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● The primary goal of the CASRC Thread is not to develop specific sessions for
presentation of thread material but to work on identifying gaps and working with
course and clerkship management teams to integrate thread content to cover those
gaps.

● There is a need to add emotional behavioral health to the medical student
curriculum to help students develop communication skills, rapport with patients,
develop ways to interact with patients and how to understand, treat, and build a
relationship with patients and those with chronic diseases.

● Incorporate thread objectives into courses and clerkships from first year through
fourth year.

Rationale: The integration of social science and medical humanities content into medical
education is not an end unto itself but part of a larger effort to improve the ability of
physicians in their roles as patient and community-centered clinicians and health care
advocates.  Physician preparedness is predicated upon exposure to, immersion in and
critical reflection on the appropriate foundational knowledge, skills, dispositions and
experiences to approach clinical practice, medical science, and healing in ways that affirm
the worth and preserve the dignity of individuals, families, and communities. In particular,
integration of the social sciences and humanities into medical education should be
designed to equip future physicians to enter their careers as lifelong learners with the
agency, awareness and capacity to act as agents of change with patients, families, other
health professionals and policymakers to:

● improve equity, access and quality of care to patients and families from increasingly
diverse and unequally resourced communities,

● contribute to and enhance team-based clinical and community-based care, and
● engage in advocacy and practice that improves policy and strengthens health and

health care systems.

"Knowledge, skills, and attitudes taught through behavioral and social sciences weave
together intellectual, interactional, emotional, and values-related lessons, some of them in
very personal ways" (AAMC, 2011, p. 22).



Domain 1 – Disparities and Factors Influencing Health
Definition: Health disparities negatively affect groups of people that have systematically
experienced greater social or economic obstacles to health. These obstacles stem from
characteristics historically linked to discrimination or exclusion such as race or ethnicity,
religion, socioeconomic status, gender, mental health, sexual orientation, or geographic
location.

K1. Identify and apply knowledge of historically underrepresented populations in
terms of health care

K2. Describe the social determinants of health and their influences on patient and
population outcomes

K3. Compare and contrast differences in health disparities across populations and
contexts

K4. Discuss barriers to eliminating health disparities

S1. Effectively use data to discern and analyze differences in health outcomes among
populations

S2. Critically appraise literature on health disparities to inform treatment plans*
(EBM)

A1. Articulate the significance of eliminating health disparities on patient and
population health care outcomes

Domain 2 – Community Engagement
Definition: Community engagement is both the application of institutional resources to
address and solve challenges facing communities, through collaboration with these
communities, and the process of working collaboratively with and through groups of people
affiliated by geographic proximity, special interest, or similar situations to address issues
affecting the well-being of those people. It often involves partnerships and coalitions that
help mobilize resources and influence systems, change relationships among partners, and
serve as catalysts for changing policies, programs, and practices.

K1. Explain barriers different communities face in negotiating health care systems
including identifying community assets to overcome these barriers

K2. Understand factors influencing population health variability in communities

K3. Recognize how local public health problems and policies impact the medical
practice within that community

K4. Demonstrate understanding of the concepts of community engagement,
community-engaged scholarship and their relevance to the science and practice of
medicine

S1. Describe the process by which community-based medical interventions are
developed and implemented

A1. Describe the unique contributions that patients, families and community
partners provide health care team



A2. Demonstrate clinical decisions that are based on a shared decision-making
model with patients, families and community partners

Domain 3 – Bias Stigma and Stereotyping in Professional Practice
Definition: (1) Unconscious or implicit bias is defined as "mental associations that take
place without intention, awareness, or control. (2) Stigma "is an attribute that links a
person to an undesirable stereotype, leading other people to reduce the bearer from a
whole and usual person to a tainted, discounted one. (3) Prejudice is "an aversive or hostile
attitude toward a person who belongs to a group, simply because he belongs to that group,
and is therefore presumed to have the objectionable qualities ascribed to the group.

K1. Describe how conscious and unconscious physician and patient bias impact
clinical practice

K2. Recognize structural inequality that contribute to issues of power and
oppression

S1. Apply appropriate strategies to navigate patient and physician bias

A1. Explain the legacy of "othering" and its impact on current population health as
well as subsequent health care delivery

A2. Describe how bias informs our images of ourselves and others

Domain 4 – Intercultural Communication
Definition: Intercultural Communication is the verbal and nonverbal exchange of
information between and among people, places, and objects/artifacts from different
cultural backgrounds. (2) A body of scholarship focused on people's interface with different
cultures and the influence of cultural backgrounds/identities on one's worldview.

K1. Recognize patients' healing traditions and beliefs

K2. Describe cross-cultural communication models and their relevance to clinical
and professional practice

K3. Recognize the influence of environment on preventive health measures (e.g. food
deserts and nutrition, 'unsafe' neighborhood and exercise, etc.)

S1. Use appropriate negotiating and problem-solving skills in navigating social
differences

S2. Assess and enhance adherence utilizing techniques that take into account the
patient’s and families’ and communities’ social environment

S3. Adjust and adapt oral communication [speaking and listening] skills to account
for differences in patient, families, and colleagues that fosters respect, trust, and
safety

S4. Adjust elements of nonverbal communication effectively and appropriately for
patients’ and professionals’ cultural backgrounds

A1. Respect patient’s cultural beliefs

A2. Demonstrate understanding of various cultural perceptions of health care and
health care providers



A3. Identify strategies for conflict resolution

Domain 5 - Use of Interpreters
Definition: Working with interpreters is an essential professional competency for
physicians in order to provide equitable care for any patient with a barrier to
communication in English (speaking, reading, writing, and/or understanding) in a health
care setting.

K1. Describe cross-cultural communication challenges and models that are used to
overcome those challenges

K2. Describe factors in the physician’s use of interpreters that may impact health

K3. Describe the role of interpreters on a healthcare team

S1. Recognize institutional responsibility to cross-cultural communication

S2. Work collaboratively with interpreter to elicit a comprehensive medical history
that includes various patient identities

S3. Utilize interpreters to assess and enhance patient adherence

A1. Value the role of interpreters on a healthcare team

Domain 6 - Self-Awareness, Cultural Humility and Reflexivity
Definition: (1) Cultural humility is an alternative concept to cultural competence, posits
that one can never be fully competent in another person's culture. Instead, one must
undertake a lifelong commitment involving self-evaluation, self-critiquing, and redressing
power imbalances. (2) Reflexivity is beyond reflection; the ability to understand how one's
own social locations and experiences of advantage or disadvantage have shaped the way
one understands the world and produces knowledge.

K1. Describe the physician-patient power dynamic and possible imbalances

K2. Describe trust-building strategies relevant to the practice of health care

K3. Describes the role one's own social positionality [within an organization and
society] has on one's professional identity and decision-making

S1. Recognize institutional structural and cultural barriers that contribute to issues
of power and oppression

S2. Using reflection on one’s own biases and beliefs to influence professional
practice and patient care

S3. Employs reflexive practices effectively to enhance patient care and one's own
professional well-being

S4. Apply strategies to enhance trust among patient and members of the healthcare
team

A1. Recognize how others view you and how you view others

A2. Value the importance of medical and cultural humility in the practice of medicine



A3. Appreciate the limits of one's own knowledge and expertise

A4. Recognize that application of knowledge [medical and cultural] is contextual and
connected to personal, social, and political interests that impact patient and
population health outcomes

Domain 7 - Patient and Family Engagement
Definition: Patient and family engagement is a method to the planning, delivery and
evaluation of health care grounded in principles of mutually beneficial partnerships among
patients, families and health care professionals. This approach implements the core
concepts of trust, respect, dignity, communication and collaboration within these
relationships.

K1. Identify the relationship between family-oriented healing traditions and beliefs
and patient health practices

K2. Describe individual, familial, and relational dynamics that impact health
outcomes

K3. Recognize and utilize patient’s capacity for self-care and ability to participate in
shared decision making

S1. Examine the role of intersectionality in one’s own familial identity and how it
impacts one’s approach to health care and patient engagement

A1. Recognize the influence of one's own cultural background and biases and their
influence on interpreting the health beliefs of patients

A2. Demonstrate respect for patient's health beliefs and cultural practices and
incorporate these into clinical relationships and decision making

Domain 8 - Negotiating Intersectionality in Professional Practice
Definition: Intersectionality is the interplay of multiple identities, which impact how
individuals perceive and navigate the world.

K1. Define intersectionality

K2.  Describe the primary, secondary and tertiary characteristics of one’s own
individual social identity

K3. Compare and contrast sources of structural inequality and their influence on
patient, family and population health and capacity

K4. Recognize the implications of intersectionality of all healthcare stakeholders on
health equity and health policy

K5. Describe how elements of social identity [race, class, gender, culture, sexuality,
faith, etc.]* impact clinical practice

A1. Recognize how different combinations of identities and life experiences impact
the healthcare team’s attitudes toward health and health care

A2. Compare and contrast how one’s seen and unseen identities inform worldview
and its relationship to healthcare



Domain 9 - Physician Orientation to and Role in Health Care Advocacy
Definition: A physician’s role in health care advocacy is action by a physician to promote
those social, economic, educational and political changes that ameliorate the suffering and
threats to human health and well-being that he or she identifies through his or her
professional work and expertise.

K1. Define methods of physician advocacy

K2. Recognize that physician advocacy occurs at many levels -individual,
organizational, community, health systems, and policy/legislative

K3. Reflect on how one’s own personal identities and lived experiences impacts
physician advocacy

S1. Work collaboratively with the healthcare team to utilize advocacy organizations
and community resources to help patients receive needed services

S2. Demonstrates the ability to effectively represent patient/family values and
concerns in clinical encounters

A1. Seek opportunities to engage in initiatives that enhance the well-being of others,
including but not limited to participation in student professional organizations, free
clinics, health care screenings or other community programs

A2. Advocate for excellence in care of patients regardless of individual identities.
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