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INTRODUCTION 

Despite spending approximately 16.9% of gross domestic product on health care — more than 
any other Organization for Economic Cooperation and Development member country — the 
United States continues to experience the highest chronic disease burden and lowest life 
expectancy (Tikkanen & Abrams, 2020). Each year, racial health disparities cost approximately 
$175 billion in lost life years and $135 billion in excess health care costs, with populations of 
color experiencing a disproportionate burden of disease (Yearby, 2020). Health is much more 
than health care, and this resource is designed to support clinical providers, organizations, and 
agencies in incorporating a shared understanding of the social determinants of health (SDOH) 
grounded in an anti-racist approach; throughout this resource, there are questions and 
potential action steps to guide your organization or agency through this process. This resource 
will build leaders’ skills in having difficult conversations about racism, SDOH, and health equity. 
Addressing the conditions impacting community and individual-level health and well-being will 
require cross-sector partnerships, clear communication, and a commitment to health equity.  

DEFINING SOCIAL DETERMINANTS OF HEALTH 

SDOH are the conditions in which “people are born, live, learn, work, play, worship, and age 
that affect a wide range of health, functioning, and quality-of-life outcomes and risks” (U.S. 
Department of Health and Human Services [DHSS]). SDOH exist at all levels of the socio-
ecological model (Centers for Disease Control and Prevention; see Appendix A), with these 
conditions interacting within and across levels to influence population and individual-level 
health risks, protective factors, and behaviors (Sallis & Owen, 2015). For instance, rural 
populations may experience challenges in accessing health care services due to limited 
available public transportation or inability to purchase and maintain personal vehicle(s). 
Infrastructure at the community level, then, determines interactions at the organizational level, 
which compound the individual-level risk for morbidity and mortality.  

Given such complex interactions, cross-sector collaboration can facilitate multi-level 
interventions addressing the SDOH needs of communities (Schölmerich & Kawachi, 2016; 
Woolf, 2008), with changes towards socioeconomic conditions producing the greatest 
population-level impact (Frieden, 2015; see Appendix B). However, SDOH also work to influence 
patient-level health outcomes, with one’s social, economic, and physical environments 
comprising approximately 50% of the modifiable contributors to their quality and length of life 
(Wisconsin Population Health Institute, 2016; see Appendix C). As one Georgia Health Policy 
Center (GHPC) grantee observed in their organization: 
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Thus, health care providers and organizations are encouraged to incorporate socio-ecological 
perspectives to guide evidence-based interventions addressing the conditions outside of the 
clinical setting impacting patient-level outcomes (Glass & McAtee, 2006).  

APPROACHES IN ADDRESSING THE SOCIAL 
DETERMINANTS OF HEALTH  

The SDOH are fundamental to public health discourse, but frameworks, data collection 
methodologies, and value-based payment models are emerging in clinical settings to support 
providers in incorporating broader population-level health care perspectives into practice 
(Magnan, 2017). However, the definition and classification of SDOH vary across organizations, 
agencies, domains, researchers, and other stakeholders engaged in disease prevention and 
health promotion. For instance, Healthy People 2030 classifies the SDOH across five domains: 
economic stability, education access and quality, health care access and quality, neighborhood 
and built environment, and social and community context (U.S. DHHS; see Appendix D). The 

“The [social determinants of health] introduce elements of chaos into people’s lives, 
and because of that chaos, it’s very difficult for these people, who are under the 
stressors of the social determinants of health, to sometimes get connected with what 
they need to get connected with, and that could be even to the point of having a phone 
insecurity...where there’s no communication at all available to them, like this may be 
your one shot. So we try and make that a priority, to try and get them at the point of 
when we discover the social determinants because we understand how much that plays 
into their medical conditions.”  

Questions to consider:  

1. When were you first introduced to the SDOH? How has this information
impacted your understanding of health?

2. What do you consider as SDOH? What categories do you use to classify the SDOH
(e.g., transportation, food, health care)?

3. How does your organization or agency define the SDOH? What categories do your
organization or agency use to classify the SDOH?

4. How would you communicate the SDOH to your patients? To your colleagues? To
your community?

5. How do the SDOH show up in your work? What SDOH needs exist within your
community?
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Kaiser Family Foundation, though, introduces an additional domain: food, specifically hunger 
and access to health options (Artiga & Hinton, 2018; see Appendix E). The Robert Wood 
Johnson Foundation defines SDOH as the “places where we live, learn, work, and play,” 
whereas the World Health Organization (WHO) describe SDOH as “the non-medical… conditions 
in which people are born, grow, work, live, and age, and the wider set of forces and systems 
shaping the conditions of daily life.” Though these frameworks address SDOH at the population 
level, such variance underscores the importance of establishing common language across 
clinical providers operating within complex networks. SDOH can be understood as factors 
influencing community and patient-level health and well-being, but providers may experience 
challenges identifying a clear, concise definition and method for classification, as personified 
through one GHPC grantee:  

Unclear communication can cause misunderstanding, missed opportunities, and frustration, but 
a shared perspective towards the SDOH will encourage providers, organizations and agencies, 
and the broader community to align their values, goals, and vision to promote the health and 
well-being of populations served. 

“I guess we kind of just understand that they are those other aspects that can really lead 
to individual… I don’t know, I can’t really give you an exact definition, but I know a duck 
when I see one.” 
 

Questions to consider:  

1. Where have you seen unclear communication in your work? What were the
results? What could have prevented this miscommunication?

2. What is your ideal vision for clinical health care providers in addressing the SDOH?
How can you communicate this vision with your patients, partners, and
community?

3. What steps can you take in establishing a shared, common understanding of the
SDOH within your organization or agency? Between your partners? Across your
community?
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INCORPORATING AN ANTI-RACIST APPROACH 

In 1906, W.E.B. DuBois spearheaded advancements in health care perspectives, noting that 
poorer social conditions, not genetics, caused higher rates of mortality among Black Americans 
compared with whites (Yearby, 2020). More than 100 years later, in 2010 the federal 
government officially recognized the contributing role of SDOH in producing persistent racial 
health disparities (Yearby, 2020). Yet, few SDOH frameworks and approaches acknowledge 
structural racism as a root cause of poor outcomes among populations of color. In spheres of 
science and medical discourse, race, rather than racism, is still labeled as a risk factor for 
disease (Sheets et al, 2011; Meggett, 2020); even throughout the COVID-19 Pandemic 
“biological differences” between racial groups were implicated as determinants for disparities 
in morbidity and mortality, rather than the current and historical socio-political forces that 
caused people of color to experience greater risk for infection (Wallis, 2020; Yudell, Roberts, 
DeSalle, & Tishkoff, 2020). 

“Racism, defined as a system of structuring opportunity and assigning value based on the social 
interpretation of how one looks (i.e., race),” has disproportionately impacted the conditions in 
which people of color live, play, learn, work, and worship (Barber, 2020). As a root cause of 
disease, structural racism produces unequal distribution of resources and supports across the 
SDOH, which in turn, leads to disparities in quality of life indicators conducive to overall health 
and well-being (Phelan & Link, 2015). Consequently, while the leading causes of death over the 
previous century have significantly changed as treatment options, preventative care, and new 
disease outcomes emerged, the mortality disparity ratio between Black and white Americans 
has persisted since 1900 (Jones, Podolsky, & Greene, 2012; Wrigley-Field, 2020; see Appendix F 
and G). In other words, though overall life expectancy has improved, regardless of the leading 
cause of mortality, Black Americans, on average, are dying approximately four years earlier 
than white Americans. Through Yearby’s (2020) Revised SDOH Framework (see Appendix H), 
the law can be observed as a tool that has and still legitimizes, perpetuates, and solidifies the 
discriminatory practices leading to disparate outcomes between white populations and 

Potential action steps:  

1. Engage in dialogue with your colleagues to create a shared understanding
of the SDOH.

2. Clearly define the role of your organization or agency in addressing the SDOH.

3. Conduct research to determine the SDOH framework most relevant to the work of
your organization or agency.

4. Create a socio-ecological model (see Appendix A) to classify the SDOH in your
community across these varying levels.

5. Considering the role of your organization or agency, brainstorm potential
interventions you could implement to address SDOH needs across these levels.
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populations of color across all systems, implementation of racist policies has disadvantaged 
people of color. For instance: 

Housing: In response to the Great Depression, the Federal Housing Administration (FHA) 
facilitated “redlining” practices to expand homeownership for white Americans through the 
Home Owners’ Loan Corporation (HOLC) (Bailey, Feldman, & Bassett, 2021). Further solidifying 
residential racial segregation, HOLC staff determined Black communities as risky investment 
areas to be denied HOLC loans, meaning Black homebuyers were vulnerable to predatory 
lenders (Bailey et al., 2021). Importantly, though public housing was created to address the 
growing rates of unemployment and poverty among white families, the FHA subsidized 
developers mass-producing subdivisions, so long as these houses weren’t sold to people of 
color. (Gross, 2017). Detailed in the Underwriting Manual of 1936, the FHA argued the property 
value of these communities would diminish if Black Americans purchased homes within or 
around these developing suburban areas (Gross, 2017). Thus, with HOLC loans, white 
Americans moved to suburban communities, while people of color began to occupy the 
increasingly vacant public housing projects (Gross, 2017).  

Employment: Despite the abolition of slavery in 1863, policies were enacted to hinder the 
economic advancement of people of color and subject Black Americans to “legal servitude”; the 
13th amendment prohibits slavery and involuntary servitude except as punishment for a crime, 
and this legal loophole was leveraged to continue the enslavement of Black Americans through 
harsh and unjust prison sentences (Solomon, Maxwell, & Castro, 2019). Black Codes, which led 
to Jim Crow Laws, prohibited Black Americans from occupying jobs other than agriculture or 
domestic servitude, and emigrant-agent laws restricted employers from financing the 
relocation of Black workers and advertising distant employment opportunities in Black 
communities (Solomon et al., 2019). Though millions of Black Americans migrated to the North 
throughout the early 1900s, Jim Crow laws expanded nationally to restrict educational and 
economic opportunities for people of color (Solomon et al., 2019). Consequently, Black workers 
disproportionately occupied low-wage positions in the service industry, while Latino and Asian 
American workers emerged predominantly in agricultural and domestic positions in response to 
the resulting increase in the availability of jobs (for people of color) (Solomon et al., 2019). 
Through the New Deal’s Fair Labor Standards Act of 1938, American workers were introduced 
to the 40-hour workweek, federal minimum wage, overtime requirements, and improved 
working conditions, but several domestic, agricultural, and service occupations were exempt 
from receiving these benefits, thus further widening the economic disparities between white 
workers and workers of color (Solomon et al., 2019).  
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In addressing the SDOH needs of patients and communities, an anti-racist approach can serve 
to advance health equity, improve patient-provider relationships, and facilitate culturally 
responsive practices grounded in historical and sociopolitical contexts. For instance, as one 
GHPC grantee described: 

In establishing a shared, common language for the SDOH, providers, organizations, and 
agencies are encouraged to explicitly highlight the relationship between structural racism, 
inequitable access to resources and supports across the SDOH, and disproportionate burden of 
disease among people of color. An anti-racist approach improves outcomes for all patients and 
populations, for “systems that are failing communities of color, are actually failing all of us.” 
(Government Alliance on Race & Equity).  

“Our team is very diverse, I think that’s first and foremost what we’re trying to do, is 
just having a diverse group of people, whether it be language, race, culture. And then 
we educate our team on how to recognize where someone's culture is coming from and 
what cultural barriers might exist and then how to handle them… We teach diversity, 
equity, and inclusion training to our community on a regular basis… you basically just 
go through and understand how to recognize what diversity is, what equity is, what 
inclusion is, and how to apply that in a workspace, and also, depending on what you’re 
doing on a personal level, just how to recognize that in your community and how to 
eliminate barriers around culture, diversity.” 

Questions to consider:  

1. Which groups in your community are advantaged by the way things currently
are? Which groups are disadvantaged?

2. What is the historical context shaping the experiences of residents in your
community today? What do you currently know about this history and what gaps
may exist in your knowledge?

3. Consider those who are marginalized within your community. Who are these
individuals? Where do they live? What do you think has caused marginalization
within your community?

4. What resources could you access to learn more about the history of your
community?

5. What does an “anti-racist approach” mean to you? How do you feel engaging in
an anti-racist approach?

6. What strategies can your organization or agency take to incorporate an anti-racist
approach?
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POPULATION HEALTH AND WELL-BEING 

Though the SDOH expand beyond the clinical setting to impact the health of patients, no one 
individual is entirely accountable for population well-being. Rather, it’s important to understand 
the role of your agency or organization in addressing the SDOH by noting the assets and 
limitations, as clinical health care providers, advancing or hindering your capacity to facilitate 
collaborative decision-making at the community-level. Cross-sector partnerships can serve to 
address the SDOH needs of communities through an aligned result statement: what are the 
quality of life conditions we want for the children, adults, and families who live in our 
community? From these partnerships, community well-being indicators can emerge as tools to 
quantify the achievement of the desired result. Engaging community members with lived 
experiences of SDOH needs can support inclusive decision-making responsive to the community 
culture and the story behind the community well-being indicators: what has caused the data to 
look the way it does? With this information, continue identifying and leveraging the partners with 
a role to play in addressing the SDOH needs of the community.  

Potential action steps:  

1. Learn about the history of your community through research and personal
interactions between patients and/or residents.

2. Participate in racial equity trainings or coaching.

3. Through your SDOH framework and socio-ecological model, determine the
contributing role of structural racism in shaping the experiences of diverse
populations.

4. Conduct geographic analysis of your community to determine which groups are
marginalized from necessary resources and supports conducive to health and
well-being. Track information about these neighborhoods through street
addresses, zip codes, or, if possible, a geographic information system.
Incorporating this knowledge in your practice can guide potential treatment plans
by underscoring what is and isn’t accessible to the patients you serve.

5. Create a shared commitment to anti-racism detailing strategies you will
incorporate within your organization or agency to advance health equity.
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Potential action steps:  

1. Participate in community-based events to develop relationships and build
awareness of the barriers and opportunities to health and well-being within
your community.

2. Develop a results statement and consider your ideal vision for addressing the
SDOH. How do you envision a community without SDOH needs?

3. Determine community well-being indicators and consider the data that your
organization or agency doesn’t collect. Use these gaps to guide partnerships
across your community (i.e., Who needs to be at the table to meaningfully guide
decision-making?)

4. Conduct an asset map to identify the resources, stakeholders, and strengths
existing within your community that could be leveraged to improve population
health and well-being.

5. With your partners, create a shared language toolkit to facilitate clear
communication (e.g., defining SDOH, anti-racism, health equity, results
statements, health and well-being, etc.)

Questions to consider:  

6. What role do you see your organization or agency as playing in addressing
the SDOH needs of your community?

7. What are the quality of life conditions you want for the children, adults, and
families who live in your community? How can you communicate this result
statement with current and potential partners?

8. What community well-being indicators can quantify the achievement of your
result statement? What data is within the scope of your organization or agency?
What gaps exist in the data?

9. What is the story behind the data? How has structural racism contributed to
health disparities in the data?

10. Who are the partners with a role to play in achieving your result statement? How
can you encourage a shared, common language with these partners?
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PERFORMANCE IMPROVEMENT AND PATIENT OUTCOMES 

Incorporating SDOH perspectives within your organization and agency, though, can also serve 
to advance performance-level outcomes. Understanding the SDOH needs of patients can 
facilitate holistic health care approaches responsive to the conditions impacting their health 
and well-being. For instance, patients experiencing housing insecurity may be unable to 
refrigerate certain medications, and thus, their treatment would be less effective than if they 
had received an alternative option. Importantly, established partnerships can serve to address 
patients’ SDOH needs by connecting them to available resources and support in the 
community. Additionally, understanding the SDOH needs of patients can also support the 
development of cross-sector partnerships (e.g., increases in the proportion of patients who are 
food insecure highlights the importance in leveraging the perspectives of staff from local food 
banks).  

Performance measures in your organization or agency can be categorized across three 
domains: how much did we do, how well did we do it, and most importantly, is anyone better 
off? The first two speak to effort, in that, of the services offered, how much and how well were 
they provided? The latter speaks to effect, in that of the services provided, what changes were 
produced? 

For instance, a screening tool, such as the Protocol for Responding to and Assessing Patients’ 
Assets, Risks, and Experiences (PRAPARE), may be utilized to collect data on patients’ SDOH 
needs (see Appendix I): 

PERFORMANCE MEASURES 

How much did we do? Number of patients screened 

How well did we do it? Percentage of patients screened 

Is anyone better off? Number or percentage of patients who receive 
services responsive to their SDOH needs 

In addition, incorporating an anti-racist approach can help to contextualize the SDOH needs of 
patients of color. However, the impacts of structural racism are observed at the aggregate, and 
individual-level risks and outcomes can’t be inferred from population-level data (Freedman, 
1999) Thus, while structural racism has disadvantaged populations of color across the SDOH, 
patients of color may not necessarily be impacted all the same. Yet, an anti-racist approach can 
encourage providers to engage with self-awareness, acknowledging the implicit biases shaping 
their judgment and decision-making. Additionally, organizations and agencies can disaggregate 
data by race and ethnicity to examine disparities in outcomes between white patients and 
patients of color. As providers collect data on patients’ SDOH needs, an anti-racist approach can 
encourage culturally responsive interactions between patients of color throughout the 
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screening and treatment processes. Lastly, for all patients, empathic and motivational 
interviewing strategies can encourage a welcoming and honest dialogue with the goal of having 
the patient “feel understood and respected as you gather information about their life 
experiences” (Oregon Primary Care Association). As one GHPC grantee described when 
responding to patients’ SDOH needs: 

While your organization or agency may serve an overwhelmingly majority white population, 
strategies encouraged through an anti-racist approach can be adapted to improve 
performance-level outcomes for your patients. For instance, in addition to disaggregating data 
by racial identity, exploring variance across patients’ socioeconomic status, geographic location, 
educational attainment, and other important demographic information can support you in 
identifying and addressing SDOH needs. Understanding the history shaping the experiences of 
your patients and community can facilitate culturally responsive solutions grounded in the 
above-mentioned empathic and motivational interviewing techniques. Importantly, an anti-
racist approach encourages equitable, inclusive community engagement practices to advance 
collaborative decision-making guided through the lived experiences of patients with SDOH 
needs.  

“We try to connect that back to what the patient prioritizes, so that’s where your open 
ended question of, “for you, as an individual, how can we best assist you? So that gives 
them the opportunity to say, ‘Well, I haven’t been able to get food on my plate in the 
last week, that’s my priority’, or ‘I’ve been sleeping out under the bridge next to the 
river for the last week, that’s my priority’... It really goes back to that patient and what 
they truly think is their current, prioritized need at that time.” 

Questions to consider:  

1. How, if at all, does your organization or agency collect data on patients’
SDOH needs? If your organization or agency does not collect data on
patients’ SDOH needs, how can you begin this process?

2. How can your organization measure performance improvement and patient
outcomes in addressing the SDOH?

3. What resources exist within your organization or agency to support you and your
colleagues in communicating with patients about their SDOH needs? What
requests do you have of your organization or agency to further support you and
your colleagues in having these conversations?

4. How can a patient’s race and ethnicity potentially impact patient-provider
interactions? What strategies can you take to engage with self-awareness when
interacting with patients of color?
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INTERCULTURAL COMPETENCE AND DEVELOPMENT 

To facilitate empathic and motivational interviewing strategies, in addition to equitable 
community engagement practices, providers are encouraged to develop their intercultural 
competence, or the capability to shift cultural perspective and appropriately adapt behavior to 
cultural differences and commonalities (Intercultural Development Inventory, LLC). Creating an 
inclusive environment to engage in meaningful dialogue between patients requires deeper 
understanding of your cultural awareness, particularly regarding the degree to which your 
values, perspectives, and behaviors influence cross-cultural interactions within your 
organization or agency. Incorporating the Intercultural Development Inventory (IDI), cultural 
awareness can be observed across a continuum of monocultural to intercultural mindset, with 
various orientations detailing one’s capacity to value and engage cultural experiences and 
differences (see Appendix J). These orientations are: 

Denial: Misses cultural differences, in that individuals often do not understand differences in 
perception and behavior as cultural. Rather, these individuals operate with broad stereotypes 
and generalizations towards other cultural groups, often avoiding or expressing disinterest in 
learning more about the cultural values and practices of diverse communities.   

Potential action steps:  

1. Incorporate a data-collection tool capturing patients’ SDOH needs across
a specific SDOH framework.

2. Disaggregate data by race and ethnicity to observe potential health disparities
between white patients and patients of color. When analyzing this data,
remember that structural racism, not race, is a root cause of racial health
disparities.

3. Develop performance measures for addressing patients’ SDOH needs. Track these
measures through the above-mentioned domains: how much did we do, how well
did we do it, and is anyone better off?

4. Evaluate efficacy of treatment plans by following-up with patients and/or
partners, and use this data to guide decision-making moving forward.

5. Engage and collaborate with patients in the development of treatment plans
tailored to their unique experiences and SDOH needs.

6. Consider which SDOH needs your organization or agency can address and which
SDOH needs require cross-sector partnership. Use this classification to guide
performance improvement and determine opportunities to engage in strategic
planning designed to improve population health and well-being.
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Polarization: Judges differences, in that individuals operate defensively when perceiving or 
engaging with other cultural groups. These individuals recognize the differences in cultural 
values and practices of diverse communities, but approach these differences through an “us vs. 
them” mindset. 

Minimization: De-emphasizes differences, in that individuals highlight universal commonalities 
when perceiving or engaging with other cultural groups while obscuring a deeper 
understanding of cultural values and practices of diverse communities. Minimization operates 
as a transitional orientation from a monocultural to intercultural mindset. 

Acceptance: Deeply comprehends differences, in that individuals recognize and appreciate the 
cultural differences and commonalities between their own and other cultural groups. These 
individuals may not fully be able to adapt appropriately to cultural differences, but are curious 
to learn how patterns of behavior are understood across diverse communities.  

Adaptation: Bridges across differences, in that individuals can fully adapt their cultural 
behaviors and perspectives authentically and appropriately across diverse communities. 

To support their capacity in advancing an anti-racist approach through the SDOH, providers are 
encouraged to assess and develop their intercultural competence. Understanding the impact of 
cultural differences on patient-provider relationships, adherence to specific treatment plans, 
and perceptions of health and well-being can equip you with the cultural framework and self-
awareness needed to engage in anti-racist strategies designed to improve outcomes for your 
patients.  

Questions to consider:  

1. What do you consider as “culture?”

2. What cultural group(s) do you belong to?

3. What patterns of interpretation (e.g., values, beliefs, and perceptions) and
behavior have you learned from your cultural group(s)?

4. Consider a time when cultural differences showed up in your organization or
agency? What was the result? How could a deeper understanding of intercultural
competence have altered this interaction?

5. What strategies could you take to learn more about the cultural groups in your
community?
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STEPS FOR PRACTICAL APPLICATION OF AN ANTI-
RACIST APPROACH IN ADDRESSING THE SDOH 

Providers, organizations, and agencies are encouraged to incorporate the following steps to 
facilitate practical application in addressing the SDOH through an anti-racist approach: 

1. Create a common language that distinguishes population health and well-being from
performance improvement for patient outcomes.

2. Understand how critical environmental factors (physical, social, economic, and political)
in a community can impact the well-being of community residents.

3. Understand how race and racism contribute to how these critical environmental factors
are experienced (e.g., power, advantage/disadvantage).

4. Learn about the history of race as a social construct.

Potential action steps:  

1. Create a common language around culture, inclusion, diversity, equity,
and intercultural competence.

2. Use an intercultural journal to document thoughts, feelings, and questions when
engaging in cross-cultural interactions (between people, information, events, etc.)

3. Participate in intercultural coaching, educational classes, and/or training
programs.

4. Visit diverse cultural sites within your community.

5. Listen to podcasts by members of other cultural groups.

6. Host cross-cultural activities in your organization or agency to build awareness of
cultural diversity and provide opportunities to engage in cross-cultural
interactions.

7. Attend diverse theatre, film, and arts events in your community.

8. Personally, interact with members from other cultural groups within your
community.

9. Read books and articles exploring values, experiences, perspectives, and
behaviors of other cultural groups.

Consider completing the IDI Assessment in your organization or agency and 
developing an intercultural development plan to build your intercultural competence. 
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5. Acknowledge racism as a contributor to health disparities.

6. Incorporate a method or tool designed to collect data on patients’ SDOH needs
(disaggregated by race and ethnicity).

7. Select a SDOH model that incorporates racism as a social determinant.

8. Distinguish the unique experiences of individuals and the impact of the SDOH on their
specific lived experience.

9. New Beginnings: Develop innovative strategies for connecting patients with necessary
services based upon their individual needs.

APPLYING AN ANTI-RACIST APPROACH TO THE 
SOCIAL DETERMINANTS OF HEALTH 

The following table provides an opportunity for providers to explore SDOH through an anti-
racist approach. These strategies can be incorporated within clinical settings to advance 
equitable outcomes, or may serve as recommended guidelines to support providers in 
developing commitments to action responsive to the SDOH needs of patients served. 

SOCIAL 
DETERMINANT 

IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

Education Access 
and Quality 

Education access and the 
quality of education received 
impacts health, as this SDOH 
can either promote or hinder an 
individual’s understanding of 
their health care diagnoses, 
treatment plans, and health 
care costs. Those with higher 
levels of quality education and 
are more likely to have 
advanced self-advocacy skills, 
advanced health literacy, and 
greater health outcomes. 

Track information about 
patients’ education level to 
understand opportunities for 
tailoring patient-provider 
interactions in response to 
this data. 

Disseminate health 
information to patients in a 
way that has been tailored to 
their individual needs 

Patients and their 
families 

Health care 
providers 

Education 
administrators 

Teachers and other 
education support 
staff 

Health Care Access 
and Quality 

Factors outside of the clinical 
setting can exacerbate 
difficulties in receiving quality, 
timely health care services. For 
example, those living in rural 
areas may not live within a 
reasonable distance to a health 
care facility, or may lack reliable 

Conduct geographic analysis 
of your community to 
determine which groups are 
marginalized from necessary 
resources and supports 
conducive to health and well-
being 

Patients 

Health care 
providers 

Health care 
administrators 



17 

SOCIAL 
DETERMINANT 

IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

transportation. Also, those in 
lower-income areas often 
receive less quality health care 
compared to those in more 
financially advantageous 
communities. These residents 
may also be unable to dedicate 
necessary time to engage in 
health care services due 
inability to miss work or find 
adequate childcare. 

Collect information related to 
patients’ ability to make 
appointments and use this 
data to facilitate better 
understanding of their 
individual needs. 

Political members 

Neighborhood and 
Built Environment 

The physical and built 
environments in which people 
live can significantly impact 
their health outcomes. Some 
patients may live in 
communities experiencing high 
rates of violence, environmental 
toxins (e.g., poor water quality, 
air pollutants), or limited access 
to healthy food options. People 
of color are disproportionately 
overrepresented within 
communities experiencing 
inequitable distribution of 
resources and supports across 
the SDOH 

Conduct geographic analysis 
of your community to 
determine which groups are 
marginalized from necessary 
resources and supports 
conducive to health and well-
being 

Track information about these 
neighborhoods through street 
addresses, ZIP codes, or, if 
possible, a geographic 
information system. 

Patients and their 
families 

Health care 
providers 

Community leaders 

Community 
members 

Local business 
owners 

Economic Stability Economic stability reflects the 
financial opportunities to seek 
and receive necessary health 
care services. Employment 
status, income, and housing can 
impact the efficacy of treatment 
by providers. These factors can 
inhibit one’s ability to schedule 
appointments, obtain required 
prescriptions, and/or follow 
treatment plans. 

Understand how critical 
environmental factors 
(physical, social, economic, 
and political) in a community 
can impact the well-being of 
residents 

Understand the SDOH needs 
of patients to support the 
development of cross-sector 
partnerships 

Patients and their 
families 

Health care 
providers 

Employers 

Community 
members 

Food Access to healthy, fresh, and 
affordable foods determines 
one’s risk for chronic diseases. 
Additionally, those experiencing 
food insecurity may be unable 
to engage in health care 
services, as their immediate 

Conduct geographic analysis 
of your community to 
determine which groups are 
marginalized from necessary 
resources and supports 
conducive to health and well-
being. 

Patients and their 
families 

Health care 
providers 

Community 
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SOCIAL 
DETERMINANT 

IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

needs are prioritized over their 
long-term health. Additionally, 
those living in food deserts or 
food swamps may only have 
access to high-calorie, high-fat, 
processed foods, such as those 
found at fast food restaurants 
and convenience stores. 

 
Understand the priorities of 
the community to provide 
care that is tailored to their 
needs and accessible 
resources  

members 
 
Local government 
representatives 
 
Local food banks 
 
 

 
In addition, incorporating an anti-racist approach can advance equitable outcomes across SDOH 
throughout the socio-ecological model, as the following table indicates: 
 

LEVEL IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

Individual The individual level reflects one’s 
personal behaviors, attitudes, 
knowledge, and biological 
predispositions, all of which can 
influence their risk for disease and 
efficacy of subsequent treatment. 
SDOH, such as access to quality 
education, economic opportunities, 
and physical and built 
environments, impact one’s 
capacity to engage in health 
promoting practices. Thus, 
providers should be cognizant of 
patients’ individual-level factors, 
and the determinants shaping 
these, to identify opportunities for 
customizing patient-provider 
interactions in response to 
patients’ unique needs and 
interests.  

Incorporate a data-collection tool 
capturing patients’ SDOH needs 
across a specific SDOH framework 
 
Evaluate efficacy of treatment 
plans by following-up with patients 
and/or partners, and use this data 
to guide decision-making moving 
forward 
 
Engage and collaborate with 
patients in the development of 
treatment plans tailored to their 
unique experiences and SDOH 
needs 
 
Develop innovative strategies for 
connecting patients with necessary 
services based upon their 
individual needs 

Patients and their 
families  
 
Community 
members 
 
Peer groups 

Interpersonal Relationships between family, 
friends, colleagues, and community 
members can encourage or hinder 
health promoting and treatment 
seeking behaviors. Interpersonal 
relationships between patients’ 
health care providers also can 
advance or undermine quality of 
care. Thus, providers should 

Introduce and incorporate the IDI 
into the daily functioning of your 
practice to build intercultural 
competence  
 
Create a common language around 
culture, inclusion, diversity, equity, 
and intercultural competence 
 

Advocacy groups 
 
Community 
leaders 
 
Religious leaders 
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LEVEL IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

develop their capacity to 
meaningfully engage in cross-
cultural conversations, creating 
inclusive treatment plans 
responsive to the diversity of 
patients. 

Personally interact with members 
from diverse cultural groups within 
your community. 

Participate in workshops or 
trainings to understand and 
address the implicit biases that 
may be shaping your interactions 
with patients of color. 

Organizational Conditions at the organizational 
level shape environments in which 
individuals and interpersonal 
relationships operate, such as 
schools and health care facilities. 
These organizations can promote 
or hinder health and well-being 
depending on the extent to which 
these conditions underscore 
appreciation and commitment for 
diversity, equity, and inclusion.  

Clearly define the role of your 
organization or agency in 
addressing the SDOH 

Conduct research to determine the 
SDOH framework most relevant to 
the work of your organization or 
agency  

Determine community well-being 
indicators and consider the data 
that your organization or agency 
doesn’t collect. Use these gaps to 
guide partnerships across the 
community. 

Survey patients to assess their 
satisfaction in receiving treatment 
within your organization. 

Health care 
providers 

Education 

Administrators 
and staff 

Employers 

Organizational 
authorities 

Community SDOH at the community level 
reflect the conditions in the 
environments where people are 
born, live, learn, work, play, 
worship, and age. These 
determinants impact health and 
well-being at the organizational, 
interpersonal, and individual levels, 
influencing one’s access to quality 
schools, jobs, transportation, social 
connections, health promoting 
behaviors, and more. Thus, 
providers should develop a deeper 
understanding of the communities 
in which patients live to create 
treatment plans responsive to their 
needs, interests, and accessibility 
of community-wide services. 

Participate in community-based 
events to develop relationships 
and build awareness of the 
barriers and opportunities to 
health and well-being within your 
community 

Determine community well-being 
indicators and consider the data 
that your organization or agency 
doesn’t collect. Use these gaps to 
guide partnerships across your 
community. 

Understand how critical 
environmental factors (physical, 
social, economic, and political) in 
a community can impact the well-

Community 
leaders 

Local government 
officials 
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LEVEL IMPACT ANTI-RACIST 
APPROACH 

KEY 
AUDIENCES 

being of residents. 

Public Policy As was highlighted through this 
resource, public policy operates to 
determine distribution of resources 
and supports conducive to health 
and well-being, which, in turn, has 
resulted in concentrated advantage 
or disadvantage among particular 
populations.  

Acknowledging the impacts of 
structural racism perpetuated 
through and embedded within 
public policy can support providers 
in understanding and addressing 
root causes of disparate outcomes 
across the SDOH. 

Learn about the history of race as 
a social construct 

Understand the history shaping 
the experiences of patients and 
communities to facilitate 
culturally responsive solutions 

Disaggregate data by race and 
ethnicity to observe potential 
health disparities  

When analyzing data, understand 
structural racism, not race, as a 
root cause of racial health 
disparities 

Understand how race and racism 
contribute to the experiences 
perpetuated by critical 
environmental factors (e.g., 
power, advantage, and 
disadvantage) 

State legislators 

Federal 
government 
representatives 

INDIVIDUAL COMMITMENTS TO ACTION 

Part two of this resource will support providers in facilitating conversations around racism and 
the SDOH within their organizations and between community partners as they develop shared 
meaning and understanding of critical concepts. This facilitator’s guide will provide strategies 
and resources for providers to create environments in which stakeholders can build their 
capacity for incorporating an anti-racist approach to address disparate outcomes across the 
SDOH. With this facilitator’s guide, providers and their partners will have opportunities for 
individual commitments to action designed to: 1) build their understanding of the structural 
impacts of racism across the SDOH and develop strategies to advance an anti-racist approach in 
their work, 2) create a shared, common language around SDOH guided through an anti-racist 
framework and/or model, and 3) develop their intercultural competence to advance inclusive, 
culturally responsive practices. Through practical application of this facilitator’s guide across a 
three-part series, participants will be encouraged to utilize this resource to support successful 
achievement of their individual commitments to action. Either using the potential action steps 
provided in this document, or developing your own action steps, document the strategies you 
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plan to incorporate in your personal and/or professional roles to build your capacity for 
advancing equitable outcomes within your practice. Specifically: 

Action steps: What are the processes you intend to facilitate in successfully accomplishing the 
specified individual commitment to action? 

Impact: What will be the larger personal and/or professional impact upon completion of this 
action step (e.g., on yourself, your family and friends, your colleagues, your patients, your 
organization, your community)? 

Partners: Who in your personal, professional, and/or community networks can support you in 
completing this action step? 

In addition, participants are encouraged to document their progress and experiences in 
engaging with their individual commitments to action by using the blank pages following each 
table. Though the facilitator’s guide will support you in incorporating this resource within your 
organization or agency, developing a shared understanding of the SDOH through an anti-racist 
approach will require long-term commitment, learning, and self-reflection to improve 
community well-being and patient-level outcomes for all you serve.  
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TEMPLATE 1 

Individual Commitment to Action: 
Build an understanding of the structural impacts of racism across the SDOH and develop 
strategies to advance an anti-racist approach in your work. 

ACTION STEPS IMPACT POTENTIAL PARTNERS 
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Notes 
  



24 

Notes 
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TEMPLATE 2 

Individual Commitment to Action: 
Create a shared, common language around SDOH guided through an anti-racist framework 
and/or model. 

ACTION STEPS IMPACT POTENTIAL PARTNERS 
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Notes 
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Notes 
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TEMPLATE 3 

Individual Commitment to Action: 
Develop your intercultural competence to advance inclusive, culturally responsive practices. 

ACTION STEPS IMPACT POTENTIAL PARTNERS 
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Notes 
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Notes 
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APPENDIX A 

Centers for Disease Control and Prevention (CDC) Socio-ecological model 

Source: Centers for Disease Control and Prevention. (2021). The social ecological model: A framework for prevention. 
CDC.gov. https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.htmlc 
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APPENDIX B 

 Health Impact Pyramid 

Source: Frieden, T.R. (2010). A Framework for Public Health Action: The Health Impact Pyramid. American 
Journal of Public Health, 100(4), 590-595. 
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APPENDIX C 

Source: County Health Rankings and Roadmaps. (2021). Measures & data sources. County Health and Rankings 
Roadmaps. https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources 

University of Wisconsin Public Health Institute County Health Rankings Model 
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APPENDIX D 

U.S. Department of Health and Human Services’ Healthy People 2030 
Definition and Classification of Social Determinants of Health 

Source: Department of Health and Human Services, Office of Disease Control and Prevention. Social determinants of 
health. Healthy People 2030. https://health.gov/healthypeople/objectives-and-data/social-determinants-health  
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APPENDIX E 

Source: Artiga, S., Hinton, E. (2018). Beyond health care: The role of social determinants in promoting health and 
health equity. KFF. Retrieved from https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-
care-the-role-of-social-determinants-in-promoting-health-and-health-equity/

Kaiser Family Foundation Classification of Social Determinants of Health 
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APPENDIX F 

Source: Jones, D.S., Podolsky, S.H., & Greene, J.A. (2012). The Burden of Disease and the Changing Task of Medicine. 
The New England Journal of Medicine, 366, 2333-2338. 

Changes in the Leading Causes of Mortality in the United States from 1900 to 2010 
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APPENDIX G 

Mortality and Life Expectancy Disparity Ratios Between Black and White Americans 
From 1900 to 2020 

Source: Wrigley-Field, E. (2020). US Racial Inequality may be as deadly as COVID-19. Proceedings of the National 
Academy of Sciences, 117(36), 21854-21856. 
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APPENDIX H 

Revised Social Determinants of Health Framework with Structural Racism as a Root Cause 

Source: Yearby, R. (2020). Structural racism: The root cause of the social determinants of health. Bill of Health. 
https://blog.petrieflom.law.harvard.edu/2020/09/22/structural-racism-social-determinant-of-health/ 
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APPENDIX I 

Protocol for Responding to and Assessing Patient Assets, Risks, 
and Experiences (PRAPARE) Screening Tool 
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Source: National Association of Community Health Centers, Inc. (2015). PREPARE: Protocol for responding to and 
assessing patient assets, risks, and experiences (PRAPARE) screening tool. Association of Asian Pacific Community 
Health Organizations and Oregon Primary Care Association. www.nachc.org/prapare 
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APPENDIX J 

Intercultural Development Continuum 

Source: National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health 
Organizations, & Oregon Primary Care Association. (2016). PRAPARE: Protocol for Responding to and Assessing 
Patient Assets, Risks, and Experiences. Retrieved from https://www.nachc.org/wp-
content/uploads/2018/05/PRAPARE_One_Pager_Sept_2016.pdf 
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