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The Catholic Church is uniquely positioned to 
contribute to effective interventions related to the 
social determinants. The church has ministries 
in health care, of course. But we also have a sig-
nificant presence in education and 
social services. Even more, we have 
parishes in nearly every neighbor-
hood or town, which engage people 
at the early and late stages of life, two 
particularly vulnerable moments, 
and which often become safe har-
bors for people on the margins of 
society. This network of commu-
nity-level connections would be the 
envy of any organization looking to leverage the 
overlapping effect of the many determinants of 
health. And yet, the church’s history and structure 
make it challenging to capitalize on these unique 
opportunities.

KINGDOMS DIVIDED
The beauty of so many religious congregations 
contributing to the ministries of the church also 
brings a real drawback when looking to coordinate 

efforts. For Jesuits, we struggle to gather leaders 
of our parish, high school, university and retreat 
house in the same city for a simple conversation, 
much less to act on shared objectives. It becomes 
even less likely when four or five different reli-

he ideas behind social determinants of health are quickly growing from a whisper to 
a chorus. You know an idea is finally popular when the term itself becomes a point of 
debate. For example, some suggest that “social influencers of health” or “social risk 

factors” are better terms to use than social determinants of health because they avoid the 
fatalistic notion of “determinants” or lessen academic jargon.1 Regardless of the term, we 
are starting to appreciate that health is influenced by a host of factors outside of medical 
care and genetics, including education, housing, transportation, environment, neighborhood 
characteristics and much more. This realization has become particularly acute in health care 
delivery, where new payment models require an organization to attend not just to a patient’s 
medical complexity but also to his or her social complexity.2, 3
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gious congregations or diocesan entities sponsor 
ministries in different sectors. Even more, each 
diocese has set up administrative structures that 
organize our work in a logical manner — educa-
tion, health care, parish life — but in a way that 
often makes collaboration across sectors, includ-
ing on social determinants, less natural.

While I am thrilled that Catholic health care is 
considering ways to improve the social determi-
nants of health, I believe the Catholic community 
of ministry has an even bigger role to play than 
we’ve yet imagined. No other nongovernmental 
organization has as many pieces of the puzzle as 
the Catholic Church, which provides a unique 
opportunity to help resolve some of 
the most vexing social problems we 
face.

A COLLECTIVE VISION
Despite our best efforts to under-
stand one another, it should surprise 
no one that we each see the world 
through our own social position. 
This should be obvious even with the 
phrase social determinants of health. 
It makes sense that we in health care 
would think about these factors insofar as they 
influence our outcome of interest. But many of 
these same factors are also the social determi-
nants of education — meaning that our health sta-
tus, level of neighborhood violence, employment 
status of parents, housing and other factors affect 
our education level. And many of these same fac-
tors influence whether we can fully engage in par-
ish life. Therefore, while I appreciate the need to 
communicate value to specific sectors, the real 
task for people of faith is to understand these as 
bigger than social determinants of health or of 
education or of parish life. I suspect if we looked 
at these things through the eyes of Jesus, we would 
see that we are really talking about social deter-
minants of human dignity. We are helping stack 
building blocks of the common good.

This collective vision is the fundamental differ-
ence that I hope we in the faith community bring 
to the conversation about social determinants. We 
are uniquely positioned to bring our various types 
of ministry together to improve these determi-
nants, but that is a practical challenge that can be 
achieved through better management strategies. 
Those strategies are necessary and by no means 
easy, but cross-sector collaboration would still fail 

to achieve the full potential of what the church 
has to offer.

Most of the significant problems we face 
today can be thought of as “wicked problems.”4 

That is, they defy straightforward solutions and 
instead require systems thinking, where several 
actions must be brought to bear on the problem 
at the same time, but even those actions risk cre-
ating unintended new problems.5 For example, 
the growing challenge of mental health care in 
the U.S. is a wicked problem. Its causes are mul-
tiple, including growing isolation, not enough 
mental health providers, low reimbursement for 
care, continued stigma and the history of deinsti-

tutionalization. Solutions are many and include 
building communities that lead to greater social 
interaction, training law enforcement on men-
tal health first aid, improving reimbursement 
and increasing access to care. One begins to see 
that this wicked problem requires participation 
from many actors, including health care, urban 
planners, educators and technology innovators. 
We in health care likely measure success based 
on reducing the morbidity and mortality asso-
ciated with mental health issues. I also work in 
higher education, and my colleagues there mea-
sure success based on outcomes such as retention, 
graduation and job placement. But ultimately, we 
all focus our efforts on the many determinants 
of mental health because doing so secures the 
dignity of those affected. In addition, we realize 
a common good when we build environments 
where mental health concerns exert less power 
over our communities.

The wicked problems are easy to name: the 
intractable nature of poverty; persistent dispari-
ties across race, immigration status, and geo-
graphic location; climate change. But if there are 
wicked problems, there must surely be grace-
filled solutions. The recent turn toward social 
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determinants, and the move away from our siloed 
ways of thinking and acting, are signs of grace in 
our work.

A COLLECTIVE IMPACT
Many readers are probably familiar with the col-
lective impact model.6 First articulated less than a 
decade ago, collective impact is premised on the 
idea that individual organizations can have iso-
lated impact on social problems, but large-scale 
social change requires multiple organizations to 
work together in a structured way. The five condi-
tions of collective impact are: a common agenda; 
shared data and measurement; mutually reinforc-
ing activities; open communication; and back-
bone support to convene and coordinate activi-
ties.7 The networks of Catholic organizations that 
work on the social determinants are perfectly 
positioned to employ a collective impact model, 
but there are, of course, some barriers.

The Temptation of Power
“Then they came to Capernaum; and when he 
was in the house he asked them, ‘What were you 
arguing about on the way?’ But they were silent, 
for on the way they had argued with one another 
about who was the greatest. He sat down, called 
the twelve, and said to them, ‘Whoever wants to be 
first must be last of all and servant of all.’” (Mark 
9:33-35)

One of the biggest barriers to collective 
impact is the need to give up power. Unfortu-
nately, Catholic organizations are 
no more immune from the allure of 
power than any of their peers. Yet a 
central task for collective impact to 
take hold among Catholic organiza-
tions is establishing a truly neutral 
backbone organization. One concern 
is that many dioceses interested in 
collective impact may centralize the 
backbone organization in the chan-
cery, which would undermine the true potential 
of this model. Instead, it must be truly discon-
nected from existing power structures. The Cath-
olic ministries would remain accountable to the 
diocese, but the convening organization, which 
has no formal authority other than that which is 
freely given to it, should be independent.

Freedom from the temptation of power and 
freedom for the sake of greater service are graces 
that Catholic organizations should be well posi-

tioned to seek. Imagine if Catholic health care 
ministries, Catholic schools, Catholic social ser-
vices and Catholic parishes could sit down to build 
a common agenda focused on the most pressing 
needs of their community. Importantly, this is not 
just a matter of getting the logistics right; it also 
requires a new way of seeing the world. It is world 
where our organization, whatever it may be, is not 
at the center.

The Risk of New Wine in Old Wineskins
“No one tears a piece from a new garment and 
sews it on an old garment; otherwise the new will 
be torn, and the piece from the new will not match 
the old. And no one puts new wine into old wine-
skins; otherwise the new wine will burst the skins 
and will be spilled, and the skins will be destroyed. 
But new wine must be put into fresh wineskins.” 
(Luke 5:36-38).

It is important to appreciate the separate good-
ness but fundamental difference between the way 
we have always done things and the possibilities 
for collaboration on social determinants. Catho-
lic health ministries should continue to do the 
very good work they’ve always done. No matter 
the community-level services we provide, we will 
always need excellent acute care for individuals 
who are sick. Yet, the new focus on social determi-
nants and collaborating with other ministries can-
not simply be bolted onto existing infrastructure. 
The two will tear apart and neither will be prop-
erly served. The rise in awareness within health 

care about the social determinants of health has 
been a great first step. But we have largely been 
trying to work within existing models. That is the 
natural starting point, but now we must seriously 
consider what the new wineskins might be.

I am suggesting that community-level con-
cerns should take us not only outside of the hospi-
tal walls, but also outside of Catholic health care. 
Because of health care’s significant resources, col-
laborative models won’t happen without us. But 
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because of health care’s resources, we risk making 
it too much about us. For example, if we enter the 
conversation talking about determinants of dig-
nity instead of determinants of health, we have 
a much better chance of creating buy-in for the 
broad social change that must take place. In addi-
tion, we have a much better chance of deepening 
our own understanding of the important work we 
already do.

CONCLUSION
I have proposed a way in which Catholic minis-
tries can better collaborate with one another to 
improve the social conditions of our communi-
ties. This is not a new idea. The diocese of Cleve-
land, for example, has had a collaborative strategy 
for decades.8 There are many other examples of 
collaboration on specific projects, but this strat-
egy still tends to be the exception rather than the 
rule. Moreover, in no way do I believe this should 
exclude organizations that are other-than-Cath-
olic. Ideally, this way of proceeding includes any 
organization of good will. I only describe an intra-
Catholic dynamic to suggest that we might as well 
start with the people we know best.

Catholic health care has much to contribute 
to the efforts surrounding social determinants of 
health. But I believe the Catholic contribution is 
even more unique than typically suggested. First, 
we must find a way to break through the barri-
ers that exist between Catholic ministries. This 
is no small task, but it is primarily a management 
challenge. Second, we must see this work not only 
from our own social location, but see it through 
the eyes of Christ. Our gaze, then, will fall not just 
on our sector’s outcomes of interest, as important 
as those are, but on the person and community at 
the center of our work. In this way, we strengthen 
the determinants of dignity and construct build-

ing blocks of the common good. The Catholic 
Church is better positioned than any organization 
to make practical connections that address social 
conditions in comprehensive ways, but it is also 
positioned to ensure the human person is always 
at the center of what we do.
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