the center of
the framework, emphasizing its importance in the educational pathway of
health professionals toward understanding and addressing the social deter-
minants of health. Each of the three domains and its primary components
are discussed in the sections below.
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Education

The education domain is located at the top of the triangle in Figure S-1
to indicate that the framework is primarily about education. Listed within
this domain are four components that education in the social determinants
of health should include (see Box S-1). Education should be experiential,
integrated, and collaborative across the learning continuum, including con-
tinuing professional development. A desired outcome for health profes-
sional students in the early stages of professional education would be to
demonstrate an understanding of how social, political, and economic fac-
tors determine the health and health outcomes of individuals, communities,
and populations. For clinical faculty, the outcome would be to demonstrate
an understanding of how the social determinants of health are incorpo-
rated into clinical care. And for nonclinical faculty, the outcome would be
improved pedagogy for educating students in the social determinants of
health; their impacts on individual, community, and population health; and
the role of key partners in improving the conditions that lead to inequities.
Clinical and nonclinical faculty who work together can reinforce important
messages about the social determinants of health while validating the im-
portance of partnering to take action.

BOX S-1
Components of the Education Domain

Experiential learning
* Applied learning
e Community engagement
* Performance assessment

Collaborative learning
* Problem/project-based learning
» Student engagement
 Critical thinking

Integrated curriculum
e Interprofessional
* Cross-sectoral
* Longitudinally organized

Continuing professional development
* Faculty development
* Interprofessional workplace learning
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In concurrence with member states’ call for action on the social deter-
minants of health (as expressed in the Rio Declaration), numerous provider
organizations and educational associations, as well as individual faculty
members, programs, and universities, are moving forward with activities
to demonstrate action on the social determinants of health. While these
efforts may add value, the risk of eroding the trust of vulnerable commu-
nities is very real. Thus, it is essential to understand a community’s issues
before acting on the social determinants of health through well-thought-
out partnerships. Achieving consistency through a unified framework can
help ensure that all health professionals understand the underlying social,
economic, and political causes of poor mental and physical health among
individuals and populations and are able to address these issues in a
coordinated manner. Accordingly, the committee makes the following
recommendation:

Recommendation 1: Health professional educators should use the
framework presented in this report as a guide for creating lifelong
learners who appreciate the value of relationships and collaborations
for understanding and addressing community-identified needs and for
strengthening community assets.

To demonstrate effective implementation of the framework, health profes-
sional educators should

e publish literature on analyses of and lessons learned from curricula
that offer learning opportunities that are responsive to the evolving
needs and assets of local communities; and

e document case studies of health professional advocacy using a
health-in-all-policies approach.’

Community

Partnerships with communities are an essential part of educating health
professionals in the social determinants of health. Three domain compo-
nents would move education in this direction (see Box S-2). A reciprocal
commitment ensures that the community is an equal partner in any initia-
tive undertaken. The commitment is heavily based on community-identified
priorities and real community engagement that are the second and third
components of this domain. It is through shifts in power from health

3 “Health in all policies” denotes a policy or reform designed to achieve healthier commu-
nities by integrating public health actions with primary care and by pursuing healthy public
policies across sectors (WHO, 2008b, 2011b).
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BOX S-2
Components of the Community Domain

Reciprocal commitment
*  Community assets
* Willingness to engage
* Networks
* Resources

Community priorities
* Evaluation of health impacts toward equity and well-being

Community engagement
*  Workforce diversity
* Recruitment, retention

professionals to community members and organizations that communi-
ties share in the responsibility for developing strategies for the creation of
learning opportunities that can advance health equity based on community
priorities and build upon community assets.

As suggested earlier, building pipelines to higher education in the health
professions in underserved communities is a tested means of expanding the
pool of viable candidates who have themselves been negatively affected by
the social determinants of health. And while applications and admissions of
such candidates may increase, equal emphasis on retaining them once they
have been accepted into a program is essential, as is recruiting and retaining
faculty from similarly underserved communities.

Recommendation 2: To prepare health professionals to take action on
the social determinants of health in, with, and across communities,
health professional and educational associations and organizations
at the global, regional, and national levels should apply the concepts
embodied in the framework in partnering with communities to increase
the inclusivity and diversity of the health professional student body
and faculty.

To enable action on this recommendation, health professional education
and training institutions should support pipelines to higher education in
the health professions in underserved communities, thus expanding the pool
of viable candidates who have themselves been negatively affected by the
social determinants of health.

Copyright © National Academy of Sciences. All rights reserved.
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Organization

The two components of this domain (shown in Box S-3) emphasize a
commitment to addressing the social determinants of health and creating
an environment that will support the sort of understanding and actions dis-
cussed under the education domain. How committed an organization is to
addressing the social determinants of health is reflected in its founding and
guiding policies, strategies, education programs, and leadership-promoted
activities. And while the actual words “social determinants of health” may
not always appear in its documents, other relevant terms, such as “social
justice,” “disparities,” “equity,” “diversity,” and “inclusivity,” can reflect
an organization’s commitment to education in the social determinants of
health for students and employees.

>

Recommendation 3: Governments and individual ministries (e.g., sig-
natories of the Rio Declaration), health professional and educational
associations and organizations, and community groups should foster
an enabling environment that supports and values the integration of the
framework’s principles into their mission, culture, and work.

To implement this recommendation, national governments, individual min-
istries, and health professional and educational associations and organiza-
tions should review, map, and align their educational and professional
vision, mission, and standards to include the social determinants of health
as described in the framework. The following actions would demonstrate
organizational support for enhancing competency for addressing the social
determinants of health:

BOX S-3
Components of the Organization Domain

Vision for and commitment to education in the social determinants of health
* Policies, strategies, and program reviews
* Resources
e Infrastructure
* Promotion/career pathways

Supportive organizational environment
* Transformative learning
* Dissemination of pedagogical research
* Faculty development/continuing professional development

Copyright © National Academy of Sciences. All rights reserved.
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e Produce and effectively disseminate case studies and evaluations
on the use of the framework, integrating lessons learned to build
and strengthen work on health professional education in the social
determinants of health.

e  Work with relevant government bodies to support and promote
health professional education in the social determinants of health
by aligning policies, planning, and financing and investments.

e Introduce accreditation of health professional education where it
does not exist and strengthen it where it does.

¢ Design and implement continuing professional development pro-
grams for faculty and teaching staff that promote health equity
and are relevant to the evolving health and health care needs and
priorities of local communities.

e Support experiential learning opportunities that are interprofessional
and cross-sectoral and involve partnering with communities.

FITTING THE FRAMEWORK INTO A CONCEPTUAL MODEL

Applying concepts and ideas from multiple sources, the committee
developed a conceptual model (see Figure S-2) for visualizing how the
framework fits within a broader societal context (Frenk et al., 2010; HHS,
2010; Solar and Irwin, 2010; Sousa et al., 2013; WHO, 2006, 2008a,
2011a). The model depicts how social, political, and economic factors
(i.e., the structures in which populations live) influence intermediary deter-
minants (i.e., material and psychosocial circumstances, behavioral and/or
biological factors, and the health system itself) that ultimately determine
health equity and the well-being of populations. Communities and the
future health workforce are influenced by the structural and intermediary
determinants that form the environment for educating health professionals
in the social determinants of health.

Positioned in the center of the model is the committee’s framework.
To the left of the framework is the population/future health workforce,*
which forms the pipeline for the education and production of future health
professionals. Through a transformative learning approach, health profes-
sionals, students, and trainees gain an understanding of how to establish
equal partnerships with communities, other sectors, and other professions
for action on the social determinants of health. Those who are educated

4 The population/future health workforce includes the pool of eligible students. The devel-
opment of this workforce starts with primary and secondary education to encourage a new
generation of health workers at the pre-entry stage. It also includes adults who might enter
the health workforce from other sectors, as well as current health workers looking to expand
their knowledge or change their employment position.

Copyright © National Academy of Sciences. All rights reserved.
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in line with the framework also gain competency in addressing health sys-
tem complexities within an increasingly global and interconnected world,
thereby becoming part of a workforce that partners to address the social
determinants of health toward the ultimate goal of achieving impact on
equity in bhealth and well-being.

Measuring the degree to which health professionals understand and
partner to address the social determinants of health before and after under-
going transformative education in the social determinants of health is a way
of determining the proximal impact of the framework. However, the desired
impact of the framework is on the more distal outcomes of improving the
health and well-being of individuals, communities, and populations. Using
established methodology for analyzing cause-and-effect relationships be-
tween educational interventions and these distal outcomes will be critical to
building an evidence base on the effects of the framework on both learning
and health outcomes.

BUILDING THE EVIDENCE BASE

While numerous articles describe student activities within communi-
ties to address the social determinants of health, few publications offer
evidence beyond student outcomes for analyzing the value to communities
of such health professional education. The gap is due in part to a lack of
well-established methods for conducting such an analysis. Reports outlining
lessons learned from educational experiences designed to impact the social
determinants of health are useful for understanding potential barriers to
partnerships, but do not provide guidance for researchers or evaluators
seeking to impact community outcomes. Further evidence that goes beyond
self-examination is needed to inform the education of health professionals.
Obtaining objective and subjective input from community partners would
help build the evidence base for learning in and with communities while
impacting the social determinants of health and inform best practices for
lifelong learning.

Recommendation 4: Governments, health professional and educational
associations and organizations, and community organizations should
use the committee’s framework and model to guide and support evalu-
ation research aimed at identifying and illustrating effective approaches
for learning about the social determinants of health in and with com-
munities while improving health outcomes, thereby building the evi-
dence base.

To demonstrate full and equal partnerships, health professional and educa-
tional associations and organizations and community partners should pre-
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pare their respective networks to engage with one another in a systematic,
comprehensive inquiry aimed at building the evidence base.

MOVING FORWARD

Achieving lasting impacts on the social determinants of health will
require action at multiple levels from multiple stakeholders. This report
addresses one narrowly defined area—health professional education—while
stressing the importance of strategic partnerships that extend beyond the
walls of health professional schools. Extensive detail on the partners is be-
yond the scope of this report but warrants mentioning to encourage future
studies, possibly with a broader mandate, focused in greater depth on
these other critical stakeholders. One such key group is community health
workers. These individuals usually come from the community served, are
culturally and linguistically competent, and enjoy a high level of trust in the
community. They are increasingly serving as members of health care teams
and as facilitators of community engagement and training of health science
students in community perspectives (Torres et al., 2014). Other critical
groups include health workers educated and trained at community colleges
and vocational training institutes, as well as representatives of nonhealth
sectors such as education, labor, housing, transportation, urban planning,
community development, and public policy.

Another crucial area for more thorough investigation is investment
in health professional education. The committee recognizes that without
adequate financial support and sustainable investment, the education envi-
sioned in this report will remain predominantly a series of one-off, ad hoc
efforts by motivated but often overburdened, undersupported individuals.
And while a recommendation on funding is beyond the mandate and ex-
pertise of this committee, the following points are offered as considerations
for future explorations of this topic.

First is the recognition that governments and ministries have the power
to direct health professional education, and power brokers who control
major resources within academic health centers and hospitals also have an
important role in addressing the social determinants of health. By reallocat-
ing graduate education funding and examining the rules governing special
tax status, for example, national governments can shift the focus of educa-
tion and practice more toward community engagement. Similarly, ministries
can direct the use of funds through educational requirements. Often such
shifts require evidence demonstrating a return on investment relevant to a
particular health system. For some this evidence will be financial savings,
and for others it may involve tracking such indicators as the health and
well-being of community residents and the social accountability of health
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professional schools (Annis et al., 2004; Boelen et al., 2012; Danaher, 2011;
Ryan-Nicholls, 2004).

A second point is that funders of and payers for health professional
education and research need to be part of any discussion moving forward.
This group includes students, employers, governments, and foundations
with a stake in how health professionals are educated to address the social
determinants of health. Foundations exert influence through the activities
they support. If these activities build the evidence base for interventions
that educate students while benefiting communities socially and financially,
those data empower students, communities, and educators to advocate for
a redirection of funding. In the context of this report, such redirection could
focus funds toward expanding opportunities that promote incorporation of
the social determinants of health into community programs that also train
current and future generations of health professionals.

A third point is that many stakeholder groups will need to advocate
for greater educational focus on the social determinants of health based on
the potential financial, social, and health benefits to society, although these
groups should be prepared for resistance. One way to overcome this resis-
tance would be to build a business case. To this end, more data are needed
to demonstrate efficient and equitable outcomes attributable to health pro-
fessionals being educated in the social determinants of health because such
information is currently sparse.

Resistance to change is just one likely challenge faced by advocates.
Another is ensuring appropriate engagement of communities, especially
marginalized communities with low-income populations who have previ-
ously been used by academic institutions for research that has not benefited
them or their communities. At times, students and health professionals
with extremely limited experience and exposure to community engage-
ment and the social determinants of health may push for interventions in a
way that is counterproductive to building community relations. And while
requirements under accreditation standards may force programs to offer
interprofessional, cross-sector, community-engaged learning, proper leader-
ship support and adequate training also are necessary, or the quality of the
programs offered may fulfill the requirements but fail to inspire a desire for
lifelong learning in how to mitigate the root causes of ill health and disease.

In closing, it is the committee’s hope that leaders within health profes-
sional education who claim to already address elements of the framework
will review their efforts in conjunction with staff, employees, students,
and educators. These leaders could measure their success by evaluating the
extent to which their educational interventions impact a desire for lifelong
learning to better understand and act upon the social determinants of health
in equal partnership with others.
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Introduction

SUMMARY

This chapter sets the stage for the rest of the report, which presents
a holistic, comprehensive framework in response to the study committee’s
statement of task. Critical to this framework is an understanding of the term
“social determinants of health,” which all health professionals have a role
in addressing. Some health professionals will specialize in the care of indi-
viduals, while others will focus on population-based interventions designed
fo impact the health of communities. Regardless of this orientation, all
health professionals need to develop an understanding during their foun-
dational education and training of the outside forces that impact a person’s,
community’s, or population’s health and well-being. Subsequent chapters
offer concrete examples of programs and frameworks addressing elements
of the social determinants of health, while this chapter focuses on theoreti-
cal constructs put forth by researchers and high-level commissions that form
much of the basis for the committee’s framework.

In an era of pronounced human migration, changing demographics,
and growing financial gaps between rich and poor, foundational education
programs for health professionals need to equip their graduates with at
least a fundamental understanding of how the conditions and circumstances
in which individuals and populations exist affect mental and physical
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health. Professionals who specialize in health care, often as providers, will
likely have an individual-, disease-, and treatment-focused orientation to
health systems, while those who specialize in public health will focus pre-
dominantly on prevention and wellness efforts aimed at communities and
populations. Yet regardless of their role, responsibilities, and health system
orientation, all health professionals are part of a holistic system in an inter-
connected world in which they increasingly must rely on others within and
outside of the health professions. Thus, they must have an understanding
of outside forces that influence decisions affecting patients and populations.
Such outside forces include predetermined circumstances based on an indi-
vidual’s or community’s access to money, power, and resources, as well as
local, national, and global policies. Health professional students who are
exposed to these concepts in ways that inspire further learning are better
positioned to educate future generations of health professionals, having
experienced this education firsthand. However, even the most experienced
educator cannot alone provide students with all facets of education neces-
sary for a complete understanding of what the World Health Organization
(WHO) terms the “social determinants of health” as “the conditions in
which people are born, grow, live, work, and age, including the health
system” (2016a).

Educators need to partner with others to provide this sort of education.
By partnering with other professionals, professions, sectors, and communi-
ties, educators can model the sorts of activities that health professionals
wish to pursue in their respective roles as providers or population health
specialists, or in other selected career paths. Because the time health pro-
fessionals spend in foundational education and training is small compared
with career-based education, it is also the job of educators to instill a
desire in their students for greater learning about the social determinants of
health. With continued formal and informal learning, health professionals
are best positioned to work with others in taking action on the social
determinants of health to improve the health and well-being of individuals,
communities, and populations.

It is in this context that the individual sponsors of the Global Forum
on Innovation in Health Professional Education of the Institute of Medi-
cine (IOM) of the National Academies of Sciences, Engineering, and
Medicine (see Appendix C) requested that the IOM convene a committee
to develop a high-level framework for educating health professionals to
address the social determinants of health.

STUDY CHARGE

The study committee comprised 10 experts from diverse backgrounds,
professions, and expertise who convened for 4 days to review the literature
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and hear public testimony on how health professionals are currently being
educated to address the social determinants of health, and to develop a
framework for better educating health professionals in this critical arena.
As defined in its statement of task (see Box 1-1), the committee was to
focus on experiential learning opportunities in and with communities in
developing this framework. The framework would draw on a variety of
outlined perspectives spanning the continuum of health professional learn-
ing, from foundational to graduate education to continuing professional
development. The global and diverse makeup of the individual sponsors
and members of the Global Forum is reflected in the committee’s compo-
sition. As requested by the sponsors, the framework would be general in
nature to suit multiple contexts around the world but adaptable for local
applications that might differ by setting and circumstances.

STUDY APPROACH

The committee’s approach to carrying out its statement of task
encompassed

e a balanced committee of experts vetted for biases and conflicts of
interest;

® a commissioned paper examining existing programs and curricula
designed to educate health professionals to address the social deter-
minants of health (see Appendix A);

BOX 1-1
Statement of Task

An ad hoc committee under the auspices of the Institute of Medicine will
conduct a study to explore how the education of health professionals is currently
addressing the social determinants of health in and with communities. Based on
these findings, the committee will develop a framework for how the education of
health professionals for better understanding the social determinants of health
could be strengthened across the learning continuum.

The committee can consider a variety of perspectives—that could include
partnerships, finances and sustainability, experiential learning, continuing pro-
fessional development, faculty development, policies, systems, and/or health
literacy—in preparation of a brief report containing recommendations on how to
strengthen health professional education in and with vulnerable communities by
addressing the social determinants of health.
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e 1 day of open testimony from outside experts, which supplemented
the knowledge of the committee members (see Appendix B for the
agenda for this session and Appendix D for speaker biographies);

e 3 days of closed-door deliberations during which the committee
agreed on a framework, a conceptual model, and recommenda-
tions; and

e virtual meetings during which the recommendations presented in
this report were finalized.

UNDERSTANDING THE SOCIAL DETERMINANTS OF HEALTH

The conditions encompassed by WHO?’s definition of the social deter-
minants of health are typically predetermined based on an individual’s
or community’s access to money, power, and resources—which are also
influenced by policy choices—from local to global contexts. They are
most responsible for the “unfair and avoidable differences in health status
seen within and between countries” (WHO, 2016a). A girl born in Sierra
Leone who survives to the age of 5 is halfway through her predicted life
span by the time she reaches age 17, whereas a girl born on the same day
in Japan can expect to live into her 80s and will likely not die before she
turns 5. This is the case because, unlike her counterpart in Sierra Leone
who faces an under-5 mortality rate of 316 per 1,000 live births, the girl
in Japan has only a 5 in 1,000 probability of dying before she reaches
her fifth birthday (Marmot, 2005). These are the sobering messages of Sir
Michael Marmot, who describes the “gross inequalities in health” (p. 1)
that exist among countries but are also evident within even the wealthiest
of nations. Marmot and others have shed light on how compiled morbidity
and mortality data at the national level can obscure intergroup disparities
within a country (Braveman and Tarimo, 2002; The Economist, 2012;
Marmot, 2005).

In the United Kingdom, population differences often are referred to as
“inequalities” among groups based on socioeconomic conditions (Marmot
and Allen, 2014). In the United States, for example, the term “disparities”
is often interpreted as racial and ethnic differences in health care (HHS,
2016a). “Health equity” is a third term that, according to Wirth and col-
leagues (2006) in their guide to monitoring the Millennium Development
Goals, is based on simple notions of fairness and distributive justice. The
authors further delineate nuances between disparities and inequities, saying,
“when disparities are strongly and systematically associated with certain
social group characteristics such as level of wealth or education, whether
one lives in a city or rural area, they are termed inequities” (Wirth et al.,
2006). All of these contextual nuances of gross inequalities in health have
similar origins in the social determinants of health.
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A landmark study by McGinnis and Foege (1993) identifies and quanti-
fies causes of death in the year 1990. What is revealing about their research
is that half of the deaths could be attributed to nongenetic factors such
as tobacco, diet/activity patterns, alcohol, and firearms. Since that time,
others have categorized these factors into major domains that include
(1) individual behaviors, (2) social environment or characteristics, (3) envi-
ronmental conditions, and (4) health services and health care (CDC, 2014;
HHS, 2016b; McGinnis et al., 2002). Link and Phelan (1995) draw connec-
tions between social conditions and risk factors similar to those identified
by McGinnis and Foege—what these authors refer to as the “risks of the
risks.” They argue that to focus on individual treatment strategies would
be to miss the opportunity for broad-based societal interventions.

Given the ways in which race and socioeconomic status combine to
affect health and disease rates (Williams, 1999), many researchers and
public health advocates now identify racism as a determinant of health
(Jones et al., 2009; Markwick et al., 2014; Reading and Wien, 2009). A
meta-analysis of the literature examining the impacts of racism on mental
and physical health outcomes uncovered 293 studies published between
1983 and 2013 (Paradies et al., 2015). The analysis revealed that racism
is associated with poorer mental and physical health after controlling
for age, sex, birthplace, and education. While the vast majority of the
articles in this review focus on the United States, WHO also is aware of
the interactions among ethnicity, race, and health (WHO, 2014). A study
cited in its Review of Social Determinants and the Health Divide in the
WHO European Region shows that Roma children in the former Yugoslav
Republic of Macedonia, Montenegro, and Serbia have the highest rates of

stunting, which exceed 17 percent in each of those countries (Falkingham
et al., 2012).

DIVERSITY AND INCLUSIVITY

There is growing awareness of the value of diversity in health profes-
sional education that goes beyond scholarships offered to underrepresented
groups, and of the fact that such diversity could directly (e.g., through
university—community partnerships) and indirectly (e.g., through faculty
hiring and retention policies) impact the social determinants of health. Ap-
proaches for increasing diversity and enhancing the mix of backgrounds
that make up the health and education workforce vary (Dogra et al.,
2009; Price et al., 2009). Dogra and colleagues (2009) offer suggestions
for developing cultural diversity in education by integrating institutional
policies, curriculum content, faculty development, and assessment. While
valuable, the need for culturally similar health professionals that reflect
the changing demographics would add greater credibility to these efforts
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(Cohen et al., 2002; Gijon-Sanchez et al., 2010; Grumbach and Mendoza,
2008; Phillips and Malone, 2014). In this regard, Price and colleagues
(2009) suggest that attention to the structural barriers, such as retention
efforts and mentorship, could improve the psychological climate and struc-
tural diversity of the institution. Structural changes can increase the number
of students from diverse backgrounds; however, some argue that increasing
diversity does not go far enough. They contend that increasing the diversity
of educational organizations and schools does not necessarily create an
environment of inclusivity where all students, faculty, staff, and others feel
safe interacting and working within their respective environments (Elliot
et al., 2013; Haney, 2015; Mulé et al., 2009). With greater attention to
equity, the ideals for diversity found in mission statements, visions, and
policies can more likely be realized for individuals particularly those from
marginalized communities.

THE WORLD HEALTH ORGANIZATION’S COMMISSION
ON SOCIAL DETERMINANTS OF HEALTH

The WHO Commission on Social Determinants of Health—comprising
policy makers, researchers, and representatives of civil society from around
the globe—analyzed the evidence for concluding that the poor health of
certain individuals and groups is due to inequities caused by unequal dis-
tribution of power, income, goods, and services (WHO, 2008). Based on
this analysis, the Commission’s report calls on WHO and its member states
to “lead global action on the social determinants of health with the aim
of achieving health equity.” Such unfairness, the report contends, dramati-
cally impacts the ability of individuals and communities to access health-
promoting resources such as health care, schools, education, safe working
environments, and healthy living conditions (WHO, 2008). The report
offers three overarching recommendations for moving the world toward
achieving health equity within a generation:

1. Improve daily living conditions.

2. Tackle the inequitable distribution of power, money, and resources.

3. Measure and understand the problem and assess the impact of
action.

The first of these recommendations specifically calls for policies to
achieve goals that would improve the well-being of girls and women as
reflected in the Millennium Development Goals. It also emphasizes the
importance of early child development and education and the creation of
conditions that would have positive impacts throughout an individual’s
life span. The second recommendation acknowledges the need to address

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

INTRODUCTION 25

inequities, such as those between men and women, through good gover-
nance, adequate financing, and a strong public sector. The third recom-
mendation is focused on establishment of a system of accountability both
within countries and globally.

LANCET COMMISSION ON
EDUCATION OF HEALTH PROFESSIONALS

Complementing the work of the WHO Commission, the Lancet con-
vened global academic thought leaders to articulate a new vision for health
professional education (Frenk et al., 2010). The Lancet commissioners, too,
note glaring gaps and inequities in health both within and among countries.
They further express concern that health professionals are not graduating
with the sorts of competencies needed to understand how to combat such
disparities. To address this and other concerns, the commissioners recom-
mend instructional and institutional strategies for reforming health profes-
sional education that, if adopted, would lead to transformative learning
and interdependence in education, respectively. The Lancet commissioners
posit that the purpose of transformative learning is to “produce enlight-
ened change agents” (Frenk et al., 2010, p. 1924) and to create leaders.
Interdependence would involve the alignment of education and health sys-
tems; stronger and more stable networks, alliances, and partnerships; and
a broader perspective on learning that would encompass models, content,
and innovations from all countries and communities. These instructional
and institutional strategies would involve competency-based approaches
to instructional design that are global and collaborative and would place
particular emphasis on faculty development. The envisioned health work-
force that would result from implementation of these strategies would be
better prepared to advocate with and for others, to partner with community
leaders to make positive change in their community, and to work toward
achieving equity in health and well-being for all populations.

MAKING THE CASE

Taking action on the social determinants of health as a core function
of health professionals’ work holds promise for improving individual and
population health outcomes, leading in turn to significant financial benefits.
Congruent with these economic gains, however, Sir Michael Marmot stresses
that taking action to reduce health inequalities is a “matter of social justice”
(Allen et al., 2013; Marmot, 2005; Moscrop, 2012). Additionally, WHO
has made addressing the social determinants of health one of its six priority
areas (WHO, 2014), and recognizes that educating the health workforce to
promote health equity by addressing and taking action on the social deter-
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minants of health is a fundamental requirement of the health and education
systems (WHO, 2008, 2013a). Achieving this goal, however, is not just
a matter of health workforce curriculum development. The 2006 WHO
World Health report (WHO, 2006) and other influential reports highlight
two connected and interdependent issues for health workforce education:
(1) the critical shortages, maldistribution, and skill gaps of the current health
workforce; and (2) the challenges entailed in educating and training the
health workforce in many countries, including insufficient financial means,
facilities, and numbers of educators to train an adequate, competent cadre
of health workers (COGME, 1998; Ko et al., 2007; WHO, 2013b).

The adoption of the 2030 Agenda for Sustainable Development (UN,
2015) has provided the impetus and architecture for the movement of
WHO (the United Nations agency responsible for health) and the United
Nations Educational, Scientific and Cultural Organization (UNESCO, the
United Nations agency responsible for education) into an era of closer col-
laboration. Emerging global and national strategies for developing human
resources for health stress that education of the health workforce in the
social determinants of health must be framed within a country’s individual
sociopolitical context and embedded in cross-sectoral efforts to promote
heath equity (WHO, 2015a). The alignment of health, education, and
development toward sustainable development goals has reinforced the need
for such a cross-sectoral approach.

United Nations agencies recognize that standardized measurement and
accountability will be required (MA4Health, 2015). The development of
national health workforce accounts, including one for education, is integ-
ral to the WHO Global Strategy on Human Resources for Health (OECD
et al., 2015; WHO, 2009, 2015b).

Many agencies and organizations, as well as individual educators,
practitioners, and researchers, acknowledge that the complex nature of the
social determinants of health is best addressed interprofessionally (Art et
al., 2007; Bainbridge et al., 2014; Mihalynuk et al., 2007; Solar and Irwin,
2010). Such collaborations need to include not only an appropriate mix of
health professionals and health sector workers, but also professionals and
workers from other sectors (Allen et al., 2013; Art et al., 2007; Bainbridge
et al., 2014; Lomazzi et al., 2016; Solar and Irwin, 2010). The effective
application of interprofessional and cross-sectoral education has potential
significant downstream consequences, not only in improving health out-
comes, but also in reducing health inequalities and promoting health equity
(Bollela et al., 2015). However, given the lack of racial and ethnic diversity
in health professional education, a number of the health professions, and
thus health professional teams, a key opportunity is missed to use work-
force diversity as a way to eliminate health disparities (Cohen et al., 2002;
Dapremont, 2012; Grumbach and Mendoza, 2008; HRSA, 2006; Price
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et al., 2005). The disparity between the diversity of teams and the diversity
of the communities they serve undermines the effectiveness of the care and
services provided.

ANSWERING THE CALL

On October 21, 2011, member states and stakeholders came together
for the World Conference on the Social Determinants of Health. At that
historic event, participants shared a global platform for dialogue on experi-
ences related to policies and strategies aimed at reducing health inequities.
It was here that the Rio Political Declaration on Social Determinants of
Health! was adopted by the 120 member states, and discussion focused
on how the recommendations of the WHO Commission on Social Deter-
minants of Health (WHO, 2008), which laid the foundation for the Rio
Political Declaration, could be taken forward. A goal of this effort was to
create energy for country-driven efforts leading to national action plans and
strategies (WHO, 2011).

Numerous governments and their ministries have responded to this
call to action (Government of Canada, 2015; WHO, 2016b). In addition, a
wide array of educational, health professional, and community associations
and organizations from around the world have similarly called for action
and have begun taking steps toward building a workforce competent to
address the social determinants of health (Australian Medical Association,
2007; CMA, 2013; CORDIS, 2015; HHS, 2010¢; IFMSA, 2014; Solar and
Irwin, 2010; UNDP, 2013; WHO, 2014; WHPA, 2010). Foundations have
been another powerful force in efforts addressing the social determinants
of health (RW]JE 2008; WKKF, 2016).

A review of the literature (see Appendix A) reveals that educators are
responding to the need to address the social determinants of health, but
that many of these efforts are conducted uniprofessionally or with a small
number of interacting professions, and the education is heavily weighted
toward classroom activities. Additionally, experiential learning opportuni-
ties tend to be short-term, volunteer, and in the form of community service
learning activities, and rural clinical settings are at times described as
community-based education with no outreach into the community. While

I The Rio Political Declaration on Social Determinants of Health (WHO, 2011) is the formal
statement of 120 heads of government, ministers, and government representatives that affirms
their “determination to achieve social and health equity through action on social determinants
of health and well-being by a comprehensive intersectoral approach” (Marmot et al., 2013;
WHO, 2011, p. 1). It expresses their understanding that “health equity is a shared respon-
sibility and requires the engagement of all sectors of government, of all segments of society,
and of all members of the international community, in an ‘all for equity” and ‘health for all’
global action” (p. 1).
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each effort to address the social determinants of health is laudable and can
add educational value if done well, a single isolated activity does not rise
to the vision of the WHO or Lancet global health thought leaders. These
commissions suggest a more comprehensive approach to educating health
professionals that would draw on best practices of

interprofessional education,
community-engaged learning,
experiential education, and
health outcomes research.

Obstacles to incorporating any one of these approaches into health
professional education have been fully explored. However, many health pro-
fessional and educational organizations have found ways of facilitating each
approach. These methods could be evaluated to determine the appropriate-
ness of adapting them to health professional education addressing the social
determinants of health, provided that faculty are appropriately trained and
the community is prepared to partner.

REPORT STRUCTURE

In contrast to the theoretical discussion of the social determinants of
health and health professional education presented in this chapter, Chap-
ter 2 examines how educators and educational organizations and institu-
tions are addressing the social determinants of health through different
curricula and programs. The information in this chapter was informed
by the background paper commissioned for this study (see Appendix A),
whose authors reviewed the published literature specifically on education
addressing the social determinants of health conducted in and with com-
munities. Terms of reference for this paper, and accordingly the authors’
literature search, were quite narrowly defined to reflect the scope of the
committee’s task.

Chapter 3 shifts from individual examples of education, networks, and
partnerships to the broader concept of frameworks within which curricula
and programs can be tailored to meet situational requirements. The com-
mittee reviewed numerous frameworks for this study. Chapter 3 describes
ten of the most relevant structures, drawn from such areas as education,
public health, community engagement, and social accountability. These
structures capture various aspects of the committee’s charge that informed
its development of the framework and the recommendations supporting its
implementation presented in this report. The committee’s framework and
recommendations, along with a conceptual model for strengthening health
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professional education in the social determinants of health, appear in the
fourth and final chapter of this report.
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Educating Health Professionals to
Address the Social Determinants of
Health in and with Communities

SUMMARY

This chapter reviews individual efforts to address the social deter-
minants of health that informed the development of the committee’s
framework and recommendations presented in Chapter 4. This review
goes beyond the published literature to include additional examples that
have not been published in peer-reviewed journals so as to provide a
broader view of the activities being used to educate health professionals
in the social determinants of health across the educational spectrum. In
addition, this chapter calls attention to important differences between
the work of health care providers, who are trained to impact individual
health outcomes, and public health workers, who are trained to impact
the health of populations. Over the years, efforts have been made to
bridge these two perspectives. This chapter describes one such model—
community-oriented primary care —as well as long-standing networks and
partnerships and lessons learned about educating health professionals
to understand the broader construct of health systems. Also described is
problem-based learning, a tool for offering innovative education that can
develop critical thinking and drive a desire for continued learning about the
social determinants of health. Discussed as well are workforce develop-
ment and continuing professional development.
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HISTORICAL PERSPECTIVE

Many of the concepts behind community-engaged learning, problem-
based learning, and community-oriented education grew out of the work of
Sidney and Emily Kark (Gofin, 2006). As early as 1940, the Karks began
blending community engagement with public health practice and primary
care in an impoverished, rural province of South Africa in what they
called “community-oriented primary care” (Mullan and Epstein, 2002).
According to Geiger (2002), the Karks understood that “social, economic,
and environmental circumstances are the most powerful determinants of
population health status” (p. 1713). Their ideas and theories spread around
the globe, influencing health care delivery in such places as Jerusalem,
the Republic of South Africa, the United Kingdom, and the United States
(Geiger, 1993, 2002; Mullan and Epstein, 2002). They also led to numer-
ous education and training programs in Chile, Cuba, Egypt, Europe, India,
Israel, the Philippines, South Africa, Sudan, and the United States (Risley
et al., 1989; THEnet, 2015a,b). While those educational initiatives did not
explicitly reference the social determinants of health, because they predated
the origin of that construct, they did involve education in communities that
was focused on the social and environmental causes of ill health (Magzoub
et al., 1992; Risley et al., 1989).

The lack of explicit recognition of the term “social determinants of
health” is not uncommon. For example, mission statements, strategic
documents, and curricula from the field of social work typically emphasize
“social justice” despite having a strong focus on interventions address-
ing the social determinants of health (CASW, n.d.; Craig et al., 2013).
Of course, the opposite is also true. Some programs that tout learning
activities addressing the social determinants of health in reality provide
only segments of a curriculum—for example, teaching statistics about
health disparities in isolation, offering community service projects with no
contextual framing or opportunities for reflection, providing only class-
room education with no experiential component, and offering educational
opportunities for learning about health disparities only in clinical (not
community) settings (Cené et al., 2010; Chokshi, 2010). While potentially
valuable, no one such activity performed in isolation provides learners a
full understanding of how the different components of a health system
are integrated and thus how the learner’s role fits with others in the wider
health system. Without such an orientation, understanding and acting on
the social determinants of health in partnership with others will prove dif-
ficult if not impossible.
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Networks and Partnerships

In 1979, leaders of mainly small pilot medical models of community-
oriented education gathered for the first time in Kingston, Jamaica, to
share their work, ideas, and aspirations (The Network, 2004, 2014a). At
this meeting, participants agreed to form a group of interconnected health
science innovation educators in what came to be known as The Network
(Kantrowitz et al., 1987). Years later, The Network joined with another
World Health Organization (WHO) initiative called Towards Unity for
Health (TUFH) to create what is now known as The Network: Towards
Unity for Health (also known as The Network). This nongovernmental
organization advocates for community-engaged health professional educa-
tion through local and international actions, partnerships, and sharing of
ideas and expertise (The Network, 2014b).

Other groups have since undertaken similar efforts to make health pro-
fessional education more responsive and relevant to societal needs (Richards,
2001). One such entity is the Training for Health Equity Network (THEnet),
a “growing global movement committed to achieving health equity through
health professions education, research and service that is responsive to the
priority needs of communities” (THEnet, 2015¢). Community engagement
is an important component of all the work done by THEnet and its member
schools, and partnerships with communities are part of THEnet’s develop-
ment, implementation, and evaluation efforts (THEnet, 2015¢). Its member
schools are from Australia, Belgium, Canada, Cuba, Nepal, the Philippines,
South Africa, Sudan, and the United States (THEnet, 2015b).

The nonprofit membership organization Community-Campus Partner-
ships for Health (CCPH) is another effort to address the social determinants
of health (CCPH, n.d.). Established in 1997, its focus is on promoting
health equity and social justice. CCPH connects communities and campuses
in the United States and in Canada to improve the health of communities
through service learning, community-based participatory research, broad-
based coalitions, and other partnership strategies (CCPH, 2007).

The U.S. government is currently developing Healthy People 2020.
The Healthy People 2020 and related websites highlight the importance
of addressing the social determinants of health and including prevention
and population health content in health professionals’ education (APTR,
2016; HHS, 2016a,b,c). This effort has led to numerous online educational
resources for students and health professionals to learn how to reach na-
tional health goals (HHS, 2016d). Another U.S.-based initiative is working
through the Association of Academic Health Centers to raise awareness
and build partnerships for a more coordinated response to addressing the
social determinants of health (AAHC, 2015; Wartman, 2010; Wartman and
Steinberg, 2011).
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Lessons Learned

Between 1998 and 2000, The Network identified nine health profes-
sional education programs deemed exemplary (Richards, 2001). Criteria
for inclusion were based on demonstration of the following educational
components:

commitment to multidisciplinary and community-based education,
longitudinal community placements,

formal linkages with government entities, and

a structured approach to community participation.

Each of the nine schools (in Chile, Cuba, Egypt, India, the Philippines,
South Africa, Sudan, Sweden, and the United States) was visited by one of
The Network’s researchers. In his overall review of the programs, Richards
(2001) identifies common features and shared dilemmas among programs:

e All of the exemplars provided a variety of community-based learn-
ing experiences, and most used a problem-based learning approach.

e  While the different schools required similar competencies and
knowledge for graduation, the local context drove the individual
student activities.

e Learning to work collaboratively with other professionals and
professions was deemed essential.

e All of the programs emphasized the relationship between individual
and population health, which typically included a local socio-
economic perspective.

e Interventions and strategies are meaningless unless they match local
needs and conditions.

e Learning to advocate for patients and the community is an im-
portant aspect of career development, particularly as it relates to
public policy.

e Institutionalization of innovative reforms is slow and sometimes
never realized, despite 5-10 years of sustained involvement by
deans and distinguished faculty members.

Fourteen years later, Strasser and colleagues (2015) drew lessons from
rural, community-engaged medical schools in Australia, Canada, and the
Philippines. They concluded that community engagement must be sensitive
to local variations; community leaders need to be pursuaded of the value of
engaging with universities through open and honest dialogue; and stronger
partnerships will develop if differences between partners are viewed as
complementary assets rather than challenges (Strasser et al., 2015). The sus-
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tainability of such a program will depend heavily on the success of the local
partnership, although success also will depend on the national and sub-
national context in which a program functions (Coffman and Henderson,
2001; Loh et al., 2013; Supe and Burdick, 2006).

Additional lessons can be learned from countries with national health
systems that align education with health service delivery. In Brazil, for ex-
ample, health professional education and the health workforce are shared
responsibilities of the Ministry of Education and the Brazilian Unified
Health System (Sistema Unico de Sadde [SUS]), which guarantees universal
and free health care coverage for all. These two bodies work together
through the Interministerial Committee for Education and Health Labour
Management, which was established in 2007 (WHO, 2013a). Much of their
work is based on the integration of teaching and service through multi-
disciplinary teams and has led to innovations in community-based educa-
tion and explicit use of community health agents to establish linkages with
care and wellness efforts (Bollela et al., 2015; Macinko and Harris, 2015).
One education example, known as the Education Program for Health Work
(PET Health), is the Ministry of Health strategy for promoting teaching-
service-community integration by creating working groups of teachers,
undergraduate students, and health professionals for interprofessional edu-
cation and practice (Bollela et al., 2015). Faculty supervise undergraduate
students working in primary health care in Family Health Units. These units
are part of Brazil’s Family Health Strategy (previously called the Family
Health Program), which is aimed at providing a range of health care ser-
vices to families in their homes, at clinics, and in hospitals (WHO, 2008).
Rapid expansion of the Family Health Strategy led to shortages of health
professionals. This gap was filled through the recruitment of almost 15,000
physicians, primarily from Cuba. Studies on the strategy’s expansion have
shown improved children’s health and reduced infant mortality, as well as
associations with diminished mortality from cardio- and cerebrovascular
events, reductions in hospital admissions, and fewer rates of complications
from diabetes (Macinko and Harris, 2015; Paim et al., 2011; Rasella et al.,
2014; Rocha and Soares, 2010).

Not without difficulties, Brazil has been pursuing this path for several
decades. Substantial investments have been made to change the curricula
of medical, dental, and nursing schools, leading them to integrate students
into the public Unified Health System and making them more responsive to
the needs of the communities they serve, rather than just individual patients
(Bollela et al., 2015; Ferreira et al., 2007). National guidelines have been
revamped and principles adopted that are conducive to greater emphasis on
the social determinants of health and health inequalities.

Cuba is another country with a strong national health system that
relies heavily on primary care providers who are trained in rural settings
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with community service as a requirement (Morales Idel et al., 2008). To
align education with health and workforce needs, the Cuban Ministries of
Education, Higher Education, and Public Health all take responsibility for
training health professionals. The academic requirements are set by the
Ministries of Health and Education, while the Ministry of Public Health
sets up and maintains the actual training for the university-level health sci-
ence professions (Morales Idel et al., 2008). This public health orientation
has led to curriculum reform as the Ministry of Public Health has sought
to balance Cuba’s changing population health profile with needed human
resources for health to meet the health system’s staffing needs. These ef-
forts have included identifying and enrolling in medical schools qualified
students from underserved populations who are expected to return to their
community following graduation (Keck and Reed, 2012).

Despite these two examples, alignment between the education and
health sectors and between the health system and the needs of commu-
nities remains weak in most countries (Frenk et al., 2010). Greater align-
ment would support and empower communities, the health workforce, and
educators to work together in an equal partnership to address the social
determinants of health, recognizing that context and circumstances will
determine the shape, form, and nature of these partnerships (Chiang et al.,
2015; WHO, 2013b).

ANALYZING THE EVIDENCE BASE

Searching the literature for impact studies of experiential, community-
based, or community-engaged learning activities that specifically identify
the social determinants of health as an impact measure presents numerous
difficulties. Publication biases exist toward developed, English-speaking
countries, and terminology differs among countries and programs. If the
term “social determinants of health” is not used in an article, for example,
the search will not identify that article. Articles that will be missed include
those addressing programs established before the term “social determinants
of health” was coined. As a result, some published programs and activities
may have been missed during the literature review conducted for the present
study. However, because the statement of task for this study (see Box 1-1
in Chapter 1) refers specifically to the social determinants of health, the
search conducted for the background paper commissioned by the commit-
tee was narrowed accordingly, and 33 relevant papers were identified (see
Appendix A for more detail). What is remarkable about the findings of this
review is how varied these programs were and how few of their evaluations
looked beyond learning outcomes. In addition, the vast majority of the
programs relied on self-reported information from the learners themselves.
While interesting, these reported findings do not help determine whether
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the educational intervention or activity impacted the social determinants of
health, improved the health or well-being of the community, or should be
considered for diffusion or scale-up.

The lack of analysis of outcomes with respect to improving the health
and well-being of communities and their members is due to a multitude
of research and resource issues (Art et al., 2007). Identifying linkages
between education and health outcomes is time-consuming and requires
specific expertise to produce accurate findings. Also, confounding factors
related to community movement and migration as well as project funding
can alter the results in ways that make accurate data analysis impossible
(Art et al., 2007). Despite these challenges, efforts have been made to deter-
mine the impacts of service-learning and community-based educational
interventions. Most of the published work in this area either is descriptive
or emphasizes learning outcomes of uniprofessional education (Dongre
et al., 2010; Essa-Hadad et al., 2015; Klein and Vaughn, 2010; O’Brien et
al., 2014; Rebholz et al., 2013; Whelan and Black, 2007), although there
are some examples describing interprofessional community-based educa-
tion and learning outcomes (Art et al., 2007; Bainbridge et al., 2014;
Mihalynuk et al., 2007). One such example, described in Box 2-1, is an
interprofessional, longitudinal, community-engaged curriculum recently
established at Florida International University’s Herbert Wertheim College
of Medicine. The purpose of the curriculum is to educate students in and
with communities on the social determinants of health. After 1 year of
home visits provided in the context of medical and health education inter-
ventions, analyses indicate favorable short-term and intermediate impacts
on health, cost savings, and efficacy (Rock et al., 2014).

Other examples drawn from medicine, nursing, dentistry, and public
health education have been implemented with the intent of impacting health
systems, as well as the chronic disease profiles of communities and their
members (Ferreira et al., 2007; Lipman et al., 2011; Ross et al., 2014;
Sabo et al., 2015). Examples from social work education include efforts
to build community partnerships (Mokuau et al., 2008; Wertheimer et al.,
2004). In particular, Mokuau and colleagues (2008) and others show how
the application of principles of community-based participatory research
that align with cultural values can impact health inequities through social
change (Braun et al., 2006; Kaholokula et al., 2013; Mokuau et al., 2008).
In dental education, a study on the financial implications of placing stu-
dents in community clinics found that dental students make a significant
contribution to clinic productivity and finances (Le et al., 2011).

Some university programs have sought to emulate the success of agri-
culture extension programs in reaching local communities. The University
of Kentucky’s Health Education through Extension Leadership program
is a partnership between the College of Public Health and the College of
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BOX 2-1
Herbert Wertheim College of Medicine
Curriculum on Social Determinants of Health

Florida International University’s (FIU’s) Herbert Wertheim College of Medi-
cine (HWCOM) is an innovative twenty-first-century medical school founded in
2006. Its unique doctor of medicine degree curriculum emphasizes the social
determinants of health—both in the traditional classroom setting and in the com-
munity classroom—through team-based, household-centered care. The college’s
Green Family Foundation Neighborhood Health Education Learning Program
(NeighborhoodHELP ™) provides students with longitudinal, interprofessional,
service-learning experiences that allow students to translate classroom learn-
ing into practical application throughout the curriculum. The program addresses
health disparities through reflection on social determinants of health in urban
underserved households. A strong university—community partnership is at the
core of this novel approach.

HWCOM faculty and staff develop relationships with local community agen-
cies, forging partnerships to influence policy and improve population health. These
community partners identify underserved households and refer them to Neighbor-
hoodHELP ™. Outreach teams visit each referred household to assess members’
needs and eligibility for services. Engaging communities through this structure has
resulted in a sustained flow of households participating in the program, a compre-
hensive network of local resources, trusted relationships that inform development
of the curriculum, and continuity of household-centered care for participants who
previously relied solely on emergency departments or America’s “safety net” for
health care services.

Agriculture and its Cooperative Extension Service. The program focuses on
reducing Kentucky’s chronic disease rates through dissemination of health
and wellness information on preventable risk factors (Riley, 2008). At the
University of New Mexico Health Sciences Center (UNMHSC), honest
and at times disheartening conversations with rural community leaders
led to the establishment of a statewide Health Extension Rural Office
(HERO) program (Kaufman et al., 2010, 2015). The program focuses on
community-derived health priorities within the university’s mission areas of
education, clinical service, and research. It is run through the university’s
Office of the Vice President for Community Health, which collaborates
with the New Mexico Department of Health to develop county health
report cards. The report cards provide data on leading causes of morbidity
and mortality, as well as information on the health workforce, community
planning priorities, and the center’s programs. HERO agents use the report
cards to track the responsiveness and effectiveness of UNMHSC programs
in addressing community health needs. One diabetes education program
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The HWCOM curriculum is built on study in five major strands: human biol-
ogy; disease, illness, and injury; clinical medicine; professional development;
and medicine and society. Within the medicine and society strand, a series of
Community-Engaged Physician courses is horizontally and vertically integrated
across all periods and incorporates the Healthy People 2020 social determi-
nants of health framework and leading health indicators. Related curricula include
ethics, cultural humility, social and cultural influences on health, interprofessional
communication and teamwork, household-centered care, and population health.
In addition to situated learning during household visits, educational modalities
include active learning sessions, small-group activities, student presentations,
classroom discussions, didactic or panel presentations, role play, concept map-
ping, and reflective writing.

Interprofessional teams of FIU faculty with expertise in primary care (includ-
ing family medicine, internal medicine, and pediatrics), psychiatry, public health,
ethics, anthropology, law, social work, nursing, and education supervise student
teams generally comprising medical, nursing, and social work students. Stu-
dents enrolled in the college’s new physician assistant studies program will begin
participating in 2016. Students conduct biopsychosocial assessments; provide
educational, primary care, social, and behavioral services; and assist household
members in navigating and managing health and social services. HWCOM’s
focus on addressing social determinants of health aims to reduce health dis-
parities, foster community engagement, and transform the health of patients and
communities.

SOURCE: Based on a presentation by Onelia G. Lage, M.D., FAAP, Florida International
University, at the committee’s open session on September 15, 2015.

led to a significant drop in HbA, . levels of Hispanic patients with diabetes
(Kaufman et al., 2010).

Numerous publications have identified a need for public health schools
and institutes to educate learners more actively in policy and advocacy,
given the important role of policy change in population health (Caira et al.,
2003; Fleming et al., 2009; Hearne, 2008; Hines and Jernigan, 2012; Mir-
zoev et al., 2014; Pandey et al., 2012). However, information on courses
designed to educate health professional learners about translating public
health science into policy action is incomplete and limited (Pandey et al.,
2012). Longest and Huber (2010, p. 50) describe key steps that public
health schools can take to enhance the capabilities of faculty with respect
to influencing policy making: “(1) building infrastructures to support and
facilitate this role, (2) teaching faculty members how to be more influential
in the policy arena, and (3) aligning incentives and rewards for faculty
who contribute to improved public health by influencing the formation and
implementation of public health policy.”

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

42 A FRAMEWORK FOR EDUCATING HEALTH PROFESSIONALS

BUILDING A DIVERSE AND INCLUSIVE HEALTH WORKFORCE

One approach to building the diversity of the health workforce is
through greater mixing of university and community representatives, poten-
tially through work on pipeline initiatives (Nivet and Berlin, 2014; Snyder
et al., 2015). In fact, numerous programs funded by the U.S. Department of
Health and Human Services are aimed at broadening and enhancing pipe-
line programs designed to enable racial and ethnic minority and disadvan-
taged students to enter careers in the health professions and health sciences
(HHS, 2009). While these programs hold great promise, enhanced infor-
mation sharing across agencies and programs could improve coordination
and sharing of lessons learned among agencies and programs (HHS, 2009).

In some ways, diversity is about collaboration—collaborating with dif-
ferent professions, institutions and programs, communities, populations,
and sectors and with individuals from different backgrounds and cultures.
It is the particular situation that dictates who will be engaged, and the play-
ers themselves will determine how best to manage the collaboration. For
example, the Nursing Workforce Diversity Program of the Health Equity
Academy at Duke University, described in Box 2-2, includes a partner-
ship between program administrators and social workers. Involving social
workers in its nursing program is one way the Academy helps to ensure
the success of its students, who themselves may have experienced social
and cultural challenges similar to those of the communities and patients
they will be expected to interact with throughout their training and career.

Dogra and colleagues (2009) studied the potential for developing and
delivering education in cultural diversity in medical schools across Canada,
the United Kingdom, and the United States. They offer 12 suggestions for
overcoming resistance through a multifaceted approach that entails inte-
grating the subject into institutional policies, curriculum content, faculty
development, and assessment. The first of the 12 suggestions is to “design
a diversity and human rights education institutional policy” (p. 2) And
while doing so would demonstrate leadership’s interest in diversity, a gap
will remain between diversity concepts and practice absent an environment
of inclusivity of all students, faculty, and staff (Elliot et al., 2013; Haney,
2015).

Finally, engaging students in reviewing university policies on diversity
and inclusivity exposes them to the concept of ineffective versus effective
policy making. Similarly, students pursing clinical careers could be “trained
to ask specific questions on rounds that frame individual patient encounters
as windows into broader community health and policy issues” (Jacobsohn
et al., 2008, abstract).

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

EDUCATING HEALTH PROFESSIONALS 43

CONTINUING PROFESSIONAL DEVELOPMENT

Health professional education at the foundational education and train-
ing level is a small percentage of the overall learning that takes place
throughout the career of a health professional. Therefore, continuing pro-
fessional development represents an opportunity to build and maintain
competencies in areas that, because of time and other constraints, could not
be fully addressed during foundational education and training. These areas
may include interprofessional education and community-engaged research.

One research-driven initiative began through the INDEPTH Network,
based in Ghana. INDEPTH is an international network of demographic
research institutions whose mission is to “harness the collective potential
of the world’s community-based longitudinal demographic surveillance
initiatives in low and middle income countries to provide a better under-
standing of health and social issues and to encourage the application of this
understanding to alleviate major health and social problems” (INDEPTH
Network, n.d.). To this end, the network established INDEPTH Training
and Research Centres of Excellence (INTRECs). These centers provide
training related to the social determinants of health to INDEPTH research-
ers and enable information sharing with decision makers (INTREC, n.d.-a).
INTREC training is divided into five blocks that are taught by faculty and
specialists from Germany, Ghana, Indonesia, the Netherlands, South Africa,
Sweden, and the United States:

Block 1: SDH [Social Determinants of Health] Framework, taught
through an online course

Block 2: Methods to Study SDH, taught through mixed-methods
workshops

Block 3: Data Analyses Workshop, taught through a workshop

Block 4: Communication Strategies, taught through an online seminar

Block 5: Sharing Results of the Training, done through an online fo-
rum (INTREC, n.d.-b)

Analysis of the baseline situation in each of the INTREC focus countries
(Bangladesh, Ghana, India, Indonesia, South Africa, Tanzania, and Vietnam)
is available through individually developed country reports (Addei et al.,
2012; Kalage et al., 2012; Kekan et al., 2012; Maredza et al., 2012; Nahar
et al., 2012; Phuong et al., 2012; Susilo et al., 2012). Each report follows a
similar structure, which starts with a country analysis and ends with a series
of actionable recommendations directed at government, nongovernmental
organizations, and the INTREC itself. The analysis includes the following
three primary areas:
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BOX 2-2
Addressing Social Determinants of Health in a
Pre-Entry Immersion to Nursing Program to Cultivate
Success and Acclimation to the Nursing Profession

The Academy for Academic and Social Enrichment and Leadership Devel-
opment for Health Equity (Health Equity Academy [HEA]), Nursing Workforce
Diversity Program, Bureau of Health Workforce, Health Resources and Services
Administration (HRSA), U.S. Department of Health and Human Services, repre-
sents an innovative conceptual multilevel/multidimensional approach to address-
ing the social determinants of health at the individual, social, and structural levels.
The aim of this program is to increase the number of high-achieving/high-potential
underrepresented minorities in nursing from economically disadvantaged back-
grounds by achieving the following goals: (1) cultivate the next generation of
minority nurse leaders who are committed to health equity; (2) strengthen the ex-
tent to which the Accelerated Bachelors of Science in Nursing (ABSN) curriculum
prepares graduates who fully understand, appreciate, and are committed to ad-
dressing the interrelationships between and among social determinants of health,
health access, and health disparities (health equity concepts); and (3) continue to
advance as an academically and socially responsive center of excellence in the
development of nursing workforce diversity.

HEA offers a summer pre-entry program to expand understanding of nurs-
ing as a career, promote the role of nursing and its interface with health equity
concepts, continue to expand the health equity threads as adjunct experiences
concurrent with enroliment in the ABSN program, and influence readiness for the
ABSN program. HEA incorporates a focused assessment of individual-level social
determinants of health in order to match financial, social, and academic interven-
tions or strategies with need. These strategies include the following:

* A pre-entrance webinar informs participants of the infrastructure of the
HEA program.

* An initial social determinants of health individual assessment is admin-
istered in order to identify individual social determinants that may be
potential barriers to student success. Surveys are administered by the
HEA social worker, and debrief is held afterward to address any potential
distress caused by the sensitive nature of the questions. Surveys are
reviewed and evaluated by the program director and social worker. Based
on the HEA Scholars’ responses, a Prescription for Success is created,

1. Collect information on training related to the social determinants

of health currently taking place in the country.

2. Identify core issues related to the social determinants of health of

concern for the country.

3. Gather and review relevant government policies and ongoing work

of nongovernmental organizations in the country.
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which incorporates individualized strategies and goals designed to en-
hance success. Individual and group sessions are held by the social work
and project director quarterly to determine the efficacy of interventions,
identify new barriers, and develop additional strategies if needed.

* Seminars are held to provide an understanding of individual and com-
munity social determinants of health, including Introduction to the Patho-
physiology of Disease Related to Social and Environmental Determinants
of Health. This seminar addresses social determinants of health as a pre-
cursor to alterations in biological processes that affect the body’s dynamic
equilibrium or homeostasis and the development of language to describe
those alterations. The seminar also examines the pathophysiology, social
determinants, risk factors, and clinical manifestations of common disease
states, as evidenced by completion of critical thinking questions and clini-
cal cases.

e The Unnatural Causes documentary series facilitates discussion of ineg-
uities and influences on health outcomes.

* HEA Scholars complete a thorough assessment and windshield survey
of the local community and present results in an open forum at the end
of the immersion program.

* HEA Scholars participate in community engagement, such as working
with local nonprofit agencies that serve underserved populations.

* Other components include journaling to encourage reflection and a bud-
geting program to minimize financial barriers.

Additional strategies to influence awareness, understanding, and commit-
ment to health equity concepts among nursing faculty and communities of interest
are provided through a Health Equity Colloquium. HEA collaborates with faculty
to strengthen the ABSN curriculum by planning for the integration of health equity
concepts throughout the curriculum and related learning experiences, and to
implement the curriculum in a manner that will increase the capacity of all nurses
to address health inequalities competently. The sense of diversity and inclusive-
ness of the academic and social milieu of the school is heightened by identifying
and institutionalizing several evidence-based interventions congruent with envi-
ronmental satisfaction among underrepresented minorities.

SOURCE: Based on a presentation by Brigit M. Carter, Ph.D., R.N., CCRN, Duke University
School of Nursing, at the committee’s open session on September 15, 2015.

Another example is the Society for Public Health Education’s State
Health Policy Institute (SHPI) curriculum, designed to educate U.S. state
legislators and other professionals in the latest policies and research in
chronic disease prevention and control (SOPHE, n.d.). Between 2009 and
2011, SHPI organized three courses and trained an elite corps of 40 health
promotion policy experts on policy issues such as health education, nutri-
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tion, childhood obesity, eliminating health disparities, and tobacco preven-
tion and education (SOPHE, n.d., preface).

Other programs and initiatives involve postdoctoral education and
continuing professional development to promote professionals’ learning in
and with communities. Compared with data-driven projects, these activities
often take a broader, more systems-based approach to learning and imple-
mentation (Beyond Flexner, n.d.; FAIMER, 2015; Kellogg Health Scholars,
2016; MEDICC, 2016). One example is the U.S. Robert Wood Johnson
Foundation’s Health & Society Scholars program, which targets individuals
at the postdoctoral level at any stage in their career. Scholars receive 2 years
of support to “investigate the connections among biological, behavioral,
environmental, economic, and social determinants of health and develop,
evaluate, and disseminate knowledge and interventions based upon these
determinants” (De Milto, 2014). The program emphasizes collaboration
and exchange across disciplines and sectors to address the determinants
of population health and contribute to policy change. Another example is
Medical Education Cooperation with Cuba’s Community Partnerships for
Health Equity. This program provides learning opporutnities for health
profesionals to experience Cuba’s community-engaged health and education
system, and then adapt aspects of that model to improve health and health
equity in communities in the United States (MEDICC, 2016). Communities
in four underserved U.S. neighborhoods—South Los Angeles and Oakland,
California; Albuquerque, New Mexico; and the Bronx, New York—have
all benefited from a health profesional’s initiative to learn about and take
action on addressing the social determinants of health in and with their
local communities.
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Frameworks for Addressing the
Social Determinants of Health

SUMMARY

This chapter describes the frameworks the committee reviewed in
developing a single unified framework for educating health professionals
in the social determinants of health. All of these ten frameworks have
unique perspectives that can be grouped into several categories. The first
two discussed in this chapter put the community in charge of taking actions
fo assess and improve population health and the well-being of the com-
munity. The next three provide a broad public health and systems context
for impacting the social determinants of health. The three that follow focus
on education and collaboration; one of these addresses health professional
education in particular. The discussion then turns to two frameworks that ex-
pand upon educational concepts to include collaborations focused on inter-
professional education and linkages among different sectors, respectively.
Finally, two frameworks involve measuring aspects of health workforce
development (health workers in underserved areas and social accountability
of health professional schools) that are often overlooked in evaluations. All
of these overarching categories are reflected in the committee’s framework,
which is presented in the next chapter.
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PUTTING THE COMMUNITY IN CHARGE

The framework published by Audrey Danaher at the Wellesley Institute
(see Figure 3-1) is part of a larger effort to reduce health disparities and
improve population health through contributions from the community sec-
tor (Danaher, 2011). Within the context of the framework, the community
sector is defined as “the wide range of not-for-profit organizations whose
mandate is to work with and provide services to communities to meet local
needs.” As described in the box to the far right of the figure, a responsive
and effective community sector can contribute to reducing health dispari-
ties. This is accomplished through direct community engagement that builds
trust, provides services that ameliorate the impact of disparities, and mobi-
lizes communities to influence policy on the social determinants of health
as noted in the three center circles adjacent to the box. The far left circles
describe the conditions in which the community sector functions: the top
circle depicts the policies, economics, and social systems that give rise to

Avibrant and
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community
sector consists

Dynamic policy,
economic and
social systems

Community
engagement:
Building healthy
communities

of organizations
that are

-responsive to

v individual needs &
priorities;
scommunity based
& driven;

=well coordinated;

Service

Social Population delivery that

determinants of health ameliorates ~dynamic &
health impact of <— | forward looking;
health ~innovative;

=stable &
sustainable;
=groundedin a

| coherent strategy ,
: well aligned to
activities;
-effective, in
terms of both
impact & value

disparities

Health
disparities

Policy advocacy:
Community &
political
mobilization to
change policy on
SDoH

Community
characteristics
& resilience

FIGURE 3-1 The Danaher framework.

NOTE: SDoH = social determinants of health.

SOURCE: Danaher, 2011. Reprinted with permission from the Wellesley Insti-
tute. For more information, visit http://www.wellesleyinstitute.com/wp-content/
uploads/2011/10/Reducing-Disparities-and-Improving-Population-Health.pdf (ac-
cessed September 22, 2016).
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the social determinants of health, and the bottom circle is the community

characteristics that influence the social determinants of health.

As part of their guide to action on rural community health and well-
being, researchers at Brandon University, the University of Manitoba, and
Concordia University in Canada partnered with various stakeholder groups
to build the framework seen in Figure 3-2 (Annis et al., 2004; Ryan-

Nicholls, 2004). Stakeholders included

¢ rural community development corporations,

e regional health authorities,
¢  Community Futures Partners of Manitoba,

A
1
1
E conomics

Social

© Community
Processes . i
' - 4

o / Recreation | ' Environment
i Heritage | Community ]
k Arts ! Infrastructure N ¥
S 2 1 . -

Being Belonging Becoming

©Rural Development Institute, Brandon University.

FIGURE 3-2 Rural Community Health & Well-Being Framework.
SOURCE: Annis et al., 2004. Reprinted with permission from the Rural Develop-

ment Institute and Brandon University.
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Wheat Belt Community Futures Development Corporation,
Health Canada,

the Rural Secretariat,

Statistics Canada, and

Brandon University researchers.

The purpose of the framework was to assist residents of rural com-
munities in self-assessing quality-of-life measures that are listed under the
framework as “Being,” “Belonging,” and “Becoming.” Being involves
understanding the current state of the community; belonging denotes how
the community fits within the broader context; and becoming encompasses
all the purposeful activities that are carried out to achieve the community’s
goals (Annis et al., 2004; Raphael et al., 1999).

In the center of the framework are the social, economic, and envi-
ronmental factors that often predetermine a community’s health and well-
being. Stemming from these three circles are ten items that rural residents
identified (and tested) as important considerations and additions to the
framework. Each item is linked to an easily understood and interpreted
indicator that has accessible and available data sources; measures what is
important, credible, and acceptable to the residents of the rural community;
and has a scientific, traditional, or community basis for inclusion that is
considered reliable, trustworthy, and relevant. Through such an analysis of
what is valued by rural communities, the residents themselves can begin to
understand the current state of their community’s health, well-being, and
quality of life (Annis et al., 2004).

PUBLIC HEALTH AND SYSTEMS CONTEXT FOR
IMPACTING THE SOCIAL DETERMINANTS OF HEALTH

In 2010, the World Health Organization (WHQO) Commission on Social
Determinants of Health published a conceptual framework for action on
the social determinants of health (Solar and Irwin, 2010) that it used to
orient its work, discussed in Chapter 1 (WHO, 2008). This framework
is displayed in Figure 3-3 and is divided into structural and intermediary
determinants. The structural determinants comprise the societal, economic,
and political context in which a person is born and lives, which dictates
one’s socioeconomic position. One’s socioeconomic position then sets the
stage for the intermediary determinants (material circumstances, psycho-
social circumstances, behavioral and/or biological factors, and the health
system itself) and the likelihood of exposure to health-compromising con-
ditions. Illnesses caused by poor living conditions can then circle back to
the structural determinants if, for example, a person experiences a loss of
employment or income, thereby lowering his or her socioeconomic status.
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FIGURE 3-3 World Health Organization (WHQO) conceptual framework.
SOURCE: Solar and Irwin, 2010. Reprinted with permission from the World Health
Organization.

Bridging the structural and intermediary determinants are concepts
of social cohesion and social capital. The commissioners who developed
the framework acknowledged that the inclusion of these concepts risked
depoliticizing approaches to public health and the social determinants of
health. However, they opted to include this bridge because they also be-
lieved that states could be in a position to promote equity through coopera-
tive relationships between citizens and institutions by developing systems
that would facilitate such connections. The final box to the far right of the
figure shows the impacts of structural and intermediary determinants on
equity in health and well-being and how those impacts can feed back to the
structural determinants, having a positive, negative, or neutral influence on
future generations.

Frieden (2010) developed a five-tier pyramid as a framework for im-
proving public health (see Figure 3-4). Anchoring the base of the pyramid
are interventions that Frieden states have the greatest potential impact on
social determinants of health (e.g., poverty reduction, improved education).
Next are interventions that benefit the vast majority of populations and are
not labor-intensive, such as fluoridated water, followed by interventions
that benefit large segments of the population and are more labor-intensive,
such as immunizations. The tier above is direct clinical interventions for
prevention of certain conditions, such as cardiovascular disease, that have
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' Socioeconomic Factors

FIGURE 3-4 The Frieden framework.
SOURCE: Frieden, 2010. Reprinted with permission from the American Journal
of Public Health.

the greatest health impact on individuals. Finally, at the top of the pyramid
is education about health, which is believed to be the most labor-intensive
intervention with the lowest public health impact.

According to Frieden (2010), since 1994, researchers have put forth
public health frameworks that are similar but place greater emphasis on
impacting health through clinical health services and the delivery of health
care. Unlike these frameworks, Frieden used the social determinants of
health to underpin his model.

Bay Area Regional Health Inequities Initiative is a group of local health
departments in the San Francisco Bay Area dedicated to addressing
health inequities. The initiative developed a health equity framework that
depicts the link between health and social inequalities (see Figure 3-5).
This framework shows upstream and downstream influences on health, as
well as entry points for public health intervention. It broadens the scope of
public health to include upstream drivers of health such as social inequi-
ties, institutional power, and living conditions (including physical, social,
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economic and work, and service environments). This framework has been
formally adopted by the California Department of Public Health for appli-
cation to its decision-making process (BARHII, 2015).

HEALTH PROFESSIONAL EDUCATION AND COLLABORATION

Karen Yoder (2006) developed a framework for service learning in
dental education that could be applied to all health professions. Its focus
is on planning, implementing, and evaluating service learning. It also al-
lows educators to differentiate between service learning and other forms of

. Sustained
Engaged \ Lk

Community

Evaluation and ) Service-Learning
Improvement Service- Objectives
Learning in
Dental
Community Education Broad
Engagement Preparation

Sustained
Service

Reflection :
Reciprocal

Learning

FIGURE 3-6 The Yoder framework.
SOURCE: Yoder, 2006. Reprinted with permission from the Journal of Dental
Education.
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community engagement, such as volunteerism, community service, intern-
ships, and field education, that may or may not include all the elements
of true service learning (Furco, 1996). True service learning entails an
ongoing synergistic effect between learning and service that involves ac-
tive participation in thoughtfully organized service experiences deigned to
meet the actual needs of the community. It also includes structured time
for reflection and integration of the service into basic science and clini-
cal courses (Chokshi, 2010; O’Brien et al., 2014; Yoder, 2006). The goal
of service learning is to better prepare health professionals to work and
partner effectively with diverse populations and communities, and to equip
learners with competencies for interacting with other sectors, particularly
within health policy.

As seen in Figure 3-6, service learning is placed in the center of the
framework to signify an equal balance between service and learning and
between the learner and the recipient of the service. The framework is struc-
tured around the four categories of scholarship, partnership, programs,
and growth, each of which is further divided into two or three different
but complementary components. In total, the framework encompasses ten
essential components that are explained in Box 3-1.

Interprofessional education is key for helping health professionals
learn to work with other professions and sectors. A previous Institute of
Medicine (IOM) committee—the Committee on Measuring the Impact of
Interprofessional Education on Collaborative Practice and Patient Out-
comes—developed a model of interprofessional education (see Figure 3-7).
This model depicts interprofessional education as ongoing and develop-
ing over time during a health professional’s career, including both formal
and informal education, as well as all stages of professional development
(foundational education, graduate education, and continuing professional
development). It includes four interrelated components: a learning contin-
uum; the outcomes of learning; individual and population health outcomes;
system outcomes such as organizational changes, system efficiencies, and
cost-effectiveness; and the major enabling and interfering factors that influ-
ence implementation and overall outcomes (IOM, 20135, p. 28).

The Cooperative Extension (the Extension) developed a National
Framework for Health and Wellness (see Figure 3-8) that is based on
the National Prevention Council Action Plan of the U.S. Department of
Health and Human Services (HHS, 2012). The HHS strategy identifies four
areas for prevention efforts: (1) healthy and safe community environments,
(2) clinical and community preventive services, (3) empowered people, and
(4) elimination of health disparities (HHS, 2012). These areas are captured
in the center of the Extension’s framework, in the overall goal to “increase
the number of Americans who are healthy at every stage of life” (ECOP
Task Force, 2014).
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BOX 3-1
10 Components of Service Learning

Scholarship

1. Academic link: “Service combined with learning adds value to each and
transforms both” (p. 116).

2. Community-engaged scholarship: “A significant gap exists between the
goal of health professional schools to function as community-engaged
institutions and the reality of how faculty members are typically judged and
rewarded, which often does not value service to the community” (p. 121).

Partnerships

3. Sustained community partnerships: “The assignments may be consistent
with the service-learning method, in which emphasis is placed on develop-
ing a few, high-quality, equal, ongoing relationships with selected commu-
nity partners” (p. 117).

4. Service learning objectives: “Faculty and community partners should jointly
formulate learning and service objectives to describe what service they will
be providing and how this experience connects with their learning” (p. 118).

5. Broad preparation: “Broad preparation provides students with information
that will help them understand the form and function of the agency or insti-
tution they will service and the people with whom they will interact” (p. 119).

Programs
6. Sustained service: “Unlike assignments to provide an educational presen-
tation in a classroom, service-learning involves a sustained amount of time
in preparation and service” (p. 119).
7. Reciprocal learning: “Alert students to the expectation of learning from the
community partner mentors who are highly skilled in working with special
populations” (p. 119).

Growth

8. Guided reflection: “Guided reflection causes students to make the con-
nection between their service and academic objectives and fosters the
exploration and clarification of complex social issues and personal values”
(p. 119).

9. Community engagement: “Community engagement is meant to include
knowledge about the cultural components of the community and involve-
ment in advocating for health policy issues that affect that community”
(p. 120).

10. Evaluation and improvement: “Because service-learning programs often
involve external funding, the evaluation process can be an effective tool
for demonstrating outcomes of the program and encouraging continued
funding” (p. 121).

SOURCE: Excerpted from Yoder, 2006.

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

FRAMEWORKS FOR ADDRESSING THE SOCIAL DETERMINANTS OF HEALTH 63

/[ Learning Continuum J \

(Formal and Informal)

/Enabling or Interfering\

Continuing Factors

Foundational Graduate
Education Education

Professional > \/
Development

Professional culture
Institutional culture
Workforce policy

Interprofessional Education Financing policy

-
T T T
/

) ( =
Learning Outcomes Health and System Outcomes
4 Reaction ) 4 Individual health )
Attitudes/ perceptions Population/public health
Knowledge/skills Organizational change
Collaborative behavior System efficiencies
Performance in practice

\\ Y \_ Cost effectiveness //

FIGURE 3-7 The interprofessional learning continuum model.

NOTE: For this model, “graduate education” encompasses any advanced formal
or supervised health professional training taking place between the completion of
foundational education and entry into unsupervised practice.

SOURCE: IOM, 2015.

The Extension’s framework also is based on the social-ecological model
of Urie Bronfenbrenner (1979), which addresses the relationships among
individual, community, and societal factors. That model is captured in the
first ring of the framework, “healthy and safe environments” and “healthy
and safe choices.” The next ring depicts the Extension’s six priority areas:
health policy issues education; integrated nutrition, health, environment,
and agriculture systems; health literacy; chronic disease prevention and
management; positive youth development for health; and health insurance
literacy. The outer ring identifies key partners with which to collaborate to
achieve the Extension’s goals: an engaged university system, health profes-
sionals, the education sector, the private sector, the public sector, engaged
communities, community organizations, and clinical and community pre-
ventive services (ECOP Task Force, 2014).
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FIGURE 3-8 The Cooperative Extension’s National Framework for Health and
Wellness.

SOURCE: ECOP Task Force, 2014. Reprinted with permission from the Extension
Committee on Organization and Policy Health Task Force. For more information,
visit http://www.aplu.org/members/commissions/food-environment-and-renewable-
resources/CFERR_Library/national-framework-for-health-and-wellness/file (accessed
September 22, 2016).

MONITORING AND EVALUATION

Figure 3-9 depicts a conceptual framework for measuring efforts to
increase access to health workers in underserved areas. This framework
builds on previous monitoring and evaluation efforts of WHO (2009) and
parallels the WHO Commission’s social, political, and economic context as
illustrated in Figure 3-3. These contextual factors are rarely considered in
evaluations of country-led initiatives to attract and retain qualified health
workers in underserved areas. Huicho and colleagues (2010) proposed this
framework to capture contextual factors and overcome evaluation chal-
lenges due to the complexity of interventions and the lack of previously
published guidelines.

Based on a systems approach, this framework is divided into inputs
(design and implementation), outputs, outcomes, and impact. For each of
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FIGURE 3-9 A conceptual framework for measuring efforts to increase access to
health workers in underserved areas.

NOTE: IMR = infant mortality rate; MMR = maternal mortality ratio.

SOURCE: Huicho et al., 2010. Reprinted with permission from the World Health
Organization.

these divisions, the authors provide examples of indicators for evaluating
success. Of particular interest for purposes of this report is the emphasis
on education during the input phase, retention of workers as an output,
worker performance as an outcome, and improved health status as a mea-
surable impact (Huicho et al., 2010).

Finally, THEnet created a comprehensive framework to aid schools
in examining and learning how to improve health outcomes and health
systems performance. This framework is designed to be useful at the indi-
vidual school level, the network/partnership level, and the broader level. Its
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BOX 3-2
The Social Accountability Framework for
Health Workforce Training

Section 1: What needs are we addressing? This section asks schools to con-
sider their role in addressing the health and social needs of the reference popula-
tion, the health workforce needs, and the health system needs. It asks the school
to define the communities they serve, identify the priority health and social needs,
as well as the needs of the health system.

Section 2: How do we work? This section addresses important aspects of the
organization and planning, and asks schools to assess their values, governance,
and decision-making processes and their partnerships with the health sector,
community groups, and policy makers.

Section 3: What do we do? This section focuses on the school’s program includ-
ing composition of students and teachers, curriculum, learning methodologies,
research, service, and resource allocation.

Section 4: What difference do we make? This section asks schools to consider
their graduates, where they are, and their practice. Plus, to consider engage-
ment with and impact on health services and community, their cost effectiveness,
and their influence in assisting other schools toward becoming more socially
accountable.

SOURCE: Excerpted from THEnet, 2015.

purpose is to help schools assess their social accountability, and it is struc-
tured around a series of questions under four sections, presented in Box 3-2
(THEnet, 2015). The entire framework is accessible online (THEnet, 2015).
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Social Determinants of Health:
A Framework for Educating
Health Professionals

SUMMARY

The previous two chapters explore how the education of health profes-
sionals is currently addressing the social determinants of health in and with
communities. What becomes apparent is that education in the social deter-
minants of health is not part of a broader, systematic approach. Rather, there
is a need for a holistic, consistent, coherent structure aligning education,
health, and other sectors in partnership with communities. To help meet this
need, the committee developed a framework for strengthening the education
of health professionals to impart better understanding the social determinants
of health across the learning continuum. This framework comprises three
domains (education, community, and organization), collectively encompass-
ing nine components. Three key concepts—transformative learning, dynamic
partnerships, and lifelong learning—underpin the framework and appear, both
explicitly and implicitly, throughout the descriptions of the three domains.
Further, because the framework is only a small fraction of the universe of
requirements for a sustainable impact on the social determinants of health,
the committee also created a model depicting how the framework fits within
the broader social, political, and economic contexts. This model draws on the
World Health Organization’s conceptual framework, described in Chapter 3.
Linked to the framework and the model are four recommendations directed
at a wide array of actors, with a focus on those groups identified in Chapter 1
(e.g., signatories of the Rio Declaration and the sponsors of this study) that
are calling for education and action on the social determinants of health.
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A UNIFYING FRAMEWORK

Based on its review of the literature and multiple calls for action, the
committee concludes that there is a need and a demand for a holistic, con-
sistent, coherent structure that aligns education, health, and other sectors
to better meet local needs in partnership with communities. This conclu-
sion informed the committee’s vision for inspiring health professionals to
engage in action on the social determinants of health while providing an
educational structure for understanding a systems-based approach for such
action.

Elements of a Unifying Framework

Chapter 3 presents a number of prior frameworks salient to under-
standing and acting on the social determinants of health. Each has particu-
lar strengths that, when combined, fulfill the committee’s vision for better
aligning different sectors in educating health professionals to address the
social determinants of health in partnership with communities. Overlaying
this vision are Frenk and colleagues’ (2010) proposed instructional and
institutional reforms for achieving “transformative and interdependent
professional education for equity in health” (p. 1953). The actions taken
to produce enlightened change agents who are innovative, adaptive, and
responsive to the needs of the community is what these authors identify as
“transformative learning.”! Transformative learning, dynamic partnerships,
and lifelong learning are fundamental principles underpinning the commit-
tee’s framework.

Transformative Learning

Transformative learning is key to addressing the social determinants of
health. It involves vital shifts that would move health professional educa-
tion from a traditional biomedical-centric approach to an approach that
can provide a greater understanding of and competencies in addressing
complex health systems in an increasingly global and interconnected world.
Building upon the work of the Lancet Commission (Frenk et al., 2010),
described in Chapter 1, the committee proposes a list of desired education
outcomes from transformative learning that include competency to

e search, analyze, and synthesize information for decision making;
e collaborate and partner effectively with others;

! For the purposes of this report, the terms “transformative learning” and “transformative
education” are considered interchangeable.
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e work with, understand, and value the vital role of all players within
health systems and other sectors that impact health; and

e apply global efforts addressing health inequities to local priorities
and actions.

Dynamic Partnerships

Dynamic partnerships also are key to effectively addressing the social
determinants of health. These partnerships entail close working relation-
ships among policy makers, educators, health professionals, community
organizations, nonhealth professionals, and community members. Health
professionals who are educated under what Frenk and colleagues (2010)
term the “traditional model” of education—which focuses more on what
is taught and by whom rather than on building relevant competencies—
are unlikely to experience the exposure to the broader social, political,
and environmental contexts provided by education from a wide array of
partners. And innovative methods of education challenge learners to solve
problems and make new connections through exposure to other profes-
sions, sectors, and populations. The bidirectional linkages formed between
communities and educators reinforce equality in the partnership, which can
be strengthened through mutual support among communities, educators,
and organizations (Tan et al., 2013).

Lifelong Learning

The European Council Resolution on Lifelong Learning (Council of the
European Union, 2002) describes lifelong learning as a continuum of learn-
ing throughout the life course aimed at “improving knowledge, skills and
competences within a personal, civic, social and/or employment-related
perspective” (p. C163/2). It involves formal education as well as nonformal
and informal learning opportunities, as defined in a 2015 United Nations
Educational, Scientific and Cultural Organization (UNESCO) report (Yang,
2015). That report describes how lifelong learning, through the develop-
ment and recognition of learners’ knowledge, skills, and competences, is
gaining relevance for poverty reduction, job creation, employment, and
social inclusion, all of which represent potential impacts on the social deter-
minants of health.

As part of lifelong learning, nonformal education and informal learn-
ing opportunities create space for university—-community partnerships to
address the social determinants of health. Men’s Sheds, for example, are
community-based organizations that began in Australia and have expanded
around the world to offer older men a place to use, develop, and share such
skills as furniture making (Wilson and Cordier, 2013). Health and social
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policy makers use these venues to engage men and promote health and well-
being outside of traditional health and care settings (Wilson and Cordier,
2013). Wilson and Cordier propose incorporating the social determinants
of health and well-being in study designs to better analyze the health im-
pacts of informal learning in Men’s Sheds. For the health professions, con-
tinuing professional development/continuing education and problem-based
learning are often regarded as approaches to lifelong learning (FIP, 2014;
Josiah Macy Jr. Foundation, 2010; Lane, 2008; Wood, 2003).

Domains of the Framework

Combining transformative learning, dynamic partnerships, and lifelong
learning with key aspects of the frameworks presented in Chapter 3 (i.e.,
putting the community in charge, public health and systems context, health
professional education and collaboration, and monitoring and evaluation),
the committee developed a unifying framework for educating health profes-
sionals to address the social determinants of health (see Figure 4-1). For the
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FIGURE 4-1 Framework for lifelong learning for health professionals in under-
standing and addressing the social determinants of health.
NOTE: SDH = social determinants of health.
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impact of this framework to be fully realized, health professionals will need
access to education that builds critical thinking through transformative
learning opportunities, from foundational education through continuing
professional development. Such education is built around three domains:

1. education
2. community
3. organization

EDUCATION

The sorts of activities the committee believes serve as elements of trans-
formative learning for addressing the social determinants of health go well
beyond traditional lecturing. The committee views an approach to such
transformative learning as involving creating, through education, highly
competent professionals who understand and act on the social determi-
nants of health in ways that advance communities and individuals toward
greater health equity. Box 4-1 lists components of that education, which
are discussed below.

BOX 4-1
Components of the Education Domain

Experiential learning
* Applied learning
e Community engagement
* Performance assessment

Collaborative learning
* Problem/project-based learning
* Student engagement
 Critical thinking

Integrated curriculum
* Interprofessional
* Cross-sectoral
* Longitudinally organized

Continuing professional development
* Faculty development
* Interprofessional workplace learning
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Experiential Learning

Experiential learning is a vital component of education in how to
apply understanding of the social determinants of health (Cené et al., 2010;
McIntosh et al., 2008; McNeil et al., 2013). In 1984, Robert Kolb designed
the Experiential Learning Cycle, which emphasizes that such education is
effective only if learners are fully and openly involved in new experiences
without bias and are provided time to reflect upon and observe their experi-
ence from many perspectives (Kolb, 1984). It is through experiential oppor-
tunities, combined with reflection, that learners develop and strengthen their
competency for self-examination of personally held assumptions, values,
and beliefs about individuals and populations. Exploration of one’s biases
and positions needs to continue throughout life, reaching deeper levels as
the health professional matures cognitively, personally, and professionally
(El-Sayed and El-Sayed, 2014). Faculty and other educators similarly need
to reflect upon their personal views, particularly with respect to the chang-
ing student population, which in some cases includes young people whose
learning styles differ from those of prior generations and in other cases
includes both more mature learners who bring substantial previous work
experience and more entrants from overseas (Newman and Peile, 2002;
Regan-Smith, 1998).

Applied Learning

Applied learning is a particular form of experiential learning that puts
principles into practice through a mixed-methods pedagogical approach.
It has a strong educational component that distinguishes it from volun-
teerism (Schwartzman and Henry, 2009). Given the lack of oversight and
accountability in volunteer activities, the value to the community of purely
altruistic activities by students and culturally unaware health professionals
is suspect, and such activities may even be counterproductive (Caldron et
al., 2015). An example of applied learning is service learning that places
equal emphasis on service and on learning for the benefit of all parties
involved (Furco, 1996).

Community Engagement

Strasser and colleagues (2015) explore relationships between communi-
ties and medical education programs. Such relationships have evolved from
community-oriented activities in the 1960s and 1970s, to community-based
interventions in the 1980s and 1990s, to the twenty-first-century concept
of community-engaged education. Community engagement denotes service
learning activities that stress reciprocity and interdependence in mutually
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beneficial partnerships between academic institutions and the communities
in which they reside (Furco, 1996; Sigmon, 1979).

Performance Assessment

Performance assessment of the competency of health professionals,
students, and trainees in addressing the social determinants of health entails
demonstrating competencies articulated for transformative learning. The
expectations for such competencies in performance assessment deepen in
complexity as learners mature and progress from foundational education
to continuing professional development, and as their experiences with the
social determinants of health broaden. The 360-degree multisource feed-
back model is one method used to garner a wide array of inputs for assess-
ment of professionalism and teaching, as well as for program evaluation
(Berk, 2009; Donnon et al., 2014; Richmond et al., 2011).

Collaborative Learning

There are a variety of approaches to collaborative learning (Dillenbourg,
1999). The unifying factor for all of these approaches is an emphasis on
group work that involves students co-learning with each other, commu-
nities, and health professionals who also learn from each other (Dooly,
2008). In the field of public health, in which learners grow to understand
how to address problems within complex systems, learning how to work
collaboratively with other professions and other sectors is critical (Carman,
2015; Kickbusch, 2013; Levy et al., 2015; Lomazzi et al., 2016). But all
health professionals are increasingly being called upon to work collabora-
tively with other professions. Engaging students through interprofessional
projects in and with communities can help build the capacity of the health
workforce for understanding and acting on the social determinants of

health.

Problem/Project-Based Learning and Critical Thinking

Problem-based learning is generally viewed by students as beneficial
and can promote a desire to learn (Barman et al., 2006; Consul-Giribet and
Medina-Moya, 2014). Such learning provides opportunities to build com-
petencies in communication, problem solving, teamwork, and collaboration
involving mutual respect for others (Wood, 2003). With this pedagogy,
learners develop critical thinking skills through learner-centered approaches
that reflect real world situations (Ivicek et al., 2011; Shreeve, 2008).

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

76 A FRAMEWORK FOR EDUCATING HEALTH PROFESSIONALS

Problem/Project-Based Learning and Student Engagement

At McMaster University, where problem-based learning originated,
students are presented with individually designed problems to stimulate and
guide their learning. Each problem varies with regard to group sizes and the
incorporation of other pedagogy, but each follows a similar process that
requires active student engagement through self-study and guidance by edu-
cators who establish clear learning objectives for the activity (Walsh, 2005).
Problem-based learning has shown positive impacts on critical thinking and
movement toward lifelong learning; given the self-directed nature of the
activity, however, obtaining its full benefit requires diligence in maintaining
the processes involved (Khoiriyah et al., 2015).

Project-based learning is an adaptation of problem-based learning
whereby students are challenged to confront real situations so as to acquire
a deeper understanding of such situations (Edutopia, 2016; Thomas, 2000).
As such, project-based learning can be considered a useful tool for educat-
ing health professionals in addressing the social determinants of health in
and with communities.

Integrated Curriculum

Multiple perspectives on what constitutes an integrated curriculum
have led to varying definitions of the term (Brauer and Ferguson, 20135;
Howard et al., 2009; Pearson and Hubball, 2012). Broadening Brauer
and Ferguson’s (2015) proposed definition of the term for medical educa-
tion, the committee considers it to mean an interprofessional approach for
delivery of information and experiences that combines basic and applied
concepts throughout all years of foundational education.

Interprofessional and Cross-Sectoral?> Curriculum

The development of competencies to engage interprofessionally and
across sectors in partnership with communities and community organiza-
tions is an important element of transformative learning for addressing the
social determinants of health. Providing interprofessional opportunities
presents logistical and social challenges (Anderson et al., 2010; Cashman
et al., 2004) that are distinct from the challenges of community-engaged
learning opportunities (Michener et al., 2012; Strasser et al., 2015). But
as the service-learning home visitation program of Florida International

2 The committee envisions a health workforce that is proactive in addressing and acting
on the social determinants of health, and therefore elected to take a cross-sectoral approach
rather than the intersectoral approach taken by the World Health Organization (WHO) and
the Lancet Commission.
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University and other such programs demonstrate, the potential gains that
accrue from learning from and with other professions and other sectors
can be powerful educational tools (Art et al., 2007; Bainbridge et al., 2014;
Mihalynuk et al., 2007; Ross et al., 2014). In the case of the Florida Inter-
national University program, medical, nursing, social work, and law stu-
dents, plus faculty, work together in addressing patients’ nonhealth needs
so as to improve their health. This interprofessional and cross-sectoral
outreach to individual community members has resulted in greater adher-
ence to preventive health measures and a tendency to make fewer trips to
the emergency room compared with individual households that received
minimal intervention (Rock et al., 2014). Some entire programs have been
designed around transdisciplinary problem solving in public health, while in
other cases, the overall educational strategy has been reshaped to promote
competencies across fields through transformative learning and integrated
instructional design methods (Frenk et al., 2015; Lawlor et al., 2015).

Longitudinally Organized Curriculum

Creating a longitudinal curriculum for the social determinants of health
conveys to students the importance of the topic for their professional
development (Doran et al., 2008), and allows learning objectives to build
and increase in complexity as students advance in their professional devel-
opment and maturity. In a review of the literature using the BEME (Best
Evidence Medical and Health Professional Education) review guidelines,
Thistlethwaite and colleagues (2013) found that for most medical stu-
dents, longitudinal placements (including both community and hospital
placements) varied in length from one half-day per week for 6 months to
full-time immersion for more than 12 months. The University of Michigan
Medical School organizes a required Poverty in Healthcare curriculum that
runs throughout the 4 years of education (Doran et al., 2008).

Continuing Professional Development

Faculty Development

Faculty development is one way in which leadership and organiza-
tions can demonstrate their support for educators wishing to offer inter-
professional, community-engaged learning. Possessing the skills to offer
transformative learning opportunities is essential not only for university
faculty but also for community volunteers and preceptors, who are often
geographically dispersed, diverse in their backgrounds and experience, and
challenged by intense time and resource pressures (Langlois and Thach,
2003). Langlois and Thach suggest practical strategies for overcoming
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some of these barriers, such as offering “just in time” training, providing
a variety of educational formats, and linking training to continuing educa-
tion credits.

Toolkits for quality improvement of education in community facilities
(Malik et al., 2007), workplace learning, and learning communities may
offer additional strategies for skill and knowledge acquisition by university
and community-based faculty and volunteers (Chou et al., 2014; Lloyd et
al., 2014; O’Sullivan and Irby, 2011). On-site training that allows workers
at understaffed organizations to remain at the workplace for training is a
viable option, particularly for low-resource settings (Burnett et al., 2015).

Interprofessional Workplace Learning

According to Lloyd and colleagues (2014), learning in the workplace
can be formal, as in the case of an invited speaker, or informal, as when
peers come together spontaneously to reflect upon an incident. While
some have proposed informal workplace learning as a method for inter-
professional education, it remains a relatively untapped opportunity for
sharing learning across professions (Kitto et al., 2014; Mulder et al., 2010;
Nisbet et al., 2013). Making interprofessional workplace learning more
integral to everyday practice is a way of supplying busy providers of health
care and social support with real-time education and interactions with re-
spect to how social, political, and economic conditions impact the health
of individuals and populations. However, insufficient staffing and heavy
workloads can impede even informal educational opportunities (Lloyd et
al., 2014; Wahab et al., 2014). Leaders who are supported by their organi-
zations can create space to encourage such interactions.

Recommendation

Introducing any of the components discussed above into health profes-
sional education would represent a move toward transformative learning, but
for maximal impact, the committee makes the following recommendation:

Recommendation 1: Health professional educators should use the
framework presented in this report as a guide for creating lifelong
learners who appreciate the value of relationships and collaborations
for understanding and addressing community-identified needs and for
strengthening community assets.

Implementing the committee’s framework would enable health profes-

sional students, trainees, educators, practitioners, researchers, and policy
makers to understand the social determinants of health. It also would
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enable them to form appropriate partnerships for taking action on the
social determinants of health by engaging in experiential learning that in-
cludes reflective observations; promoting collaborative, interprofessional,
and cross-sectoral engagements for addressing the social determinants; and
partnering with individuals and communities to address health inequities.

To demonstrate effective implementation of the framework, health
professional educators should

e publish literature on analyses of and lessons learned from curricula
that offer learning opportunities that are responsive to the evolving
needs and assets of local communities; and

e document case studies of health professional advocacy using a
health-in-all-policies approach.’

COMMUNITY

Partnerships with communities are an essential part of educating health
professionals in the social determinants of health. The community becomes
an equal partner in teaching health professionals, faculty, and students
about its experiences and how the social determinants have shaped the
lives of its members. In this way, community members educate health pro-
fessionals about the priorities of the community in addressing disparities
stemming from the social determinants of health. Through shifts in power
from health professionals to community members and organizations, the
community shares responsibility for developing strategies for the creation of
learning opportunities that can advance health equity based on community
priorities. Box 4-2 outlines the three identified domain components that are
essential for partnerships with communities.

Reciprocal Commitment

To better understand the goals of service learning and community-based
medical education, Hunt and colleagues (2011) conducted a systematic re-
view of the literature. The authors report enthusiasm among educators for
employing community-based education as a method for teaching the social
determinants of health, but found little evidence that community members
were routinely involved in identifying local health priorities. This situa-
tion is not unique to medicine. Taylor and Le Riche (2006) looked at the
equality of partnerships between service users and carers in social work

3 “Health in all policies” denotes an approach to policies or reforms that is designed to
achieve healthier communities by integrating public health actions with primary care and by
pursuing healthy public policies across sectors (WHO, 2008a, 2011a).
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BOX 4-2
Components of the Community Domain

Reciprocal commitment
e Community assets
* Willingness to engage
* Networks
* Resources

Community priorities
* Evaluation of health impacts toward equity and well-being

Community engagement
* Workforce diversity
* Recruitment and retention

education. They suggest that effective strategies are needed for “improving
the quality of partnerships working in education, and health and social
care practice” (p. 418). However, they also point out that research in this
area is lacking, which influenced their findings. One positive finding came
from a study of service-learning activities at Morehouse School of Medicine
aimed at addressing health disparities among underserved youth and adults
(Buckner et al., 2010). These authors define success as the commitment
from community organizations to engage in activities with students for
multiple years. According to Strasser and colleagues (2015), such reciprocal
commitment between communities and universities involves open and level
communication with community leaders and members so that assumptions
can be challenged in an effort to understand the perspectives of all stake-
holders (Strasser et al., 2015).

While service-learning projects and community-based education serve
as an effective bridge between the classroom and the community, such pro-
grams often train students in how to educate communities instead of em-
powering communities to educate current and future health professionals.
Learning how to educate and learning how to listen are equally important
for health professionals, students, and trainees if they are to work effec-
tively in and with communities.

Community Assets

An often-cited study by McKnight and Kretzmann (1990) identifies
the “deficiency-oriented social service model” as a source for thinking of
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low-income neighborhoods as needy rather than as resources for improving
quality of life. The result is a needs assessment that identifies, quantifies,
and maps problems faced by a community, such as a high crime rate, low
literacy, and poor health outcomes. In contrast, mapping even the poorest
community’s assets, capacities, and abilities places within the community
the locus of control for building upon existing resources and incorporat-
ing new ones. Neighborhood asset mapping is used around the world for
actively engaging communities on such topics as obesity (Economos and
Irish-Hauser, 2007), diabetes (Kelley et al., 2005), mental health (Selamu
et al., 2015), and chronic disease prevention (Santilli et al., 2011). For its
chronic disease prevention activity, for example, the Yale School of Public
Health employed local high school students to conduct asset mapping.
By partnering with youth leadership development organizations, the Yale
researchers gained valuable information about community assets while
employing youth and gaining entry into what Santilli and colleagues (2011)
describe as “some of New Haven’s most research-wary and skeptical neigh-
borhoods” (p. 2209).

In 2005, the W.K. Kellogg Foundation supported development of the
Asset-Based Community Development (ABCD) Institute’s guide to mobiliz-
ing local assets and organizational capacity (Kretzmann et al., 2005). This
guide identifies five categories of community assets (see Box 4-3). These cat-
egories can guide universities in characterizing community assets in order to
strengthen stakeholder partnerships through community engagement.

Willingness to Engage

Community mistrust of academic institutions is an impediment to
forming sustainable academic—community partnerships for addressing the
social determinants of health that lead to health disparities (Abdulrahim et
al., 2010; Christopher et al., 2008; Goldberg-Freeman et al., 2007; Jagosh
et al., 2015). Given the history of exploitative research in disadvantaged
communities, such mistrust is understandable, but it also impedes valuable
research that could eliminate health disparities (Christopher et al., 2008).

Community-based participatory research is an approach to design-
ing studies that builds and maintains community trust through equitable
involvement of all partners in the research process (NIH OBSSR, n.d.).
With this approach, community members and researchers work together
to construct, analyze, interpret, and communicate the study findings. The
combination of shared knowledge and a desire for action is the engine
for social change that improves community health and reduces health dis-
parities. Numerous groups around the world have used community-based
participatory research to build community trust in research aimed at im-
proving health, equity, and quality of life in communities (Abdulrahim et
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BOX 4-3
Five Categories of Community Assets

1. Local residents—their skills, experiences, passions, capacities and willing-
ness to contribute to the project. Special attention is paid to residents who are
sometimes “marginalized.”

2. Local voluntary associations, clubs, and networks—e.g., all of the athletic, cul-
tural, social, faith-based, etc., groups powered by volunteer members—which
might contribute to the project.

3. Local institutions—e.g., public institutions such as schools, libraries, parks,
police stations, etc., along with local businesses and non-profits —which might
contribute to the project.

4. Physical assets—e.g., the land, the buildings, the infrastructure, transportation,
etc., which might contribute to the project.

5. Economic assets—e.g., what people produce and consume, businesses, in-
formal economic exchanges, barter relationships, etc.

SOURCE: Excerpted from Kretzmann et al., 2005, pp. 1-2.

al., 2010; Metzler et al., 2003; Mosavel et al., 2005; Teufel-Shone et al.,
2006; Wallerstein and Duran, 2010).

Networks and Resources

Formal and informal networks provide resources for meeting the daily
needs of communities (McLeroy et al., 2003). During the HIV epidemic
in sub-Saharan Africa, for example, the church was frequently identified
as a formal pathway to HIV prevention, treatment, and impact mitigation
(Campbell et al., 2013a,b; Murray et al., 2011). Other formal networks
include schools, businesses, voluntary agencies, and political structures.
Within formal structures are informal social networks formed among fami-
lies, neighborhoods, and populations that share unique characteristics.
These informal support systems hold potential solutions to better meeting
the needs of community members. However, researchers’ access to these
less formal networks require an insider’s understanding of the commu-
nity (McLeroy et al., 2003). Funneling resources through informal net-
works arguably strengthens researchers’ access to and collaborations with
communities.
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Community Priorities

Community-based research differs from community-based participa-
tory research. The former indicates only the locus of the activity, whereas
the latter empowers communities to engage fully with the research being
undertaken in their community (Blumenthal, 2011). While community-
based participatory research is an ethical approach that empowers commu-
nities, it does present some risk to the researcher when community priorities
do not match those of the researcher or even involve health (Williams et
al., 2009). Balancing community priorities with the interests and skill set
of the academic researcher requires careful negotiation among all parties,
including the organizations funding and supporting the work (Rhodes et
al., 2010).

One way to ensure that research reflects community priorities while
further enhancing the education of health professionals in the social deter-
minants of health is by conducting health impact assessments (HIAs)—in
depth examinations of policies, programs, or projects for their effects
on population health (Bhatia et al., 2014; WHO European Centre for
Health Policy, 1999). HIAs have been used worldwide within the context
of a health-in-all-policies approach to explore potential unintended conse-
quences of policies and initiatives for the health of populations or segments
thereof (Collins and Koplan, 2009; Leppo et al., 2013). This cross-sector
approach has been adopted by groups throughout the world to improve
population health and health equity. With this approach, public policies are
analyzed systematically for their potential effects on health determinants.
The findings of such analyses can be used to hold policy makers account-
able for the health impacts of policies they promote (Leppo et al., 2013).
The University of Wisconsin Department of Population Health Sciences
incorporated both service learning and HIAs in its master’s-level public
health course to generate knowledge, as well as to build a foundation for
community partnerships (Feder et al., 2013).

According to Heller and colleagues (2014), “the process of conducting
an HIA can build or strengthen relationships between stakeholders and
can engage and empower populations who are likely to be affected by a
proposal and who may already face poor health outcomes and marginal-
ization. HIAs often recognize the lived experience of those populations as
important evidence” (p. 11054). The authors propose incorporating equity
considerations into HIA practice so that impacts of policy and planning
decisions on population subgroups can be traced and then used to empower
marginalized communities so as to promote and protect health equity
(Heller et al., 2014). To measure progress toward this goal, the authors
developed equity metrics that comprise “a measurement scale, examples of
high scoring activities, potential data sources, and example interview ques-
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tions to gather data and guide evaluators on scoring each metric” (Heller
etal., 2014, p. 11055). The health professions might consider these metrics
for use in guiding the development of desired competencies for partnering
with communities to address the social determinants of health.

Community Engagement

Increasing the representation of indigenous and minority populations
in health professional education and practice is critical to addressing the
social determinants of health that lead to health inequities (Curtis et al.,
2012; LaVeist and Pierre, 2014). Identification of potential candidates for
the health professions starts with secondary school recruitment, although
efforts to build the pool of future candidates need to begin much earlier
through community engagement activities (McKendall et al., 2014; Phillips
and Malone, 2014; WHO, 2006). Curtis and colleagues (2012) describe the
recruitment pipeline as beginning with early exposure of young students to
health careers and enrichment activities that encourage academic achieve-
ment. Next is supporting students through transitions into and within
health professional programs, as well as providing institutional, academic,
and social assistance to retain students through graduation. Throughout
the pipeline, professional workforce development that engages families
and communities is particularly important during early exposure to career
pathways. Across the entire pipeline are opportunities to involve communi-
ties, role models, and mentors in recruiting and retaining locally derived
students and faculty from underrepresented communities to enhance work-
force diversity and better address the needs and priorities of the communi-
ties they represent.

Workforce Diversity

In general, people stay within social networks that resemble their own
sociodemographics (Freeman and Huang, 2014; McPherson et al., 2001).
This tendency toward homophily results in homogeneous groups with
similar backgrounds, cultures, attitudes, and opinions. Homophily has
been shown to impact people’s choices of whom to marry and befriend,
as well as whom health professionals interact with at work, who collabo-
rates on scientific research and publication, and who is hired (Freeman
and Huang, 2014; Mascia et al., 2015; Maume, 2011; McPherson et al.,
2001). As a result of closed social and occupational networks, positions
are reinforced rather than challenged, which leads to greater group har-
mony with lower performance gains (Freeman and Huang, 2014; Phillips
et al., 2009). For example, publications have been found to have greater
impact when produced by a more ethnically diverse research group rather
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than a group with little to no diversity (Freeman and Huang, 2014). And
exposure to multiple cultures correlates positively with enhanced creativity,
provided individuals are open to other perspectives (Hoever et al., 2012;
Leung et al., 2008).

Health professional schools are charged with the responsibility of pre-
paring a competent health workforce that can meet the needs of a rapidly
changing, racially and ethnically diverse population. Cultural competency
training is a common strategy for creating a more culturally and linguis-
tically competent health workforce (AHRQ, 2014). However, another,
potentially more direct intervention is to recruit and retain faculty and
health workers who reflect the cultural diversity of the community served
(Anderson et al., 2003; Kreiner, 2009).

Recruitment and Retention

Having a diverse and inclusive faculty offers students and trainees of
all backgrounds role models and mentors with life experiences and cultures
similar to their own. However, recruiting and retaining minority and female
faculty who themselves may feel unsupported can create barriers to achiev-
ing the desired mix of health professional educators, particularly in senior
academic positions (Price et al., 2005; Smith et al., 2014; Whittaker et al.,
2015). Phillips and Malone (2014) reviewed methods used to increase the
racial and ethnic diversity in the nursing profession by recruiting and retain-
ing underrepresented minority groups in undergraduate nursing programs.
One of their recommendations is to establish “stronger linkages between
nursing practice and the social determinants of health in nursing educa-
tion and clinical practice” (p. 49). For increasing diversity in medicine,
Nivet and Berlin (2014) recommend increasing the scope and effectiveness
of pipeline programs to better ensure the success of minority and socio-
economically disadvantaged young people. They point to the successful
Robert Wood Johnson Foundation Summer Medical and Dental Education
Program, which cultivates local talent through personal as well as academic
assistance (RWJF, 2011). Finally, as efforts are under way to assess and ad-
dress the challenges to increasing the representation of minority students
and faculty in the health professions, it is important to stress that success-
fully recruiting and sustaining a diverse academic workforce will require a
shift in the institutional climate with respect to diversity (Butts et al., 2012;
Price et al., 2009; Whittaker et al., 2015; Yager et al., 2007).

Recommendation

In reviewing the literature, the committee concluded that there re-
mains a need for health professional schools and organizations to recruit
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and admit viable candidates from the pool of eligible* applicants who
have been negatively affected by the social determinants of health. Equal
emphasis on retaining these candidates once accepted into the program is
essential. Candidates for student, trainee, and faculty positions will ideally
be recruited from the local community and will represent the population to
be served. In pursuit of this ideal, the committee puts forth the following
recommendation:

Recommendation 2: To prepare health professionals to take action on
the social determinants of health in, with, and across communities,
health professional and educational associations and organizations
at the global, regional, and national levels should apply the concepts
embodied in the framework in partnering with communities to increase
the inclusivity and diversity of the health professional student body
and faculty.

To enable action on this recommendation, health professional education
and training institutions should support pipelines to higher education in
the health professions in underserved communities, thus expanding the pool
of viable candidates who have themselves been negatively affected by the
social determinants of health.

ORGANIZATION

The Cambridge Dictionary defines “organization” as “a group of
people who work together in an organized way for a shared purpose”
(Cambridge University Press, 2016). Applying this definition within the
context of this report, organizations include but are not limited to universi-
ties, schools, religious establishments, governmental and nongovernmental
organizations, businesses, hospitals, and clinics.

High-level organizations—those that typically possess funds, prestige,
or both—are positioned to set the tone for local organizations that have
more direct contact with communities. For example, the call to action by
government leaders following the World Conference on Social Determi-
nants of Health that led to the Rio Declaration guided member states such
as Canada to take local action to influence and improve the working and
living conditions that affect the health and well-being of its citizens (PHAC,
2014). Similarly, national recognition of the need for greater diversity in

4 The pool of eligible students starts with primary and secondary education to encourage a
new generation of health workers who are at the pre-entry stage. It also includes adults who
might enter the health workforce from other sectors, and current health workers looking to
expand their knowledge or change their employment position.

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

SOCIAL DETERMINANTS OF HEALTH: A FRAMEWORK 87

nursing on the part of U.S. nursing organizations and government nursing
divisions led to local initiatives focused on recruiting and retaining under-
represented minority groups in nursing education programs (Dapremont,
2012; Phillips and Malone, 2014).

Lessons learned from the work of Health Canada in promoting equity
in the health sector point to the importance of a strong organizational cul-
ture for setting priorities to address the causes of disparities (PHAC, 2014).
Key factors deemed necessary for initiating and sustaining action on ac-
tivities addressing the social determinants of health include ethical, moral,
and humanist commitments from leaders; well-resourced and -trained staff
and partners; and supportive organizational environments (PHAC, 2014;
Raphael et al., 2014) (see Box 4-4).

Vision for and Commitment to Education in the
Social Determinants of Health

Health professional schools are part of the community they serve and
have a unique opportunity to improve the community’s living and working
conditions. For example, academic institutions that engage local organiza-
tions and community members in offering career pathways to the health
professions send a clear message about their commitment to addressing the
social determinants of health within their community. And while expanding
the diversity of students and faculty in health professional schools is critical,
such efforts will have limited impact unless the climate of the institution
goes beyond one of diversity to one of inclusivity (Nivet and Berlin, 2014).
A culture of inclusivity moves organizations and institutions closer to de-
sired transformative learning environments.

BOX 4-4
Components of the Organization Domain

Vision for and commitment to education in the social determinants of health
* Policies, strategies, and program reviews
* Resources
e Infrastructure
* Promotion/career pathways

Supportive organizational environment
* Transformative learning
* Dissemination of pedagogical research
* Faculty development/continuing professional development
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Policies, Strategies, and Program Reviews

Integrating health equity into an organization’s policies, strategies,
and program reviews represents a significant step toward an institutional
commitment to addressing the underlying causes of social disadvantage
and marginalization (PHAC, 2014; PMAC Secretariat, 2014; Redwood-
Campbell et al., 2011). To this end, the Health Resources and Services
Administration’s (HRSA’s) Division of Nursing required its 2013 fund-
ing applicants to incorporate the social determinants of health into pro-
posed strategies aimed at diversifying the nursing workforce to improve
population health equity (Williams et al., 2014). The funding requirements
included developing relevant measures and metrics so programs can be
reviewed for their progress toward decreasing health disparities and im-
proving health equity.

Resources

Often through research and grant-funded projects, health professional
schools bring to bear financial resources for building partnerships between
university and community organizations. The University of British Columbia
provides multiple examples of context-specific work undertaken in partner-
ship with community organizations (UBC, n.d.). In these examples, each
group contributes unique resources that support mutually agreed-upon goals
that benefit all the organizations involved.

Infrastructure and Promotion/Career Pathways

Effective community engagement requires strong commitment from
faculty. However, few academic institutions invest in the infrastructure that
can enable faculty members to work in and with communities (DiGirolamo
et al., 2012; Gelmon et al., 2012; Nokes et al., 2013).

In 2012, a university working group was asked to recommend organi-
zational structures that would better support, enhance, and deepen com-
munity engagement and community-engaged scholarship at the university.
While the group noted a strong university commitment to community
engagement, the existing organizational structures did not enable action
on that commitment (UMASS Boston, 2014). The group determined that
establishing a coordinating infrastructure to bring different parties together
would better enable sustainable partnerships. The group also looked at
evaluation of and rewards for faculty working in and with communities.
The group, like others, found that the university had insufficient policies
to support community engagement as core academic work (Ladhani et al.,
2013; Michener et al., 2012; UMASS Boston, 2014).
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Direct involvement of university leadership in the development of guide-
lines for evaluating and rewarding community-engaged scholarship for ten-
ure and promotion paths has been identified as a way of lowering barriers
to greater community engagement in addressing the social determinants of
health (Marrero et al., 2013). One example is the University of Minnesota,
which recently revised its promotion and tenure guidelines to recognize com-
munity engagement (Jordan et al., 2012). Others are making similar strides
in this area (AAMC, 2002; Bringle et al., 2006; Loyola University Chicago,
2016; UMASS Boston, 2014; USE, 2016). In addition, the need for faculty
release time to create, maintain, and sustain equitable partnerships that
sometimes take years to cultivate could be factored into tenure decisions
(Calleson et al., 2002; Nokes et al., 2013; Seifer et al., 2012).

Supportive Organizational Environment

Academic institutions that support transformative learning environ-
ments take advantage of networking opportunities and partnerships for
educating students, trainees, and health professionals (Frenk et al., 2010).
Such an approach offers learners the opportunity to see and at times experi-
ence the world from another’s perspective. In addition, organizations that
support experiential opportunities—a key part of transformative learning
for addressing the social determinants of health—prepare students for work
outside of the predictable environment of the university setting (Holland
and Ramaley, 2008). Given the intractable nature of many older institu-
tions of higher learning, small shifts toward transformative learning would
represent large steps. More recently established health professional schools
are arguably more malleable and have greater flexibility to support more
proactive environments for transformative learning, and it would be ben-
eficial to encourage them to do so.

Transformative Learning and Dissemination of Pedagogical Research

Understanding the comparative advantage of each organizational part-
ner is a step toward developing a transformative approach to engage-
ment that can advance both university and community goals (Holland and
Ramaley, 2008). One study that examined the role of transformative learn-
ing in cross-profession partnerships between campus faculty and county
extension educators identified key factors in the success of such learning
(Franz, 2002). Among other findings, the author states that a climate of
independence mixed with interdependence is important for cross-profession
relationship building and partnership formation. The author also asserts
that “models of successful staff partnerships need to be identified and
lauded across the organization.” Communicating the value of transforma-
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tive learning approaches for addressing the social determinants of health
legitimizes interprofessional and cross-profession partnerships (Franz,
2002). Promoting and actively disseminating faculty research in this area
by means of annual faculty reports, newsletters, and recognition of faculty
excellence through chancellor’s awards for distinguished scholarship, teach-
ing, and service can diffuse such messages more broadly within and outside
of universities (UMASS Boston, 2014).

Faculty Development/Continuing Professional Development

Academic institutions often provide faculty some form of support for
training in teaching and research, but few provide development opportuni-
ties for community-engaged faculty members (Jordan et al., 2012). One
exception is the University of Massachusetts’ Civic Engagement Scholars
Initiative within the university’s Office for Faculty Development. This pro-
gram supports faculty and departments engaged in redesigning and evaluat-
ing courses in the development of effective methods for engaging students
in service-learning and community-based research activities that “reinforce
classroom learning, foster civic habits and skills, and address community-
identified needs” (Martinez-Krawiec, 2013).

Faculty development has been used as a tool for organizations seeking
to recruit and retain a diverse workforce (Daley et al., 2006). The Office
of Faculty Development at Harvard Medical School, for example, offers a
comprehensive program that includes specific activities and events targeted
at women and underrepresented minority faculty. Similarly, the Minority
Faculty Leadership and Career Development Program at Boston Univer-
sity’s Schools of Medicine and Public Health is a longitudinal leadership
and career development program for underrepresented minority faculty
(BUSM, 2015). Through self-reflection and assessment, experiential learn-
ing, and peer and senior mentorship, the program aims to provide faculty
with tools to effect positive change throughout their careers.

Recommendation

The committee encourages organizations to build upon policies, strate-
gies, programs, and structures already in place to transform learning envi-
ronments such that they align with the framework presented in this report.
A first step is to understand how the social determinants of health are
reflected within the organization’s founding and guiding policies, strategies,
programs, and structures. Therefore, in response to the calls for action from
signatories of the Rio Declaration, as well as many individual health profes-
sionals and their representative professional and educational organizations,
the committee makes the following recommendation:
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Recommendation 3: Governments and individual ministries (e.g., sig-
natories of the Rio Declaration), health professional and educational
associations and organizations, and community groups should foster
an enabling environment that supports and values the integration of the
framework’s principles into their mission, culture, and work.

To accomplish this recommendation, national governments, individual min-
istries, and health professional and educational associations and organiza-
tions should review, map, and align their educational and professional
vision, mission, and standards to include the social determinants of health
as described in the framework. The following actions would demonstrate
organizational support for enhancing competency for addressing the social
determinants of health:

e Produce and effectively disseminate case studies and evaluations
on the use of the framework, integrating lessons learned to build
and strengthen work on health professional education in the social
determinants of health.

e Work with relevant government bodies to support and promote
health professional education in the social determinants of health
by aligning policies, planning, and financing and investments.

e Introduce accreditation of health professional education where it
does not exist and strengthen it where it does.

¢ Design and implement continuing professional development pro-
grams for faculty and teaching staff that promote health equity
and are relevant to the evolving health and health care needs and
priorities of local communities.

e Support experiential learning opportunities that are interprofessional
and cross-sectoral and involve partnering with communities.

FITTING THE FRAMEWORK INTO A CONCEPTUAL MODEL

Anchoring the framework within a broader societal context can facilitate
understanding and uptake of the framework. The committee’s conceptual
model (see Figure 4-2) draws on multiple sources to show how strengthen-
ing health professional education to address the social determinants of health
can produce a competent health workforce able to partner with communi-
ties and other sectors to improve the socioeconomic and political conditions
that lead to health inequity and diminish health and well-being (Frenk et al.,
2010; HHS, 2010; Solar and Irwin, 2010; Sousa et al., 2013; WHO, 2006,
2008b, 2011b).

At the left of the committee’s conceptual model is the socioeconomic
and political context, broadly defined as including all social and political
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mechanisms that generate, configure, and maintain social hierarchies. These
hierarchies are established through the labor market, the education system,
political institutions, and societal and cultural values. Income, education,
occupation, social class, gender, and race/ethnicity are the factors that
stratify populations and lead to social hierarchies.

Context, structural mechanisms, and the resultant socioeconomic posi-
tion of individuals are structural determinants, at the lower left of Fig-
ure 4-2, and in effect it is these determinants that are referred to as the
social determinants of health inequities. The social determinants of health
inequities operate through a set of intermediary determinants of health,
shown at the bottom of the figure, to shape health outcomes. Intermediary
determinants include material and psychosocial circumstances, behavioral
and/or biological factors, and the health system (Solar and Irwin, 2010).

Positioned in the center of the model as an intermediary determinant is
the committee’s framework for lifelong learning for health professionals in
understanding and addressing the social determinants of health. To the left
of the framework is the population/future health workforce, which forms
the pipeline for the education and production of future health professionals.
Through the transformative learning approach described in the framework,
health professionals, students, and trainees learn how to establish equal
partnerships with communities, other sectors, and other professions for
better understanding of and action on the social determinants of health.
They also gain competency in addressing health system complexities within
an increasingly global and interconnected world. The result is a workforce
that partners to address the social determinants of health for the ultimate
goal of an impact on equity in health and well-being.

The measurable output of the framework is a diverse and inclusive
workforce that partners with other sectors, community organizations, com-
munity members, and other health professions to address and act on the
social determinants of health. Monitoring and evaluation of this output
would track progress on recruitment and retention of a diverse health
professional student body and faculty that also mirrors local populations.

BUILDING THE EVIDENCE BASE

The committee’s data collection and literature review efforts made clear
that the impact on health professionals, students, and trainees of transfor-
mative learning that addresses the social determinants of health to effect
the desired outcomes has not been well studied. And while the committee
believes that such research would reveal positive impacts, there remains a
relative lack of outcome research that goes beyond learning. Despite this
research gap, promising educational practices and experiences reveal that
community engagement—pursued in a respectful, informed, and sustainable
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manner—is critical to the effective education of health professionals in ad-
dressing the social determinants of health (Bainbridge et al., 2014; Feder
et al., 2013). However, even lessons learned from educational experiences
designed to impact the social determinants of health are not well articu-
lated in the literature, nor are they widely disseminated. As a consequence,
there remains a need to identify factors and processes that are common to
promising practices and experiences to inform the education of health pro-
fessionals in understanding and acting on the social determinants of health.

Such analyses would go beyond self-examination to include input from
community partners to demonstrate objective and subjective impacts. These
efforts would inform best practices for transformative learning. Given the
need for evidence that learning in and with communities impacts the social
determinants of health, the committee makes the following recommenda-
tion for building the evidence base:

Recommendation 4: Governments, health professional and educational
associations and organizations, and community organizations should
use the committee’s framework and model to guide and support evalu-
ation research aimed at identifying and illustrating effective approaches
for learning about the social determinants of health in and with com-
munities while improving health outcomes, thereby building the evi-
dence base.

To demonstrate full and equal partnerships, health professional and educa-
tional associations and organizations and community partners should pre-
pare their respective networks to engage with one another in a systematic,
comprehensive inquiry aimed at building the evidence base.

The committee also proposes an approach that, if undertaken, could
provide strategic direction for efforts to build the evidence base in and with
communities (see Box 4-5).

MOVING FORWARD

There are many challenges to educating health professionals to under-
stand and act upon the social determinants of health in and with com-
munities. Designing and instituting robust experiences is time-consuming
for faculty and others. The process is labor-intensive and requires a strong
commitment from the community, whose trust must be gained over time
through demonstration of the value of partnerships. Such partnerships are
not stagnant; rather, they must be flexible to evolve as community needs
and desires change over time. The need for such flexibility can present
difficulties for educators, who are often underresourced. Other challenges
stem from learners themselves, who may be resistant to community experi-
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BOX 4-5
Building the Evidence Base

Systematic, comprehensive inquiry should be undertaken to identify and
illustrate effective approaches to

* creating a strategic planning process that involves all relevant partners criti-
cal to addressing the social determinants of health within the community of
interest;

* assessing community readiness to partner with educational institutions and
other organizations to determine relevant assets, needs, and commitment
through asset mapping and needs analysis;

* undertaking community review of gaps, priorities, and assets for acquiring
necessary resources;

* mobilizing key stakeholders within the community to secure resources and
ensure stakeholders’ commitment and participation;

» developing an infrastructure for organizing, deploying, and managing these
resources;

* joining as well as initiating mechanisms for engaging educational institu-
tions and other organizations;

* increasing human capital within the community to recognize, understand,
and address the social determinants of health as they unfold within the lives
of community members;

* ensuring constructive, continuous mechanisms for community review of
processes and accomplishments;

* pursuing these objectives in a respectful, trusting manner that expects of
others a similar approach to honoring these relationships;

* creating mechanisms for communicating in an ongoing, transparent fashion;
and

* translating the results of these partnerships into advocacy and policy
development.

ences that shift power from the learner or the provider to the community
and its members. Finding faculty who understand and can offer effective
learning opportunities that demonstrate how the social determinants of
health impact individuals, populations, and communities poses an addi-
tional challenge.

Despite these challenges, the potential financial, social, and political
returns from such an investment in education are great. The first is im-
proved community relations. At a time of community distrust and turmoil,
creating strong partnerships that demonstrate support over time could help
ease tensions within communities. Second, community interventions could
create pathways for young people from underperforming communities to
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enter the health professions and give back to their community as providers
and role models for future generations. Third, health care providers and
their students and trainees could become more effective clinicians by under-
standing the entire health system and how external economic, financial,
and policy forces can impact the home, family, and community in which a
patient resides. Fourth, by exposing learners to other professions and other
sectors, working in the community could create a broader understanding
of health systems and how interactions among partners are essential for
impacting individual and population health outcomes, which in turn gener-
ates demonstrable cost savings for payers of health care. Finally, in a time
of increasing globalization, migration, and mixing of cultures, building a
workforce that can work in and with different communities could increase
the effectiveness of early interventions that can improve quality of life while
decreasing costs associated with interventions undertaken later on.

Support from multiple stakeholders at all levels will be necessary for
these benefits to be realized. Garnering that support will require reaching
beyond traditional health professional education pedagogy and silos and
engaging new players, such as community health workers and other trusted
members of the community, in equal partnership to address community
concerns while educating health professionals (Johnson et al., 2012; Torres
et al., 2014). Planning will also be necessary to engage nonhealth sectors
such as education (e.g., at the primary and secondary levels), labor, hous-
ing, transportation, urban planning, community development, and public
policy.

Financing has traditionally been an obstacle to offering robust oppor-
tunities for any of the components of the framework. Finding the neces-
sary resources needs to start with a strong commitment from organizations
and leaders based on the realization that without adequate and sustained
funding, efforts toward transformative learning will remain predominantly
one-off, ad hoc initiatives by motivated but often overburdened, under-
supported individuals. Health professionals are in key positions to impact
the social determinants of health if they act in a coordinated manner. A
detailed description of the financing of health professional education is
beyond this committee’s charge; nonetheless, given the critical role of fund-
ing in fulfilling the vision of transformative learning set forth in this report,
the committee believes it is important to make a few points on this topic.

First, governments and ministries are in a position to redirect incentives
for real and sustained community engagement through funding mecha-
nisms, special tax status, and educational requirements. Some governments,
ministries, and foundations are also in a position to direct research sup-
port toward efforts to demonstrate the value of partnerships for improving
certain indicators of success, such as financial savings and the health and
well-being of communities across generations.
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Second, anyone with a stake in how health professionals are educated
and trained can become an advocate for experiential learning addressing the
social determinants of health. As discussed in Chapter 1, many groups have
called for action on the social determinants of health. Each such group can
exert pressure to update curricula to better reflect the world in which health
professionals are expected to work. Health professionals trained to be criti-
cal thinkers are better positioned to function effectively in today’s world, in
which they increasingly must work with others in and outside of the health
system. With specific exposure and training in policy, even students and
representatives from small organizations and institutions can play a role in
advocating for changes in funding to support education that demonstrates
value to communities. This advocacy might involve partnerships between
community organizations and universities to establish or improve educa-
tion pipelines so as to increase the representation of community members
in education and the local health workforce.

Finally, to advocate effectively for change, it will be necessary to have
population-based data demonstrating the value of investments in the educa-
tion of health professionals in addressing the social determinants of health in
and with communities to all stakeholders in terms of finances, health im-
provements, and quality of life. Despite even the best evidence, however,
resistance to change is likely. Forcing a shift in education through accredita-
tion standards could result in health professional education reflecting more
of the framework components. However, to achieve transformative learning
based on the framework that can create the envisioned systems thinkers and
inspired lifelong learners about the social determinants of health, support
for educators will be necessary. The lack of such support could result in
lackluster or segmented course offerings related to the social determinants
of health and even damage to community relations if learning institutions
minimally complied with regulations. In this regard, educational leadership
could be held accountable through policy and other reviews conducted by
advocates such as students and faculty who understood the need for a new
paradigm for learning about and acting on the social determinants of health.

In closing, the committee reiterates that passive learning is not suf-
ficient to fully develop the competencies needed by health professionals to
understand and address the social determinants of health. To impact health
equity, health professionals need to translate knowledge to action, which
requires more than accruing knowledge. Health professionals need to de-
velop appropriate skills and attitudes to be advocates for change. Govern-
ments, ministries, communities, foundations, and health professional and
educational associations all have a role in how health professionals learn to
address the social determinants of health. Using the committee’s framework
and associated conceptual model as a guide, these groups can visualize how
organizations, educational institutions and associations, and communities
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can come together to eliminate health inequities through collective actions.
The realization of this vision begins with building a competent health
workforce that is appropriately educated and trained to address the social

determinants of health.
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Educating Health Professionals
to Address the Social
Determinants of Health

Sara Willems, Ph.D., M.Sc.
Kaatje Van Roy, Ph.D., M.D., M.Sc.
Jan De Maeseneer, Ph.D., M.D.

INTRODUCTION

In 20135, the Institute of Medicine (IOM) convened a committee on
educating health professionals to address the social determinants of health.
A thorough search of the literature was needed in order for the committee to
respond to its statement of task. This paper provides a review of the litera-
ture that describes the current practice of educating health professionals to
address the social determinants of health in and with communities. Based on
these findings, we formulate recommendations on how to strengthen health
professional education by addressing the social determinants of health.

METHODS

Data Search

For this study, the Research Library of the National Academies of Sci-
ences, Engineering, and Medicine conducted a literature search using the
following databases: Medline, Cochrane Database of Systematic Reviews,
Embase, Proquest, PubMed, Scopus, and Web of Science. The search
terms were developed by IOM staff and study consultants. These search
terms can be grouped into three categories: terms related to primary social
determinants, to health professions, and to education/learning (see Box
A-1).

The date range for the literature search was from 2000 to the pres-
ent. Both U.S. and international materials were examined. Classroom and
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BOX A-1
Overview of Search Terms

Social terms related to Primary Social Determinants
e Cultural Competence
e Cultural Competency
e Cultural Humility
* Social Determinants
* Social Determinants of Health
e Structural Violence
* Syndemics

Search terms related to Health Profession
* Health Professions Education
e Health Professional Education
* Continuing Professional Development
* Interprofessional Education

Search terms related to Education/Learning
* Service Learning
* Experiential Learning
* Problem Based Learning (Medical Subject Heading term for Experiential
Learning)
e Community-Based Learning
* Community-Based Education
* Interprofessional Education

technology education were excluded from the search. The search was con-
ducted between July 9 and July 14, 2015. This initial database search
resulted in 297 papers. A team at the Department of Family Medicine and
Primary Health Care of Ghent University then conducted an analysis of
the identified papers. The team consisted of Sara Willems, master in health
promotion and professor in health equity; Kaatje Van Roy, medical doc-
tor, psychologist, and senior researcher; and Jan De Maeseneer, medical
doctor, full professor in family medicine, and head of the department.

The team added four papers to the literature review, based on recom-
mendations of consulted experts. Next, all papers were screened using the
following inclusion criteria:

e The paper describes a training program for health care students or
professionals.

e The described training program includes some form of experiential
learning outside the classroom.
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e The description of the learning aims, content, or outcome of the
program refers to social determinants of health.

The screening was done independently by two researchers and in case of a
different score, the paper was discussed until consensus was reached.

A first screening, based on titles and abstracts, resulted in the exclusion
of 100 papers. During a second screening phase based on the full text of
the remaining papers, another 168 papers were excluded. This two-phase
screening process finally resulted in 33 papers being included in this review
(see Figure A-1).

Records identified through
database searching

(n=297)
Additional records Records excluded
identified through —» | — | based on title and
other sources abstract
(n=4) (n =100)

Full-text articles
assessed for eligibility
(n=201)

Full-text articles
—_— excluded

(n = 168)

Included articles
(n=33)

FIGURE A-1 Flow of the literature through the review.
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Data Analysis

In line with the research questions of the present study, we designed an
analytic instrument that allowed us to extract relevant information from
each of the papers in a systematic way. This screening instrument allowed
us to categorize the papers in terms of type of paper (e.g., research paper
versus descriptive paper) and to extract details about the training program
(e.g., duration of the training, the type of community that was involved in
the program, information about the participants, the goal and the content
of the program, the theoretical framework and pedagogical approach that
were used). For the research papers, we also extracted information on the
research aim, the method that was used, the number of participants, rel-
evant findings for the present study, etc. The screening tool can be found in
Annex A-1 at the end of this appendix.

RESULTS
Global Descriptions of the Programs

Location of the Schools Where the Programs Run

As noted, 33 papers describing training programs for health profes-
sional students addressing the social determinants of health in/with the
community were found. Two papers reported on programs of the same
school. The vast majority of the programs are from the United States
(n = 24). The other schools are located in Canada (n = 6), Australia (n = 1),
Belgium (n = 1), and Serbia (n = 1).

Type of Students for Which the Program Was Designed

Type of health profession Most programs are designed for medical (n = 10)
and nursing (n = 8) students. Other included programs address pharmacy
(n = 2), nurse practitioner (n = 1), physician assistant (n = 1), dentistry
(n = 1), and art therapy students (n = 1). A considerable number of pro-
grams simultaneously involve students from different disciplines, including,
for instance, medical, nursing, social work, and/or law students (n = 7). In
these mixed groups, interprofessional learning often is an explicit learning
objective.

Level Programs aim at students of different levels of training, including
undergraduate, graduate, and doctoral. One program provides training
to a mix of student levels; the service-learning program at the University
of Arizona requires master’s students to complete one course among five,
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whereas Ph.D. students are required to complete two of the five (option-
ally one in co-teaching) (Sabo et al., 2015). Although none of the included
programs was designed for health professionals, some programs were de-
signed for students who already had some professional experience, such
as registered nurse (R.N.)/bachelor of science in nursing (B.S.N.) students
(Ezeonwu et al., 2014). Because of differences in terminology used (e.g.,
“undergraduate,” “postbaccalaureate,” “senior-level traditional students”),
it sometimes proved difficult to evaluate the students’ level.

” <

Place of the Program in the Curriculum

While some programs are an obligatory component of the curriculum,
others are elective or even extracurricular. In a limited number of cases,
only selected students can attend the program. The selection procedure
often comprises a written application exploring students’ interests, previous
experiences, and professional goals, sometimes combined with an interview
(e.g., Bakshi et al., 2015; Kassam et al., 2013; Meili et al., 2011).

Length and Intensity of the Training

Programs largely vary with regard to their length and intensity. Pro-
gram lengths range from approximately 1 week (e.g., Art et al., 2008),
to over one semester (e.g., Bell and Buelow, 2014) to several years (e.g.,
Meurer et al., 2011). Furthermore, some of the programs are very intense
(e.g., full-time presence in a community during an immersion experience
abroad [Kassam et al., 2013; Meili et al., 2011]), while some are much
less so (e.g., 1 hour per week [Kelly, 2013]). However, because of a lack of
information, it is often difficult to get an encompassing idea of a program’s
extent. Moreover, programs vary in the amount of time dedicated to expe-
riential learning versus time that is preserved for nonexperiential learning
(more information on course content is provided below).

Communities Tnvolved in the Training

Local communities In most programs, students have learning experiences
in local communities. Community agencies and care providers that are
involved in the programs comprise homeless shelters, domestic violence
shelters, community health centers, schools, AIDS support organizations,
substance abuse recovery centers, elderly homes, humanitarian organiza-
tions, free clinics, and others. Correspondingly, students work with a large
variety of populations, such as low-income populations, homeless people,
native populations, migrant populations, and ethnic minority groups.
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Communities abroad Some of the included programs provide international
experiences to students. These include, for instance, a 6-week immersion
in an AIDS support organization in Uganda (Kassam et al., 2013) and a
2-week stay at an indigenous Mayan community in Guatemala (Larson
et al., 2010). One of the programs offers highly comprehensive training,
including a 6-week stay in an Aboriginal community, a long-term engage-
ment at an urban student-run clinic, and a 6-week stay at a rural hospital
in Mozambique (Meili et al., 2011).

Theoretical Framework and Program Goals

Theoretical Framework

Programs are rooted within theoretical frameworks to various extents.
Examples of such frameworks include cultural competence, social justice,
social responsibility, social accountability, human rights, patient-centered
care, and advocacy for patient health.

Program Goals

In many of the included papers, the program goals are more or less
clearly stated. However, the extent to which these goals include learning
about social determinants of health in an explicit way varies among the
papers. Four types of goals were identified:

e The goals explicitly mention the social determinants of health
(n=9) (e.g., “to foster a better understanding of social determinants
of health and ways of addressing health disparities” [Dharamsi et
al., 2010a]).

e The goals mention health inequity or health disparities (n = 11)
(e.g., “to provide the students the skills to plan, implement and
evaluate a health disparity project” [Parks et al., 2015]).

e The goals implicitly refer to the social determinants of health
(n=12) (e.g., “to enhance students’ knowledge and understanding
of health issues and healthcare practice in rural and underserved
communities” [Clithero et al., 2013]).

e Learning about the social determinants of health is not mentioned
in the program goals, but appears to be an effect of the program
(n =1) (e.g., “It is evident that the nursing student learned about
the influence of poverty on the health of children” [Ogenchuk et
al., 2014]).
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Some programs do not only define general learning goals but also
require the students to outline some individual learning objectives (e.g.,
Brown et al., 2007; Meurer et al., 2011).

Pedagogical/Educational Approaches

Given the specific inclusion criteria that were used, learning approaches
that do not include an experiential component in or with a community were
excluded. “Service learning” appeared to be the most commonly used term
in the included papers (at times combined with qualifier, as in “community
service learning” or “international service learning”). In some papers, the
authors provide background information about the way “service learn-
ing” is understood. The most commonly encountered understanding of
service learning is presented in Box A-2. Another closely related term
is “community-based learning.” Other programs (additionally) focus on
“interprofessional learning” or “interdisciplinary learning,” in which dif-
ferent types of health students must work together. Less frequently encoun-
tered approaches include “community-oriented primary care” (e.g., Art et
al., 2008) and “community-based participatory research” (e.g., Parks et al.,
2015). Finally, there are some differences with regard to the setting in which
learning takes place. Most often, the students spend time working in and
with communities. A different approach is student-run clinics that provide
health services to underserved neighborhoods or communities (Meili et al.,
2011; Sheu et al., 2012).

BOX A-2
Service Learning

Numerous definitions of service learning are available. A definition that is
often referred to is the one formulated by Health Professions Schools in Service
to the Nation, outlining service learning as “a structured learning experience that
combines community service with explicit learning objectives, preparation, and
reflection” (Seifer, 1998, p. 274). This definition stresses the crucial components
of service learning:

* Student learning should take place (allowing students to apply what they
are learning to real-world situations).

* Community service and partnership take place (service learning is devel-
oped, implemented, and evaluated in collaboration with the community and
responds to community-identified concerns).

* Opportunities for critical reflection are offered.
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Program Components

The actual learning experience in the community can take various
forms. Often-encountered components include conducting community
(health) needs assessment, developing and implementing a project or inter-
vention, organizing educational sessions for community members, and
caring for individual patients.

Community needs assessment can be conducted through observation,
windshield surveys, a review of demographic and health statistics, inter-
views with key informants, or focus groups with community members (e.g.,
Art et al., 2008; Dharamsi et al., 2010a; Ezeonwu et al., 2014; Kruger et
al., 2010). Such needs assessment often serves as a first step in a community
service learning project. After identifying the community needs, students
gather further information and develop—in close collaboration with local
community workers—a project that could counter one of these needs (e.g.,
Dharamsi et al., 2010a; Ezeonwu et al., 2014).

Teaching and interaction with community members are also often part
of the program. In some programs, students organize health education ses-
sions for the community members addressing different health-related topics
(e.g., Bell and Buelow, 2014; Jarrell et al., 2014; Stanley, 2013; Ward et al.,
2007). Getting to know community members and their living conditions
includes, for instance, home visits (Art et al., 2008; De Los Santos et al.,
2014), reading with children (Kelly, 2013), or art therapy students visiting
a shelter for homeless persons and finding out what can be done with the
children (Feen-Calligan, 2008). In an international learning experience with
indigenous Mayan communities (Larson et al., 2010), students are lodged
with families, often confronting daily life issues. One of the programs
includes a component called “My Patient,” in which the student follows
a patient through his or her contacts with health care services and other
health institutions and family settings. After each such visit, the student
interviews the patient for at least 45 minutes (Matejic et al., 2012).

Taking care of individual community members is another component
of some programs. Care for individual community members includes, for
instance, home visits that focus on health education, arrangement of re-
ferrals, evaluation and improvement of health literacy, and development
of an interprofessional care plan (De Los Santos et al., 2014). In some
programs, a specific household or family is followed up by a student or
an interprofessional group of students (e.g., De Los Santos et al., 2014;
Ward et al., 2007). The Interprofessional Patient Advocacy course (Bell
and Buelow, 2014) includes patient advocacy work ranging from helping
patients complete applications or recertifications for Medicaid, housing,
food stamps, or child care benefits; to providing support to patients with
chronic conditions; to assisting in setting up health programs. Another way
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students carry out their health advocacy role is, for instance, writing a letter
to the editor (Dharamsi et al., 2010a) or presenting survey findings to local
key decision makers (Clithero et al., 2013). Profession-related care can also
be part of the program. Examples include taking health histories, assisting
local physicians with health assessments (Larson et al., 2010), providing
foot care to persons in a homeless shelter (Schoon et al., 2012), and filling
prescriptions or counseling patients (Brown et al., 2007). Learning to take
care of patients and the community can also consist of shadowing a local
community physician (Clithero et al., 2013; Kassam et al., 2013).

Sometimes, the experience is integrated into an already existing part of
the curriculum. Sharma (2014), for example, describes a program that is inte-
grated into medical residency training. Basically, the program incorporates
reflection on the social determinants of health in the residents’ daily work.
For instance, the morning briefing is seen as a daily opportunity for discus-
sion of root causes of ill health and is followed by an online blog. Moreover,
during daily noon presentations, three additional questions are introduced
systematically: (1) How do the social determinants of health pertain to your
topic?, (2) How are certain groups at increased risk?, and (3) What are ad-
vocacy opportunities for physicians at the clinical or policy level?

In several programs, the experiential learning component is embedded
in a broad approach that encompasses lectures, group discussions, work-
shops to build capacities (Dharamsi et al., 2010a), simulation experiences,!
reading assignments,? online activities, including discussion fora with peers
(e.g., Ezeonwu et al., 2014), presentations (e.g., Bell and Buelow, 2014;
Ezeonwu et al., 2014), networking with alumni to promote project and
career development (Williams et al., 2012), and research projects (e.g.,
Bakshi et al., 2015; Mudarikwa et al., 2010; Parks et al., 2015).

Reflective Learning

Personal reflection activities appear to be part of several programs. Several
authors emphasize reflection as an indispensable component of true learning
(e.g., Brown et al., 2007). According to Kelly (2013, p. 33), “the reflection
piece truly separates service learning from volunteerism.” Other authors draw
attention to the fact that exposure alone does not guarantee better under-
standing and may even reinforce prejudice and stereotypes. Ezeonwu and
colleagues (2014, p. 278) state that “it is the quality of reflection—thinking
about the complex health care issues and using real life experiences to sug-
gest questions for further exploration that transforms service into service

1 Examples include an online poverty simulation (Bell and Buelow, 2014) and assessing
barriers by stepping into the patient’s role (Bussey-Jones et al., 2014).
2 Actual examples of reading assignment texts are provided in Clithero et al. (2013).
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learning.” This is also confirmed by students stating that “the process of
critical reflection is key to learning” (Dharamsi et al., 2010b). And by ana-
lyzing students’ clinical journals, Bell and Buelow (2014) found that patient
interactions often were only the start of learning, and that later self-reflection
produced a more compelling understanding of the impact of poverty.

Reflection can be achieved in different ways. The range of reflective
exercises includes

e keeping a daily reflective journal during the service experience;

e writing a report at the end of the experience;

e preparing a presentation for the trainers, community partners, and/
or fellow students;

e discussing with peers face-to-face or on an online forum; and

e photo-journaling.

In some cases, reflection is facilitated by the use of guiding questions
(Ogenchuk et al., 2014), instruction to write on structured topics (see
Box A-3), or use of the “critical incident technique” (Dharamsi et al., 2010a).
Of interest, Kelly (2013, p. 33) notes that for true service learning, (medical)
students need to be placed in an experience that is not part of their discipline,
“as it allows students to set aside their medical skill sets and knowledge and
genuinely focus on the community and the community issues.”

BOX A-3
Examples of Topics Guiding Students’ Reflection

1) Describe a situation which was complex, surprising, uncomfortable or un-
certain using all five senses. Address your own biases and/or prejudices
by reframing the encounter from a different point of view AFTER you have
described it.

2) What interests you about this community/practice? What seems important?

3) What do you feel you are learning about medicine and about yourself?

4) Other-student choice. For example
a) encounters with patients, colleagues, mentors
b) questions about the patients you are seeing
c) feelings about being in this particular community at this particular time in

this particular way
d) what is easy, difficult, puzzling, enjoyable, confusing, profound, boring, or
rewarding about your experiences?

SOURCE: Excerpted from Clithero et al., 2013, p. 168.

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

APPENDIX A 119

Evaluation and Outcomes of the Programs

Many papers include some sort of evaluation of the program they
describe. Such evaluation is obtained by means of quantitative data (n = 4),
qualitative data (n = 7), a mix of qualitative and quantitative data (n = 9), or
a rather informal and nonsystematic process (n = 8). Quantitative data basi-
cally rely on surveys measuring students’ evaluation of and satisfaction with
different aspects of the training, their career choices or readiness for inter-
professional learning, and their attitudes toward the specific population with
which they worked.? Qualitative data comprise mainly information obtained
from students’ reflective journals, focus groups, and interviews (most often
with students, sometimes with trainers or community members). The impact
of the program on students’ identity, attitudes, cultural competence, etc.,
is the most prevalent type of qualitative data. Informal and nonsystematic
evaluations stem principally from students’ reflective journals and debriefing
sessions. Generally, most such data are self-reported (students being asked
about their own changes in attitudes or perceptions).

Students’ Attitudes, Awareness, Understanding, and Skills

Frequently, students’ awareness and understanding of the social deter-
minants of health had deepened after the learning experience (e.g., Brown
et al., 2007; Loewenson and Hunt, 2011; Schoon et al., 2012). They were
able to see the bigger picture (Kruger et al., 2010), became aware of the
impact of a lack of resources (Jarrell et al., 2014), and gained more insight
into the complexity of the daily reality of community members (e.g., Meili
et al., 2011).* Others bore witness to the fact that abstract concepts had
turned into real experiences (Dharamsi et al., 2010b; Meili et al., 2011), as
illustrated by this quote from one student: “Had you asked me before this
experience what community health is I would have given you a definition.
If you ask me now, I’ll give you names, stories, laughs, somberness and
actions” (Meili et al., 2011, p. 4). Students also acquired a better apper-
ception of their future role as a health professional (Kruger et al., 2010).

Along with increased awareness and understanding, the learning expe-
rience affected students’ attitudes at times. For instance, students showed
more positive and nonstigmatizing attitudes toward homeless individuals
after participating in structured clinical service-learning rotations with

3 For example, Medical Student Attitudes Toward the Underserved (MSATU) (Bussey-Jones
et al., 2014), Attitudes Toward Homelessness Inventory (ATHI) (Loewenson and Hunt, 2011),
Belief in a Just World Scale (JWS), and Attitudes about Poverty and Poor People Scale (APPPS)
(Jarrell et al., 2014).

4 For example, by observing the distances the community members need to travel for appro-
priate health care (Meili et al., 2011).
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homeless persons, and reported stronger beliefs, in the potential for viable
programs or solutions to address homelessness (Loewenson and Hunt,
2011). Students also challenged their own stereotypes (Dharamsi et al.,
2010Db), beliefs, and attitudes with regard to the vulnerable populations
with which they worked and discovered how much these people “were just
like them” (Rasmor et al., 2014; Stanley, 2013). This was in contrast with
the findings of another study that service learning can increase students’
empathy toward those who live in poverty while at the same time solidify-
ing perceptions that the poor are different from other members of society
(Jarrell et al., 2014). Moreover, changes reported in the papers using quan-
titative analysis often are not statistically significant (e.g., Clithero et al.,
2013; Jarrell et al., 2014; Rasmor et al., 2014; Sheu et al., 2012), so that
solid conclusions on the actual effect of the training are difficult to draw.

After the learning experience, students often felt increased comfort in
working with specific communities (Brown et al., 2007; Dharamsi et al.,
2010a; Ierardi and Goldberg, 2014; Loewenson and Hunt, 2011). Gaining
an understanding of the social determinants of health also helped the par-
ticipants advocate for patients from vulnerable populations (Bakshi et al.,
2015).

Interprofessionalism

The training programs that focused on interprofessionalism or inter-
disciplinarity often achieved their goals: students valued the interdisciplinary
work (Art et al., 2008; Ierardi and Goldberg, 2014) and felt more ready for
interprofessional learning (Sheu et al., 2012). Moreover, students learned
that interdisciplinarity is important in a context of constrained resources
(i.e., collaboration is all the more important when the number of profes-
sionals is limited) (Meili et al., 2011). Furthermore, O’Brien and colleagues
(2014) note that the diversity of students provided a rich experiential base
that contributed to monthly reflection sessions.

Long-Term Effects

In several cases, the training had an actual impact on students’ career
choices. Programs sometimes appeared to shape the students’ desire to
work with underserved populations (Dharamsi et al., 2010a; Meili et al.,
2011; O’Brien et al., 2014), although students’ preparedness to contribute
to community-based volunteer activities in the future did not always change
(Rasmor et al., 2014). Dharamsi and colleagues (2010a) also mention
student-reported barriers, such as time limitations and financial obligations.
Apart from one study in which students were interviewed 3 or 4 years after
the learning experience (Ierardi and Goldberg, 2014), actual long-term
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effects could not be assessed, as data were most often gathered immediately
after the training.

Most Valued Components

Some papers describe the components students valued most. Students
often expressed their preference for interactive, community-based ses-
sions over classroom didactics (Clithero et al., 2013; Meurer et al., 2011),
claiming that they were learning more through the former (O’Brien et al.,
2014). Students stressed the importance of witnessing and confrontations
(Dharamsi et al., 2010a). Among the highest-rated course components for
helping to understand their future role as a physician were those involving
a physician shadowing experience (Clithero et al., 2013).

Some authors stress the importance of including a variety of training
components. Bell and Buelow (2014) state that in their program, “the
various experiences were all necessary to ensure achievement of student
learning outcomes.” (This program comprises an online poverty simulation,
reflection and discussion, several online and in-class lessons with corre-
sponding quizzes, interprofessional team assignments, a home visit, weekly
clinical work with reflective journals, and a final team presentation.) Others
presume that the reading assignments in their program may explain why
even those students who had volunteered in shelters previously experienced
growth during the training (Feen-Calligan, 2008).

Need for Guidance

Students need a certain level of guidance with regard to their experien-
tial learning. In one of the programs, students suggested the need to provide
more hands-on guidance in planning and implementing the community-
based projects (O’Brien et al., 2014). Some papers mention the students’
initial discomfort with having no predetermined protocols (Feen-Calligan,
2008) or their wish for more structure or a guidebook (Dharamsi et al.,
2010a). Nonetheless, some students reported that the lack of predetermined
protocols helped them really listen to the children with whom they were
working (Feen-Calligan, 2008). Other authors even warn that caution is
necessary with respect to the information that is provided about the issues

a community faces, as this can sometimes lead to forming biases and stereo-
typing (Kelly, 2013).

Care for the Students

Some of the papers note explicit attention to the students’ well-being.
Consideration of students’ well-being is evoked by Kelly (2013, p. 35), who
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mentions that “students are generally more comfortable working in pairs,
and pairing students together fosters teamwork, confidence, and safety at
service-learning sites.” Other authors focus on the fact that the training
helped the students protect and foster their idealism (Bakshi et al., 2015)
and kept them from becoming cynical (Bakshi et al., 2015; Meili et al.,
2011). This was especially the case in elective programs in which the most
motivated students were selected to participate.

Nonstudent Evaluations

Almost all papers address the students’ point of view, whereas the point
of view of trainers or community members is rarely considered. However,
Matejic and colleagues (2012) conducted a quantitative evaluation study
involving 1,188 students, 630 patients, and 78 physicians. Remarkably, in
this study, patients appeared to be more satisfied with the program than
were the students and physicians. Mudarikwa and colleagues (2010) also
included the perspective of community educators, who valued the students’
presence and reported some difficulties related to the project. Also of note
is that none of the included studies examined the effect of the program on
the community’s health.

Cost of the Programs

Most papers include no information on the costs of the program.
Occasionally, some information is provided about the size of the workforce
required for a program (e.g., Art et al., 2008). O’Brien and colleagues
(2014) report that funding constraints limited the number of students that
could participate. Some papers mention grants that were available for
participating students, mostly to take part in international programs (e.g.,
Larson et al., 2010; Meili et al., 2011), and occasionally to attend external
advocacy skill-building workshops and seminars (Bakshi et al., 2015). In
some other cases, program funding was obtained (e.g., Meurer et al., 2011;
Sabo et al., 2015).

Difficulties and Bottlenecks

Despite principally positive evaluations, some papers give voice to
critical views and describe the difficulties encountered during the program
rollout.

Programs often require an enormous amount of time and energy from
both the university and the community (Art et al., 2008; Ezeonwu et al.,
2014; Kelly, 2013; Sabo et al., 2015). O’Brien and colleagues (2014) state
that there is a need to provide salary support to allow faculty and commu-
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nity leaders the time for student guidance. Another program (Sabo et al.,
2015) engaged doctoral students as co-instructors with the aim of bringing
new energy, directions, and partnerships to the course and helping to allevi-
ate potential burnout among faculty and partners. Other logistic difficulties
concern, for instance, placement logistics and contextualization of didactic
material at community sites (Mudarikwa et al., 2010). Moreover, students
working in the community the same day every week was not considered
the ideal way to give them insight into day-to-day life in the community
(Mudarikwa et al., 2010). Loss of information and continuity as successive
student cohorts transitioned in and out of longitudinal projects was also
reported (Bakshi et al., 2015).

Some of the papers mention concerns about students’ safety. This was
the case, for example, in a program in which students made home visits
(Bell and Buelow, 2014). Being accompanied by another student, provid-
ing the address and vehicle information to the course faculty, and calling
when the visit ended were some of the measures taken to guarantee their
safety.

Some authors encountered difficulty in convincing students to par-
ticipate in the program (Dharamsi et al., 2010b) or to having them keep
a reflective journal, although they gradually came to appreciate the latter
(Dharamsi et al., 2010b).

CONCLUSIONS AND DISCUSSION

The purpose of this study was to obtain an overview of education pro-
grams addressing the social determinants of health in and with communities
by searching the literature published on this topic. After strict inclusion
criteria were applied to the papers in the original database, 33 papers were
selected for this review. As mentioned earlier, we found that fewer papers
mentioned “social determinants of health” as a goal (n = 9) than mentioned
“health inequity” or “health disparity” (n = 11). Unfortunately, “health
inequity” and “health disparity” were not included in the search terms.
Thus, relevant papers may have been missed. Moreover, time constraints
did not allow us to complete this database with screenings of reference lists
or with searches for additional information on the Internet (gray literature
and possibly relevant websites’). A systematic screening of relevant confer-
ence abstract books also was not possible.

The large majority of the programs reviewed (n = 24) are based in the

5 For example, the websites of Community-Campus Partnerships for Health, https://ccph.
memberclicks.net/service-learning (accessed January 15, 2016); Training for Health Equity
Network, http://thenetcommunity.org (accessed January 15, 2016); or The Network: Towards
Unity for Health, http://www.the-networktufh.org (accessed January 28, 2016).
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United States and are focused on medicine (n = 10) and/or nursing students
(n = 8). Some programs are obligatory for all students, while others are
elective or extracurricular, sometimes available only to selected students.
The reasons for allowing only selected students are often not mentioned.
Logistic and financial reasons may play a role (Kassam et al., 2013; Meili
et al., 2011), as well as ethical reasons (e.g., excluding faculty and students
who would participate for personal reasons, thereby harming the com-
munity) (Dharamsi et al., 2010b). The particular selection criteria often
concern previous experiences, motivations, professional goals, language
skills, and quality of reflection and writing (Bakshi et al., 2015; Dharamsi
et al., 2010b; Meili et al., 2011), which means that students who are sensi-
tive to the broader social picture often are selected for the programs. The
information obtained from the included papers does not allow us to make
statements about the impact of a program’s being mandatory or not.

The programs reviewed varied greatly in the length and intensity of
the training. Nevertheless, a lack of information often prevented us from
getting a clear idea of the amount of time the students spent on each of the
program components. Moreover, it was often difficult to conclude whether
the programs were integrated in a set of study modules or isolated. More-
over, based on the available information, it was not possible to determine
whether it is better to have intense immersion experiences or to distribute
the time spent in the communities over a more extended period of time.
Examples of both were found among the included papers.

Different types of communities are involved in the programs reviewed.
Most often they are located in the same region as the schools, but some
schools have partnerships with communities farther away or even abroad.
When international learning experiences, additional aspects, such as finan-
cial support, logistics, and language barriers, need to be considered. One
program (Meili et al., 2011) offered the students a broad range of experi-
ences (including 6 weeks in a rural remote community, two shifts per month
in an urban student-run clinic, and 6 weeks in a rural hospital abroad).

Service learning was found to be the most commonly used educational
approach. Several authors emphasize its different components, which basi-
cally encompass both elements of the term “service learning.” “Service”
refers to the fact that a genuine collaboration with the community should
be established. Community members should be involved at all stages of the
training and should also benefit from the cooperation. It is an ethical obli-
gation to focus on reciprocal benefits and to avoid the risk of students being
involved in “social sightseeing” (Art et al., 2008). Examples of community
benefits include direct help from community projects or support through
advocacy for the community (e.g., students writing a letter to the editor
[Dharamsi et al., 2010a] or presenting survey findings to local key deci-
sion makers [Clithero et al., 2013]). In addition, Dharamsi and colleagues
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(2010a) stress taking a “social justice” approach and not a “charity” ap-
proach. This means that the focus should be not on providing direct service
to the community members but on understanding and working to change
the structural and institutional factors that contribute to health inequities.
Therefore, the sustainability of the campus-community partnership is im-
portant. In one of the programs (Kruger et al., 2010), the organizers chose
to bolster what the community was already doing “rather than to carve out
a niche to address unmet needs and risk competing for scarce resources.”
The “learning” component of service learning requires not just having stu-
dents go into to the communities, but stimulating genuine learning among
them. This encompasses defining learning goals from the outset, properly
preparing students for the learning experience, and guiding them during the
community experience. Moreover, reflection is an indispensable component
of the training.

Many programs offered a mix of experiential and nonexperiential
program components. Experiential learning components included, for in-
stance, conducting community (health) needs assessment, developing and
implementing a project or intervention, organizing educational sessions for
community members, and caring for individual patients. Nonexperiential
learning components included lectures, group discussions, workshops to
build capacities, simulation experiences, reading assignments, online ac-
tivities, presentations, and research projects. Generally, students valued the
experiential component highly.

While service-learning experiences appear to be highly valued by educa-
tors and students, their effectiveness remains unclear. This observation is in
line with the conclusions of Stallwood and Groh (2011) in their systematic
review of the evidence on service learning in nursing education. The pro-
gram evaluation and outcome measurements that are discussed in the pres-
ent study are generally rather weak and involve considerable risk of various
types of biases (e.g., based mainly on self-report, selection of students
participating in the program, low numbers of participants, the Hawthorne
effect, use of nonvalidated instruments). Moreover, very few papers take
the community’s perspective into account and none assess long-term effects.

The papers rarely address recruitment of minority students for the
programs. Among the included papers, only Parks and colleagues (2015)
addressed this issue by establishing a program at four historically black col-
leges and universities. Although reflecting a slightly different issue, Clithero
and colleagues (2013) report selecting a diverse group of high school
seniors who were committed to practicing in New Mexico’s communities
of greatest need.

Whether the programs reviewed could easily be replicated is difficult to
answer. In many papers, crucial information needed to answer this question
is lacking (this may be related partly to the word count restrictions journals
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impose on authors). Nevertheless, several papers offer insight into the most
important training components, and a few also describe the difficulties en-
countered (which may be valuable for future program development).

RECOMMENDATIONS

Based on this review, the following recommendations can be put

forward:

1. With regard to the present study

A further search for other papers to complete this study is
needed. Additionally, contacting the authors of some of the most
promising programs might be worthwhile.

2. With regard to further development of this type of learning

Although available information is very limited, overall evalua-
tion of the programs tends to be positive (especially based on
qualitative data). This implies that there are arguments to be
made for encouraging/favoring further promotion and imple-
mentation of these programs.

Both components of “service learning” should be carefully in-
corporated into the training.

An appropriate amount of student guidance should be offered.
A good balance is necessary between providing information and
guidance on the one hand and allowing for student autonomy
and confrontations with real-life conditions on the other.
Recommendations with regard to the ideal length of training
are difficult to make based on the findings of this review. Never-
theless, experiences that are too brief may compromise the reci-
procity of the benefits for students and the communities.

As time constraints are often mentioned among the difficulties
encountered, appropriate measures for dealing with this issue
should be taken into account, where possible.

3. With regard to future research

When introducing a new program, a well-considered evaluation
protocol relying on solid research methods should be considered
from the beginning.

Efforts should be made to publish the results of this research,
as they may inspire other authors. Detailed descriptions of the
programs (including the difficulties that were encountered in
establishing the program) are recommended.

Valid and reliable evaluation instruments should be developed.
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o All parties (students, trainers, and community members) should
be involved in the evaluation process.

e Efforts to obtain data on outcomes and long-term effects should
be encouraged. Questions of interest include Is there an impact
of the program on students’ career choices? Is there an impact on
the social determinants of health and on the community’s status?
Do programs contribute to increased social accountability of in-
stitutions for health professional education? and How does the
program affect the community’s health?

4. With regard to ethical considerations

® As vulnerable populations are directly involved in this type of
education, ethical considerations are extremely important. They
include, for instance, being careful not to reinforce power rela-
tions, as may be the case when upper-class students come to help
minority populations. Solid support and preparation by experi-
enced, ethically, and culturally sensitive persons, preferably both
at the university and in the community, is recommended.

¢ Sustainability of the collaborations should be carefully con-
sidered. Interprofessional and intersectoral approaches may be
most effective way to stimulate a sustainable community health
impact.
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ANNEX A-1%: SELF-DESIGNED SCREENING TOOL
EVALUATION PAPERS IOM STUDY Paper (Number, Author, Year)

TYPE OF PAPER

Type Full paper - Conference abstract -
Content Research - Only descriptive -
PROGRAM

Name of school

Location of school

Name of program

Location of training
(which community)

Duration of training: Total

Duration of training:
Community learning part

Program in curriculum Obligatory / Elective / Extracurricular

Participants: Level Undergraduate students / Postgraduate students /
Professionals

Participants: Type of
health profession

Participants: Number

Start of program

Described Goal of Training

Educational approach

Framework/model
SDH explicit aim Yes / No
Focus on SDH Central / Marginal

References to SDH

SDH discussed as
outcome

6 Part of this Annex A-1, Table A-1, a literature review summary, is available at http://www.
nap.edu/catalog/21923.
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Content of Training (Components)

IF RESEARCH PAPER

Type Quantitative / Qualitative / Mixed

Data

Research topic

Number of participants

Main findings (if relevant
and not in IOM questions)

Strength of study
- limitations

IOM QUESTIONS

Was education goal
obtained?

Was the program
successful?

Were there any
difficulties?

Might the training be
replicated?

Any information about
the cost?

Are there any anecdotes
that may be included?

Suggestions formulated
by authors

REFERENCES TO BE CHECKED: Yes / No
ESTEEMED VALUE FOR PRESENT STUDY:

REMARKS:
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Open Session Agenda

Educating Health Professionals to Address the
Social Determinants of Health
A Consensus Study
September 15, 2015
National Academy of Sciences Building
2101 Constitution Avenue, NW
Washington, DC 20418

STATEMENT OF TASK

An ad hoc committee under the auspices of the Institute of Medicine
will conduct a study to explore how the education of health professionals is
currently addressing the social determinants of health in and with communi-
ties. Based on these findings, the committee will develop a framework for
how the education of health professionals for better understanding the social
determinants of health could be strengthened across the learning continuum.

The committee can consider a variety of perspectives—that could in-
clude partnerships, finances and sustainability, experiential learning, continu-
ous professional development, faculty development, policies, systems, and/or
health literacy—in preparation of a brief report containing recommendations
on how to strengthen health professional education in and with vulnerable
communities by addressing the social determinants of health.
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OPEN SESSION OF CONSENSUS STUDY COMMITTEE

(webcast event)

SESSION I: ADDRESSING THE SOCIAL DETERMINANTS OF HEALTH

10:00am

10:15am

11:15am

11:45am

12:00pm

12:30pm

Welcome
Sandra Lane, Chair of Study Committee

Views of the sponsors

Moderator: Susan Scrimshaw, Co-Chair, Global Forum on

Innovation in Health Professional Education

¢ Joanna Cain, American College of Obstetricians and
Gynecologists/American Board of Obstetrics and
Gynecology

¢ Angelo McClain, National Association of Social Workers

¢ Shanita Williams, Health Resources and Services
Administration

Open microphone for other sponsors’ brief remarks

Bringing different sectors together for addressing the social

determinants of health

¢ Kira Fortune, Advisor on Social Determinants of Health,
Pan American Health Organization

Questions and answers

BREAK

Presentation of background paper by author

e Sara Willems, Professor in Health Equity, Ghent University
(Belgium via videoconference)

Questions and answers

LUNCH
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SESSION II: LEARNING BY EXAMPLE

1:30pm Learning from educational examples
e The Academy for Academic and Social Enrichment &
Leadership Development for Health Equity (Health Equity
Academy)
— Brigit M. Carter, Project Director, Duke University
School of Nursing
Questions and answers
¢ Florida International University, Herbert Wertheim College
of Medicine
— Pedro J. Greer, Associate Dean for Community
Engagement
— Onelia Lage, Associate Professor, Director of Pediatrics
and Adolescent Medicine, Division of Medicine and
Society, Department of Humanities, Health, and Society
— David Brown, Assistant Professor and Chief of
the Division of Family Medicine, Department of
Humanities, Health, and Society
Questions and answers

3:00pm Experiential, community-based learning
¢ Medical Education Cooperation with Cuba (MEDICC)
— Pierre M. LaRamée, Executive Director of MEDICC
Questions and answers
— Lillian Holloway, recent graduate of Latin
American School of Medicine (ELAM) in Cuba (via
videoconference from Cook County Hospital, Chicago)
Questions and answers
e Challenges and Opportunities of Experiential Learning
— Elizabeth Doerr, Associate Director of SOURCE
(Student Outreach Resource Center), Johns Hopkins
University (via videoconference from Baltimore)
Questions and answers

4:30pm Open session adjourned
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Global Forum on Innovation in Health
Professional Education Sponsors

Academic Collaborative for Integrative Health

Academy of Nutrition and Dietetics

Accreditation Council for Graduate Medical Education

Aetna Foundation

Alliance for Continuing Education in the Health Professions

American Academy of Family Physicians

American Academy of Nursing

American Association of Colleges of Nursing

American Association of Colleges of Osteopathic Medicine

American Association of Colleges of Pharmacy

American Board of Family Medicine

American Board of Internal Medicine

American College of Nurse-Midwives

American College of Obstetricians and Gynecologists/American Board of
Obstetrics and Gynecology

American Council of Academic Physical Therapy

American Dental Education Association

American Medical Association

American Occupational Therapy Association

American Psychological Association

American Society for Nutrition

American Speech-Language-Hearing Association

Association of American Medical Colleges

Association of American Veterinary Medical Colleges

Association of Schools and Colleges of Optometry
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Association of Schools and Programs of Public Health
Association of Schools of the Allied Health Professions
Council of Academic Programs in Communication Sciences and Disorders
Council on Social Work Education

Ghent University

Health Resources and Services Administration

Jonas Center for Nursing and Veterans Healthcare

Josiah Macy Jr. Foundation

Kaiser Permanente

National Academies of Practice

National Association of Social Workers

National Board for Certified Counselors, Inc. and Affiliates
National Board of Medical Examiners

National League for Nursing

Office of Academic Affiliations—Veterans Health Administration
Organization for Associate Degree Nursing

Physician Assistant Education Association

Robert Wood Johnson Foundation

Society for Simulation in Healthcare

Training for Health Equity Network

Uniformed Services University of the Health Sciences
University of Toronto
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Speaker Biographies

David Brown, M.D., is founding chief of family and community medicine
and vice chair in the Department of Medicine, Family Medicine and Com-
munity Health at the Herbert Wertheim College of Medicine and Florida
International University (FIU). He has extensive experience with develop-
ing innovative educational, outreach, and service-learning programs. At
FIU, he has had a leading role in the development of the signature award
winning NeighborhoodHELP interprofessional outreach program and re-
lated medical school curricula. As founding Family Medicine Residency
program director, he developed, launched, and received accreditation for
the first residency program initiated by the Wertheim College of Medicine.
He is a member of the FIU team for the Association of American Medical
Colleges (AAMC) Core Entrustable Activities for Entering Residency Pilot,
with a focus on Interprofessional Collaboration and Entrustment. He was
co-founder of the Historic Overtown Public Health Empowerment (HOPE)
Collaborative and co-editor of the Overtown Cookbook. His research in-
terests include urban health, intercultural competencies, interprofessional
collaboration, chronic disease prevention and management, integration of
behavioral health, household-centered care, and health professions edu-
cation. His research bricolage involves phenomenological, ethnographic,
epidemiologic educational, mixed, and participatory methods. His work
has been published in Social Science and Medicine, American Journal of
Public Health, CES4Health.info, MedEAPORTAL, Medical Teacher, The
Qualitative Report, American Journal of Obstetrics and Gynecology, and
the Southern Medical Journal.
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Joanna M. Cain, M.D., FACOG, grew up in the medically underserved
Yakima Indian Reservation, and saw firsthand how difficult it is to meet the
needs of rural and underserved women. That experience led to the study of
medicine after graduating from the University of Washington. She received
her M.D. from Creighton University, her residency in obstetrics and gyne-
cology (Ob/Gyn) at the University of Washington and went on to become
the first woman accepted for Fellowship in Gynecologic Oncology at Sloan
Kettering Cancer Center. She went on to be the first woman president of the
Association of Professors of Gynecology and Obstetrics as well as president
of the Council of University Chairs for Ob/Gyn. A recognized national
leader in women’s health nationally and internationally, she continues to
focus her research on prevention strategies for gynecologic cancers, medical
ethics and curricular development for women’s health. She was appointed
the first woman and first American Chair of the International Federation of
Gynecology and Obstetrics (FIGO) Ethics Committee which she led for a
decade. She has served as professor and chair, as well as the Julie Neupert
Stott Director of the Center for Women’s Health at Oregon Health & Sci-
ence University (OHSU) where she led the campaign to fund and build
an innovative, multidisciplinary Center for Women’s Health which is still
setting the standard for national development of women’s health. She
presently serves as professor and vice chair for faculty development at the
University of Massachusetts as well as special consultant in women’s health
Safety and Quality for the American College of Ob/Gyn and Special Rap-
porteur for Women’s Health at FIGO. In these positions, she is developing
the American Congress of Obstetricians and Gynecologists (ACOG) Reg-
istry Alliance and registries in women’s health, the outpatient certification
and education programs for safety and quality in women’s health and chair-
ing the FIGO initiatives in global cervical cancer control. She is chairing
the World Health Organization (WHQO) committee working on the cervical
cancer control guidance globally.

Brigit M. Carter, M.S.N., Ph.D., joined the Duke University School of
Nursing (DUSON) in 2010 and currently serves as the Accelerated B.S.N.
(ABSN) Program chair and teaches pediatrics in the undergraduate curricu-
lum. She earned her B.S.N. at North Carolina Central University (NCCU)
in 1998, a master’s of science in nursing education from University of North
Carolina (UNC) at Greensboro in 2002, and a Ph.D. in nursing from UNC
at Chapel Hill in 2009. She continues her clinical practice as a staff nurse
in the Duke University Medical Center Intensive Care Nursery, where she
has 17 years’ experience. She is the project director of the Health Resources
and Services Administration (HRSA) Nursing Workforce Diversity grant at
DUSON, “The Academy for Academic and Social Enrichment and Leader-
ship Development for Health Equity (The Health Equity Academy),” and
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is also the academic coordinator for this program. Dr. Carter’s experience
in nursing education before joining the DUSON faculty included coordi-
nating staff education and development in the Intensive Care Nursery, and
teaching positions at both Duke (clinical instructor in labor and delivery
for ABSN students) and UNC at Chapel Hill (Teaching Fellow in the UNC
School of Nursing). Dr. Carter has 26 years of U.S. Navy service (including
9 on active duty) and is currently serving in the rank of Commander in the
U.S. Navy Reserves in the Operational Health Support Unit. She is assigned
to Naval Medical Center Portsmouth in the Neonatal Intensive Care Unit.

Elizabeth Doerr, M.A., is the associate director of SOURCE (Student Out-
reach Resource Center), the community service and service-learning center
serving the Johns Hopkins University’s (JHU’s) Schools of Medicine, Nurs-
ing, and Public Health. Previously, she was the coordinator for Leadership
& Community Service-Learning, Immersion Experiences at the University
of Maryland (UMD), College Park. Ms. Doerr has lived, worked, and trav-
eled extensively in Latin America and Africa. Ms. Doerr’s work at SOURCE
focuses primarily on training faculty in service-learning pedagogy and
institutionalizing service-learning and community engagement within the
JHU health professional schools. Ms. Doerr is originally from Washington
State and earned her M. A. in international education policy from UMD and
her B.A. in rhetoric/media studies and Spanish at Willamette University in
Salem, Oregon.

Kira Fortune, Ph.D., M.LLH., M.A., has worked more than 15 years in
Africa, Asia, Europe, and Latin America in positions related to public
health, gender, and social determinants of health. Dr. Fortune spent 4 years
working in the Department of Global Advocacy at The International
Planned Parenthood Federation in London and then 3 years with the United
Nations Children’s Fund (UNICEF) in Dar es Salaam, Tanzania, where she
was responsible for the program on Prevention of Mother to Child Trans-
mission of HIV (human immunodeficiency virus). Dr. Fortune has exten-
sive experience working with and within nongovernmental organizations
(NGOs), academia, and in intergovernmental organizations focusing on
gender mainstreaming, social determinants of health, Health-in-All-Policies,
and general public health issues. Prior to moving to Washington, DC, she
coordinated The International Health Research Network in Denmark with
the objective of translating research evidence into policy. In 2008 she joined
the Pan American Health Organization, the regional office of the United
Nation’s WHO, where she is responsible for the Social Determinants of
Health and Health in All Policies. Dr. Fortune holds a master’s degree in
anthropology, development, and gender as well as a doctorate in Sociology
on The Challenge of Gender Mainstreaming for a Contemporary NGO
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from University of London, England. She also holds a master’s degree in
international public health from Copenhagen University, Denmark.

Pedro J. Greer, Jr., M.D., is professor of medicine at FIU Herbert Wertheim
College of Medicine (HWCOM) in Miami, Florida, the chair of the Depart-
ment of Medicine, Family Medicine and Community Health, associate dean
for Community Engagement. Throughout his career, Dr. Greer has been
an advocate for health equity by engaging communities to create effective
health and social policies and accessible health care systems. His advocacy
began during medical training, when he established Camillus Health Con-
cern, Saint John Bosco, health centers for the homeless, underserved, and
undocumented populations in Miami-Dade County, Florida. Dr. Greer was
recently honored with the 2014 National Jefferson Award in the category
of Greatest Public Service Benefiting the Disadvantaged; the award was
founded in 1972 by Jacqueline Kennedy Onassis, Senator Taft, Jr., and Sam
Beard and the award is often referred to as the Nobel Prize for public ser-
vice. Dr. Greer was also recognized with the 2013 Great Floridian Award,
in 2009 he was awarded with the Presidential Medal of Freedom honoree,
receiving America’s highest civilian award, the Presidential Service Award
in 1997, and in 1993 was named a MacArthur Fellow (“Genius Grant”).
He has also received a Papal Medal and has been Knighted as a Knight of
Malta and Saint Gregory the Great. He authored Waking Up in America,
a book about his experiences, from providing care to homeless persons
under bridges in Miami, Florida, to advising U.S. presidents on health
care, including Presidents Bush Sr. and Clinton. As founding chair of the
Department of Humanities, Health, and Society at HWCOM, Dr. Greer
spearheaded a unique medical education curriculum to prepare physicians
and other health professionals to address the social determinants that affect
health access and outcomes, while simultaneously caring for individuals and
communities through household visits and engagement. Taking health care
to a household centered model. He currently serves in various capacities
for a multitude of national, state, and local organizations. He is a Trustee
at the RAND Corporation (America’s oldest and largest think tank) and is
the current Chair of the Pardee RAND Graduate School Board of Gover-
nors, the largest Ph.D.-granting institution for policy analysis. Additionally,
Dr. Greer served as chair for the Hispanic Heritage Awards Foundation
from 2002 to 2012. He is a member of Alpha Omega Alpha National
Medical Honor Society and a fellow in the American College of Physicians
and the American College of Gastroenterology. Dr. Greer completed his
undergraduate degree at the University of Florida and medical studies at
La Universidad Catolica Madre y Maestra in the Dominican Republic. He
trained in internal medicine and served as chief resident at the University
of Miami Miller School Of Medicine in Miami, Florida. Dr. Greer com-
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pleted two post-doctoral fellowships—one in hepatology and the second in
gastroenterology. He is board certified in medicine and gastroenterology.

Lillian Holloway, M.D., grew up in West Philadelphia. She worked as a
certified nursing assistant before deciding to go to medical school. She
graduated from the Latin American School of Medicine (ELAM), Havana,
Cuba, in 2009. She is currently a resident in Family Practice and an M.P.H.
candidate at University of Illinois Hospitals in Chicago.

Onelia Lage, M.D., has 25 years of academic medical experience and is
board certified in Adolescent Medicine/Pediatrics. In her current position
at FIU Herbert Wertheim College of Medicine, she is an associate profes-
sor in the Division of Family Medicine and vice chair for education in
the Department of Medicine, Family Medicine and Community Health;
Assistant Strand Leader for Medicine and Society; director of Pediatric and
Adolescent Health for Green Family Foundation NeighborhoodHELP; and
associate director of the community engaged physician course. Dr. Lage
has served on the Florida Board of Medicine since 2005 and was elected
by her peers to serve as chair in 2010. She was the first Hispanic woman to
serve in this position. She has been active in leadership with the National
Hispanic Medical Association. Her passion lies in helping young people
achieve their ultimate potential and preparing the next generation of physi-
cians with a strong emphasis on compassionate care, humility, and ethical
and professional character.

Pierre M. LaRamée, M.A., Ph.D., executive director of Medical Education
Cooperation with Cuba (MEDICC), has more than 30 years’ experience
in NGO programming and administration with overlapping expertise in
academic research, policy analysis/advocacy, strategic communications/
publishing, and resource development. In his nonprofit career, Dr. LaRamée
has also developed strong geographical expertise on Latin American and
Caribbean political and social issues. Prior to joining MEDICC, he co-
founded Re:Generation Consulting, building on his career at International
Planned Parenthood Federation-Western Hemisphere Region, where he
oversaw communications, media, and fundraising activities while direct-
ing emerging cutting-edge advocacy programs in Latin America and the
Caribbean. He came to International Planned Parenthood Federation/
Western Hemisphere Region (IPPF/WHR) in 2004 from the Puerto Rican
Legal Defense and Education Fund, a Latino civil rights organization,
where he served as director of development and executive vice president.
He previously served as executive director of the North American Congress
on Latin America, a research and publishing organization specializing in
U.S.-Latin American Relations, and as assistant professor of sociology and
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Latin American studies at St. Lawrence University. He is fluent in French
and Spanish and has authored and co-authored numerous articles, book
chapters, and reviews. Dr. LaRamée holds a master’s in political science
from McGill University and a Ph.D. in the sociology of international devel-
opment from Cornell University.

Angelo McClain, Ph.D., LICSW, is the chief executive officer of the National
Association of Social Workers (NASW) and president of the National Asso-
ciation of Social Workers Foundation. NASW is the largest membership
organization of professional social workers in America with 140,000 mem-
bers. NASW promotes the profession of social work and social workers and
advocates for sound social policies that improve well-being for individuals,
families, and communities. Dr. McClain previously served as Commissioner
for the Massachusetts Department of Children and Families for 6 years,
a position appointed by Governor Deval Patrick. While there, he oversaw a
budget of $850 million and a workforce of 3,500 employees to address re-
ports of abuse and neglect for the state’s most vulnerable children, partnering
with families to help them better nurture and protect their children.

Susan Scrimshaw, Ph.D., M.A., is currently the president of The Sage
Colleges in Troy, New York. Prior to her appointment as president of
The Sage Colleges, Dr. Scrimshaw was president of Simmons College in
Boston, Massachusetts. She was dean of the School of Public Health,
and professor of community health sciences and of anthropology at the
University of Illinois at Chicago (UIC) from 1994 through June 2006.
Prior to becoming dean at UIC in 1994, she was associate dean of public
health and professor of public health and anthropology at the University
of California, Los Angeles. Dr. Scrimshaw is a graduate of Barnard College
and obtained her M.A. and Ph.D. in anthropology from Columbia Uni-
versity. Her research includes community participatory research methods,
addressing health disparities, improving pregnancy outcomes, violence pre-
vention, health literacy, and culturally appropriate delivery of health care.
She is a member of the National Academy of Medicine, where she has been
elected a member of the governing council and serves on the Committee
on Science, Engineering, and Public Policy (COSEPUP), a joint unit of the
National Academy of Sciences, the National Academy of Engineering, and
the National Academy of Medicine. She is also a fellow of the American
Association for the Advancement of Science, the American Anthropological
Association, and the Institute of Medicine of Chicago. While in Chicago,
Dr. Scrimshaw was an appointed member of the Chicago Board of Health
and Illinois State Board of Health. She chaired the Institute of Medicine
(IOM) Committee on Communication for Behavior Change in the 21st
Century: Improving the Health of Diverse Populations, and served as a
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member of the IOM Committee on Health Literacy. She is a past president
of the board of directors of the U.S.-Mexico Foundation for Science, former
chair of the Association of Schools of Public Health, and past president
of the Society for Medical Anthropology. Her honors and awards include
the Margaret Mead Award, a Hero of Public Health gold medal awarded
by President Vicente Fox of Mexico, the UIC Mentor of the Year Award
in 2002, and the Chicago Community Clinic Visionary Award in 2003.

Sara Willems, M.A., Ph.D., received a master’s in health promotion (1999)
and a Ph.D. in medical sciences (2005) from Ghent University (Belgium).
Since 2005 she coordinates the research group “Inequity in health and
primary health care.” In 2011 she was appointed as the first professor in
health equity at Ghent University. Her research activities focus on the social
gradient in medical health care use, the accessibility of the Belgian health
care system, the role of primary health care in tackling health inequity,
and the link between social capital and health (inequity). She developed a
special interest in the use of qualitative research methods. Dr. Willems is
the author of chapters in several books and wrote articles in several peer-
reviewed journals. She is (co-)author of several research reports for the
federal and local authorities. She is involved in the medical curriculum and
in the master program on health promotion at Ghent University where she
teaches on social inequity, and health and society. She is also involved in the
design and implementation of several community health projects in Ghent
and is the chief executive officer of a community health center in one of the
deprived areas in Ghent.

Shanita D. Williams, Ph.D., M.P.H., APRN, is chief of the Nursing Edu-
cation and Practice Branch in the Division of Nursing and Public Health,
Bureau of Health Workforce at HRSA. As branch chief, Dr. Williams leads
the Division of Nursing and Public Health’s investments in two key areas—
the Nursing Workforce Diversity (NWD) Program, which supports projects
that incorporate the social determinants into evidence-based strategies to
increase nursing workforce diversity, and the Nurse Education, Practice,
Quality and Retention (NEPQR) Program, which supports interprofes-
sional collaborative practice models that include diverse interprofessional
teams composed of nurses and other health professionals. Dr. Williams
is a member of the National Academies of Sciences, Engineering, and
Medicine’s Global Forum on Innovation in Health Professional Education
and a member of the National Advisory Committee for the Robert Wood
Johnson Foundation’s Future of Nursing Scholars Program. She is a family
nurse practitioner and social epidemiologist; received her bachelor’s and
master’s degrees in nursing from the University of South Carolina in Co-
lumbia; her Ph.D. in nursing from Georgia State University in Atlanta; and
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an M.P.H. degree from the Johns Hopkins School of Hygiene and Public
Health in Baltimore, Maryland. Dr. Williams completed postdoctoral train-
ing as a Cancer Prevention Fellow at the National Cancer Institute (NCI)
in Bethesda, Maryland, in the Division of Cancer Control and Populations
Sciences, Surveillance Research Program. Dr. Williams has received an NCI
Fellow’s Merit Award and Minority Scholar Awards for Cancer Research
from the American Association for Cancer Research (AACR). Dr. Williams
is also a National Institute on Minority Health and Health Disparities
(NIMHD) Research Scholar.
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Sandra D. Lane, Ph.D., M.P.H. (Chair), Laura J. and L. Douglas Meredith
Professor of teaching excellence, is a professor of public health and anthro-
pology at Syracuse University and a research professor in the Department
of Obstetrics and Gynecology at Upstate Medical University. She received
her Ph.D. in medical anthropology from the joint program at the Univer-
sity of California, San Francisco (UCSF), and the University of California,
Berkeley (UC Berkeley), and an M.P.H. in epidemiology from UC Berkeley.
Her research focuses on the impact of racial, ethnic, and gender disadvan-
tage on maternal, child, and family health in urban areas of the United
States and the Middle East. In addition to the Meredith award, she received
the Carl E Wittke Award for Distinguished Undergraduate Teaching and
the John S. Diekhoff Award for Distinguished Graduate Teaching, both at
Case Western Reserve University. Dr. Lane has developed a model that links
the community-participatory analysis of public policy with pedagogy, called
CARE (Community Action Research and Education). Her CARE projects
include food deserts in Syracuse, lead poisoning in rental property, health
of the uninsured, and her current project on neighborhood trauma and
gun violence. Her CARE publications since joining the Syracuse University
faculty have included as co-authors 5 community members, 10 graduate
students, and 11 undergrads. Prior to joining Syracuse University, Dr. Lane
was the founding director of Syracuse Healthy Start, an infant mortality
prevention program, in Syracuse, New York. With Dr. Richard Aubry
she developed an intervention for screening and treating pregnant women
for bacterial vaginosis that was associated with a 50 percent reduction
in premature births in Syracuse (“Evaluation of Syracuse Healthy Start’s

147

Copyright © National Academy of Sciences. All rights reserved.



A Framework for Educating Health Professionals to Address the Social Determinants of Health

148 A FRAMEWORK FOR EDUCATING HEALTH PROFESSIONALS

program for abnormal flora screening, treatment, and rescreening among
pregnant women, Syracuse, New York, 2000-2002,” (2011) Maternal and
Child Health Journal, 15(7):1020-1028.) She led a community-wide health
literacy initiative that resulted in a 75 percent reduction of post neonatal
deaths among women who had not graduated from high school. (“Parental
Literacy and Infant Health: An Evidence-Based Healthy Start Intervention,”
(2006) Health Promotion Practice, 7(1):95-102.) She secured grant funding
to support the development of the Onondaga County Child Fatality Review
Team and served as a member from 1997-2004. She has also been a con-
sultant to WHO for operational research on tuberculosis, United Nations
Population Fund (UNFPA) and UNICEF for Rapid Assessment Procedures,
and the Joint Commission on the Accreditation of Healthcare Organiza-
tions (JCAHO) for qualitative methods in hospital evaluation. From 1988-
1992, she was the Child Survival, Reproductive Health and Population
Program Officer, in the Ford Foundation’s Cairo, Egypt, field office, with
grant-making responsibility for Egypt, Jordan, Lebanon, Sudan, the West
Bank and Gaza, and Yemen.

Jorge Delva, Ph.D., M.S.W., a native of Chile, is professor of social work
and associate dean, School of Social Work at the University of Michigan.
He conducts research focusing on addressing and reducing health disparities
and helping improve the lives of low-income and racial and ethnic minority
populations. His research began in Honolulu two decades ago where he
worked on Substance Abuse and Mental Health Services Administration
(SAMHSA)-funded projects aimed at improving the health and mental health
of Asian and Pacific Islander children and their families. His more recent
state and National Institutes of Health (NIH)-funded projects show his dedi-
cation to combating health disparities. His work has served to advance the
substance abuse field’s understanding of psychosocial-cultural mechanisms
associated with substance using behaviors among Hispanic/Latino, African
American, and American Indians of lower socioeconomic position in the
United States and with disadvantaged populations in Latin America.

Julian Fisher, M.Sc., M.ILH., is an experienced policy advisor specializing in
public health and the environment. Work experience in a diverse range of
professional environments and geographical locations, covering Antarctica,
Europe, Falkland Islands, Saudi Arabia, South Africa, and Tanzania within
various sectors and organizations, including international public health
policy and advocacy, health profession (federation) management, under-
graduate and post-graduate education, both classroom and Web based.
Currently based at the Medical School Hannover working in a consultancy
cooperation with the World Health Organization (WHO). Dr. Fisher earned
his B.D.S. (dentistry) from Birmingham University in 19835, his M.Sc. (HIV/
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AIDS) from Stellenbosch University in 2002, and his M.I.H. (international
health) from Charite University in 2006.

Bianca Frogner, Ph.D., is an associate professor in the Department of
Family Medicine and director of the Center for Health Workforce Stud-
ies in the School of Medicine at the University of Washington (UW). Dr.
Frogner is an NIH-trained health economist with expertise in health work-
force, labor economics, health spending, health insurance coverage and
reimbursement, international health systems, and welfare reform. She has
published in leading health care journals such as Health Affairs and Health
Services Research and Medical Care. Dr. Frogner has been funded by the
National Institute of Mental Health, Centers for Disease Control and
Prevention, and Health Resources and Services Administration (HRSA).
Prior to joining UW, Dr. Frogner was an assistant professor in the Health
Services Management and Leadership Department in the Milken Institute
School of Public Health at The George Washington University (GW) from
2009 to 2015. At GW, she was the deputy director of the Health Workforce
Research Center. Dr. Frogner completed a post-doctoral fellow at the Uni-
versity of Illinois at Chicago School of Public Health in 2009. Dr. Frogner
received her Ph.D. in health economics at the Johns Hopkins Bloomberg
School of Public Health in 2008. She received her B.A. at the University of
California, Berkeley, in molecular and cell biology in 2001.

Cara V. James, Ph.D., is the director of the Office of Minority Health at the
Centers for Medicare & Medicaid Services (CMS). Prior to joining the Office
of Minority Health at CMS, Dr. James was the director of the Disparities
Policy Project and the director of the Barbara Jordan Health Policy Scholars
Program at the Henry J. Kaiser Family Foundation, where she was respon-
sible for addressing a broad array of health and access to care issues for
racial and ethnic minorities and other underserved populations, including the
potential impact of the Patient Protection and Affordable Care Act, analyses
of state-level disparities in health and access to care, and disparities in access
to care among individuals living in health professional shortage areas. Prior
to joining the staff at Kaiser, she worked at Harvard University and The
Picker Institute. Dr. James is a member of the National Academies of Sci-
ences, Engineering, and Medicine’s Roundtable on the Promotion of Health
Equity and the Elimination of Health Disparities and has served on several
Institute of Medicine (IOM) committees, including the Committee on Lead-
ing Health Indicators for Healthy People 2020. She has published several
peer-reviewed articles and other publications, and was a co-author for one
of the background chapters for the IOM report Unequal Treatment: Con-
fronting Racial and Ethnic Disparities in Health Care. Dr. James received her
Ph.D. in health policy and her A.B. in psychology from Harvard University.
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Malual Mabur, M.B.B.S., is a graduate of a medical school in Khartoum,
Sudan. He obtained his master’s degree in Tropical Medicine and Interna-
tional Health from University of London in the United Kingdom. Dr. Mabur
received his post-graduate diploma in Tropical Medicine and Hygiene from
the Royal College of Physicians of London. He moved to the United States
in 2010 and is preparing to sit for the United States Medical Licensing
Exam. He has worked in different fields oversees and within the United
States. He currently works as Health Promotion Specialist and Community
Health Outreach Worker with the City of Portland, Maine. His work is
focused on serving the access and navigation needs of the Arabic speak-
ing communities in Portland. Dr. Mabur’s position is funded by an HRSA,
Nurse Education, Practice, Quality and Retention (NEPQR) grant admin-
istered by the University of New England and also through CHANNELS
(Community, Health, Access, Network, Navigate, Education, Leadership,
and Service), which aims to improve immigrant and refugee health in Maine
through innovations in team-based care.

Laura Magaiia Valladares, Ph.D., has a bachelor’s degree in education,
a master’s degree in educational technology, and a Ph.D. in educational
administration from Gallaudet University in Washington, DC. She is a cer-
tified trainer in the cognitive programs of the Hadassah-Wizo-Canada Re-
search Institute of Israel. Dr. Magafia has more than 30 years dedicated to
higher education in public and private universities in Mexico; educational
organizations in United States; United Nations programs and nongovern-
mental organizations in Central America and Europe. Among her multiple
positions are the following: Advisers’ Coordinator in the Special Education
Department of Mexico State; Educational Consultant for UNICEF; Dean of
the School of Education University of the Americas; Executive Director
of the Mexican-American Institute of Cultural Affairs; Consultant for the
International Educational Programs, Denmark Government; General Aca-
demic Coordinator, Anahuac University; Educational Consultant, Easter
Seals, Michigan, USA; Dean, School of Education and Human Develop-
ment, La Salle University. She has also been a teacher, trainer, and lecturer
in diverse forums in national and foreign universities. For the past 10 years
she has been the academic dean of the National Institute of Public Health in
Mexico leading the most important educational and technological innova-
tion of the school in its 92 years of existence having a regional impact. Her
research interest is in learning environments and the use of technology in
education. She is member of the National System of Researchers of Mexico
(SNI) and the State System of Researchers (SEI). Dr. Magafa is an active
member in community educational organizations such as the Mexican As-
sociation for the gifted and talented; The International Net for the Educa-
tion of the deaf person; board member of the College of Arts and Sciences
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at Oakland University; Executive board member of Troped; Active member
of the International Advisory Committee (IAC) of Public Health Global
and President of the Capacity Building Committee Global Evaluation and
Monitoring Network for Health (GEMNet), among others.

Spero M. Manson, Ph.D. (Pembina Chippewa), a medical anthropologist
and professor of psychiatry, heads the American Indian and Alaska Native
Programs at the University of Colorado at Denver and Health Sciences
Center. His programs include 9 national centers, totaling $65 million in
sponsored activities which entail research, program development, and train-
ing among 102 Native communities, spanning rural, reservation, urban, and
village settings. Dr. Manson has published 160 articles on the assessment,
epidemiology, treatment, and prevention of physical, alcohol, drug, as well
as mental health problems in this special population. A member of the
National Academy of Medicine (NAM), he has received numerous awards,
including three Distinguished Service Awards from the Indian Health Ser-
vices (IHS) (1985, 1996, 2004), the prestigious Rema Lapouse Mental
Health Epidemiology Award from the American Public Health Association
(APHA) (1998), two Distinguished Mentor Awards from the Gerontologi-
cal Society of America (2006, 2007), the Herbert W. Nickens Award from
the Association of American Medical Colleges (AAMC) (2006), and the
George Foster Award for Excellence from the Society for Medical Anthro-
pology (2006). Dr. Manson received his Ph.D. in anthropology from the
University of Minnesota.

Adewale Troutman, M.D., M.P.H., CPH, is professor and associate dean
for Health Equity and Community Engagement at the University of South
Florida. He has an M.D. from New Jersey Medical School, a master’s in
public health from Columbia University, master’s in Black studies from the
State University of New York in Albany, and as of October 2009, board
certification from the National Board of Public Health Examiners. He is a
residency trained family physician graduating from residency at the Medical
University of South Carolina. His career has included clinical emergency
medicine, hospital administration, academic, and public health practice. He
served as an associate professor in the University of Louisville’s School of
Public Health and Information Sciences while directing the Metro Louisville
Department of Public Health and Wellness. His experience includes special
consultancies with WHO in Thailand and Japan, health assessment mis-
sions in Angola, Jamaica, and Zaire and training in India and Austria. His
commitment to justice has evolved into his nationally recognized efforts
to create health equity and the supremacy of the social determinants of
health, the founding of the first Center for Health Equity at a local health
department and the creation of the Mayors Healthy Hometown Movement.
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He is also credited with the passage of one of the strongest antismoking
ordinances in the country. Dr. Troutman serves a member or past member
of the National Board of Public Health Examiners, the Academy for Health
Equity, the Health and Human Services Secretary’s Advisory Committee on
Health Promotion Disease Prevention Healthy People 2020, the Health and
Human Services Secretary’s Advisory Committee on Infant Mortality, the
Board of Directors of Public Health Law and Policy, the Executive Board
of the American Public Health Association the African American Heritage
Center, and the National Association of County and City Health Officers.

Antonia M. Villarruel, Ph.D., R.N., FAAN, is professor and the Margaret
Bond Simon Dean of Nursing at the University of Pennsylvania School of
Nursing. Internationally renowned for her leadership in policy, practice,
and research, Dr. Villarruel is a former board member of the American
Academy of Nursing (AAN) and was elected to the NAM in 2007. Prior to
becoming dean, Dr. Villarruel was a professor, the Nola J. Pender Collegiate
Chair and the associate dean for research and global affairs at the Univer-
sity of Michigan School of Nursing. She also held a joint faculty appoint-
ment in the School of Public Health and was director of the school’s WHO
Collaborating Center for Research and Clinical Training in Health Promo-
tion Nursing. She led interdisciplinary and multi-school strategic planning
processes to help the University of Michigan integrate the research, educa-
tion, practice and global missions of the school, the health system and the
university. Her efforts to support nursing faculty in developing research
programs led to a steady increase in funding from the NIH. Among her
national leadership roles, Dr. Villarruel is a former board member of the
AAN, a board member of the National Academies of Sciences, Engineering,
and Medicine’s Board on Population Health and Public Health Practice,
and co-chair of the Academies’ Roundtable on the Promotion of Health
Equity and the Elimination of Health Disparities. She received her Ph.D. in
nursing from Wayne State University.

National Academies of Sciences, Engineering, and Medicine Staff

Patricia A. Cuff, M.S., R.D., M.P.H., is a senior program officer for the
Board on Global Health within the health and medicine division of the Na-
tional Academies of Sciences, Engineering, and Medicine. Her primary role
is the director of the Global Forum on Innovation in Health Professional
Education. She is co-directing the study on clinical trials during the 2014-
2015 Ebola outbreak and was the Country Liaison to the Uganda National
Academy of Sciences, where she worked for 11 years with African academy
staff and members in developing their capacity to provide evidence-based
science advice to their governments and to their nations. Prior to her role
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with the African academies, she was the study director for the Committee
on the Options for Overseas Placement of U.S. Health Professionals and
with the Board on Neuroscience and Behavioral Health. Ms. Cuff joined the
Academies staff to work on the report Microbial Threats to Health: Emer-
gence, Detection, and Response under the Board on Global Health. Before
coming to Washington, DC, Ms. Cuff worked at St. Luke’s-Roosevelt Hos-
pital Center in New York City in the field of HIV-nutrition as a counselor,
researcher, and lecturer on topics of adult and pediatric HIV. She received
an M.S. in Nutrition and an M.P.H. in Population and Family Health from
Columbia University, and performed her undergraduate studies at the Uni-
versity of Connecticut.

Megan M. Perez is a research associate (RA) with the Board on Global
Health of the National Academies of Sciences, Engineering, and Medicine.
She began her tenure with the Institute of Medicine (IOM) in June 2011
as a senior program assistant, and later a research assistant, for the Forum
on Global Violence Prevention. There, she worked on activities related to
communications and technology for violence prevention, the contagion of
violence, the evidence for violence prevention, and elder abuse and its pre-
vention. In December 2012, Ms. Perez began working for the Global Forum
on Innovation in Health Professional Education (HPE). On this project,
she works on activities related to HPE, such as interprofessional education
and community-engaged HPE. She worked on the IOM report Measuring
the Impact of Interprofessional Education on Collaborative Practice and
Patient Outcomes. Ms. Perez is also a volunteer and volunteer coordinator
with the Academies’ Job Squad, which works with unemployed or under-
employed clients on their resumes, cover letters, and job applications. She
graduated in May 2011 from the College of Arts and Sciences at Boston
College. She has a B.A. with a major in political science and a minor in
faith, peace, and justice.

Bridget Callaghan is a research assistant with the Board on Global Health
of the National Academies of Sciences, Engineering, and Medicine, where
she works with the Global Forum on Innovation in Health Professional
Education (Global Forum). Ms. Callaghan first came to the IOM in Janu-
ary 20135 as a senior program assistant for the Global Forum. In 2014, Ms.
Callaghan received her B.S. in Community & Nonprofit Leadership and
her B.A. in U.S. history from the University of Wisconsin—-Madison. She
also received minor degrees in environmental studies and American Indian
studies. At Wisconsin, Ms. Callaghan conducted community-based research
projects concerning food justice and community nutrition education in col-
laboration with the Gaylord Nelson Institute for Environmental Studies.
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Patrick W. Kelley, M.D., Dr.P.H., joined the Institute of Medicine (IOM) in
July 2003 as the director of the Board on Global Health. He has subsequently
also been appointed the director of the Board on African Science Academy
Development. Dr. Kelley has overseen a portfolio of IOM expert consensus
studies and convening activities on subjects as wide ranging as the evalua-
tion of the President’s Emergency Plan for AIDS Relief (PEPFAR), the U.S.
commitment to global health, sustainable surveillance for zoonotic infec-
tions, cardiovascular disease prevention in low- and middle-income countries,
interpersonal violence prevention in low- and middle-income countries, and
microbial threats to health. He also directs a unique capacity-building ef-
fort, the African Science Academy Development Initiative, which over ten
years aims to strengthen the capacity of eight African academies to provide
independent, evidence-based advice their governments on scientific matters.
Prior to joining the Academies Dr. Kelley served in the U.S. Army for more
than 23 years as a physician, residency director, epidemiologist, and program
manager. In his last U.S. Department of Defense (DoD) position, Dr. Kelley
founded and directed the DoD Global Emerging Infections Surveillance and
Response System (DoD-GEIS). This responsibility entailed managing sur-
veillance and capacity-building partnerships with numerous elements of the
federal government and with health ministries in more than 45 developing
countries. He also founded the DoD Accession Medical Standards Analysis
and Research Activity. Dr. Kelley is an experienced communicator, having
lectured in English or Spanish in more than 20 countries. He has published
more than 70 scholarly papers, book chapters, and monographs. Dr. Kelley
obtained his M.D. from the University of Virginia and his Dr.P.H. in epide-
miology from the Johns Hopkins School of Hygiene and Public Health. He
is also board certified in Preventive Medicine and Public Health.
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