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EXECUTIVE SUMMARY

Introduction

A significant body of evidence has emerged on how the circumstances in which people are born, grow,
live, work, and age impact health. The distribution of money, power, and resources—influenced by a
range of global, national, and local policy choices—shape these social determinants of health (SDoH).
Socially stratifying forces, such as place of residence, race, ethnicity, culture, language, occupation,
gender, religion, education, and socioeconomic status further drive inequities across populations.

Social factors and other structural determinants of health inequities—including the socioeconomic and
political context and the social status of individuals and groups—affect access to, and delivery and
outcomes of health care. To deliver relevant, quality care effectively and equitably, the health care
workforce—including health professionals, planners, health managers, and community health workers—
must understand the complex factors that impact patients and communities and must possess
competencies to mitigate the negative effects of these factors.

This literature review is a part of Activity |10 of the Local Health System Sustainability (LHSS) project,
and seeks to identify, analyze, and document successful efforts to integrate SDoH into health workforce
education, training, and service delivery in low- and middle-income countries (LMIC).

Objectives
This literature review had two objectives:

I. To determine the range of evidence describing education approaches and tools for integrating
SDoH in pre- and in-service health workforce education, clinical training, and service delivery,
and the impact of those approaches and tools on quality of care and health equity for
underserved or marginalized communities.

2. To determine what SDoH competencies are reflected in accreditation and/or quality assurance
standards for health workforce education and service delivery, and how implementation is
monitored and evaluated.

Methods

The research team applied two literature review methods to accomplish the research objectives: a
scoping review to achieve Objective |, and a traditional review of the literature for Objective 2. The
traditional review also included searching relevant websites of USAID’s LHSS priority countries.

The scoping review sought to map the breadth of the literature on SDoH and health workforce
education, and to identify key concepts, evidence gaps, and evidence to inform best practices for
integrating SDoH into health workforce education and practice. It sought to answer the following
research questions:

I. How are SDoH and related competencies described within medical, nursing, and other clinical
health workforce pre- and in-service education and clinical training programs?

2. What health workforce education approaches support the implementation of SDoH and with
what effects for quality of care and health equity for the communities that students serve?!

3. What interventions assist health workers to identify SDoH-related barriers and mitigate their
effect on quality of care and health equity in medically underserved populations?
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The traditional review focused on the following research questions:

I.  What SDoH competencies are evident in accreditation of and/or quality assurance standards for
health workforce education?

2. How do accreditation and/or quality assurance authorities monitor and evaluate the
implementation of standards associated with SDoH in LMIC?

The scoping review focused on LMICs. However, due to the lack of relevant articles about SDoH and
health workforce education in LMIC, researchers included in the review articles about high-income
countries (HICs) that they judged to be highly relevant for LMIC contexts. After screening, researchers
analyzed 54 articles; 56 percent were about HIC, 39 percent about LMIC, and 6 percent did not specify
a country or region.

Most of the articles about HICs focused on interventions in urban settings, while studies in LMIC were
more evenly distributed across rural and urban settings. Varying study methods were evenly distributed
across the country income categories. Studies describing program development and evaluation were the
most frequent across both income categories. Articles identified nine categories of health workers, with
physicians identified the most frequently, followed by nurses and midwives, community health workers,
unspecified health care workers, public health practitioners, accelerated medically trained clinicians,
dentists, and social workers. Almost 50 percent of the desired outcomes of the SDoH education and
training interventions focused on providing a general understanding of SDoH including learning about
terminology, elements of SDoH, and concepts and competencies relevant to SDoH.

Findings

There are significant gaps in knowledge related to the integration of SDoH into health workforce
education and training, accreditation and quality assurance standards, and service delivery. Critically, the
review revealed a lack of shared understanding of and approaches to addressing SDoH. There
is not yet consensus on SDoH terminology, exactly what is considered a SDoH, how to mitigate the
negative effects of SDoH, and the role(s) of different health sector actors in addressing those effects or
the social determinants themselves. There are no global or general agreements on core SDoH
competencies for pre-service health workforce education, in-service training, or continued professional
development in HICs or LMIC. The terms associated with SDoH are often unclear and therefore
interpreted and applied differently. The resulting array of models, approaches, and theories creates
ambiguity around addressing individual or multiple SDoH and who should be involved. This lack of
consensus may hinder effective research, practice, and analysis, and mislead policy makers, planners,
program designers, and health workers.

The scoping review (supporting Objective |) found a lack of articles on how SDoH are
incorporated into the education and training of the clinical health workforce, particularly in
LMIC. Most of the literature on SDoH education, training, and service delivery interventions comes
from HICs, and North America in particular. Most of the analyzed articles emphasized the need to
address SDoH and described education, training, and screening for SDoH, and interventions to address
specific conditions. In most articles, however, there is a limited description of the exact competencies
being developed or required to implement SDoH-related interventions.

Of the included studies, most focused on pre-service education in medicine. While learning objectives
did not explicitly focus on SDoH, some studies described education programs in which learners spend
up to half of their clinical learning time in poor rural communities and work with communities to
address SDoH.

Additionally, the review identified interventions, largely from lower income, lower middle
income and some from higher income countries, that assist health workers to identify
SDoH-related barriers and mitigate their effect on quality of care and health equity in medically
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underserved populations. The articles identify interventions at systems and community levels,
organizational levels, and at the level of patients and providers. At systems and community levels,
interventions included sustained community engagement and intersectoral action and data collection and
sharing to support evidence-based decision-making. At the organizational level, strategies (mostly
community-based) included context-specific design and alignment with population needs and using
clinical experiences and research to bring attention to the health impacts of socioeconomic challenges
and advocate for policy changes.

At the level of patients and providers, the review revealed that SDoH screening tools are
increasingly being used in HICs by health workers serving in areas including immigrant and refugee
health, poor urban communities, Indigenous communities, and community-oriented primary care. Using
screening tools improved social conditions for patients and their families, while outcomes for health care
workers included lighter workloads. There may be ethical concerns about using SDoH screening tools if
service availability, accessibility, and acceptability is in question or if clinicians/staff do not have the
resources or competencies to address difficult challenges such as domestic violence.

The traditional literature review (supporting Objective 2) found limited information on
accreditation and quality assurance standards or monitoring that specifically referred to SDoH
competencies in LMIC or HICs. The global literature on accreditation and its impact is limited,
particularly in LMIC. In medical education, many LMIC use global standards such as those from the
World Federation of Medical Education (WFME). These standards only provide a general reference to
incorporating SDoH into health workforce education and training, and the language is vague. However,
several global professional associations are beginning to incorporate SDoH into their professional
standards and some LMICs are developing competency-based standards that include SDoH.

Main Recommendations

To better integrate SDoH into health workforce education and training, accreditation, and quality
assurance standards, and to better address its negative effects through service delivery, the review
makes six main recommendations.

e Engage key stakeholders to identify SDoH-related challenges and to develop interventions.

e Develop clarity around terms, roles, and intervention objectives. If there are no agreed-
upon global terms, those designing interventions should work with key stakeholders (including
potential beneficiaries of interventions) to clarify what is meant by each term and to delineate
realistic goals and objectives for interventions.

¢ Incorporate SDoH considerations into equity-focused and quality-of-care efforts,
processes, and standards. It requires a deliberate focus on SDoH and the context patients and
communities live in, and additional research to identify and design interventions likely to optimize
resource use while improving equity and quality of care for vulnerable populations.

e Conduct additional research on the health workforce competencies required to
mitigate the negative effects of SDoH—what methods and approaches work, how they work,
and in what context. This research should inform the design of health workforce education
programs which produce a workforce with the competencies required to meet evolving needs of
the health systems and populations they serve, including those related to mitigating the effects of
SDoH.

e Develop consensus on core SDoH-related competencies to help guide curriculum
development and quality assurance efforts.

e Invest in improving the capacities of health workers already in practice and health
institutions to address and/or mitigate the effects of SDoH in order to optimize resource allocation
in the provision of more equitable and higher quality care.
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. INTRODUCTION

Since the release of the World Health Organization (WHO) report by the Commission on the Social
Determinants of Health (CSDH) in 2008, a significant body of evidence has emerged on how the social
determinants of health (SDoH)—the conditions in which people are born, grow, live, work, and age—
impact health (WHO n.d.). Social forces such as place of residence, education, employment, race,
ethnicity, gender, and other structural determinants (e.g., socioeconomic and political contexts) drive

inequities across populations and affect health care equity, quality, and outcomes (Crear-Perry et al.
2021; Plamondon et al. 2020).

The WHO Statement on Health in All Policies (WHO 2014) and the 2015 Sustainable Development Goals
(SDGs) raised awareness about the need for multisectoral action to improve health equity and
outcomes. In the ensuing decade, public health policies in high-, middle-, and low-income countries have
sought to address SDoH with varying degrees of success (Donkin et al. 2018). However, there is a lack
of solid evidence on what, how, and in what context interventions work. Consequently, broad public
health measures have been less effective at reducing inequities than hoped for (Frank et al. 2020).

While public health and cross-sectoral policy-level interventions such as improving access to health care,
education, housing, water, and sanitation are essential, social and economic factors affect health care
delivery and outcomes (Crear-Perry et al. 2021). To effectively and equitably deliver relevant, quality
care, the workforce (including health educators, health care providers, planners, health managers, and
accreditation bodies) must understand the complex factors that impact patients and communities;
possess competencies to reduce negative effects of these factors; and develop health workforce
education, training, quality assurance, and accreditation policies that respond to these factors (Allen et
al. 201 I; Solar and Irwin 2010).

Education institutions such as universities, vocational training institutes, and organizations responsible
for continuous professional development also play a role in addressing health inequities. The global
mismatch between health workforce education outcomes (location of and competency to practice) and
communities’ health priorities and health service needs is well documented (Mwakigonja 2016; Knaul et
al. 2012). Evidence is emerging that socially accountable health workforce education positively affects the
distribution, availability and performance of health professionals when that education seeks to align
strategies and curricula (identified in collaboration with key stakeholders) with local needs and contexts,
(WHO 2013; WHO 2016; WHO, 2017). Strategies associated with social accountability include
curricula incorporating local priority health issues and SDoH, significant amounts of training taking place
in primary care and underserved settings, recruitment of students from marginalized communities, team-
oriented training, and sustained and meaningful intersectoral partnerships including with underserved
communities (WHO, 2017).

Health workforce education institutions are increasingly incorporating SDoH-related content into their
education programs and emphasizing principles and strategies for transformative learning. Strategies
such as community engagement, community-based education, and service learning in diverse settings
(e.g., remote and rural communities) aim to align education outcomes with community needs and
ultimately to increase access to quality care for underserved and marginalized or medically disadvantaged
populations. Similarly, there is emerging evidence of transformation of education institutions (in both
high- and middle-income countries) adopting “socially accountable,” “social mission,” “social compact,”
or “community engagement” oriented strategies. Through curriculum development and collaboration
with communities in the design and implementation of activities with both educational and community
health benefits, such education efforts prioritize and address the health and social needs of the
communities providers serve (WHO 2013; 201 6b; Palsdéttir et al. 2016).

¢
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Whether aimed at changing the behavior of individuals or population groups, interventions related to
SDoH are highly context-driven and influenced by a range of psychological, historical, social, cultural, and
political factors. Without the competencies to identify, mitigate, and address conditions that result from
or are aggravated by social factors in service delivery settings, health care providers risk misdiagnosing,
mistreating, or developing inappropriate treatment plans for patients (Holmes et al. 2020; Andermann
2016; Westergaard et al. 2019; Fitzgerald and Hurst 2017; Pereda and Montoya 2018). Such SDoH-
related competencies, including awareness of one’s own bias and stereotyping, are key to improving the
quality and equity of care (Marcelin et al. 2019; Tilburt 2010).

For example, increasingly SDoH-related interventions are integrated into addressing complex challenges
such as HIV/AIDS. Some such interventions target structural or environmental factors (defined by Sipe
et al. as being distal to addressing the infection). Interventions might include microfinance opportunities
for sex workers or advocacy to reduce societal homophobia (Sipe et al. 2017). SDoH-related
interventions might also focus on particularly vulnerable groups such as adolescent girls and young
women, a group that PEPFAR’s Determined, Resilient, Empowered, AlIDS-free Mentored, and Safe
(DREAMS) program targets. To identify particularly vulnerable girls and young women to enroll in
DREAMS, implementers used screening tools that looked at SDoH such as if the girls and young women
were in school, were falling behind in school, had multiple sex partners, or had children. Effective
DREAMS interventions include regular meetings to build confidence, mentoring and peer support,
education support, and curricula on violence prevention (Fleischman 2021).

Within the domain of maternal health care, the availability of transportation and the provision of
equitable and respectful care can affect whether women choose to deliver at a health care facility and
thereby health outcomes. Shakibazadeh et al. identified 12 domains of respectful maternity care including
being free from harm and mistreatment, maintaining privacy and confidentiality, preserving women’s
dignity, engaging with effective communication, and respecting women’s choices. Thus, interventions
addressing such diverse factors can contribute to reducing maternal mortality (Shimoda et al. 2018;
Shakibazadeh et al. 2018).

USAID’s new Vision for Health System Strengthening 2030 emphasizes USAID’s systems-thinking and
outcome-orientation and its cross-cutting approaches, including a focus on social and behavior change
and cross-sectoral linkages that are at the heart of addressing SDoH. Engaging with stakeholders in
defining problems and interventions is another key element of USAID’s Vision that aligns well with the
findings of this literature review (USAID 2021).

Led by Abt Associates and awarded under the USAID Integrated Health Systems Indefinite Delivery
Indefinite Quantity (IDIQ), the Local Health System Sustainability Project (LHSS) helps low- and middle-
income countries (LMIC) transition to sustainable, self-financed health systems to support access to
universal health coverage. The project works with partner countries and local stakeholders to reduce
financial barriers to care and treatment, ensure equitable access to essential health services, and
improve the quality of health services. This review is a part of Core Activity 10 of LHSS, and seeks to
identify, analyze, and document successful efforts to integrate SDoH into health workforce education,
training, and service delivery in LMIC. This literature review explores the design, delivery, and
institutional practices in the integration of SDoH-related competencies into health workforce education,
in-service and continuous professional development, and service delivery in LMIC and how that
integration contributes to improved quality of care and more-equitable health outcomes. It also
examines efforts to integrate SDoH-related standards into accreditation and quality assurance
mechanisms in LMIC.
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2. CONCEPTUAL APPROACH

LHSS used the globally accepted Conceptual Framework for Action on the Social Determinants of
Health as the underlying conceptual framework for this literature review. Developed by the WHO
CSDH, the framework stresses the importance of understanding how a country’s socioeconomic,
cultural, and political contexts shape the health of its individuals and populations, and how the health
system itself is a SDoH. This broad and systems-oriented approach shaped the LHSS team’s scoping
approach, search strategy, research questions, and analysis. Our review and coding of articles paid
particular attention to descriptions of whether and how the health system and social context shaped
interventions and excluded articles that only described a narrow course or training focusing on one
specific competency such as advocacy skills or a narrow, disease-specific intervention.

A framework for educating health professionals to address SDoH developed by an expert committee of
the National Academies of Sciences, Engineering, and Medicine (NASEM) also shaped the literature
review (National Academies of Sciences 2016). Using the CSDH framework as a basis, NASEM put
lifelong learning at the center of its framework and included pre-service, in-service, and continued
professional development. The NASEM framework is built around three domains (education,
community, and organization) that helped guide the inclusion, coding, and analysis of articles in our
review. For example, instead of focusing on curricular interventions, our review also identified
institutional strategies such as community engagement that did or had the potential to influence whether
and how students in health care programs attained SDoH-related competencies. Our review also looked
at if and how facility-level organizational strategies reflected SDoH considerations.
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3. METHODS

The purpose of this literature review is to describe efforts to integrate SDoH competencies in the
domains of health workforce education and training, service delivery, quality assurance, and
accreditation standards, and their impact on quality of care and health services in LMIC.

3.  RESEARCH OBJECTIVES AND RESEARCH QUESTIONS

The authors developed two research objectives and associated research questions to facilitate the
review and synthesis of information. As the literature review progressed, we iteratively refined and then
reduced the number of research questions associated with each objective.

Objective |. To determine the range of evidence describing education approaches and tools for
integrating SDoH in pre- and in-service health workforce education, clinical training, and service
delivery, and the impact of those approaches and tools on quality of care and health equity for
underserved or marginalized communities.

I. How are SDoH and related competencies described within medical, nursing, and other clinical
health workforce pre- and in-service education and clinical training programs?

2. What health workforce education approaches support the implementation of SDoH and with
what effects for quality of care and health equity for the communities that students serve?

3. What interventions assist health workers to identify SDoH-related barriers and mitigate their
effect on quality of care and health equity in medically underserved populations?

Objective 2. To determine what SDoH competencies are reflected in accreditation and/or quality
assurance standards for health workforce education and service delivery, and how implementation is
monitored and evaluated.

I. What SDoH competencies are evident in accreditation of and/or quality assurance standards for
health workforce education?

2. How do accreditation and/or quality assurance authorities monitor and evaluate the
implementation of standards associated with SDoH in LMIC?

32 METHODOLOGY

We applied two literature review methods to refine the research questions and accomplish the research
objectives. In developing research questions, the initial literature search showed a potentially substantive
body of published and unpublished literature for Objective | and limited and primarily gray literature for
Obijective 2. For practical reasons, we therefore employed a scoping review methodology to achieve
Objective | and completed a traditional review of the literature to achieve Objective 2. The critical
difference between these two reviews is that the traditional review does not describe the notation of
search methods criteria and may be open to biases. However, because Objective 2 is a discrete and
more minor component of the review, bias is addressed by having two researchers review abstracts or
document descriptions for inclusion.

The scoping review for Objective | was informed by Arksey and O'Malley’s (2005) methodological
framework. We used their iterative approach to map the breadth of the literature on SDoH and health
workforce education, and to identify key concepts, evidence gaps, and evidence to inform best practices
for integrating SDoH into health workforce education and clinical training programs and practice
(Arksey and O’Malley 2005). The traditional literature review for Objective 2 aimed to determine if
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accreditation and quality assurance standards for health workforce education and service delivery reflect
SDoH and if and how their implementation is monitored and evaluated.

3.3 SEARCH STRATEGY

We developed a search strategy to identify potential published studies with qualitative and quantitative
data, position papers, case study reports, editorials, workshop reports, and technical reports published
in English between 2012 and 2020, available in full text. For Objective 2 we did not use a specific
timeframe but sought to identify the most up-to-date documents and standards. The searches for both
objectives were not limited by study design but were limited by language of publication as we only
searched publications and documents in English.

Researchers searched the following databases for relevant, English-language material published between
January 2012 and January 2020: PUBMED, CINAHL, EBSCOHOST, EMBASE, MEDLINE, PsycINFO,
Google Scholar, and Google (for gray literature). We selected the start date of 2012 because the WHO
transformative guidelines for health professions education were published in this year and speak to the
re-orientation of health professions education from a biomedical-perspective to a people-centered
perspective that encompasses some of the conditions in which people are born, live, and work.

3.3.1 SEARCH STRATEGY FOR OBJECTIVE |

For the scoping review (supporting Objective |) we used a modified version of the population,
intervention, comparison, outcome (PICO) model to identify and define the key concepts with

synonyms and closely related words (Table 1).

Element

Population

Table 1. PICO Key Concepts and Related Terms

Key Concepts

Health workforce cadres
AND education programs

Examples of Additional Terms

Health professions* OR medical* OR nursing® OR midwifery
OR pharmacy OR dental OR clinical associate* OR allied
health professional* OR community health worker *

Pre-service curriculum* OR undergraduate curriculum OR
post-graduate curriculum* OR in-service curriculum* OR
continuing professional development curriculum*

Intervention

Comparison

AND social determinants of
health

Social determinants™ OR social determinant of health
competencies* OR social needs OR social risk factors OR
health determinants

AND clinical intervention* OR service delivery intervention*
OR health promotion program

AND health workforce
education approaches

AND country income
classification OR
geographical distribution
OR clinical service setting

Service learning® OR interprofessional learning® OR
longitudinal clinical rotations* OR rural rotations OR
community engagement®* OR community-based education*
OR socially accountable approaches*

Low- and middle-income countries* OR low-income OR
marginalized* OR medically disadvantaged communities* OR
rural OR urban OR clinic* OR hospital* OR community
setting*

Outcome

Quality of care AND health
equity

Quality of health care* OR health equity* OR accessible
health services* OR health outcomes* OR community health
outcomes*

* After a word includes all variations of the word in the search.

METHODS | |1



3.3.2 SEARCH STRATEGY FOR OBJECTIVE 2

For the traditional literature review (supporting Objective 2), we used terms from the research
questions. We identified further publications by examining the reference lists of all included articles and
hand-searching relevant websites.

34 SCREENING AND ELIGIBILITY
3.4.] SCREENING AND ELIGIBILITY FOR OBJECTIVE |

The research team used EPPI-Reviewer Web, a web-based software program, to manage and analyze
data for the scoping review. We developed eligibility criteria based on the initial literature search to
focus and support the data-screening process (Table 2).

In total, we retrieved 3,626 records from the electronic databases and removed duplicates. Three
research team members performed the first screen by reviewing titles and abstracts to select reports
that met the inclusion criteria and eliminate those reports outside the review scope. Two reviewers
screened each article on title and abstract. We also included articles that appeared relevant but did not
contain precise data or information in the abstract for full-text screening. The research team’s call for
documents and publications from its global networks yielded duplicates of existing records; duplicates
were discarded.

After that, two research team members sourced and assessed the eligibility of each of the 573 full-text
documents with 54 studies finally incorporated for review. Table 2 presents the criteria for inclusion and
exclusion, while Figure | outlines the identification, selection, and incorporation process.

Table 2. Literature Inclusion and Exclusion Criteria

Exclusion Criteria

Inclusion Criteria (all present)

e  Published 2012 and after 2012 e Not in English

e  Description of intervention or program that e  Published before 2012
fosters application of more than one SDoH e Doesn’t describe competencies, practices or the
competency or condition education process

® Originates from or can be adapted/transferred to e  Only provides a general reference to SDoH
LMIC settings relatively easily e Limited transferability to LMIC

e The intervention(s) has been evaluated beyond e Focusing only on one SDoH competency or
knowledge acquisition condition

e Limited measurement of outcomes
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Figure |. ldentification and Selection of Literature via Databases and Registers
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3.4.2 SCREENING AND ELIGIBILITY FOR OBJECTIVE 2

The team performed separate hand-searches to identify articles related to accreditation and quality
assurance relevant to SDoH. While we reviewed several articles related to accreditation of health
professions education and health facilities, none of them referred specifically to standards or processes
related to SDoH in LMIC—the key eligibility criteria for Objective 2. As a result, the team focused on
Google searches and reviewing websites of international and national accreditation entities, professional
associations, and quality assurance organizations in LMIC. We found only a few general references to
SDoH, hence the traditional review did not require a specific process for data extraction or charting.

3.5 DATA EXTRACTION AND CHARTING FOR OBJECTIVE |

We developed a thematic coding matrix aligned with the research objectives and the PICO framework.
Data extraction codes (themes) included a description of the participants, intervention (including
enablers and barriers), context, and outcomes, and impacts related to the implementation of SDoH
competencies in pre- and in-service health professions education and service delivery in LMIC.

To test the thematic coding and extraction process, three members of the research team coded and
extracted the same data from a sample of 5 articles (from the pool of 54 articles) using the EPPI-
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reviewer data extraction tool. The code lists were subsequently reviewed and thematically synthesized,
and differences resolved through team discussion and as-needed consultation with EPPI-Reviewer

support personnel.

The team next extracted and thematically charted data from the total sample. After downloading the
data chart to Microsoft Excel, three members of the research team reviewed the data for thematic
consensus. Finally, two members of the research team searched again across all 54 studies to ensure
that the included material accurately represented the themes.
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4. FINDINGS

This section presents the contextual characteristics of the studies incorporated from both reviews,
followed by a thematic synthesis of quantitative and qualitative findings organized by the study’s research
questions.

4.1 CHARACTERISTICS OF INCORPORATED STUDIES

4.1.1 CONTEXTS

Of the 54 studies included in the scoping review, the majority (n=30; 56 percent) focused on high-
income countries (HICs), while LMIC accounted for less than half (n=21; 39 percent). The remaining
studies did not specify the context. Within the HIC category, studies occurred more frequently in urban
settings (n=23; 77 percent) than rural settings (n=7; 23 percent). Studies in LMIC settings were more
evenly distributed across geographic locations, with || (52 percent) in rural settings and 10 (40 percent)
in urban settings. Additionally, 39 of the 54 studies indicated their service delivery context. Of these 39
studies, 48 percent (n=19) occurred in community settings, 36 percent (n=14) at clinics, and only 15
percent (n=6) in hospitals.

4.1.2 STUDY METHODS

Researchers found that studies included in the scoping review identified a variety of study methods and
were reasonably distributed across the country income categories (see Table 8 in Annex |). The most
frequently occurring study method across both income categories was description of program
development and evaluation; it occurred in 29 percent of HIC studies and 27 percent of LMIC studies
description. Qualitative methods occurred more frequently in studies from lower-middle-income
settings than high-income settings (29 percent and 7 percent, respectively).

4.1.3 SOCIAL DETERMINANTS OF HEALTH

The team identified a total of 98 statements of information relevant to the incorporation of SDoH into
education, training, and/or practice. We categorized the statements under five themes with several
articles contributing to multiple themes. The themes are listed in Table 3 and discussed in section 4.2.1.
Almost 50 percent (n=48) of the statements focused on the theme of providing general understanding of
SDoH. That theme included understanding SDoH terminology, elements, concepts, and related
competencies in education and training. Of the remaining four themes, |5 percent (n=15) of statements
focused on the application of SDoH screening tools, 14 percent (n=14) on enablers to integrating SDoH
in education and practice, |3 percent (n=13) on barriers to integrating SDoH, and 9 percent (n=9)
described interventions focusing on multiple determinants, health conditions, or competencies.

4.1.4 HEALTH WORKFORCE, EDUCATION APPROACHES, AND
OUTCOMES

Many of the incorporated studies referred to more than one type of health worker, yielding a total of 77
references to health workers. The highest proportion of statements were associated with physicians (42
percent, n=32); followed by nursing and midwifery (21 percent, n=16); community health workers (9
percent, n=7); unspecified health care workers (8 percent, n=6); public health (5 percent, n=4); and
pharmacy, accelerated medical technicians, dentists, or social workers (16 percent, n=12). The highest
proportion of statements about education across all SDoH themes occurred in studies of pre-service
education (n=41), a lower proportion in studies of advanced education (n=7), and a much lower
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proportion in studies of in-service training (n=1). With respect to outcomes, the most statements focus
on “improved practice in diverse settings” (n=18; 48 percent) and the fewest on “improved patient
service satisfaction and health outcomes” (n=3; 8 percent). Eleven statements (30 percent) focused on
“improved quality care” and five statements (14 percent) focused on “improved access to health care.”

42 SDOH AND RELATED COMPETENCIES

This section describes the response to research question | under Objective |: How are SDoH and related
competencies described within medical, nursing, and other clinical health workforce pre- and in-service education
and clinical training programs? The three main findings are listed below, followed by further discussion.

First, the review found that while almost all the studies addressed the SDoH generally, there is little
evidence of global agreements on a set of specific SDoH core competencies for pre-service health
workforce education, in-service training, or continued professional development in either HICs or
LMIC. Of the total 98 statements associated with SDoH (Table 3), almost half focused on a general
understanding of SDoH such as terminology and concepts.

Second, there is an absence of consensus on exactly what is considered a SDoH, how to mitigate the
negative effects of SDoH, and the role(s) of different health sector actors in addressing those effects.
The terms associated with SDoH are often “misunderstood, conflated and confused” (Henschke et al.
2017), and therefore interpreted and applied differently. Table 9 (in Annex |) defines terms that are
often conflated or confused and the potential consequences of this lack of clarity. The array of models,
approaches, and theories resulting from this lack of agreement creates ambiguity around how to address
SDoH (individual or a range) and who is responsible for what (Lucyk and MclLaren 2017).

A wide range of terms are used to describe curricula that focus on or include SDoH. They include social
accountability, ethics, professionalism, social responsibility, health equity, public health, service-learning, social
justice, marginalized population, and cultural competencies (Sharma, Pinto, and Kumagai 2018). In addition,
while gaining recognition (at least in HICs), SDoH is still a relatively new subject in health professions
education from foundational training through continuous professional development.

Table 3. SDoH Themes in Education, Training, and Service Delivery

SDoH Theme Number of Percent of
Statements Statements
General understanding of SDoH (such as terminology, dimensions, and 47 48
concepts)
Intervention focusing on multiple SDoH, health conditions, or competencies | 9 9
Application of screening tools for SDoH 15 I5
Barriers to addressing SDoH in practice 13 13
Enablers to addressing SDoH in practice 14 14
Total 98 100

The review found that most of the literature on SDoH education, interventions, and competencies
comes from HICs, and the United States and Canada in particular. However, the HIC interventions
included in the review all focused on the needs of underserved and marginalized populations and
addressed conditions that were equally relevant in LMIC. Much of the literature is focused on the need
to address SDoH and describes education, training, and screening for SDoH, and interventions to
address specific social conditions (WHO 2010; Frenk et al. 2010; Strand and Miller 2014; FIP 2020;
Mendes et al. 2018; Torres-Alzate 2019; Thornton and Persaud 2018). The literature suggests that
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SDoH were most consistently mentioned, but often not significantly described, in the education of public
health professionals. In the included articles, competencies for public health professionals tended to
center on understanding and addressing SDoH at policy and program levels (Davo-Blanes et al. 2016;
Damari and Ehsani Chimeh 2017; Zwanikken et al. 2014; PHF 2019). At the same time, the review also
included articles describing the need to strengthen SDoH-related components in public health education
curricula in LMIC (Henschke et al. 2017). These findings are notable given that public health education
curricula often forms the basis for educating other cadres on on SDoH (Hunter and Thomson 2019;
Siegel, Coleman, and James 2018; Torres-Alzate 2019; Monekosso 2016; Drobac and Morse 2016; Lucyk
and Mclaren 2017).

There is limited focus on describing the exact competencies being developed or the competencies
required to implement an intervention, revealing an important knowledge gap. With the exception of
postgraduate clinical training for physicians in HICs, the lack of articles describing in-service training
related to SDoH was also notable.

4.3 SDOH IN HEALTH WORKFORCE EDUCATION AND
TRAINING

This section describes the response to research question 2 under Objective | of the review: What health
workforce education approaches support the implementation of SDoH and with what effects for quality of care
and health equity for the communities that students serve? We also consider barriers and enablers to
implementation.

The four main findings related to SDoH in health workforce education and training are listed
immediately below and detailed in subsequent subsections.

e Most studies of health workforce education programs focused on pre-service training in
medicine.

e The review identified the importance of service-learning at the community level as a learning
approach and an education institution strategy.

e Most studies measure the outcomes of education and training in terms of learning outcomes; of
those that looked beyond learning outcomes, the focus was on improved practice or quality of
care.

e The review identified enablers and barriers for effective training programs on SDoH. Effective
approaches included components such as community-based learning and linkages to community-
based organizations while cost, inadequate supervision and mentoring, and of lack of structure in
clinical placement programs hindered training program impact.

4.3.1 HEALTH WORKFORCE EDUCATION PROGRAMS

Of the health workforce education programs identified in the review (Table 4), 76 percent (n=41)
focused on pre-service education, |3 percent (n=7) on advanced or postgraduate education, and | |
percent (n=6) on in-service training related to nursing, community health worker education, and
dentistry.

The highest proportion of studies focusing on pre-service education were in medicine (n=19; 46
percent), followed by nursing and midwifery (n=11; 27 percent). All of the advanced or postgraduate
studies were in the field of postgraduate medicine. Of the in-service training programs included, most
focused on training community health workers (n=4; 66 percent).
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Table 4: Health Workforce Education Programs by Health Workforce Population

Health workforce education program

Health workforce population

Pre-service Advanced In-service Total
Nursing Il (27%) 0 I (16%) 12 (22%)
Medicine 19 (46%) 7 (100%) 0 26 (48%)
Pharmacy 2 (5%) 0 0 2 (4%)
Accelerated medically trained
Clinicians 2 (5%) 0 0 2 (4%)
Dentistry I (2%) 0 I (16%) 2 (4%)
Social worker 2 (5%) 0 0 2 (4%)
Community health worker 0 0 4 (66%) 4 (7%)
Health care workers 2 (5%) 0 0 2 (4%)
Public health 2 (5%) 0 0 2 (4%)
Total 41 (76%) 7 (13%) 6 (11%) 54 (100%)

4.3.2 HEALTH WORKFORCE EDUCATION APPROACHES

Sharma, Pinto, and Kumagai (2018) suggest that the SDOH components of medical education focus on
generally learning about SDoH as opposed to responding to them. They suggest that learners need to
acquire competencies that help them understand “how [SDoH] came to be; who benefits and who
suffers; and what can be done about them, how, and by whom” (Sharma, Pinto, and Kumagai 2018).

Our review sought to identify studies that covered learning how to address the negative consequences
of SDoH. Almost all the included studies referenced more than one pedagogical learning method (n=100
statements), with 44 percent of the statements describing service-learning in community settings.
Twenty-six percent of the statements referred to student-centered learning methods such as problem-
or case-based learning, 25 percent referred to interprofessional education approaches including
partnering and collaboration, and 5 percent applied lecture-based teaching methods.

The programs that sought to assess their impact on health services and health outcomes all included a
substantive service-learning component in underserved communities. One such study, the MESAU-MEPI
program in Uganda, measured the impact of students’ activities related to health services. The study
assessed the impact of students’ malaria community outreach on the served community’s prevention and
treatment-seeking behaviors as compared to other similar communities without student interventions.
The study suggested that the presence of MESAU-MEPI students in communities was associated with
improved malaria prevention and treatment-seeking behavior, and researchers determined that further
studies were needed to assess long-term impact (Obol et al. 2018).

Engaging with patients and family in the context in which they live was a recurring theme of studies in
our review, with community engagement often described as a learning approach. One US-based study
conducted a quantitative analysis of a postgraduate medical education learning intervention that included
a program in which postgraduate medical residents provided home-based primary care to patients in
low-income communities. The exposure to patients’ home environment and personal circumstances
encouraged learners to provide more holistic care, including reflections on the effect of SDoH, the
patient-physician relationship, how patients live, and the patient’s autonomy and independence (Goroncy
et al. 2020).
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4.3.3 EDUCATION INSTITUTION STRATEGIES

SDoH-related interventions at education institutions focused on what and how students learn, and
certain institutional strategies often appeared in conjunction with SDoH learning approaches. Of the 35
statements in the review that related to institutional strategies at education institutions, 57 percent
(n=20) related to institutional community engagement, 29 percent (n=10) to training in underserved
areas, and |4 percent (n=5) to inclusive student admission criteria (Figure 2).

Figure 2. Frequency of Institutional Strategy Themes

= Community engagement
Inclusive student admission criteria

= Training in underserved areas

While community engagement appeared as a pedagogical or learning intervention, it also emerged as an
institutional strategy at the education institutions. This means that the education institutions established
long-term partnerships with various community-based groups including non-profits, community leaders,
legal groups, and community-based clinics. The community partners provided input into the design,
implementation, and evaluation of educational interventions and programs. These efforts often resulted
in SDoH-related elements being reflected throughout the education programs, in how the education
institutions operated, and in how institutions evaluated outcomes.

The review identified two education institutions in the Philippines that apply strategies associated with
social accountability. Both programs recruit learners with the goal of increasing health care worker
deployment and retention in underserved regions. One program selects learners from underserved
communities and the other uses metrics to identify learners with the personality traits and commitment
to serve the marginalized. The studies did not compare the impact of these different admission
strategies. Their pedagogical methods include service-learning, theoretical and practical application of
SDoH competencies, learner-centered approaches, and community engagement and mobilization.
Learners at both institutions spend up to half of their clinical learning time in poor rural communities
where they gain practical understanding of SDoH and work with communities to address the negative
effects of SDoH. A non-randomized, controlled study investigated the impact of students and graduates
from these socially accountable health professions education (SAHPE) institutions on child and maternal
health services and outcomes. After adjusting for socioeconomic status, recent mothers in communities
served by SAHPE medical graduates and interns were more likely than mothers in communities served
by conventional (non-SAHPE) medical graduates to report receiving all the USAID-recommended
prenatal, newborn, and postnatal examinations, measurements, and injections. In particular, mothers
from communities served by SAHPE graduates and interns were significantly more likely to have better
care during delivery, postnatal care, and the first postnatal check-up. The findings also show that
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communities staffed with SAHPE graduates and interns may be better than non-SAHPE communities at
reducing socioeconomic inequalities through more equitable access to essential maternal health services
(Siega-Sur et al. 2017; Halili et al. 2017; Woolley et al. 2018).

In the US state of Oregon, a collaboration of schools of medicine, pharmacy, dentistry, and nursing
developed a similarly holistic approach and long-term, community-based partnerships in marginalized
communities. The schools worked with a range of partners through the development of the
Interprofessional Care Access Network, a model of healthcare delivery and interprofessional education
to improve the quality of care and population health, and to reduce the per-capita cost of health care.
Close to 600 students from four professions were trained while they provided interprofessional care
and helped patients who had been referred to the Network by community partners, mitigating the
effects of SDoH. Patients’ access to primary care services increased and hospitalizations and emergency
care visits dropped substantially; the reduced utilization of these high-cost services saved an estimated
$244,000 over a six-month period (Bradley et al. 2018).

4.3.4 OUTCOMES

lllustrated in Figure 3, of the 37 statements associated with education and training outcomes, the highest
proportion focused on “improved practice in diverse settings” (n=18; 48 percent) which included coding
for “learning outcomes.” Only three statements (8 percent) linked to “improved patient service
satisfaction and health outcomes.” “Improved quality of care” and “improved access to health care”
yielded || (30 percent) and 5 (14 percent) statements, respectively.

Figure 3. Frequency of Intervention Outcomes Assessed
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Overall, a higher proportion of the 37 outcome statements in the included studies occurred in medicine
(n=17; 46 percent), followed by community health workers (n=9; 24 percent), nursing and midwifery
(n=7; 19 percent), and health care worker (unspecified) (n=4; I | percent) (Table 5). Cross-tabulating
outcomes with the study method shows that qualitative research accounts for 51 percent (n=19) of the
outcomes followed by mixed methods (n=7; |19 percent), program evaluation and quantitative methods
(n=4; | | percent) respectively, and by control trials (n=3; 7 percent).
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Table 5. Outcomes by Health Workforce Cadre

Outcomes by Improved Improved Improved Improved patient Total
health practice in quality of access to service satisfaction
workforce diverse care health care and health
cadre settings outcomes
Nursing and 3 3 I 0 7 (19%)
midwifery
Medicine 12 3 I I 17 (46%)
Community 2 3 2 2 09 (24%)
health worker
Health care I 2 I 0 04 (11%)
worker
Total 18 (49%) 11 (30%) 5 (14%) 3 (8%) 37

4.3.5 ENABLERS AND BARRIERS FOR ADDRESSING SDOH IN EDUCATION
AND TRAINING

With respect to health workforce education, most enablers and barriers were mentioned in studies on
pre-service education (Figure 5, Annex 1). This is consistent with the finding that the highest proportion
of education across all SDoH themes occurs in pre-service education studies (Table 4, section 4.3.1).

The included articles highlighted the importance of education institutions collaborating and engaging with
individuals and organizations in underserved communities to develop effective educational content and
service-learning components (Institute of Medicine 2014). Other enablers included research on the
population served, committed and qualified faculty, social mission of the university and the academic
program, and learning in community-based settings where a focus on equity and SDoH are incorporated
into primary health care (Hernandez-Rincon et al. 2016).

With respect to challenges, some studies identified the biomedical and disease-oriented focus of the
health system as a barrier to the development and institutionalization of health workforce curricula that
focus on health equity and SDoH (Hernandez-Rincon et al. 2016; Andermann 2016; Crear-Perry et al.
2021). Hernandez-Rincon et al. suggest that Colombia’s hospital-centric (as opposed to community-
centric) health system has a limited focus on intersectoral action and may also act as a barrier. Another
limiting factor mentioned in a study in India was the lack of systematic data collection related to SDoH
and a lack of available information to guide strategy and program development (Nambiar et al. 2015).

Lack of investment in health workforce education overall—including resources to fund community-
based training programs and the human resources to provide adequate support, supervision, and
mentoring—is a challenge in including SDoH in education and training interventions (Palsdottir et al.
2016). Lack of structured partnerships and/or trust among academic centers and community-based
clinics or organizations can also be a barrier (Institute of Medicine 2014).

In our review, researchers identified implementation challenges for effective training programs on SDoH;
challenges include cost, inadequate supervision and mentoring, and of lack of structure in clinical
placement programs (van Wieren et al. 2014; Mpofu et al. 2014; Kaye et al. 201 |). Additionally, when
the learning programs on SDoH are interprofessional, it is important that all departments or schools are
involved in developing programs and goals, and training supervisors to ensure that the goals are being
met (Institute of Medicine 2014).
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44 SDOH IN SERVICE DELIVERY

This section describes the response to research question 3 under Objective | of the review: What
interventions assist health workers to identify SDoH-related barriers and mitigate their effect on quality of care
and health equity in medically underserved populations? We also identified reported enablers and barriers to
implementation.

In addition to overall contextual characteristics, 39 of the 54 studies reported on their service delivery
context (Table 6). Of the 39 studies, 46 percent occurred in LMIC and 45 percent in HIC. Of these
studies 48 percent (n=19) occurred in community settings, 36 percent (n=14) at clinics, and only 15
percent (n=6) at hospitals. Overall, 56 percent (n=22) of studies reporting on their service delivery
context occurred at urban sites and 44 percent (n=17) at rural sites.

Table 6. Service Delivery Contexts

Health Service Setting | Urban | Rural | Total
Clinic 9 (64%) 5 (36%) 14 (36%)
Hospital 3 (14%) 3 (18%) 6 (15%)

Community settings (e.g., households, NGOs, social
services, non-health services)

Totals 22 (56%) 17 (44%) | 39

10 (45%) 9 (53%) 19 (48%)

The articles that describe how the negative effects of SDoH are mitigated in service delivery settings
range widely. They include efforts to mobilize community health workers (CHWs) and community
leaders to gather data; reviews of the use of SDoH screening tools; and descriptions of organization-
level, equity-oriented strategies applied in primary care settings to serve marginalized populations. In the
literature from HICs, SDoH interventions tend to focus on population subgroups that are highly
marginalized; tend to be disempowered; have poor access to adequate housing; and are at greater risk
than other population groups of experiencing environmental, social, and psychological factors that
contribute to ill health and shorter lifespans (Andermann 2016). The articles identify interventions at
systems and community levels, organizational levels, and at the level of patients and providers.

4.4.1 ALIGNING PROGRAMS AND INTERVENTIONS TO NEEDS AND
CONTEXT

The review’s first main finding suggests that interventions should be designed for the specific context
and aligned with the needs of the populations served. Browne et al. (2016) describe effective
organizational strategies and approaches in primary healthcare services designed to meet the needs of
Indigenous peoples in Canada. The authors identify four evidence-based, equity-oriented dimensions and
ten strategies developed to optimize the effectiveness of primary health care interventions for
Indigenous Canadian populations. According to the authors, the four dimensions that underpin the
understanding of how to increase health equity for marginalized population groups in the study are
trauma- and violence-informed care, culturally competent care, contextually tailored care, and inequity-
responsive care. See Box | for Browne et al.’s suggested essential elements of care. The authors suggest
that, given the similar history and context of Indigenous populations in the United States and Australia,
comparable strategies might be used in both countries. Other articles in the review describe how
everything from clinic set-up and opening hours to available services are designed with target or specific
vulnerable populations in mind.
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Other community-oriented strategies include establishing on-going substantive partnerships with local
community groups, local leaders, and other stakeholders; using clinical experiences and research to
bring attention to the health impacts of social challenges and advocate for policy changes; getting
involved in community needs assessments and health planning activities; and engaging with communities
to tackle social challenges that become entrenched in social norms such as gender-based violence
(Andermann 2016).

4.4.2 APPLICATION OF SCREENING TOOLS FOR SDOH

The review’s second main finding in response to research question 3 under Objective I, suggests that
SDoH screening tools are useful during routine assessments in clinical settings but need to be backed up
by the availability of services that address patients’ needs and challenges. As illustrated in Table 3
(section 4.2.1), of the 98 SDoH information statements in the literature, 15 (15 percent) focused on the
“application of screening tools for SDoH.”

Andermann discusses how health workers in clinical settings can mitigate the effect of SDoH. At the
patient level, health workers can consistently and empathically enquire about social history and
challenges, offer advice, and facilitate access to local support services as part of routine assessments. For
example, the question “do you have difficulty making ends meet at the end of the month” is 98 percent
sensitive and 64 percent specific for identifying people living below the poverty line. Social diagnosis
(identification of social needs) and social prescriptions (linking patients to available resources) are crucial
elements of the comprehensive care and treatment process (Andermann 2016). It is important that
health care providers also reflect on the extent to which their own clinical settings, personal actions,
and perspectives entrench broader social prejudices and stereotypes against specific groups of health
seekers (Bachrach 2014; Andermann 2016).

Box I. Browne et al.: Essential Elements of Equity-Oriented Primary Health Care with Indigenous Populations

Key Dimensions of Equity Oriented Services General Approaches

¢ Trauma- and violence-informed care e Partnerships with Indigenous peoples

¢ Culturally competent care e Action at patient-provider, organization, & systems levels
¢ Contextually tailored care e Attention to local and global histories

¢ Inequity-responsive care e Attention to unintended and potentially harmful impact of

each strategy

10 Strategies to Guide Equity-Oriented Services with Indigenous Peoples
o Explicitly commit to fostering health equity e Actively counter racism and discrimination

e Develop supportive organizational structures, policies, e Tailor care programs and services to local Indigenous
and processes contexts

¢ Ensure meaningful engagement of patients and community ¢ Tailor care to address the SDoH
leaders

e Re-vision the use of time [for care coordination and e Tailor care to address interrelated forms of violence
patient-centered care]
¢ Attend to power differentials e Optimize use of place and space

(Browne et al. 2016)

A scoping review of SDoH-related screening tools revealed that they are increasingly used in HICs
among health workers serving in the areas of immigrant and refugee health, homelessness and marginally
housed people, poor urban communities, Indigenous communities, social pediatrics, cultural psychiatry,
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community-oriented primary care, and global health. Some tools focus on specific populations such as
pregnant women, children, diabetics, veterans, and the elderly. Other tools seek to identify specific risks
such as food insecurity, violence, stress, childhood trauma, housing conditions, and poverty. Some tools
cover multiple SDoH domains. There are also tools for different settings such as emergency
departments and operating rooms. According to the scoping review, screening tools for violence are the
most developed (Andermann 2018). The U.S. Preventive Services Task Force provides evidence-based
guidance on a list of SDoH-related tools and interventions for populations in the United States
(Davidson et al. 2020). Other tools described are a logic framework for evaluating SDoH interventions
in primary care (Coughlin et al. 2019) and a tool entitled Patient Centered Assessment Method. These
tools seek to improve the quality of care and patient experience during critical transitions between the
hospital and home (Bagdan 2018).

Several studies reported on the outcomes of using screening tools. Garg et al. (2015) reported that
parents who participated in SDoH screening during regular child health care visits were more likely to
receive referrals, more likely to contact a community resource, more likely to access a community
resource, and more likely to obtain employment or enroll in job training after referrals. Screened
children were more likely to be enrolled in childcare, and screened families with children were more
likely to receive fuel assistance and less likely to remain in a homeless shelter. While such services might
not always be available in LMIC, the studies suggested that screening tools and referrals to services that
address the needs of communities served can mitigate the negative effects of SDoH.

Such interventions can also affect health care providers. Clinicians at primary care clinics in poor urban
communities in the US state of New Mexico, where SDoH screening tools were used and CHWs
helped patients address social needs, reported that “their workloads had lightened, leading to a greater
ease of practice and greater confidence that their patients were receiving quality care” (Page-Reeves et
al. 2016). The study also reported that the success of this WellRx screening tool and CHW approach
quickened the official integration of CHWs into primary care teams in New Mexico.

While SDoH screening tools are increasingly used in HICs, their use is not without controversy. While
multidomain tools may help identify patients’ needs and potential risks, it is essential that patients are
engaged in the identification of priorities and to determine patients’ willingness or ability to use needed
services (Andermann 2016; Garg, Boynton-Jarrett, and Dworkin 2016).

In addition to providing clinical expertise, studies indicate that care providers should understand what
patients feel is most important and possible in the context of their lives at a particular time. A screening
tool might identify food insecurity as a concern but finding safe housing away from a violent spouse may
be more important to the client at that moment (Davidson et al. 2020; Alderwick and Gottlieb 2019).

Clinicians and decision makers must consider the ethics of screening for social needs or identifying social
risks if the availability, accessibility, and acceptability of services is in question, or if clinicians or staff do
not have the competencies or access to resources to effectively handle challenging issues such as
violence (Garg, Boynton-Jarrett, and Dworkin 2016).

4.4.3 ENABLERS AND BARRIERS FOR ADDRESSING SDOH IN SERVICE
DELIVERY

Literature review findings suggest that, with respect to service delivery contexts, a higher proportion of
enabling factors supported the implementation of SDoH in community settings (n=7) whereas studies
occurring in clinics referenced a higher proportion of barriers to integration (n=5) (Figure 4).
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Figure 4. Barriers and Enablers to Integrating SDoH in Service Delivery Contexts
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Literature review findings also suggest that working with community-based organizations (CBOs) and
CHWs can facilitate effective SDoH-related interventions at the community level. Working with CBOs
was mentioned—along with access to social resources and social workers—as a key enabler in
incorporating SDoH into clinical practice settings (Girgis et al. 2018). Girgis et al. also mentioned the
need to enable social policies and investment in social services and to remunerate health professionals
adequately.

Grossman-Kahn et al. explained that, in Brazil, CHWs were important primary care partners in
mitigating the impact of SDoH. However, CHWs needed to be well trained and integrated into decision-
making and the clinical workflow, and communities needed to be aware of the importance and role of
CHWs (Grossman-Kahn et al. 2018; Nelligan et al. 2016).

Raphael and Brassolotto’s study examined the factors that influence the actions of Canadian primary
health care units (PHU) on SDoH and found that the perspectives of individuals and leaders within
primary care units influenced whether they incorporated SDoH into their services. “In essence, when
there is a will to address the SDH [SDoH] in a broad manner, PHUs are able to find a way” (Raphael
and Brassolotto 2015).

Key barriers to implementing SDoH-related interventions in clinical settings in both HICs and LMIC
include a lack of time with each patient, a lack of training on SDoH and effective communication,
discomfort with screening, and a lack of social support resources or knowledge of community-based or
other social resources (Girgis et al. 2018; Klein et al. 2014; Grossman-Kahn et al. 2018; Holland,
Vanderboom, and Harder 2019; Andermann 2016). Girgis et al. compared how physicians in Canada and
the Eastern Mediterranean Region addressed SDoH. Some challenges were similar, however, the overall
lack of access to care and social services and resources were often considered to be beyond physicians’
control and sometimes created a sense of helplessness among physicians in Eastern Mediterranean
Region.

4.5 SDOH IN ACCREDITATION AND QUALITY ASSURANCE

Accreditation of health workforce education is a tool to guide education programs and ensure that
training institutions produce a health workforce with the competencies to meet the health needs of the
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societies they serve (Frank et al. 2020). Accreditation of clinical facilities serves the purpose of ensuring
the quality of the services delivered in health facilities (Chan et al. 2019). Health workforce education
and health facility accreditation has been implemented to various degrees in LMIC with processes and
challenges highlighted in few studies. None referred specifically to SDoH (Mate et al. 2014; Mansour,
Boyd, and Walshe 2020). Our literature review process included searching relevant websites of the
USAID LHSS project priority countries but did not find documents in the public domain that referred to
education or health facility standards explicitly focused on SDoH.

The review found limited information on accreditation and quality assurance standards or monitoring
that referred to SDoH competencies in LMIC and only a few general references mentioning the need to
understand the effect of SDoH in HICs.

Although the importance of addressing SDoH is acknowledged and referenced in global resolutions
(United Nations 2019; WHO and UNICEF 2018; WHO 201 6a), there is limited if any explanation of
relevant competencies or health workforce interventions in global guidance documents. For example, to
optimize the use of scarce resources and maximize impact, in its 2016 Framework on Integrated People-
centered Health Services, the WHO World Health Assembly calls for partnerships and intersectoral
action to address the SDOH without specifying the role of health professionals. Similarly, global quality
guidance documents such as the Handbook for National Quality Policy and Strategy recommend
intersectoral partnerships and community engagement mechanisms to ensure stakeholder input in
strategy development and to ensure accountability, but do not refer specifically to SDoH (WHO 2018a).

Despite this, there is growing momentum to mobilize action on SDoH at all levels, particularly in light of
the ongoing COVID-19 pandemic and its amplification of existing health inequities. In January 2021, the
Executive Board of the WHO proposed a World Health Assembly resolution on SDoH, calling for
governments to, among other things:

e Establish systems to monitor SDoH

e Strengthen efforts to address the social, economic, and environmental determinants of health with
the aim of reducing health inequities, and to accelerate progress in addressing the unequal
distribution of health resources within and among countries

e Integrate considerations related to SDoH in public policies and programs, by applying a health-in-all-
policies approach and in order to improve population health and reduce health inequities. (WHO
2021)

4.5.1 ACCREDITATION AND EDUCATION STANDARDS

While the team found references to the need to incorporate SDoH competencies into accreditation and
standards such as those related to communication and public health, the review found no publicly
available national or international accreditation standards with an explicit focus on SDoH. However,
increasingly competency-based education standards developed by professional organizations refer to
SDoH or are in the process to developing standards related to SDoH. The review found that the
Eswatini Nursing Council’'s Competency Framework has two education standards focusing on SDoH,
and that the standards are included in newly developed entry-to-practice exams (Msibi, Nkwanyana, and
Kuebel 2020).

WHO recognizes the importance of ensuring that the health workforce is educated, trained, and
equipped to address SDoH within a framework of social accountability and that processes are in place
to ensure the quality of the education, training, and service delivery (WHO 2013). This is also reflected
in the Global Strategy on Human Resources for Health (WHO 2016b) and the National Health Workforce
Accounts (NHWA,) that track progress on WHO’s human resources for health (HRH) goals (WHO
2019). One NHWA indicator asks countries to report whether they have “national and/or subnational
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standards for the social determinants of health in accreditation mechanisms for health professionals.”
The NHWA also included two indicators on social accountability in health workforce education.

Ensuring the quality of education through accreditation is a challenge in many LMIC, and our review
found that many education and training programs are not accredited. For example, McCarthy et. al.’s
study of 16 countries in Africa found that while 80 percent of nursing doctorate programs were
accredited, only 62 percent of master’s programs, 50 percent of degree nursing and 35 percent of
diploma nursing programs were accredited. Fifty-six percent of survey respondents suggested that lack
of financial resources in their country was a barrier to effective quality assurance through accreditation
and 44 percent cited lack of technical expertise and material (McCarthy et al. 2017).

The global literature on accreditation and its impact is limited, particularly in LMIC (Tackett et al. 2019).
In medical education, many LMIC use global standards such as those from the World Federation of
Medical Education (WFME). The 2015 WFME standards incorporated several elements of social
accountability including statements such as “...encompassing the health needs of the community would
imply interaction with the local community, especially the health and health related sectors” (WFME
2015). However, the most updated standards for 2020 only provide a general reference to social
accountability and incorporating the social and behavioral sciences or social and cultural context into
foundational training of health professionals (WFME 2020). The explanation given was that WFME was
“moving away from prescriptive, process-based requirements towards a principles-based approach
which allows each agency or institution to make its own version of the basic standards that is
contextually appropriate.” While the language is vague, WFMFE’s 2015 standards on postgraduate
medical education do incorporate the term SDoH. Most of the relevant articles recommend changes
towards greater social accountability and incorporation of SDoH (Ventres, Boelen, and Haq 2018;
Boelen et al. 2019; WHO 2019). However, as mentioned, several global professional associations are
beginning to incorporate SDoH into their professional standards and some LMIC are developing
competency-based standards that include SDoH (*“Swaziland Nursing Council”’ n.d.; Msibi, Nkwanyana,
and Kuebel 2020).

4.5.2 SDOH AND IMPROVING QUALITY AND EQUITY OF CARE

The review found that ensuring that health systems deliver equitable and quality care for underserved
populations requires cross-sectoral, systems-level efforts and action on SDoH at primary care levels
(DeVoe et al. 2016). Addressing the effects of SDoH is also increasingly deemed essential to improving
care for individuals with complex health conditions, and therefore SDoH need to be incorporated into
quality improvement efforts (Hanefeld, Powell-Jackson, and Balabanova 2017; Katz et al. 2018; Schaink et
al. 2012).

Clithero et al. propose a continuous quality improvement approach incorporating SDoH that helps
health education institutions produce a health workforce that is trained to optimize equity of health
outcomes and health systems performance (Clithero et al. 2017).

Chisolm (2017) suggests that improving quality and equity of care requires incorporating SDoH into
quality improvement efforts in pediatric care. The approach she suggests offers a useful frame to
conduct quality improvement processes for other populations and in both HIC and LMIC contexts.
Elements in Table 7 are adapted from Chisolm’s approach (Chisolm 2017).
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Table 7. Guide to Improving Quality of Care Focusing on SDOH

Improving quality of care focusing on SDoH

Defining the Problem

What are the contextual factors in the life of the patient that might be barriers to goals related to outcomes

and quality?

Designating the Drivers

Which factors related to SDoH might affect the success of proposed health interventions?

Thinking Outside the Walls

Which individuals, organizations, or agencies need to be engaged to understand or address the factors that

could limit the success of interventions?

Developing New Measures of Success

What would measures of success look like when you look beyond health care to health improvement?
(Crear-Perry et al. 2021; Plamondon et al. 2020)
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5. DISCUSSION AND RECOMMENDATIONS

This literature review set out to determine the range of evidence describing education approaches and
tools for integrating SDoH in pre- and in-service health workforce education and clinical training and in
service delivery, and the impact of these interventions on quality of care and health equity in LMIC. It
also examined systemic barriers and promising practices in health workforce education and service
delivery related to SDoH and the role of accreditation and quality assurance in ensuring that all patients
receive the quality health care and social services they need.

51 WHAT DO WE STILL NEED TO KNOW ABOUT SDOH?

The literature review may have revealed more about what we do not know than what we do know. A
wide range of global reports and declarations, academic research, and literature have been published
that emphasize the importance of SDoH in the health of individuals and populations. The World Health
Assembly—the globe's highest health policy-setting body, composed of health ministers from Member
States—has delivered several resolutions on SDoH and the 2019 United Nations Declaration on
Universal Health Coverage included commitments to act on SDoH. The devastating impact of the
COVID-19 pandemic on already-marginalized populations pushed the term SDoH to the forefront of
major media and prompted calls from some health experts to acknowledge SDoH as the major
contributors to ill health (Maani and Galea 2020).

Notwithstanding the overwhelming evidence supporting the need to mitigate the negative effects of
SDoH to improve health outcomes and optimize scarce resources, the term SDoH lacks conceptual
clarity with implications for integrating SDoH into health workforce education programs, policies,
service delivery, and accreditation standards (O’Neill et al. 2014). Articles and global reports revealed
that there is not yet consensus on exactly what is considered a SDoH, how to mitigate their negative
effect, and the role(s) of different health sector actors to addressing those effects. The reviewed
documents revealed that terms associated with SDoH are often “misunderstood, conflated, and
confused” (Alderwick and Gottlieb 2019) and therefore interpreted and applied differently. Conflating
different terms also hinders effective research, practice, and analysis, and can mislead policy makers,
planners, program designers, and health care workers (Gottlieb et al. 2019; Solar and Irwin 2010;
Browne et al. 2016). See Table 9 in Annex | for frequently conflated and misunderstood terms.

5.1.1 KNOWLEDGE GAPS AROUND SDOH IN HEALTH WORKFORCE
EDUCATION AND TRAINING

There are significant gaps in knowledge about the degree to which SDoH are covered in health
workforce curricula globally (National Academies of Sciences, Engineering 2016). Gaps may be wider in
LMIC; several articles call for improving education and research on SDoH in LMIC specifically (Lewis et
al. 2020; Alderwick and Gottlieb 2019; Solar and Irwin 2010; Browne et al. 2016).

There is also a substantive knowledge gap in how SDoH are incorporated into education and training in
LMIC. Our review identified only six articles on education interventions from low-income countries and
five from middle-income countries. Most described community-based education programs that resulted
in improving SDoH-related competencies rather than describing how SDoH were integrated into the
education or training. There is limited information on SDoH-related postgraduate training in all cadres,
and very little on in-service training for all cadres. There is limited research on health workforce
education in LMIC in general, and most publications focus on medicine or nursing. Annex 2 shows the
Gap Map frequency of references to the key themes across the incorporated studies. The red squares
illustrate potential literature gaps in thematic areas such as limited data on the integration of SDoH in
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advanced or postgraduate and in-service programs, on the integration of SDoH in service delivery in
general (and not just focused on one health condition), on barriers to integrating SDoH in practice, and
on outcomes in general. This does not mean that learners in LMIC are not acquiring SDoH
competencies, but documented evidence is certainly lacking. For example, review authors are aware that
several education institutions applying strategies associated with social accountability include the
development of SDoH-related content and competencies throughout the education and training
process. However, articles on such programs did not describe those competencies or the education
process. They focused on outcomes (e.g., whether graduates choose to work in underserved areas)
rather than on competencies acquired. Consequently, such articles could not be included.

Accreditation and quality assurance mechanisms can play a pivotal role in ensuring that health workforce
education and continuing professional development competencies address the health and social needs of
populations and communities. The 2010 Lancet Commission on the future of health professions
education found many accreditation systems to be weak and called for such systems to ensure that the
competencies of graduates were in greater alignment with the needs of the societies they served (Frenk
et al. 2010). Largely in response to this call, the WHO’s HRH 2030 goals now include indicators on the
presence of national and/or subnational standards for social accountability and SDoH in accreditation
mechanisms for health professionals (WHO 2016b). The literature review suggests that progress on the
ground has been somewhat limited, and that without clearly defined competencies to help health
professionals identify and address the needs and risks related to SDoH, vague accreditation standards
are not likely to have significant impact. More research is also needed to understand whether and how
standards are being enforced in LMIC and whether and how private institutions are being accredited.

5.1.2 KNOWLEDGE GAPS AROUND SDOH IN SERVICE DELIVERY

There are similar gaps in research and knowledge on integrating SDoH interventions into service
delivery in LMIC. The reviewers came across a range of articles focusing on health issues such as
maternal and child health, HIV/AIDS, and specific non-communicable diseases that either highlighted the
importance of SDoH or incorporated some form of SDoH-related interventions. Those articles were
not included because addressing SDoH was not the focus of the intervention, because it only addressed
one SDoH, or because the article did not provide sufficient detail on SDoH implementation.

It must be highlighted that in many health facilities in LMIC, health care providers often lack the time,
resources, competencies, and support to provide essential services. Adding interventions related to
SDoH could be seen as adding to the existing burden and moral distress that health workers might feel
when not being able to address the needs of patients. However, the literature shows that, even in the
most resource-constrained settings, care providers who possess the competencies to work with
communities and partners across private, nonprofit, and public sectors are able to co-create solutions to
address SDoH-related challenges such as access to clean water, transportation, nutrition, and waste
management (Palsdottir et al. 2016, Guignona et al. 2021).

Employing or linking to and training CHWs might be one option for effectively addressing the negative
effects of SDoH. CHWs featured quite strongly in articles about interventions in underserved
communities in LMIC and CHWs are increasingly being used in HICs. The WHO Guideline on Health
Policy and System Support to Optimize Community Health Worker Programmes refers to CHWs’ great
potential to address SDoH (WHO 2018b).

The review also exposed the general lack of alignment among pre-service, postgraduate, and advanced
degree education; public health and continuous professional development; service delivery; and health
system development. Few articles focused on the continuum of education and practice. Articles on
education interventions were often written by educators, published in education-oriented journals, and
tended not to assess health outcomes at the service delivery level. Articles describing interventions in
service delivery were often written by clinicians or public health experts.
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While it is important that all members of the health workforce have competencies to mitigate the
effects of SDoH, many determinants that need to be addressed are out of the realm of the health sector
and call for a cross-sectoral approach. It is essential to address the problem at the systems level to
ensure a close collaboration and coordination of policies, services, and communities (Hernandez-Rincon
et al. 2016). Raphael et al. suggest that addressing system health inequities requires more systemic
interventions.

52 RECOMMENDATIONS

Significant action on the SDoH will be best accomplished by taking a systems approach to public health
issues and seeking structural solutions. We base this claim on the evolving evidence from the political
economy of health literature that shows that fundamental shifts in the negative effects of SDoH and
health outcomes requires attention to societal structures and processes that shape health (Raphael,
Brassolotto, and Baldeo 2015). Based on the evidence from our study, we have identified five key
recommendations within the domain of human resources for health to catalyze action on SDoH:

I. Engage community-based stakeholders across sectors to identify SDoH-related
challenges and to develop interventions.

Addressing the negative consequences of SDoH requires inputs and action from across sectors and
stakeholder groups, including health care providers, patients, and communities. Interventions related to
SDoH are often aimed at changing the behavior of individuals or population groups and are highly
context driven. They require engagement with key stakeholders (including patients and communities) in
the identification of social needs and risks, the availability or resources at facility and community levels,
and to co-create context-specific interventions.

Il.  Global health, and continent-wide health and health workforce education groups
and organizations should develop clarity around SDoH terms, roles, competencies
and intervention objectives.

The World Health Organization is well-positioned to lead this effort. If there are no agreed-upon global
terms, those designing interventions should work with key stakeholders (including potential beneficiaries
of interventions) to clarify what is meant by each term and to delineate realistic goals and objectives for
interventions.

Experts including in the field of quality assurance, education and practice should also develop global
consensus on core SDoH-related competencies to help guide curriculum development and quality
assurance efforts. Some competencies may be context specific and based on the priority social needs,
risk factors, culture, and context of the populations that the education institutions’ graduates serve. This
consensus on competencies should be derived from participatory implementation and evaluation
research. It should be supported by policy-level initiatives such as the development of accreditation
standards for monitoring the implementation of SDoH competencies in health workforce education and
continuing professional development. Global organizations and international agencies such as the WHO
should also seek to develop global agreement on core competencies and provide guidance on how to
develop context-specific competencies.

Il1l. Health and health workforce institutions should incorporate SDoH considerations
into equity-focused and quality-of-care efforts, processes, and standards.

Health workforce mitigation of SDoH requires a deliberate focus on the context patients and
communities live in, and additional research to identify and design interventions likely to optimize
resource use while improving equity and quality of care for vulnerable populations. The country systems
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that produce and manage the health workforce should align their incentives and processes to support
the health workers in this effort.

IV. Researchers should conduct additional research in LMIC and elsewhere on what
works, how, and in what context to understand the impact of education and training
on practice.

Health workforce education programs should focus on producing a workforce with the competencies
required to meet evolving needs of the health systems and populations they serve, including those
related to mitigating the effects of SDoH. Context-specific research might reveal a need to, for
example, review curricula to ensure alignment with local needs and should include more assessments
that focus on the impact of education interventions on practice and the performance of graduates,
rather than solely on learning outcomes.

V. Invest in improving the capacities of practicing health workers and health
institutions to address and/or mitigate the effects of SDoH in order to optimize
resource allocation in the provision of more equitable and higher quality care.

Additional investment in health workforce education and SDoH-related research in LMIC is needed to
ensure that health workforce education is aligned with the needs of the populations that graduates serve
and that, more specifically, SDoH competencies are integrated into educational requirements. This will
require country-level stakeholders across sectors—including health care providers and community
members—to jointly review curricula. The assessment of competencies and evaluation of education
interventions need to measure more than simply basic learning outcomes; they also need to explore the
impact of education interventions on practice and the performance of graduates.

53 LIMITATIONS

In addition to the well-known paucity of educational outcomes studies that systematically evaluate
student learning outcomes and their impact on service delivery, health outcomes, and reduction of
health inequities, this review had four main limitations:

e  Our researchers intended to focus on LMIC but over half of the included studies reported data
from HICs (56 percent) and only 39 percent from LMIC. In mitigation, the research team reviewed
all 54 articles for the socioeconomic status of the target community or patient population.

e By including only English publications, we potentially excluded publications from a wider range of
non-anglophone LMIC.

e  While we used synonymous terms for the “social determinants of health,” the concept is variously
described and we may have missed potentially relevant studies that used different terms.

e The plethora of terms and meanings associated with SDoH introduced a level of complexity to the
coding and thematic analysis processes, thus we might have overlooked potentially relevant data.
The research team iteratively reviewed all 54 studies and coded data to reduce this bias.
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ANNEX |: ADDITIONAL FIGURES AND TABLES

Figure 5. Barriers and Enablers to Integrating SDoH in Health Workforce Education Programs

Totals

Inservice

Advanced

Pre-service education

Type of study method

m Enablers m Barriers

Table 8: Study Methods, by Setting

Lower-middle- High-income Context not

income specified

Control trials I (5%) 3 (10%) 4 (7%)
Case study 2 2 4 (7%)
Literature review | 4 7 (13%
Qualitative 6 (29%) 2 (7%) 8 (15%)
Quantitative I 3 4 (7%)
Mixed methods 3 7 10 (18%)
Program development & evaluation | 6 (29%) 8 (27%) 14 (26%)
Scoping review | I 3 (6%)
Total 21 (100%) 30 (100%) 54 (100%)
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Table 9: Frequently Misunderstood and Conflated Terms

Terms Difference Implication for Policy and Practice

Social determinants | SDoH are the living, working, and social SDoH and other non-medical factors

of health vs. conditions influenced by underlying play an enormous role in determining

Population health structural factors; the interaction between | population health; differentiating
these factors shapes health and health between SDoH and population health
inequity. Population health is the “health will help address SDoH (informed by
outcomes, patterns of health structural factors) which can in turn
determinants, and policies and improve population health. Conflating
interventions that link these two” the two terms will miss this critical
(Browne et al. 2016). link.

SDoH are a series of factors affecting
population health.

Social determinants | Social determinants of health are the Differentiating between SDoH and

of health vs. Social living, working, and social conditions social risk factors will enable

risk factors which may negatively or positively affect enhancements of protective factors in
health. Social risk factors are specific the social environment, and the
detrimental social conditions which may development of targeted interventions
negatively affect health. to address individual-level social risk

factors.

Social risk factors Social risk factors are specific detrimental | Conflation of the two terms can lead

vs. Behavior risk social conditions which may negatively to approaches that do not consider

factors affect health. Behavior risk factors are the multitude of forces that shape the
individual behaviors which put the circumstances influencing behavior and
individual at risk of poor health. The that overemphasize individual
different terms are intertwined: social behaviors.

factors often shape behavior, and
individual behaviors may impact social

conditions.
Social risk factors Social risk factors are specific detrimental | Differentiating between social risk and
vs. Social needs social conditions which may negatively social needs, especially during
affect health. Social needs are a screening, will give the patient a say in
measurement of what the individual the treatment plan. “Failing to
patient feels to be important in their life. understand the patient’s perspective
For example, a patient’s social risk factors | ... could lead to the wrong immediate
may reveal food insecurity, but the treatment.” Combining an
patient’s most important social need may | understanding of social needs with
be to escape an abusive partner. clinical expertise allows for high-quality
treatment decisions.
Social needs— Social needs—informed care involves Differentiation between these terms is
informed care vs. provision of medical care that is informed | critical to ensure that they are both
Social needs— by the patients’ social circumstances. carried out. Social needs—informed
targeted care Social needs—targeted care involves care alone is insufficient; it needs to be
directly addressing the patients’ social combined with social needs—targeted
needs, such as assistance in accessing care to mitigate underlying social risks.
housing support. Neither is sufficient to improve overall
population health; this requires cross-
sectoral collaboration (e.g., among
government, social agencies, and
schools) and nation-wide policies and
interventions.
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GAP MAP FREQUENCY OF REFERENCES TO KEY THEMES

ANNEX 2

GAP MAP

FREQUENCY OF STATEMENTS FOR KEY THEMES ACROSS INCORPORATED STUDIES BY HEALTH WORKFORCE TYPE
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