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Structural and social determinants of health account for
the health disparities we see along social hierarchies, and
their impact has been made more evident by the recent
COVID-19 pandemic. There have been increasing calls to
incorporate structural competency into medical educa-
tion. The structural and social context, however, has yet
to be fully integrated into everyday clinical practice and
little has been published on how to concretely imbed
structural competency into clinical reasoning. The au-
thors provide a framework for structural analysis, which
incorporates four key steps: (1) developing a prioritized
clinical problem list, (2) identifying social and structural
root causes for clinical problems, (3) constructing and
documenting a prioritized structural problem list, and
(4) brainstorming solutions to address structural barriers
and social needs. They show how structural analysis can
be used to operationalize structural reasoning into every-
day inpatient and outpatient clinical assessments.
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T he majority of health outcomes are the result of social
determinants of health or the conditions in which people

are born, grow, work, live, and age. These are influenced by
the structural determinants of health, or the social, economic,
and political mechanisms and policies that generate, config-
ure, and maintain social hierarchies.1 Structural and social
determinants of health (SSDH) account for health disparities,
and their impact has been made evident by the recent COVID-
19 pandemic.2

Undergraduate and graduate medical accreditation bodies
have called for the inclusion of education on SSDH and health
equity.3,4 In 2014, Metzl and Hansen published a framework

for imbedding SSDH into medical education. Known as struc-
tural competency, it calls for the reframing of behaviors and
disease as downstream implications of upstream decisions
about structures and social systems.5 While a number of
undergraduate structural competency curricula have been pub-
lished6,7 and there are calls to embed structural competency
into graduate education,8–10 less has been published on how to
operationalize structural competency into routine bedside clin-
ical teaching.
Recently, several hospital systems have recognized the

importance of SSDH and begun universal screening for unmet
patient-level social needs, for example, food insecurity, med-
ication affordability, and transportation barriers.11–14 These
initiatives have facilitated explicit discussion of how social
needs directly impact health. Still, gaps remain in how to train
learners to incorporate SSDH within traditional clinical rea-
soning.15,16 In the absence of an analytic framework, screen-
ing for social needs alone risks incomplete conceptualizations
of the links between SSDH and health outcomes.17 In clinical
practices that are not yet equipped to address SSDH, educa-
tional interventions can pave the way by arming learners with
tools to change clinical practice. We provide an educational
framework for integrating structural competency into clinical
reasoning and assessment, known as structural analysis, that
can be used in inpatient and outpatient clinical settings.

KEY STEPS OF STRUCTURAL ANALYSIS

Structural analysis entails four steps: (1) developing a pri-
oritized clinical problem list, (2) identifying structural and
social root causes for clinical problems, (3) constructing
and documenting a prioritized structural problem list, and
(4) brainstorming solutions to address structural problems.
Structural analysis starts with ensuring congruity between

clinician clinical problem lists and patient concerns. Using a
root cause analysis approach,18 learners then diagram struc-
tural and social root causes. Active clinical problems are
placed at the head of the diagram. Downstream social deter-
minants are brainstormed first, with mediators such as poli-
cies, practices, and social norms brainstormed next, followed
by more upstream structural determinants such as political
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systems, economic systems, and institutions (Fig. 1). Identify-
ing downstream social determinants entails obtaining a com-
prehensive social history that reflects the true lived experi-
ence of each patient, thereby avoiding assumptions arising
from bias or stereotype. Here universal social needs
screening, using a standardized tool such as the Account-
able Health Communities tool, can be helpful.19 Screening
has been shown to be feasible and can be integrated into
the electronic health record.20,21 Identifying upstream me-
diators and structural determinants entails researching the
literature and synthesizing clinical problems within a so-
ciological, anthropological, and historical context. For ex-
ample, uncontrolled asthma becomes contextualized in
historical environmental policies that concentrated high
pollutant emitting facilities and roadways in poor and
minority communities.22 A patient’s uncontrolled diabetes
is contextualized by food insecurity23 (downstream deter-
minant), but also policies that prioritize corporate profit in
food production over access24 (upstream mediator and
structural determinants). Educators should acknowledge
where causal pathways linking SSDH to certain health
outcomes have not yet been fully elucidated. Use of
community- and population-level data can help inform
upstream contributors as they relate to individual patients.
Once structural root causes are uncovered, a prioritized

structural problem list can be developed which explicitly
names as separate problems SSDH that are urgent and for
which clinic and community resources are available. For ex-
ample, food insecurity that directly impacts diabetic A1c
control is listed as a separate problem for which an assessment
and plan is required. Choosing the structural problems to
highlight allows learners the opportunity to discern between

those problems that should be addressed for individual patient
care and other root causes (often upstream) that should be
acknowledged but may not require their own assessment and
plan. Intentional documentation of SSDH reduces stigmatiz-
ing and bias language by encouraging the learner to frame
clinical narratives around forces that fundamentally impact
health outcomes and away from characterizations that assign
personal blame, such as “non-compliance,” typically seen in
present-day medical documentation. Further practices to min-
imize bias include updating problem lists regularly, focusing
on strengths, and avoiding explicitly documenting sensitive
information with legal implications such as undocumented
status.
The final step of structural analysis is developing solutions

to address SSDH included in the structural problem list. The
socio-ecological model can help learners imagine interven-
tions at the individual, health systems, community, and soci-
etal levels.25 Communication with patients about social needs
and individual-level solutions to address them entails a
relationship-centered approach to shared decision-making that
centers patients’ experiences, priorities, and beliefs, and draws
on established relationships between patients, providers, insti-
tutions, and communities.26 A strengths-based approach is
vital to maintaining a positive outlook and supporting patient
resiliency.27

Clinicians also need awareness of clinic- and community-
based resources and help from an interdisciplinary team.
Moving towards a SSDH-focused clinical practice involves
incorporating community health workers, peer supporters, or
social workers; health educators; and community partners, for
example, medical-legal partnerships. An interdisciplinary ap-
proach results in improved outcomes for unmet social needs28
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Figure 1 Structural analysis diagram to identify root causes of health outcomes. From left to right, upstream structural determinants of health,
mediators, and more downstream social determinants of health.
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and should be coupled with information systems for popula-
tion health management and payment reform that aligns in-
centives with health outcomes.
Solutions for mediators and structural determinants of

health often necessitate advocacy work beyond the scope of
traditional clinical practice. Explicit acknowledgement of the
responsible policies, practices, and institutions is the first step
in advocating for change to reduce health disparities. Trainees
can serve a vital supporting role alongside community-based
advocacy groups in lending their voice to change critical
mediators. Numerous examples of trainee-involved advocacy
exist.29 Structural analysis pushes learners to envision, at the
point of clinical care, solutions at every level of the socio-
ecological model, not just at the individual level, and fosters
this level of action among a wider breadth of trainees.

APPLYING STRUCTURAL ANALYSIS

A 37-year-old woman with a history of diabetes called a local
clinic because she developed fever and cough for 2 days. She
was advised to obtain COVID-19 testing but declined. She
called back the next day with chest discomfort and was
instructed to go to the emergency department but again was
reluctant, asking for medications to be called into a pharmacy.
She is the mother of three young children and is afraid of
losing her job in housekeeping for a downtown hotel. She and
eight family members share a three-bedroom rental located an
hour by bus from downtown. She came to the USA 10 years
ago from Guatemala and is ineligible for health insurance due
to her immigration status.
A structural analysis approach to this patient’s clinical

presentation moves beyond a traditional clinical problem list
(step 1 of structural analysis) of cough, fever, and chest
discomfort. Instead, a root cause analysis for her likely
COVID-19 infection reveals underlying SSDH (step 2 of
structural analysis). This patient is at high risk of COVID-19
infection from her job as an essential worker in the hospitality
industry, her need to take daily public transportation, and
living in a crowded household. Her reluctance to seek medical
care might be related to lack of health insurance, prior expe-
rience of discrimination, and fear of detention and deportation.
These factors are downstream determinants that directly im-
pact her infection risk and access to healthcare. Underlying
upstream structural determinants are exploitive labor markets
and the push/pull factors for migration. Mediators include
unsafe working conditions; racism and stigmatization against
undocumented immigrants; and exclusion from health cover-
age, unemployment insurance, and other social safety nets
(Fig. 2).
Once root causes have been identified, a prioritized struc-

tural problem list includes lack of health insurance, immigra-
tion status, and crowded living conditions (step 3 of structural
analysis) (Fig. 3). Through a structural analysis, it is clear that
asking this patient to obtain COVID-19 testing or referring her

to the emergency department alone would not be effective.
Rather, interventions for social needs informed by availability
of local resources are likely to be more helpful. These could
involve healthcare navigation by a community health worker,
referring to a multilingual COVID-19 phone line, delivering
free self-administered COVID-19 testing to minimize con-
cerns of government intrusion and data collection, and refer-
ring to medical sheltering sites like hotel rooms to lessen risks
posed by crowded households. Solutions at the health systems
level may include expanding services for uninsured individ-
uals, piloting a clinician home-visitation program, and estab-
lishing a medical-legal partnership. At a policy level, clini-
cians can partner with community to advocate for an eviction
moratoria and relief fund for cash-strapped families regardless
of immigration status, immigration reform, and regulation
protecting essential workers from exposure to COVID-19
(step 4 of structural analysis).

EXAMPLES OF CURRICULAR APPROACHES

Structural analysis offers a concrete guide for applying struc-
tural competency to clinical problem-solving and allows for a
more developed macro-level conceptualization of health and
disease. We posit that the same rigor in medical training that is
applied to and expected of micro-level conceptualizations
rooted in genetic, molecular, and pathophysiologic studies
should also be applied to fundamental macro-level under-
standing of disease. A full and complete understanding of
health necessitates delving into not only downstream social
needs, but also more upstream mediators and structural con-
tributors. It advocates for undergraduate and graduate curric-
ulum that takes more than a superficial approach to SSDH, and
supports the furthering of social and political education for all
trainees.
At the University of Pittsburgh, health professions students

have an opportunity to write social medicine case studies
based on a patient they encountered during a clinical elective
working with underserved populations. Using structural ana-
lysis, the case study process guides students through a patient-
centered clinical problem list; a root cause analysis for the
main problem; SSDH that have had positive and negative
impacts; and interventions on multiple levels.30 Case studies
are designed for self-directed learning or small-group discus-
sion in pre-clinical or clinical instruction settings. At
Montefiore Medical Center, resident case conferences have
explicitly incorporated steps of the structural analysis using
actual clinical scenarios. During these resident-report-style
conferences, residents are encouraged to delve into social
and structural root causes, explicitly name structural problem
lists, and actively brainstorm solutions at multiple levels of the
socio-ecological model. Both institutions are studying whether
these interventions increase knowledge of links between
SSDH and health outcomes, documentation of social needs,
and interprofessional collaboration.
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NEXT STEPS

Our early experience with a structural competency framework
in medical education suggests learners can be taught to apply
structural analysis to patients’ health problems. Screening for
social needs and referring to social services is only the first
step in structurally competent care. First, learners will need
guidance connecting symptoms and problems to downstream
determinants and identifying mediators and ultimately

structural determinants. This requires dedicated faculty devel-
opment to re-envision clinical teaching. Second, learners will
face challenges intervening at systems and institutional levels.
When they recognize that social services are inadequate to
address their patients’ structural vulnerabilities, learners will
need advocacy skills to tackle institutional practices that re-
flect profit-driven economic and political systems. Potential
challenges in identifying and addressing complex mechanisms
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Figure 2 Example completed structural analysis diagram showing structural determinants, mediators and downstream social determinants
which impact a health outcome.

A 37-year-old woman with a history of diabetes presents with two days of fever and cough concerning for COVID-19 
infection.

#1 COVID-19 infection:
Assessment: This patient is at high risk of infection due to occupational exposure from her job as an essential worker who 
needs to take daily transportation, and from her crowded home living conditions. She is at higher risk of complications due 
to her underlying diabetes. 
Plan:

- Refer to a community health worker to provide COVID-19 education and healthcare navigation
- Deliver a self-administered COVID-19 test and PPE to patient’s home
- If COVID-19 test is positive, use a mail delivery service to send medications

#2 Crowded living conditions:
Assessment: Crowded living conditions have been shown to increase the spread of COVID-19. This patient currently 
lacks financial resources to quarantine/self-isolate.
Plan:

- If COVID-19 test is positive, refer to a free medical sheltering site
- Inquire about social needs of remaining household members during quarantine

#3 Lack of health insurance:
Assessment: This patient has limited options for health care coverage due to her immigration status. 
Plan:

- Search for free or low-cost clinics in patient’s neighborhood
- Discuss referral to a medical legal partnership to confidentially explore legal options regarding immigration status
- Reach out to organizations advocating for expanded health care services or universal health coverage regardless

of immigration status

Figure 3 Re-envisioned structural problem list and sample assessment and plan.
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and interactions between SSDH and health should not deter
adoption of structural analysis. Rather discussion of these
complexities is necessary and can identify areas where more
research is needed.
As role models for learners, all healthcare providers and

staff should be trained in structural competency. Armed with
tools for structural analysis and a shared social mission, health
professionals, patients, and other stakeholders could unite in
dismantling social forces that result in health disparities.
Health systems themselves might pose formidable challenges
as structural changes threaten the status quo by redistributing
power and resources, but learners will recognize that this
burden is not theirs alone. Last, development of evidence-
based approaches for implementing structural competency is
critical. This involves implementing upstream quality im-
provement,31 studying pathways that lead from SSDH to ill
health, and evaluating the effectiveness of structural
interventions.
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