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Source:  Marmot M, et al., Society & Health, 1995





The policies, economic systems, and other 
institutions (judicial system, schools, etc.) that are 
organized to produce and maintain social equity 
or inequities, often along the lines of social 
categories such as race, class, gender, ability and 
sexuality.

Social Structures
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Structural Competency

“A shift in medical education … toward attention to forces that 
influence health outcomes at levels above individual interactions.” 

–Metzl and Hansen 2014

The capacity for health professionals to recognize and respond to 
health and illness as the downstream effects of broad social, 
political, and economic structures.



Develop trainees’ capacity in the following five areas:

1. Recognizing the influences of structures on patient health
2. Recognizing the influences of structures on the practice of 

healthcare
3. Responding to the influences of structures in the clinic
4. Responding to the influences of structures beyond the clinic
5. Approaching all of the above with structural humility

-Neff, Knight, et al. 2017

Structural Competency



Structural humility cautions providers against making 
assumptions about the role of structures in patients' lives, 
instead encouraging collaboration with patients and 
communities in developing understanding of and 
responses to structural vulnerability.

—Based on talk by Helena Hansen, April 2015

Structural Humility



CASE

HPI: Patient is a 37-year-old Spanish-speaking male 
found down with LOC

PMH: Frequent flyer well known to the ED for EtOH-
related trauma, withdrawal associated with seizures

PSH: R orbital fracture 2/2 assault w/o operative 
intervention

SH: Heavy EtOH use, other habits unknown. 
Apparently homeless

Meds: currently noncompliant with all meds, D/C’ed
after last hospitalization on folate, thiamine, 
multivitamin, and seizure prophylaxis

Neuro/Mental Status: pt. muttering in incoherent 
Spanish, inconsistently able to answer “yes/no” and 
follow simple commands



Group Discussion

• What stood out to you about the language used 
in this SOAP note? 

• What social, political, and economic structures 
might be contributing to this patient’s problems?
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Diet and hydration

Women suffering from 
constipation

Women unable to stool 
in safe and timely 
conditions

In latrine, would not know if 
someone was waiting to 
assault them – in the open, 
can surveil the area

Husband migrated, so 
wife does farming as well 
as household work

Gender-based 
violence

Women go early or late 
in the day and walk 1-2 
kilometers to relieve 
themselves

Women suffering from 
hemorrhoids, anal 
fissures and rectal 
prolapses

Limited funding of 
social services and 
sanitation

Standard Medical History &
Default Provider Interpretation

Underdevelopment 
of tribal areas in 
Chhattisgarh, India 

Systematic 
marginalization 
of indigenous 
communities 



“Structural violence is one way of describing social 
arrangements that put individuals and populations in harm’s 
way... The arrangements are structural because they are 
embedded in the political and economic organization of our 
social world; they are violent because they cause injury to 
people.” 

– Farmer et al. 2006

Key Term: Structural Violence



The risk that an individual experiences as a result of 
structural violence – including their location in multiple 
socioeconomic hierarchies. Structural vulnerability is not 
caused by, nor can it be repaired solely by, individual agency 
or behaviors. 

Key Term: Structural Vulnerability



Exercise

Please reflect on an example of structural violence you 
have witnessed, as a provider in training or otherwise. 

What are the structures involved, and how are they 
violent (how do they harm people)?



Develop trainees’ capacity in the following five areas:

1. Recognizing the influences of structures on patient health
2. Recognizing the influences of structures on the practice of 

healthcare
3. Responding to the influences of structures in the clinic
4. Responding to the influences of structures beyond the clinic
5. Approaching all of the above with structural humility

-Neff, Knight, et al. 2017

Structural Competency



Assuming positive intent and 
giving the benefit of the doubt: 

What are the structural factors that contributed to 
the physician writing about the patient in this way? 



Recently had 
dinner with med 
school classmate 

who is now a 
specialist who will 
soon pay off med 
school debt and 

work 4 days/week 

Writes note using terms 
like “frequent flyer” with 

limited social history

Stressed: 
8 more patients to 

see in under 2 hours 
(like every day)Frustrated: 

seeing this 
patient doesn’t 
feel like a good 

use of time

Few & poorly 
integrated 

resources to 
address issues like 

homelessness 
and addiction

Burning out:
Weary of seeing 

patients’ health follow 
similar decline

Decided to go to med 
school to help people

Limited 
opportunities to 
discuss structural 
context in pre-
clinical years

Empathy decline: 
“Hidden curriculum” 
of MS3/4 years and 

residency

No structural analysis in training

US education funding

Profit-based 
healthcare 

system

Fee for service reimbursement

Implicit biases  
+/- personal 

privilege

Inadequate funding 
of social programs
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• The sometimes subtle, sometimes explicit, ways that 
structural violence is overlooked/ignored/distracted from

• “Risk factors” as decontextualized, objective realities.  Risk is 
viewed as what people or communities have, not as what 
societies and social policies produce

• Often through claims of cultural difference, behavioral 
shortcomings, or biologized racial categories. 

• Operates through “Implicit Frameworks”

Key Term: Naturalizing Inequality
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Naturalizing Inequality
Exercise:
Underline the parts of the passages in the handout where 
you see inequality/injustice being naturalized through 
“Implicit Frameworks.”  

Implicit Frameworks we discussed include focusing on any 
of the following instead of the influence of structures:

• “Culture” 
• Individual level behavior/choices 
• Biology/genetics



Naturalizing Inequality
#1: When asked why very few Triqui people were harvesting apples, the field
job known to pay the most, the Tanaka Farm’s apple crop supervisor explained
in detail that “they are too short to reach the apples, and, besides, they don’t
like ladders anyway.” He continued that Triqui people are perfect for picking
berries because they are “lower to the ground.” When asked why Triqui people
have only berry-picking jobs, a mestiza Mexican social worker in Washington
state explained that “a los Oaxaquenos les gusta trabajar agachado
[Oaxacans like to work bent over],” whereas, she told me, “Mexicanos [mestizo
Mexicans] get too many pains if they work in the fields.” In these examples and
the many other responses they represent, perceived bodily difference along
ethnic lines serves to justify or naturalize inequalities, making them appear
purely or primarily natural and not also social in origin. Thus, each kind of ethnic
body is understood to deserve its relative social position.

- Seth Holmes “An Ethnographic Study of the Social Context of Migrant Health in the US,” 2006

Biology/Genetics Culture?



Naturalizing Inequality
#2: The urgent-care doctor he first saw explained that Abelino should not work,
but should rest and let his knee recover. The occupational health doctor he
saw the following week said Abelino could work but without bending, walking,
or prolonged standing…. After a few weeks, the occupational health doctor
passed Abelino to a reluctant physiatrist who told Abelino that he must work
hard picking strawberries in order to make his knee better. She told Abelino that
he had been picking incorrectly and hurt his knee because he “didn’t know
how to bend over correctly.” Once Abelino had recovered, this doctor
explained to the researcher that Abelino no longer felt pain, not because he
got better, but because the picking season was over and he could no longer
apply for worker’s compensation…. Knee and back pain continue to be the
most common health complaints among pickers on the Tanaka Farm
- Seth Holmes “An Ethnographic Study of the Social Context of Migrant Health in the US,” 2006

Individual Behavior/Choices Contextually Clueless



1. Intrapersonal 
2. Interpersonal
3. Clinic
4. Community
5. Research
6. Policy 

Levels of Intervention



{

The People’s Free Health Clinics
of the Black Panther Party



The Federally-funded 
Community Health 
Center Movement



“They prioritized pain management and 
recruited experienced clinicians committed to 

what they called ‘compassionate’ healthcare for 
injection drug-users.” 

– Messac et al.

The Integrated Soft Tissue Infection 
Service Clinic

Photo by Jeffrey 
Schonberg



Structural humility cautions providers against making 
assumptions about the role of structures in patients' lives, 
instead encouraging collaboration with patients and 
communities in developing understanding of and 
responses to structural vulnerability.

—Based on talk by Helena Hansen, April 2015

Structural Humility



Making a Difference

Return to the clinical situation that you shared with your neighbor 
in which structural factors were playing a role in patient health and 
healthcare delivery.

Work with your neighbor to discuss solutions at different levels of 
intervention that will ameliorate the problem.

What could be done differently? What would it take?



1. Intrapersonal 
2. Interpersonal
3. Clinic
4. Community
5. Research
6. Policy 

Levels of Intervention



Contact: 
kelly.knight@ucsf.edu

https://structuralcompetency.org/



https://www.structcomp.org/
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