FROM THE AMERICAN PEOPLE .

Integrating Social Determinants into Health Workforce

Education and Clinical Training - A Case Study: Nepal

L
Background

Introduction:

There is a global consensus that addressing the social determinants of health (SDoH), the circumstances in which people are
born, grow, live, work, and age, is key to reducing health inequities. To deliver relevant, quality care effectively and equitably,
the health workforce—including health professionals, planners, managers, and community health workers—must understand
the complex factors that influence the health of patients and communities and they must possess competencies to mitigate the
negative effects of these factors.

The Local Health System Sustainability Project (LHSS) developed a case study series to identify, analyze, and document
successful efforts to integrate SDoH into health workforce education and training, regulation and quality assurance, and
service delivery. The project identified Patan Academy of Health Sciences (PAHS) as one of only a few health education
institutions globally that has systematically and successfully integrated SDoH into pre-service education curricula for
physicians, nurses, and public health professionals.

This case study describes and analyzes PAHS’s efforts and contributes to the knowledge base on how to maximize the positive
impact of integrating the SDoH into the education and training of health workers.

Objectives of this case study are:

I. Identify how Nepal stakeholders perceive SDoH and PAHS’s key steps to integrate SDoH into health workforce
education and training programs.

2. Describe the perceived enablers and barriers for integrating SDoH into education and training, and identify best
practices.

3. Understand the perceived impacts of integrating SDoH into education and training for student learning and clinical
practice.

Methodology:

The team chose Nepal and PAHS based on expert

recommendations and findings from a relevant LHSS literature
review. The team sought and obtained an international and local Total population (millions) 30

ethics approval, and reviewed published articles and websites of
relevant authorities, as well as policy and curricular documents.
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public health, and medical programs and with graduates from each
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these efforts. Even so, disparities persist within the country. For

example, the national average for under-five mortality per 1,000 live births is 39, whereas it is 63 in Nepal’s mountain region
and the rate for children in the lowest wealth quintile versus those in the highest one is 24 to 62.> Access to trained health
workers plays an important role. While training of health professionals has increased, an estimated 40 to 50 percent of
physicians emigrate after graduation;® those who stay tend to work in urban areas. Kathmandu Valley has only one physician




per 850 people compared to one for every 150,000 in rural areas of Nepal. To ensure UHC, the National Human Resources
for Health Strategy (2021-2030) seeks to ensure the equitable distribution and availability of a quality health workforce, as per
the country health service system, but it has not yet been fully implemented.

In addition to geographic location, other SDoH affect access to and use of health services as well. For example, factors such as
poverty, education, ethnicity, low status of women, illiteracy, poor transportation, and disrespectful maternity care limit the
uptake of maternal care services.* Age, gender, rurality, and socioeconomic status also drive the rising burden of non-
communicable diseases in Nepal.®

Health Workforce Education Context

Health professions education in Nepal, as elsewhere, is predominantly urban-based, hospital and bio-medically oriented, and
does not adequately prepare graduates to understand and address the needs and SDoH context of rural underserved
populations.® Nepal has 21 medical schools, primarily located in the Kathmandu Valley; 17 are private, producing over 2,000
doctors annually, and an additional 400-500 receive training abroad. According to the Nepal Nursing Council, 50 colleges
provide nursing education in Nepal and |2 colleges have post-graduate public health programs. The Ministry of Education,
Science and Technology of the Government of Nepal (GoN) regulates the education system in Nepal, and it establishes and

oversees various universities.

Studies suggest that the inadequate number and skills of health workers in rural areas is one of the most pressing issues for
UHC in Nepal.” The shortage of skilled health workers and poor staff retention, particularly in rural areas, lack of professional
capacity development activities, and inadequate funding are major challenges for the health workforce in Nepal. The variability
in the quality of this workforce is caused by, among other reasons, insufficient health workforce planning and inadequate
quality control mechanisms in health workforce education.?

“What does good health mean at population levels? We have to start the discussion at leadership

levels. Are we caring for the sick only or are we talking about building health as a social capital?
Faculty member at PAHS

Integrating SDoH into the Curriculum at PAHS:

PAHS, established in 2008 in Lalitpur, is a public not-for-profit higher education institution “...work[ing] in close partnership

with the national health
system to improve the health
care services in the
remote/rural areas primarily
through producing technically
competent and socially
responsible health care
workers.” PAHS currently
provides degrees in medicine
(bachelor’s and master’s),
nursing (bachelor’s and
master’s), and public health
(master’s). The GoN does
not cover operational costs
but pays the tuition of 75
percent of PAHS’
undergraduate students in
medicine and nursing and 100
percent of post-graduate
students in medicine, nursing,
and public health through
scholarships. Students on
scholarships are required to
spend two years working at a
location chosen by the GoN.
The annual intake of
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System
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related to health delivery system
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undergraduate medical students is 65 and post-graduate is 50. The intake for undergraduate nursing students is 40 and 28 for
a master’s. Since 2020, the GoN requires candidates for all the education programs at PAHS to be selected from the merit list
on the Medical Education Commission’s common entrance examinations. A certain number of seats are reserved from



students from rural areas. Forty percent of the |5 post-graduate seats in the master’s in public health (MPH) program are
allocated for government employees who, after completing the course, will work for the MoHP. Graduation rates are higher
than 95 percent across all the programs.

As conventional health professional education was failing to produce a health workforce ready and willing to work in
underserved areas, PAHS adopted a different approach centered on community-based learning and education. PAHS embeds
the education of its students in rural community settings to ensure that they learn within the same context where they are
expected to practice. Rural health practitioners, including FCHVs, are involved in teaching and evaluating learners. Community
members participate in student evaluation, define graduate attributes and competencies, and contribute to the design and
implementation of the curricula. The understanding of the effect of the SDoH on the health of underserved populations in
Nepal was a driving force for creating the community-engaged and rural-oriented curriculum at PAHS.” The development of
theoretical and practical SDoH competencies is integrated throughout the curricula in medicine, nursing, and public health.
Table 2 highlights how medical students at PAHS develop and apply SDoH competencies to practice. It also illustrates how
PAHS assesses SDoH competency attainment and the stakeholders involved in that process. In addition to understanding the
role of SDoH in health, health-seeking behavior, and success of health interventions, PAHS identifies and assesses what they
call “non-cognitive” competencies that focus on behavior, attitude, conduct, and emotions. The SDoH-related competencies
that students are expected to acquire and practice during field rotations (see table 2) include communication; relationship-
building with patients, peers, and other stakeholders; empathy and compassion; teamwork; and leadership skills. Students also
learn how to mobilize communities and facilitate processes to identify and solve health-related challenges with community
members by applying asset- and strength-based approaches and creativity. Community members are directly involved in
assessing these SDoH-related competencies.

While MPH students spend less time learning in rural and community settings than medical and nursing students, upon
graduation they are expected to demonstrate SDoH-related competencies, such as commitment to social justice, human
rights, and peace; act as leaders and agents of change; effectively advocate and engage within the political process to improve
health equity; successfully partner with communities; and bring an SDoH lens to research, data collection, and analysis. These
competencies and others are taught throughout the curriculum as students collect field data for their ‘Community
Assessment’ model. They then use the collected information in the modules on ‘Planning and Implementation,” ‘Leadership and
Management,’ and ‘Health Policy and Financing.’

The three education programs (medicine, nursing, and public health) also work closely with community-based organizations,
such as women’s group and locals, as well as national government authorities.> For example, PAHS works with the MoHP to
identify sites for learning in community settings, post-graduate training, and employment. The programs are all relatively new,
with medicine starting in 2010, nursing in 2016, and public health in 2017. Few cohorts have graduated and formal impact
evaluations have not been completed. However, interviews with program leaders, graduates, and rural preceptors suggest that
graduates are integrating the SDoH competencies into their practice including into the development of rurally based programs
and interventions.

“We try to foster students’ commitment to serve the disadvantaged and produce graduates who listen
to people and recognize them as partners in the process of improving health.”

Faculty member at PAHS

Lessons Learned on Integrating SDoH into Health Workforce Education and
Training

Key best practices on the process of developing and implementing curricular reform related to the SDoH:

e Develop a clear mission, philosophy, and desired outcomes, built on a community- and patient-centered focus, based
on available evidence and promising practices locally and globally. This should be aligned with local needs and
contexts, using an iterative stakeholder engagement process to design and implement curricula and programs.

e Engage key stakeholders within and beyond the health sector, including health professional bodies, consumer groups,
policy makers, health managers, and learners, as well as national and international academic experts. Engage
representatives of communities that have been discriminated against or marginalized by the health system in defining
attributes and competencies, designing and implementing programs, and evaluating learners’ performance.

e  Program and school leaders should ensure that faculty internalize the importance of SDoH as a cross-cutting issue in
the curriculum, and sustain their commitment by providing training, sharing evidence, providing concrete examples,
regularly engaging with them, and drawing on their personal experiences.



e Ensure that the curriculum provides learners with ample experiences in living and practicing in underserved areas
and working at each level of the health system, coupled with a strong focus on developing competencies, such as
what PAHS calls “non-cognitive” ones mentioned above.

e Regularly review the curriculum in collaboration with stakeholders, including students and communities, reflecting
on whether the program is on track and adjusting the program as needed.

Key enablers to integrating SDoH in health workforce education and clinical training programs:

e Commitment of leadership and faculty who use evidence, stories, political savvy, and a clear agenda to advocate for
change and who listen to stakeholders when building the case for why integrating SDoH is so important.

e Strong relationship with a diverse set of stakeholders nationally and at clinical training sites at all levels of the health
system. Such relationships should be developed and maintained by institutional and program leaders and faculty
involved in community-engaged activities. It is important for faculty leaders to regularly spend time at distal teaching
sites. PAHS experience suggests engaging internal stakeholders first, but also regularly engaging with institutional and
political leaders and professional associations to advocate for SDoH-related approaches and share results and
impact.

e  Providing regular workshops for faculty to internalize the importance of SDoH.

e Bringing in diverse faculty from medical sociology and medical anthropology, the nongovernmental organization
(NGO) sector, community groups, and others with health system experiences who bring important insights into the
curriculum.

Key barriers to integrating SDoH in health workforce education and clinical training programs:
e  Accreditation and professional bodies that do not consider SDoH-related competencies as important.

e  Existing rules, standards, and regulations that are not designed for community-engaged approaches can add to the
workload of the development and accreditation of programs because schools need to meet conventional standards
in addition to their own community engagement and SDoH objectives.

e The time and effort needed for broad stakeholder engagement, as well as frequent changes in leadership and
government, can frustrate and slow reform efforts. Such barriers can be overcome with building and sustaining
faculty commitment and clear outcome measures, tied to improving health in underserved communities.

e Market forces, such as a higher cost of providing substantial community learning experiences, especially in rural
areas, can act as a barrier or disincentive particularly if education institutions are for-profit. Demonstrating the
return on investment, such as an increase in the number of graduates choosing to work in underserved areas, can
help; partnering with NGOs and local authorities where students can help provide needed services can result in
those partners paying for additional costs or providing in-kind resources.

“During the Covid response we worked in the most remote and poor areas of the country. Compared
to graduates from other schools, | was much better prepared. The others had problems with
communicating with illiterate people...SDoH are very important for quality of care. When one realizes
it you deliver services very differently.”  PAHS Medical Graduate working in rural hospital

Outcomes and impact quality and equity of care of PAHS’ integrating SDoH into education and training:

e The care that PAHS graduates provide is informed by their competencies that include enhanced ability to listen to,
communicate with, and understand the complex factors that influence the health of patients and communities and
identify ways to work with them to mitigate the negative effects of SDoH, hence improving the care that these
patients receive. The graduates are familiar with the type of challenges patients face at home and at many health
facilities. For example, providers spend time to educate patients and families, make sure they understand the roots
causes of the health issue presented, and understand the potential barriers to adherence to treatment protocols.
One graduate explained that she gave patients her personal phone number in case they had questions. They provide
patients and families with the information on healthy behaviors, and ensure they have what is needed to follow
treatment protocols. Understanding both the system and financial constraints of patients enables them to find ways
to minimize the financial burden on the family, such as calling the insurance scheme to advocate for a patient and
prescribing medications that are covered by insurance.



e Of the five cohorts of PAHS’ medical graduates, more than 50 percent are currently working at primary-level
government health facilities in different regions of Nepal; 75 percent of those are at primary-level health facilities
outside Kathmandu Valley. A recent study shows that during the COVID-19 outbreak, PAHS graduates, although
early in their careers, were frequently in communication, mobilization, and coordination roles, such as leading the
pandemic response at their facility, and were involved in community engagement, team building, and liaising with the
government and local authorities.’

e SDoH competencies are not systematically integrated into quality assurance processes, in either education or
service delivery. However, PAHS continues to advocate for their integration with the professional councils. While
SDoH competencies are not yet included, recent national planning documents are now referring to the SDoH.

“[PAHS] graduates understand community people. They integrate their rural experiences and that
improves the care they provide.”
Rural Preceptor/Medical Superintendent in rural hospital

e  All stakeholders feel involved as learning outcomes in the programs are measured in multiple ways: through
examinations, evaluation of community diagnosis, household surveys and implementation of health projects, feedback
from community members, workplace-based assessment by rural health preceptors, and clinical and community
health sciences faculty.

e Key indicators for measuring success in integrating SDoH into education and training include:
- Are graduates applying their SDoH competencies in their work?

- Do programs, research, and interventions that graduates are involved in specifically address or reflect an
understanding of the role of SDoH in health?
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