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Abstract

TheDevelopment oOnline Social Medicine Modules for Medical Students at the Emory School
of Medicine

By Courtney Lane

Health inequities are associated with seial determinants of health. Thduthpere is potential

to impactinequities and social determinants through clinical papeovider interactions,
providers often feel ill equipped to address thesedlioiical aspects of patient care and may
even perptuate inequities. The overarching goal of this project was to develop an online
foundational level set of modules that could help Entdmiversitymedical students to develop
and embed these skills prior to their practical fgwatduate (residency andfetlowship)

training. Using an initial template from the existing social medicine course as the basic
framework, modules were supplemented with skills development centered resources and
translated into an interactive format. Three modules were develapastingthe social
determinants of health, race and bias, and patient advocacy, respectively. These modules also
included a set of prpost test questions to evaluate short term knowledge acquisition. Further
efforts should be made to pilot the progriamrefinement and to develop a long term evaluation
plan.
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[) Introduction

The social determinants of health (SDH) are typically defined as major influences on health
outcomes outside of genetic and clinical fac{@stancourt, Green, Carrillo, & Ananeh
Firempong, 2003)These includéactors such asocioeconomic statusacédethnicity;
accessibilityto health caretransportationand nutritious foodsand education levedmong
others(Brach & Fraser, 2000Among these factors, imority status related tcace or gender,
poverty, or loweducatiorstatuds oftenassociated with a high&kelihood of experienang

health disparities and poorer health outcomes. These range from conditions including
cardiovascular disease, diabetefarih mortality rates, obesity, asthpaad cance(KFF, 2002;

Murray et al., P13; Murray et al., 2006)

Many, but not all,of these disparities can be linked to inaccessibility or uotikzation of
healthcare services for these individuals. For instance, the differences in life expectancy within
the United States between black race individuals and wagteindividuals have actually

increased since Medicare was introdu@@drnick, 2008) Individual SDH are typically highly

interrelated, which makes single, targeted interveniess effective.

Although there & clearly many systematic problemfuencinghealth disparities, health care
providerpractices have some of the clearest impacts on quality of caath positive and

negatve A physiciands clinical encounter with a p
the experience of that patieamid even the eventual health outcomes. Strong communication,

culturally appropriate interventions, and a bond of trust can help to ensure proper adherence and
open dialogue about signs and symptoms. Howéverabsence of these qualities can result in

negative patient experiences and potentially negative health outcomes.



Over the years, the gap in quality of care between whites and all other races has either remained
constant or increased for a majority of the indicafpagient satisfaction, cultural eeptability

etc) being measurefislasgow & Emmons, 2007)There is evidence aficonsistencies and

variation inpracticeon the basis of race and income by physicians in both preeerid

chronic cardEgede, 2006; Trivedi & Ayanian, 2008) is likely that these practices aretthe

result of blatant prejudice and instead are the result of societal penseptid subconscious

biases of health care providgésSchulman et al., 1999)

In an effort to alteand possibly preverthese perceptions and biases, implementing a
curriculum among physicians trainingthat focuses on exposure to the concepts of SDH and
acquisiton of cultural competency skills for use in the clinical setting has the potential to
improve future patient encounters. Optimally, this culaguwould be concurrent witmedical
trainingprior to postgraduate medical trainirigvhich is inpractice taining so that translation

into practice occurs as a package alongside all other clinical skills develoganigran

Problem Statement

Physicians and patients historically cite loss of trust, miscommunicatiorgamepliance, and

cultural barriers athe overarching influences on negative patg@mgsician relationshipand

subsequent health outcomedany of these issuesuldstem from a categorical misperception

of people based on superficial characteristics such as race or income. érathgusting

these perceptions and providing skills for counteracting social ldases early medical

training ould impact the magnitude of health care disparities and ineqlitieo r y 6 s Sc ho o |
Medicine (SOM) currently does not have any training modulesipport development of these

skills.



Purpose Statement

There is broad consensus among medical studetit®e Emory SOMhat social medicine skills
development during medical school could be helpful in reducing disparities in future medical
care. In ddition, revisions to the requirements of the Accreditation Council of Graduate Medical
Education (ACGMED)ffer an opportunity foEmory University SOM toadd such a module to
strengthen theicurrent offerings on social medicinehis program emphasizesosscultural

care, patient advocacy, and the benefits of experiential learning in a variety of clinical settings.
The SOMhas supported the developmentafonline, interactive, introductory course on key

aspects of Social Medicine for use by firstryseedical students

Research Obijectives

To meet the needs of the Emory SOM fbllowing steps were proposed for this project:

1) Identify which key portions of Social Medicine are appropriate and necessary to cover in
an introductory level course

2) Identify what the best platform for developing an online course would be

3) ldentify what the best platform faleliveringthe courseontentwould be

4) Develop the courseontentand formain such a way that it is engaging for the medical

students

Significance Statenmt

The development of an onlir@DH course withinE mo r y 6 Social ®&tlicine program will
havemultiple ramifications. From a public health perspectilie course will help close the
knowl edge gap on the SDH and i mpr o lkighqualityor y

medical care to their patientsthefuture From an education perspective, this course will allow



students to become more competitive in graduate medical education prégsidency and
fellowships)as they are fulfilling ACGME requirements. From an administrative perspettteve,
format of the courswill provide arelatively selfsustainingplatform in a program where faculty

and staff are often pressed for tiared havelemanding schedules. The online component will

al so be more flexible with regard to students

model for potential use by otheepghartments within the SOMtherschoolsat Emory
University, or other univeies altogether as a method fotroducing subject matter in a

flexible and interactive format.

Definition of Terms

Accessibilityto health careHaving the ability to easilyse a given service including, but not

limited to, reasonable distance to the care facility, lack of language barriers, and financial

feasibility.

Crosscultural care The sector of health care that focuses on the skills involved in

communicating effectiely with patients from a variety of soeaultural backgrounds and using

this communicationo provide high quality of care.

Formative evaluationEvaluation that is typically conducted during the developmental portion of

an intervention. The results froformative evaluation are used to inform the intervention and

increase the likelihood of uptake and success among the target population

Graduate medical educatioRormalin-practicemedical training that is received after

completing an MD (Doctor d¥ledicine) or DO (Doctor of Osteopathic Medicine) degaber

terms to describe this include Aresidencyo

an



The social determinants of healtflajor influences on health outcomes outside of genetic and

clinical factors

Medical educationFormal medical training that is received before the completion of an MD or

DO degree.



Il. Literature Review

This literature review examingise following:the use of formative research and qualitative data
in developing an interventigithe value bsocial medicine trainingbest practices among
medical, social medical, and online medical trainiagues in eMaating social medicine

courses; and the current state of social medicine offerings at Emory University SOM.

1) Role of Formative Research Developing a Course

The development of any intervention should take into account the context in which it will be
applied. Satterfiel dods ibasedpsaiide EBR) (sdeiFiguaerly mo d e
describes a model which includes the environelearid organizational context of the

intervention in addition to characteristics of the target audi®ateerfield et al., 2009)This

context helps to maintain a balance between the primary intenttbe oftervention and the

feasibility of uptake by th&argetpopulation. Flexibility such as this is particularly important in

the fields of education and public health, where the receptiveness of the audience is paramount to
the aspired successfoghavior change espoused by the interverdimhthose deploying.it

Satterfield has predicted that using this new EBP model in the development of curricula would

facilitate high quality uptake as well as a realistic depiction of an appropriate intenventio



Best available
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Figure 1 Satterfield, 2009

The data to better understane tontextin which an intervention will be deployede often
gathered during a formative evaluatidie results of formative evaluation of an intervention are
oftenused to ensure thtte interventions not only able to efficiently reach the intended
audience but that it is aldizely to be acceptable to amdlturally appropriatéor the target
audiencgThompson N, Q06). In thespecificcase of medical educatiomodules this would
mean generating btip from the students as well as other stakeholders and finding time for
additional courses within thereadybusystandardnedical curriculm (Shah, Levy, Morias,

& Arora, 2015) Limited stdf or studentime andfailure of staff and/or students contextualize
new knowledge are typically major barriers in implemenéng gaining fromiraining modules,
particularly in the case of medical educat{@iasgow & Emmons2007) Glanz recommends
using a participatory program design and evaluation as methods to increasabong

participant§Glanz & Bishop, 2010)



Lomas also notes that dissemination of information should be tailored to the audience in order
for implementation to become most effective and to promotarb(lyomas, 1993)Particularly,

the format should be user friendly, readily accessible, originate from an influential body or
organization, and the importance of the findings should be apparent from a variety of sources.
Furthermore, Lomas arguesathactively engaging training modules should be the preferred
method of dissemination as opposed to pure didactics or readings. The sentiment of targeted
strategies is echoed by Tinkle etgérticularly when concerning dissemination of information

(Tinkle, Kimball, Haozous, Shuster, & Meit&rochowski, 2013)

Formative evaluatiothroughthe use of galitative research methodffersstrong potential to

help inform projetdevelopment and increase chances of suafess interventiorby using

data on participant beliefs, priorities, and opini¢@dslterud, 2001; O'Donnell, Lutfey, Marceau,

& McKinlay, 2007) Malterud argues that qualitativesearch methods have excellent

applications irunderstandingocial experience, communication, attitudes, and processes. She
further posits that these methods can help lessen the distance between theory and practice in the
medi cal f i el donnelleeat follbwed asimilay line obréaBoning and used focus
groups to refine a research project targeted at physicians. By including these focus groups, they
increased instrument validity, streamlined the data collection protocols, and decreasenlathe

cost of the studyln sum it can be argued that using qualitative data in the process of formative

evaluatiors can lead to more tailored and acceptable intervestion

2) The Value of Social Medicine Training

Health disparities have been observethemUnited States for a number of decadsagede,
2006; IOM, 2002; Nelson, 2003pPne of the major recommendations from the Institute of

Medicinebs 2002 report on health disparities



competence and in the social determinants of health as tools to decrease racial and ethnic

disparities that extsn health care The arguments fbistappear to fall in one of three

groupingsl)t hat practitioners are unaware of the ir
circumstances can have on the status of their haatthikelihood to adhere to prescribedlie

behaviors and treatmeng);that practitioners may be contributing to health care disparities by

making impartiadiagnoses and recommendatioasd 3) that practitioners feel unequipped to

address issudbat areoutside of their clinicaéncountersvith patiens. Each of these is

discussed in greater detail below.

A)The Patientds Soci al Context

Factors such as social stressors and support networks, changes in environment, life control, and
literacy can be particularly influential on health stgtaseen, Betancourt, & Carrillo, 2002)

Incorporating training or assessing a patientds understand
bridging communication gaps, skills for negotiatangl sharednedical decisions, and tools for
recognizing the complexity afon-clinical, nongenetic sociailssues could bef value in

improving provider practices and care delivéBgtancourt & Green, 2010Betancourt et al.

find that such additions tmedical schooturricula result in practitioners feeling more confident

in their ability to reacimutual decisions with their patients concerning adherence to treatment

plans.

B) Provider Bias

The Institute of Medicine report highlights the following factors as responsible for racial and
ethnic disparities in health care: bias or prejudice against memmjreater clinical uncertainty

when caring for minority patients, and beliefs or stereotypes on the part of the provider
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concerning the behavior or lifestyle of minorit@®M, 2001) Betancourt (2006) does note that
these disparities could be due to coogsior subconscious judgements and biases of

practitionergBetancourt, 2006)

Variations and inconsistenciespractices based aace, gender, and SES in situations are

abundanaind may indeed affect health outcorfigsvedi & Ayanian, 2006)Schulman et al.

found that a patientédés race and sex appeared
catheterizéion in their randomized experimental stu@chulman et al., 19997 majority of

physicians surveyed by the Institute of Ethics in 2005 mirrored these sentirepotting that

Ami nority patients generally receive | ower qu
the nationb6s physicians have reported seeing

because of the pa(fOE&prit2006) r ace or ethnicity?o

Van Ryn (2000) acknowledges that gltyans are expected to be unaffected by social
characteristicandto be objectivdvan Ryn & Burke, 2000)She argues that demographic

characteristics such as age, race, and income influence the clinical encounter, diagnosis,

treatment @ns, and ultimately outcomes. Using medical record abstraction and surveys from 8

New York hospitals, Be found that patients whoproviders categorized as black were believed

by the samplegrovidersto be at higher risk for substance abuse and less likely to desire an

active lifestyle or to comply with physician recommendations. Theg fugther rated as being

less intelligent than white patients when income, education, patierdratjsex were accounted

for. Through her model , physician response to
least somewhat impacted by the physicias per cepti ons and stereotyp

characteristics.
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In a subsequent paper, van Ryn refines this model with the inclusion of sul{tygmigyn,

Burgess, Malat, & Griffin, 2006) Social cognitive theory describes subtyping as breaking down
gender and race imteach of their subcategories such that black woman, white man, black man,
and white woman each have different descriptors but generally remain homogenous within the
subtype grougMoskowitz, 2005) This is an effort to simplify the information the brain
processes on a daily basis so that critical decisions can be madek#s agipossible. Van Ryn
(2007 finds that a majority focultural competence programs focus only on the explicit
prejudices an individual may have and thus may not improve the overall quality of care if the

physician does not believe they are acting in a prejudiced manner.

C) Skills Development through Social Methe Training

The Institute of Ethics suggests that education and training could help alleviate racial and ethnic
health disparities if they concentrate on attitudes (cultural sensitivity), knowledge
(multicultural/categorical approach), and skills depetent(IOE, April 2005) Many

researchers have advocated the need for space within neatioalcurriculato expose students

to the impacs$ of a multitude of social factors including race and ethnicity on health care
(Betancourt et al., 2003; Haughton & Stang, 2012; Bnown, & Justin Kim, 2014) Such an
inclusion would promote the development of skills that some physicians feel they otherwise lack

when attempting to address SDH.

As part of the 2007 updaté the Accreditation Council for Graduate Medical Education

(ACGME) General Competency, nes@mpetencies were includedcsh as: Acommuni c al
effectivelyd e monstrate caring and respectful behavi
l'imits in oneds knowledge and experienceo, #dnc

the pabémoostrate sensitivity and rsesponsi ven
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Afadvocate for quality patient care and opti ma
Aawareness of the impact of raemekiéBwghpi ci ty,
2007)

Lim et al. found that practitioners with a more complete grasp of the social determinants of

health garnered higher rates of patient satisfagtitthhealth care among bothcial and sexual

minority patientgLim et al., 2014) In asimilar studyutilizing nationally representative surveys

when perceived racism and medical mistrust were controlled for, race no longer became a
significant predictor for the [KahyiTaiafdrg, & sati s

Zuvekas, 2006)

Ultimately, sociame di ci ne courses aim to enrich the stu

and the SDHand to give them the tools necessary to address these issues.

3) Medical Education

A) General Medical Education

Typically, medical students are exposed to system speoficsege.g., anatomy, physiology,
pathology) a broad range of clinical scenarioféen times a combination of case studies and
rotation experiences, and a few variants on medical ethics, professionalism, and communication.
There are anultitude of impotant factorgnvolved in creating a successful introductory level

course in medical education. Chief among these is a mutual understanding of the importance of
the subject matter between the instructors and the stu@stencourt & Cervantes, 2009)
Betancourt (2009) suggests using a om&tof peetreviewed literature and clinical case studies

to increase buyn among the student$his is based on his work integrating social medicine and

cul tur al competency into t he Thisapproachwllowstheat Ha
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instrudor to build a strong support system for the merit of the course which appsaidents,

instructors, and funding sources alike among many of the courses examined by Betancourt et al.

Similarly, the randomized contreld trials performed by Schillingtel. suggestiemonstrating

how the knowledge and skills gained through the course will have application in real life
situations to increase student bnySchilling, Wiecha, Polineni, & Khalil, 2006This would
typically involve discussion and interaction among students and an emphasis on experiential
learning. Programs that pair an introductory level course with experiential based learning are
more lkely to result in retention and practice of those ideas expressed within the course, while
those without often resulted in inadequate development of the intendedd&dtsa, Weiss, &

Bagian, 2014)

Finally, an intoductory level course must be mandatory if it is to reach all students, regardless of
their individual competence of the subject mafterm & Korenman, 1994) Methods for

engaging students who already have some experience with the material include marketing it as a
review or as an opportunity to learn the material from a new perspective. Nasca describes
particular success when including these fiexpe

studentgNasca et al., 2014This has thadded benefit of generating further student-louy

In summary, for general medical education, it is key that 1Jilig/created by highlighting the
potential usefulness of the knowledge or by peer feedback and support and 2) that introductory

level couses be mandated.

B) SocioMedical Education

The following section details the specific need for generatingiior sociomedical courses as

well as best practices found in delivery format for these types of courses.
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a) Student buyn and sociemedical education

The themes of student buy in and practical skilsed learning surfaced multiple times in the
literature specific to socimedical education as well as general medical education. Many
courses aimed to motte their students by focusing on cultural competency as a tool to
providing high quality caréBetancourt & Green, 2010; Park et al., 2006; van Ryn et al.)2006
This was typically accomplished through examining case studies and emphasizing clinical
applications of the skills developed through the courlgs.approach aims to overcome

st ud e ntanaied abbue theiclinical utility of their courses.

Furthermore, faculty and institutional support are necessary for the successful implementation
and development of socmultural courseworkRutherford, Mcintyre, Daley, & Ross, 2013s
demonstrated in a survey of 1lidical schools in the United States and Canatlajmers and
medical school leadewithin the academic institution show more interest and positive attitudes
toward the content, students generally mimic these tendg@ieslinMaliver et al., 2011)
Students have also reported feeling more prepared to have a clinical encounter with a patient
with a different SE$hanthemselves when there were major social medicine role models
available to them during traimg, particularly in the form of instructors or ment@@eer, Park,

Green, Betancourt, & Wesman, 2007)

b) Delivery Format of SockiMedical Education

Didactic, group learning, and problem batesningare all common formats for teaching social
medicine(Flores, Gee, & Kastner, 2000jowever, community based and experiential training
consistently have been associated with higher levels of success than pure didacti¢Bmagokes

& Fraser, 2000; Park et al., 2006 his is likely due to a combination of longer exposuringo
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subject material as well as opportunities to actiuaylement and practice tiskills being

learned Flores et al. and Betancourt et al. (2009) recommend a separate course or courses
devoted specifically to social medicine rather than integrat@gubject matter into the normal
course | oad. Flores et al. postulate that 1iInt

behavior change and awareness that the course(s) are intended to elicit.

Social medicine courses should be taught in aldpueental fashioin medical school and
continued during poggraduate continuing medical educat{@®®gtancourt & Green, 2010)
Systematic reviews of medical curricula reveal that danfgitudinal desigapermitthe student

to absorb basic knowledge and information in earlier courses and transitionsd@asgisition

and behavioral change through ongoing educati@happlicatior{Price et al., 2005) Vignettes,
videotaped interviews, discussion about personal beliefs or views, discussion of social context
SES, migration history, literacy, social networks, etc. are common methods to providing the
foundational knowledge of social medici(@arrillo, Green, &etancourt, 1999) Ideally,

future courses would include shadowing opportunities in a variety of settings to challenge and
develop the skills of the studefark et al., 2006)Park et al. notes that the longer the period of
sociccultural training the clinician undergoes, the more likely one is to see improvements in

patient satisfaction.

c) Content within socianedical courses

A potental downfall within social medicine courses is the antiquated approach of teaching
students about cultural issues by isolating given combinations of race/etan@ti8ES and
attributing certain factors or behaviors to those gr¢@msnick, 2000; Kaplan & Greenfield,

2004) This categorpased approach can lead to stereotyping of these populetensnore
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which in turn can potentially contribute &md/or worsemxisting health disparitig®etancourt,

2006)

A more successful approach focuses on the students developing skill sets to identify major
impediments to treating patient®in a variety of background€arrillo et al., 1999; Kaplan &
Greenfield, 2004)These impediments can include language, lack of trust of authority figures or
health professionals, conscious or unconscious judgement on the part of the clinician and/or the
patient, and a lack of health lisey. Then, building communicatioskills, selfawareness and
humility help to address the impediments students most often cite. Communication, self
awareness, and humilippnsistently rank among the most valuable skills when working among
diverse patienpopulation and acquisition of these skills should be a primary objective of any

social medicine courg@an Ryn et al., 2006)

C) Online approach

Tabakhassuggested that creative approaches might be used in order to make dissemination of
information morevisually attractive Social media, online applications, and smart phone
applications were among tlhiessemination modalitidssted (Tabak, Stamatakis, Jacobs, &

Brownson, 2014)

Several schools of medicine, contemporaries of Emory University, have used these methods,
particularly, webbased and online systems, toeir curricula, and these are described further

here.

Uni versity of Michiganbés Medi cal -Basddeystém as
for student directed learning around evidence based regétcimoud & Barclay, 2002)his

includes multimedia tools in order to appeahtwide variety of learning styles and an easy
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system for monitoring use and student progress. Nudilia options were particularly sought

after by the students #te University of Michigan based on peststing feedback.

Boston Uni ver xdidng(&GM) S&examined bydiechMin 2002 had developed

the Heuristic for Electronic Asynchronous Learning (HEAL) model, which emphasizes a
combination of didactic modules, case discussions, and practical experience in an evidence based
medicine courseol medicalschool student&l. M. Wiecha, Vanderschdt, & Schilling, 2002)

Pre and postesting showed increases in diabetes case management when compared to a control
group with no online exposure. The students reported perceiving more flexibility in terms of
managing their time with the course dretter adoption of concepts due to the experiential

component of the course.

Boston Universityds SOM also has used Bl ackBo
medical education progra(d. Wiecha & Barrie, 2002)BlackBoard allows for participants to

access modules posted to the website and discussion boards with both instructor and student
contributions. Many ofhe participants noted that the course design and timing allowed for

flexibility in terms of learning style and scheduling constraints when compared to traditional

lecture formats. Furthermore, students can give feedback on any lacking resources,evhich th

instructor can post easily to the platform.

The University of British Columbia Faculties of Medicine and Dentistry, as examined by

Broudo, use the Medicine and Dentistry Integrated Curriculum Online (MEDICOL) as a
supplement to their curricu(@roudo & Walsh, 2002) The course amagement system allows

for easy tracking of student progress, studbrected learning components, weekly quizzes and
immediate feedback, and easier structured communication between the students and instructors

through email and bulletin board functior@ver 90% of their students used the MEDICOL sites
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and believed therto behelpful as an adjunct to their learning experience. Instructors also
reported finding the MEDICOL site useful as an environment for exchanging ideas, innovations,

and data.

New Yok Universityd School of Medicine, as examined by Kalet, implemented abasked
interactive module on strategies for working with interpreters and navigating cultural issues
amongst diverse patient populations. The course includearmtgostest questionnaires as
well as videos and case studies. All first ya@dicalstudents completed the course and on
averageimproved by 20% between tipee- and postmodulequestionnairegKalet, Gany, &
Senter, 2002)They reported th&86% of the students weratssfied with the module, although

many critiqued the technical difficulties that made completion of the module time consuming.

Online learning as a method within education has shown improvement in skills in the short term
range (1 year post interventioim randomized contrtdd trials, however longitudinal evaluation

also needs to occ(®chilling et al., 2006)Furthermore, while small group discussions and
constructive feediick have been identified as key in the successful development of new skills
and behavior§Tervalon & MurrayGarcia, 1998)many online courses do not emphasize these

components or fail to pair the online course vaithinperson componetiat does include them.

4) Evaluating Social Medicine Programs

In addition to the challenges designing multicultural education and training curricula in the
field of medicine there is also substantial difficulty evaluating the process and outcomesf
such an interventiorOne of the most frequently described shortcomings in social medicine
courses is the lack of a standardized evaluation sy§terwalon & MurrayGarcia, 1998)

Tervalon posits that many institutions struggle with the evaluation of-cudgsal medical
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courses becae they do not lend themselves well to quantitative assessment. The courses are
rarely objectively assessed, with progress typically being measured viegsatif from
clinicians(Brach & Fraser, 2000; Gozu et al., 2007; Park et al., 2808)social desirability bias

has beemypothesizedo have a significanmpact on these assessments.

Betancourt (2010) suggests thia reliability and credibility ofocio-cultural intervention
relieson results that are objective and systematically meagBetencourt & Green, 2010)
Betancourt reviews several possible systeangvaluation, but concludes that they are
inconsistently applied in randomized controlled tridlsaxcial medicine courses. This further

i mpedes the medical ¢ ommu(s)bfiaygodiad medlibinelcaursey t o

5) EmoryUniversitySOM s Soci al Medi cine Offerings

The Emory SOM currently has two curricular optionsrfadicalstudentdo participaten

aspects of social medicine. One of these is the Social Medicine Grand Rounds which brings in a
wide variety of speakers to discuss social medicine and its impacts on clinical practice. Since this
is agrand roundslidacticstyle of exposureit is not required to attend nor is it incentivized in

any way. The second option is a social medicine elective course, which takes placa during
medicalst udent 6s third or fourth year. It i s a
February and March (aligning withtteet at e o flegiSsadive segsiomsdnsAtlanta). This

course offers students the opportunity to have both didactic an<bfiskell experiences in

learning about SDH and seeing firgind how they can impact a clialavisit. Typically, 15-20
studentout ofanaveragamedical school class df35take the course each time it is offered

Since it is open to third and fourth year students, this results in a total of around 35 students per

year.lt has historically redeed excellent evaluations from the students.
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6) Conclusions

Based on the literature evaluated to dagyccessful social medicine course should aim for the

following qualities:

1) To be tailored to and easily accessible by the students, which can be asteahpli
through formative evaluation and use of qualitative methods

2) To impart both knowledge of the SDH and skills to address health disparities based
on the SDH

3) Should be a mandatory and introductory level cogigen as early as possibAgth
repeated fAboostero doses during graduate
so that skills can be integrated into clinical pracéind reinforced regularly

4) To generate buin by emphasizing the usefulness of the information learned and by
having strong role models and mentors within the SOM

5) To incorporatedngitudinal evaluation into such a curriculum to demonstrate the

impacts such a course might have

Such a course does not currently exist at the Emory SOM. The creation of this course as

descibed in the following sections will endeavor to capture all of these qualities.

A large remaining gap, beyond the scope of this project, is the creation of an objective system for
assessing impact of social medicine courses that can be applied to aey(oedlisal schogl
graduatemedical educatigror continuingnedicaleducation) and in any setting (international,

domestic, hospital, private practice etc.)
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[1l. Methods

Introduction

A need was identified by Emory SOM faculty, staff, and students to strengthen then8@tél
studentcurriculum with regard to social medicine. It was requested that this take the form of a
mandatory set of online modulefspossible. These were to be developed and pilot tested before

May, 2016.

Since the use of formative evaluation data to increase studeirt Bag program success is
considered critical in these types of courpesyious data fronfocus group discussions and
surveysimplemented by faculty and students associated with the existing social medicine course
in 2014 and 201%ere used to select the topics of the online modiilessetopicswere

determined to be Social Determinants of Health, Race and Bias, and Pditentgy.The

Emory SOMstudents and facultyho took the surveys or participatedthe focus group
discussionsluring this time period had beasked to focus on perceived usefulness in terms of

knowledge base development and skills acquisition

Since tke combination of the three modules is intended to be a foundational course, the scope
covered by each of them is limited to an overview of the subject matter and focuses on

encouraging the studesib think criticallyaboutthe issues presented.

TargetAudience

The students of this course are intended to be first year medical students attending the Emory
SOM. The number of students within this cohort varies from year to year but is typically around
135. Every member of the cohort would be requireddmplete the course within their first

year as registered students.
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Anyone with an Emory email address and access to the Blackboard website will also have access
to the modules, however at this peibwill not be mandated of anyone outside of first year

medical students to participate in the course.

What follows is a detailed description of the tasks associated with developing the modules.

Procedures

A) Reviewof Existing Tools and Materials

Initial review included an assessmen®aiwerPointshandouts, &ivities, and other materials
associated with the Social Medicine elective coatseently offered byhe SOM. This elective
course is a month long combination didactic and experiential course for third and fourth year
medical students. Typically, onBb students out of 260 elect to take this course in a given year.
However, student feedback on the elective course has historically been very positive and the

utilization of its materialsf valuable angbossible was deemed appropriate.

Furthermore, aassessment of other similar courses available oahdeat other institutionsas
performed to evaluate the usefulness of outside courses in providing an acceptable level of
training in the subject matter. The list of those courses evaluated can derfé\ppendix B.

These courses were evaluated independently by both the author and by Dr-JdueseyChief

of General Medicine and Geriatrics at Grady Hospital and associate professor of medicine at the

Emory SOM.

Criteriafor potentialy including materials from other sourcegso the Emory SOMsocial

Medicinecourseinvolvedassessing:

1. value of information presented,
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2. level of engagement provided to the user,
3. ability to track user progress, and

4. cost to utilize the modulesuch as access fees

Evaluation of these teria was based on professional opisari thepublic health, medical,

health care, and educatiovallue of the material$-indings were compardzketween the two
evaluatorsand any discrepancies discussed. If necessary, coursefunber evaluated by Dr.

Maura George, assistant professor of medicine at the Emory SOM. None of the courses
evaluated offered satisfactory results in all these categories and the decision was made to utilize
portions of thePowerPointgrom thecurrenty-offeredelective course as a framework for the

mandatory modules.

B) PowerPointVoiceover, and Supplemental Material Development

Adobe Captivate was selected as the tool for use in module development since it could combine
PowerPointvoiceovers, and links to supplemental materials: the main sources of visual
information, auditory information, and interactive components, respecti?eiywerPointsrom

the elective courses were sorted for applicability within the scopes of thedpiesid be

conveyed $ocial Determinants of Health, Race and Bias, and Patient Adyaoaatyany excess
material deleted to maintain focus within a given module. Supplemental material was then
culled from a variety of sources with an emphasis on botlestilengagement and impact of
information. A list of supplemental materials used and recommendations for utilization within
the modules can be found in Appendix C. Once these materials had been integrated into the
PowerPoinslide decks, voiceovers weperformed by both Dr. Busselpnes and Dr. George,

co-instructors of the Social Medicine elective course.
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C) Module Development

The slide decks and voiceovers were combined in Adobe Captivate along with pre/post gjuestion
to assess understandingssistancén compiling the various components into a fully usable

module was provided by Christopher Alspaugh, an information analyst at the SOM. Individual
completed modules were then reviewed by the author, Dr. Busseg, and Dr. George for

consistency, flowappropriateness, and quality.

Institutional Review Board (IRB) Approval

As this projecivas focused on the development of course modules and did not involve de novo
data collectionit was not considered human subjects research and Emory IRB approveldtwas
required The scope of work of thigrojectconsisted ofitilizing previouslycollectedformative

gualitativedata to aid irthe development of course modules
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IV. Results

The project resulted in the development of three mod@lesial Determinants of Health, Race
and Bias, and Patient Advocacgach requiring approximately 30 minutes to complete. Several
multiple choice questions are placed throughout each module to gauge knowledge uptake;
explanations for correct answers areluded after each question. What follows is a brief

description of each module. Full visual content of modules can be found in Appendix A.
A) Module 1: Social Determinants of Health

This module begins with a set of giest questions. Following these gtiens is a description of

the social determinants of heath (SDH) and how they can present during a clinic encounter. The
advantages of addressing the SDH as a method to reduce tertiary care burdens are discussed.
Education, incomeand housing are theaxamined as they relate to health outcomes. At this

point, an interactive activity from an outside website is presented for the students to explore.
This activity, Playspent, allows the player to move through a short flash game wherein their
character haa limited amount of funds with which to get through everyday activities. These
include payindor health bills, dilities, tuition fees, angroceries whilst accounting for limited
income. Several skill sefmotivational interviewing, strategies for harm reduction, and
identification of highrisk patientsare then presented as options for navigating the SDH from a

clinical perspective.
B) Module 2: Race and Bias

This module opens with asking the student to takdmplicit Associatiortest(IAT) regarding
race. The IATisaaonlinet ool that is intended to evaluwuate

various stimuli. In the case of the race IAT, the students are presented with @oulivesrds
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and asked to sbthem as quickly as possible. Within the module, thisigphired with a short

article written by a medical student on the implicit biases surrounding race that are presented in
medical curricula across schools. The association of race with othes&MDHas housing,

education, and income are then explored. These associations are accompanied by health
outcomes and statistics from a variety of sources. The students are then given the opportunity to
play an outside game called Fairplay where theiratttar is a young black graduate student.

The game purposefully has the player engage in situations where both overt and more subtle

examples of racism and bias impact the character.

The module then focuses on the clinical impact of race including disgan care, procedural
allocation, and bias in curricula. The link between simplification of material and categorization
based on superficial characteristics is discussed as are the impacts of this categorization. Finally,
the students are presentednnsome options in terms of advocdeaytendance of legislative

sessions, monitoring of QI repgresd personally prescribed treatment decisiant) which

they can minimize disparities within their professional spheres.

C) Module 3: Patient Advocacy

The casts of health care are examined as is the issue of financing health care among
disadvantaged populations. Health insurance coverage and income dostrévetdiscussed as
theyrelatd o i nequi ties within health. ms&Geor gi aods
examined as specific examples of health coverage programs. Medicaid expansion and the
Affordable Care Act (ACA) are reviewed in terms of how they address gaps in coverage. The

student is then walked through a case study focusing on health caragmgaps.
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Various types of policy that influence health care coverage are presented and the medical
studentdés role in policy and advocacy is disc
specific organizations which physicians can easilgssgiven busy professional schedules.

The third module concludes with the same set of questions posed at the beginning of the first

module.
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V. Discussion

Since social inequities can often have a multitude of impacts on health status and health
outcomesminimizing the presence of these inequities is an essential first step to improving

health in the general population. Some of this inequity stems from poor communications

between physicians and patients p hy si ci ands perceppsheatms of t hei
disparitiesor subconscious bias on the part of the physician or the patient. Providing physicians
in-training witheducation and resources regarding thesedtaital aspects of care can result in

both theincreased awareness among physicians of the impact of SDH and increased patient
satisfaction with regard to clinical encounteBased on best practices described in the literature,

to address the need for a stronget accessible foundational coursesocial medicine for

Emory University medical students, we developed an online set of course modules. Using

formative data collected in 2014 and 2015 by faculty, asteoth literature review, the existing

framework from the previous social medicinecousse,d t ool s and exampl es f
contemporaries, thiairee online modulesocial determinants of health, race and bias, and

patient advocagywere developed for use by first year medical students. These madehesy

part of a mandatory course aaith to provide a foundational level of knowleddkext steps

includepiloting the modules, making alterations based on this piloting, and the development and
implementation of a monitoring and evaluation plan for the modules.

Strengths and Limitations diié¢ Project

This project has resulted in the development of the first mandated course work for medical
students at the Emory SOM which focuses specifically on the social determinants of health and
their effect on health outcomes. The moduldk require ncadditionalmaintenancéom faculty

or other stafbutside of allowing student access or any updatesvisions based on new
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researchThis has the benefit of being a low time investment in the long term for fadtity.

being said, the modules should be revised after the pilot study as well as the first few cycles of
the courses first implementedo refine the way modules are conveyed to ensure they are as
impactful as possible

This project finds limitations ithat it has yet to be implemented among the target audience.
Delays in development resulted in an inability to pilot test the modules during the intended time
frame. In addition, another limit#on is that the course does not fiaive a longitudinal
evaliationplan developedSimply having access to the modules or even requiring that they be
completed does not ascribe any value of quality or usefulness tpdhdinis difficult to

estimate what value might be gained without evaluation

Strengths and hnitations with Regard to the Literature

Flexibility of scheduling and ease of access were key concerns for the success of these modules
and their integration was assured by designing online modules which could be completed at
learner discretion within a seemester. Furthermore, focusing on the provision of skills within

the modules satisfied the emphasis in the literature of providing less abstract and more applicable
concepts to learners with this type of matetimlddition to this, student btig ard support was
generated by utilizing previoushpollected formative data to inform the framework of the

modules.

The single largest limitation of this project is its failure to incorporate experiential opportunities
for students. This could have hypotbkatly taken the form of a rotation in a clinic within a low
income neighborhood or shadowing a social worker or clergy member in rounds at hospitals or
clinics. Unfortunately, these were outside the intended scope of the course as laid out by the

Emory SOM. Combining experiential opportunities with the online classroom dideatic
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produce a stronger course offerigd should be recommended to the course leadership to
consider during implementation

Additionally, an argument can be made for the benéfit-personsmall group discussion and
interaction with other learners while completing the course. Discourse and exposure to differing
points of view can often trigger a more solid rooting of the concepts and theories presented.
However, given th@reference for online modules to accommodate already overburdened course
loads, this was not feasible in this stage of developmeyaiin, as a recommendation to the

course leadership, this aspect can be built in as the course evolves in coming yeansband c
offered as elective opportunities to engage with classmates to discuss the course content.
Process development coulden strengthendsy using an objective method to assess which

topics to include in the final modules. This could have resultezping that were more

common in general clinical practice and therefore, potentially more useful. However, the topics
selectedlo covemmostof the morepressing issues related to social medicine and have the added
benefit of being actively sought after bpidents.

Future Steps and Recommendations

Although the modules have been developed, neither pilot testing nor evaluation have been
implemented to assess the quality or response to the material. Next steps would include pilot
testing among a subset ofidents and focus group discussions to determine strengths and
limitations of the modules from the learner point of view. Following any necessary

modifications, the modules would become available to all first year medical undergraduate
students to complete

An evaluation plan should be developed to track student progress and completion rates as well as

to compile any feedback from students who have finished the cdimsg@re and posimodule
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guestioneembedded within the modules will serve to evalu&iarsterm goals of knowledge
acquisition. The long term goal of this course is to give students the tools they need to
effectively address health care disparities in their roles as physialanosas mentioned,

reinforcing these concepts during graduagical education and continued medical educasion
adesired goal Evaluation of thsegoak could be assessed by tracking where students of the
course choose to practice (hospitals in-iaeome neighborhoods, free cliniec) or how much
advocacy wrk they engage in on behalf of their patients. Ideally, these could be assessed via
survey orinterview on a yearly basis. It should be noted testiits from within the first few

years of taking the course are more likely tallvectly related to theourse rather than results
from several years out. Since a multitude of
where and how to practice, it is significantly more difficult to attribute this choice to the course

as the time between them lengthens

Should focus group discussion results or student feedback show a strong inclination toward more
small group discussion, an effort should be made to incorporate a discussion board or some
similar outlet using the Blackboard website to allow for this @ptio

Implications of Social Medicine

The impact of the social determinants of health on the clinical encounter and on health outcomes
is constantly presemindevolving. By introducing this material early in the educational career of
medicalstudents and #n reinforced in clinical practicenore time can be given for the material

to be absorbed and to be witnesbgdhe time the students become physicians managing their

own clinical visits. Although an experiential component would assist dramatically in

establishing a more concrete understanding of the SDH, these modules provide a step in the right



directioni toward focusing physicians on all aspects of patient care and ,healjst the

clinical and genetiaspects

32
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Appendix A
Module 1

Slide 1

Slide 2

W EMORY

UNIVERSITY
SCHOOL OF

P re -te St MEDICINE

Department of Medicine

1) The clinical care of a patient typically has a greater
impact on health than societal and cultural factors

B) False

W EMORY

UNIVERSITY
SCHOOL OF

P re 'te St MEDICINE

Department of Medicine

2) Race and income level are associated with
A) Access to health care services
B) Level of education

C) Health outcomes

E) None of the above
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Slide 3

Slide 4

W EMORY

UNIVERSITY
SCHOOL OF

P re 'te St MEDICINE

Department of Medicine

Factors such as nutritious food access, life expectancy
and death by stroke rate can vary by geographically
adjacent zip codes

B) False

W EMORY

UNIVERSITY
SCHOOL OF
MEDICINE

Department of Medicine

What is the most important thing you, as a physician,
can do about inequities in health?

A) Motivational interviewing of your patients
B) Practice harm reduction
C)Advocate during legislative sessions

D)Be mindful of different sociceconomic backgrounds
and challenges
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Slide 5

Slide 6

EMQORY | Department of Medicine

UNIVERSITY
SCHOOL OF

MEDICINE

The Social Determinants of

Health and Equity
7EAO UT O AAT Al 8

W EMORY

UNIVERSITY
SCHOOL OF

Objectives N

Department of Medicine

By the end of this session participants should be able to:

A Define the determinants of health disparities
outside the clinical encounter

A List at least 2 ways physicians can explore and
address social determinants in clinical care.
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Slide 7

Slide 8

Social Determinants of & B

MEDICINE

health Fo———

Defined as conditions in which people are born, grow,
live, work and age that impact health

) OAT 6 OEAO Ei PAAO EAAI OE

Social Determinants of Health Model

Social advantage/

disadvantage related to

conditions based on

Living and workin positions in the social
LT hierarchy.

40



Slide 9

Slide 10

Intern Case Presentation

Department of Medicine

45 year old female

with h/o CHF admitted

for the 2nd time in 1

month with

exacerbation.

4EA ET OAO1 80
is evident. :

What are the potential EMORY

E L OF
MEDICINE

issues?

Department of Medicine

A Afibwith RVR  [This is how we are trained to thin

A Ischemia
A Hypothyroid
Al OEAOO I AAEAAT AAOOAOS
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Slide 11

What else could be going

SCHOOL OF

MEDICINE

O n ? Department of Medicine

A Literacy
A Cost of treatment
A No transportation or copay for outpatientappt

A Inability to follow lifestyle modifications because
of home situation (e.gneighborhood safety, food
availability)

Al OEAOOS

Slide 12

time in medical education and
professional development is
focused on getting the
diagnosis and treatment plan
right. All that work is
meaningless without the
dismount, which, in medicine,
requires enabling the patient
to understand and act in ways
that maximize health

i 0OAT | AOBS 5¢) EMORY

SCHOOL OF

MEDICINE
Darren A.DeWalt, MD, MPH
JAMA 11/30/2010

Department of Medicine




Slide 13

Slide 14

Many believehealth is
largely related to
medical care

>
O
O
cc

Ad

Genetic
predisposition
Environmental 30%
exposure
5%
(neighborhood,
pollution, etc.)
apted from: Sc hr o e d dmpro@ng the teslith ofGhan Do

\eri_can N Preld Mdd2067; 357:12211228

Proportional Contribution to Premature |

Death Med education
Heatteare€————1 focused here. But
only small % of pt
outcomes related to
healthcare

Social
circumstances
15%
(income, education;
employment, etc)
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Slide 15

Slide 16

W EMORY

UNIVERSITY

Multiple Choice 1 el

Department of Medicine

ET AEOEAOAI 60 EAAI OE OOAOO0O8 7EE
the greatest number of identified negative social determinants
of health?

a) An African American male college student who utilizes the
collegiate Student Health Services fdrealthcare.

b) A Caucasian female who cannot afford supplemental dental
coverage in addition to her current monthly health insurance

premiums
c) A Caucasian single male who warks part time in landscaping, . _
EAO 11 EITOOOAT AAh AT A EOcodd@0OO

d) An African American single female who has Medicaid and is
pregnant with her first child.

Source: https//caringwithcompassion.org

W EMORY

UNIVERSITY
SCHOOL OF
MEDICINE

Department of Medicine

The negative social determinants in the previous
examples included minority race/ethnicity, low
socioeconomic status, lack of stable housing, and lack
of access to affordable healthcare. Option C
demonstrates two of these factors while the others
involve one factor
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Slide 17

Slide 18

W EMORY

UNIVERSITY
SCHOOL OF

Multiple Choice 2

Department of Medicine

Which statement regarding social determinants of health is
correct?

a) Whencontrolled for insurance status and income, minorities
receive care equivalent to the care received by majority
Caucasians.

b) Low-income populations report worse health than middle
income populations, while middle and highincome populations
report similar levels of health.

c) Behaviors such as diet and exercise, are considered social
determinants of health.

d) Socialdeterminants of health include patientgenerated and
societal factors,genetic pre-disposition, and environmental
exposure.

W EMORY
UNIVERSITY
SCHOOL OF
MEDICINE

Department of Medicine

A Health related behaviors like diet and physical
activity are heavily influenced by traditions,
opportunities, education, environmental resources,
and social environment

A The interaction of the social determinants of health
is truly complex and interrelated
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Slide 19

Slide 20

The CIiff Analogy

By Camara Phyllis Jones MD, MPH, PhD
A pictorial representation of social determinants

4eA Al EAA OADPOAOAT O

1

(b)

46



Slide 21

Slide 22

0AOQOEAI

(c)
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Slide 23

Slide 24

Ambulance at the bottom?

Represents acute care
Or Tertiary care

ovd

y

L O

()

A net to catch them?

Represents secondary

Care: ie, aspirin tx
After an Ml —— —

(9)
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Slide 25

Slide 26

Build a fence?

(h)

Represents primary care:
e.g. BP, DM control

-1 OE

Represents addressing
jf social determinants
11 |

()

-

Ic OO AxAU £
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Slide 27

Slide 28

Is every cliff made equal?

Disparities: the cliff is
three-dimensional

XX /A,V

—

(9) L—Ql
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Slide 29

UNIVERSITY
SCHOOL OF
MEDICINE

EMORY | Department of Medicine

Examples of Social
Determinants

Education
Income
Housing

Slide 30

Higher Income, Longer Life

58.2

o
@
@

LIFE EXPECTANCY AT AGE 25

Family Income
(Percent of Federal Poverty Level)
® <100% FPL
® 101-200% FPL
® 201-400% FPL
>400% FPL &

WOMEN
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Slide 31

Slide 32

Unemployment

Unemployment Rate by County
2013

W EMORY

UNIVERSITY

SCHOOL OF

MEDICINE

Department of Medicine

Heart Disease Death Rates, 20112013
Adults, Ages 35+, by County

More Education, Longer Life

58.5
57.4
56.4
55 54.7
53.4
522
&
u‘é 50.6
,z 50
E 479
z
£
2
o
8 45
e
5
Years of School Completed
@ 0-11 years
@ 12years
® 13-15 years
16 or more years
MEN WOMEN

52



Slide 33

Slide 34

W EMORY

Education e

Department of Medicine

Percentage without High School Diploma
‘Ages 25+, 2008.2012

Unied States, 2007

Home Ownership: why does & B2t

SCHOOL OF

MEDICINE

it matter? m——

A Relative to renters, homeowners have better physical health
outcomes, lower child injury rates, higher, and more positive
mental health, which is associated with lower blood pressure.

Maclnlyre S,. Epidiol Commum(y Health. 1998 Shenass&, Am J Public Health 200€airneyJ, Boyle MH. Housing Stud. 2004, Rossi P,
Housing Pol Debate.

A Benefits of ownership independent of socioeconomic status,
poor homeowners have better health outcomes than poor
renters.

CairneyJ, Housing Stud. 2004

A cChildren of homeowners more likely to graduate from high
school and score higher on standardized tests.

Herbert C, A review and synthesis of the literature. Washington, DC: US Department of Housmg and Urban Deve\o mem OfffRaicy
Dev elopment and Research; 2006. Available at: http:/www.huduser.org f. Accessed July7
2009.
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Slide 35

~ X EMORY
O Ussieiks

7TEAOEAO U O A

Department of Medicine

A Neighborhoods also matter

Slide 36

Impact of Segregation and Sy

DICINE

concentrated poverty

Department of Medicine

IMunicipal services (transportation, police, fire,
garbage)

1Purchasing power of income (poorer quality,
higher prices, food deserts/ swamps).

Y Access to Medical Care (primary care,
hospitals, pharmacie3

Poor performing schools
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Slide 37

Slide 38

EMORY

Neighborhood Segregation and &) EMORY

SCHOOL OF
MEDICINE

Poverty

Department of Medicine

1 Personal and property crime

Environmental toxins/ hazards(lead,
pollutants, allergens)

1 Abandoned buildings, commercial and
industrial facilities

W EMORY

UNIVERSITY

Multiple Choice 3 el

Department of Medicine

You are seeing Mr. B, a 50 yeald man with diabetes, hypertension,
hyperlipidemia, and obesny He smokes Y2 paeger- day of tobacco,
drinks 3-4 beers daily, and works as a janitor at your local hospital.
He lives with his family in a Iowmcome racially segregated

AECEAI OEI'l A8 O Ul O AOA EETEO
need to_ask your adV|ce My wife Wants to move across town toa
OAAOOAOSe T AECEAT OEI I A8 - ET A

Inan egort to provide an evidencebased answer you replyf) i1TOE
I AU

a) Notimprove your health unless your income increases

b) Notimprove your health as access to alcohol is the same in both
neighborhoods

c¢) Improve your health as fresh foods will be easier to get
d) Improve your health as tobacco ads will be bigger
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Slide 39

Slide 40

W EMORY
UNIVERSITY
SCHOOL OF
MEDICINE

Department of Medicine

Residence in neighborhoods wittconcentrated
poverty has been linked toall-cause mortality, poor
health status, and high rates of chronic diseases

Several factors including highespriced yet lower-
quality foods, increased exposure¢o:

A tobaccoand alcohol
A poor-quality housing
A limited transportation
A toxic environments

ten and men in the United States. J

13(9):6208,

th. 2007:81-31.
ient. NEng! J Med. 2011;365(16):150919.

Healthcare Disparities -a &) B

SCHOOL OF
MEDICINE

VI S u a.l Department of Medicine

A The below link will take you to an interactive map
that is intended to highlight health disparities.
Take some time to look at Atlanta or other areas
that you may be familiar with
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Slide 41
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UNIVERSITY
SCHOOL OF

MEDICINE

Further Dispatrities by

Region

Department of Medicine

This graphic shows the @
average life expectancy i =
as of 2015 of individuals ) & 7

residing in these nearby

zipcodesin the Atlanta @ =
area.
T
o
o, oFa BB
@ o =
(3]
I o

Source: http://www.societyhealth.vcu.edu/work/the -projects/mapping-life-expectancy.html|

Slide 42

Social Determinants and e

OF
M NE

health out comes z a visual

Department of Medicine

A The maps below highlight areas of poverty, employmengtc that
Al T OAT U Oi EOCOI 06 1T ATU 1T ACAOQEOQ|
A They also highlight issues in our southeast regian

Parcantage of Population Living in Poverty Stroke Death Rates, 2011-2013
2012 Adults, Ages 35+, by County




Slide 43

Slide 44

Example: Photovoice %¢) EMORY

CHOOL OF

Revealing Community Determinants MEDICINE
of Health Department of Medicine

A Photovoiceis a method where people enhance
their community through photographs

A Emory students/residents learn from community
members about lives of patients outside the clinical
setting

A Community members learn about factors that
impact health in their community

The process | %
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Slide 45

Slide 46

Brainstorming session

Pairing community and

learners

w EMORY

UNIVERSITY
SCHOOL OF
MEDICINE

Department of Medicine
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Slide 47

Slide 48
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Slide 49

AO) AT T80 ETT x xEA

whole point. | was raised in the

Al O1 6OU8 ) AilA d
e— things. Ineverseen that before in my
Tl life. What is that? And then you
stamp it with 99 cents on there. |
might have 5 or 10 dollars to my
name, and | need to find me some
food over here to feed my family.
Now that says 99 cents, | might not
ETTx xEAO OEAO E(
4EAU POO ww AAT OC
you go, you can feed this to your

AEEI AGABO* AU ET ¢
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