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he ministry of advocacy has been an integral part of Catholic health care, beginning 
with the pioneering women religious who both cared for those in need and advocated 
for their health and welfare, as well as for the organizational structures to help them.T

How the Catholic health ministry carries out 
this function of advocacy has evolved signifi-
cantly in its sophistication, complexity, scope and 
reach across local, state and national levels.

At this time of major health care reform, 
Catholic health care once again needs to adapt 
and expand its advocacy focus as the clinical 
care delivery system broadens beyond sick care 
to address disease prevention and promotion of 
population health. There is a new emphasis on 
coordinated community benefit assessments and 
responses, as well as closer attention to the under-
lying social and environmental determinants of 
health.

These changes carry significant implications 
for Catholic health care’s advocacy agenda and 
the strategies required to carry it out.

CHANGING LANDSCAPE
In response to a variety of public policy and 
economic pressures, health care providers are 
expanding their horizons to engage more deeply 
with patients and with the communities they 
serve. Health delivery reform is driving changes as 
clinical providers become more clearly account-
able for following the care of patients after they 
return home. Penalties for readmission within 30 
days, or the economic consequences of risk-based 
contracts, are influencing providers’ behavior to 
an increasing degree.

Prompted by the development of account-

able care organizations, clinically integrated net-
works and global payment mechanisms, emphasis 
on population health management is expanding 
the health providers’ arena to include the health 
needs of defined portions of the population.

Going beyond this relatively narrow popu-
lation management focus, total population 
approaches aim at improving the health of an 
entire population. The result: Health care sys-
tems are being moved into the public health 
realm. Clinical providers find themselves urged to 
address environmental and social determinants 
of health — such as food and nutrition insecuri-
ties, air pollution, water and soil contamination, 
housing and safety — and to develop collabora-
tive strategic responses.

Simultaneously, the public health sector, which 
traditionally addressed communicable diseases, 
risky behaviors and mortality, is broadening its 
scope to address social inequities, living condi-
tions and institutional power.1 This approach 
includes engaging with the entities within the 
civic community that can impact health, have 
influence and help change take place. A recent 
National Association of County and City Health 
Officials publication goes further, encouraging 
health departments “to expand the boundaries 
of their practice to use their resources, perspec-
tives and alliances to more directly confront the 
social inequalities that are the roots of health 
inequities.”2

The Expanding
Advocacy Agenda
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MORE COMPLEXITY
The very words used to talk about these changes 
add to the complexity. There is a lack of clarity 
around the various terms being used to discuss 
health in general and, specifically, about popula-
tion health and the interrelated systems needed 
to sustain the health of individuals and communi-
ties. The language, which is undergoing evolution 
and refinement, can be confusing.

A comprehensive study by Dawn Marie Jacob-
son, MD, MPH, and Steven Teutsch, MD, MPH, 
provides a set of integrated definitions as well as 
an environmental scan of current efforts to mea-
sure and improve the health of total populations.4 
Their research confirms that multiple factors 
influence the health of individuals over the course 
of a life. These researchers point to the need for 
“population-based strategies to address the 
‘upstream’ determinants of health, which parallel 
individual prevention-focused behavioral change 
strategies to improve health and prevent disease.5

In one current categorization, the determi-
nants of health are (see chart):

1. Health care
2. Individual behavior
3. Social environment
4. Physical environment
5. Genetics 
Jacobson and Teutsch maintain that these 

determinants should be used by all organizations 
interested in improving total population health.6

Two other aspects are key. David Kindig, MD, 
who created the chart above, adds that “These cir-
cumstances (social determinants of health) are in 
turn shaped by a wider set of forces: economic, 
social policies and politics.”7 Further, Jacobson 
and Teutsch stress the necessity for “’shared 
responsibility’ for implementing these (popu-
lation-based) strategies through multi-sectoral 
partnerships and collaborations…”8

In short, a combination of factors is coming 
together in this time of transition:

WHAT IS POPULATION HEALTH?

Outcomes
Mean Disparity

Determinant
Factors

Race/ethnicity

Socioeconomic status

Policies and programs produce changes in health determinants or factors, then
produce the health outcomes in the left-hand box. This chart is based on research
by David Kindig, MD.

Mortality
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 The necessity to look “upstream” 
to gain a deeper understanding of the 
social and environmental factors deter-
mining health of populations

 The importance of attending to the 
economic, social and political policies 
impacting the health of populations

 The need to shape an advocacy 
agenda in collaboration with other 
stakeholders to gain the leverage 
required to affect public policy.

IMPACT ON THE ADVOCACY AGENDA
Health care’s changing paradigm 
is broadening clinical providers’ 
approaches to health delivery, as well 
as their understanding of their commu-

nities’ needs. The changing paradigm 
has implications for advocacy agendas 
as providers explore the root causes 
of health problems of the populations 
they serve.

Over the past 25 years, Catholic 
health care providers’ assessment of 
community health needs has been 
guided by the Catholic Health Associa-
tion’s seminal work on the topic, as well 
as by state and federal requirements 
related to community needs assess-
ments and documentation of commu-
nity benefit.

In the article “Assessing and Eval-
uating Community Benefit,” Pamela 
Schaeffer, PhD, described CHA’s year-
long study in 1988 in which Catho-
lic health providers had to determine 
whether, or to what extent, they were 
benefiting the entire community.9 The 
resulting report, published in 1989, pro-
vided the foundation for CHA’s social 
accountability budget. It was followed 

in 1992 by development of its standards 
for community benefit.

CHA coupled these initiatives with 
urging its members to strengthen their 
advocacy efforts on behalf of univer-
sal health care, maintenance of non-
profit health care organizations’ tax 
exempt status and assistance for the 
uninsured. The standards themselves 
called for health care organizations to 
“take a leadership role in advocating 
community-wide responses to health 
care needs in the community.”10

The Catholic health care minis-
try responded to this challenge and is 
continuing to do so. For example, in its 
plans for 2015, Trinity Health asks its 

regional health ministries 
not only to complete their 
usual community needs 
assessment, inventory and 
plans for community benefit 
programs, but also “to inte-
grate care for our communi-
ties by addressing the social 
determinants of health.” 
As follow-up actions, the 
health system has asked the 
regional health ministries to 

convene work groups of community 
partners and stakeholders for address-
ing key needs and responses. In Michi-
gan, Mercy Health Muskegon has used 
a Center for Medicare and Medicaid 
Innovation grant to develop a pilot 
program with a hub-and-spoke struc-
ture to facilitate this type of dialogue 
and action.11 Such innovative commu-
nity benefit initiatives naturally begin 
to shape an organization’s individual 
and collective advocacy agendas. As 
stakeholders — such as clinical care 
providers, public health agencies and 
community service organizations and 
others — address population health 
and its environmental and social deter-
minants, their findings undoubtedly 
will point to the need for coordinated 
advocacy strategies.

In a 2014 Health Progress article, 
Daniel DiLeo provided a useful exam-
ple when he commented, “Because 
environmental concerns can affect 

The changing paradigm has 
implications for advocacy 
agendas as providers explore 
the root causes of health 
problems of the populations 
they serve.

population health — air pollution 
can trigger asthmas, for example, or 
a chemical spill can make it unsafe to 
drink from a town’s water supply — the 
ministry can look for and act on oppor-
tunities to make significant environ-
mental advocacy contributions.”12

This is not to say that Catholic health 
providers will lessen their traditional 
advocacy work, such as enhancing 
Medicare and Medicaid; implement-
ing the Affordable Care Act; address-
ing reimbursement and quality regu-
lations; and so on. Nor does it mean 
weakening their support for CHA’s 
national advocacy in favor of, for exam-
ple, health care reform, funding of the 
Children’s Health Insurance Program 
(CHIP), ethics and conscience clause 
protections, policies on euthanasia and 
other issues.

What it does imply is that Catho-
lic health care providers will need to 
move “upstream” to attend to the root 
causes of health problems, to expose 
the underlying issues of violence, pol-
lution, inadequate food, poor housing 
and other social disparities associated 
with poor health. In understanding 
these underlying social and environ-
mental determinants, Catholic health 
care providers will be called upon to 
collaborate with others both to develop 
effective programs and also to advocate 
for and help shape public policies that 
can impact the health of the popula-
tion. As findings and learnings emerge, 
Catholic health care providers can take 
advantage of their collective size, scope 
and national breadth to influence pub-
lic policies, urge needed research and 
demonstrate effective approaches.

NEW ATTITUDES
This type of change requires shifts in 
perception and attitudes among all 
Catholic ministry leaders, especially as 
they focus on exploring, understand-
ing and addressing the underlying 
causes of poor health in their commu-
nities. Health care must move beyond 
the sick-care system to promote living 
environments that foster good health 
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Catholic health care 
providers will need 
to move “upstream” 
to attend to the root 
causes of health 
problems.

and to develop coordinated approaches 
for the prevention of disease and ill-
ness at both the personal and commu-
nity levels.

Catholic health providers already 
have developed and put in place com-
munity benefits processes to help build 
partnerships and coalitions and to take 
the advocacy actions needed, whether 
locally, regionally or nationally. As 
Kevin Barnett of the Public Health 
Institute, based in Oakland, Calif., com-
ments, “Hospitals can …. use their con-
siderable political power to coordinate 
with public health leaders and partners 
to advocate for health in transporta-
tion, housing, agriculture and other 
policies that have been shown to have 
an impact on health outcomes.”13

EXPAND AGENDAS
In summary, Catholic health care pro-
viders are being called to expand their 
advocacy agendas14 in the midst of 
unprecedented change:

 Moving from uncoordinated and 
often random attempts at addressing 
community health to strategic thinking 
that engages the community in defin-
ing the issues

 Extending beyond the provision of 
clinical or sick care to addressing the 
“upstream” social and environmental 
determinants of health

 Evolving from singular attempts 
to collaborative partnerships and coor-
dinated advocacy to strengthen their 

impact in shaping programs and public 
policies

 Developing successful local activ-
ities to regional, national and even 
global initiatives that advocate for 
environmental justice, disaster pre-
paredness, responses to climate change 
impact (drought, fire, floods) and the 
sustainability and health of Earth.

This expanding of the advocacy 
agenda is very consistent with the 
mission of the Catholic health care 
ministry. It seems clear that Catholic 
health care’s collective advocacy for 
the health of populations, for healthy 
living environments and, indeed, for a 
healthy planet, should be an essential 
part of the future.
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Trinity Health, Livonia, Mich.; and, pre-
viously, was a member of the Catholic 
Health East senior management team 
for 12 years.
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