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Foreword

The last decade of nursing education and practice has included multiple research, 
policy, and practice initiatives to fully recognize the immense influence social deter-
minants of health have on the health and illness experience of human populations. 
The integration of social determinants of health into nursing education is critical to 
alleviating health disparities and ultimately improving health outcomes. Nurses can 
be extremely influential to the global initiative to assuage the suffering from health 
inequities, poverty, and social marginalization that contributes to disparities in ill-
ness and health conditions.

However, major changes in nursing curricula can be challenging for a number of 
reasons. First, the knowledge of the immensity of social determinants of health is 
actively growing necessitating the integration of new knowledge on a regular basis. 
Second, we have an aging nursing faculty workforce who were not taught this con-
tent in their nursing programs and therefore need knowledge development in this 
area to be effective in the classroom and clinical settings. Finally, nursing curricula 
are packed with new and emerging knowledge on the delivery of care to patients. A 
common lament from faculty is that there is no room for additional content and/or 
courses. Faculty are faced with the challenge of teaching or expanding on content 
on social determinants of health when they feel there is no time to do so.

The authors of this text have written this content to assist readers in understand-
ing the journey that we are taking to seriously address the need for full integration 
of SDOH into nursing education programs. We hope that it will be an important tool 
for nursing educators in the quest to prepare a nursing workforce that is equipped to 
address social determinants of health. The journeys that schools will take will be 
different, and we welcome feedback from our readers on how helpful this informa-
tion is for your individual journey. We feel that the Emory School of Nursing 4-pillar 
SDOH framework is a critical part of the map to teaching strategies in nursing to 
protect and promote optimal health of the individuals, communities, and societies 
that we serve.

American Nurses Association� Ernest J. Grant 
Silver Spring, MD, USA
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1Social Determinants of Health: Call 
for Nursing Education Reform

Linda McCauley

Learning Objectives

	1.	 Describe the roots of public health nursing practice in nursing history and how 
this heritage remains a strong influence on the health of individuals and com-
munities today.

	2.	 Explain how Thomas Frieden’s 5-tiered Health Impact Pyramid illustrates the 
potential impact of nursing interventions that target social determinants of health.

	3.	 Give examples of the successful integration of SDOH knowledge in nursing 
practice, research, and policy.

�Introduction

The past two decades have seen increasing attention paid to the roles that social fac-
tors play in determining risk of illness. The World Health Organization’s (WHO’s) 
Commission on the Social Determinants of Health (2008) has defined SDOH as 
“the circumstances in which people are born, grow, live, work and age” and “the 
fundamental drivers of these conditions” (p. 2) [1]. Generally, social determinants 
of health refer to broad categories of influence that can affect health-related behav-
iors and outcomes in multiple domains of life. Knowledge is rapidly expanding in 
this area, exposing the importance of SDOH in shaping health, including the plau-
sible pathways and biological mechanisms that may explain the broad effects of 
SDOH [2].

The large influence of SDOH illuminates, in part, the failure of many countries 
to achieve positive health outcomes among all populations, despite rapid advances 
in medicine and healthcare. McGinnis, Williams-Russo, and Knickman (2002) 
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estimated that medical care contributes to only 10–15% of preventable mortality in 
the USA [3]. In contrast, a meta-analysis of the issue by Galea and colleagues 
(2011) concluded that, in 2000, the number of US deaths attributable to low educa-
tion, racial segregation, and low social support was comparable with the number of 
deaths attributable to myocardial infarction, cerebrovascular disease, and lung can-
cer, respectively [4].

�Nursing History and SDOH

Nursing has long recognized the link between the social context of one’s life and the 
ability to be healthy. Nursing, with its roots in public health, demonstrated that ser-
vices delivered in homes and neighborhoods where people lived and worked were 
effective in improving the health of persons in those communities. Lillian Wald first 
used the term “public health nurse,” believing that nurses must address social and 
economic problems, not simply take care of sick people [5]. Philosophically, Wald 
believed that public health nursing should involve the health of an entire neighbor-
hood, as well as cooperation among stakeholders and communities, to help improve 
living conditions. In the last decade, public health nurses have remained the largest 
sector of the public health workforce, and yet their number is strikingly low given 
the total number of four million nurses in the USA [6]. A 2012 study estimated there 
are less than 35,000 nurses working in public health departments [7]. While many 
nurses work outside acute care settings, it is not known to what extent they practice 
public health nursing or if their roles include interacting with social agencies to 
improve SDOH in a population framework.

While no one disputes the value of public health nursing, the latter half of the 
twentieth century saw an emphasis on medical discovery and hospital care. 
Investment in the country’s public health infrastructure was reduced, and fewer city 
and county public health departments could maintain a robust nursing workforce to 
interact with patients in their homes, schools, and communities. The majority of 
new nursing graduates are now employed by hospital systems and have little-to-no 
time to focus on the social context of patients’ lives. Decreasing hospital length-of-
stay also has contributed to nursing having less time to interact with patients and 
families before discharge and few opportunities to follow up in the community. 
Even nurses working in ambulatory settings are often in specialty clinics where the 
emphasis is on managing the disease process. Focusing on tertiary care has caused 
the profession to lose much of its lens on the importance of SDOH in predicting 
patients’ overall health [8, 9].

�Nursing Care to Reduce Health Disparities

The ultimate goal of integrating SDOH content into nursing curricula is to improve 
health outcomes for all through more nuanced and contextualized nursing care. 
Nursing curricula have historically concentrated on individual-level factors to 
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improve health and lifestyle behaviors. The prominence of these curricular threads 
is not surprising given nursing’s emphasis on wellness and health promotion. 
Nurses can play critical roles in supporting patients through behavior change, but 
it should not stop there. Nurses also need to intervene to reduce barriers to health 
such as institutional racism in healthcare, inadequate access to food, un- or under-
employment, unsafe housing, and social isolation. Nurses must be able to offer 
health education messaging that is culturally appropriate and tailored as well. 
While the links between socioeconomic status and health are rarely debated, 
nurses have limited curricular opportunities to explore how socioeconomic factors 
such as income, wealth, and education impact a wide range of health issues. 
Coursework on poverty, healthcare finance, and education are not among the tra-
ditional prerequisite coursework for nursing; neither is formal instruction on his-
torical and sociopolitical issues, including racism and segregation. As a result, 
many nurses have limited awareness of how factors such as racial discrimination, 
violence, poverty, and trauma can intersect, compound, and influence health over 
a lifetime.

A cross-cutting challenge in care delivery is developing health system interven-
tions that address the huge influence of racial discrimination and structural racism 
on people’s access to and quality of care [10]. Thomas Frieden’s 5-tiered Health 
Impact Pyramid illustrates this complexity well and demonstrates that the greatest 
health impacts likely will come from interventions that address socioeconomic fac-
tors driving health disparities across multiple conditions [11]. Frieden’s pyramid 
suggests that SDOH interventions stand to have the greatest potential public health 
benefit, but they need government and civil support to be successful. While these 
interventions are often political in nature, nursing is well positioned to support pub-
lic interventions to improve the health profile of populations. Just as nursing stu-
dents are encouraged to advocate for social change that will advance the profession, 
they also should feel qualified and confident in advocating for change to benefit 
health for all. Areas of advocacy might include living wages, reproductive health 
services, elder care, violence prevention, affordable, and accessible housing, to 
name a few.

To effectively prepare nurses to advocate for such change, faculty must feel com-
fortable bringing health policy and politics into the classroom. These conversations 
can be difficult for nursing faculty who may personally oppose public health-backed 
policies such as increasing the minimum wage or limiting access to firearms in cer-
tain populations. Faculty can navigate this by taking a position of empowered vul-
nerability, admitting their own ambivalence, while still relaying scientific knowledge 
and creating a forum for inclusive class discussions. Our nation is at a critical junc-
ture in terms of the politicization of trusted scientific knowledge; nursing faculty 
must promote a culture of trust for science as a foundation for health education, 
interventions, and policy, even if they do not agree with its ultimate applications. 
Furthermore, nursing advocacy requires nursing leaders who are both educated 
about the issues and politically savvy. Curricula therefore ought to incorporate 
interdisciplinary content, such as at the intersections of political science or public 
administration and public health [12].

1  Social Determinants of Health: Call for Nursing Education Reform
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In addition to curricular reform, nursing educators need scientific evidence that 
interventions introduced in courses can reduce health disparities in practice. Nursing 
practice is grounded in evidence, and evidence is in fact emerging for interventions 
designed to improve population health [10]. However, there is a vast gap between 
what is traditionally taught and new and emerging findings on how to incorporate 
SDOH into practice. The structure of nursing education needs to change to include 
not only the knowledge base on SDOH science but also emerging best practices and 
evaluation strategies for its translation and dissemination.

More than a decade ago, the National Institutes of Health held a summit [13] 
organized around the central themes of Science, Practice, and Policy. The NIH 
explored applications of new knowledge about the determinants of health dispari-
ties, disease progression, and outcomes in different populations. As the goal of sci-
entific knowledge is practice improvement, the summit explored the skills that 
would be necessary to address SDOH in healthcare delivery. It stressed that to 
ensure the best care for patients and populations, a combination of in-depth back-
ground, contextual, and clinical knowledge will be necessary. The summit’s Policy 
topic area referred to the course of action or system of interventions that may be 
adopted by entities regarding science or practice issues. The NIH underscored that 
research and science should drive policy discussions, thereby influencing change in 
how care is delivered, or what is prioritized, within a system.

Nurses stand to play a critical role in promoting SDOH knowledge with the goal 
of reducing health disparities. It is not enough for nursing educators to understand 
the science on why the social environment is a powerful determinant of health; they 
also must know about interventions that have proven effective in reducing dispari-
ties and improving human health [10]. Research is being conducted to determine the 
extent to which the rapid increase in SDOH has influenced clinician behavior. 
Intervention projects are demonstrating that by changing the way care is delivered, 
outcomes can be improved [14], primarily on the development of screening and 
assessment tools to more accurately identify patients’ SDOH [10, 15–18].

A recent National Academy of Medicine (2021) report outlined evidence of the 
importance of primary care and connecting with populations where they live, work, 
worship, and play [19]. Likewise, evidence in support of community-based partner-
ships is emerging, but needs to be of higher priority so that we can more effectively 
change care delivery. The National Institutes of Health (NIH) need to place a higher 
priority in funding research on SDOH and new models of care delivery. In 2022, the 
National Institute for Nursing Research (NINR) developed its draft strategic plan 
for the next 5 years. Two of its three major initiatives deal with the promotion of 
health equity and reducing structural racism. The NINR will support research on 
developing and implementing interventions to address SDOH. Specifically, NINR 
will focus on population-level factors such as environments, behaviors, epigenetics, 
and social genomics that impact health outcomes. Interventions that address SDOH 
will be prioritized along with identifying barriers and facilitators to decision-making 
among different populations. The Institute will encourage research focused on 
developing, rigorously studying, and implementing multilevel interventions that tar-
get the individual, family, social supports, community, population, and policy across 
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the lifespan. This strategic plan is ambitious, but aligns well with larger NIH 
research initiatives to address the SDOH factors that have been driving health ineq-
uities [20].

�Call to Action

Knowledge of socioeconomic and related social factors in shaping health has 
become so compelling that it cannot be ignored insofar as public health and health-
care personnel are concerned [2]. Nursing educators need to face the challenge of 
preparing clinicians to address the broad array of SDOH and develop strategies that 
reach beyond services to individual patients. Nurses, as members of the largest sec-
tor of the healthcare workforce and the most trusted profession, can play an impor-
tant role in designing interventions to address the influence of SDOH. With more 
than four million nurses currently employed in the USA [6], the potential impact of 
their practice transcends hospital and clinic settings, communities, research, and 
health policy circles. However, few schools of nursing have fully integrated SDOH 
into all levels of nursing education [21].

Many nursing professional groups have identified the need to enhance educa-
tional threads related to SDOH within all types of nursing education. The 2021 
Future of Nursing (FON) report notes the repeated calls for competency-based edu-
cation on the integration of SDOH into nursing practice, recognizing that SDOH 
concepts are not currently well integrated into nursing programs [9]. There is a criti-
cal need to assess to what degree nurses are educated in these areas. The FON report 
committee could not find any systematic analysis of the current integration of 
SDOH concepts into nursing curricula or educational experiences. They noted that 
most programs include SDOH content in a community or public health courses, but 
it is typically not integrated thoroughly across the curriculum. They also noted the 
need for curricular designs that address SDOH content beyond community health 
rotations [9].

The American Association of Colleges of Nursing (AACN) emphasized the need 
for standardized SDOH competencies in the 2021 Essentials as well [22]. The 
AACN described the importance of SDOH as a unifying concept across all levels of 
nursing practice and education, stating:

The social determinants of health contribute to wide health disparities and inequities in 
areas such as economic stability, education quality and access, healthcare quality and 
access, neighborhood and built environment, and social and community context [23]. 
Nursing practices such as assessment, health promotion, access to care, and patient teach-
ing support improvements in health outcomes. The social determinants of health are closely 
interrelated with the concepts of diversity, equity, and inclusion, health policy, and 
communication.

The integration of SDOH as an essential curricular component of both under-
graduate and graduate programs is the first step to recognizing how critical this 
content is to competent nursing practice. Its incorporation should be reflected in 
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accreditation standards and in revisions of curricula throughout nursing programs 
nationally.

SDOH content should not be limited to a small number of courses, but rather 
used as consistent threads across curricula. This should involve a top-turn curricu-
lum redesign that builds on the following principles:

•	 A uniform definition of SDOH.
•	 A curriculum structure that supports the incorporation of SDOH content.
•	 Faculty development to assure that a wide breadth of nursing faculty can address 

concepts and exemplars of SDOH, regardless of their practice settings or clinical 
specialties.

•	 Nursing and academic cultures that empower faculty, and build their comfort, in 
advocating for social and political change.

•	 Assurance that every course in the curriculum addresses exemplars of SDOH in 
some manner and that the curriculum committee commits to assuring the cur-
riculum design is indeed implemented.

•	 Assurance that SDOH concepts are integrated into clinical rotations; that stu-
dents are given opportunities to explore the contribution of SDOH to the health 
risks they encounter in practice; and that they can identify how to practice set-
tings should integrate SDOH into standards of care.

•	 Opportunities and encouragement for students to advocate for policy change that 
will address systemic issues.

Finally, as nursing moves to an enhanced emphasis on competency-based educa-
tion, nursing faculty should identify the knowledge base and clinical competencies 
that would indicate sufficient ability to address SDOH, regardless of clinical setting.
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2Integrating a Social Determinants 
of Health Framework into Nursing 
Education

Jill B. Hamilton

Learning Objectives

	1.	 Describe frequently cited SDOH frameworks.
	2.	 Describe four pillars of Nell Hodgson Woodruff School of Nursing SDOH 

framework.
	3.	 Discuss the utility of four pillars of Nell Hodgson Woodruff School of Nursing 

SDOH framework with integration of SDOH into nursing curriculum.

�Introduction

In the initial phases of the integration of SDOH into the curriculum of the Nell 
Hodgson Woodruff School of Nursing, faculty members of the Dean’s Educational 
Council met to discuss strategies for the integration of SDOH content into courses 
through the curriculum. The Dean’s Educational Council consists of both elected 
and appointed members of the faculty who meet monthly for the purpose of advise-
ment to Dean Linda McCauley on key topics related to the overall functioning of the 
school. During these initial meetings with the Dean’s Educational Council, it 
became apparent that faculty were aware of the importance of SDOH to the educa-
tion of our nursing students but also found the numerous SDOH conceptualizations 
and frameworks confusing. Moreover, even though faculty were knowledgeable of 
SDOH concepts, they were unsure of which framework and/or concepts were rele-
vant to the discipline of nursing. Our initial goal, therefore, was to identify the most 
appropriate SDOH framework to guide faculty with the integration of SDOH 
throughout the didactic and clinical courses in our nursing curriculum.
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As lead faculty of the initiative to integrate SDOH content into our nursing cur-
riculum, initial steps were to examine SDOH conceptualizations and frameworks 
accessible through websites, literature searches, and published books for their util-
ity. An initial analysis of SDOH conceptualizations and/or frameworks suggested 
their origination likely evolved from the mission and purpose of leading public 
health organizations and health care agencies, including WHO, CDC, US 
Department their affiliated organizations. Through this initial analysis, it became 
apparent that the World Health Organization (WHO) and Healthy People 2030 con-
ceptualizations of SDOH were among those most widely referenced and/or cited. 
This SDOH conceptualization included “the conditions in which people are born, 
grow, work, live, and age, and the wider set of forces and systems shaping the condi-
tions of daily life” [1]. We decided to adopt the WHO conceptualization of SDOH 
for our framework given its inclusion of environments where individuals work, wor-
ship, and age. We were also intrigued by the WHO conceptualization it was endorsed 
by nursing credentialing organizations (American Association of Colleges of 
Nursing, National League of Nursing) and consistent with our goal of providing 
optimal nursing care in diverse settings of health care settings; communities, faith-
based institutions, and school-based settings among diverse populations.

�Review of SDOH Frameworks

Our analysis of frequently cited SDOH frameworks was not as clearly delineated as 
the conceptualizations to guide the integration of SDOH throughout the curriculum. 
Rather, SDOH frameworks appeared to be designed or constructed to address the 
promotion of health for focused issues or the prevention of illness. The following 
review is of a few frameworks most frequently referenced or cited and our assess-
ment of their utility in guiding the integration of SDOH into our curriculum. Details 
of these frameworks are published elsewhere and only briefly summarized here.

The World Health Organization’s (WHO) Commission on SDOH, for example, 
published a conceptual framework to guide their mission to promote the highest 
level of health among global populations [2]. Perhaps the most notable function of 
this organization is to monitor and respond to public health emergencies and to 
promote the health and well-being of populations globally. Moreover, the global 
public health focus of this organization is apparent in its history of leading the 
world’s efforts to eradicate communicable diseases such as HIV/AIDS, COVID-19, 
and Ebola as well as noncommunicable diseases such as cancer and heart disease.

The Commission on Social Determinants of Health (CSDH) Framework 
(Fig. 2.1) has two major components: Structural determinants of health inequities 
and Intermediary determinants of Health. In addition to Structural and Intermediary 
Determinants, this framework considers that the care delivered is within a socioeco-
nomic and political context which subsequently influences health equity and well-
being in positive and negative ways.

Structural determinants refer specifically to one’s social stratification and result-
ing socioeconomic positioning of individuals within a society situated within a 
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Fig. 2.1  WHO commission on SDOH framework

sociopolitical context (macroeconomic, social, and public policies and cultural and 
social values). On the other hand, Intermediary determinants are defined as those 
more downstream social determinants such as material circumstances; psychosocial 
circumstances; behavioral and/or biological factors; and, the health care system. 
These intermediary differences in health are unequally distributed in society accord-
ing to one’s social class, occupational status, educational achievement, and income 
level. Intermediary influences may also include aspects of one’s physical environ-
ment such as housing and the safety of one’s home and neighborhood. Psychosocial 
stressors may be stressful living situations and coping strategies such as social sup-
port. Behavioral and/or biological factors may include engaging in unhealthy 
behaviors such as smoking, lack of physical exercise, alcohol consumption, and 
genetic factors. The final intermediary determinant in this model is the health care 
system. As a social determinant of health and intermediary influence, equitable 
access to the health care system can result in the promotion of health or increased 
vulnerability to health or illness.

Another major aspect of the CSDH framework is the socioeconomic-political 
context within which the Structural and Intermediary determinants operate. 
Socioeconomic-political context refers to a range of factors that cannot be directly 
measured at the individual level and yet exerts a powerful influence on the forma-
tion of social classes and individual ability to access health care. For example, a 
socioeconomic-political context might consider income and social protections; edu-
cation; unemployment and job insecurity; working life conditions; social inclusion; 
and, access to affordable health services of decent quality. Within this framework, 
policy is especially emphasized with attention to the ways in which policies and 
political movements guide how societies distribute material resources among its 
citizens and thereby influence persistent health inequities.

2  Integrating a Social Determinants of Health Framework into Nursing Education
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In support of the necessity of a consideration of SDOH in health care, the WHO 
commission provides an example of the inequities in mortality rates noticeable 
among populations of similar ethnicities. Interestingly, although not surprisingly, 
are disparities in maternal and child mortality rates of populations residing in poor 
vs. more affluent neighborhoods that cannot be explained by biology but rather by 
their social environments. Poverty, however, is not necessarily indicative of poor 
outcomes. According to research conducted globally, populations with access to 
increased wealth do not necessarily experience increased health outcomes. 
Moreover, there is an overreliance on health care systems to address health inequi-
ties and less attention to determinants from one’s social environment. In order to 
decrease disparities in mortality rates, a focus on the improvement of daily living 
conditions is necessary.

The CSDH model has been used to guide the curriculum in a School of Medicine 
which has included the domains necessary in the education of health professionals 
(education, community collaboration, and institutional alignment) but also content 
relevant to a medical school curriculum (racism, discrimination and stigma, poverty, 
built environment, and access to care) [3, 4]. Reviews of this framework for educa-
tion suggest the CSDH has utility for curricular guidance or implementation, par-
ticularly, with teaching courses focused on community engagement or clinical 
learning [5, 6].

The Centers for Disease Control (CDC) and Healthy People 2030 
Framework  Leading organizations have also recognized the importance of SDOH 
in the health of global populations and have posited a framework with five key areas 
that focus on: (1) Access to health care, (2) Education access and quality, (3) Social 
and Community Context, (4) Economic Stability, and (5) Neighborhood and Built 
Environment [7] (Fig. 2.2). These five key areas of SDOH have been used to guide a 
number of research programs through public health through the promotion of safe 
housing, quality education, and improvements to transportation through community 
partnerships. Of particular note is the focus on urban geographical locations. Perhaps 
the more familiar SDOH domain addresses the influences of Access to Health care 
services to healthy communities—i.e., access to primary health care services, health 
care insurance, and health literacy. The second domain addresses Education and con-
siders graduation rates from high school, enrollment into college, trade school, or 
professional schools, as well as access to quality childhood education. The third 
domain is in the realm of Social and Community Context, that is, community con-
nectedness, civic participation, incarceration, and workplace safety. Fourth, 
Economic Stability addresses the financial resources available to individuals such as 
income, cost of living, and one’s socioeconomic status which are determinants of 
health outcomes. Lastly, Neighborhood and Built Environment relate to safe hous-
ing, clean air and water, healthy foods, and communities free of crime and violence.

The Socio-Ecological Framework is another frequently cited framework used 
among schools of public health in the examination of SDOH on health outcomes. 
The Socio-Ecological Framework is multileveled and considers the complex 
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Fig. 2.2  Healthy people 
SDOH framework

Fig. 2.3  Social-ecological model

interactions among Individual, Relationship, Community, and Societal Levels as a 
guide to prevent the excessive burden of illness and mortality rates among popula-
tions (Fig. 2.3).

One version of the Social-Ecological framework is also used by the CDC to 
guide the development of strategies for the prevention of violence (CDC). The CDC 
Social-Ecological Framework used by the CDC includes four levels with consider-
ation for “the complex interplay between individual, relationship, community, and 
societal factors,” an approach believed more likely to sustain prevention efforts 
over time.

The Individual level factors consider biological and personal history factors such 
as age, income, education, substance use, or history of abuse. Relationship level 
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factors consider close relationships that may increase the risk for violence—i.e., 
parent/child communication, peer norms, or problem-solving skills. Community-
level factors consider the settings (schools, workplaces, and neighborhoods) in 
which social relationships develop and give rise to conditions that promote vio-
lence. Finally, Societal level factors consider a broad range of determinants that are 
protective of or encourage violence—i.e., social norms, health, economic, educa-
tional, or social policies.

Another version of the Social-Ecological Framework posits four domains and 
five levels (Fig. 2.4). The four domains include (1) Socioeconomic Factors (i.e., 
education, job status, family/social support, income, and community safety); (2) 
Physical Environment; (3) Health Behaviors (tobacco use, diet and exercise, alcohol 
use, and sexual activity; and (4) Health care (access to care and quality of care). At 
the core of this framework is the belief that SDOHs are complex and interactive 
factors operating at five levels that include (1) Individual, (2) Interpersonal, (3) 
Organizational, (4) Environmental, and (5) Public Policy [8].

The environmental and personal attributes of Social-Ecological Frameworks are 
consistent with those put forth by public health agencies such as WHO and 
CDC. The complexity of factors at the individual, community, and societal levels 
intermingle to protect individuals or place them at risk for illness or premature mor-
tality. In research, the socio-ecological framework has been used as an organizing 
framework to examine the intersectionality of SDOH conditions such as access to 
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Fig. 2.4  Social-ecological framework
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safe housing and food operating at the individual, community, and societal levels to 
affect chronic disease outcomes [9]. In a study focused on the identification of 
SDOH factors contributing to physical inactivity, a socio-ecological framework 
enabled researchers to conclude that an environment of green space and air pollu-
tion was important to pleasurable walking [10]. The Socio-Ecological Framework 
that focuses on the complex interplay of social conditions, environmental condi-
tions, and health behaviors at multilevel influences of individual, community, and 
societal levels permits the exploration of those SDOH conditions that emerge as the 
more important influences representative of real-life experiences of populations.

The NIMHD Research Framework is a fourth framework we reviewed for its’ 
utility to guide the integration of SDOH into a nursing curriculum (Fig. 2.5). The 
NIMHD Framework is a multidimensional model that details domains and levels of 
influence relevant to understanding and addressing minority health and health dis-
parities. This model guides an examination of Domains at the Individual Level 
(Behavioral and Sociocultural Environment) and Levels of Influence (Community) 
[11]. Specifically, the NIMHD Framework can be an organizing framework in our 
pedagogical efforts to incorporate SDOH content that influences health outcomes 
among the patients and communities we serve. For example, this NIMHD 
Framework could be instrumental in the integration of content related to domains 
that are inclusive of Biological factors (the gut microbiome or genetics); Behavioral 
factors (coping strategies, social interactions, or policies and laws; Physical/Built 
Environment inclusive of one’s social environment (home, work, school), 

Fig. 2.5  NIMHD research framework
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community resources, and structural determinants; Sociocultural Environment (cul-
tural identity, social networks, community and social norms, and structural discrim-
ination; and Health care (health literacy, insured status, decision-making, health 
care policies, and quality of care among levels of influence at the individual, family, 
community, and societal levels.

Summary of Review of SDOH Frameworks
The frameworks discussed in this chapter are only a few of those that have been in 
existence for a while or have emerged in response to the recent surge of interest in 
SDOH. Our critique of these frameworks is solely related to their utility in guiding 
the integration of SDOH into a school of nursing curriculum. Specifically, these 
SDOH frameworks suggest domains of influence, levels of influence, and mecha-
nisms by which SDOH content influences health disparities and health inequities. 
However, we decided to develop a new SDOH for reasons detailed below:

	1.	 A new framework was needed that would be pragmatic for clinical and didactic 
classroom learning experiences, one that would be easily understood by a nurs-
ing faculty with a range of educational backgrounds. Very early in our efforts to 
integrate SDOH into the curriculum, our faculty clearly articulated their confu-
sion with the many SDOH conceptualizations and even more confusion with 
existing SDOH frameworks. Frameworks that are complex and focused solely 
on preventative care would have limited utility for our purpose of SDOH integra-
tion throughout the entire curriculum.

There was a clear need for a framework that could be easily understood and 
translated into courses beyond population health and rapidly integrated into 
didactic and clinical courses—even our courses traditionally focused on patho-
physiology, pharmacology, and simulation.

	2.	 The discipline of nursing focuses on the delivery of holistic care among popula-
tions at varying points of one’s life course and at varying points in one’s wellness 
trajectory. Existing SDOH frameworks appear to be developed for the mission 
and goals of specific disciplines such as Public Health and Medicine and their 
quest to alleviate preventative illness and enhance access to health care. Our goal 
was to develop a SDOH framework that would have utility in the promotion of 
health outcomes and holistic care across acute and chronic health care settings, 
in urban and rural communities, and among a broad range of ages of patient 
populations we serve.

	3.	 We also wanted a SDOH framework that would guide faculty and students to 
consider a broad range of social determinants likely to influence health inequi-
ties among diverse populations. The determinants emphasized in the frameworks 
reviewed appear limited to social and environmental conditions such as access to 
care, financial constraints, and healthy neighborhoods and among specific popu-
lations such as maternal and childcare, urban or adolescent populations. As nurs-
ing professionals, we are charged with the delivery of care for a diverse population 
that extends from the beginning of life to the end of life; at any phase of an ill-
ness trajectory; and, the delivery of care in a range of settings.
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�The Nell Hodgson Woodruff School of Nursing Social 
Determinants of Health Framework

The Emory School of Nursing Framework is a Four-Pillar approach to integration 
of SDOH content into the curriculum (Fig. 2.6). This framework pulls content from 
those SDOH frameworks frequently cited with a consideration for the many social-
cultural determinants not easily measured. Our SDOH framework consists of four 
pillars of social determinants—Social, Cultural, Environment (physical and social), 
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and Policy and is illustrated using interwoven puzzle pieces. This illustration depicts 
the real-life experiences of individuals that at any given time, these four determi-
nants impact health outcomes. Although one pillar may emerge and be prominent in 
the promotion of health or alleviation of disease, an imbalance in one is likely to 
influence the other three SDOH pillars. It is important to consider that at any given 
time, any one or more of these four pillars can be protective or place individuals at 
risk for illness and health inequities. In the next sections, we describe each of the 
four SDOH Pillars with exemplars drawn from research on Americans of African 
descent. This population is used for exemplars of each SDOH Pillar given the per-
sistent disparities in morbidity and mortality rates experienced among this 
population.

�Social Conditions

Social Conditions are those factors that occur in society due to systemic (structural) 
racism and imbalances in power, financial resources, education, and occupation that 
influence wellness or lack thereof (Fig. 2.7). Social conditions shaped by power 
imbalances and systemic racism for consideration include:

•	 Access to financial resources, education, type of occupation
•	 Health literacy
•	 Access to health care
•	 Social Support as a Social Resource

Social

Fig. 2.7  Social conditions
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�Systemic Racism, Power Imbalance, and Social Conditions

The experience of racism can be from structural and/or interpersonal practices, 
policies, and social norms that marginalize and oppress individuals or populations 
based on physical appearances or other visible characteristics. Racism in health 
care results in the advantage of some populations over others that negatively affects 
the physical and mental health outcomes of those less advantaged. Power imbal-
ance is interwoven with racism and occurs when one group asserts power or domi-
nates another group in ways that disadvantage or are not in the best interest of the 
other group. Systemic (structural) racism and the imbalance of power in society 
are the current focus of educators and health care practitioners in their attempts to 
understand and dismantle SDOH and health inequities among people of color. 
Referred to as a major driver of health inequities, systemic racism generally refers 
to a system of ideas and policies that operate to oppress or marginalize subgroups 
of its population; a system of beliefs that one group is inherently inferior to another 
[12]. This type of far-reaching determinant is a widely known and recognized 
determinant that continues to limit minority groups’ access to opportunities and 
movement from lower stratifications of social classes. Systemic racism has histori-
cally limited the ability of people of color to obtain (1) Financial resources—high-
paying jobs with private insurance, (2) a quality education, and (3) access to 
quality health care.

�Historical Context of Systemic Racism and Social Conditions

Perhaps the greater illustration of the impact of systemic racism on the interrelated-
ness of financial resources (insurance and high-paying jobs), education, and access 
to health care can be learned from the history of the enslaved African in the US 
Historical records dating back to the nineteenth-century documents the poor health 
outcomes among African Americans that resulted from a system of laws and poli-
cies (widely known as Jim Crow Laws) that supported a legal segregation system 
and also restricted access to health care [13, 14]. During the nineteenth century, 
systemic racist policies and practices contributed to disproportionately high rates of 
preventable illnesses such as pneumonia, pellagra, tuberculosis, and syphilis that 
led to some of the highest rates of premature mortality in the USA [15]. In fact, at 
the turn of the twentieth century, the life expectancy for these former enslaved 
Americans was 32 years in comparison to 49 years for white Americans [16]. This 
racial disparity in mortality rates has been largely attributed to the levels of poverty 
prevalent among unskilled and skilled occupations and the lack of access to quality 
education during that time [13, 17].

Employment in low-paying occupations on poor health outcomes among for-
merly enslaved Americans was especially apparent during the Civil Rights Era [18]. 
As a result of occupying the lowest income strata, premature mortality rates among 
this subgroup of Americans continued to be especially high. Even with the 
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integration that occurred during this historical era, access to health care continued 
to be dismal. In addition to the excessive morbidity rates from deadly illnesses such 
as cancer, heart disease, and stroke, over one-half of the nation’s maternal deaths 
were among African American women, and the highest infant mortality rates were 
among African Americans. Persistent racism in the health care system resulted in 
access to health care that was determined by a person’s race but also social class. 
Even with more advanced cases of cancer and coronary artery disease, African 
Americans continued to have less access to health care compared to white Americans.

Access to a Quality Education has historically been out of reach for a majority 
of Americans of African descent. During segregation, for example, African 
Americans were discouraged from continuing their education beyond what was 
necessary for employment in service sectors such as domestic or laborers [19]. 
Reportedly, while white employers were encouraging their descendants and white 
employees to attend college, they would communicate to their African American 
employees that they did not need a college education. Inequities in obtaining a 
quality education were also apparent from the quality of textbooks available to 
schools in low-income African American communities. Textbooks in schools in 
communities of color were reportedly discarded from white schools and with 
pages missing [20]. During the early and mid-twentieth century years, African 
Americans, for example, grew up attending racially segregated schools and were 
transported to segregated high schools in a different city (if at all), even when a 
white school might have been in closer proximity [20]. Although a few partici-
pants managed to complete high school during this time, their ability to attend 
college was hampered by work obligations necessary to assist the family with 
finances. The experience of African Americans in these segregated schools may 
have been characterized by education with less experienced or less qualified 
teachers, high levels of teacher turnover, less successful peer groups, and inade-
quate facilities and learning materials than that available to students in majority 
white schools.

Access to health care facilities expanded during the twentieth century but was 
still out of reach for many Americans, especially low-income and African Americans. 
For example, although child health programs were increasingly being established, 
these programs still were not accessible to the many African Americans in dire need 
of their services. This increase in access to health care programs during this time 
was likely a major influence in the improvements in the life expectancy of African 
American males and females (47 and 49 years, respectively) but was still substan-
tially less than that for white Americans (59 years for males and 62 years for 
females) [15]. For example, while the average life expectancy had increased for 
both populations since the turn of the century, the gap between the groups had wid-
ened from a previous estimate of 5–7 years to 12–13 years [15]. The availability of 
government-sponsored insurance plans (e.g., Medicaid and Medicare) at least pro-
vided payment for some services as these participants became eligible which was 
believed to increase access to care. However, given the life expectancy of individu-
als born in the 1920s and 1930s, it is unlikely that many African Americans lived to 
the age of 65 years when they would be eligible.
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�Current and Persistent Social Influences on Health Inequities

Financial resources continue to be a risk factor for disease and mortality rates. The 
lack of financial resources is often associated with a lack of information and knowl-
edge and timely access to health care when diagnosed with life-threatening illness 
[21]. For example, persistent white-black disparities among cancer patients have 
been attributed to lower rates of timely follow-up care after abnormal mammograms 
and scheduling follow-up appointments which subsequently leads to delays in treat-
ment [21]. And, despite advances in cancer diagnosing and treatment, individuals of 
a lower SES status (most often identified as racial minorities) are among those with 
the highest cancer mortality rates [22, 23]. When there is heart disease, the low SES 
individual is also at risk for higher levels of morbidity and mortality. In at least one 
national survey, patients with congenital heart disease who identified as Black, of a 
lower SES (including income and educational levels) had a greater likelihood of 
death [24]. Similarly, education and income are also determinants of poor hospital 
outcomes in research among stroke patients [25]. That is, stroke patients with a 
higher SES (income and educational levels) had low mortality rates while those 
patients with a low SES (income and education) had high mortality rates [25].

Quality education is more accessible today, however, low educational attainment 
continues to be a marker for socioeconomic status and resulting higher mortality 
rates [26]. African Americans are still confronted with the harsh realities of structural 
racism and the racial segregation that persists among our educational and health care 
institutions. Older African Americans that lived prior to the Civil Rights Era would 
likely be disappointed—that is, in spite of the change in laws prohibiting segregation, 
school segregation is on the rise in the USA. Even in diverse schools, within-school 
segregation exists where Black, Indigenous, and Latinx adolescents are likely tracked 
into less rigorous courses and long-term outcomes are likely detrimental to mental 
health that persists through adulthood [27].

Health literacy is associated with low levels of education and SES status [28]. 
When patients are not able to understand written information related to their illness, 
they are less likely to ask questions or to be engaged in their care. For example, in a 
study examining the association of health literacy on health outcomes among 
patients with Type 2 diabetes, low levels of health literacy was associated with limi-
tations with medication adherence, depressed moods, and self-management [29]. 
However, this finding is not consistent. In another study, African American patients 
with low incomes and health literacy levels were less engaged in behaviors known 
to lead to better health outcomes [30].

Racial inequities in health care access have persisted into the twenty-first cen-
tury [31]. Disparate health outcomes have been attributed to poor health behaviors 
such as lack of exercise, eating fatty foods, and cigarette smoking. However, public 
health experts and health care practitioners are now acknowledging the powerful 
influence of structural racism or those influences beyond the control of the individ-
ual [32]. Structural inequities such as poverty, the scarcity of health care providers 
in rural townships, and low-paying jobs without insurance continue to contribute to 
the limited access to care among low-income and African Americans today [33].
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�Social Support as a Resource from Family and Friends

Social support from family and friends is generally perceived as a social or financial 
resource for achieving and maintaining levels of wellness. The most widely known 
form of social support is emotional support which is the expression of love, liking, 
or both, and listening to worries and concerns. As a social resource, emotional sup-
port might also be in the form of expressions from others that result in feelings of 
being valued, esteemed, and positive feedback about one’s self-worth. Instrumental 
support is the social resource of material aid or assistance with finances, household 
tasks, goods and services. The third type of social support, and less frequently stud-
ied, is the support from information or advice about some problem or illness.

As a social resource, or SDOH, the availability of social support can be protec-
tive or place an individual at risk for poor health outcomes. For many years, the 
assumption was that social support available to individuals with chronic and life-
threatening illnesses was only available among white middle-class and college-
educated women; a type of social support not available to lower-income persons and 
women of color. Scholars have concluded that white and married women were gen-
erally among those with higher levels of social support. That is, the support of hav-
ing someone to confide in about personal and illness concerns among family and 
friends and to subsequently have an improved outlook on life, better physical func-
tioning, and less likely to have premature mortality rates [34]. The perception that 
low income and persons of color lack social support is likely influenced by a pattern 
of research that was conducted primarily among the white middle class and by sci-
entists of similar racial/ethnic backgrounds.

Systemic Racism and Social Support  In response to harsh and oppressive living 
conditions, former enslaved Americans adapted their previous knowledge of family. 
Family was a system whereby individuals cared for one another and shared avail-
able social and financial resources in spite of blood kinship. Even among the lowest 
of paid workers where there was little or no money, historical accounts of former 
enslaved Americans document ways in which they shared material resources that 
enabled their survival—albeit a poor one [17].

Exemplars of the ways in which social support was a resource for low income 
and persons of color can be examined from narrative accounts during the Great 
Depression [35]. The Great Depression was difficult for all races/ethnicities, but 
was particularly devastating for African Americans. Poverty for African Americans 
was so severe in some situations that there was often little or no money for physical 
necessities [17, 36]. In situations where there was a lack of money, the support from 
family and close friends was extremely important to the survival of the African 
American family; a source of mutual assistance as members shared or bartered ser-
vices for food, shelter, and clothing [17].

Recent evidence suggests that a lack of social support among African Americans 
is likely the result of differences in the types of social resources available and uti-
lized among African Americans in comparison to whites. For example, in spite of 
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having very similar health problems, African Americans are less likely to utilize 
confiding support or be willing to express feelings to others about their problems 
[37]. The reluctance to confide in others about illness-related problems is related to 
a fear that one’s illness will be a direct burden on family and friends [34]. In fact, 
the value of not asking for help during times of crisis might be the norm for many 
members of this population as they are likely to value being perceived as being 
strong during adverse situations [38]. Emotional support among this population 
might be expressed through material forms of social support or an emotional pres-
ence such as “sitting with the sick” [39], assistance to maintain important social 
roles at home, church, and work, and sharing stories of hope [37, 40, 41].

Current Influences of Social Support on Health Inequities  A culmination of risk 
factors among African Americans places them among populations most likely to 
encounter challenges with family support during illness. In comparison to other 
racial/ethnic groups, African Americans continue to rank lowest with home owner-
ship and are least likely to receive inheritances, gifts, and other financial family 
support, types of generational wealth that have contributed to better health out-
comes among other populations for generations [42]. Additionally, in comparison to 
white Americans, African Americans are least likely to have recovered from genera-
tions of inequities in the job market or even the most recent financial devastation of 
the Great Recession [42]. The lack of financial resources coupled with generations 
of limited access to health care services has shaped patterns of giving and receiving 
social support such that patients are reluctant to ask for help when sick for fear of 
being a burden to family and friends. Indeed, this perception of being a burden is 
likely accurate given the harsh realities of limited financial resources in addition to 
a greater severity of illness and mortality rates experienced.

Inequities in the receipt of social support during illness are especially apparent 
among African Americans when there is a cancer diagnosis. African Americans 
continue to experience the highest overall mortality rates, more advanced staged 
cancers [43], and higher levels of psychological distress from cancer than non-
Hispanic Whites [44]. High levels of psychological distress have been linked to 
unmet needs for support from family and friends and information from health care 
providers [45]. The root causes of this high level of psychological distress are from 
a history of past experiences of suffering, death, and isolation witnessed among 
cancer patients who likely did not survive treatment [41, 43, 46, 47]. African 
American cancer patients and family members frequently recall images and horror 
stories of African American cancer patients who “suffered and died,” after a period 
of “wasting away” and in excruciating pain [41]. The stories available to patients 
and family members are often replete with memories of other cancer patients diag-
nosed at a late stage and subsequently died from a disease that had spread to the 
point where treatment would not be effective [41, 47]. Despite high levels of psy-
chological distress, African American patients and family members are not likely to 
seek mental health services [48] or to participate in hospital-based support groups 
[49]. African Americans are, however, more likely to participate in community or 
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faith-based support groups as these groups are sensitive to the values and need to 
remain hopeful and optimistic in the context of life-threatening illness.

Summary of Social Conditions Pillar
In this Social Conditions Pillar, we have covered, at least to some extent, the ways 
in which the social conditions of financial resources, quality education, type of 
occupation, health literacy, and access to care as SDOH influence health outcomes. 
The influence of social conditions on health disparities is especially evident among 
African Americans, a US population that continues to experience greater health 
inequities within the context of systemic racism. Other related social factors will be 
discussed in other SDOH Pillars, i.e., physical environment (safe neighborhoods, 
access to healthy foods, parks, and recreation areas), and social environment (social 
integration, support from faith-based institutions).

�Cultural Conditions

Cultural conditions are those customary beliefs, social norms, attitudes, values, and 
practices shared by a group of people (community or society) in a place and time 
(Fig. 2.8). Cultural conditions shaped by power imbalances and systemic racism for 
consideration include:

•	 Interpersonal racism/discrimination
•	 Religion/spirituality (individual/family values, beliefs)
•	 Racial memories
•	 Social norms

Cultural

Fig. 2.8  Cultural 
conditions
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Interpersonal racism/discrimination occurs among one-on-one social interac-
tions, can be negative treatment based on an individual’s characteristics, is more 
identifiable, and likely based on personal beliefs of one group toward another group. 
In a survey conducted by the Pew Research Center, a majority of African American 
adults (71%) reported having experienced racial discrimination at some point in 
their lives from interactions that occurred at the individual level [50]. It has been 
estimated that during the course of a year, 50% of African American adults report 
being suspected of wrongdoing (47%), considered as not smart (45%), experiencing 
unfair treatment in hiring or promotion opportunities (21%), or encountering racial 
profiling by police (18%) [50]. Although experiences with racism are likely com-
mon among African Americans, individuals at greatest risk include men, young 
adults, and those with some college education. Americans of African descent have 
consistently reported harsh treatment from the very health care providers in charge 
of their care when they are most vulnerable [51]. Health care practitioners have a 
long history of interpersonal racism with formerly enslaved individuals. The medi-
cal mistreatment of African Americans is well known, including the racism encoun-
tered with the Tuskegee Study, medical experimentation on the vulnerable, and the 
nonverbal communication that low-income and folk of color were to blame for their 
poor health [52, 53]. When seeking care from physicians, African Americans have 
reported an insensitive nature in their communications and this has included spend-
ing less time with this population, and lack of respect and warmth during clinic 
visits [53].

Religion and Spirituality have emerged as powerful determinants of health 
among US and global populations. Religion is conceptualized as an adherence to a 
set of beliefs, values, and rituals, and symbols and participation in practices sup-
ported by organized faith-based institutions. Religiosity or religious involvement is 
another concept used among scholars to refer to beliefs and practices related to 
organized religious institutions [54]. The evidence to support the relationship of 
religious attendance to higher mortality rates is established. For example, in national 
surveys, respondents who attend church frequently have a lower hazard of mortal-
ity [55].

Spirituality, on the other hand, occurs on a more personal level and apart from 
affiliations with organized religious institutions. Conceptualizations of spirituality 
may include a search for answers to questions about life, a relationship to God, and 
making meaning of individual human experience through dimensions of connected-
ness: within oneself; to others and the environment; or, to God or other higher power 
[56]. Conceptualized as the religious practice of praying, spirituality is associated 
with cognitive functioning and depression [57].

Again, we look to the African American experience to illuminate the ways in 
which Religion/Spirituality might be protective and/or place the individual at risk 
for poor health. African Americans are the most religious group in the USA as evi-
denced by their religious affiliations, engagement in religious practices, and the 
frequency with which they believe that God exists [58]. Historically, a strong reli-
gious culture has been a widely recognized protective factor in illness situations and 
has enabled African Americans to survive generations of oppression and racism 
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[59]. In comparison to other racial/ethnic groups, African Americans are more likely 
to rely on religious beliefs and practices in response to daily life challenges [58]. 
These religious beliefs and practices have been transmitted through African 
American oral history and subsequently are closely intermingled with everyday life 
[59]. As such, they are an important part of African American culture and sources of 
strength and comfort when confronted with social, personal, and mental health issues.

The practice of using faith-based strategies in response to experienced racial 
discrimination among African Americans is consistent with a strong religious cul-
ture that is generationally influenced [60]. Faith-based strategies may include find-
ing meaning and purpose in the experience or turning to God for support and 
guidance [61]. Faith-based strategies promote a sense of resilience that buffers the 
impact of experienced racism on psychological and emotional well-being [62, 63]. 
A strong religious culture has historically existed among formerly enslaved 
Americans which has provided individuals with a sense of order and control over 
their illness. This strong religious culture also promotes self-management of side 
effects from medical treatments and illness. For example, the survival of the African 
slave in the USA largely depended on the use of religious songs or memorized 
scripture passages to communicate their struggles and fears to God and used to 
encourage one another in during adverse and life-threatening situations [64]. 
Scholars who have studied the content and purpose of religious songs have deter-
mined that these songs consist of Bible-based stories of God delivering oppressed 
or enslaved persons [65], expressions of the hopes of being delivered from a lifetime 
of evil and suffering to a lifetime of joy and happiness in this world or the next 
[65–68].

Religion and spirituality continue to be social determinants among individuals 
with life-threatening illnesses, particularly among low income and folk of color 
[69]. The evidence suggests that in comparison to whites, African Americans pray 
more, and this practice has promoted a more positive attitude toward their cancer 
experience [70, 71]. In my own research with African Americans, religious beliefs 
and practices have been used to cope with the loneliness and fears that frequently 
accompany the cancer experience but to also positively influence the utilization of 
cancer care services [69]. For example, African American cancer patients have 
reported praying to God and trusting Him to intercede on their behalf with their 
worries and providing guidance with treatment-related decisions [72, 73]. A faith in 
God has been used among recently diagnosed African American cancer survivors to 
overcome their fears and fatalistic attitudes of cancer being a death sentence and 
undergo prescribed cancer treatment [74]. A higher level of faith in God and use of 
religious practices among African American cancer survivors also minimizes treat-
ment side effects, which likely also promotes adherence to treatment [75].

Negative aspects of religion and spirituality are certainly a possibility and are 
associated with poor health outcomes. Fatalism, a pessimistic perspective, might 
also occur when patients are blamed and told that their illness is the result of a 
weakened or lack of faith in God. Rather than religion/spirituality being perceived 
as a source of comfort, individuals may become distressed with thoughts that they 
need to pray more or are somehow being tested to see if their faith is strong. These 
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negative and fatalistic attitudes and nonadherence to preventative care may occur 
when patients believe their illness is the result of a punishment for some sinful 
behavior. A fatalistic attitude might also be associated with a lack of engagement in 
cancer screenings [76] and depression [77].

Racial Memories are those experiences, beliefs, and general recollections trans-
mitted from one generation to another. Scholars tend to agree that the intergenera-
tional transmission of stories with racial overtones occur as early as childhood, and 
persist well into adulthood [78]. Racial memories of the harmful effects of racism 
might be from structural and/or interpersonal practices, policies, and social norms 
that marginalized and oppressed individuals or populations based on physical 
appearances or other visible characteristics. Both historical and even recent scholar-
ship highlights the centuries-old negative impact of racism on the lives of African 
Americans. For example, in their formative years and much of their adulthood 
years, older African Americans were exposed to racial violence, segregation, and 
Jim Crow laws that restricted access to public accommodations, educational institu-
tions, stores, and even access to health care [20]. In rural areas of the Southern US, 
many African Americans supported themselves through work as sharecroppers 
which was a form of labor exploitation that resulted in families working for little or 
no pay [17]. Opportunities for work included employment for men as skilled and 
unskilled laborers and for women in low paying jobs as domestics and seamstresses 
[17]. However, these types of employment were without the benefit of private health 
insurance and therefore a significant contributor to the burden of illness and mortal-
ity rates among this population.

In the context of life-threatening illnesses such as cancer, African Americans’ 
racial memories include past recollections of times when cancer was an automatic 
death sentence. Overall cancer mortality rates for African Americans have also 
exceeded those of other racial/ethnic groups [79]. In the 1960s, the overall 5-year 
survival rate for African Americans was a mere 27% which likely fueled the racial 
memory of an African American cancer experience replete with “suffering and 
death” after a period of “wasting away” and in excruciating pain [80]. And, among 
a population that values social connectedness, the fear of death and change in 
appearance as a result of treatment, further fuels the worry and fear among African 
Americans that too will die or even worse, be isolated and “pitied” when there is a 
cancer diagnosis [80]. Racial memories may not lead to a reduction in seeking 
health care when needed but certainly increase the fear of a negative outcome [80].

Social Norms are those accepted behaviors or ways of thinking that are culturally 
influenced among groups and can be expected responses to adverse situations such 
as illness. For example, one possible social norm that influences health outcomes 
among African American populations can be linked to an internalized value of need-
ing to be strong [38]. Self-reliance or the value of needing to be strong in the face of 
adversity, occurs when individuals have a preference of relying on their own inner 
resources. Therefore, help from others is not needed or accepted. The value of self-
reliance among an African American population could be attributed to a cultural 
attitude about asking for help. In a study with older persons of African ancestry 
(African Americans, Afro-Barbadians, and Afro-Haitians), participants believed 
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they should give help but not ask for help in return [81]. In a study of low-income 
African American women, 15% said they never call on friends or relatives for help 
with health problems, rather they tend to rely only on themselves [82].

Another social norm that occurs among African Americans is to not openly dis-
cuss certain illnesses. Mental illness, for example, is associated with a stigma that 
results in a significant problem among African American populations [83–85]. 
African Americans are 20% more likely than whites to report serious psychological 
distress [86], fear public prejudice and discrimination [85, 87], and to be misdiag-
nosed by health care providers [85], African Americans also report being fearful of 
being labeled “crazy” within their families and communities when there is mental 
illness [88]. Although the precise origins of this mental illness stigma are less clear, 
there is general agreement that stigma results in a higher illness burden among 
African Americans [87, 89]. High levels of psychological distress require appropri-
ate health care, however, mental health care providers skilled at delivering culturally 
competent care are limited and Americans of African descent are also more likely to 
turn to forms of religious coping such as prayer and a belief in God [85, 90].

Summary of Cultural Conditions Pillar
In this Cultural Conditions Pillar, we have covered, at least to some extent, the ways 
in which the cultural conditions of interpersonal racism/discrimination, religious 
beliefs, spirituality, racial memories as SDOH influence health outcomes and health 
equities among former enslaved US population. Depending on the population, other 
cultural conditions important for consideration might include societal values and 
nursing values. Although these cultural conditions have been discussed somewhat 
in this chapter among African Americans of a protestant religious tradition, further 
consideration might include the ways in which social norms or informal rules exist 
among patients from varied cultures and other religious traditions.

�Environmental (Physical) Conditions (Part I)

Physical—the part of the human environment that includes purely physical factors 
(Fig. 2.9). Physical environmental conditions for consideration include:

•	 Natural Resources/Natural Disasters
•	 Climate Change/extremes in heat and cold temperatures
•	 Exposure to toxic substances
•	 Recreational resources—Safe play spaces

Historical Overview of Nursing and Environmental Health Threats  Nursing has 
a long history of responding to threats to health from disruptions in the environ-
ment. Dating back to Florence Nightingale, nurses have stepped into global or 
national leadership roles in response to environmental hazards that have threatened 
the lives of families and the communities in which they lived [91]. In the nineteenth 

J. B. Hamilton



29

Environmental

Fig. 2.9  Physical 
environmental conditions

and early twentieth centuries, housing and labor protections were in their infancy 
and primarily focused on shoddy construction sites, substandard sanitation systems, 
abusive landlords, and poor urban planning [91]. Around the mid-twentieth century, 
patient care transitioned from community to hospital settings, when the focus of 
care shifted less attention was directed to risk factors for disease [91]. Care in hos-
pital settings encouraged nurses to focus on sick-patient care among patients with 
specific illness; a shift from a holistic approach to care [91]. This shift to sick-
patient care also fostered a perspective of care that is now largely focused on opti-
mizing care rather than optimizing an environment that is healthy.

Several other historical events in the twentieth century shifted the perception of 
environmental issues being isolated events to those more widespread social issues. 
These social issues have included military troops’ exposure to Agent Orange abroad 
and devastating community exposure to pollutants in the homeland. For example, the 
1956 “Smog Complex” caused more than 2000 traffic accidents in the city of Los 
Angeles, California in just 1 day [91]. Another environmental threat of great magnitude 
was the devastation from wastewater and industrial runoff that contaminated farm soil 
and water supplies that disproportionately affected low-income and minority commu-
nities [91]. Environmental threats have been from rivers and lakes that have been so 
riddled with sewage, oil, and industrial runoff, like the Cuyahoga River in 1969, that 
the pollutants caught fire and resulted in the deaths of countless wildlife [91].

In the next sections, we highlight a few determinants related to physical and 
social environmental conditions. As with the social and cultural determinants, we 
illustrate environmental conditions using the evidence from populations most 
affected; low income and African Americans.
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Natural Resources/Natural Disasters  Poverty and/or racism has influenced the 
severity of the impact of natural disasters on individuals, communities, and societ-
ies. Natural disasters can affect anyone at any given time, the long-term impact of 
flooding from hurricanes and extremes in temperature disproportionately affects 
residents of low-income communities globally. In the USA, systemic racism has led 
to an inadequate infrastructure in some cities that fails to protect its low-income citi-
zens. Poverty guarantees that the financial resources of some individuals will only 
get worse during natural disasters. Perhaps one of the most devastating encounters 
from a natural disaster occurred over a decade ago that disproportionately affected 
low-income African Americans in Louisiana during the aftermath of Hurricane 
Katrina [92]. Hurricane Katrina was a destructive and deadly Category 5 tropical 
storm that made landfall in Louisiana and Mississippi on August 29, 2005. The 
flooding in the city of New Orleans in Louisiana has been largely attributed to engi-
neering flaws in the levees (flood protection system constructed by the US govern-
ment) around the city [92]. Residents of this city with financial resources were able 
to evacuate before the hurricane made landfall. However, low-income and African 
Americans were not so fortunate. Those residents without the financial resources to 
evacuate endured days without water, food, or shelter. Many residents died from 
thirst, fatigue, and the violence that occurred in shelters. Katrina victims were either 
displaced from their homes, relocated and separated from family. Those that did 
return found homes in shambles and uninhabitable.

Climate Change/Extremes in Heat and Cold Temperatures  The earth’s climate 
has experienced a change in the atmosphere which has raised the global temperature 
and extremes in weather patterns [93]. Threats to society from warmer temperatures 
have been the focus of the Environmental Protection Agency (EPA) for several 
years. Extremes in the weather have resulted in wildfires, air pollution, and floods. 
Extreme heat has been linked to illness and deaths, especially among the poor, preg-
nant women, children, elderly, and migrant farm workers [93, 94]. Climate change 
is a global issue and known contributor to a rise in cardiovascular disease [95], 
complications of diabetes [96], asthma mortality rates [97], and increased mortality 
risk among the elderly [97]. In North America, however, low income and communi-
ties of color are especially impacted given the inequitable distribution of resources 
and social status [94, 98].

Increases in morbidity and mortality rates from environmental threats are pre-
dicted for the next several decades. The burden of extremes in weather is expected 
to be especially high among non-Hispanic Black infants and Australian indigenous 
infants who are much more likely to be born preterm than other racial/ethnic groups 
[99]. The increase in premature births among these populations is attributed to rac-
ism and classism (lack of access to high-quality care) and community and environ-
mental health (exposure to air pollution, lack of green space, and exposure to 
violence) [99]. The elderly is another population more likely to be negatively 
impacted by extremes in heat. Among the elderly and elderly African Americans, 
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extremes in heat are a known contributor to increased Emergency Room (ER) visits 
for mental health issues [100]. Extremes in heat also contribute to increases in hos-
pitalizations from myocardial infarctions particularly during summer months [101].

Exposure to Toxic Substances  Toxic substances are harmful to individual, family, 
and community health. These include exposure to fumes from cleaning agents, 
harmful chemicals present in drinking water or foods, air pollutants, and even pes-
ticides used in the production of the foods we eat [102]. Probably one of the more 
well-known toxins that had widespread harmful health effects was from asbestos 
exposure. Exposure to asbestos is known to increase the incidence of lung disease 
so much so that major national initiatives were implemented to ban the use of this 
substance and mandate its removal from public buildings [102]. Another more 
recent example of an environmental threat was from toxic substances found in 
drinking water exposed during the Flint water crisis. The Flint water crisis began 
when elevated levels of lead were found in children who had been drinking the 
city’s water. Scholars have suggested that this lead-contaminated water dispropor-
tionately affected a city that is largely low income and African American. This con-
taminated drinking water resulted in excessive fetal deaths and other harmful health 
effects from ingesting lead from a water supply to numerous children during their 
formative years [103, 104]. Although the state of Michigan installed water filters, 
replaced pipes, and provided health care, educational and food resources to those 
affected, residents remain distrustful that the water is truly safe [105]. Moreover, 
research conducted years later suggests long-term effects leading to depression and 
post-traumatic distress disorder among adults living in the aftermath of this disas-
ter [105].

Recreational Resources: Safe Play Spaces  Access to recreational resources 
including safe play spaces that permit children and adults to engage in outdoor 
activities has many benefits. In a community–academic partnership, renovated safe 
play spaces in schoolyards increased physical activity and social interactions in a 
low-income, urban neighborhood [106]. Green schoolyards may buffer against the 
effects of urbanization by increasing access to nature. A renovated green schoolyard 
has been shown to increase physical activity, schoolyard safety, school–community 
relationships, and less bullying behaviors [106]. Green schoolyards also offer a safe 
space for children and adults to engage in social, outdoor activities, particularly in 
low-income, urban neighborhoods [106]. Additionally, safe and green spaces that 
incorporate strategies to lower the traffic flow in urban areas decrease unhealthy 
weight trajectories in children [107].

Although safe green spaces generally encourage outdoor play and social activi-
ties, these healthy behaviors were reduced for some populations during the COVID 
pandemic when youth and adults were physically restrained to their homes [108]. 
For example, while youths with higher incomes and access to a safe built environ-
ment were more active and played more outdoors, low-income and Hispanic 
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minority youth felt less safe [108]. Low-income residents who were older, female, 
and black engaged in outdoor physical activity even though their neighborhoods 
were not safe [109].

Summary of Physical Environment
In this section, we discussed some of the prevailing physical environmental threats 
to human health. Nursing has a long history of identifying and addressing physical 
environmental threats beginning with a focus on holistic care in communities to 
sick-patient care in hospital settings. This shift to sick-patient care with specific ill-
ness may have contributed to a lack of focus on holistic care, an emphasis on nurs-
ing care in previous years. In this section on physical environmental conditions, we 
have focused our discussion on natural resources/natural disasters, climate change, 
exposure to toxic substances, and safe play spaces, conditions prevalent in our com-
munities. Although we recognize there are many other threats from the physical 
environment, we are hopeful that the ones discussed will inspire your thinking on 
ways to incorporate those of interest to your faculty and students.

�Environmental (Social) Conditions (Part II)

Social environment is defined as a social setting in which people live (Fig. 2.10).
Social environment might be further defined as the surroundings (social settings) 

that are influenced by humans. In this section, we detail a few social settings impor-
tant to health equity including quality of schools/academic settings, housing, access 
to affordable transportation, faith-based institutions, quality of schools, and compo-
sition of families. Other aspects of social settings important to consider as SDOH 
would be transportation, safety of neighborhoods, and community design. We have 
previously discussed access to health care and education. In this section, we 
consider:

•	 Quality of schools/academic settings
•	 Workforce Diversity in Health care
•	 Housing (safe and quality housing)
•	 Faith-based institutions
•	 Composition of families

Quality of Schools, Academic Settings  Historically, former enslaved Americans 
fought to obtain higher educational levels believing this to be the path to equality, 
independence, and respect [110]. A major triumph in the struggle for a quality edu-
cation for this population was the passage of the Civil Rights Act of 1964. In the 
years leading up to the Civil Rights Act, older African Americans recalled attending 
racially segregated schools and being transported to segregated high schools in a 
different city, even when a white school might have been in closer proximity [20]. 
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Environmental

Fig. 2.10  Social 
environmental conditions

In rural areas, especially this transportation issue prevented many older African 
Americans from graduating from high school or even attending college. In addition 
to transportation issues, poverty contributed to unequal access to educational 
resources. For example, in rural areas and among low-income families, the ability to 
complete high school and attend college was hampered by work obligations [20]. 
Poverty often dictated that everyone in the family contribute financially to keep the 
family housed and fed. Not unheard of are stories of children missing school days for 
work or teens dropping out of school altogether to enter the workforce [20]. Even 
when schools were accessible, students in segregated schools in African American 
communities could have received an inferior education with less experienced or less 
qualified teachers, high levels of teacher turnover, less successful peer groups, and 
inadequate facilities and learning materials than exist in majority white schools.

Although there have been gains made in accessing a quality education post-
segregation for African Americans, the harsh realities of structural racism and racial 
segregation persist among our educational institutions. In spite of the change in laws 
prohibiting segregation, school segregation is on the rise in the USA [111]. Even in 
schools claiming a diverse student population, within-school segregation exists. 
Moreover, attaining a quality education continues to be linked to one’s social status. 
Today, the overwhelming majority of African American students attend under 
sourced schools where a majority of them are also African American [112]. Low-
income and African American students in these schools are also likely tracked into 
less rigorous courses resulting in detrimental long-term outcomes that are detrimen-
tal to their health and wellness; outcomes that persist throughout adulthood [27]. 
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Our sickest patients today with the highest mortality rates are those with a low 
educational level [113].

Health care Workforce Diversity  A diverse health care workforce is critical to the 
delivery of care that is culturally sensitive. Health care is still lacking adequate 
numbers of providers with the knowledge and skillset necessary for care that is 
respectful and equitable. Scholars believe this lack of diversity in health care is 
severe and not likely to change [114, 115]. Historically, a period of racial segrega-
tion (Jim Crow) contributed greatly to a lack of hospitals and health care providers 
within majority African American and rural communities [14, 116]. During segre-
gation, black-owned and run hospitals filled the void in health care, however, due to 
a lack of funding, hospitals, and clinics in these areas were also of a lower quality 
than those of majority-white communities and virtually nonexistent today [116]. 
Even among hospitals that were integrated, African American health care providers 
were not allowed to practice in these settings, further alienating low-income African 
Americans from receiving optimal health care [116]. In the twentieth century, hos-
pitals with Magnet status, NCI-Designated Cancer Centers, and Designated Trauma 
Centers generally provide a higher level of care and are likely to employ a more 
diverse workforce. However, these medical centers are not easily accessible to pop-
ulations with limited financial resources and challenges with transportation.

Housing (Safe and Quality Housing)  Substandard housing as a SDOH among low 
income, rural, and African American populations, especially brought to light during 
the COVID-19 pandemic. Substandard housing interwoven with limited access to 
health care, and prolonged occupational exposure from this virus was especially 
noticeable among low-income and residents of rural communities [117]. The impact 
of substandard housing among these populations has been devastating and particu-
larly noticeable with the excessive mortality rates experienced among rural popula-
tions [117]. Even among rural residents, African Americans have been more likely 
than whites to live in substandard housing, in poverty, and in households headed 
by women.

Substandard housing is important to health care for several reasons. First, fami-
lies in communities with substandard housing are less likely to have access to finan-
cial resources, quality educational institutions, or even health care than residents 
living in more affluent neighborhoods. Secondly, residents of substandard housing 
are at higher risk for poor mental and physical health [118]. The findings of recent 
research suggest that an overwhelming majority of US households reported one or 
more subpar housing domain associated with poor health [119]. Prevalent among 
these domains included household fuel combustion, dampness and mold, inade-
quate water and sanitation, and injury hazards. Pests and allergens, low indoor tem-
peratures, and injury hazards were consistently associated with older homes, lower 
rent costs, and lower unit satisfaction [119].
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A more troubling issue for impoverished communities of color comes from the 
persistent violence that occurs among residents in these communities [120]. 
Communities with substandard housing are also communities with high rates of 
violence. For example, homicide is the number one killer of young black males 
while intimate partner violence disproportionately kills black women [120]. These 
communities are also characterized by gang violence, excessive use of police force, 
and the rise in suicide rates [120].

Faith-Based Institutions  Historically, a primary social institution that promoted 
the well-being of African Americans has been the Black Church. This faith-based 
and social institution originated from gatherings of former enslaved Americans as a 
place where they could exercise their religious beliefs apart from the control of the 
white slave owners. Although the African slave came to America from many differ-
ent African tribes and religious backgrounds, historians tend to agree that religion 
was very important to the survivorship of this population [64, 121, 122]. In fact, 
historical literature describes the Black church as an “invisible institution” whereby 
the African slave in America secretly met to worship and express their sorrows to 
God and to believe in His ability to deliver them from the evils of this world [64]. 
These expressions were important mental health-promoting strategies that permit-
ted the African slave to express pent-up emotions about their slave experiences and 
to receive emotional support for their plight through socializing and visiting with 
family and friends [123].

The Black Church has maintained its role as a major faith-based institution for 
largely African American congregations. Over time and since slavery, the Black 
Church has expanded its role from religious service to the promotion of services 
specifically designed to combat specific health and social problems that dispropor-
tionately affect the larger African American community [124–126]. For example, in 
response to increases in youth crime rates, poor educational systems, and the need 
for after-school care for working parents, the Black Church has developed educa-
tional programs for children [126]. In response to the disproportionate rates of can-
cer among African Americans, churches have organized large-scale cancer screening 
programs [127, 128] and cancer support groups [129]. Other ongoing formal sup-
port services provided assistance with personal care services and housekeeping and 
transportation to church, stores, and physician appointments [130].

In recent years, health care providers have partnered with the Black Church to 
enhance the delivery of health care services in underserved communities. Since the 
Black Church is generally embedded in underserved communities with long-term 
trusting relationships, health care providers have effectively delivered the influenza 
vaccine [131], cancer control interventions [132], COVID information and vaccines 
[133–136] and cardiovascular mobile health interventions [136].

Compositions of Families/Naturally Occurring Social Interactions and Social 
Connectedness  Extended family generally refers to close familial relationships 
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among people that otherwise would not be included in the traditional nuclear house-
hold [124, 137, 138]. McAdoo (1991) described extended family members as close 
relationships that include persons related by blood or marriage but a unit that often 
extends to include friends and neighbors who are referred to as fictive kin [126]. The 
phrase fictive kin is used because these persons are not related by blood but relation-
ships with these persons are so close they are considered to be “like family.” The 
relationships of these persons are so close that they are often referred to as aunt, 
uncle, cousin, play sister, or brother [138]. Extended family members may consist 
of family members who reside in the same household or throughout several 
households.

A dominant thought in American culture is that the traditional family structure 
consists of a married couple with children. However, the traditional family structure 
is less likely among African Americans and individuals living in poverty [139]. One 
prevalent family structure is the single-mother household. Single-mother house-
holds are less likely to have completed college and more likely to live in poverty 
than other family structures. This disparity is especially pronounced among African 
American women, who in recent years are much more likely to be never married or 
divorced [139]. African American children in these single-mother households are 
even more affected—with a majority living in poverty [139].

Scholars studying the African American family have noted that any deviation 
from the traditional two-parent nuclear family has been negatively criticized and 
labeled dysfunctional [124, 140]. A predominant stereotype that the African 
American female-headed household is largely dependent on the welfare system is 
an erroneous assumption not verified by research. In fact, data show that aid to 
African American female-headed households from welfare and food stamps 
accounts for only 28% of the income for these family groups [141]. Moreover, 
Census Bureau data reveal that, in the time period between 1979 and 1989, the per-
centage of African American families receiving welfare benefits decreased from 24 
to 21% [125]. When researchers focus on negative elements of African American 
families, such as persons on welfare, they fail to see positive characteristics that 
exemplify the majority of African American families. For example, although 28% 
of African American female-headed households receive public welfare, the over-
whelming majority, or 72% of these households, are not dependent on welfare as a 
source of income but self-sufficient, productive members of society [141].

Summary of Social Environmental Conditions
In this social environmental conditions section, we discussed the ways in which 
social settings were determinants of health inequities. The quality of schools/aca-
demic settings, workforce in health care diversity, safe and quality housing, faith-
based institutions, and composition of families were discussed. Other social 
environmental conditions for consideration would be access to public transportation 
that is convenient and affordable and a discussion on the access to advanced educa-
tion at quality educational institutions continues to be out of reach for low income 
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and persons of color. Not surprisingly, education that is affordable and of high qual-
ity continues to be less accessible to low income and persons of color. The lack of a 
diverse workforce in health care has been an issue for decades. Health care provid-
ers with the skillset to truly understand social and cultural issues of relevance to 
diverse patient populations are desperately needed, particularly as society becomes 
more diverse. It is no surprise that substandard housing is influenced by a lack of 
financial resources and places low-income individuals in unsafe neighborhoods, 
leading to fears of safety and low levels of physical activity. On the other hand, 
when individuals have the resources to live in quality houses, safe neighborhoods, 
health outcomes are improved. Finally, faith-based institutions and the composition 
of families, especially among African Americans have been a protective influence, 
a strategy to alleviate situations where there is a lack of financial resources. The 
Black Church and extended family have historically responded to racism and 
oppression through community and by sharing what resources were available 
to them.

�Policies/Laws

Guidelines, principles, legislation, and activities that affect the living conditions 
conducive to the welfare of individuals, communities, and societies quality of life 
(Fig. 2.11). Policies implemented on a national, regional, or even within institutions 
at a local level have been protective for some populations and devastating for others. 
In this section, we discuss a few policies/laws initiated at a national level that has 
contributed to health outcomes for individuals, families, and communities. In this 
section we reflect on the following:

•	 Jim Crow Laws/Civil Rights Act
•	 Government Sponsored insurance plans
•	 Abortion (Roe vs. Wade)
•	 COVID-19 Vaccines

Black Codes and Jim Crow Laws  Perhaps the Law with the greater influence on 
persistent racial disparities in health care originated from Jim Crow Laws that legal-
ized racial segregation for nearly 100 years after the Civil War. Enforced until 1965, 
Jim Crow laws mandated racial segregation in public institutions in Southern US 
States [142]. The intent of these laws was to marginalize African Americans through 
the denial of certain rights—the right to quality education, high-paying jobs, and 
health care [143]. Interwoven with Jim Crow Laws were Black codes that restricted 
the rights and freedoms of African Americans [143–145]. Black codes were strictly 
local and state laws that dictated when and where formerly enslaved Americans 
could work, where they could live, how they could travel, and whether they could 
vote [143, 145]. There were also laws that would permit authorities to seize 
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Policy

Fig. 2.11  Policy 
conditions

formerly enslaved individuals, including children, for forced labor without pay 
[142]. Segregation was enforced in neighborhoods, recreation parks, public pools, 
hospitals, and residential homes for handicapped and disabled individuals [145].

Although Jim Crow laws ended in 1968, the effect of racial segregation persists 
and is a SDOH for descendants of the American slavery system [146]. Jim Crow 
laws dictated that African Americans attend segregated schools that provided an 
education that was of a lower quality than that of their white counterparts [143, 
145]. In spite of the Brown vs. Board of Education ruling that racial segregation in 
public schools was unconstitutional, there are reports of continued segregation in 
public schools today [147]. An inferior education frequently translates into the 
inability to obtain higher paying jobs with the benefit of private insurance, to obtain 
housing in safe neighborhoods with better quality schools, financial resources to 
purchase fresh fruits and vegetables, and greater access to quality health care.

Jim Crow laws have not only had a negative impact on education but are also 
apparent in the utilization of hospital services and the structure and functioning of 
minority communities. Moreover, these negative effects have persisted long after 
these laws ended in 1965 and influence racial disparities in health care today. For 
example, in comparison to whites, blacks under-utilize primary care and overutilize 
emergency department services. Health care practitioners have long believed that 
the underutilization of primary care was the result of distrust. However, recent 
research presented evidence to suggest that this pattern of health care services use is 
likely attributed to the ways in which non-Hispanic blacks were socialized during 
this extended period of racial segregation [148]. That is, the denial of access to 
health care during segregation contributes to a population’s underuse of primary 
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care and seeking care when the illness has advanced to a severe stage. In other 
research, social capital among residents in the Southern US was found to have per-
sisted after Jim Crow laws were abolished. In comparison to non-Jim Crow states, 
the effects of racial segregation on lower levels of income, lower social connected-
ness, and the ability of communities to respond collectively to threats [146].

Government Sponsored Insurance  Racism and racial inequities in the delivery of 
health care have persisted into the twenty-first century [31]. Although disparate 
health outcomes are attributed to poor health behaviors such as a lack of exercise, 
fatty foods, and cigarette smoking, public health experts and health care practitio-
ners are now acknowledging the powerful influence of conditions beyond the con-
trol of the individual [32]. Poverty, the scarcity of health care providers in rural 
townships, and low-paying jobs without insurance all contribute to a poor quality of 
care experienced among African Americans today [149]. The availability of govern-
ment sponsored insurance plans (e.g., Medicaid and Medicare) at least provided 
payment for some services as these participants became eligible. However, given 
the life expectancy of individuals born in the 1920s and 1930s, it is unlikely that 
many African Americans born during that time period lived to the age of eligibility. 
Without health insurance and no health care providers in some geographical areas, 
low income and African Americans were destined for high mortality rates.

Government sponsored insurance plans such as Medicare and Medicaid that 
came after the Jim Crow years and is thought of as the most important Civil Rights 
Achievements in US history [150]. The federal government literally threatened to 
withhold federal funding from hospitals that refused to desegregate [150]. This gov-
ernment sponsored insurance plan forced the desegregation of hospitals benefited 
African Americans but low income persons as well [150]. In the next sections, we 
examine advantages and disadvantages of government sponsored insurance plans, 
particularly among low income and African Americans.

Medicare and Medicaid are the more well-known types of government spon-
sored insurance programs [151]. Medicare generally covers hospital care for people 
over the age of 65 years, younger disabled persons, and patients on dialysis [151]. 
There are no premiums for Medicare Part A (Hospital Insurance) for individuals 
aged 65 years who are permanent citizens or residents of the USA. Medicare Part A 
is also available to US citizens under the age of 65 years who, for example, are on 
dialysis or have had a kidney transplant [151]. Medicare Part B (Medical Insurance) 
has a premium that is paid either monthly or quarterly. Medicare Part C, referred to 
as a Medicare Advantage Plan, is offered by private companies approved by 
Medicare. For an additional premium, Medicare Advantage Plans provide extra 
coverage for vision, hearing, dental, or health and wellness plans. Medicare Part D 
is another option that comes with a premium to help cover the cost of prescription 
medications. Out-of-pocket costs for these Medicare Advantage Plans can vary by 
the company according to their rules. These plans have rules that set fees for out-of-
pocket costs that can change yearly. Medicaid is a health care coverage program for 
low-income children, adults, pregnant women, seniors, and people with disabilities 
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[151]. For those individuals who are eligible, Medicaid covers emergency ambu-
lance services, and dental services.

The Affordable Care Act (ACA) is a health insurance coverage available to indi-
viduals, families, and small businesses [152]. These insurance plans are operated by 
individual states and may be used to expand Medicaid coverage to their low-income 
families and individuals. The ACA was signed into law on March 23, 2010, as the 
Patient Protection and Affordable Care Act and amended on March 30, 2010, by the 
Health Care and Education Reconciliation Act. The ACA addresses gaps in health 
insurance coverage, health care costs, and preventive care among US citizens and 
residents. The benefit of being insured under the ACA is that health insurance com-
panies cannot refuse to pay for care related to preexisting conditions like other indi-
vidual insurance policies.

These government sponsored insurance plans were designed to lessen the burden 
of cost to access to health care among low-income individuals and to decrease 
health disparities. However, recent scholarship suggests that disparities in accessing 
health care persist among socioeconomically disadvantaged patients. For example, 
low-income patients with Medicaid were more likely than private/Medicare patients 
to be diagnosed with later staged cancers [153, 154]. Low-income women with 
breast cancer are more likely to have longer travel times to a plastic surgeon and less 
likely to receive breast construction than other similarly staged women with 
Medicaid insurance coverage [155]. Still, other research suggests that persons expe-
riencing homelessness, a subpopulation of Medicaid patients, are underutilizing 
health care services that would be covered under this program [156]. The underuti-
lization of health care services among low-income persons with Medicaid coverage 
suggests that social factors other than one’s ability to pay for services play a role in 
health outcomes.

Roe vs. Wade  The original Roe v. Wade was a legal case decided by the US Supreme 
Court on January 22, 1973, that ruled that state regulation of restricting abortions 
was unconstitutional [157]. The Roe v. Wade opinion stated that in most instances 
the criminalization of abortion violated a woman’s constitutional right to privacy. 
This was a constitutional right and consistent with a clause of the Fourteenth 
Amendment that no state shall deprive any person of life, liberty, or property, with-
out due process of law. The 1973 Roe v. Wade decision was based on a federal 
action against the district attorney of Dallas county, Texas. At that time, the US 
Supreme Court disagreed that women should have the right to terminate pregnancy 
in any way and at any time and supported the termination of a pregnancy at approxi-
mately the end of the first trimester of pregnancy. In 2022, after many years of dis-
cussions and disagreements about the constitutionality of abortions, Roe v. Wade 
was reversed.

The decision to overturn Roe v. Wade has become extremely controversial and in 
this chapter we will not argue whether or not women’s rights are being violated. 
Rather, we examine the influence of increased illegal and unsafe abortions on the 
morbidity and mortality of women that may result from this policy. Scholars have 
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presented evidence that abortions are safe when conducted in a legal setting under 
safe conditions, however, the general consensus is that the majority of abortions are 
not conducted under safe conditions [158–160]. According to the World Health 
Organization (WHO), approximately 45% of all abortions are unsafe and 97% of 
those occur in developing countries [161]. The WHO has reported that abortions 
performed under unsafe conditions have contributed to injuries and deaths of women 
worldwide [161]. Unsafe abortions contribute to 4.7–13.2% of maternal deaths 
yearly and in 2012 alone, estimates are that seven million women per year were 
hospitalized for complications from unsafe abortions [161]. Currently, illegal abor-
tions are reportedly much lower in the USA in comparison to women of lower-
resourced developing countries [159, 160].

Globally, low-income women bear the greater financial burden of unsafe abor-
tions. There may be costs associated with travel, mandatory waiting periods, or loss 
of income that limit access to safe abortion care for women with low resources 
[161]. Unsafe abortions are not only financially burdensome for the women but this 
burden extends to the family. WHO estimates from 2006 suggest that the cost of 
unsafe abortions to US households was 922 million in loss of income as a result of 
long-term disability from unsafe abortions [161]. In comparison, unsafe abortions 
are significantly higher in countries with highly restrictive abortion laws than in 
those countries with less restrictive laws [161]. However, when abortions have been 
legalized and subsidized, the maternal morbidity rates have declined drasti-
cally [162].

Coronavirus Disease (COVID-19) and Vaccine Rollout  COVID-19 is an infec-
tious disease caused by the SARS—CoV-2 virus which was initially discovered in 
December 2019  in Wuhan, China. Since that time COVID-19 rapidly spread 
throughout the world resulting in the deaths of millions. The contagiousness of the 
COVID-19 virus is due to its ability to replicate inside a cell and quickly spread to 
other cells. Its ability to constantly mutate has resulted in a virus with variants that 
are deadly and must be continually monitored [163].

According to the latest COVID-19 statistics, there have been 615 million 
recorded cases and 6.5 million deaths worldwide [164]. In the USA alone, there 
have been 95.9 million cases and 1.05 million deaths. COVID-19 also resulted in 
what is now known as post-COVID (Long COVID) conditions that can occur after 
COVID-19 infection and include a wide range of ongoing health problems that last 
weeks, months, and can lead to disability [163]. Individuals at higher risk for post-
COVID conditions include those not vaccinated [163].

Information about the COVID-19 virus began to be disseminated in the USA in 
January 2020 which initially followed with guidelines for physical distancing and 
wearing masks. However, the news was slow to reach some communities and infor-
mation that was disseminated was not trusted particularly among those most vulner-
able. COVID-19 was especially devastating for the African American community. 
African Americans have experienced a higher number of COVID-19 cases and hos-
pitalizations than non-Hispanic whites [165]. In fact, COVID-19 mortality rates for 
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African Americans are a third higher than for Latinos and more than double that for 
whites [166]. Although we are still in this pandemic, scholars have posited that the 
stark COVID-19 disparity among African Americans is a result of long existing 
systemic racist policies. Policies that continue to have lasting effects on access to 
quality education, financial resources, housing, employment, and access to care 
[165]. The COVID-19 pandemic brought to light the determinants that prevented 
many African Americans from adhering to WHO and CDC guidelines for social 
distancing. Housing, community, and economic status is a privilege that permitted 
those with resources to adhere to protective guidelines—i.e., the privilege to work 
from home, to shop online, to buy N95 masks and hand sanitizer. African Americans 
account for a larger percentage of Americans with low resources—jobs that are low 
paying and in the service sector and among those who use public transportation 
which increased their exposure to this community-acquired infection [165].

Despite the CDC’s commitment to vaccine equity, access to this antiviral medi-
cation has been especially challenging for African American and Latino people and 
likely contributed to their higher incidence of illness and higher mortality rates from 
COVID-19 [167]. Scholars have concluded that the low rates of COVID-19 vac-
cines among African American and Latino populations have been the result of hesi-
tancy or resistance behaviors [168–170]. Hesitancy behaviors have been linked 
back to mistreatment of African American and Latino communities, distrust of 
health care, and structural barriers to accessing the vaccine [170].

Although scholars have focused their attention to vaccine hesitancy and mistrust 
as the contributor to a lack of vaccine uptake, lack of access to the vaccine is likely 
the greater issue [171, 172]. When the focus of low rates of vaccine uptake has been 
directed to vaccine hesitancy, scholars and practitioners have not recognized the 
burden imposed from factors not within the individual’s control. Moreover, the lat-
est trends in vaccine hesitancy suggest that in comparison to whites, there has been 
a recent shift from fewer Black adults with the “wait and see” attitude to higher 
numbers waiting to get vaccinated [172]. Reports from communities of color sug-
gest that the initial vaccine rollout was not accessible due to structural barriers. One 
structural barrier included a lack of access to pharmacies or pharmacy services in 
rural areas or communities of color. Scheduling, computer literacy, transportation 
difficulties, and computer/Internet access have also been reported as structural bar-
riers that created challenges for persons of color wanting to be vaccinated [172].

The US Census Bureau has reported that among all households in 2018, 92% had 
a computer, laptop, tablet, or smartphone and 85% had a broadband internet sub-
scription [173]. However, the creation of a vaccine scheduling system that was com-
plex to navigate made it difficult to impossible even for persons with Internet access 
to schedule an appointment. The initial phases of the vaccine rollout required that 
eligible persons make an appointment through a system where appointments were 
often closed out before they could be confirmed. Even when an appointment was 
confirmed, it was frequently with a government sponsored vaccine center located in 
another town or city not easily accessible via car or public transportation. 
Additionally, while many households had Internet connections, Black, Hispanic, 
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and low-income households rely on smartphones and are likely to incur costs should 
data usage exceed that allowed under specific plans with cell phone providers [173].

A vast majority of US citizens travel by car or use public transportation. However, 
the American Public Transportation Association (APTA) reports that nearly 42% of 
Americans have only one car and 45% of Americans still do not have access to pub-
lic transportation [174]. Initially, travel to government sponsored vaccine centers 
required access to private or public transportation which limited access for the 
homebound, elderly, and disabled. Structural barriers from transportation chal-
lenges limited access to the vaccine for those at higher risk of contracting and dying 
from COVID-19.

Other challenges were related to the inconvenience of scheduling for essential 
employees and immigration status. Essential workers generally include those in 
health care, food service, transportation, and emergency services [175]. These indi-
viduals are among those least likely to have flexibility in their schedules that permits 
access to the vaccine. Since oftentimes appointments were only available during 
traditional 9–5 office or clinic hours, both essential workers and immigrants may 
have had scheduling issues. Immigrants may have also encountered language issues, 
fears related to immigration enforcement arrests, or fears related to residency sta-
tus [172].

Summary of Policy Conditions
Although Policy Conditions have not generally been the focus of social determi-
nants of health, this pillar is truly the foundation of the other three Pillars (Social, 
Cultural, and Environmental) of the Nell Hodgson Woodruff SDOH Framework 
presented in this chapter. In this chapter on Policy Conditions, we discuss four poli-
cies that have shaped health outcomes, particularly, for low-income and African 
American populations. Jim Crow laws that ended in 1968 legalized racial segrega-
tion in public spaces in the Southern US. However, these years of racial segregation 
have had long-lasting effects on inequities in education, income, wealth, home own-
ership, and even the type of occupation available to descendants of former enslaved 
Americans. In spite of widespread integration in public spaces, schools and neigh-
borhoods remain segregated. We also discuss three other controversial policies 
implemented at the national level: Affordable Care Act, Roe v. Wade, and the rollout 
of the COVID-19 vaccine. Even though policies were intended to have equitable 
benefit to all persons, evidence suggests that low-income and persons of color with 
limited resources were disadvantaged most. Medicaid, for example, was designed to 
alleviate the burden of lack of access to care but in reality, the low-income patient 
still has other challenges to overcome to access care. Roe v. Wade brought to light 
the challenges women have when access to safe abortions is limited. This is not just 
a US problem but globally, where women with low resources are more likely to be 
hospitalized or even worse die from complications of an unsafe abortion. Finally, 
we have all learned about issues that originate from policies that are implemented 
based on resources available to the majority in the US Precious time elapsed getting 
the vaccine to low income, disabled, and computer illiterate persons because of a 
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policy that was implemented for the majority of persons known to have computers, 
cars, and access to public transportation.

Chapter Review Questions

	1.	 Which of the following social determinants from the Four-Pillar SDOH 
Framework (Social, Cultural, Environment, Policy) is most relevant to Mrs. 
James situation?

Mrs. James is a 54-year-old African American breast cancer survivor who 
described being especially vulnerable to contracting this virus which could prove 
deadly given her immunocompromised system. Mr. James spoke of the stress 
from not being able to adhere to the physical distancing guidelines from living 
with other family members who were not as careful with adhering to COVID-19 
guidelines. Adhering to guidelines while living in a household with family mem-
bers who were frontline workers or in occupations where social distancing was 
a challenge was especially frightening for these women. Mrs. James spoke of the 
threat of contracting COVID-19 from her family:

Because you know it’s up in the air. This virus is so unknown that you know we don’t know 
what the effects are for people who have our own immune-suppressed medications and not 
only that my age and all this kind of stuff so I’m very stressed out. I have not been out of 
the house more than twice in 2 or 3 weeks. And when I do go out I wear my mask or gloves 
and stuff. And I’m not even in contact with anybody that has gone out. I don’t even do a lot 
of contact with my husband. My children. None of that. Because you know I just want to 
isolate myself. Because I don’t want to be exposed. And that in itself not getting out, not 
going around doing stuff that’s stressful in itself.

	2.	 Which of the following social determinants from the Four-Pillar SDOH 
Framework (Social, Cultural, Environment, Policy) is most relevant to Mr. 
Langston’s situation?

Mr. Langston was an 88-year-old African American who grew up during seg-
regation in the Southern USA. He recalled ways in which white residents dis-
couraged African Americans from continuing their education beyond what was 
necessary for employment in jobs that required the skill set for working as a 
domestic or laborer. Reportedly, while white employers were encouraging their 
descendants and white employees to attend college, they would communicate to 
their African American employees that there was no need for a college educa-
tion. Both Mr. Langston and his Dad were workers on a farm and were paid very 
low wages for long hours of hard physical labor. Mr. Langston overheard a con-
versation between his Dad and the employer detailing why the young inter-
viewee did not need a college education.

I grew up during segregation and there was only one Black high school. The county fur-
nished buses for the white kids, but if we Black kids wanted to go to high school, we had to 
walk 4 miles one way. After high school, I thought about going to college but the white man 
my father worked for talked my father out of it. Meanwhile, the white man’s son went to 
Clemson.
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Answers

	1.	 Environment and Policy: Mrs. James is aware of the CDC Guidelines for physi-
cal distancing but not able to adhere to those guidelines since she has no control 
over who is living in her home. The CDC guidelines do not consider that indi-
viduals may live in a household with other family members and not able to 
adhere to physical distancing guidelines.

	2.	 Social and Policy: The Jim Crow Laws enforced in the Southern US supported 
racial segregation in public institutions. The result of these racist laws prevented 
African Americans from obtaining a quality education or even from being able 
to attend college. Even though Jim Crow ended in 1968, those racist policies 
have had a lasting effect on inequities in education.
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3Canvas Faculty Development Site

Adarsh Char

Learning Objectives

•	 Explain the course design approach used to develop the faculty professional 
development SDOH course.

•	 Connect the rationale behind how the SDOH course was built to faculty mem-
bers’ own course development efforts.

•	 Reflect on how to introduce SDOH into nursing curriculum in an LMS context.
•	 Identify the impact of offering faculty a resource to develop and include SDOH 

topics in their own courses.

�Introduction

The consideration of Social Determinants of Health (SDOH) in Nursing Education 
is an obvious and important addition to the already brimful curriculum that both 
undergraduate and graduate nursing students must undertake. No matter their path 
forward in the field of nursing; be it practice, research, leadership, or teaching, nurs-
ing students must be able to evaluate and act on the cultural, social, environmental, 
and public policy contexts, as articulated elsewhere in this text, which can and do 
affect health outcomes.

While we know that we want future nurses to have a clear sense of the fact that 
health equity gaps can affect health outcomes, beyond that surface awareness, how 
do we determine that they will use that awareness to apply a broader lens to their 
practice; that they will widen the aperture on their research observations; that they 
will make better, data-driven decisions for the patients their organizations care for; 
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or that they will continue teaching diversity, equity, and inclusion? This central 
question of how to make actionable the awareness of SDOH is the foundation on 
which we built this course for faculty.

Application of the SDOH and the four pillars is the key aim of this course. We 
want faculty to be able to apply the SDOH lens to their own courses and, by exten-
sion, operationalize the consideration of SDOH into the learning their students are 
doing. Specifically, we want students to be able to evaluate and determine if and 
how SDOH were considered in the learning materials such as texts, articles, case 
studies, research studies, and data, that they encounter. In addition, we want stu-
dents to be able to use that SDOH lens when completing course assessments, i.e., 
use an SDOH lens when responding to discussion questions, completing an essay, 
redesigning an intake form, developing a presentation, or taking a test. The goal 
then, is to leave our students with a practiced approach to thinking more broadly 
about the way that they practice nursing.

In this course, faculty are guided on how to modify the assignments and assess-
ments in their own courses to consider an SDOH lens. For example, a patient case 
study presentation that required a student to develop a case that helps illustrate how 
a patient may present with a topic condition could be modified slightly to also con-
sider the specific populations most affected by the condition and also note health 
disparities that might cause an increased prevalence of such a condition. In this way, 
faculty can assess students’ understanding of SDOH and its impacts. This also illus-
trates that the work required of faculty is not an onerous one—the idea is not to 
rebuild their courses from the ground up, but rather to scaffold their existing teach-
ing so that their students’ consideration of social determinants of health is a thread 
woven through the courses they teach now.

As Barak Rosenshine, emeritus professor of education psychology at the 
University of Illinois, noted in his 2010 report for UNESCO, Principles of 
Instruction, “The most successful teachers spent more time in guided practice, more 
time asking questions, more time checking for understanding, and more time cor-
recting errors” [1]. This is poignant because this is precisely what our faculty do 
with their students now, and what we determined to be the best way to enhance what 
our faculty know about SDOH and how to implement it in their own courses. 
Following the first introduction to SDOH and the Four Pillars, we invited faculty to 
post an assignment or activity idea that they think addresses one of the Four Pillars 
and then subsequently respond to their colleagues’ posts about assignments and 
activity ideas they had posted.

The course also invited faculty to build a community of practice around SDOH 
by sharing not only assignment ideas but also articles, research, and other academic 
resources that address or consider SDOH. While we encouraged them to build a 
library of such resources that were specific to their areas of specialty, we also 
included many of the resources they brought forward in the Handbook that was 
distributed to all faculty at the conclusion of the course.
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Incorporating SDOH as part of the nursing curriculum at Emory Nursing 
may have been undertaken in many ways. But the most effective approach was 
multipronged. The direct guidance from the School’s leadership, a critically 
important factor for the success of this effort, launched simultaneous action 
across various parts of the organization. The first step included the Curriculum 
Committee introducing the SDOH goal into every syllabus for every course 
offered at the school. In addition, time and resources were allocated to develop 
the SDOH course that all faculty were required to complete. While the course 
was being developed, Dr. Hamilton, who developed the Four Pillars framework, 
was also invited to give lectures on the framework for groups of students and 
faculty. Finally, a subsequent result of the course is a Handbook that is available 
to all faculty offering an indexed reference for every type of assignment, i.e., 
essay, discussion, presentation, and case study, and which SDOH pillar(s) it 
addresses.

�Course Design

The SDOH course for faculty was designed as a 3-part course in Emory Nursing 
Professional Development Center’s Canvas Learning Management System. The 
course includes three modules: an Introduction to Social Determinants of Health, a 
module on Addressing Instruction, and a module on Considering Learning.

We introduce faculty to the course with specific goals we want to meet by the end 
of the course. These include:

•	 Knowing what Social Determinants of Health (SDOH) are in a global context.
•	 Being able to differentiate between the universal context of Social Determinants 

of Health and the Four Pillars we focus on at Emory Nursing.
•	 Being able to recognize and transition student activities, assignments, and assess-

ments to consider an SDOH lens.
•	 Being able to help their students identify and evaluate data, research, articles, 

and other instructional artifacts for consideration of SDOH.
•	 Valuing and helping their students value the need to identify and mitigate health 

care disparities across populations.

We also introduce faculty to this course with a strong recommendation to partner 
with any number of other faculty members who will be engaging with this course. 
This will help support their learning and provide effective peer review of their 
assignment and resource recommendations. In addition, we ask faculty to grow this 
partnership into a community of practice across the School that can continue to 
improve learning materials and sources shared with students and highlight effective 
approaches they may have undertaken in their courses to incorporate SDOH.
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�Part 1: Introduction to Social Determinants 
of Health—Pre-test

The first module includes a low-stakes, ungraded, pre-test that asks faculty to con-
sider what they know already about SDOH. As an example, one question asks: “A 
faculty member is developing a lecture focused on pandemics and wants to incorpo-
rate the 4 pillars of SDOH into their lecture. The lecture focuses on the influences 
from the social conditions that explain racial disparities in outcomes from 
COVID-19. Which influences might the faculty member consider? Select all that 
apply.” Possible choices include Income, Education, Access to health care, and 
Religion. Questions such as these served to gauge what faculty already knew about 
SDOH as well as to allow them to make some predictive inferences about what they 
were going to learn in this course.

Other questions asked faculty why they thought it was important to incorpo-
rate SDOH into the curriculum. While this is not fundamental to incorporating 
SDOH into their curriculum, it is important in understanding motivation. While 
the majority of faculty selected the right reasons such as helping to address per-
vasive inequities in health care and the necessity of meeting the needs of diverse 
population in practice, some also believed that this was necessary for accredita-
tion or that it was a part of the University’s mission. Maehr, M. and Meyer, 
H. (1997) note that “Motivation is the personal investment an individual is will-
ing to make to reach some desired state or outcome” [2]. That motivation is what 
influences what learners pay attention to or focus on, directs their attention to the 
task at hand and prevents distractions, helps them persist, and helps them moni-
tor their own learning [3]. So, understanding what our faculty’s motivations are 
helped guide how SDOH was introduced to them and how we focused on opera-
tionalizing the task at hand, i.e., weaving SDOH into their current teaching 
practice.

�Part 1: Introduction to Social Determinants of Health—
Interactive Learning

The primary course content was built using an industry-standard tool known and 
Articulate Rise which offers interactive learning components such as hotspot 
images, tabs, sliders, and other ways to chunk information into more manageable 
pieces (See Fig. 3.1).

This first module is segmented into two lessons: The first introduces Social 
Determinants of Health in a global context, including references to other sources 
that have defined SDOH such as Artiga and Hinton [4], the US Department of 
Health and Human Services’ Healthy People 2030 report, the Centers for Disease 
Control and Prevention, and the WHO. In this segment, we also cover why SDOH 
are important and why the American Association of Colleges of Nursing (AACN) 
believes nurses must have a more nuanced understanding of the complex and less 
obvious drivers of health.
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SOCIAL ENVIRONMENTAL

Social Conditions can be defined as those that occur in society due to systemic
racism, economic disparities, education gaps, and/or occupations that influence
wellness. Specifically, we consider:

•  Access to education, finacial resources, job opportunities
•  Social Support
•  Language and Health literacy
•  Access to health care (use of preventive health services, primary care)
•  Incarceration

CULTURAL POLICY

Fig. 3.1  Screenshot of interactive component in SDOH course for faculty

The second lesson dives deeper into the Four Pillars framework developed by Dr. 
Jill B. Hamilton. In this lesson, faculty are offered more detailed views into how the 
various components of SDOH were reorganized and simplified to develop a useful 
and pragmatic framework to guide nursing education. In particular, a key learning 
point illustrates the high-priority health topics that correspond to pediatric, young 
adult/adult, and older adult/geriatric patients.

�Part 2: Addressing Instruction—Interactive Learning

We begin Part 2 of the course with an interactive lesson that is a practical guide to 
implementation. The lesson dives into providing faculty with instructional activities 
that are aligned with the Four Pillars. As they navigate through the specific assign-
ments and activities we highlight, they are asked to consider how the assignments 
and activities they present to their students might be modified to consider a view 
through the SDOH lens.
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The lesson invites faculty to explore activities such as discussing race in the 
classroom and assigning anti-racism reading and writing reflections to address the 
Social Conditions pillar. Under the Environmental Conditions pillar, we invite fac-
ulty to ensure more clinical rotations in settings where SDOH are often assessed and 
addressed simultaneously with clinical care provision or to provide opportunities to 
shadow case management or social work to understand the work, scope, and 
resources of allied-health professionals who address SDOH.

To promote the Cultural Conditions pillar, faculty are asked to try to provide and/
or encourage more community/cultural immersion nursing clinical rotation activi-
ties. And the Policy Conditions pillar recommends direct involvement in govern-
ment through attendance and reflection on local, state, and federal public meetings 
that discuss health policy impacting SDOH. Faculty are also introduced to other 
learning activities that address one or more of the SDOH framework pillars such as 
modifying intake/screening forms, nursing diagnoses and care plan recommenda-
tions, and developing a library of community-specific resources that can be made 
available to patients.

The learning content for Part 2 concludes with specific example assignments for 
faculty to explore that are accompanied by a detailed explanation of the assignment, 
a rationale, alignment to AACN Essentials and necessary resources or links to 
resources that students may need to use in order to complete the assignment. This 
exploration of assignments such as the field observations assignment, conflict out-
come journals, care plan recommendations, and pathophysiological evaluation pro-
vided a rich field of the types of assignments and activities that faculty would 
discussion in their first community of practice assignment.

�Part 2: Addressing Instruction—Incorporating SDOH into 
Teaching Practice Discussion

The second component of Part 2 of the SDOH course for faculty included a discus-
sion with peers about incorporating SDOH into their teaching practice. In the lesson 
they just completed, we had faculty explore specific examples of SDOH in their 
teaching practice and consider assignment examples and activities that will prompt 
students to apply an SDOH lens to their work.

In this discussion assignment, we asked faculty to post an assignment or activity 
idea that they think addresses one of the Four Pillars. Faculty were then prompted 
to respond to their colleague’s posts about their assignment or activity idea.

We invited faculty to upload an assignment on which they would like peer feed-
back. We also reminded them to work in groups to complete this exercise and go 
through a round of peer feedback before moving on to the next module in 
this course.

The discussion assignment, then, was more than just an opportunity to discuss 
how-to strategies but rather an opportunity to practice what they would be doing 
across each of their courses and get near-immediate feedback. As noted previously, 
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a key goal of this course is to help faculty be able to recognize and transition student 
activities, assignments, and assessments to consider an SDOH lens. This assign-
ment provided that practice.

The results were significant. All faculty participants responded to the discussion 
with assignments or activity examples. A key benefit of this was the free exchange 
of ideas and feedback provided not only by Dr. Hamilton and others who are studied 
in this topic, but also by peers who nudged, guided, corrected, or influenced each 
other with their recommendations and suggestions in replies. In addition, many pro-
vided resources, texts, articles, and other sources that could be used to introduce 
SDOH into existing curriculum.

�Part 3: Considering Learning—Interactive Learning

Critical consciousness, as initially proposed by Brazilian educator and author of 
Pedagogy of the Oppressed, Paulo Freire, suggests a process by which individuals 
become aware of societal inequities and as a result, take action to dismantle those 
structures and systems that promote them [5]. In their 2018 article, Sharma et al. 
suggest a refocus on critical consciousness in medical education. By recentering the 
conversation about SDOH around justice and inequity, they suggest that we can 
“deepen collective understanding of power, privilege, and the inequities embedded 
in social justice among medical trainees.” In other words, rather than incremental 
shifts in a curriculum that introduce race but not racism, or transgender studies but 
not transphobia, or poverty but not oppression, that a major structural and cultural 
transformation needs to take place in medical education in order for organizations 
to become truly socially responsible [6].

In Part 3 of our course, we fine-tune the lens for faculty. In the previous mod-
ule, we introduced how to migrate the faculty’s own teaching practice to include 
a more conspicuous consideration of Social Determinants of Health. In this mod-
ule, we look more toward our students’ practice of learning. How do they know 
when an article considers SDOH? Are certain resources better than others in 
identifying gaps in health outcomes across populations? Can students pick out 
for themselves how the authors of studies, research, and papers structured their 
work to include more than just a surface-level nod to social determinants 
of health?

This module, then, looks to evaluate the “critical consciousness” that Sharma 
describes by providing exemplars of the sorts of readings that students should look 
at more deeply in order to understand how to identify the consideration of SDOH 
and to determine if that consideration is a mere a nod in the direction of health ineq-
uities or if it represents a structural and cultural transformation.

The module begins with example articles and readings that are categorized into 
the Four Pillars. For each reading, we identify the population or setting on which the 
article focuses. In addition, we identify the specific social determinant addressed in 
the article, and the findings. For example, see Tables 3.1 and 3.2.
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Table 3.1  Example article addressing SDOH

Naegle, M. A., et al., 2020. Opioid crisis through the lens of social justice
Population/setting: Problems exemplified among impoverished populations, rural, and 
underserved
Social determinant: Social Pillar. Disparities in access to health care services, preventive care
Findings: Safe pain management, social justice in resources in pain management and substance 
abuse treatment. The widespread obstacles to equitable access to multimodal pain management 
and comprehensive, evidence-based treatment and support services for vulnerable populations 
with OUDs and at-risk populations are in conflict with the principles of social justice. These 
obstacles include limited access to care, failure to recognize the full scope of practice for 
APRNs, inadequate funding streams, inadequate comprehensive health professional education 
on pain and the risks associated with opioid use and widespread public, professional, and 
political stigma experienced by these vulnerable populations [7]

Table 3.2  Example article addressing SDOH

Duque, RB, 2020. Black Health Matters Too… Especially in the Era of Covid-19: How Poverty 
and Race Converge to Reduce Access to Quality Housing, Safe Neighborhoods, and Health and 
Wellness Services and Increase the Risk of Co-morbidities Associated with Global Pandemics
Population/setting: Minority populations in community settings in Utica, New York
Social determinant: Environmental Pillar. Poor neighborhoods/intergenerational influences on 
poverty
Findings: Analysis of data related to overlapping obstacles like lack of access to safe housing 
and quality health services offers both context and insight into how policies addressing poverty 
reduction may offer pathways for reducing the co-morbidities associated with pandemic risk for 
African Americans [8]

�Part 3: Considering Learning—Building a Community 
of Practice Discussion

The aim of providing these readings by SDOH pillar is to help faculty connect the 
dots between what an article is about and where it might fit into their existing cur-
riculum. As with the modifications of assignments, a reflection on one of the articles 
noted above versus another that simply merely outlines a picture of the findings on 
pain management or health access is an easy modification that can have a tremen-
dous impact on students’ awareness of health disparities.

After having just reviewed SDOH-related resources that faculty can introduce 
into their courses we ask them to share some of their own resources. Whereas in 
the previous lesson we looked at how to assign work to students that prompted 
them to consider SDOH, in this lesson, we consider the kinds of resources to 
which we can introduce our students that make the addressing of SDOH common 
practice.

We do this through another community of practice discussion where we ask fac-
ulty to post a link to an article, research paper, dataset, or other academic resources 
that address or consider SDOH. In particular, we ask them to consider resources that 
not only point out disparities or health inequities but also offer mitigation strategies. 
We then prompt them to respond to one of their colleague’s posts about their 
resource. A key point of this discussion is to begin building a library of resources 
with their colleagues that might be useful in their collective teaching practice. As 
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with the previous discussion addressing assignments and articles, this one resulted 
in a broad and deep collection of resources.

As an example, one faculty member, Dr. Ann-Marie Brown pointed out, “One of 
the challenges I have identified is finding pictorial representation of a variety of 
backgrounds and skin tones when preparing a PP or other kind of presentation for 
students (or a conference, etc.). A particular issue is making sure we look at what 
various skin lesions look like across many skin tones and types. This article is a 
great help—Maymone MBC, Watchmaker JD, Dubiel M, Wirya SA, Shen LY & 
Vashi NA. 2019. Common skin disorders in pediatric skin of color. Journal of 
Pediatric Health Care, Vol 33, Issue 6, pgs 727–737. It addresses the disparities in 
presentation and thus recognition, but also treatment.”

The Community of Practice discussion resulted in hundreds of resources being 
offered along with each faculty’s expertly considered rationale for why the resource 
was important and what aspects of SDOH it addressed. In isolation, each of these 
resources may have been used by the instructor and perhaps others who we intro-
duced to it in a one-on-one setting. But the introduction of these resources through 
this course aided rapid dissemination across all faculty in two ways: Not only did it 
spur conversation and analysis in the discussion itself to provide additional context 
and consideration, but it also made it possible for us to develop the Handbook which 
includes citations of these resources for long-term use.

�Post-test and Handbook

The final components of this course include a post-test administered to all faculty as 
a measure of course completion and a resulting Handbook that was produced after 
the course was concluded.

While the results of the post-test were significant, we will not delve too deeply into 
the results here. It is important to note, however, that the key indicator of success for 
the team that developed and implemented the course was that the mean score moved 
from 61 to 84% overall. In addition, an analysis of each of the items on the test showed 
that participants moved from the 60–79% quintile to the 80–100% quintile. This is 
important because of the ten questions presented on the test, eight were multiple 
answer questions, i.e., select all that apply, and only two were multiple choice ques-
tions. This indicated that not only were faculty more knowledgeable about the SDOH 
and Four Pillars, but that their knowledge is more nuanced because their mean earned 
scores on individual multiple answer questions improved from the range of 0.36–0.78 
out of 1 point to a range 0.70–0.97 points out of 1 on each question.

The accompanying handbook (included as an appendix to this text) is a compila-
tion of assignment and lecture ideas that were shared by Emory School of Nursing 
faculty and students who participated in the SDOH course along with other curated 
assignment ideas.

The assignments in the handbook were compiled and organized by assignment 
type and by the SDOH Pillar(s) that they address. Each assignment includes the pil-
lars supported by that assignment, information about the assignment, and any objec-
tives that may have been included in the assignment.
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Assignment types include:

•	 Interactive: Assignments that are hands-on, experiential, or completed through 
simulation and/or group activities.

•	 Personal reflection: Assignments that require students to reflect on personal 
thoughts, perspectives, or feelings.

•	 Research: Assignments that require students to look up, analyze, and synthesize 
information.

•	 Writing: Assignments that have a writing component.
•	 Open discussion: Assignments that have a component where students can share 

their thoughts, findings, or perspectives in a group forum.
•	 Reading: Assignments that have required reading (books, articles, etc.).
•	 Lecture: Shared during or as part of a classroom lecture.
•	 Presentation: Assignment that requires a student to develop and share 

presentations.

In addition, the Handbook also includes Resources. Resources are the SDOH-
related articles, data, websites, research, etc. that would be valuable for students to 
engage with in considering SDOH topics.

�Summary

Using a backward integrated design, we were able to identify the key aims of the 
SDOH course, determine the assessments that we would use to help faculty and the 
administration at Emory Nursing know that faculty had met those goals, and then 
develop the course materials that would be presented.

All faculty at the School were required to complete the course and the adminis-
trative mandate made the course a success in terms of:

•	 Educating faculty on SDOH.
•	 Introducing them to the Four Pillars that we focus on at Emory Nursing.
•	 Helping faculty understand and practice how to modify their own course assign-

ments and assessments to incorporate an SDOH lens in order to ensure that stu-
dents have a deeper understanding of the causes of health disparities and the 
structural changes that are necessary to mitigate them.

•	 Helping faculty identify and teach their own students how to identify resources 
that consider SDOH.

•	 Helping to spread the consideration of SDOH in their students’ future nursing 
practice.

The result of this initiative is a comprehensive approach to curricular change—
from in-person lectures, to this interactive course, to the ready reference, faculty and 
students should find it much easier to be able to practice critical consciousness and 
help promote positive health outcomes to the diverse populations they serve.
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4Curriculum Mapping: Integrating Social 
Determinants of Health Within Nursing 
Education

Autherine Abiri, Wanjira Kinuthia, and Elizabeth Downes

Learning Objectives

•	 Understand the need and relevance of SDOH integration within nursing 
education.

•	 Define curriculum mapping.
•	 Describe the steps included in the Five-Step Mapping Process for integrating 

SDOH within nursing education.
•	 Develop curriculum mapping skills to integrate SDOH content within an indi-

vidual course and curriculum.

�Introduction

Social determinants of health (SDOH) are the conditions and systems of influence 
that impact health outcomes [1, 2]. The World Health Organization further identifies 
these as nonmedical factors that influence health outcomes and equity; they are the 
circumstances in which people are born, grow, work, live, and age. SDOH are the 
broader forces, economic policies and systems, development agendas, social norms, 
social policies, and equities, which shape the conditions of daily life [1]. Collectively, 
these influences include social, economic, environmental, cultural, and political fac-
tors that shape the conditions of everyday life for all patients. The substantial ability 
of SDOH to shape health outcomes renders it as a significant element for exploring 
health inequities. Moreover, this calls for the nursing profession to address SDOH, 
not only at the bedside, but to ensure the inclusion of SDOH within nursing education.

To effectively address existing inequities within healthcare, we must strengthen 
the inclusion of SDOH within nursing curricula. There is insufficient integration of 
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SDOH within nursing education [3]. The comprehensive incorporation of SDOH 
throughout nursing curricula ensures that we have a nursing workforce prepared to 
build a healthy population [4]. With their strategic positioning on the frontline of 
healthcare, nurses recognize the influence that SDOH may have on the overall well-
ness of individuals and populations. Nursing roles vary from delivering care in hos-
pitals to shaping public policy, which in turn can impact the health of individuals 
and communities. These roles place nurses in the unique position to improve health 
outcomes by being prepared to address healthcare disparities and inequities that 
impact society. Thus, integration of SDOH has been recognized as a vital compo-
nent of nursing education [5].

As noted in previous chapters, the NHWSN Four Pillars of SDOH organizes SDOH 
into four general domains: Social, Environmental, Cultural, and Political (see Fig. 4.3). 
Understanding SDOH, and the effect it has on health outcomes should be integrated 
into all levels of nursing education. The pillars can be introduced at the beginning of the 
nursing education journey and remain a priority in clinical experiences where students 
can incorporate the SDOH pillars into comprehensive care plans [6].

�Curriculum Mapping Defined

Curriculum mapping is the systematic method for identifying and linking student 
outcomes and curriculum learning activities. It is used to map learning outcomes 
throughout a single course or across programs of study, map course progression, 
track and evaluate both the teaching and assessment of student learning outcomes 
and detect learning gaps [7]. Although there are various course and improvement 
strategies that faculty and administration apply, processes involve a feedback loop 
based on learning outcomes and learner and instructor feedback, and it requires 
ongoing monitoring and review of the courses [7].

Curriculum mapping is a versatile process tool that can help faculty determine 
whether different course components align and what adjustments should be made. 
Process mapping has the advantage of representing spatially the different compo-
nents of the curriculum so that the big picture, the relationships, and connections 
between the parts of the map are easily recognizable. This visual representation is 
more meaningful to the course developer, instructor, and students [7, 8], and helps 
guide program design and improvement, consistency, fairness, quality, cohesion, 
and effectiveness [7].

Curriculum mapping can be used for different purposes, including examining a 
curriculum at its planning and design stage, refining it or evaluating an existing cur-
riculum’s effectiveness [7]. This discussion pertains to evaluating an existing cur-
riculum to determine how social determinants of health are integrated into course 
design and delivery. We combine curriculum mapping and pedagogical methods to 
create a step-by-step framework that guides the comprehensive inclusion of SDOH 
within pre- and post-licensure nursing programs. This continuous improvement of 
teaching and learning is critical for any institution of higher education. This is par-
ticularly important when aiming to meet accreditation standards and ensure account-
ability by all stakeholders [8].
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�Curriculum Mapping Process

The curriculum mapping process involves integrating SDOH pillars and learning 
topics throughout pre- and post-licensure nursing programs. The goal of integration 
is to move away from the pattern of having single lectures or assignments on SDOH 
only seen in a limited number of courses, and to shift to a more comprehensive 
approach that fully integrates SDOH within nursing education. Data from the cur-
riculum mapping process allows one to see the relative contributions of each indi-
vidual course and how SDOH topics are strategically woven throughout pre- and 
post-licensure courses. Additionally, curriculum mapping makes it possible to see 
the process used to evaluate the curriculum and the rationale that guides changes 
within the curriculum in an effort toward achieving continuous quality improvement 
for the courses and the programs [9].

The methodological approach for integrating SDOH throughout pre- and post-
licensure nursing programs occurs in a five-step process developed by a subcommit-
tee of the Nell Hodgson Woodruff School of Nursing’s (SON’s) curriculum 
committee. This innovative SDOH curriculum mapping process includes five steps:

Step 1. Establish SDOH learning goals, objectives, and outcomes.
Step 2. Create a baseline curriculum map.
Step 3. Implement individual course analysis.
Step 4. Build an integrative and comprehensive map.
Step 5. Review for ongoing sustainability.

Figure 4.1 is an illustration that outlines the Five-Step Process for Curriculum 
Mapping of SDOH, and Fig. 4.2 is a timeline of events to facilitate effective comple-
tion of the mapping process. In the following sections we explain in detail each step 
of the mapping process.

REVIEW FOR ONGOING
SUSTAINABILTY

BUILD AN INTERGRATIVE &
COMPREHENSIVE CURRICULUM MAP

STEP 5

STEP 4

STEP 3

STEP 2

STEP 1

IMPLEMENT INDIVIDUAL COURSE ANALYSIS

CREATE A BASELINE CURRICULUM MAP

ESTABLISH SDOH LEARNING GOALS, OBJECTIVES AND OUTCOMES

Fig. 4.1  Five-step process for curriculum mapping of SDOH
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REVIEW FOR ONGOING
SUSTAINABILTY

BUILD AN INTERGRATIVE &
COMPREHENSIVE CURRICULUM MAP

STEP 5

STEP 4

STEP 3

STEP 2

STEP 1

IMPLEMENT INDIVIDUAL COURSE ANALYSIS

CREATE A BASELINE CURRICULUM MAP

ESTABLISH SDOH LEARNING GOALS, OBJECTIVES AND OUTCOMES

Month 12

Months
3-11

Month 2

Month 1

Annually
or

Semiannually

Timeline

Fig. 4.2  Five-step process for curriculum mapping of SDOH with a timeline

Table 4.1  SDOH learning objectives

Program of 
study Objective
Pre-licensure Students will define and/or assess the influences of SDOH (cultural, social, 

environmental, and political) on illness and wellness in healthcare at the 
individual, family, community, and societal levels

Post-licensure Students will evaluate and apply evidence-based knowledge about the 
influences of SDOH (cultural, social, environmental, and political) on illness 
and wellness related to advanced practice and research with diverse populations 
at the individual, family, community, and societal levels

�Step 1: Establish SDOH Learning Goals, Objectives, and Outcomes

To initiate the process of integrating SDOH throughout nursing curricula, a curricu-
lum mapping committee must first be established and led by a faculty member who 
will oversee and chair the process. An ideal mapping team will include faculty that 
serve on the school’s curriculum committee. Committee members should also 
include individuals who are experts on instructional design. The shared vision of the 
mapping committee is to integrate all four SDOH pillars throughout every course 
within the curriculum. For this to become effective, the mapping team will develop 
SDOH learning goals, objectives, and outcomes for pre- and post-licensure nursing 
programs. Table 4.1 includes examples of pre- and post-licensure SDOH objectives 
using Bloom’s Taxonomy.

•	 Pre-licensure objectives: Students will define and/or assess the influences of 
SDOH (cultural, social, environmental, and political) on illness and wellness in 
healthcare at the individual, family, community, and societal levels.

•	 Post-licensure objectives: Students will evaluate and apply evidence-based 
knowledge about the influences of SDOH (cultural, social, environmental, and 
political) on illness and wellness related to advanced practice and research with 
diverse populations at the individual, family, community, and societal levels.
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�Step 2: Create a Baseline Curriculum Map

Following committee approval of SDOH learning goals, objectives, and outcomes, 
the SDOH mapping team will create a baseline curriculum map for undergraduate 
and graduate nursing programs. This initial map will capture the initial status of the 
inclusion of SDOH throughout each program of study. Baseline curriculum map 
headings reflect course learning objectives and activities in relation to SDOH 
pillars. Table 4.2 is a template baseline map with headings and course examples. 

Table 4.2  SDOH curriculum baseline map with examples

Course title

Describe what you 
do in your course 
related to SDOH

SDOH 
pillar(s) for 
course

Student learning 
activities

Weekly objectives for 
activities

Advanced 
Health 
Assessment

A. �Clinically 
Competent and 
Culturally 
Proficient Care 
for Transgender 
and “Gender 
Nonconforming 
Patients” Parts 
1 and 2

B. �Assess how 
patients prefer 
to make medical 
decisions—
individually, as 
a family, or 
through a 
specific 
authority figure

Social 
conditions
Cultural 
conditions 
Policies/Laws

A. �Complete 
modules for 
certificate; 
content on 
exams

B. Discussion

A. Part 1:
 �� • �Describe sex and 

gender continuums
 �� • �Define terminology 

used to describe 
transgender and 
gender 
nonconforming 
people

 �� • �Identify health 
disparities 
experienced by 
transgender and 
gender 
nonconforming 
people

A. Part 2:
 �� • �Describe accepted 

medical protocols for 
gender affirmation

 �� • �Describe models of 
informed consent for 
gender affirmation

 �� • �Determine which 
primary care services 
to provide to patients 
of any gender 
identity based on 
their anatomy and 
physiology

B. �Discuss how culture 
influences the way 
patients and families 
discuss medical 
information and make 
medical decisions

(continued)
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Table 4.2  (continued)

Course title

Describe what you 
do in your course 
related to SDOH

SDOH 
pillar(s) for 
course

Student learning 
activities

Weekly objectives for 
activities

Staying 
Healthy in 
Pediatrics

Health disparities 
across groups 
based on racism 
and bias, including 
LGBTQ+

Policy Adverse 
Childhood 
Events and 
Trauma 
Informed Care, 
Successful 
transition of care 
for cognitively 
impaired/autistic 
children; open 
discussion re: 
healthcare 
disparities d/t 
racism and other 
biases; GDOH: 
Children First/
Babies Can’t 
Wait

Critique and respond to 
policies that influence 
healthcare delivery 
systems and impact 
preventive healthcare

Pediatric 
Wellness

SDOH module 
covering structural 
racism and health 
disparities

Social
Environmental
Policy

Lecture format 
class

Course objective: 
Evaluate psychosocial, 
biological, 
environmental, spiritual, 
cultural, and competing 
factors that influence 
adoption of healthy 
lifestyle practices and 
health status. Module 
Objectives: Describe the 
extent of the challenges 
of child and family 
poverty
Understand the 
relationship between 
health status and biology, 
individual behavior, 
health services, social 
factors, and policies
Emphasize an ecological 
approach to disease 
prevention and health 
promotion
Understand the 
fundamentals of the 
ecological approach on 
both individual- and 
population-level 
determinants of health 
and interventions
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Table 4.3  Example of individual course analysis

Course name: Advanced Health Assessment
Assessment 
(title) Type Level SDOH pillar

Assignment information/
SDOH content covered

SDOH Discussion Intermediate Social, cultural, 
environmental, 
policy/law

Students post an analysis 
about how SDOH affects 
COVID-19 testing, 
vaccination, or treatment

Professional 
Nursing Topic 
Paper

Assignment Advanced Social, cultural, 
environmental, 
policy/law

Students explore issues 
relevant to professional 
nursing

LGBTQIA+ 
Simulation

Case study Advanced Social, cultural Students respond to video 
case studies and 
simulations on 
LGBTQIA+

This map serves as the starting point for comparison during the SDOH mapping 
process. It is especially useful for identifying overlapping elements and existing 
gaps for SDOH integration within each course. To complete this baseline curricu-
lum map, all faculty in the pre- and post-licensure programs should enter their indi-
vidual course content on the map under each appropriate column heading (see 
Table 4.3). This can be accomplished with the use of a shared digital filing system. 
An alternative is to have the curriculum mapping team representative meet with 
each course coordinator to determine the relevant content.

Regardless of which alternative is used, involving all faculty within this mapping 
step is critical and requires a systematic approach that incorporates effective com-
munication. Communication regarding the mapping process should be initiated 
with an informative meeting inviting all faculty. During this meeting, the shared 
vision of SDOH integration along with the mapping process will be communicated. 
This baseline map should be completed in an organized and scheduled manner that 
allows faculty sufficient time and flexibility to thoroughly assess their course con-
tent in relation to the SDOH pillars. The timeframe for the completion of this base-
line map following the informative meeting may vary and is dependent upon faculty 
participation. Program directors are especially encouraged to help facilitate this 
process in coordination with the mapping committee. By engaging program direc-
tors, the mapping team establishes an effective and efficient connection with all 
faculty. With ample faculty engagement, the anticipated timeframe for baseline map 
completion is within a 1-month period following the informative meeting.

�Step 3: Implement Individual Course Analysis

Once the baseline map is completed, the mapping team begins the process of indi-
vidual course analysis. Each course is individually explored for their inclusion of 
SDOH pillars within their learning objectives, activities, and assessment tools. This 
step of the mapping process is an in-depth review that serves to assess the quality of 
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SDOH integration within each course. Individual course review and analysis are 
guided by the following questions:

	1.	 Does the course contain learning outcomes that are linked to the competencies 
and content areas in SDOH pillars?

	2.	 If so, at what level on Bloom’s Taxonomy? At what depth did each course 
address SDOH competencies and content areas?

	3.	 Holistically (programmatically), do the courses interact or align to address spe-
cific SDOH competencies and content areas? To what extent was the specific 
course objective in the syllabus addressed in the course content and in the assign-
ments? See Table 4.1 for pre- and post-licensure objectives.

	4.	 Were additional learning outcomes specific to SDOH pillars integrated into the 
course? If so, to what extent were they aligned with the assignments? At what 
level on Bloom’s Taxonomy?

This review encompasses all didactic courses and does not include labs and clini-
cal/practicum courses, as they are separate from didactic courses in our curriculum. 
Each course is reviewed using a two-phase qualitative and quantitative approach. 
The first phase, a qualitative holistic review, scans course syllabi and course content 
broadly to determine if and how SDOH pillars are included in the courses from an 
instructional and learning activity perspective. The analysis also looks at whether 
course and module learning outcomes are aligned with assignments. The metrics are 
course artifacts, for example, textbook chapters, PowerPoint slides, recorded video 
lectures, case studies, empirical articles, papers, policy papers, and instructional 
videos. The initial part of the individual course analysis is conducted by the map-
ping team using the Learning Management System (LMS) course sites as an inven-
tory. Information for each course to review is gathered using the SON’s online LMS 
(i.e., course Canvas). Once again, the timeline needed to conduct this should allow 
for ample review. The mapping committee may need to elicit additional assistance 
from faculty members to complete it in an organized fashion. Additionally, this may 
be contracted out to qualified individuals in instructional design. It may require as 
many as 8 months to complete.

Using a matrix (Fig. 4.3), the second phase entails an in-depth analysis of how the 
assignments addressed SDOH pillars. This quantitative phase documents the number 
of assignments that specifically integrate SDOH pillars. The levels of the assign-
ments are categorized based on Bloom’s Taxonomy, i.e., foundational (remembering 
and understanding), intermediate (applying and analyzing), and advanced (evaluat-
ing and creating) [10, 11]. The types of assignments including quizzes, forum discus-
sions, case studies, video analyses, presentations, and policy briefs, are noted in the 
curriculum mapping matrix. The in-depth assignment review also identifies which 
pillars are embedded in the assignments. Using the matrix as a template and guide, 
this quantitative approach should occur simultaneously with this qualitative approach.
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Fig. 4.3  NHWSN School of Nursing Four-Pillar SDOH framework

�Step 4: Build an Integrative and Comprehensive Map

Once each course is analyzed, the next step is to build an integrative comprehensive 
curriculum map for each program of study that incorporates the four pillars of 
SDOH. The goal of this map is to effectively represent the integration of all four 
SDOH pillars throughout all pre- and post-licensure programs. The mapping tem-
plate is similar to the baseline map and contains the same format and headings, thus 
allowing a direct comparison. With a comprehensive map for each program of study, 
the mapping team searches for redundancies and gaps across all programs. At this 
point, improvement should be noted regarding the elimination of gaps and redun-
dancies when compared to the initial baseline map.
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�Step 5: Review for Ongoing Sustainability

Maintaining a sustainable mapping process is imperative for preserving the inclusion of 
SDOH within the curricula. A dedicated review committee should be established within 
the curriculum committee to systematically approach this review process and maintain 
updates. There should be a periodic ongoing review of learning objectives, outcomes, 
and activities for each course and across all programs of study. Once each program has 
a comprehensive SDOH map, the ongoing review is initially recommended on a semes-
ter-by-semester basis. Eventually, a curriculum mapping review of learning objectives, 
outcomes, and activities should be conducted annually/semiannually as part of the 
course evaluation process and incorporated into the Systematic Review Plan. During 
each review period, learning goals, objectives and outcomes should be reviewed for any 
updates and modifications to represent current topics. The committee reviews if course 
assignments incorporated SDOH concepts in meaningful and practical ways. This was 
done to determine if exposure to SDOH in a particular course reading, a PowerPoint 
slide or video was introduced and, if it achieved the next level, how these determinants 
play a role in health. Exemplars of assignments are given in Chap. 5.

�Summary

Curriculum mapping is a dynamic process that effectively captures the expanding 
nature of SDOH integration within both undergraduate and graduate nursing curri-
cula. Although this process is complex and time consuming, implementing a sys-
tematic approach provides useful results in which faculty can identify gaps and 
redundancies of SDOH throughout pre- and post-licensure curricula. SDOH cur-
riculum mapping is a necessary tool for nursing faculty to utilize, build, modify, and 
integrate courses that accurately reflect SDOH intersections. The integration of 
SDOH within nursing curricula ensures that we build global nurses ready to provide 
patient-centered care. It is also essential to revisit courses and check for “drift” and 
engage faculty in regular dialogs about the purpose and value of including SDOH 
pillars in the courses. Ultimately, when students graduate, they will be better pre-
pared to address the situations while providing quality healthcare. Periodic mapping 
will also allow the curriculum to remain relevant and current by broadening faculty 
members’ knowledge on how the pillars can be an integral part of the School of 
Nursing’s curriculum. This can be done by updating the instructional resources and 
learning strategies that best expose students to the pillars in a manner that raises 
their awareness of social determinants of health and how they impact their patients.

Reflections

•	 The curriculum mapping process requires engaging key stakeholders which 
include developing partnerships with faculty, leadership, and students.

•	 Threading SDOH within each course and across all programs of study is a com-
plex process that requires ongoing revisions for sustainability.

•	 A dedicated mapping committee is necessary to maintain ongoing progress.
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Chapter Review Questions

	1.	 What is curriculum mapping?
	 (a)	 A process for examining and connecting student outcomes and curriculum 

learning activities.
	 (b)	 A process that identifies learning outcomes throughout a single course or 

across programs of study.
	 (c)	 A process that is used to identify curriculum gaps and redundancies.
	 (d)	 All of the above.
	2.	 What is the significance of an individual course analysis, the third step of SDOH 

curriculum mapping?
	 (a)	 An in-depth review that evaluates the integration of SDOH pillars within a 

course’s learning objectives, activities, and assessment tool.
	 (b)	 Includes labs and clinical practicum courses.
	 (c)	 Does not integrate Bloom’s taxonomy.
	 (d)	 All of the above.
	3.	 The purpose of having a baseline map and a comprehensive integrative map is to
	 (a)	 Map SDOH redundancies and gaps.
	 (b)	 Compare and evaluate the progression of SDOH integration.
	 (c)	 Prepare students to assess and address SDOH.
	 (d)	 All of the above.

Answers
•	 1. (d), 2. (a), 3. (d)
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Learning Objectives for the Chapter

	1.	 Discuss the importance of social determinants of health (SDOH) in nursing 
education.

	2.	 Describe a framework for entry- and advanced-level professional nursing educa-
tion informed through an SDOH lens.

	3.	 Apply the SDOH framework to course activities and assignments.
	4.	 Consider SDOH content across pre- and post-licensure courses.

�Introduction

Thus far, readers have been provided with the history of SDOH, a framework for 
guiding the exploration of SDOH in education, along with faculty and student 
resources, and curriculum mapping. This chapter focuses on application, action-
oriented teaching learning examples for entry-level professional nursing education 
and advanced-level nursing education. Each exemplar describes the background 
and course objectives focused on the SDOH, a course description is provided along 
with the course assignment, and student and/or faculty reflections on the SDOH-
focused assignment. The course descriptions and assignment exemplars are 
informed by the American Association of Colleges of Nursing’s (AACN) The 
Essentials: Core Competencies for Professional Nursing Education [1]. Core 
domains, concepts, and competencies for professional nursing education are exam-
ined within a SDOH lens as illustrated in Fig. 5.1.

Seven entry-level course exemplars are included: pediatric nursing, mental health 
nursing, pharmacology for nursing practice, art and science of nursing practice, 
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social responsibility and ethics, evidence-based practice for the professional nurse, 
and nursing honors course. Three advanced-level course exemplars are included: 
advanced health assessment (MSN), omics in health and disease (PhD), analysis of 
complex systems for populations and organizations (DNP), and an SDOH application-
focused DNP scholarly project. The chapter concludes with a SDOH simulation 
exemplar focused on compassionate care and respectful communication.

�Entry-Level Professional Nursing Education Exemplars

�Pediatric Nursing

Susan Brasher and Anneke Demmink

�Background
Person and family-centered care is increasingly becoming a prominent model to struc-
ture family involvement in pediatric care [2]. The SDOH framework considers the 
impact of surrounding conditions and wider set of forces and systems on a person’s 
health and outcomes [3]. Similarly, a person- and family-centered approach places 
greater emphasis on collaborating with the whole family in consideration of the sur-
rounding influences and their impact on promoting the health and wellbeing of chil-
dren [4]. This type of model redefines traditional relationships within healthcare 
settings to collaborate with children and families as allies to enhance health outcomes 
and improve patient and family experiences of care [4]. Using a person- and family-
centered care approach, nurses are poised to deliver effective care tailored to the major 
influences surrounding children, including the SDOH. Furthermore, this curricular 
framework directly aligns with the Robert Wood Johnson Foundation [5] and National 
League for Nursing [6] recommendations for nursing programs to better incorporate 
population-focused competencies to better prepare nurses to meet the complex needs 
of patient populations, and to integrate the SDOH more fully into nursing curricula.

Nurses play a pivotal role in providing strategies to combat the negative health 
outcomes associated with SDOH. For this reason, it is crucial to incorporate SDOH 
into nursing curricula to better prepare those entering the nursing profession. 
However, schools of nursing often lack faculty-led discussions on current civic 
events and intentional curricular efforts to address SDOH and downstream effects 
on health and health outcomes [7]. According to Thornton and Persaud [8], it is 
important to integrate SDOH concepts throughout nursing curricula rather than in a 
sporadic and isolated manner. Such intentionality in education is required to best 
prepare the nursing workforce to address SDOH and close gaps in healthcare access 
and address disparities in health outcomes [9]. This pedagogical exemplar high-
lights the full integration of SDOH into a pediatric pre-licensure nursing course 
through a person- and family-centered care approach.

�Course Description
NRSG 328  This course aims to facilitate student learning and acquisition of clinical 
judgment skills necessary to provide person- and family-centered care that addresses 
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the unique responses of children and their families to acute and chronic illness. 
Emphasis is placed on health teaching, promotion, restoration, and health mainte-
nance needs of children and their families. Students explored the influences of SDOH 
(cultural, social, environmental, and political) on pediatric illness and wellness.

AACN Essentials Domain 1: Knowledge for Nursing Practice, Domain 2: Person-
Centered Care, Domain 7: Systems-Based Practice

�Description of Course Activities and Assignments
The primary means of evaluation for this course were objective examinations. A 
total of three exams were administered during the course, including a cumulative 
final exam. Each exam included opportunities for students to identify ways SDOH 
impact various aspects of a pediatric patient’s health and health outcomes. Exam 
questions on this content include case study, fill in the blanks, and essay questions.

Weekly classroom discussions explored pediatric health and health outcomes in 
the context of their family and surrounding influences. Each week, students were 
expected to identify the complicated ways in which SDOH influences pediatric 
health and health outcomes, as well as ways to address SDOH through a person- and 
family-centered approach. Through intentional, frequent exposure to SDOH in the 
pediatric course, students were able to apply these concepts across different con-
texts (e.g., primary care, acute care, and community settings).

Weekly discussions were based on the NHWSN SDOH four-pillar framework 
(e.g., social, cultural, environmental, and policy). Topics were addressed from a 
Bloom’s hierarchical pedagogical approach to guide the learners from the beginning 
stages of knowledge and comprehension, followed by application and analysis, 
resulting in synthesis and evaluation as a precursor to successfully translate knowl-
edge and skills to practice. In-class activities were provided to students to create an 
open dialogue on the impact SDOH has on pediatric health and health outcomes. 
Examples of in-class activities include:

	1.	 Provide a tailored plan of care in consideration of social and cultural factors for 
nutritional approaches of infants.

	2.	 Map the number and degree of quality rated childcare centers in specific zip 
codes. Then, map the ratings of the school systems in these zip codes. Consider 
the social environments in which children reside and the opportunities (or lack 
thereof) they are afforded, which serve as the foundation of future learning and 
life success. Consider how social, cultural, environmental, and policy changes 
positively influence children and families residing in these areas.

�Student Assignment Exemplars
Exam questions were developed to gauge student knowledge on the impact of 
SDOH on children and families. Examples of exam questions include:

	1.	 Identify social determinants of vaccine hesitancy.
	2.	 Describe the impact SDOH has on pediatric hospitalizations, including disparate 

health outcomes and the parent’s ability to be present during hospitalization.

B. A. Swan et al.



135

	3.	 Consider how SDOH impacts hospital discharge planning and ways to work 
with children and families to improve transition of care.

	4.	 Explore the impact of access to necessary services for the treatment and preven-
tion of common pediatric conditions.

�Reflection: Faculty
Intentional incorporation of SDOH within a pediatric nursing course provides fac-
ulty an opportunity to highlight the ways in which SDOH impacts children across 
conditions, settings (e.g., community and hospital), and lifespan. Considering the 
ways SDOH impacts children within the larger context of the family, community, 
and systems they navigate from a person- and family-centered care approach is 
paramount. Too often care is provided without regard to these important contexts, 
which further contributes to poorer health and health outcomes for pediatric patients 
and their families. For these reasons, not only should SDOH integration be inten-
tional, but also be ongoing and built from week to week to allow students time to 
reflect on the ways SDOH impact children and their families. Because SDOH does 
not occur within a vacuum, nor is it siloed, nursing students need opportunities 
outside of traditional textbook learning to apply skills of assessing and addressing 
SDOH in pediatric settings. Faculty must rise to the occasion to find and create 
these opportunities for students. However, faculty have many other competing 
demands that require their time and attention. Therefore, institutional support in the 
form of time and resources can greatly enhance faculty’s ability to devote the time 
required to intentionally and frequently integrate SDOH.

�Mental Health Nursing

Shaquita Starks

�Background
The NHWSN SDOH framework is integral to understanding and examining how 
social factors such as culture, environment, social conditions, and policy impact the 
mental health outcomes of individuals across the life span. This framework was 
applied in a mental health course module for undergraduate nursing students to help 
them learn and identify SDOH associated with behavioral and mental health, and 
growth and development among Black, indigenous, and people of color (BIPOC) 
youth. The students learned about the following SDOH conditions that impact the 
behavioral and mental health outcomes of BIPOC youth: (a) lack of access to cul-
turally sensitive and equitable mental healthcare, (b) community dynamics such as 
neighborhood policing, (c) lack of social support, (d) tradition, (e) identity, (f) reli-
gion and spirituality, and (g) the quality and conditions of schools, community envi-
ronments, transportation, and housing. Students also learned about diagnostic 
disparities among BIPOC youth and broader implications for their behaviors. The 
students provided creative ways in which they would intervene with youth experi-
encing adversity and provided thoughtful feedback regarding culturally appropriate 
and sensitive art interventions.
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�Course Description
NRSG 411  Mental Health Nursing is a theory course that focuses on diverse con-
cepts and principles merged from the sciences and humanities to the professional and 
specialized practice of psychiatric mental health nursing. This course examines com-
prehension and skills attainment to care for the mental health of patients across the 
continuum of care. This course is one out of five courses offered throughout Emory 
University involved in the Arts and Social Justice (ASJ) fellowship created by the 
Emory College Center for Creativity and Arts (CCA), and the Ethics and Arts pro-
gram of the Emory University Center for Ethics. The program paired six Emory fac-
ulty with six Atlanta artists to collaborate and advance racial and social justice through 
their coursework. Students completed assignments and engaged with ASJ Fellows, 
Dr. Shaquita Starks (course coordinator) and Miranda Kyle, Arts & Culture program 
manager for the Atlanta Beltline, and other local Atlanta artists to learn about art activ-
ism, art interventions, and to gain an increased awareness and understanding of social 
inequities and diagnostic disparities in mental health among BIPOC youth. The course 
module included an overview of diagnostic criteria for conduct and impulse control 
disorders, a primer on adverse childhood experiences, and social determinants of 
health such as poverty, racial inequity, and discrimination.

A primary objective of this course and the associated art project was to help students 
develop strategies to collaborate with the community, parents, and school systems to 
bring awareness about the consequences of mental health disparities among BIPOC 
youth (e.g., mass incarceration and excessive policing). Course materials for this mod-
ule included readings from the course textbook, the psychiatric diagnostic manual, non-
fictional autobiographical readings, documentaries, lectures, evidence-based resources, 
and related peer-reviewed material. The overall goal of this course module was to 
empower students to facilitate change through awareness, art activism, and advocacy.

AACN Essentials Domain 1: Knowledge for Nursing Practice, Domain 2: Person-
Centered Care, Domain 3: Population Health

�Description of Course Assignment
The course opened with an overview of the pillars of the NHWSN SDOH framework 
and a discussion about factors such as poverty, racial inequity, discrimination, and rac-
ism. In addition to SDOH, intergenerational and historical trauma was highlighted, 
which heavily and more adversely impacts BIPOC youth. A transdiagnostic pedagogi-
cal approach was employed to teach students to conceptualize youth’s symptomatology 
within the context of systems of oppression to de-pathologize BIPOC youth’s presen-
tation and to explicitly name more significant systemic problems rather than focusing 
on a reductionist diagnostic approach [10]. Students learned about multiple culturally 
relevant arts interventions and therapeutic community-level art (e.g., graffiti and mural 
painting) to engage and support youth experiencing mental distress and trauma.

Three assignments were created for students to complete. The first assignment 
included a 2-min recorded critical self-reflection detailing students’ life stressors, 
traumatic events, or both. This assignment aimed to increase students’ self-awareness 
of their experiences, resources, and supports. Students detailed their self-care engage-
ment, creative stress coping strategies, adverse or traumatic life experiences, and how 
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they learned their preferred type of creative self-care (i.e., learned from family, friends, 
or mental health professionals). The second assignment included three scenarios 
using existing audiovisual media with BIPOC youth ages six and older with behavior-
related diagnoses and substance use issues. They were either arrested or victims of 
excessive force by school resource officers or police within their schools or neighbor-
hood. Students selected one of three scenarios and identified the following:

	1.	 SDOHs at play within the scenario.
	2.	 Type of trauma impacting the youth.
	3.	 Art intervention or therapy they would use with rationale for selecting (i.e., 

painting, drawing, and music).
	4.	 Actions they would take to implement their chosen therapy to improve outcomes 

for the youth.

In this assignment, students were asked to describe source imagery for the mural-
ist. From their descriptive narratives, a word cloud was created to determine the 
common themes among the students and provided to the muralist who transformed 
their words into a mural. The mural was painted by community members and stu-
dents enrolled in the course with assistance from the muralist on the Atlanta Beltline, 
a former railway corridor now composed of green spaces and trails that circle the 
core of Atlanta, GA (see Fig. 5.2).

Fig. 5.2  Photo of students 
painting murals from their 
narratives
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�Student Assignment Exemplars
The last assignment included a reflection on the student’s learning experience.

Students were asked to address at least one of the following questions:

	1.	 What stood out to you the most or surprised you completing this project?
	2.	 What was the most interesting or important thing you learned through this course?
	3.	 What important question(s) remain unanswered for you or not yet understood?
	4.	 How will what you’ve learned from the Arts Social Justice assignments and 

readings impact how you serve BIPOC youth as a nurse in the future?

The following are selected student responses:

I loved learning about the intersection between arts and social justice and how this can 
improve the trajectory of individuals and overall health of a community. One question I 
have that remains unanswered is how to exactly integrate this content into my practice as a 
nurse. As nurses, specifically bedside, a large portion of our jobs is to administer medica-
tions and carry out treatments as ordered by the doctor. Of course, we practice therapeutic 
communication and building trusting relationships with patients as well. I understand that 
we could likely educate youth or parents of youth on the benefits of participating in art, but 
is there a more direct way we could introduce patients to art therapy at the bedside?

It was most impactful for me to read the stories and watch the videos that depicted how 
children have been impacted by SDOH that are out of their control, including the concept 
of the school-to-prison pipeline. It was surprising for me to watch the harmful experiences 
that many children endure, including violent force by authorities, as it is not something that 
I have experienced directly in my personal life.

In Part 2 of the assignment, the background information of each case stood out to me, as 
there were many underlying factors that contributed to the presentation of the scenarios. 
However, individuals are often wrongly accused or diagnosed due to the surface image of 
the specific situation, without including the SDOH in the perspective. As a nurse, I plan to 
serve BIPOC youth from an unbiased and compassionate perspective. It saddens me to see 
the experiences that many persevere through, yet they are often not considered to be uncom-
mon. In my role on the healthcare team, I will be mindful of the hidden factors that may be 
contributing to the health presentation of a child within a situation. This may involve inves-
tigating their home life, social support networks, past trauma, as well as many other factors. 
By taking the time to engage with each individual, I may better support their unique needs 
and treat them holistically.

The concept of the school-to-prison pipeline was what surprised me most when com-
pleting this project. School is something that I grew up seeing as an opportunity and an 
institution that is there to serve its students. However, this “Arts & Social Justice” module 
showed me that this is not the reality for many students, especially those from disadvan-
taged backgrounds.

Based on these assignments, 29 students (76%) said they would change their 
practice and seek more information on the subject. Thirty-six students (92%) replied 
that their compassion for BIPOC youth experiencing adversity increased because of 
this assignment, and 31 students (79%) responded that their understanding of how 
SDOH influenced youths’ mental health outcomes increased.
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�Reflection: Faculty
This assignment highlighted issues such as racism, health inequities and disparities, and 
poorer behavioral and mental health treatment which are long-standing and systemati-
cally reinforced issues impacting BIPOC youth in the United States. BIPOC youth are 
more likely to receive behavior-related diagnoses (e.g., disruptive, impulse control, and 
conduct disorder) than White youth. White youth are likely to receive diagnoses of neu-
rodevelopmental and mood disorders (e.g., autism spectrum disorder, attention deficit 
hyperactivity disorder (ADHD), or adjustment disorder) [11].

�Pharmacology for Nursing Practice

Kenneth Mueller and Christina Bhatia

�Background
Historically, minimal SDOH discussions occurred within pharmacology courses at 
the Nell Hodgson Woodruff School of Nursing (NHWSN). Barriers to inclusion 
included time constraints and lack of knowledge. When SDOH discussions occurred, 
they primarily focused on medication access, cost, and affordability. However, with 
the development of the NHWSN SDOH Four Pillar Framework, the pharmacology 
course was restructured to allow for more appropriate inclusion of SDOH.

During the restructuring, pharmacology faculty spent extensive time identifying 
and researching SDOH topics that related to pharmacology. There are scant 
resources and information available on this topic, and faculty sought out resources 
such as conferences, podcasts, and recent publications. After identification of appro-
priate topics, faculty then established a framework to integrate these topics through-
out the semester.

The first 2 weeks of the semester focused on developing foundational knowledge 
of pharmacology, including application of key principles such as pharmacokinetics 
and pharmacodynamics across the lifespan. During this foundational period, faculty 
also introduced the NHWSN SDOH Four Pillar Framework. The students were 
instructed that throughout the remainder of the semester they will learn pharmacol-
ogy and the influences of SDOH within pharmacology and patient health.

�Course Description
NRSG 508MN  This course provides students with an understanding of pharmaco-
kinetics, pharmacodynamics, and pharmacogenomics when treating selected ill-
nesses. Emphasis will be on nursing management of drug therapies in patients 
across the lifespan with application to the clinical setting.

AACN Essentials Domain 1: Knowledge for Nursing Practice

Examples of weekly pharmacology topics with associated SDOH foci are 
listed below.
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Pharmacology schedule
Examples of NHWSN SDOH pillars 
and topics

1 Pharmacology foundation:
Pharmacokinetics, pharmacodynamics, 
pharmaceutics

Introduction of NHWSN SDOH Four 
Pillar framework

2 Pharmacology foundation 2:
Lifespan considerations, medication safety and 
error reduction, principles of pharmacology

Social/Policy: Racism in medicine (use 
of race in eGFR)
Environmental: Pharmacy deserts, 
climate change

4 Respiratory system (upper/lower):
Asthma, COPD, allergies

Environmental: Exposure and asthma

5 Infectious diseases part 1:
Antibiotics and vaccines

Policy/social: Racism in medicine (red 
man syndrome)
Cultural/policy/social/environmental: 
Vaccine access, research, and hesitancy

6 Infectious diseases part 2:
Antivirals, antifungals, antitubercular, 
antiprotozoal

Social/environmental: HIV prevalence 
rates
COVID-19 treatment disparities

7 Hematology:
Coagulation modifying agents, anemia

Policy/social: Clopidogrel (Hawaii 
Lawsuit)

10 Cardiology part 2:
Heart failure, angina, dysrhythmias

Social/policy: Racism in medicine (First 
race based drug BiDil®

11 Pain management:
Opioids, NSAIDs, migraines, gout

Social/policy: War on drugs

13 Central nervous system part 2:
Psychotherapeutics, anxiety/sleep, epilepsy

Social/policy: History of zolpidem and 
FDA drug approval

�Description of Course Activities and Assignments
Pharmacology coursework includes weekly assignments, quizzes, and exams 
throughout the semester. Weekly assignments consist of multiple choice and select 
all that apply questions centered around the current weekly topic. These questions 
are written to evaluate student identification and understanding of drug classes and 
drug prototypes, and require students to identify common drug suffixes, indications, 
mechanisms, adverse effects, administration, cautions, contraindications, notable 
drug–drug or drug–food interactions, and other essential counselling points. Faculty 
incorporate SDOH multiple choice or select all that apply style questions periodi-
cally into weekly assignments to gauge student understanding of the SDOH topics.

One example SDOH lecture topic is racism in medicine. This SDOH topic is 
incorporated throughout multiple lectures including precision medicine and phar-
macogenomics, pharmacokinetics and renal function, antibiotics, heart failure, and 
more. Faculty introduce examples of racism in medicine and describe how race has 
been used as a biological construct in patient treatment. Students then watch a TED 
Talk video titled, The problem with race-based medicine by Dorothy Roberts.

A specific lecture example of racism in medicine includes the use of race as a 
biological marker when estimating a glomerular filtration rate (eGFR). The use of 
race as a biological marker was found to cause inaccurate measures of renal func-
tion, which could lead to a vast array of consequences [12]. In 2021, the National 
Kidney Foundation (NKF) and the American Society of Nephrology (ASN) issued 
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a report that all laboratories should remove the race modifier when using an equa-
tion to determine eGFR [13].

Another lecture example of racism in medicine is the FDA approval of the first 
“race-based drug,” BiDil® for the treatment of heart failure in self-identified African 
Americans. Faculty remind students that race is a social construct, not a biological 
construct [14]. Faculty argue that approval of a “race-based drug” is misleading and 
inappropriately links race as a biological construct. This false assumption perpetu-
ates racism in medicine.

Yet another example of racism in medicine is the use of the term Red Man 
Syndrome to identify a vancomycin flushing reaction. The term Red Man Syndrome 
has been used as a slur against Native Americans and Indigenous peoples, and trains 
healthcare professionals to identify these symptoms based only on the appearance 
of a Caucasian male [15]. Usage of this term continues racism in medicine and can 
lead to poor training and understanding of vancomycin’s adverse effects and diag-
nosis. In 2021, a conglomerate of leading infectious disease groups including the 
Infectious Disease Society of America (IDSA), released a statement supporting the 
removal of the term Red Man Syndrome and replacing the term with Vancomycin 
Infusion Reaction.

Faculty also make it a point to discuss that while racism in medicine is a major 
SDOH theme, other vulnerable populations are also impacted by SDOH. An exam-
ple that is used during lecture includes the history of zolpidem tartrate (Ambien®). 
Zolpidem tartrate was approved for use by the FDA in 1992. One year later, the NIH 
Revitalization Act of 1993 was passed, which directed the NIH to establish guide-
lines for the inclusion of women and minorities in clinical research [16]. 
Unfortunately, zolpidem tartrate was already out on the market. After years of post-
marketing reports about women disproportionately experiencing adverse effects, 
the FDA recommended that women start on a lower dosage of zolpidem tartrate 
compared to men [17].

�Student Assignment Exemplars
A sample question from a weekly assignment that is used to help evaluate student 
understanding of racism in medicine:

Select All That Apply: Which of the following are biological constructs/markers that can be 
used to identify appropriate drug dosing?

	A.	 Race
	B.	 Sex
	C.	 Bodyweight
	D.	 Socioeconomic status
	E.	 Religion

�Reflection: Faculty
During open discussions about SDOH conditions, student interaction was over-
whelmingly positive. Students were appreciative of difficult conversations and 
inclusion of SDOH content into the curriculum. Students also contributed their own 
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knowledge and experiences of SDOH conditions within medicine. Faculty end-of-
semester surveys received high remarks about SDOH inclusion, and several student 
survey comments discussed that an appropriate amount of time was dedicated to 
SDOH in the pharmacology course, and that they appreciated the SON’s initiative 
on SDOH inclusion. A minority of students felt like SDOH content felt out of con-
text within a pharmacology course. One commented that the focus should be entirely 
on drug content, given the heavy science behind understanding drug mechanisms, 
adverse effects, contraindications, drug–drug interactions, and administration. A 
few students were resistant to sensitive topics such as racism in medicine and felt 
conflicted on select topics that may have been contradictory to their current beliefs 
or understanding.

One major challenge for faculty was time management. Prior to SDOH inclu-
sion, time management was already a primary concern given that pharmacology is 
a three-credit hour course. With hundreds of drugs and drug classes to cover in one 
semester, faculty must find a balance of quality versus quantity in course content. 
Incorporating SDOH into a crammed course initially served as a major obstacle. 
However, faculty adjusted for this by identifying appropriate lecture topics, and 
then using brief, but frequent discussions of SDOH dispersed throughout the semes-
ter. Faculty also met with other instructors to review redundancy of SDOH content 
and pharmacology content (such as pharmacology content coverage in courses like 
Mental Health Nursing and Maternity and Reproductive Health).

Another challenge was the lack of faculty knowledge about SDOH content and 
difficult conversations. The SON developed faculty training modules on the 
NHWSN’s SDOH Four Pillar Framework and assigned faculty to complete the 
SDOH training, which helped build foundational knowledge. Faculty felt that cur-
rent pharmacology textbooks contain insufficient knowledge and resources for 
appropriate discussion of SDOH. Faculty then spent a large amount of independent 
time researching SDOH topics that could be appropriate for a pharmacology course. 
This included attending national conferences, listening to podcasts, reviewing pub-
lished literature, and reading through any other available resources. Many SDOH 
topics that were identified are sensitive and possibly triggering to students, so fac-
ulty also spent time researching ways to approach difficult conversations in the 
classroom. Emory University’s Center for Faculty Development and Excellence 
(CFDE) provided some teaching resources such as Navigating Difficult Classroom 
Discussions to help faculty prepare.

�Art and Science of Nursing Practice

Lori A. Modly, Alyssa Meadows, Lindsey Allen, Isake Slaughter and Caitlyn Plattel

�Background
Teaching a nurse to recognize the client through a lens of intersectionality is key to 
providing individualized patient care. To understand the client, the hospital, and the 
United States healthcare system, students must be taught the history, policies, 
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advantages, and barriers surrounding health and wellness. The concept of noncom-
pliance is receding, and in its place is the nurse’s ability to communicate with the 
patient and healthcare team to determine the barriers to wellness in a person’s life. 
The SDOH are key pillars to unlocking factors contributing to patient and commu-
nity health and wellness.

�Course Description
NRSG 510  This course provides students with fundamental principles of nursing 
and clinical practice including an introduction to critical thinking, bioethics, nursing 
process, evidence-based practice, communication, health promotion/disease pre-
vention, informatics, SDOH, and person- and family-centered care. This course is 
designed for our master’s in nursing pre-licensure students. These students are 
second-degree students who are uniquely qualified to leverage their professional 
and life experience to further the profession of nursing.

This course is set up in three segments, the first covers an introduction to health-
care and the nursing profession, nursing scope of practice and ethics, SDOH, his-
tory of racism in medicine, and person-centered care. The second covers hospital 
policy and procedures, clinical judgment, the nursing process, interpersonal and 
therapeutic communication, quality, and safety. Finally, patient education, the well-
ness model, nursing theory, death and grieving, and resilience.

AACN Essential Domain 1: Knowledge for Nursing Practice, Domain 2: Person-
Centered Care Domain 3: Population Health, Domain 6: Interprofessional 
Partnerships, Domain 7: Systems-Based Practice, Domain 9: Professionalism, 
Domain 10: Personal, Professional, and Leadership Development

�Description of Course Assignment
The initial assignment is a student SDOH Book Club. Students choose from a 
curated list of book titles specifically addressing SDOH, and/or the human condi-
tion. These titles range from biographies, novels, historical fiction, and personal 
accounts. These are chosen from assorted topics, cultural perspectives, socioeco-
nomic factors, racism, ableism, climate change, environmental health, ethics, and 
person-centered care. The student chooses a book to read and then creates an artistic 
representation of the book’s theme. To facilitate student access to the books on the 
list, hyperlinks to the University Library or free access resources were included. A 
small grant was obtained to purchase a few physical copies of the books not avail-
able from one of the above resources. A request went out to faculty and staff for 
additional book donations, establishing a SDOH Lending Library for student use.

After reading the book the students complete a creative project to showcase the 
theme of their chosen title. The students’ creative project can be presented in the 
form of an original painting, a sculpture, a photo, a song, or a 50-word mini-saga. 
Students can also choose to create digital artwork or make a photo collage. Students 
upload their artwork on a single slide onto an electronic discussion board. For the 
final portion of the project students substantively comment on two peer submissions 
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within the electronic discussion board. Prompts for this post included, but were not 
limited to: “What about the artwork spoke to you? Can you discern the theme or 
message of the book from this piece of art? Does this piece motivate you to investi-
gate more about the topic.”

The creative aspect of this assessment is intentional in nature. I want the students 
to see these issues or barriers in healthcare and the ways in which individuals and 
communities deal with them in an art form. That the human condition is not just 
science and medical diagnosis. Students are encouraged to read their chosen book 
and reflect on the four pillars of the NHWSN SDOH Four Pillar Framework: social, 
environmental, cultural, and policy. How do the characters in the story benefit or 
suffer disadvantages within these pillars? Students are asked to reflect on how rac-
ism, ableism, and other forms of discrimination impact all aspects of a person’s life. 
Treating a health condition is an evidence-based practice, however, navigating the 
barriers to individual wellness is an art form. The nursing process is key to our inter-
actions with individuals seeking care, but often it is the art of the profession, thera-
peutic communication, problem solving, and coordinating care that makes the 
lasting impact.

This artistic exploration then leads directly into the larger learning assessment in 
the class; a scholarly paper describing an issue in professional nursing. The student 
is to build upon the theme they read about in the SDOH book. They will conduct a 
scholarly literature review to support their paper. They begin by describing the his-
tory and background of the issue. Next, they examine this issue’s impact on profes-
sional nursing or healthcare. Lastly, the students use nursing, health or change 
theory to describe how they as individuals, the profession of nursing, or society can 
move this issue forward.

�Student Assignment Exemplars

Book Presentation and Student Reflection by Alyssa Meadows (Fig. 5.3)
The book presentation assignment was a unique learning experience. With nursing 
school having such a heavy course load focusing on health and science concepts, it 
was nice to have an assignment focusing on social aspects impacting healthcare. I 
have always loved to read, but it can be so hard to find the time to read for pleasure 
in nursing school. I enjoyed having the opportunity to choose a topic to explore 
from a large selection of books. I wanted to make the most of the opportunity to 
read, and this assignment allowed me to slow down and take time to enjoy the expe-
rience of reading the book. Being given the choice of creating something to sum-
marize the book’s topic allowed me to explore more deeply what the book meant to 
me and gave me the freedom to be creative in a medium that I am comfortable with. 
I have always enjoyed writing freely and this gave me the opportunity to craft some-
thing meaningful to me. I think that having that creative outlet and freedom allowed 
me to learn more deeply as well. Because it was a topic I am interested in and that 
is personal to me, I was able to take it in a way that is different than if I had been 
assigned something that I might have had less interest in or if I had only had one 
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One society’s misunderstanding of
trauma and its effects on us all

We cry

break down

act out

What’s wrong with you?

But what would happen, if instead of

Judging

we implored

What happened to you?

To shift

our reactions

our thoughts

our words.

To let go

of our need for control.

To sit with people

and simply

Listen

Help

Love

Heal

My Interpretation of
What Happened To You?
Conversations on Trauma,
Resilience, and Healing
by Bruce D. Perry, M.D., Ph.D.
and Oprah Winfrey

Alyssa Meadows

Fig. 5.3  Book presentation: What Happened to You? Conversations on Trauma, Resilience, and 
Healing [18]

option of how to present. I also think it was great that we were able to see the topics 
that our fellow classmates explored and view their presentations. Many of the dis-
plays made me really feel the weight of the topics they chose and how different 
things impact people and their health. Overall, I think this assignment gave us an 
opportunity to see a more holistic view of healthcare by allowing us to use our 
unique experiences to create art that speaks to ourselves and others.

Book Presentation by Lindsey Allen (Fig. 5.4)
This book club assignment provided a deeper cultural context into various aspects 
of healthcare for me. Encouraging exploration of social determinants of health 
(SDOH) was personally appreciated because I gained a new understanding of an 
underserved population that I was ignorant toward. The book I chose was Fresh 
fruit, broken bodies: Migrant farmworkers in the United States. This may have 
just been a great book, or seven chapters of someone’s life’s work, however, it 
changed how I view the system that is such a disservice to migrant farmworkers 
in this country. It gave me a new appreciation for access to fresh fruits and vege-
tables, and a window to see what it costs these workers physically, mentally, and 
emotionally. It forced me to look beyond the news and opinions and step into their 
world, even if just for a minute. As humans there are stereotypes that often blind 
us to realities; however, as nurses, we must look beyond to foster an equita-
ble system.
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Fig. 5.4  Book 
presentation: Children of 
the Land (picture created 
by Connor Swan) [19]

Fig. 5.5  Book 
presentation: I Know Why 
the Caged Bird Sings [20]

Book Presentation and Student Reflection by Isake Slaughter (Fig. 5.5)
For my SDOH book club assignment, I created digital artwork to showcase my 
artistic representation of the book I Know Why the Caged Bird Sings by Maya 
Angelou. Socioeconomics is a key theme presented throughout this book and a 
topic that I am very passionate about. Maya Angelou had experienced a great deal 
of tribulations and inequalities in her life which often made her and the people in her 
community feel trapped and helpless. In my visual, the bars and the ball and chain 
are symbolic of the physical, mental, social, and emotional restraints of life’s injus-
tices. However, through the window, she can still envision her hopes and dreams, 
and better days to come. This is the same ideology that I would like to carry with me 
throughout my nursing career. I found this assignment to be very engaging and 
thought provoking. It enabled me to be self-reflective on my own experiences and 
reality, while also gaining a new perspective.
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Fig. 5.6  Book 
presentation: Walk in My 
Combat Boots (picture 
created by Connor 
Swan) [21]

Book Presentation and Student Reflection by Caitlyn Plattel (Fig. 5.6)
Walk in My Combat Boots by James Patterson and Matt Eversmann is an extraordi-
nary collection of memories and stories, from men and women who have proudly 
served our country. The SDOH Book Club discussion gave me the creative freedom 
to showcase what I felt was the underlying theme of the book: the invisible burdens 
that must be enlightened and educated upon to achieve veteran-specific trauma-
informed care, within our healthcare systems. Seeing as there were an overwhelm-
ing number of different accounts of our military members’ time in service, I found 
that it would be most impressionable and powerful to highlight the individual trau-
mas that veterans carry each day but are often unknown to healthcare providers. 
Undoubtedly, this project left me empowered to strive to break the barriers that 
impede nursing practice and veteran healthcare.

�Reflection: Faculty
Throughout this course the SDOH themes resurface in each lecture. Students often-
times are the ones to point out the interconnectedness of SDOH and care. Taking the 
approach of allowing students to investigate their chosen issue in nursing/healthcare 
fostered a sense of curiosity. The students reported that they felt empowered by 
understanding specific examples of how SDOH innervates every aspect of individ-
ual or community care. They understand how to assess client needs and have the 
resources to find an evidence-based practice to meet those needs. During the second 
month of the course, faculty began reserving the last 10 min of class to discuss stu-
dents’ book choices, and the issues they were researching. Students were eager to 
have a safe space to share what they were learning, how they saw these issues 
expressed in their clinical environments, they also spoke with authority and enthu-
siasm regarding how to move this issue forward.

�Social Responsibility and Bioethics

Rasheeta Chandler and Jessica Wells
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�Background
There is growing recognition of the negative impact of racism and bias and its dis-
proportionate effect on health outcomes for Black communities, LGBTQAI+ com-
munities, low-income, and rural communities. This growing recognition has led to 
an increase in accountability of healthcare professionals, specifically preparing 
nurses in health equity and social justice as part of the larger educational curriculum 
and training. In fact, the American Nurses Association (ANA) Code of Ethics com-
pels nursing education to “firmly anchor students in nursing’s professional respon-
sibility to address unjust systems and structures, modeling the profession’s 
commitment to social justice…” (p. 36) [22]. Whether at the bedside or within the 
community, the nurse should be prepared to amplify the profession’s commitment 
to provide and advocate for high-quality and safe care for all patients in an array of 
settings. Nurses are often the first line of contact for the patient within the healthcare 
system and must assist the patient to navigate complex health, social, cultural, and 
even political aspects that impact their health and wellbeing. Nurses play a critical 
role as social justice advocates and must be prepared to recognize and address 
biases and ethical dilemmas that may impact the care and safety of their patients.

�Course Description
NRSG 309  Social Responsibility and Bioethics in Nursing introduces a social 
responsibility framework as a model of professional nursing practice. The goal of 
the course is for students to develop essential skills to provide compassionate, 
patient-centered care and interpersonal skills to establish effective professional rela-
tionships. This course also offers an experiential learning component where the 
students obtain 20 service-learning hours during the semester. The goal of the 
didactic lectures is to engage first semester traditional BSN students in health equity 
and ethical concepts and to guide students to process new or difficult information 
through safe discussions and inflections. Course lessons cover topics on uncon-
scious or implicit bias, social responsibility in nursing, anti-racism, cultural humil-
ity, and bioethics and ethical dilemmas in healthcare. Here, we present the course 
content that helped convey constructs of the NHWSN SDOH Four Pillar 
Framework [23].

AACN Essentials Domain 2: Person-Centered Care, Domain 9: Professionalism

�Description of Course Assignment
A lecture focused on bioethics and ethical dilemmas in healthcare use a product 
from EthicsGameTM [24]. Students are navigated to complete Ethics ExerciseTM that 
provides learners the opportunity to hone their knowledge of a typical nursing code 
of conduct. The exercises are based on multiple-choice questions that are designed 
to reinforce a professional code of conduct within the context of an ethical dilemma. 
Students complete exercises that covered two ethical dilemmas (1) fraudulent licen-
sure and (2) incompetence/negligence. The fraudulent licensure exercises explore 
issues that may exceed the scope of nursing practice. The exercises hone a learner’s 
knowledge of typical nursing code of conduct within the context of ethics. The 
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learning objectives include avoiding and responding to issues of fraudulent licen-
sure; identifying issues surrounding scope of practice; and exploring appropriate 
responses to Board of Nursing actions. The second ethical topic, incompetence, and 
negligence, explores issues of personal responsibility. This exercise explores factors 
that impact or impair a nurse’s decision-making and the ability to provide safe 
patient care. The learning objectives for the incompetence and negligence exercises 
include effectively dealing with drug and alcohol use and abuse; avoiding incompe-
tence due to personal illness or disability; and avoiding negligence and gross 
negligence.

After completion of the exercises, the class debriefs on the topics and their 
responses to the exercises. Many students reflect on how many of the ethical ques-
tions seem not to have a clear answer but to have more than one answer as the 
appropriate response to the dilemma. Students are assured that many dilemmas 
require critical thinking and critical reflection on the best answer or answer that will 
cause the least amount of harm for the patient. Ethical dilemmas in healthcare are 
not always black and white but often dwell in the gray area. Critical thinking and 
sound knowledge of the nurse’s code of conduct are the foundation to help guide a 
nurse’s judgment to ethical decision-making.

The Ethical Lens Inventory™ (ELI) [24] is employed to provoke decision-
making based on students’ values and perspectives. Students are asked to complete 
an assessment that probes 36 pairs of statements or words. More specifically, the 
assessment seeks to determine what values are most important to them or how they 
would act in certain situations. Once students complete the assessment, as a home-
work assignment, they receive a report that describes their preferred lens. We debrief 
in a class session, that aims to have students identify their fundamental ethical posi-
tion per the ELI, so that they can better understand how to empathetically consider 
the social determinants that impact the lives of patients. In this lecture, the implica-
tions of SDOH that affect patients’ ability to engage in and execute optimal health 
practices are central. Several SDOH-specific scenarios are revisited in class, stu-
dents are polled to indicate their ethical positions, and open discussion ensues to 
realize diverse perspectives. The session concludes by having students reflect on the 
ELI activity and review the following:

•	 Agreement with their lens designations per ELI.
•	 Encouraging them to be mindful of their beliefs and consider the actions that 

might result.
•	 Because of that belief.
•	 Reminding them to be respectful of the values and commitments of others, like 

their patients.

�Reflection: Faculty
Overall, feedbacks from student evaluations for this course were positive and 
applauded the course on “teaching us on issues that pertain to the current world 
(anonymous student).” This course discussed social topics that allowed for difficult 
but crucial conversations and exchange of thought-provoking dialogue. As nursing 
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faculty, it can be intimidating to teach hard social topics such as racism, biases, and 
social justice but feedback from the students help to affirm the need and acceptance 
of starting and leading these conversations for nursing students. It is imperative to 
establish the learning space as a safe space for these conversations. One student 
reflected in their evaluation “[the faculty member] is open to different viewpoints 
and I feel safe disclosing my personal opinions”. A safe learning space allows nurs-
ing students to build their confidence as social change advocates and to later use 
their professional voices to advocate for social change and to advocate on behalf of 
their patients to promote health and wellbeing.

Nursing is an art and a science where art was amplified more in this course. As 
faculty, we must intentionally integrate the aspects of nursing that are not only anat-
omy and physiologically oriented, but consider the social, behavioral, and environ-
mental (SDOH) aspects that impact patients’ lives. The topics and approaches 
implemented in this course heightened students’ ability to self-reflect, acknowledge 
their beliefs, but ultimately do what is best for patient health outcomes.

�Evidence-Based Practice for the Professional Nurse

Wendy R. Gibbons, Erica Davis, and Harrison Diamond

�Background
Evidence-Based Practice for the Professional Nurse can be a challenging course to 
teach with many hurdles to navigate. Master of Nursing (MN) students take this 
course in their second semester in nursing school, generally before they have expe-
rienced the breadth of the nursing role in individual, family, community, and popu-
lation healthcare. Students can also view this as a “fluff” or “filler” course and not 
relevant to their future practice. Additionally, the students work in groups so they 
must also learn to navigate sometimes complex group dynamics to complete 
the work.

Previously, the course focused on utilizing evidence to support change in clinical 
practice. Since integrating the NHWSN SDOH Four Pillar Framework, the stu-
dents’ focus has shifted from exclusively clinically focused interventions to address-
ing the care culture, care inequities, and improving the health of communities. Since 
this shift, the students have demonstrated much more creativity and individuality in 
their EBP change projects. The students bring their backgrounds and life experi-
ences to EBP and are learning that the culture of healthcare and care equity can be 
positively influenced by integrating these individual life experiences into their EBP 
projects.

�Course Description
NRSG 542  Students will explore the research process and apply principles of 
evidence-based practice to clinical care delivery. Emphasis will be on search strate-
gies and reviewing and synthesizing best research evidence for integration into 
practice.
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AACN Essential Domain 1: Knowledge for Nursing Practice, Domain 4: Scholarship 
for Nursing Practice, Domain 5: Quality and Safety, Domain 8: Information and 
Healthcare Technologies

�Description of Course Assignment
Students are asked to design a project highlighting an EBP change they developed 
through the critical appraisal of evidence on several topics ranging from alcohol 
treatment to pain management. The objective for this assignment involves students 
defining and assessing the influences of SDOH (cultural, social, environmental, 
and policy), on illness and wellness in nursing at the individual, family, commu-
nity, and societal levels. The project is a culmination of several assignments 
throughout the semester where students are guided in the evaluation of patient 
populations and nursing populations in relation to their social contexts. Students 
construct a poster and written summary before giving a comprehensive presenta-
tion of the EBP change. They are asked how their findings are related to SDOH and 
what can be done in practice to ensure these areas of care are properly addressed. 
Faculty guide students’ thought processes on caring for individuals and popula-
tions of interest in the areas of social, policy, cultural, and environmental aspects 
of health.

�Student Assignment Exemplars (Figs. 5.7, 5.8, 5.9, 5.10, and 5.11)

�Reflection: Faculty
One of the assignments the students completed was a project synthesis of their EBP 
literature research. It was a three-page summary of the multiple worksheets com-
pleted that were designed to develop a clinically relevant research question to 
address areas of nursing practice in need of improvement. Students were asked to 
address barriers to change and community stakeholders that might influence their 
intervention and targeted population. The process of identifying barriers to change 
and making adequate changes for EBP led to expanded conversations about the 
social aspects of care that need to be addressed for individuals who are to benefit 
from the standard of practice achieved through the EBP. Subsequently, students cre-
ated a poster as a final product which they presented in class and further discussed 
their goals in attaining excellence by addressing the SDOH with their EBP project 
for their chosen populations.

Students verbalized understanding the importance of the context of care for indi-
viduals, families, and the larger community. Students were able to grasp the con-
cepts of care coordination and resource management when caring for diverse groups 
and populations in the context of the social, environmental, political, and cultural 
aspects of care after completing this assignment. There were three key takeaways: 
(1) students were able to view the need for social aspects of care in different popula-
tions they explored, (2) students developed a clear direction for identifying the vari-
ous aspects of care involved with the SDOH, and (3) students were able to identify 
barriers related to SDOH and therefore potential solutions for change to enhance 
healthcare interventions in nursing.
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Fig. 5.8  EBP poster
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Fig. 5.9  EBP poster

B. A. Swan et al.



155

Fig. 5.10  EBP poster

5  SDOH in Action: Exemplars of Incorporating SDOH Content in Entry-Level…



156

Fig. 5.11  EBP poster
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�Reflection: Student
Before this class, I only looked at SDOH within population health and health pro-
motion realms. But now I know the possibilities for its use are limitless. Before the 
EBP class, I never realized how SDOH could be used as a tool to make interventions 
better or to appraise scholarly research to ensure you are using the best evidence 
possible. There are applications of SDOH that can be used in every setting and at 
every step in the nursing process and I look forward to utilizing SDOH in my prac-
tice as a nurse.

The first step of the nursing process is assessment. We often think about assess-
ment in terms of doing the physical assessment and taking a comprehensive health 
history, but I believe adding in the SDOH as an assessment tool can be incredibly 
useful. Knowing how SDOH uniquely affects an individual can help better provide 
person-centered care during the course of treatment from admission to discharge. 
An aspect of SDOH I have seen a pattern emerge has been within the cultural aspect. 
While in the clinical setting, I see almost an apprehension or embarrassment of 
black women to ask for pain medications. A refrain I have heard repeatedly has 
been, “I’m not a junkie”. I have to believe these women have had bad experiences 
in healthcare or the providers have not believed them when they were in pain in the 
past. I will make sure going forward that when I am discussing plan of care with 
individuals to stress pain management is an important goal we should work on 
together and that there are tools available to help meet those goals, including phar-
macological. It is my goal that by normalizing this, patients will not feel apprehen-
sive about asking for something they need.

�Undergraduate Nursing Honors Program

Caroline Kee and Nicholas A. Giordano

�Background
The delivery of safe high-quality care depends on the effective implementation and 
sustained evaluation of evidence-based practices by nurses practicing across care 
settings. However, to effectively do so, nurses of all licensures must be adequately 
prepared to interpret clinical research findings and, if needed, engage in the con-
duct of research. Therefore, nurse scientists in academic settings are well posi-
tioned to not only support nursing students cultivate an interest in research but also 
to assist them in understanding how to systematically assess the impact social 
determinants of health have on care outcomes across diverse patient populations 
utilizing systematic research approaches. This exemplar outlines one longitudinal 
assignment that achieves the dual objectives of engaging future nurses to develop 
the skills needed to interpret and engage in clinical research while simultaneously 
systematically examining differences in clinical outcomes based on social determi-
nants of health.
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�Course Description
The Honors Program at NHWSN provides a challenging academic experience for 
the most intellectually gifted, motivated, and inquisitive BSN students. Students in 
the Honors Program explore issues that are relevant to nursing and society at an in-
depth level. Honors Program participants build a dynamic network through cohort 
and mentoring methods of inquiry. Throughout their experience, Honors students 
have opportunities to develop skills related to the School of Nursing’s core values: 
excellence, collaboration, social responsibility, innovation, and leadership. Honors 
students conduct research or a scholarly project, write a thesis and present their 
work. Honors students complete a series of four courses that prepare and support 
them to conduct an exemplary thesis project. Each semester the student works with 
a faculty mentor on iterative components of the thesis (e.g., refining the research 
question, reviewing the literature, outlining methods used, data collection, conduct-
ing data analyses, and synthesizing results). The resulting product from this course-
work is an abstract submitted to an academic research conference. Collectively, 
these courses and their cumulative assignment work align with the American 
Association of Colleges of Nursing’s Essentials for nursing education [1].

AACN Essentials Domain 1: Knowledge for Nursing Practice

�Description of Course Assignment
The longitudinal nature of this assignment affords a unique opportunity to forge the 
next generation of BSN-prepared nurses who are prepared to prioritize research in 
their daily practice. After enrolling in the course, students are introduced to faculty 
and their research over a series of meet and greets in the first 2 weeks of the class. 
Faculty provide 10–15 min introduction of their research interests to the students 
and potential projects students can engage in over the course of four semesters. 
Next, students initiate coffee talks with faculty that align with their interests to dis-
cuss in detail what research project involvement would look like. Faculty identify 
students that they prefer to work with throughout the multipart course and agree to 
meet regularly to review student progress (e.g., every other week for 30 min). Each 
week students meet with their course faculty and classmates to gain foundational 
knowledge on research methods in tandem to applied research experience with fac-
ulty mentors.

Any research-based assignment can actively aid future clinicians to better recog-
nize the root causes that affect both individual and population health. Specifically, 
this course-related assignment aligns with enabling students to explore the contribu-
tions of social factors and policies that contribute to health and wellness among 
patient populations that have historically been systematically marginalized from 
receiving evidenced-based pain management [25, 26]. Exploring how patients’ rela-
tionships and interactions with health systems, specifically the clinicians within 
them, may impact health outcomes provides students with a data-driven approach to 
identifying systemic challenges faced by patients before entering clinical practice 
themselves and risk perpetuating similar biases. For example, in the assignment 
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below the student examines through data potential differences in pain management 
provided to patients living with substance use disorders by race. These social factors 
can also be influenced by policies within the health system, such as limiting the 
amount of opioid medication dispensed based on pain scores. When paired with 
under assessment of pain, specifically among Black and African American patient 
populations, this may result in the misapplication of policies that systemically 
reduce the pain medication dispensed to alleviate pain in acute care settings com-
pared to among non-Hispanic white patients [27]. Importantly, findings that these 
disparities persist can help inform the future implementation of multidimensional 
pain assessment, which focuses on pain’s impact on functioning rather than inten-
sity scores alone [28]. This assignment provides an exemplar of how to utilize data 
to help students identify how social determinants of health impact clinical care and 
subsequently patient outcomes, in the context of pain management.

�Student Assignment Exemplar
Below is one example of a student assignment that demonstrates the student’s 
emerging expertise in conducting research with a focus on SDOH. In this situation, 
a student had expressed interest in gaining experience conducting research with 
individuals diagnosed with substance use disorder and understanding how care 
needs differ in this patient population across segmented demographic presentations. 
At the time, the faculty mentor was leading a retrospective study using a large health 
record data repository examining demographic and clinical presentations among 
patients readmitted within 90 days after undergoing surgery due to an orthopedic 
injury. The student worked with the faculty member to leverage this data source to 
identify a subsample of individuals who were injured and had a co-occurring sub-
stance use disorder diagnosis. The student was able to successfully identify a sub-
sample and examine differences in pain management treatment between patients 
with substance use disorder who identified as Black compared to those who identi-
fied as white. A summary of this mentored research investigation can be found below:

Background: On average, each year 8.9 million opioid prescriptions are dispensed to 
3.9 million patients in the United States. Despite this volume of opioids pre-
scribed, there is a disproportionate distribution and access to opioids across 
patients of different races and ethnicities. The average dose of prescription opi-
oids was 36% lower among patients who identified as Black than white patients 
according to Medicare claims from 2016 to 2017. These differences are due to the 
explicit and implicit bias of clinicians and the incorrect belief that Black patient 
populations feel less pain than White patient populations. Yet, pain levels do not 
significantly differ between patients who are Black and patients who are white. 
Nine percent of the United States population lives with a substance use disorder 
(SUD). Overall, patients with substance use disorder often report increased pain 
scores, lengthy hospital stays due to pain, and slower pain resolution. Considering 
the increased pain management needs of patients with substance use disorder and 
the mistrust often reported among patients and their interactions with clinicians, 
pain may be inadequately managed in patients most affected by it.
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Objective: This retrospective study aimed to identify the compounding influences of 
race and substance use disorder in prescription opioid doses to patients with 
orthopedic injuries seen at one of the largest level 1 trauma centers in the nation 
from. Specifically, this work compared the doses of prescribed opioids following 
orthopedic trauma between patients with substance use disorder who identified 
as Black or African American compared to patients with substance use disorder 
who identified as white.

Methods: This study utilized health record data from 1410 patients seen at a level 1 
trauma center between 2018 and 2020 presenting with orthopedic injuries. 
Demographic and clinical characteristics, including average pain scores, were 
collected from the health records. All opioid medication utilized during hospital-
ization and received at discharged were tabulated and transposed as morphine 
milligram equivalents (MME). Separate multivariable generalized linear models 
were constructed to compare opioid medication dosage during hospitalization 
and at discharge between Black and white patients while adjusting for age, sex, 
injury severity, surgery, length of stay, and comorbidities.

Results: In progress.
Conclusions: In all healthcare systems, nurses are patient advocates. Due to the 

subjectivity of pain, it can be difficult to adequately manage pain without the use 
of nurse-led pain assessments. As patient advocates, nurses have the duty to 
strive for effective pain management for all of their patients by leveraging data 
from their routine pain assessments to inform the delivery of evidence-based 
optimal pain management from prescribers. With this research, we can develop 
tailored, clinician-focused education to reduce potential biases in prescribing to 
Black and White patients with SUDs presenting with orthopedic trauma. As 
nurses, we can recognize the likely bias among prescribers for our patients and 
work to ensure they do not affect pain management. By first illuminating existing 
differences in access to prescriptions across patients of various races, with and 
without substance use, we can help inform future nurse-led efforts, such as rou-
tine and unbiased pain assessments. These efforts can inform interventions and 
policies capable of narrowing health disparities.

�Reflection: Faculty
Working with the student on this assignment enabled the faculty member to learn 
from the student on best approaches for mentoring emerging scholars, advance his 
program of research while simultaneously incorporating a new line of inquiry cen-
tered on characterizing disparities in pain treatment based on individuals living with 
substance use disorders. For example, in the conduct of this work the faculty mem-
ber was able to receive feedback from the student on the best structure and fre-
quency for meetings as well as how best to help the student form foundational 
knowledge on this subject area. This included designing, in partnership with the 
student, a monthly journal club to review and discuss articles on racially influenced 
disparities in pain assessment and management, pathophysiology of opioid-induced 
hyperalgesia, and stigma toward individuals living with substance use disorders. 
This work also helped the faculty member to illustrate the need for targeted 
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clinical-level interventions to enable nurses to better assess pain among individuals 
with substance use disorders, across races, presenting in emergency department set-
tings so as to inform the delivery of optimal multimodal pain management. This 
student-initiated effort also served as an opportunity to engage and collaborate with 
other senior investigators with dedicated programs of research centered on health 
disparities. This assignment is replicable to other faculty conducting research at 
academic health centers or community practice facilities with access to electronic 
health records. Faculty at other institutions can consider designing partnerships 
with faculty, clinician scientists embedded in health systems who are often already 
conducting research and quality improvement work, and students to advance emerg-
ing scholars’ understanding of health disparities.

�Advanced-Level Nursing Education Exemplars

�Advanced Health Assessment

Amy Becklenberg, Elizabeth Downes, Autherine Abiri,  and Maria-Bernarda Saavedra

�Background
Advanced Practice Registered Nurses (APRNs) are in an ideal position to assess and 
address the social determinants of health (SDOH). Many APRNs work in communi-
ties in primary care settings, including federally qualified health centers, school-
based health centers, and nurse managed centers. In these settings, APRNs are often 
in close proximity to where people “are born, live, learn, work, play and worship” 
[29]. In addition, APRNs can build trusting relationships with individuals and their 
families, with frequent encounters over many years. Equipping APRNs with the 
skills of assessing and addressing SDOH is essential for mitigating health disparities. 
The Advanced Health Assessment course is an ideal time for APRN students learn-
ing to incorporate assessing and addressing SDOH during every encounter.

�Course Description
NRSG 544  Students enrolled in Advanced Health Assessment have a didactic lec-
ture each week that focuses on one body system. For example, the first body system 
assessment discusses assessment of the Head, Eyes, Ears, Nose, and Throat 
(HEENT). The next week’s lecture covers assessment of the neurologic system. The 
following week, assessment of the musculoskeletal system is the focus until assess-
ment of all body systems has been taught.

AACN Essentials Domain 2: Person-Centered Care

�Description of Course Assignment
Weekly SOAP Note Assignment  As part of the Health Assessment Lab require-
ments, students are required to document their findings in the form of a Subjective, 
Objective, Assessment, and Plan (SOAP) note. Weekly lab scenarios are written 
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at the problem focused level and students are required to address the following 
items for their SOAP Note Assignment each week (SDOH Framework Social 
Pillar).

The social pillar of the NHWSN SDOH Framework is addressed in each SOAP 
Note assignment submission. While the social history that students are required to 
gather from their “patient” in lab each week is not extensive, it reinforces the impor-
tance of assessing social determinants such as housing, social support, and employ-
ment, which may also provide insights into the individual’s level of education, 
financial resources, language and health literacy and access to healthcare.

APRN students are taught that gathering a social history is required even for a 
simple episodic visit for a complaint such as headache or allergic rhinitis. When 
students are required to include a social history each time they document a visit, it 
reinforces the importance of social conditions when providing effective care.

Future opportunities for incorporating a more extensive assessment of SDOH 
could include enhancing the prompts within the social history for the environmental 
pillar, assessing the individual’s community environment including green space, 
bike lanes, sidewalks, access to health foods, air pollution, access to healthcare set-
tings, and involvement in faith-based institutions could all be incorporated into the 
social history section of the SOAP note template.

�Student Assignment Exemplars
In the first example, the scenario included a 25-year-old female complaining of an 
earache for the past 3 days. The student included the following social history in her 
documentation:

Social History (SHx)  Patient is a full-time graduate student obtaining her master’s 
in public health and currently lives with two roommates in a three-bed and three-
bath apartment. The patient does not smoke, consume alcohol, or does any illicit/
recreational drugs. The patient notes that she copes with school stress by staying 
active, a combination of cardio and strength training 5–6 days a week. Patient notes 
she likes to cook and eats healthy. She usually likes to have oatmeal in the morning 
with fruit and a cup of decaffeinated coffee. For lunch she will eat grilled chicken 
salad. For dinner, she likes to have the same grilled chicken with broccoli rice and 
beans. Patient drinks a minimum of 2 liters of water every day. Patient notes she is 
sexually active, and her partner always uses a condom. Patient gets an average of 8 h 
of sleep every night. Patient states she has an adequate support system at school, 
home, and from her immediate family.

In the second example, the scenario included a 45-year-old male complaining of 
headaches for 2 days. The student included the following social history in her 
documentation:

Social History (SHx)  Patient has worked at a car shop as a mechanic for the past 
10 years. Recently divorced, lives alone in a one-bed one-bath apartment. Smokes 
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one pack of cigarettes a day for the past 20 years. Drinks two beers every evening 
during the week and more than two beers on weekends. Denies recreational drugs.

�Reflection: Faculty
The NHWSN SDOH four-pillar framework is the ideal model for nursing faculty to 
use when considering further integration of the SDOH into their teaching within the 
Advanced Health Assessment course for enhancing the didactic and lab content. 
Updates to the didactic content could include using the NHWSN SDOH four pillar 
framework during the first lecture of the semester Health History and Interview 
Process lecture. One PowerPoint slide could cover each of the four pillars and the 
lecturer could discuss how each pillar could relate to patient health. In addition, 
students could be required to address the four pillars within their SOAP note assign-
ment each week in lab.

A more robust integration of the NHWSN SDOH four pillar framework into the 
Advanced Health Assessment course for APRN students better prepares APRN stu-
dents to assess and address SDOH during each encounter. The Advanced Health 
Assessment weekly lectures and lab provide a unique opportunity for deeply embed-
ding the importance of an SDOH mindset in our future APRNs. This approach will 
prepare APRNs to confidently embrace their role in forming more supportive rela-
tionships with individuals. It will also help them connect individuals to critically 
important resources within their community, thereby facilitating improvement of 
health outcomes and minimizing health disparities.

�Omics in Health and Disease (PhD Course)

Irene Yang and Stephanie Lee

�Background
Recognizing that health and disease are shaped by multiple, co-occurring, and 
multi-level domains of influence including biological and SDOH with impacts at 
levels ranging from the individual to larger society [30], this course strives to expose 
nurse researchers to the scientific and clinical possibilities of -omics research meth-
ods while incorporating a SDOH research lens [31]. Emphasizing a SDOH research 
lens helps students learn to ensure rigor of study design and prioritize outcomes that 
are contextualized to have the greatest impact on human health.

�Course Description
The course provides a broad overview of various -omic fields of study including 
genomics, epigenomics, metabolomics, lipidomics, and microbiomics. The biology 
and theoretical principles underlying these methods are presented along with their 
application to knowledge discovery, precision medicine/nursing, and the develop-
ment of targeted interventions to improve health outcomes. The collection of speci-
mens, processing of samples, and lab analysis relevant to respective -omics methods 
are also reviewed. Practical, statistical, and ethical challenges related to research 
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design and the gathering and interpretation of big data generated in studies employ-
ing these methods are also discussed. Through this course, students explore the 
possibility of incorporating one or more -omics methods into their own programs of 
research and evaluate and apply evidence-based knowledge about influences of 
social determinants (cultural, social, environmental, and political) on illness and 
wellness as they relate to -omics research.

AACN Essentials Domain 1: Knowledge for Nursing Practice, 2: Person-
Centered Care

�Description of Course Assignment
Throughout the course, students read multiple articles that serve as exemplars of - 
omic methods used in health research studies. Students are required to provide a 
one-page written critique of these articles using the guidelines below. As can be 
seen, students are asked to critically reflect on the study using an SDOH research 
lens. Of special interest is responding to the question—How does this research 
study address one or more social determinants of health (see Emory SON’s Social 
Determinants of Health Framework) and/or have an impact on health equity? OR 
How could this study have been designed to better address a social determinant of 
health or have an impact on health equity?

�Student Assignment Exemplar

Critique of Kris, M. G., Johnson, B. E., Berry, L. D., Kwiatkowski, D. J., Iafrate, 
A. J., Wistuba, I. I., Varella-Garcia, M., Franklin, W. A., Aronson, S. L., Su, P. F., 
Shyr, Y., Camidge, D. R., Sequist, L. V., Glisson, B. S., Khuri, F. R., Garon, E. B., 
Pao, W., Rudin, C., Schiller, J., Haura, E. B., … Bunn, P. A. (2014). Using multi-
plexed assays of oncogenic drivers in lung cancers to select targeted drugs. JAMA, 
311(19), 1998–2006. https://doi.org/10.1001/jama.2014.3741 [32].

The primary objective of this study was to determine the frequency of ten onco-
genic drivers (genomic alterations that impact cancer development and maintenance) 
in patients with lung adenocarcinomas. The secondary objectives were to define the 
co-occurrence of the drivers in a single tumor, use the data to select targeted treat-
ments, and measure survival. Participants included in the study were required to have 
a stage IV or recurrent lung adenocarcinoma diagnosis with a Southwest Oncology 
Group (SWOG) performance status between 0 and 2 (0 meaning asymptomatic, 1 
meaning symptomatic but fully ambulatory, and 2 meaning symptomatic but in bed 
less than 50% of the day). In addition to evaluating the study’s purpose, methods, and 
analysis approach, this critique evaluates the article through a social determinants of 
health (SDOH) lens. Unfortunately, this study essentially ignores any considerations 
about SDOH, particularly with regard to the social and environmental conditions that 
influence health. In my opinion, this is a significant limitation. First, the authors fail 
to consider the influence of SDOH on the genomic milieu of a tumor. Environmental 
exposures, for example, may drive genetic alterations underlying cancer 
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development yet environmental exposure factors considered in this study were lim-
ited to smoking history. The study did not consider critical exposures like second-
hand smoke or occupational exposures like coal mining.

Second, the failure to consider social conditions in the design of this study 
severely limits the generalizability of study findings. Factors like racism, ethnicity, 
financial status, education, and occupation were not discussed. Financial status and 
education are two important factors that influence how a patient might approach 
cancer screening and treatment. Lack of health insurance or low health literacy pres-
ent barriers to care making it unlikely for some to have been eligible to participate 
in this study. For this study, participants were only recruited from large academic 
medical centers, excluding anyone who did not receive cancer treatment at a large 
academic medical center. Rural populations often experience barriers to care due to 
distance from medical centers. The study could have recruited participants from 
smaller community hospitals in different parts of the country to see how and if 
oncogenic drivers differ in populations that might not have access to large academic 
medical centers. By ignoring SDOH factors, the authors fail to account for potential 
confounding factors that could be relevant, and they ignore ethical concerns about 
access to care and to clinical trials. This critique highlights the importance of SDOH 
considerations in the design and interpretation of clinical research.

�Reflection: Faculty
This exemplar represents one example of how an SDOH lens was incorporated into 
the curriculum. A key objective of the course was for students to be able to effec-
tively critique -omics research studies using an SDOH lens. This was the first jour-
nal critique of the semester and the featured student received encouraging comments 
for her ability to critique the study clearly, and thoughtfully in terms of its design, 
SDOH considerations, and conclusions.

The instrumental value and technological novelty of -omics methods fre-
quently lend itself to studies focused on physiologic mechanisms without the 
context of broader SDOH. This course encourages intentional reflection on the 
intersection of -omics research and SDOH, preparing students to not only effec-
tively critique -omics-related literature, but also to think through how studies 
utilizing -omics methods can be designed to elucidate biological mechanisms 
underlying the association between SDOH and disparate outcomes.

�Reflection: Student
Throughout my entire PhD program, the values of health equity and equality have 
been woven into every class and prioritized as a crucial component of my education. 
Yet I was surprised to have these concepts as a focus of my -omics course, which to 
me is more “bench science” focused than other nursing courses. This course helped 
me learn to critically evaluate research articles with clear guidelines, and I appreci-
ated how intentional course instructors were about asking students to critically 
evaluate and find the intersection of -omics techniques and SDOH. Not only did I 
learn new -omics-related vocabulary and methods, but my thinking also expanded 
to see the connection between the two and how -omics research can be designed to 
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answer and explain biological or physiological mechanisms that contribute to health 
disparities. This course represents the best part about nursing research: its ability to 
negotiate the intersection of many different areas of science in a way that sets the 
foundation for creating evidence-based nursing practice, promoting equitable treat-
ment of all people, and producing optimal patient outcomes.

�Analysis of Complex Systems for Populations and Organizations 
(DNP Course)

Susan L. Swanson and Rebekah Elting

�Background
Healthcare is challenged by complex interrelationships and difficult problems, 
including SDOH inequalities such as food, financial and housing insecurity, educa-
tion, structural conflict, and access to affordable and equitable healthcare. Advanced 
practice nurses and those at the frontlines of healthcare are in a pivotal position to 
assess for SDOH and positively address factors contributing to patient and popula-
tion health disparities and inequities. Systems thinking offers a holistic approach to 
complex problem solving directed toward transformative and sustainable change for 
individuals, populations, and organizations.

�Course Description
NRSG 712  Analysis of Complex Systems for Populations and Organizations 
exposes students to complexity theory and systems thinking with a special focus on 
addressing issues in healthcare organizations and vulnerable populations. Students 
holistically evaluate a variety of problems by examining the interactions between 
parts of a system and how their emergent behaviors produce often unpredictable 
results in dynamic settings. By looking for the simple rules that underly all complex 
adaptive systems, learners will be able to frame and present strategies to transform 
care in a variety of domains (micro, meso, and macro), including those factors influ-
encing SDOH, such as economic, social, educational, geographic, and structural 
challenges. By the end of the course, students should be better positioned to sys-
temically identify and approach problems and solutions within their own organiza-
tions, projects, and course case studies, with more creativity, adaptability, and 
clarity for the implications of SDOH among vulnerable populations.

AACN Essentials Domain 7: Systems-Based Practice

�Description of Course Assignment
This final assignment is asking you, as a systems thinker, to build upon, translate, 
and synthesize what you have learned in this course in a 7–10 min Zoom poster 
presentation. The poster should reflect the culmination of the work you have done, 
and feedback received from prior assignments and relevantly incorporate SDOH 
implications. For those unfamiliar with the value of a poster presentation, this is one 
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of the most common ways you will communicate your work in an academic setting. 
A good poster makes a quick visual impression of the main takeaways of your work. 
It allows you to gain interest from others in your work and to network with like-
minded or similarly positioned professionals who may help you promote your story 
and/or influence your work/practice/specialty. Please adhere to the following 
guidelines:

The poster sections in the template are categorically structured to assure you 
address the required elements for this assignment, which include:

•	 Statement of the problem
•	 Introduction
•	 Background
•	 Archetype
•	 Causal loop diagram
•	 Theoretical framework
•	 Discussion and recommendations
•	 Conclusion
•	 References

Students are welcome to alter the poster format based on the needs of their own 
work and their own creative approach. While your narrative is important, the key 
takeaways should be briefly presented in each section so that an uninformed observer 
is able to garner key points and easily interpret the issue, significance, opportuni-
ties, etc.

�Student Assignment Exemplar (Fig. 5.12)

�Reflection: Faculty
While many advanced practice nurses recognize they work within systems of 
care, having students evaluate contributing causes to the fatal medication error 
in a case study assignment, helped the instructor determine their level of sys-
tems and SDOH knowledge and complex problem-solving skills, early in the 
course. This group assignment set the stage for the scaffolding of follow-on 
assignments that incorporated SDOH and the students’ problem area of interest. 
The early opportunities to analyze their own “wicked problems” (with consider-
ation for SDOH), made students feel more engaged in applying the systems 
constructs learned in the course. In addition, students enjoyed two synchronous 
sessions with guest speakers discussing their systems approach to wicked prob-
lems in their hospital system and in another global community. These real-world 
examples enabled students to hear about transformative change in highly com-
plex systems that came about by using the principles and tools they were learn-
ing in the course. The final poster presentation by the students and their peers 
served as an affirmation of their enhanced systems thinking knowledge and 
competencies. Incorporating complexity science and systems thinking as part of 
the core DNP curriculum, faculty are in a pivotal position to help advanced 
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Fig. 5.12  Student poster presentation
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practice nurses and those students on the front lines of healthcare, assess for 
SDOH and implement evidence-based approaches that constructively address 
factors contributing to the health disparities and inequities affecting patient and 
population health outcomes.

�DNP Scholarly Project

Melissa A. Poole-DubinPhyllis Wright,  and Jill B. Hamilton

�Background
Through a scholarly project focused on meeting the AACN Essentials (2021), as 
well as integration of SDOH, the student pursued important indicators that affect 
populations and began molding the focus for future practice. The multi-semester 
DNP project builds upon the semester before, develops tools for scholarly work, 
dissemination of information, and promotes healthcare transformation for the prac-
tice students to enter post-graduation.

�Course Description
NRSG 715, 716, 717, 721  The Doctor of Nursing Program at NHWSN provides a 
stepwise approach to guide students through their chosen scholarly project across 
four semesters. Students begin with identifying a purpose for the project by building 
a foundation through scholarly literature search and appraisal, analyzing system-
driving factors, and linking these factors to a theory or framework. The second 
semester continues with project development guided by the SDOH. Students estab-
lish a site-specific project plan while collaborating with a sponsoring clinical/com-
munity partner and supported by a faculty mentor. Semester three continues with 
project implementation and a continued focus on SDOH. Project findings describe 
how effective the intervention is with alleviation of the problem and the influence of 
SDOH on the population addressed.

�Description of Course Assignment
The DNP student’s project applied evidence and evaluated the influences of SDOH 
on health outcomes. The NHW SDOH Four Pillar Framework provided a lens that 
examined the social, cultural, environmental, and policy conditions that impact the 
overall health at the individual and community levels, and whether these impact 
outcomes positively or negatively [23]. Including these conditions opens the oppor-
tunity to reach across familiar SDOH conditions and create a new understanding 
beyond archetypal conditions encountered and addressed in real-world nursing 
experience. The SDOH lens broadens the student’s consideration of health chal-
lenges and outcomes when considering project goals as well as future practice ini-
tiatives. Instead of a common focus on physical aspects that create health 
opportunities or disparities, this project considered intangible contexts during proj-
ect development, implementation, and evaluation. This foundation in SDOH leads 
to transforming healthcare to reach individual and population-level healthcare 
opportunities, access, and equity.
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AACN Essential Domain 2: Person-Centered Care, Domain 4: Scholarship for 
Nursing Practice, Domain 7: Systems-Based Practice

�Student Assignment Exemplar
The DNP project explored the perceptions of hospital-based social support among 
African American women with breast cancer. A secondary analysis of previously col-
lected open-ended interviews guided this exploration of perceptions of social support 
groups among African American women with breast cancer. These interviews also 
provided insight into the low participation rates of hospital support group participa-
tion among these women. This qualitative analysis gave voice to the experiences of 
African American women with breast cancer. The experiences of these women also 
informed the larger body of quantitatively generated evidence that reports low num-
bers of African American women in hospital-based cancer social support groups.

Aim  To better understand the perceptions African American women diagnosed 
with breast cancer have for hospital-based support groups and if those perceptions 
dissuade participation in these groups.

Design  A qualitative descriptive design including criterion sampling, open-ended 
semi-structured interviews, and qualitative content analysis was used to guide this 
exploration.

Methods  A qualitative descriptive design including criterion sampling, open-
ended semi-structured interviews conducted between 2013 and 2020, and qualita-
tive content analysis was used to guide this exploration.

Results  Four themes related to perceptions of support groups emerged which 
included (a) social support from naturally occurring social networks, (b) the type of 
support from naturally occurring networks, (c) hospital-based support groups per-
ceived as negative and lacking optimism, and (d) community-based support groups 
perceived as grounded in spirituality and humor.

Conclusion  These breast cancer survivors perceived that hospital-based support 
groups were symptoms-based, focusing on grief, pain, and discontent around cancer 
which they perceived as negative experiences. In comparison, perceptions of African 
American community-based support groups were perceived as positive, spiritually 
grounded, finding purpose in the experience, and humor.

Impact  Tailoring hospital-based support groups for underserved populations takes 
a holistic person, community, and culturally focused approach, benefiting not only 
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the physical component but also the emotional, mental, and spiritual aspects of sur-
vivorship. African American breast cancer survivors in these interviews highlight 
the impact of community partnerships on individual health outcomes.

�Reflection: Faculty
I have been principal investigator and led a series of studies to better understand the 
social and cultural conditions that influence health outcomes among African 
American cancer survivors. These studies have generally focused on the ways in 
which African Americans rely on support from family, friends, and their faith in 
God to persevere the struggles during life-threatening illnesses. My experience to 
date with nursing graduate students has generally been with PhD students, however, 
it was an absolute delight to work with Melissa on this DNP project.

I was introduced to Melissa through a faculty colleague who had a student inter-
ested in incorporating SDOH into a DNP project. Melissa expressed to me at our 
initial meeting of her interest in exploring the relevance of hospital support groups 
for African American women with breast cancer. I remembered hearing comments 
from the women I had interviewed in a previous study and thought there might be 
enough information in that data set to explore that topic. The majority of the women 
in this group were recruited from a breast cancer support group so we anticipated 
that at some point, they had experience with a community support group, a hospital-
based support, or both. Our initial steps were to download the interviews of the 
women with breast cancer and construct a table to capture women’s responses to 
whether a hospital-based support group or community support group was used at 
any time during or after treatment for breast cancer. We also wanted to capture these 
women’s responses to their experiences with these support groups. Working col-
laboratively, Melissa and I analyzed the data and presented the findings in the four 
related themes. These themes described the experiences of these African American 
breast cancer survivors’ experiences with hospital-based support groups and rea-
sons why community support groups were more desirable. Melissa disseminated 
the findings from this qualitative analysis into three poster presentations, one of 
which received an award. She is now in the process of submitting the findings from 
her DNP project as a manuscript in a peer-reviewed journal.

As a nurse scientist, I learned a lot from this experience. One lesson learned 
was that the findings from my research using qualitative methods can be used not 
only to explain associations among variables but to better understand patient 
responses to programs implemented in clinical settings. A better understanding of 
the relevance of implemented programs for diverse populations contributes to the 
healthcare system’s ability to provide optimal care and health outcomes for all 
patients. A second lesson learned was that DNP students can be educated on 
SDOH content through the lens of patient experiences in ways not available 
through other means. Researchers and Clinicians generally focus on social condi-
tions as SDOH conditions, ignoring cultural and social environmental conditions. 
Explorations of patient experiences enable us to broaden our perspective on those 
conditions that shape the care given and ultimately health outcomes for diverse 
patient populations.
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�Reflection: Student
During this DNP project, I worked with a faculty mentor and subject matter expert 
who guided my learning and project milestones. A close working relationship with 
the subject matter expert guided me through the project, data interpretation, and 
manuscript writing. Although the subject matter expert had previously collected the 
interviews through clinical/community partners, I had the opportunity to learn from 
this expert how critical these individuals were to accessing underserved popula-
tions, understand the unique perspectives of SDOH affecting health outcomes, and 
appreciate the impact this work has within the community.

�Simulation for Entry- or Advanced-Level Nursing Education

�Compassionate Care and Respectful Communication: 
SDOH and DEI

Wendy Gibbons, Lalita Kaligotla, Beth Ann Swan, Sofia Biller, Isabella Upchurch,  
and Dejuan Charles

�Background
This simulation scenario was prepared in collaboration with students and based on 
students’ reflections about a real experience they encountered during a community, 
clinical immersion experience. Upon completion of the immersion, students were 
asked to submit a written assignment reflecting on an experience that they encoun-
tered during their immersion and lessons learned from the experience. For this 
reflective writing assignment, students were provided specific instructions and 
guidelines to reflect on a “small moment” that they encountered and what larger 
lessons they drew from it. Students chose to center their reflections on the experi-
ence of a patient. This simulation is based on the students’ account of what they 
witnessed and their processing of how the healthcare system could have served the 
needs of this patient better. Learners will experience structural competency “the 
ability of healthcare providers and [students] to appreciate how symptoms, clinical 
problems, diseases and attitudes toward patients, populations, and health systems 
are influenced by ‘upstream’ social determinants of health”.

�Simulation Description
Course name SDOH/DEI Simulation Scenario: 

Respectful Communication and 
Compassionate Care

Location Emory Nursing Learning Center
Scenario title SDOH/DEI: Addressing implicit bias, 

microaggressions, and structural racism 
in maternity care

Total session/event run time
Pre-briefing run time 15 min (with trigger warning)
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Scenario run time 10 min (and consider 10 min slow 
motion)

Debriefing run time 30 min
Number of participants 4–6
Learner type □ Novice □ 

Advance 
Beginner

□ 
Competent

□ Proficient □ Expert
Learner level □ Nursing 

Undergraduate
□ Nursing Graduate 
(adapt/update)

□ Other: potential for practicing nurses
Patient information
Name: Brianna Healey Age: 18 Gender: 

female
Height: 5′7″ Weight: 175 DOB: 

01/02/2004
Provider: South OB/Gyn Room #: 4 Code 

Status: Full
Allergies: None
Past Medical History: non-contributory/negative
Past Surgical History: tonsillectomy at age 7
OB History: G1 P0000 at 38 weeks estimated gestational age. Her prenatal care was significant 
for a positive test for chlamydia at new OB visit with a negative test of cure 8 weeks later. All 
other labs are normal, negative GBS. She had 2 ultrasounds that confirmed dates and revealed a 
normal anatomy.
Social History: Brianna Healey is an 18 years ago. African American female who has 
completed the 11th grade. Her partner/FOB plans to help with the baby, patient’s mother is the 
primary support person and Brianna, and the baby will live with her mother. Brianna has 
Medicaid insurance and is not currently working.
Medications: Prenatal vitamins
Learner Shift Report: Today is Friday, Ms. Healy (Brianna) was admitted to the hospital 
Wednesday evening for a medical induction of labor. Brianna is being induced for elevated 
blood pressure (gestational hypertension). Her last cervical examination was 2–3 cm, 70% 
effacement, and −3 station. As you enter the room, you notice she is crying, sweating, and 
stating she is feeling unremitting pain from the contractions. She states she has asked 
repeatedly for medication to help with the pain from the contractions. Brianna states she was 
told by the previous nurse that most women do not complain of this much pain when they are 
only 2–3 cm dilated. She asks you to please help. Her obstetrician stops by and advises her that 
if she does not make significant cervical change, she will need to have a cesarean delivery. 
Brianna tells him she is in so much pain and does not know how much longer she can tolerate 
the contractions without some help. Brianna agrees to an epidural, and you and your nurse 
preceptor notify the anesthesiologist and prepare the patient and room for the epidural 
placement.
Evaluation of experience □ Paper □ Online
Materials used during session □ Yes □ No
Laminated copy of the shift report
SP for the laboring patient
SP for the nurse/student nurse
Nursing faculty/CRNA student as the anesthesiologist
IV fluid
IV tubing
IV pole
Simulated IV site on SP patient’s arm
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Epidural tray
LDR bed
Fetal monitor
BP cuff
Stool/chair for patient’s feet during the procedure

Post-session/Event Requirement/Assignment
Written guided reflection about personal experience/encounter with 
discrimination:

Ask each student to share a short example of a time that they felt they were dis-
criminated against or treated unfairly. And then ask the following questions:

•	 How did it feel?
•	 What sort of an impact did it have on you?
•	 How did you cope with that experience?
•	 What did you learn from it?
•	 Did it change how you treat others? How?

Overall Goal of Session/Event
Learners begin to understand the individual perspectives and healthcare experiences 
of persons of color and address implicit bias, microaggressions, and structural rac-
ism impair communication and compassionate care.

Specific Learning Objectives
At the end of the simulation, participants will be:

•	 Describe relevant SDOH influences (identify related SDOH pillars) on physical 
or mental health from scenarios.

•	 Identify specific behaviors within the scenario that impede inclusive healthcare.
•	 Identify resources and strategies within your practice facility that specifically 

address inappropriate and unacceptable behavior (code of conduct).
•	 Training on how to advocate for the patient and explain how culturally compe-

tent and respectful healthcare can influence patient outcomes.
•	 Identify patient education strategies to help the patient feel empowered to be a 

self-advocate (is asking for another provider possible, situational awareness).
•	 Discuss options for students to address SDOH/DEI concerns in real time during 

and following experience.
•	 Explore contextual considerations, for example, consequences of speaking up 

versus not speaking up), differing contexts of rural and urban healthcare, and 
evidence-based approaches (even if the situation/experience may lead to an ini-
tial sense of powerlessness, we can try to advocate for change over time, with 
greater awareness and persistence).
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Brief Summary of Simulation Scenario
The nurse and student have notified the anesthesiologist of Ms. Healey’s status and 
her desire for an epidural. The anesthesiologist is also told Ms. Healey may need a 
cesarean delivery. The anesthesiologist walks into the room and immediately says 
he probably can’t do the epidural because she’s moving too much. The anesthesiolo-
gist treats her roughly and does not inform her what he is doing so she is unprepared 
when he touches her or sticks her with a needle. The anesthesiologist speaks sharply 
to the patient throughout the procedure criticizing her for movement and not assist-
ing them.

�SDOH Pillars Relevant to the Case Include: Social, Cultural, Policy
Knowledge and Skills Needed: Training on microaggressions, health equity, and 
compassionate care.

Preparation Work Required Before Simulation: Students must complete SDOH 
Canvas Training Site.

The Deadliest US State to Have a Baby—https://video.vice.com/en_us/video/
the-deadliest-us-state-to-have-a-baby/5f441ac21f3552013a5c7385 [33].

Hoffman, K., Trawalter, S., Axt, J., & Oliver, N. (2016). Racial bias in pain 
assessment and treatment recommendations, and false beliefs about biological dif-
ferences between blacks and whites. PNAS, 113(6). https://www.pnas.org/content/
pnas/113/16/4296.full.pdf [25].

Resource Book: Hossain, A. (2021). The pain gap. New  York: Simon and 
Schuster [34].

Scenario Setting: A LDR room in a rural county hospital that serves a diverse 
population.

Pre-Briefing: This is an “observation only” simulation, however, pre-briefing 
needs to include a warning of potentially triggering behaviors.

•	 Confidentiality
–– Do not discuss the content of the scenarios following the simulation session 

to preserve the realism of the scenarios used and to provide an equitable learn-
ing experience for each student.

–– Maintain confidentiality with respect to actions, performance of participants, 
facilitators, and observers.

•	 Establish a “fiction contract” with participants. The simulation has been made to 
be as “real” as possible within resource and technology constraints. Participants 
should try to suspend disbelief and participate fully with an open mind and posi-
tive attitude.

•	 Provide patient information to participants.

Learner Information: As described in the learner shift report.
Patient Information: As described above in the patient information.
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Relevant Physical Assessment Information

Neuro: Normal, alert, oriented × 4
Respiratory: resp rate 22, lungs CTA A&P
Cardiovascular: HR 90, RRR w/o murmur
Gastrointestinal: Normal, normal bowel sounds
OB: gravid abdomen, continuous EFM. FHT’s 140, moderate variability, + accels, 

neg decels. Contractions q2–3 min × 60 s, palpate 2–3+. Vertex by Leopold’s
Cervical exam 2–3/60%/−3
Urinary: Voiding without assistance or difficulty
Skin: Intact
IV: Patient, L forearm, site clear. Oxytocin for induction infusing at 12 mu/min 

via a pump
Latest Vital Signs: Temperature: 37.6-90-22 Blood Pressure 142/92

Scenario Progression

State (i.e., initial 
and time)

Patient parameters (i.e., vital 
signs and pain level)

Student 
expectations

Cues/prompts/to help 
progress scenario

Initial/0–5 min BP:
HR:
RR:
O2Sat:
Temp:

Operator:
Faculty:

BP:
HR:
RR:
O2Sat:
Temp:

Operator:
Faculty:

BP:
HR:
RR:
O2Sat:
Temp

Operator:
Faculty:

Labs/diagnostics/radiology/EKG results available during simulation: N/A.

Equipment/Supplies/Setup/Moulage

Laminated copy of the shift report
SP for the laboring patient
SP for the nurse/student nurse
Nursing faculty/CRNA student as the anesthesiologist
IV fluid
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IV tubing
IV pole
Simulated IV site on SP patient’s arm
Epidural tray
LDR bed
Fetal monitor
BP cuff
Stool/chair for patient’s feet during the procedure

Roles  Scripts for each role and who will play the role

•	 L&D nurse
•	 Nursing student
•	 Patient (SP)
•	 Anesthesiologist

Debriefing

•	 Reinforce that information is confidential and for the purpose of learning.
•	 How did it feel?

–– Encourage students to express their thoughts or reactions to the scenario.
–– After students express their feelings, guide them to reflective learning.
–– Encourage students to describe SDOH pillars that were uncomfortable 

for them.
•	 What went well?

–– If needed and/or time allows, start from the beginning, and talk the group 
through the experience.

–– Encourage students to reflect on their performance as an individual and, if 
relevant, as a team/leader/follower.

–– Reinforce positive behaviors.
–– Use concrete examples and outcomes as the basis for inquiry and discussion.
–– Encourage students to ask questions or clarifications of application of SDOH 

pillars in their assessment and proposed interventions.
•	 Review objectives and ask students how they met the objectives.
•	 What could be done differently?

–– If they were to encounter this situation in clinical practice, what would they 
do differently?

•	 “Take-aways”
–– Lessons learned from the simulation experience
–– “A-HA” moments

•	 Close debriefing
–– Acknowledge everyone’s participation
–– Thank participants
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Other Debriefing Guided Questions

•	 How did you feel throughout the simulation experience?
•	 Describe the objectives you were able to achieve.
•	 Which objectives were you unable to achieve (if any)?
•	 Did you have the knowledge and skills to meet objectives?
•	 Were you satisfied with your ability to work through the simulation?
•	 To Observer: Could the nurses have handled any aspects of the simulation 

differently?
•	 What did the team feel was the primary nursing diagnosis?
•	 How were physical and mental health aspects interrelated in this case?
•	 How were SDOH pillars interrelated?
•	 Identify takeaways/insights on differential experiences of patients in navigating 

the healthcare system (depending on socioeconomic and demographic character-
istics, or depending on health/disease conditions, etc.)

•	 Discuss ways in which healthcare professionals can work to create more inclu-
sive and equitable conditions in healthcare systems.

•	 What were the key assessments and interventions?
•	 Is there anything else you would like to discuss?

�AACN Essentials

�Domains/Competencies/Sub-competencies
Domain 2: Person-Centered Care

2.1 Engage with the individual in establishing a caring relationship.
2.1a Demonstrate qualities of empathy.
2.1b Demonstrate compassionate care.
2.1c Establish mutual respect with the individual and family.

2.2 Communicate effectively with individuals.
2.2a Demonstrate relationship-centered care.
2.2b Consider individual beliefs, values, and personalized information in 
communications.
2.2c Use a variety of communication modes appropriate for the context.
2.2d Demonstrate the ability to conduct sensitive or difficult conversations.
2.2f Demonstrate emotional intelligence in communications.

Domain 5: Quality and Safety

5.3 Contribute to a culture of provider and work environment safety.
5.3d Recognize one’s role in sustaining a just culture reflecting civility and 
respect.
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Domain 6: Interprofessional Partnerships

6.1 Communicate in a manner that facilitates a partnership approach to quality care 
delivery.

6.1d Articulate impact of diversity, equity, and inclusion on team-based 
communications.
6.1e Communicate individual information in a professional, accurate, and 
timely manner.

6.4 Work with other professions to maintain a climate of mutual learning, respect, 
and shared values.

6.4c Engage in constructive communication to facilitate conflict management.

Domain 9: Professionalism

9.2 Employ a participatory approach to nursing care.
9.2b Facilitate health and healing through compassionate caring.
9.2d Advocate for practices that advance diversity, equity, and inclusion.
9.2e Demonstrate cultural sensitivity and humility in practice.

9.6 Integrate diversity, equity, and inclusion as core to one’s professional identity.
9.6a Demonstrate respect for diverse individual differences and diverse com-
munities and populations.
9.6b Demonstrate awareness of personal and professional values and con-
scious and unconscious biases.
9.6c Integrate core principles of social justice and human rights into practice.

�Concepts
Communication
Compassionate Care
Diversity, Equity, and Inclusion
Social Determinants of Health

�Reflection: Student, Sofia Biller
“I can’t do this anymore.”

A drop of sweat rolled down from a black curl on the laboring woman’s forehead 
as she gripped the bedside rails hard enough for the blood to turn her fingers dark red.

Thirty minutes after calling, the anesthesiologist finally entered the room in an 
exasperated huff, as if we called him away from his job. He rolled his eyes after 
glancing at the trembling patient. From the moment he walked into the room, I was 
fairly certain the epidural wouldn’t be successful. Not because he’s not good at his 
job, but because he didn’t want it to work. The patient’s pain, shaking, and shallow 
breathing were a clear inconvenience for him.

“I can’t do this if you’re not sitting still!” he yelled at the young Black woman, 
the nurses becoming quiet and wide eyed. Any bit of equanimity the patient had 
now dissipated.
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The uncomfortable energy in the room seemed to encourage the anesthesiologist 
to do his job. He approached the young Black woman, whose whole body was now 
vibrating in pain, from behind as one of the nurses helped her into a position for the 
procedure.

Trying to calm the young Black woman, I held her by the shoulders, encouraging 
her to mirror my breaths. Soon her forehead was against mine and her body slowly 
became still. I could feel the sweat from her brow, cautious of my own position and 
hoping I wouldn’t move and disturb her calm. We breathed in unison.

As the anesthesiologist began preparing the sterile procedure, he rolled his eyes 
at every small movement the patient made and glared at the nurses in hopes for one 
of us to call the procedure off ourselves. But we’re nurses after all, and no sound 
nurse would let their patient exist in the amount of pain this woman was experienc-
ing. So, despite the dirty looks and hesitancy, the anesthesiologist began his proce-
dure, draping a sheer plastic sheet over her back, attaching long needles to syringes, 
giving the patient little information as to what he was doing. She was powerless.

“You’re going to feel a pinch now. Don’t move.”
My heart now beating out of my chest, I did all I could to keep her in position. I 

knew we were out of warnings, and the anesthesiologist would stop the procedure 
at her next jolt.

“My leg!” She exclaimed when he began weaving the catheter down her spine.
“Don’t move.” The doctor snapped.
“You’re so strong.” I whispered quietly.
She exhaled and the catheter continued. Her shoulders weakened against 

my hands.
As the anesthesiologist began taping the tubing to the patient’s body, I could tell 

he was not confident in the epidural’s success.
“You may have been moving too much for this to work.” He said, still behind the 

patient.
The woman let out an exasperated breath. Blamed for the procedure’s failure and 

hopelessness, she could not form words to describe her pain and emotions. With a 
final eye roll, the anesthesiologist left, the girl still shaking in my arms. The room 
fell silent.

What did I just witness?
The patient opted for a c-section after 20 min of no relief or alternative pain 

management recommendations. The epidural didn’t work.
The anesthesiologist went about his day, confident, I’m sure, in his technique and 

care. The following epidural he placed was across the hall. A dirty blonde, mid-20-
year old sat with her eyes closed, breathing slowly waiting for relief from her fre-
quent contractions. The anesthesiologist placed a hand on her shaking leg as he 
explained the procedure. I could still hear wailing from across the way as nurses 
prepped the patient for her c-section. In about 20 min, the anesthesiologist was fin-
ished with the freckled woman, taking her vital signs, and asking how she was feel-
ing. The epidural worked.

I’m not sure if the epidural would’ve ever worked with the young Black woman, 
but I do know that she was never given a chance. Systemic racism, implicit bias, and 
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microaggressions were displayed within seconds of the provider entering the room, 
and when faced with this at the moment, myself and the nurses became paralyzed, 
unsure of our position with respect to the anesthesiologist.

He got what he wanted. The patient wouldn’t listen, she couldn’t understand 
what it was that he was doing, so why explain it? She couldn’t keep it together long 
enough for the procedure. Yes, she was having contractions, but what does that mat-
ter? He does this procedure multiple times a day, it can’t be his problem to make her 
comfortable. And with that he got what he wanted, the epidural did not work. The 
patient could not be treated.

�Reflection: Student, Dejuan Charles
I found myself on autopilot walking through the long monotone hallways of Colquitt 
County Regional Hospital, my first time in a rural hospital other than where I grew 
up. It was familiar yet different simply because most of the patients were not Black. 
The one Black patient I saw was an 18-year-old woman who was in labor for 3 days 
with failure to progress. I felt like I had to give special attention to the amount of 
pain she was in.

I greeted her and introduced myself only to be met with a moan of pain and inco-
herent sentences. Fair enough I said to myself, I went to get her some ice chips and 
water while she awaited an epidural. In comes the anesthesiologist, a white male with 
a worn-out disposition. It felt off the way he lazily strolled into the room, barely 
attempting to converse with this woman and explain his process in a calm manner. 
Instead, she was met with quick imperative instructions. Upon noticing how much 
pain she was in, I thought that I would get to see how a doctor works around such an 
obstacle, but I only witnessed impatience and a lack of sympathy that you would 
expect in a child. To a woman clearly convulsing from pain he loudly proclaimed, “If 
you keep moving like this there is no way I will be able to get this in, you need to stay 
still!” he shouted at roughly 7 am. She attempted to remain still while experiencing 
this pain but as soon as he touched her lower back, unannounced I might add, she 
instinctively flinched. He rolled his eyes, dropped his marking pen, and yelled at her 
“YOU ARE DONE, WE ARE DONE, I CANNOT DO THIS IF YOU KEEP 
MOVING LIKE THIS,” followed by a sigh of frustration. Sofia and I quickly 
exchanged looks of confusion as what we were witnessing was drastically different 
from any patient interactions we had witnessed. I thought that this was one of the 
moments that drastically changes a patient’s outcome. It is not the type of care that 
this man delivers to all his patients, I was sure of it. It felt as though he was judging 
her for all kinds of things like her age, her skin color, and maybe even the circum-
stances that brought her here. As she tried to hold still, embracing the nurse confront-
ing her to relieve some pain, the procedure was complete but was ineffective. Did he 
do it wrong? Did he rush this procedure? Did he know that he rushed this procedure 
and/or failed it? These were all the questions that rattled my brain as I saw how she 
made the crushing decision to have major surgery to get the baby out at 18 years old. 
I felt responsible at that moment because I knew there was something I could have 
done. I could have been a better patient advocate, tried getting her heat packs, I could 
have tried getting her to walk, aromatherapy, repositioning, anything that could have 
helped ease the pain and maybe could have helped her progress. I didn’t get to see the 
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birth, which was another heartbreak in itself as that woman’s mother was asking 
Sofia where I’d disappeared to. I knew she was looking for another face similar to 
hers, a black face to give her comfort in a clearly uncomfortable situation. We know 
that people of color often are mistreated in the medical setting and although I failed 
to assuage her from this reality, I now know how to identify situations like this and 
intervene appropriately so that all patients receive adequate healthcare.

�Reflection: Student, Isabella Upchurch
Colquitt County Regional Hospital is a regional perinatal center located in a very 
rural area of Georgia. Given this hospital’s regional location, there are fewer options 
for perinatal care for patients residing further away from the center. This means that 
it could potentially take some patients hours of travel to access perinatal care. In 
addition, the inability to take time off from work, and similar factors prevent a large 
number of people from accessing needed healthcare. The Ellenton Clinic is a feder-
ally funded rural primary healthcare clinic based in Colquitt County, where many 
migrant farmworkers who work on the farms spread out across this county, go to 
access perinatal and primary care. In the absence of this federally funded clinic, 
many patients in this region would receive no perinatal or primary care. If more 
clinics like the Ellenton Clinic existed in rural communities in Georgia, then it could 
lead to significantly better perinatal outcomes due to increased access to healthcare.
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6Evaluating Social Determinants 
of Health Integration in Nursing 
Curricula

Lisa Muirhead, Susan Brasher, Rasheeta Chandler, 
and Laura P. Kimble

Learning Objectives

	1.	 Objective 1: Describe approaches to evaluation of SDOH integration into educa-
tional programs within the nursing and health professions.

	2.	 Objective 2: Discuss the relevance of nurses’ social accountability in responding 
to societal needs.

	3.	 Objective 3: Describe an exemplar of a structured SDOH curriculum evalua-
tion model.

	4.	 Objective 4: Identify SDOH evaluation model(s) that is/are applicable to varied 
educational institutions.

�Introduction

Curricular innovation is an imperative within the discipline of nursing as the chal-
lenges in providing nursing care to patients are created by societal changes as well 
as changes within the nursing profession. It is critical that nursing students be pre-
pared to deliver high quality, cost-effective care within a contemporary healthcare 
environment, where, unfortunately, health inequities exist and persist. Nursing fac-
ulty are integral to helping students understand the social determinants of health 
(SDOH) and the structures that perpetuate health inequities [1] and preparing stu-
dents to care for those experiencing health disparities at the individual, community, 
and population levels [2, 3]. In this chapter, we provide a brief overview around 
SDOH integration into nursing and health professions described within the litera-
ture with a focus on evaluation approaches. Building on the foundational concept of 
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social accountability in nursing, we provide an evaluative approach to SDOH cur-
riculum integration inclusive of an assessment obtained from both faculty and stu-
dents. The chapter concludes with a presentation of the framework we used to guide 
our evaluation process and inform refinement of our approach as well as sugges-
tions for other models of evaluation that nursing institutions might consider using 
within their programs.

Multiple instances were reported of integrating SDOH concepts into nursing cur-
ricula [4–8] and health care professions such as medicine [9–11], and dentistry [12]. 
Within medicine, SDOH integration appeared to be embedded within specialties 
such as pediatrics [11], psychiatry [11], and emergency medicine [13], or specific 
foci such as health advocacy [9, 14]. A scoping review of undergraduate medical 
education SDOH integration [15] revealed multiple different approaches to SDOH 
curriculum integration to support student learning and competencies, however, the 
literature lacked specificity which made synthesizing the evidence highly challeng-
ing. For nursing specifically, the scope of SDOH integration ranged from compre-
hensive SDOH integration within an entire college [5] to use of gaming within an 
elective course on primary care [7]. Davis and colleagues [5] primarily focused on 
diversity, equity, and inclusion as SDOH was integrated within the nursing curricu-
lum across pre-licensure and graduate curricula. They were distinctive because they 
also described SDOH at the PhD in Nursing curricular level. With a focus on expe-
riential learning, they used existing frameworks to guide integration such as the 
Simulation in PhD Programs (SIPP©) framework. They acknowledged their next 
steps would be developing a framework to guide standardization of evaluation 
measures.

Porter and colleagues [6] described how they integrated SDOH within a concept-
based pre-licensure curriculum. Examples of multiple individual and group learning 
activities were provided across a wide array of individual nursing courses, however, 
they did not discuss evaluation of the integration among individual students or the 
courses in which the SDOH learning activities were offered. Within graduate nurs-
ing education, Buys & Somerall [4], described an innovative longitudinal three 
phase assignment within a family nurse practitioner clinical course, where students 
conducted a SDOH literature review, prepared a screening tool for SDOH relevant 
to their clinical setting, and then conducted 100 SDOH screenings or 50 referrals by 
the end of the semester. They implemented evaluation measures that included stu-
dent course evaluations that measured perceived knowledge of SDOH, importance 
of SDOH screening, and intention to integrate SDOH screenings and referrals into 
their future clinical practice. They reported that students’ perceptions of the SDOH-
related learning activity changed from initial perceptions that the activity was “busy 
work” to belief that the assignment truly helped them understand the determinants 
of health. Along with the student evaluation data, Buys and Somerall [4] stated their 
desire to examine longer-term student learning outcomes beyond the bounds of that 
single clinical course.

Schroeder and colleagues [8] focused on service learning and community 
engagement as experiential learning for students to learn about the SDOH. Using a 
flipped classroom approach, they provided didactic content along with active 
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learning strategies for students to gain foundational knowledge in SDOH before 
completing clinical activities within the community focused on health promotion 
with a final course outcome of a health promotion project. Evaluation approaches 
within the course included collecting survey data from students about their knowl-
edge of SDOH and how they intended to apply SDOH in clinical experiences.

Overall, the literature within nursing and the health professions emphasized the 
need for robust evaluation methods that truly measure the impact of SDOH curricu-
lar integration [15]. It is important to consider how SDOH is profoundly related to 
what Sharma and colleagues [16] call the social determinants of health equity 
(SDOE). They emphasize the goal of education around SDOH should be to bring 
about a fundamental change in the way students think and engage in clinical prac-
tice so that they are committed to advancing health equity [16]. This perspective is 
closely related to the concept of social accountability and how nursing education 
should be held accountable for meeting social needs.

�Social Accountability in Nursing Education

As the national emphasis on addressing the social determinants of health continues 
to expand, it is important that schools of nursing recognize their social accountabil-
ity in meeting population needs, including social needs, in nursing education. One 
of the World Health Organization’s [17] seminal papers calling for accountability in 
medical education, elaborates on the values and importance of social accountability 
in responding to societal needs and uses these conceptual lenses in evaluating sus-
tained progress toward accountability goals [17]. Social accountability is consid-
ered the institutional obligation to address the needs of those they intend to serve in 
society [17–19]. The obligation requires intentional aims in domains of education, 
research, and service that advance efforts in meeting the prioritized health needs of 
populations [17]. A social accountability framework has direct implications for 
nursing education in developing and evaluating curricula that acknowledge nurses’ 
role in addressing social determinants of health and prepare nursing graduates with 
a deep understanding of their accountability to the public’s health and the transfor-
mative power they possess to intervene and impact health outcomes within health 
systems. While social responsibility implies awareness of duty to respond and is 
often referenced in schools of nursing, social accountability focuses on measurable 
outcomes and supports evaluative efforts on progress toward meeting societal needs 
[19–21].

The World Health Organization identifies four values that educational institu-
tions can use to measure progress toward social accountability including relevance, 
quality, cost-effectiveness, and equity in health care. Relevance is the extent to 
which content and context are given high priority in education, research, and ser-
vice [17]. In education, this may include structured curricula with didactic and 
experiential learning pedagogy in community-based settings that make the connec-
tion between social issues and health, as well as the importance of social account-
ability and advocacy. Importance is given to addressing high-priority needs and 
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gaps in services within communities. A broad spectrum of longitudinal educational 
offerings is purposively focused on stages of learning experiences that build upon 
knowledge with an advancing level of application in practice [19, 21]. Opportunities 
for reflective activities, perspective taking, and value clarification can be used to 
expand students’ capacity for community engagement. Developing curriculum 
objectives with the participation of community partners and inviting patient part-
ners into classrooms to share their life experiences represents a conscious effort to 
be socially accountable. Patient partners in clinical settings can also serve as evalu-
ators of students’ skills in addressing social determinants of health [21]. The values 
of social accountability can be represented in formulating task forces for curricu-
lum design and evaluation that addresses high-priority health needs of populations 
along with strong professional development of faculty and staff [17, 19]. While 
quality may be contextually different in various countries, the social accountability 
value of high-quality care is evidence-based, comprehensive, and take into consid-
eration what is acceptable and expected by consumers of care, culturally and 
socially [17, 19]. Cost-effective describes the best use of resources to deliver high-
quality care, and the collaborative research efforts between government, private 
sector stakeholders, and schools to examine the use of resources and their effec-
tiveness on care delivery [17, 19].

As a fundamental tenet to social accountability, equity ensures that all people 
have access to high-quality health care through all levels of health systems [17, 19]. 
These values are equally important within the domains of education, research, and 
service as depicted in Fig. 6.1 and provides an implicit foundation for interventions 
that evaluate nursing educational efforts that make relevant the interrelationship 
among social and structural forces and health. To be socially accountable infers that 
addressing the social determinants of health to achieve health equity is not a choice 
within nursing, but nursing’s obligation to society.

Education
Research
Service

Relevance

Quality

Cost-effectiveness

Equity

Fig. 6.1  Social 
accountability and domains 
of institutional 
responsibility
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�Overview of SDOH Integration

Systemic integration and evaluation of SDOH were piloted first in the pre-licensure 
nursing program prior to expanding to the post-licensure programs. Beginning in 
curriculum committee, pre-licensure faculty, and program directors were asked to 
assess SDOH integration in the current curriculum based on the following criteria: 
didactic content, trending topics relative to SDOH, pedagogical strategies, and 
experiential learning activities through simulation and clinical activities [22]. A 
team of faculty experts consisting of Diversity, Equity, and Inclusion (DEI) leader-
ship, and tenure and clinical track faculty, convened as the SDOH evaluation team 
to develop an evaluation plan that would assess faculty and student knowledge, 
skills, confidence, and perceived relevance of SDOH.

�Faculty Evaluation

Faculty surveys were developed by the SDOH evaluation team and beta tested by 
the curriculum committee to elicit feedback on readability and content suggestions 
(i.e., items that were omitted). Final surveys were then distributed to all faculty to 
assess their perceived preparation and confidence in teaching SDOH, as well as the 
extent to which they were integrating SDOH into their course, additional training 
needs, and their perceived relevance of SDOH to their clinical practice, service role, 
and research. Additional demographic information was included in the survey, 
such as:

•	 Age range (e.g., 25–30 and 31–35)
•	 Racial and ethnic background
•	 Track and rank (e.g., Clinical track, Tenure Track, and Assistant Professor)
•	 Program of study primarily teach (e.g., Pre-licensure BSN and Post-

licensure DNP)

�Student Evaluation

Student surveys were developed by the SDOH evaluation team and deployed to pre-
licensure nursing students to assess their perceived relevance of SDOH with respect 
to the nurse’s role in assessing and addressing SDOH. Students were asked to rate 
0–4 the relevance of various Social, Cultural, Environmental, and Policy conditions 
surrounding SDOH. Examples of these conditions include the following:

•	 Social Conditions—Access to education, financial resources, employment 
opportunities, social support, language and health literacy, access to preventative 
health services, and incarceration history.

•	 Cultural Conditions—Military background status, religion/spirituality, cultural 
customs and beliefs, interpersonal racism/microaggressions, gender identity, 
sexual orientation, and ethnic identity.
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•	 Environmental Conditions (Physical and Social Environments)—Access to safe 
and habitable living space, access to foods that support healthy eating patterns, 
exposure to toxins, migrant/seasonal/agricultural work, air quality, supportive 
relationships with family, social capital, access to faith-based institutions, access 
to health care settings, quality of schools/academic settings, access to recre-
ational facilities, worksites/schools recreational settings, safe and quality hous-
ing, safe neighborhood, safety and violence risk, and access to affordable 
transportation.

•	 Policy Conditions—Insurance status, access to abortion services (reproductive 
justice), access to family planning, firearm policies, education/housing policies, 
civil rights, LGBTQIA rights, housing laws, recreational drug use and laws, and 
child protection laws.

An additional student survey was developed by the SDOH evaluation survey and 
deployed to pre-licensure nursing students to evaluate their knowledge, skills, and 
confidence in assessing and addressing SDOH in terms of Social, Cultural, 
Environmental, and Policy conditions. Knowledge, skills, and confidence were 
measured separately, as well as assessing and addressing these conditions knowing 
that some students may feel more confident, knowledgeable, and skilled to assess 
versus address. Additionally, it was important for the SDOH evaluation team to 
identify where students have most confidence, knowledge, and skills, to identify 
potential curricular gaps and learning opportunities.

�Course Evaluation

Survey questions to evaluate SDOH course integration were built into anonymous 
end-of-semester student course evaluations. Students were asked to evaluate the 
extent to which the course emphasized SDOH across Social Conditions, Cultural 
Conditions, Environmental Conditions, and Policy. Additionally, students were 
asked to rate the faculty’s expertise in integrating SDOH into the course on a five-
point Likert scale.

�Exemplar: Social Determinants of Health (SDOH) Curriculum 
Integration Evaluation Model

Many schools of nursing are anticipating changes in accreditation standards that 
align with the new competency-based Essentials for nursing education. Curriculums 
are being reformed to reflect the integration of social determinants of health but to 
fully actualize substantial and sustained changes in nursing education, it is impor-
tant to evaluate programmatic efforts. An evaluative process provides necessary 
knowledge relative to the strength of innovation and encourages accountability [23]. 
Kirkpatrick’s model distinguishes four progressive levels of evaluating training pro-
grams within organizations (see Fig. 6.2). The four levels include reaction, learning, 
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Level 1:
Reaction 

Extent participants
find the training

program
satisfactory,

engaging and
relevant to their

work.

Level 2:
Learning

• Extent of
knowledge

acquisition, skill
development, and
attitudinal changes

directly resulting
from the

educational
program.

Level 3:
Behavior

Extent of
application of

what participan
learned during

training to
their job..

Level 4:
Results

Extent specific
outcomes
occur as a

result of the
training.

Highest level
of evaluation.

Fig. 6.2  The Kirkpatrick training evaluation model

Social Determinants of Health (SDOH) Evaluation Model

SDOH Curriculum Integration

Students SDOH Evidence

Outcomes

Health Equity

Education

Service

Faculty Development Interdisciplinary Collaboration Community Engagement
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Practice

Relevance

Relevance
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Career
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Learning
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Course Evaluation
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Application

Knowledge,
Skills &

Confidence

Annual
Performance

Knowledge,
Skills

Confidence
Application Outcome

Faculty

Fig. 6.3  Social Determinants of Health (SDOH) Evaluation Model [22]

behavior, and results. As evaluation progresses from one level to the next, it becomes 
more complex and meaningful [24].

The Social Determinants of Health (SDOH) Curriculum Integration Evaluation 
Model (Fig. 6.3) illustrates the four domains that can be impacted by integration of 
SDOH within nursing curricula inclusive of education, practice, service, and schol-
arship, and similar to the domains of the WHO’s social accountability framework. 
The model depicts the use of the four levels of Kirkpatrick’s model to appraise nurs-
ing students’ perception of relevance of SDOH to nursing practice; knowledge, 
skills, and confidence in assessing and addressing SDOH; use of course evaluations 
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to appraise students’ perceived satisfaction and extent of course delivery of SDOH 
concepts; and experiential learning opportunities to test SDOH knowledge and skill 
acquisition through application. The model mirrors the approach used for student 
evaluation in appraising faculty perception of relevance of teaching the SDOH in 
their respective area of expertise; knowledge, skills, and confidence in teaching and 
contextualizing the SDOH to course content, concepts, and integration in a myriad 
of pedagogical approaches; and opportunity to discuss the application of SDOH in 
education, practice, scholarship, and service during an annual performance review. 
The barrels to the right of the domains for impact illustrate the several types of 
exemplars of evidence of curriculum integration and implementation outcomes. 
Thus, reflecting pedagogical approaches to advance knowledge of SDOH constructs 
and ultimately advance goals toward health equity. The model also reflects the feed-
back loop of student and faculty evaluation on informing curriculum integration, 
faculty development, interdisciplinary collaboration, community engagement, and 
program outcomes.

�Alternative Models of Evaluation

Exemplars of models that were integrated into one institution’s effort to have a sys-
tematic approach to evaluating SDOH curricular integration have been described in 
earlier sections of this chapter; however, there is value in knowing alternative mod-
els that can inform evaluation [25]. Schools of Nursing vary in size, culture, mis-
sion, goals, and infrastructure, thus, scrutiny of various models is essential to 
employ the appropriate evaluation mechanism for the SDOH curricula integration 
of diverse nursing schools. Table 6.1 provides a list of models that can be considered 
as alternative options for evaluating SDOH curricula integration.

Table 6.1  Exemplars of evaluation models

Model Model description
Model constructs and 
processes

Implementation 
outcomes [26]

Evaluating the effects of deliberate and 
purposive actions to implement new 
treatments, practices, and services

Acceptability, adoption, 
appropriateness, feasibility, 
fidelity, implementation 
cost, penetration, and 
sustainability

RE-AIM [27] Reach: Proportion of the population who 
participated in the intervention
Efficacy: Defined as positive outcomes 
minus negative outcomes
Adoption: Proportion of settings, practices, 
and plans that will adopt this intervention
Implementation: Extent to which the 
intervention is implemented as intended in 
the real world
Maintenance: Extent to which the program 
is sustained over time

Reach, efficacy, adoption, 
implementation, and 
maintenance
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Table 6.1  (continued)

Model Model description
Model constructs and 
processes

CIPP evaluation 
Model [28, 29]

An evaluation model was created for the 
decision-making toward education 
improvement

Context, input, process, and 
product

Competency-based 
evaluation models 
[30]

Evaluation of a curriculum based on a set 
of competencies
Six steps to more effective program and 
curriculum evaluation:
 �� 1. �Evaluating the alignment of the 

program mission with defined 
outcomes

 �� 2. �Program curriculum mapping to a set 
of competencies

 �� 3. �Competencies mapped to course 
objectives

 �� 4. �Establish competency measures with 
summative and formative evaluation 
strategies

 �� 5. �Synthesizing results of summative 
assessment to appraise student 
learning outcomes relative to 
competencies

 �� 6. �Create an action plan for program 
curriculum improvement to strengthen 
competencies

Alignment, mapping 
competencies, competency 
measures, summative and 
formative evaluation, and 
program improvement plan

Phillips’ model of 
learning evaluation 
[31]

Builds on Kirkpatrick’s Four-Level Model 
of Learning Evaluation by adding concepts 
related to return on investment (ROI) of 
training to evaluate benefits and cost of 
training

Reaction, learning, behavior, 
results, return on investment

Purpose evaluation 
[32]

An evaluation model that focuses on the 
purpose of evaluation

Goals-based, process-based, 
and outcome-based

Typology of 
program evaluation 
framework [33]

The framework defines central purposes 
and stages of evaluation
Purposes focus on program assessment and 
improvement. Stages focus on the process 
and outcomes of the program. Formative 
and summative evaluations may be used to 
appraise achievements, implementation, 
and contribute to overall program 
improvement

Assessment, improvement, 
process, outcome

�Conclusion

Integral to embedding SDOH concepts in nursing education curricula is a deliberate 
plan to evaluate outcomes associated with this effort. While these undertakings 
require substantive allocation of resources and time, the resulting information drives 
sustainable change that contributes to program quality. Scaling evaluation plans to 
appraise SDOH curriculum integration should consider changes over time for 
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individual students as they progress through programs and demonstrate competen-
cies to assess and address SDOH from both didactic and clinical teaching strategies. 
Notably, integration of experiential learning versus didactic learning requires differ-
ent pedagogical approaches for incorporating SDOH.  Thus, leveraging varied 
opportunities to deepen understanding relative to how social and structural forces 
influence health and health outcomes. Additional curriculum integration metrics 
involve surveying graduates about their professional practice and the extent of 
addressing SDOH among individual patients, families, and communities, and grad-
uates’ involvement in policy development at a micro or macro level within health 
systems. Moving beyond institutional-focused SDOH evaluation to evaluating nurs-
ing practice that is well aligned with national practice standards and educational 
frameworks is essential to overall efforts to advance health equity.

Chapter Review Questions
The College of Nursing of Ashland University (fictitious name) has integrated the 
SDOH in the major clinical courses across the pre-licensure, advanced practice, and 
Doctor of Nursing Practice programs; however, the faculty have not yet begun inte-
gration into core courses such as pharmacology and pathophysiology. To date, the 
focus of the evaluation has been on students’ end-of-course ratings of knowledge 
around the social determinants of health.

Question 1: Which of the following actions are least likely to contribute to robust 
evaluation within the School of Nursing:

	(A)	 Identifying an evaluation framework to inform approaches.
	(B)	 Conducting a longitudinal evaluation of how students’ perceptions of SDOH 

change over time in their programs of study.
	(C)	 Conducting a faculty forum to gain consensus around what SDOH components 

should be taught in didactic and clinical courses.
	(D)	 Expanding evaluation indicators to include perceptions of SDOH integration 

by students from clinical partners.

Correct answer: (C) Gaining consensus around what SDOH components should 
be taught within didactic and clinical courses is important but should be completed 
prior to curriculum integration being undertaken.

Question 2: What is the major disadvantage of using knowledge of SDOH at one 
point in time as the major approach to evaluating SDOH curricular integration:

	(A)	 Knowledge of SDOH is easy to promote among nursing students and not 
worthwhile to measure.

	(B)	 Knowledge of SDOH does not necessarily mean that nursing students will 
apply that knowledge.

	(C)	 Measuring knowledge of SDOH is complicated and time consuming.
	(D)	 None of the above.

Answer: (B) It is important that students gain knowledge of the SDOH, however, 
evaluating how students use or apply the SDOH concepts and how this knowledge 
improves over time are stronger evaluation approaches.
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7Aligning SDOH Pillars to Learning 
Outcomes and Assessments

Wanjira Kinuthia, Autherine Abiri, Jill B. Hamilton, 
and Adarsh Char

Learning Objectives

–– Explain the relationship between learning outcomes and assessments within 
nursing courses.

–– Use curriculum mapping strategies to identify constructively aligned SDOH con-
tent within individual nursing courses and curricula.

–– Identify strategies for integrating assessments in SDOH pillars in nursing 
education.

–– Apply constructive alignment principles to course design in nursing education.

�Introduction

As the health system moves toward value-based models, the healthcare industry 
increasingly regards the social determinants of health (SDOH) as critical compo-
nents in patient care. By focusing on the key features of well-being concerning 
healthcare, providers are taking a holistic view of patients and overall population 
health to enhance patient care, promote excellent outcomes, and drive value in 
healthcare provision [1].

The World Health Organization [2] defines the social determinants of health as 
“the non-medical factors that influence health outcomes. They are the conditions in 
which people are born, grow, work, live, and age, and the wider set of forces and 
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systems shaping the conditions of daily life. These forces and systems include eco-
nomic and development agendas, social norms, social policies, and political sys-
tems” [2]. WHO further indicates that social determinants of health influence health 
inequities. In countries with varying income levels, socioeconomic position affects 
their populations’ quality of life and health. Research indicates that SDOH accounts 
for 30–55% of health outcomes [2], underscoring that SDOH is essential for improv-
ing health outcomes.

�Integrating SDOH Pillars into the Nursing Curriculum

The current levels of health inequity cannot be relieved by just one healthcare pro-
fession alone. However, the nursing profession holds the capacity to address this 
significant challenge of the twenty-first century. According to Thornton and Persaud 
[3], nearly three million nurses are currently employed in the United States. Hence, 
the role of nurses in addressing health equity and the social determinants of health 
must be strengthened. Historically, SDOH pillars have not been purposefully inte-
grated throughout most nursing education curricula. This has prevented graduating 
nurses from acquiring the knowledge necessary to assess and address these funda-
mental drivers of health.

Nursing programs can respond to the challenge of preparing nurses for social and 
health disparities, a call that has been met with support among professional nurs-
ing bodies.

Nurse educators can also contribute to fostering reflective practice and an under-
standing of the inequalities in healthcare [4]. In programs where the pillars are inte-
grated, it is often done into the didactic components of a course. This approach is 
not necessarily effective in influencing future engagement and advocacy among the 
graduates [3, 5].

Opportunities for curricular integration should focus on educating nurses to 
identify the connections between SDOH and the challenges of their patients. Thus, 
connecting didactic material with meaningful clinical experiences in various set-
tings is recommended. Kucherepa and O’Connell [5] suggest that working toward 
achieving cultural competence is a “dynamic, ongoing, developmental process that 
is a long-term commitment. Increasing one’s cultural humility—the knowledge, 
skills, and applications—may improve patients’ healthcare outcomes and satisfac-
tion, simultaneously decreasing health disparities” in the SDOH pillars.

At Emory University’s Nell Hodgson Woodruff School of Nursing (SON), the 
Four Pillars of SDOH are organized into four general areas: Social, Environmental, 
Cultural, and Political, as shown in Table  7.1. The School of Nursing’s SDOH 
framework is unique in that, while other frameworks exist, nursing requires an 
approach that is “more pragmatic and comprehensive” to guide the way the social 
determinants are approached among the diverse populations the school serves. The 
framework must be helpful regardless of the setting or population [7]. At the SON, 
the faculty receive training on SDOH course integration and then rolls out the 
SDOH pillars. The process is implemented in the phases described in Chap. 5 on 
curriculum mapping.
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Table 7.1  Based on the Emory Nursing’s SDOH Framework course

Pillar Definition and examples
Social 
conditions

Those conditions occur in society due to systemic racism, economic 
disparities, education gaps, and/or occupations that influence wellness
Considerations: Access to education, financial resources, job opportunities, 
social support, language and health literacy, access to healthcare (use of 
preventive health services, primary care), and incarceration

Environmental Physical environments have an outsized impact on individual and population 
health. The Emory Nursing SDOH Framework considers the following
 �� – �Natural environment: Green space, buildings, bike lanes, sidewalks, 

lighting, trees, benches, exposure to toxic substances, access to foods that 
support healthy eating patterns

 �� – �Natural resources: Climate, weather, air pollution, Naturally occurring 
social interactions/social connections, familial relationships, and social 
capital

Cultural Customary beliefs, social norms, attitudes, values, and practices shared by a 
group of people (community or society) in a place and time can affect health 
outcomes
Cultural conditions influencing SDOH include societal values, religion/
spirituality, nursing values, interpersonal racism/discrimination, customs/
behaviors, and identity (ethnicity, gender, sexual orientation)

Policy/law The guidelines, principles, legislation, and activities affecting the living 
conditions conducive to the welfare of individuals’, communities’, and 
societies’ quality of life
This pillar considers the policies that affect social issues such as affordable/
universal health insurance, child protection, abortion, guns, sex workers, 
LGBTQ issues (including same-sex marriage), Education/housing policies, 
recreational drugs, APRN restrictions (e.g., restriction on prescriptions, 
radiology, dispensing, and collaborating physician)

*Based on the Emory School of Nursing Course [6]

�Constructive Alignment of SDOH

Changing healthcare needs requires different skill development approaches. This 
transformation dictates how nursing education evolves to meet these needs, and in 
these situations, constructive alignment can be advantageous [8]. Nursing is an 
applied academic and practice-based profession dependent on skill proficiency 
which requires skills and knowledge development in the cognitive, psychomotor, 
and affective domains. Nursing skills are taught using different strategies, for exam-
ple, simulations in nursing skill development and problem-based learning. 
Additionally, skill development in nursing programs requires educators and clini-
cians to be involved in teaching the necessary skills through didactic and clinical 
learning experiences.

Biggs [9] defines constructive alignment as a teaching design that purposely 
plans what is intended for students to learn and how they should express this infor-
mation in their learning. This information is outlined before teaching is initiated, 
and instruction is then designed to engage students in learning activities that opti-
mize their chances of attaining those learning outcomes. Next, assessment tasks are 
designed to judge how well those outcomes have been attained. The work of Biggs 
is based on Tyler [10], who emphasized four critical areas: (1) What is the purpose 
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Fig. 7.1  A visual representation of Biggs [9] constructive alignment model. *University of 
Tasmania

that education seeks to attain? (2) How can educational experiences be provided to 
attain these purposes? (3) How these educational experiences should be effectively 
organized? and (4) How we can determine whether these purposes are attained 
[9, p. 6].

Figure 7.1, retrieved from the University of Tasmania website, visually repre-
sents constructive alignment based on Biggs [9] constructive alignment model. It 
denotes the relationship between Course Learning Outcomes (CLOs), unit-level 
Intended Learning Outcomes (ILOs), Assessment Tasks (ATs), Learning Activities 
(LAs), and learning content and resources [11].

Constructive alignment is regarded as a critical idea in higher education and is 
used in many courses [12, 13], where the entire planning system should be aligned 
with high cognitive level goals, as reflected in Bloom’s Taxonomy [14–16]. Bloom’s 
Taxonomy aims to help write learning goals and objectives that address what a stu-
dent should be able to do upon completing an instructional unit. Using the appropri-
ate action verb in the learning outcomes clarifies the order of thinking the student is 
expected to obtain [9, 12, 16].

There are six levels of cognitive learning based on the revised Bloom’s Taxonomy 
[14, 16], and each level produces different outputs. These levels are remembering, 
understanding, applying, analyzing, evaluating, and creating. The levels are ordered 
from simple to complex and abstract to concrete as a progressive climb to higher-
order thinking. These levels help develop learning outcomes because specific verbs 
fit best at each level. However, some action verbs are helpful at multiple levels, and 
specific learning outcomes and output are better associated with each taxon-
omy level.

Alignment in a course occurs when the learning activities help the students 
develop the knowledge and skills intended and measured by the assessment task 
[12]. A constructively aligned course links the effect of assessment to students’ 
learning experiences rather than the assessment driving students [13, 17]. The basis 
of constructive alignment is that learning should be worthwhile and that assessment 
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must enhance practical knowledge. That is, we know what we teach and how to 
improve it with assessment tasks [18, 19].

Constructive alignment is approached in the following order: (1) Identify the 
intended learning outcomes, which an action verb should guide; (2) Design assess-
ment tasks to measure whether the learning outcomes have been attained; (3) Plan 
learning activities that enable students to develop the skills, knowledge, and under-
standing in the learning outcomes and measured by assessment; and (4) Select the 
content, such as topics, resource, and materials, examples that will support the 
learning activities. The verb in the learning outcomes becomes the link that aligns 
the learning outcome, teaching/learning activities, and assessment tasks [9, 20].

Formative assessments, also described as assessments for learning, are more 
diagnostic than evaluative. They monitor learning, provide ongoing feedback, and 
allow educators to adjust teaching methods and improve students’ learning. 
Formative assessments test students’ comprehension and understanding of knowl-
edge or skills during teaching and learning to elicit feedback to support learning 
outcomes [21]. Generally, formative assessment strategies are quick to use and fit 
seamlessly into the lesson. The information is rarely graded, but descriptive feed-
back may accompany the assessment to notify the students if they have mastered a 
learning outcome or whether more practice is required. Examples of formative 
assessment are impromptu quizzes, anonymous polling, 1-min papers, peer assess-
ments, concept maps, and research proposals or paper outlines for early feed-
back [22].

Summative assessments, also referred to as assessments of learning, are typically 
administered at the end of an instructional period, for example, the end of a project, 
module, course, semester, program, or academic year [23]. The assessments are 
used to evaluate student learning, acquisition of skills acquisition, and academic 
achievement and are generally defined by three criteria: (1) to determine whether 
and to what degree the students have learned the content they have been taught; (2) 
because they are given at the end of a specific period, they are evaluative, rather than 
diagnostic; and (3) they are recorded as scores that are factored into a student’s 
academic record. Therefore, they provide a benchmark for checking students’ prog-
ress, programs, and institutions. Examples of summative assessments in nursing 
programs include midterm and final exams, final papers, end-of-unit or chapter 
tests, and cumulative work such as final projects and portfolios [22].

�Curriculum Mapping in Nursing Education

Ng [24] defines a curriculum as a roadmap or plan for learning. It includes what, 
why, how, when, and who concerning the design and delivery of a program and 
module. The curriculum consists of information on how modules are structured 
within a program and the alignment of each course relating to the course learning 
outcomes, teaching and learning strategies, and assessments. Curriculum mapping 
is a tool for organizing, managing, and evaluating curricula, using visual approaches, 
databases, or spreadsheets to manage and cross-reference course and program data 
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[25, 26]. The mapping process is often a response to expanding or refining profes-
sional standards and increasing pressures for course and accreditation [13].

Harden [27] and Plaza et al. [28] indicate that the primary function of curriculum 
maps in health-related programs is to make the curriculum more transparent and to 
illustrate the links between the components of the curriculum. The mapping exer-
cise provides a broad overview of the curriculum and its intended learning outcomes 
to the various stakeholders. It requires a systematic analysis of the content of the 
courses in a curriculum [25]. Ideally, the curriculum map should include the critical 
components of a curriculum, such as, what is taught, when it is taught, how it is 
taught, and how it is assessed, and also demonstrate the relationships and nature of 
the connections between the key components. However, few published accounts of 
curriculum mapping projects in higher education [25, 26]. Curriculum maps in 
health-related programs are used to identify deficiencies in the curriculum, support 
the planning of assessment activities, and develop models to guide the assessment 
process [28].

In nursing education, developing the program curricula requires understanding 
the fundamentals of relevant curriculum design and competency-based [29]. 
Curriculum mapping in nursing is an evidence-based approach to curriculum design 
that promotes faculty collaboration and quality assurance in nursing education. 
Neville-Norton and Cantwell also reference the Institute of Medicine’s call for 
transformation in nursing education which has witnessed a shift in nursing educa-
tion and practice. The reform has also highlighted the need for nursing programs to 
develop and deliver curricula that promotes high skill and competency attainment 
for graduates. Further, as noted by Levin and Suhayda [30], nursing education is 
transitioning from a culture of individual faculty course design and facilitation to 
collegiality and collaboration. This collaboration is reflected in curriculum develop-
ment that engages faculty in nursing programs in the curriculum design, instruction, 
and student learning assessment [31].

As noted by Porter [32], curriculum maps serve three primary purposes, which 
are to (1) identify whether the intended instructional content is being taught and 
what students learn; (2) demonstrate the links between critical components of the 
curriculum, which are learning outcomes, content, and assessment; and (3) examine 
various sections of the curriculum including learning resources, scheduling, and 
delivery modes. Porter [32] and Harden [27] describe a process for measuring the 
alignment between instruction content using three tools for measuring content and 
alignment: (1) instructor surveys; (2) content analyses of instructional resources 
like textbooks and syllabi; and (3) alignment indices that indicate the degree of 
overlap between standards, content, and assessment.

In nursing programs, curriculum mapping is viewed as a quality assurance pro-
cess where program planners can visually demonstrate the teaching and learning 
process from beginning to end [29]. Additionally, curriculum mapping is viewed as 
a high-level tool for visualizing the alignment of program and course curricula to 
accreditation standards and national guidelines [29, 33]. The nursing program’s pro-
fessional standards for curriculum development are derived from major nursing 
organizations, including the American Nursing Association, American Association 
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of Nurse Practitioners, and American Nurses Credentialing Center. Curriculum 
mapping is utilized for multiple purposes. This includes assessing existing nursing 
curricula for course alignment and gaps, developing new curricula, and revising 
nursing curricula [29, 30, 34].

�Assessment in Nursing Education

In nursing education and practice, assessment is critical to obtaining information 
about student learning and evaluating their competencies and clinical performance. 
Assessment is also fundamental to monitoring and evaluating the quality of instruc-
tional and healthcare programs. Program effectiveness can be measured by evaluat-
ing outcomes achieved by nursing students, graduates, and patients and decisions 
about areas needing improvement [35, p. 3].

Ensuring accountability for the quality of education and information for program 
evaluation and accreditation is integral to program assessment [29]. Assessments 
should provide important valid, and reliable data for determining learning out-
comes. Although nurse programs routinely assess students’ progress in learning 
outcomes and developing clinical competencies, measuring students’ achievement 
in a course is essential. Effective assessment strategies should therefore provide the 
data to instructors to determine if students have achieved the outcomes and devel-
oped the necessary clinical competencies.

Nursing programs use various assessment strategies, including tests, papers, 
written assignments, projects, case studies, small-group activities, simulation-based 
assessments, oral presentations, ePortfolios, observations of performance, and 
objective structured clinical examinations [35]. Many nursing programs also use 
commercial tests as the students’ progress through the curriculum. These tests aim 
to identify gaps in students’ learning and prepare them to take the National Council 
Licensure Examinations, the NCLEX-RN®, and NCLEX-PN® [35].

�Reviewing Nursing Courses for Alignment

Before integrating the SDOH pillars into their courses, faculty were guided on 
SDOH and teaching strategies for their consideration. This was done through an 
online asynchronous training course. A curriculum map that aimed to identify 
whether there was constructive alignment between learning outcomes, assessments, 
and activities was developed and conducted with MSN and MN courses in 2021. 
Once the baseline map was completed, as described in Chap. 5, the mapping team 
began the process of individual course analysis. We reviewed 16 courses in the 
MSN program and nine courses in the Post-Licensure program, or what used to be 
known as the MSN program. Learning outcomes, assessments, and activities were 
reviewed for alignment within Canvas, the SON’s online Learning Management 
System (LMS). Course review encompassed didactic courses and excluded labs, 
clinical, and practicum courses.
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Table 7.2  Course review matrix

Course title

Assessment (title) Type Level SDOH pillar

Assignment 
information/SDOH 
content covered Notes

For example, 
quiz 1

For example, 
discussion 
forum

For example, 
advanced

For example, 
social and 
cultural

Brief description of 
the assignment

For example, 
professional 
nursing paper

For example, 
case study

For example, 
intermediate

For example, 
law/policy

Brief description of 
the assignment

These questions guided individual course reviews and analyses:

	1.	 To what extent are assignments specific to SDOH integrated into the courses?
	2.	 When are assignments integrated into the courses, and at what level on Bloom’s 

Taxonomy are they assessed?

We reviewed each course using a two-phase approach. The first phase used a 
qualitative approach to holistically examine the course syllabi and module contents 
to determine whether and how SDOH pillars were included in each course. The 
analysis also examined whether the course and module learning outcomes aligned 
with assignments. The metrics we looked at included course artifacts such as text-
book chapters, articles, PowerPoint slides, quizzes, exams, assignments, recorded 
video lectures, case studies, empirical articles, papers, policy papers, discussion 
forums, policy briefs, and external links to resources, and instructional videos. The 
artifacts varied based on individual course goals and design.

The second phase, which was quantitative, documented the number of assign-
ments that specifically integrated SDOH pillars. The in-depth analysis of the assign-
ments was done using a course mapping matrix. The levels of the assignments were 
categorized based on Bloom’s Taxonomy, i.e., beginning (remembering and under-
standing), intermediate (applying and analyzing), and advanced (evaluating and cre-
ating) [15, 16]. As shown in Table 7.2, the in-depth assignment review also identified 
which pillars were embedded in the assignments. Using the matrix as a template and 
guide coincided with the aforementioned qualitative approach. The mapping com-
mittee worked with faculty members and instructional designers to comprehen-
sively carry out the curriculum mapping and examination of alignment of the 
learning outcomes with assessment.

�Findings in the Nursing Courses Analyses

All courses in the SON include the specific SON SDOH objective in the syllabus at 
the course level. However, not all courses had SDOH learning outcomes at the mod-
ule level. The SON SDOH objectives read as follows:
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Pre-Licensure: Students will define and/or assess the influences of SDOH (cultural, 
social, environmental, and political) on illness and wellness in healthcare at the 
individual, family, community, and societal levels.

Post-licensure: Students will evaluate and apply evidence-based knowledge about 
the influences of SDOH (cultural, social, environmental, and political) on illness 
and wellness related to advanced practice and research with diverse populations 
at the individual, family, community, and societal levels.

Courses that included SDOH learning outcomes mainly did so at the intermedi-
ate (applying and analyzing) and advanced (evaluating and creating) level [15, 16]. 
Examples of learning outcomes at the course level in one course were: (1) Describe 
factors that influence the healthcare outcomes and environments of individuals and 
families, including culture, spirituality, genetics, environment, and information 
technology; (2) Use the principles of illness prevention and health promotion in 
planning care; and (3) Engage in ethical reasoning and identify strategies to pro-
mote advocacy, collaboration, and social justice for application to simulated learn-
ing experiences and the clinical setting. Examples of learning outcomes at the 
module level in another course were: (1) Discuss the ethical and legal implications 
of nursing as a profession and discipline; (2) Recognize policy advocacy and activ-
ism as a moral duty of nurses and nursing; and (3) Frame the moral story of policy 
issues through the lens of nursing. In these courses, the learning outcomes were 
mainly aligned with the assessments.

The levels of assignments were categorized as either beginning, intermediate, or 
advanced. The categorization was based on Bloom’s Taxonomy of what the students 
should be able to do by the end of the course. Courses that included SDOH assign-
ment outcomes did so mainly at the intermediate or advanced levels. The assign-
ments were created at the beginning level in a few courses, particularly in quizzes. 
Most courses included at least one assignment related to the SDOH pillars; in most 
courses, there were at least two to four.

The SDOH pillars covered in each course vary based on the course goals and 
content, but the social and cultural pillars were the most recurrent in the courses. 
There were also overlaps with the social and policy, with the environmental pillar 
being the least captured. Formative and summative assessments covering social pil-
lars assessed students on topics such as access to primary healthcare based on race 
and age, financial and economic disparities, and health literacy. Table  7.3 is an 
example of one course that we reviewed. In another course, the topics covered sig-
nificant historical issues impacting healthcare. The assignments required the stu-
dents to explain how this occurrence relates to current healthcare disparities and the 
implications for how race has developed as a category in healthcare. Next, the stu-
dents had to apply this information to their future roles as Advanced Practice 
Registered Nurses (APRNs). In yet another course, assignments on cultural pillars 
included topics and assignments on religion, spirituality, nursing, societal values, 
and interpersonal discrimination based on ethnicity, gender, and sexual orientation. 
As an additional example, another course was designed to have assignments based 

7  Aligning SDOH Pillars to Learning Outcomes and Assessments



206

Table 7.3  Example of a reviewed course

Course title
Assessment 
(title) Type Level

SDOH 
pillar

Assignment information/SDOH 
content covered Notes

Breaking 
difficult news 
video

Video 
recording

Advanced Social; 
cultural

Students will record and upload 
themselves presenting “difficult 
news” along with a self-evaluation

Annotated 
bibliography

Writing 
assignment

Advanced Policy/
law; 
social; 
cultural

Students select a list of articles to 
review from a resource and prepare 
an annotated bibliography. Topic 
examples are Health systems & 
policy; improving care for seriously 
ill hospitalized patients; Provision 
of spiritual support to patients with 
advanced cancer; Cost saving, and 
Medicare

Final exam Quiz Advanced Policy/
law; 
social; 
cultural

Questions include Landmark 
bioethics legal cases, aging, and 
culture

on understanding LGBTQIA+ concepts and disparities, communicating effectively 
with LGBTQIA+ patients, and addressing sexual orientation, gender identity, and 
health disparities through clinical care.

Law/policy topics and assignments in several post-licensure courses included 
coverage on social security, health insurance, assisted death, Affordable Care Act, 
Medicare, financial and economic implications of healthcare, regulations for run-
ning a healthcare business, medical billing and coding guidelines, child and elder 
protection, affordable housing, quality education, sex work, abortion, and guns. 
Students had to use their nursing expertise to communicate their support or opposi-
tion to identified issues through elected officials or position papers.

Courses that relied on active recall or those that covered quantitative content 
tended to have lower coverage of SDOH pillar assignments than those that addressed 
survey topics. For example, Pharmacology for Nursing Practice and Physiology/
Pathophysiology for Nursing Practice covered fewer SDOH pillars than the Art and 
Science of Nursing Practice course or post-licensure courses like Leadership and 
Professional Nursing Is Nursing Issues and Trends. Although the environmental 
pillar was the least embedded, topics included access to foods that support healthy 
eating patterns, green spaces, exposure to toxic substances, air pollution, and 
climate.

Many assignments covered multiple pillars. For example, a policy brief assign-
ment required students to synthesize topics related to social, cultural, and policy 
pillars. For instance, in one assignment, students were asked to write an informed 
policy brief compiled throughout the semester to address and provide a nursing 
recommendation or solution and rationale for their selected topic related to a 
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political, economic, sociocultural, and/or technological context. Although many 
courses covered SDOH pillars, the content was not necessarily included in the 
assignments.

In a majority of the courses, assignments were primarily designed in the form of 
discussion forum questions, case study analyses, video analyses, essays, external 
course activities, group assignments, oral presentations, writing assignments 
(papers), exams, quizzes, surveys, video recordings, video analyses, debates, policy 
briefs, op-eds, blogs, speeches, social media posts, worksheets, and synthesis matri-
ces. The most common forms were discussion questions, writing assignments, case 
studies, and quizzes.

�Summary

The course review process allowed us to answer the two guiding questions regard-
ing the extent to which assignments specifically integrated SDOH pillars and at 
what level the level on Bloom’s Taxonomy was assessed. That is, how aligned the 
learning objectives were to the course assignments, both formative and summative. 
We found that learning activities courses often rely on discussions and case studies 
centered on SDOH topics. Overlaps in social, cultural, and policy pillars often 
occur. Hence, assignments also incorporate the themes into the assignments.

Because the environmental pillar was the least addressed, it would be beneficial 
to seek ways to integrate it, for example, by combining pertinent topics and exam-
ples alongside social and law/policy pillars. Identifying and revising courses where 
SDOH pillars are addressed to a lesser extent in the assignments would help stu-
dents see the connection between the learning outcomes, course content, and assign-
ments. Highlighting the linkages also establishes whether the learning outcomes are 
being met and also helps to motivate students to see how the information will be of 
value to them as healthcare providers.

As seen in this chapter, there is often significant variability and completeness in 
the coverage of the issues in the SDOH pillars. Including more experiential and 
didactic and experiential learning experiences to develop competencies and identify 
and resolve SDOH curriculum gaps is essential. It is also considered an effective 
teaching methodology for increasing awareness of the determinants by linking 
learning outcomes to the assessments. Integrating the social determinants into the 
courses has been valuable in helping faculty members at the SON innovatively inte-
grate the pillars in the specific courses they teach. The approach also helps to dem-
onstrate to the students that the SDOH pillars are not isolated from the care they 
provide to their patients. Along with daily reflective practice, understanding inequal-
ities as a challenge that concerns the healthcare profession can also advance nurses 
as critical transformative care providers. By doing so, we can better address the 
inequities in the healthcare system.
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Reflection

–– The curriculum mapping process can be instrumental in also determining whether 
a course is constructively aligned, and the process can be carried out 
simultaneously.

–– Course alignment is best addressed during course planning and continuously 
improved with subsequent course offerings.

–– Integrating learning objectives, assessments, and SDOH content within each 
course gradually requires ongoing sustainability revisions.

–– Engaging key stakeholders, including faculty, leadership, and students, is neces-
sary for receiving and implementing feedback in periodic curriculum reviews.

Chapter Review Questions

	1.	 What are the components of constructive alignment?
	 (a)	 Learning outcomes
	 (b)	 Teaching and learning activities
	 (c)	 Assessments
	 (d)	 All the above
	2.	 Identify the correct order of the six levels of cognitive learning based on the 

revised Bloom’s Taxonomy from the lowest to highest order.
	 (a)	 Remembering, understanding, applying, analyzing, evaluating, and creating.
	 (b)	 Understanding, remembering, applying, analyzing, creating, evaluating
	 (c)	 Creating, evaluating, remembering, understanding, applying, analyzing
	 (d)	 Understanding, remembering, applying, analyzing, creating, evaluating
	 (e)	 Remembering, creating, evaluating, understanding, applying, analyzing
	3.	 In which order is constructive alignment approached?
	 (a)	 (i) Design assessment tasks; (ii) identify the intended learning outcomes; 

(iii) Plan learning activities; (iv) Select the content
	 (b)	 (i) Identify the intended learning outcomes; (ii) Design assessment tasks; 

(iii) Plan learning activities (iv); elect the content
	 (c)	 (i) Identify the intended learning outcomes; (ii) Design assessment tasks; 

(iii) Plan learning activities; and (iv) Select the content
	 (d)	 (i) Select the content; identify the intended learning outcomes; (ii; iii) Plan 

learning activities; (iv) Design assessment tasks
	4.	 WHO research indicates that SDOH accounts between _______ of health out-

comes underscoring that SDOH is essential for improving health outcomes.
	 (a)	 10 and 15%
	 (b)	 80 and 85%
	 (c)	 30 and 55%
	 (d)	 50 and 75%
	5.	 According to the findings, courses that rely on active recall tended to have lower 

coverage of SDOH pillar assignments than those that address survey topics.
	 (a)	 True
	 (b)	 False
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Answers
•	 1. (d), 2. (a), 3. (b), 4. (c), 5. (a)
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8Lessons Learned

Jill B. Hamilton, Adarsh Char, Linda McCauley, 
Autherine Abiri, Laura Kimble, Lalita Kaligotla, 
Beth Ann Swan, and Kristy Martyn

Learning Objectives

	1.	 Describe areas of success with integration of SDOH content into the curriculum.
	2.	 Describe the challenges of integration of SDOH content into curriculum.
	3.	 List 2–3 recommendations for faculty success with integration of SDOH into 

curriculum.

�Introduction

Our school-wide initiative to fully integrate SDOH concepts throughout all didactic 
and clinical courses began in August 2019. At the time of this writing, the process 
outlined in this text has taken 3 years and we are still working toward steps to evalu-
ate, revise, and refine this initiative. We detail in the “Lessons Learned” chapter the 
challenges encountered and successes over the past 3 years and our plans for revi-
sion and refinement of this school-wide initiative to fully integrate SDOH concepts 
into our nursing curriculum.
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As with any major school-wide initiative, we attribute our success to date to the 
following strategies presented in this chapter:

•	 Leadership and administrative support from the highest level of administration 
who realized the importance of SDOH to the education of all of our nursing 
students.

•	 Faculty development and training through online courses and faculty workshops.
•	 Curriculum Committee engagement and support of the process.
•	 Nursing faculty awareness and value for SDOH in nursing education

Administrative support from the dean for this SDOH curriculum initiative 
through:

	1.	 Top-level support and consistent communication from the leadership team who 
consistently and clearly articulated the value of educating Emory School of 
Nursing students at all levels on SDOH as a necessity for the delivery of optimal 
care to the diverse populations and communities that we serve.

	2.	 Ensuring that the School of Nursing Leadership Team was supportive with this 
initiative. The Dean assured regular and ongoing placement of SDOH on the 
agendas of All Faculty meetings, Curriculum Committee meetings, and the 
Dean’s Educational Council meetings. Because SDOH was an important agenda 
item throughout the planning and execution of educational strategies to integrate 
SDOH throughout the curriculum, we were able to obtain critical, formative 
input, and feedback during all phases of SDOH integration.

	3.	 Strategically appointing and placing key SDOH leaders in prominent roles on 
committees and leadership councils. These key leaders included the Associate 
Dean for Education, Chair of Curriculum Committee, Assistant Dean of Equity, 
Diversity, and Inclusion, and a Senior Faculty Fellow of SDOH and Health 
Disparities.

	4.	 The Senior Faculty Fellow of SDOH and Health Disparities used allocated 
effort/release time to lead faculty development, coordinate implementation 
efforts of other faculty, and monitor efforts to evaluate faculty teaching of SDOH 
content.

Challenges to administrative support  In the early phases of this initiative, the 
multipronged work of faculty development, implementation and evaluation of 
teaching, and student outcomes was complex and time intensive. Initially, the Senior 
Fellow developed the SDOH framework that was adopted and shared with faculty at 
all levels as the SDOH foundation for the school. In order to facilitate integration of 
SDOH in the curriculum across all levels (doctoral, masters, and bachelor’s pro-
grams) it was determined that we needed three SDOH core teams focused on: (1) 
Faculty Development, (2) Design and Implementation, and (3) Evaluation. A lead 
faculty was appointed for each core team. Progress was made in developing objec-
tives for every course in the curriculum and piloting of integration with a group of 
prelicensure students. However, it became apparent that one leader was needed to 
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oversee the three core areas to ensure integration of SDOH in the curriculum across 
levels and regular communication with school leadership and faculty.

A reset plan was established by the Dean and the Senior Faculty Fellow of 
SDOH. It was decided that the Senior Faculty Fellow of SDOH would lead of all 
three leadership cores with administrative support. Overseeing the three core areas 
involved regular and close monitoring of the process with a focus on expanding 
integration of SDOH across all education programs. An administrative staff was 
assigned to assist with scheduling meetings, recording meetings, and storing docu-
ments (presentations, SDOH literature) on our one drive system for easy access 
among faculty.

Recommendation for administrative supports

	1.	 A designated SDOH lead person with the authority and effort for oversight 
of all phases of faculty development, implementation, and evaluation of 
SDOH content into curriculum. The lead person needs to have the seniority 
and experience to know the different faculty in the school and the different 
curricular components. We chose to have our designated SDOH lead person 
come from the faculty and not be a person holding an established adminis-
trative role.

	2.	 Administrative staff personnel to support the SDOH lead person.
	3.	 Regular team meetings that included the Dean who kept her leadership team 

informed.
	4.	 Release time/effort allocated for a designated SDOH lead person.
	5.	 Clear communication from Dean and SDOH Faculty Fellow to Program 

Directors and faculty that education to alleviate health disparities and deliver 
optimal care will require the integration of social determinants into our nursing 
curriculum at all levels.

	6.	 Engagement of faculty, including ongoing communication via faculty and cur-
riculum meetings.

Faculty Development with the assistance of a designated faculty team and 
Instructional Design Director. Major components of faculty development included:

	1.	 A self-paced SDOH Canvas Course with CE credit, made accessible within our 
School’s learning management system, Canvas. This course was developed in 
consultation with an Instructional Design expert (see Chap. 3). This course 
included a pre and posttest of SDOH content, and Discussion Group Assignment 
option section for faculty to share discussion posts with exemplars of ways in 
which SDOH was integrated into their courses through student assignments. 
These discussion posts were subsequently downloaded, placed into categories 
according to SDOH Pillar (Social, Cultural, Environmental, and Policy) with the 
final product being a Faculty Handbook for faculty to use as a resource as they 
integrated SDOH content into their courses.
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	2.	 Individual faculty consultations with the SDOH lead and Instructional Design 
Expert to answer questions on content for a specific course. These consultations 
were provided to faculty on a weekly schedule of open hours.

	3.	 Faculty teaching/learning sessions to answer questions and making suggestions 
for student assignments according to SDOH Pillars.

Challenges to faculty development  Challenges were found with faculty atten-
dance in the SDOH Canvas Course, individual consultations, and teaching/learning 
sessions. Although the response from faculty to the SDOH Canvas Course was 
extremely positive with high engagement, not all faculty participated. Inadvertently, 
part-time clinical instructors were not included in emails announcing the availabil-
ity of the course. Additionally, since the course was not mandated, not all faculty 
accessed the course. Secondly, the faculty did not respond well to the individual 
consultations to address SDOH into their courses and only a fraction of the faculty 
attended the teaching/learning session. These challenges were not unanticipated. 
Faculty frequently cite a lack of time to attend online professional courses or may 
believe that SDOH is not relevant to the courses they teach. Follow up with indi-
vidual faculty was needed to ensure that all faculty teaching our students were aware 
of this school-wide initiative.

Recommendation for faculty development  Optimally, faculty teaching 
courses across all levels of nursing students should be fully engaged in the integra-
tion of SDOH into the curriculum. Suggestions might include:

	1.	 Engagement with faculty development activities should be a requirement. 
Perhaps attendance to faculty development activities could be linked to annual 
performance reviews and merit increases.

	2.	 A requirement for engagement in SDOH faculty development educational offer-
ings should be for faculty at all levels including part-time clinical faculty.

	3.	 Monthly offerings of workshops and lunch and learn sessions with smaller 
groups of faculty of didactic and clinical courses and/or clusters of faculty 
around core content. This frequent offering would provide more flexibility for 
faculty attendance.

	4.	 Offerings of workshops and lunch and learn sessions with smaller groups of 
part-time clinical faculty.

	5.	 On demand access providing support and consultation with SDOH lead faculty 
through monthly open office hours.

	6.	 Designating courses as including specific content on SDOH as being SDOH 
focused. Turning the incentive from something a faculty perceives they “have” 
to do to a courses designation that faculty values could be a powerful incentive.

Curriculum Committee Engaged and Supportive of the Process  Very early in 
the process of integration of SDOH into the curriculum, the SDOH lead faculty, 
members of the Dean’s Administrative team, met regularly with the Chair of the 
Curriculum Committee and Program Directors. During these meetings:
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	1.	 The Emory School of Nursing 4-Pillar SDOH framework and a draft of course 
objectives based on this framework for class syllabi were presented for discus-
sion and feedback.

	2.	 Using the existing Curriculum Committee structure, SDOH objectives for class 
syllabi were approved and the Chair of Curriculum Committee led the process of 
SDOH course objectives approved during an all-faculty meeting.

	3.	 Curriculum Committee structure was necessary to ensure that the process was 
conducted according to the bylaws of the faculty governance structure in the 
School of Nursing.

Challenges to curriculum committee engagement  Getting the support of a 
large group of Curriculum Committee members to agree on an SDOH framework and 
course objectives presented a challenge and were time intensive. However, this buy-in 
was a critical step to obtain all faculty support for adopting the Emory School of 
Nursing 4-Pillar SDOH framework and objectives as a guide for course content. We 
were successful with the Curriculum Committee’s adoption of the framework and 
course objectives but the mapping of SDOH content into individual courses was 
extremely time intensive, requiring a different approach.

Recommendation to curriculum committee engagement

	1.	 Obtain input and support from the Curriculum Committee Chair and key mem-
bers and/or other faculty governance groups overseeing the curriculum in the 
very early phases of SDOH integration.

	2.	 Assess the usual functioning of the committee and appropriately judge whether 
the existing committee structure has the time, resources, and expertise to suc-
cessfully complete the required elements of SDOH content integration.

	3.	 Mapping of courses for SDOH content may be too burdensome for the existing 
Curriculum Committee Structure and require an ad hoc team.

	4.	 Appoint an ad hoc team with time and skill set to collaborate with program 
directors to map SDOH in individual courses necessary to avoid redundancy of 
SDOH content.

Nursing Faculty Awareness and Value for SDOH in Nursing Education  Perhaps 
the greatest factor of success with the integration of SDOH into the curriculum was 
from faculty who either recognized and/or valued the incorporation of this content 
into their courses. We consider ourselves fortunate to have had a faculty that rec-
ognized the importance of SDOH content in the education of nursing students, 
Generally, faculty whom, although extremely busy and had planned out their syl-
labi for the semester, were willing to make the adjustments necessary to modify 
their courses to include SDOH content. Additionally, these faculty, with limited 
time and bandwidth, had already prepared their syllabus and outlined their course 
within our learning management system. Examples of the creativity of faculty with 
the integration of SDOH content into the curriculum are detailed in Chap. 5. 
Exemplars included:

8  Lessons Learned
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	1.	 Faculty exemplified a degree of creativity with the incorporation of Emory-wide 
resources from the Humanities (Arts and Social Justice Grants) that permitted 
faculty to launch new pedagogical initiatives that extended classroom learning to 
include community collaborations and ways in which these communities use the 
arts to express social justice issues.

	2.	 Faculty demonstrated how SDOH content could be included in a content-dense 
course in our Pharmacology course. This faculty member who has taught tradi-
tional pharmacology content for many years incorporated content focused on 
racism as a SDOH factor that influenced best practices with the administration 
of medications among racial/ethnic populations. Specifically, faculty focused on 
the integration of SDOH conditions into courses focused on foundational knowl-
edge of pharmacology as well as pharmacokinetics and pharmacodynamics 
across the lifespan. The NHWSN SDOH Four Pillar Framework was a guide to 
student learning the influences of SDOH within pharmacology and patient health.

	3.	 Faculty demonstrated creativity in teaching with the development of a simula-
tion scenario incorporating SDOH. The modification within an existing simula-
tion course was informed by a compilation of student reflections during a 
community-based immersion with immigrant farmers in a small town in the 
Southern region of Georgia.

Challenges to faculty awareness and value of SDOH  As with any organiza-
tional change, there were faculty who found it difficult to modify some clinical 
courses and course assignments to integrate SDOH content. The difficulty was 
related to the time required to modify courses to integrate this additional SDOH 
content. Initially, faculty expressed concern that they were being asked to add addi-
tional content and were uncertain of ways to modify courses without deleting con-
tent believed critical to their courses.

Recommendation to faculty awareness and value of SDOH  Faculty develop-
ment materials and learning sessions should include support and guidance to mod-
ify assignments so that faculty are not stressed with the addition or deletion of 
traditional content in order to integrate SDOH into courses. A broader issue is how 
to let go of traditional content that has served nursing well for decades, but still has 
left us with critical gaps in knowledge as the evidence grows of the significance of 
social, political, and cultural factors in achieving optimal health.

�Summary

Our efforts to include integrate SDOH into our nursing curricula continue. While 
these efforts have been challenging and labor intensive, overall, the NHWSN com-
munity embraces the value of SDOH and is committed to sustaining this focus. As 
nursing education advances with new ideas and initiatives, such as the AACN 
Essentials and competency-based education, the School is committed to finding 
ways to keep our SDOH Framework, the 4 Pillars, and the ongoing integration and 
evaluation process at the forefront.

J. B. Hamilton et al.
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