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The Fierce Urgency of Now



The Social Determinants of 

Health are the conditions in 

which people are born, grow, 

work, and age  and the wider 

set of forces and systems 

shaping the conditions of daily 

life. 

World Health Organization

Upstream interventions and 

strategies focus on ways to 

advance deep-rooted social 

and economic structures that 

decrease barriers and 

improve support systems in 

order to help people achieve 

their full health potential.
The Root Cause Coalition 

Common Language | Common Ground
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Barbara J. Petee
Executive Director

The Root Cause Coalition
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The Root Cause Coalition

Mission
We bring awareness and coordinated leadership to address the social 

determinants of health and their resulting barriers. We do this by 
articulating, demonstrating and advocating for bold and innovative 

solutions and polices that lead to improved health outcomes and 
economic stability.

Vision
Reverse and end the systemic root causes of health inequities for 

individuals and communities through cross-sector approaches and 
partnerships
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Our Core Values 

We believe… 
• our work should lift up and highlight the equality and dignity of all 

individuals; 

• that authentic collaboration, in which decision making and learning 
are reciprocal, is essential to achieving health equity; and 

• that innovative solutions must be tested, validated, scaled, and 
supported through organizational and public policy. 
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The Root Cause Coalition: Crafting a New 
Culture of Health

Join us 
https://www.rootcausecoalition.org/

Facilitates 
Shared 

Learning 

Lifts up 
SDoH best 
practices

Advocates 
on relevant 

policy

https://www.rootcausecoalition.org/


12

What is Health Equity?
Health equity means everyone has the 
opportunity to obtain the highest level of 
health.

Gaps in health equity are caused by 
societal barriers and lack of access.

How do we achieve Health Equity?
Achieving health equity means removing 
socioeconomic barriers to ensure safe housing, food 
security, financial stability, a quality education and 
more; which ultimately leads to economic mobility.

Image: Robert Wood Johnson Foundation
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A Pathway to Better Care
2020 Status of Health Equity Report

• Examines both the progress and the gaps in addressing health disparities 
influencing health and well-being

• Three Actionable Strategies to Achieve Health Equity
• Scale innovative solutions to drive a new and sustainable model of care that 

improves health outcomes as it ensures health equity.

• Align communities and advance authentic collaboration to address the root causes 
of health inequities.

• Engage and learn from communities most affected by inequities of health and 
social conditions.

• Eight Point Call to Action 
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Provider Survey
Key Findings
• Providers must have additional training on the societal 

factors that impact health
• Providers need to have clearer guideline on what their 

role is in addressing SDoH
• Providers will benefit from specific intervention models 

and strategies to implement interventions
• Providers should benefit from cultural competency 

training
• Two Key Challenges in discussing SDoH with patients 

1. Limited Time and Resources 
2. Little integration between health/clinical

and community resources

48%

28%

25%

Provider Demographics

Primary Care Physicians Nurse Practitioners

Physician Assistants
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Sector Silos= Threat to Health Equity 
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Cross-sector Collaboration is Key
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Actionable Strategy Examples from the Report

Actionable Strategy #1 Scale innovative solutions to drive a new and 
sustainable model of care that improves health outcomes as it ensures health 
equity. 

• LISC and ProMedica: Health Impact Fund

Actionable Strategy #2 Align communities and advance authentic 
collaboration to address the root causes of health inequities

• National Health Foundation: Cross-Sector Recuperative Care Program 

Actionable Strategy #3 Engage and learn from communities most affected by 
inequities and health and social conditions 

• RWJBarnabas Health: Social Impact and Community Investment Practice 
Community Co-design 
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8 Point Call to Action 
1. In payment reform, include methods and processes to ensure payment to care providers and non-clinical community-based 

organizations for demonstrated value related to addressing health inequity as a result of the social determinants of health. 
As part of this, develop a reimbursement model from Medicare and Medicaid for services provided by providers and 
community-based organizations that demonstrate value related to reducing costs, enhancing health outcomes and improving 
efficiencies while addressing the social determinants of health and health inequities.

2. Create a standardized integrated health benefit technology platform that connects patients, payors, providers and 
community organizations in order to consolidate fragmented programs and services into an integrated network. 

3. Increase by 50 percent the number of commercial health plans and health systems nationally that embed social 
determinants of health and health inequities goals into their strategic plans, programs and services.

4. In all medical and clinical education programs nationwide, create a more robust system of educating and training providers 
about health equity and the role health care providers play in addressing these issues and how to effectively integrate that 
role into their current practice. In addition, ensure that cultural competency training is included in the curriculum. 

5. Define a national target for healthcare expenditures (i.e., 15% of the GDP).

6. Develop a comprehensive plan to address our nation’s deficits in infant mortality, mental health services and substance use 
disorders. 

7. For health care organizations and corporations nationally, encourage the need to change ongoing education among board 
members, leaders and employees related to racial equity and cultural competency issues within the workplace.

8. Establish clearer, standardized metrics for measuring health outcomes related to racial disparities and the social 
determinants of health.
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Contact Us:

contact@rootcausecoalition.org

202-266-2635

@RootCauseCo

@RootCauseCoalition

company/root-cause-coalition/

mailto:contact@rootcausecoalition.org


Poll

Where would you rate your progress in cross-sector 
collaboration related to social determinants of health?

Answer 1: Very siloed and have not started to collaborate 
with other sectors on social determinant interventions

Answer 2: Started engaging in conversations with at least 
one other sector for social determinant interventions

Answer 3: Have at least one cross-sector collaboration for 
social determinant interventions, but I am still new at it 

Answer 4: Cross-sector collaborations are the key to my 
work and I am engaged in many partnerships with at least 
one other sector 

Addressing the Social Determinants of Health to Elevate Equity:
Moving Cancer Prevention Upstream

Cross-sector Collaboration



Racial Equity in Practice



Today’s Agenda
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1. Importance of Racial 
Equity

2. Guiding Principles
3. Operationalize Racial 

Equity
4. Communicate Equitably



Why is this 
important 
now?

It is important to connect data to 
context now.
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COVID-19 and Other Examples of 
Racial Inequities



What is a 
racial equity 
perspective? Thinking through BIPOC’s experiences 

with unequal power differentials and 
access to opportunity, while considering 
institutional racism 
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Why is 
racial 
equity 
important 
for…?

Researchers and Policymakers

It will likely produce findings that more 
accurately present the issues BIPOCs 
face.
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Why is 
racial 
equity 
important 
for…?

Program Implementers and 
Practitioners 

It affects implementation success
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Guiding 
Principles
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1. Examine your own background and biases

2. Dig deeper into the data

3. Recognize the power you hold and the impact you 
have on communities

4. Engage the community as partners

5. Guard against the assumption that white is the 
standard



• We are not neutral

• Bias affects what you do and how you do it
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Principle 1:  Examine our own background and 
biases 



• Get to the truth

• Active effort

• Intentional focus
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Principle 2: Dig deeper



- Your actions have an impact on communities 

- How are you ensuring that your actions benefit communities
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Principle 3: Your work has an impact



• Early engagement is ideal

• Authenticity and perspective

• Balancing power
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Principle 4: Engage the community as partners



• Often apply positive values to cultural norms associated 
with whiteness

• Beyond closing gaps
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Principle 5:  Don’t assume white is the norm



1. Establish a shared vocabulary

2. Identify race equity champions at 

the board and senior leadership 

levels.

3. Name race equity work as a 

strategic imperative for your 

organization.

4. Open a continuous dialogue about 

race equity work

5. Disaggregate data
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How do you integrate racial equity in your 
organizational culture?

https://www.equityinthecenter.org/wp-content/uploads/2019/04/Equity-in-Center-
Awake-Woke-Work-2019-final-1.pdf

https://www.equityinthecenter.org/wp-content/uploads/2019/04/Equity-in-Center-Awake-Woke-Work-2019-final-1.pdf


1. Identify who is and who is not getting access to your program

2. Bridge community with program implementers

- Engage BIPOC communities to hear what they want in a 
program and build the program for them

3. Build better data systems

- Get feedback on how you are doing to serve communities

34

How do you integrate racial equity into your 
programs?
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• Say what you mean

• Acknowledge intersectionality and within group 
differences

• Don’t assume differences

• Use “person-first” language

Communicate Equitably

https://www.childtrends.org/publications/equitable-research-communication-guidelines

https://www.childtrends.org/publications/equitable-research-communication-guidelines


Thank you! 
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www.childtrends.org

kandrews@childtrends.org

http://www.childtrends.org/
mailto:kandrews@childtrends.org
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A Few Helpful Resources….

Books:
White Fragility
Kendi, I. X. (2019). How to be an antiracist. First Edition. New York: One World.
Rothstein, R. (2017). The Color of Law. New, NY: Liveright.
DiAngelo, Robin J. (2018). White Fragility: Why It's so Hard for White People to Talk 
About Racism. Boston: Beacon Press.

Powerful Ted Talks:

Online Tools:
www.Racialequitytools.org

Great online video:
Race the Power of an Illusion

Powerful Ted Talks:
Mellody Hobson 
Beverly Tatum

In Person Trainings:
Undoing Racism
Courageous Conversations

http://www.racialequitytools.org/
https://www.racepowerofanillusion.org/clips/
https://www.ted.com/talks/mellody_hobson_color_blind_or_color_brave?language=en
https://www.youtube.com/watch?v=l_TFaS3KW6s
https://www.pisab.org/
https://courageousconversation.com/seminars/


Poll

What is your comfort level with centering racial 
equity in your work or within your organization?

Answer 1: Not at all comfortable

Answer 2: A little comfortable

Answer 3: Pretty comfortable

Answer 4: Very comfortable

Addressing the Social Determinants of Health to Elevate Equity:
Moving Cancer Prevention Upstream

Comfort Level with Centering Racial Equity



Charles R. Rogers, PhD, MPH, MS, CHES®

Tenure-Track Assistant Professor, Division of Public Health

Founding Director, Men’s Health Inequities Research Lab

Associate Member, Huntsman Cancer Institute & University of Michigan-Mixed Methods Program

University of Utah School of Medicine
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Age 52



24%
------------

47%

ACS, 2019



COLORECTAL CANCER (CRC) INCIDENCE (2012-2016) 

& MORTALITY (2013-2017) RATES BY RACE/ETHNICITY & SEX, U.S.

American Cancer Society, 2017

Source: Siegel, R. L., Miller, K. D., Sauer, A. G., Fedewa, S. A., Butterly, L. F., Anderson, J. C., Cercek, A., Smith, R. A., & 

Jemal, A. (2020). Colorectal Cancer Statistics, 2020. CA: A Cancer Journal for Clinicians, 70, 145–164.



Colorectal cancer (CRC) is preventable & curable, 
yet disparities across the country exist

Screening: effective test to detect precancerous polyps so they can be removed before 
turning into cancer.



2017 Health Equity of Care Report

CRC SCREENING DISPARITIES ACROSS MN



American Cancer Society, 2017

CRC SCREENING DISPARITIES ACROSS UT



AGE 50 OR AGE 45?
• 2008: American College of Gastroenterology (ACG) recommended CRC 

screening at age 45 rather than 50 for AAs (Agrawal et al., 2005; Rex et al., 2009)

– ACG is typically the 1st organization to make CRC screening related 

recommendations 



THE PROBLEM
ACS, 2017



Health Disparities & the Social Determinants of Health (SDoH)



A. Whether or not you smoke

B. What you eat

C. Whether or not you are wealthy

D. Whether or not you have health 
insurance

E. How often you exercise

On average, which of the following conditions is the 

strongest predictor of your health?



ANSWER: 

C. Whether or not you are wealthy

The wealthier you are, on average, the better your health, 

from the bottom all the way to the top. 

Genes, diet, exercise, & other behaviors are important. But a 

poor smoker still stands a greater chance of getting ill than a 

rich smoker.  

(Based on 2005 data reported in the 2007 United Nations Human Development Report)



Health Disparities & 

the SDoH

SDoH: the circumstances

in which people are born,

grow up, live, work, and

age, as well as the

systems put in place to

deal with illness. These

circumstances are in turn

shaped by a wider set of

forces: economics, social

policies, and politics.

– World Health 

Organization (WHO)



DO REALLY?

#GeorgeFloyd

#PhilandoCastile

“Please, #ICantBreathe”



• 30% more likely to die from heart disease

• 47% more likely to die from CRC

• 2x more likely to die from prostate cancer

• 2.2x more likely to die from diabetes

• 9x more likely to die from AIDS

• We suffer disproportionately from
– Asthma

– Stoke

– Drug & Alcohol Addiction

– Motor Vehicle Crash Deaths

DO REALLY?



Rogers, Mitchell, Franta, Foster, & Shires (2017)



“Developing a Barbershop-Based Trial on Masculinity Barriers to Care and CRC 
Screening Uptake among African-American Men using a Mixed Methods Approach”



K01 goal: to design & pilot a theory-driven, culture-specific intervention on masculinity 

barriers to care to improve CRC screening uptake among African-American men (ages 45-75). 



Theory of Planned Behavior [& Behaviour Change Wheel (BCW)]







Locations:

• Libraries (n=4)

• Churches (n=3)

• Hotels (n=2)

• Barbershops (n=2)



“The things I value most are…”



What words, feelings, or ideas come to mind when you 

think about colon cancer?



When it comes to making decisions about your health, how 

do your normally go about doing so?



What kinds of things might cause one not to visit a doctor 

for care?



What kind of things might make an African-American male 

MORE likely to obtain a colonoscopy? 



What kind of things might make an African-American male 

LESS likely to obtain a colonoscopy? 



Key Takeaways: 



WANT TO

KNOW

MORE?



#FoodForThought
According to ACS researchers (2019), more than half (55%) of CRC in 

the U.S. is attributable to potentially modifiable risk factors: 

• Obesity

• Physical inactivity

• Long-term smoking

• Low calcium intake

• Moderate to heavy alcohol consumption

• High consumption of red or processed meat

• Very low intake of fruits and vegetables and whole-grain fiber

According to the CDC (2018):

• American Indians/Alaska Natives have the highest prevalence of cigarette smoking 

compared to all other racial/ethnic groups in the U.S. 

• Diabetes is the 4th leading cause of death among AI/ANs.

• The risk of developing diabetes is 30–40% higher for smokers than nonsmokers.



• Participants who made these studies possible

• Community Partners

• Co-Authors, Mentors, Research Teams

• Funders

• National Associate of Chronic Disease Directors

• Rebecca Shimkets, Tiffany Pertillar

• YOU!

ACKNOWLEDGMENTS



Email: Charles.Rogers@utah.edu

.com



Conclusion
Please join us for 15 minutes after the 
concluding remarks to hear speaker responses 
to questions that were submitted in the Q&A 
box throughout the webinar.

Addressing the Social Determinants of Health to Elevate Equity:
Moving Cancer Prevention Upstream



Q&A
Speakers are responding to questions that 
were submitted in the Q&A box throughout 
the webinar.

Addressing the Social Determinants of Health to Elevate Equity:
Moving Cancer Prevention Upstream
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